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Introduction 
 
The Alcohol Health Alliance UK (AHA) is pleased to have the opportunity to 
participate in this parliamentary inquiry into liver disease.  The AHA is a group of 32 
organisations whose mission is to reduce the damage caused to health by alcohol 
misuse. The Alcohol Health Alliance works together to: 
  

 Highlight the rising levels of alcohol-related health harm 

 Propose evidence-based solutions to reduce this harm 

 Influence decision makers to take positive action to address the damage 
caused by alcohol misuse 

  
Members of the Alliance: Academy of Medical Royal Colleges, Action on Addiction, 
Alcohol Concern, alcoHELP, Alcohol Focus Scotland, Balance North East, British 
Association for the Study of the Liver, British Liver Trust, British Medical Association, 
British Society of Gastroenterology, College of Emergency Medicine, Drink Wise 
North West, Faculty of Dental Surgery, Faculty of Occupational Medicine, Faculty of 
Public Health, Institute of Alcohol Studies, Medical Council on Alcohol, National 
Addiction Centre, National Heart Forum, National Organisation for Foetal Alcohol 
Syndrome, Royal College of Anaesthetists, Royal College of General Practitioners, 
Royal College of Nursing, Royal College of Physicians Edinburgh, Royal College of 
Physicians London, Royal College of Physicians and Surgeons, Glasgow, Royal College 
of Psychiatrists, Royal College of Surgeons of England, Royal Pharmaceutical Society, 
Royal Society for Public Health, Scottish Health Action on Alcohol Problems, Scottish 
Intercollegiate Group on Alcohol. 

The Alcohol Health Alliance's Health First report provides recommendations that if 

supported by the government would significantly reduce the burden of alcohol 

related health harm. 

 
 

1.      What is your assessment of progress in tackling liver disease since 2010? 
  

The AHA sees that since 2010 there has been greater awareness of the risks 
associated with liver disease, the rising rates of morbidity and mortality due to liver 
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disease and the evidence to support effective policy solutions that will help to 
reduce the burden of liver disease.  
 
There has also been more widespread implementation of Alcohol Specialist Services 
and Alcohol Care Teams across the country in recent years, although the service is 
still patchy in some parts of the country and still under-funded in others.   
 
However, despite any recent progress, there is currently no national strategy 
designed to coordinate an effective response to the growing burden of liver disease.  
Plans to publish a National Liver Strategy have seemingly been put on hold, and the 
policy with the strongest evidence of effectiveness in tackling deaths from liver 
disease, Minimum Unit Pricing (MUP), has been abandoned from the Government’s 
Alcohol Strategy. 
 
The AHA believes an overarching framework for national action on liver disease is 
urgently required. 
 
 

2.       Looking at the reforms to health and social care, what are: 
 

a.      the biggest opportunities for tackling liver disease?  
 
The AHA believes the reforms to health and social care provide both opportunities 
and risks for tackling liver disease. For example, the separation of public health from 
the NHS through the creation of Public Health England (PHE) is both a potential 
opportunity and a threat, and it is therefore essential that the two organisations 
work in a coordinated manner.  
 

Similarly, the increased responsibility at the local level can be seen as both an 
opportunity and a threat. The AHA believes there is potential to work more closely 
with local authorities to drive change and innovation, and deliver services targeted 
to the needs of local communities. However, with these changes come risks that 
must be mitigated. These include: unjustifiable variation, piecemeal and fragmented 
service provision, an absence of quality evaluation metrics, and a lack of 
information-sharing and best practice.  

It is therefore essential that a national framework for tackling liver disease is 
established, which could be adapted to local needs, in order to maximise the 
opportunity presented by increased local responsibility. Such a framework could 
include national recommendations on service delivery that could be an effective way 
of keeping costs down, sharing best practice and getting the best value for money. A 
framework could be led by a dedicated alcohol team within PHE, with established 
experts leading the research work at the highest level, setting out principles for 
action, rather than prescriptive plans.  This would allow for local areas to develop 
plans to meet local needs with the backing of expertise and knowledge provided by 
PHE.  
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b.      the biggest threats to tackling liver disease? 
  

The AHA sees the biggest threat to tackling liver disease the absence of any national 
framework or strategy for coordinating an effective response to the growing burden 
of disease. Furthermore, the lack of an effective strategy, based on the best available 
evidence, to combat the rise in alcohol misuse means that the biggest risk factor for 
liver disease is not being dealt with. Specifically, the abandonment of MUP in favour 
of a ban on the ‘below cost’ sale of alcohol (which is estimated to reduce 
consumption by 0.04%1) will have minimal impact on levels of harmful alcohol 
consumption in England and Wales and therefore do little to diminish the growing 
rates of morbidity and mortality from alcohol-related liver disease. 
 
In the absence of a national framework, more emphasis is placed on decision making 
at a local level. The AHA has outlined the risks associated with this approach (see 
section 2a, above). Furthermore, leaving it to each individual council to decide on 
priorities may result in some choosing to ignore alcohol harm, even where significant 
problems exist. There must be robust measures for holding local authorities to 
account for these decisions.  

An additional cause for concern is the threat to data collection on alcohol 
consumption and alcohol related deaths, which is currently under review by the 
Office for National Statistics as part of a wider consultation on cost cutting. It is 
essential that national data on alcohol consumption and harm are routinely collected 
in order to monitor and evaluate trends and progress. 

 
3.     What support do different organisations need in improving liver disease outcomes? 

[For example, commissioners, providers, GPs, prisons, drug action teams] 
  

The requirements for support will differ at every service level and so no single 
formulation can be provided.  However, it is essential that there is a national 
framework for liver disease to ensure consistency of service provision across the 
country.  There should in addition be local area appointees for liver services – one 
clinical and one public health.  These local champions could be responsible for 
ensuring that local services match national requirements, are modified as needed to 
take account of local conditions, and could monitor service provision and outcomes.  
They could also ensure that service delivery in the community, primary and 
secondary care is fully integrated. 
 
Likewise, 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 the forthcoming quality 
standard on alcohol dependence. They must hold clinical commissioning groups 

                                                        
1 Meng et al (2013) Modelled income group specific impacts of alcohol minimum unit pricing in 
England 2014/15: Policy appraisals using new developments to the Sheffield Alcohol Policy 
Model (v2.5) accessed at 
http://www.sheffield.ac.uk/scharr/sections/ph/research/alpol/research/newresearch 
 

 

http://www.sheffield.ac.uk/scharr/sections/ph/research/alpol/research/newresearch
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(CCGs) 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. 
 
 

4.     What opportunities do you see for early diagnosis and/or prevention of liver 
disease? 

The AHA sees preventing and limiting alcohol misuse as major opportunities for the 

prevention and management of liver disease.  Such opportunities include screening 

and effective early intervention for harmful and hazardous drinkers, as well as long-

term follow-up.  These opportunities could be provided if PHE and NHS England work 

together effectively.  The introduction of MUP would have a significant beneficial 

effect on preventing and limiting alcohol-related liver disease. 

 
5.      How can we avoid unwarranted variation in liver disease outcomes across 

England? 

The NHS Atlas of Variation: Liver Disease 2011 provides information on where the 

inequalities exist and provides examples of best practice.  These data should be 

updated on an annual basis. Stipulated best service specifications which include 

community and public health are needed. 

 

6.     Can you give examples of where a part of the pathway is working well in an area, 
or where it is not? 

The Atlas of Variation: Liver Disease 2011 provides examples of areas where service 

provision is good and areas where services are in need of significant improvement.  

Likewise the recent NCEPOD report identifies areas where practice needs to be 

improved.  Overall the provision of service is not optimal.  Examples of good practice 

in one area may not be easily transferable elsewhere as they often depend on the 

expertise and enthusiasm of a single practitioner.  

Contact details 
 
For further information please contact 
 
Alcohol Health Alliance 
alcohol@rcplondon.ac.uk 
020 3075 1612 
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