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SUMMARY OF KEY POINTS  
• In August 2003 the Health Committee decided to examine public health issues. In particular, 

it decided to look at three public health issues and how they affect children and young 
people, namely obesity and physical exercise, smoking and alcohol. 

 
• The Committee expressed a wish to ascertain what lessons, if any, could be learnt in 

Scotland from how other countries tackle these issues. Members were particularly interested 
in the Nordic countries ie Denmark, Finland, Norway and Sweden. 

 
• The primary data source for this paper is the 2001/02 survey carried out by Health Behaviour 

in School-aged Children, a cross-national research study conducted in collaboration with the 
WHO Regional Office for Europe. 

 
• The briefing considers data presented on the frequency of drinking, frequency of 

drunkenness and the onset of drinking alcohol for each of the study countries.  In general 
data is presented for boys and girls aged 11, 13 and 15 years of age. 

 
• This briefing outlines public health strategies that have been employed in Scotland, England, 

Wales and the Nordic countries concentrating on how each of the study countries 
approaches the issue of alcohol misuse in children and young people. 

 
• There is more information available for some countries than others regarding the policies 

and strategies in place to tackle alcohol misuse.  
 
• Much of the information for the study countries comes from research commissioned by the 

Public Health Institute for Scotland (PHIS), which is now part of NHS Health Scotland ie 
Crombie et al (2003) and Crombie et al (2004). 

 

 

 

 

 

 

 

 

 

http://www.hbsc.org/index.html
http://www.hbsc.org/index.html


 

providing research and information services to the Scottish Parliament 
4 

• 

• 

INTRODUCTION 
In August 2003 the Health Committee decided to examine public health issues.  In particular, it 
decided to look at three public health issues and how they affect children and young people, 
namely obesity and physical exercise, smoking and alcohol. 
 
The Committee also expressed a wish to ascertain what lessons, if any, could be learnt in 
Scotland from how other countries tackle these issues.  Members were particularly interested in 
the Nordic countries ie Denmark, Finland, Norway and Sweden. 
 
This paper is one of a series of papers written to support the Health Committee in its 
deliberations over a possible inquiry.  The other SPICe briefings in this series are: 
 

‘Obesity, Nutrition and Physical Activity – Children and Young People: A Comparative Paper 
– Key Data’  (Payne 2005) 
‘Obesity, Nutrition and Physical Activity -Children and Young People: A Comparative Paper 
– Strategies (Payne 2005) 

•  ‘Smoking in Underage Children and Young People: A Comparative Paper’ (Lamb, 2005a) 
 
This paper concentrates on the area of alcohol misuse in children and young people and 
outlines public health strategies that have been employed in a selection of countries.   
 
The countries selected for comparison with Scotland are the Nordic countries, England and 
Wales.  These will be known for the purposes of this paper as the ‘study countries’.   These 
countries have been selected because of data and information availability for this paper. 

KEY FACTS IN THE STUDY COUNTRIES 

SCOTLAND  
The Scottish Schools Adolescent Lifestyle and Substance Use Survey (SALSUS) was 
established by the Scottish Executive to provide a broad based approach to the monitoring of 
substance use among young people in Scotland. The SALSUS survey was carried out in 2002 
and 2004 by the University of Edinburgh, Child and Adolescent Health Research Unit, 
commissioned by ISD Scotland on behalf of the Scottish Executive. The key findings of the 
2004 survey relating to alcohol include the following:   
 
• 20% of 13 year olds and 43% of 15 year olds reported that they had drunk alcohol in the 

week before the survey 
 
• among 15 year olds, girls were more likely than boys to report that they had drunk alcohol in 

the week before the survey: 46% of girls compared with 40% of boys 
 
 
• prevalence of drinking in the week before the survey declined between 2002 and 2004 

among 13 year olds (from 23% to 20%) and among 15 year old boys (from 47% to 40%): 
there was no change in prevalence among 15 year old girls (46% in both years) 

 
• more than half (53%) of 13 year olds who had ever drunk alcohol reported that they had 

been drunk at least once. Among 15 year olds, 74% reported that they had been drunk at 
least once: 77% of girls and 72% of boys 
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INTERNATIONAL COMPARISSON  
A recent study by Health Behaviour in School-aged Children (HBSC) has looked at the health of 
young people aged 11- 15 years in countries across Europe. Based in the Child and Adolescent 
Health Research Unit of the University of Edinburgh, HBSC is a cross-national research study 
conducted in collaboration with the WHO Regional Office for Europe. The study aims to gain 
new insights into, and increase understanding of, young people’s health and well-being, health 
behaviours and their social context. It was established in 1982 by researchers from 3 countries 
and shortly afterwards the project was adopted by the World Health Organisations (WHO) as a 
WHO collaborative study. There are now 36 participating countries and regions.  
 
Since its inception, HBSC has carried out 6 surveys at 4 yearly intervals, which aim to inform 
and influence health promotion and health education policy and practice for young people at the 
national and international levels and to advance scientific knowledge. The latest was the 
2001/2002 survey, conducted through school-based surveys in 35 countries and regions, 
including individual results for Scotland, England and Wales. The findings were published in 
Young People's Health in Context: International Report from the HBSC 2001/02 Survey (HBSC 
Report) (Currie et al, 2004). 

HBSC REPORT FINDINGS 
The HBSC survey asked young people several questions relating to their alcohol behaviour 
including: 
 
• how many times a week they usually drink alcohol 
• how often they consume a range of alcoholic drinks 
• how often, if ever, they became drunk 
• what age they started drinking alcohol 
• what age they were drunk for the first time 

Data issues 
As with all research, there are methodological issues to take into account when analysing data.  
The HBSC survey is a huge survey across many countries and regions, and so there must be a 
degree of caution when interpreting the results.  
 
The results of the HBSC report detailed here related to the study countries selected for the 
purposes of this paper. The results for all 35 countries and regions can be seen in the HBSC 
Report.  

Frequency of drinking 
Figure 1 and Figure 2 below show the percentage of girls and boys who drink any alcoholic 
drink weekly, The HBSC Report (2004 p 74) notes that this is presented as an indicator of 
regular alcohol consumption.  The question asked was: 
 
How many times a week do you usually drink any alcoholic drink? Response categories were: 
a) never b) less than once a week c) once a week, d) 2-4 days a week e) 5-6 days a week, 
f) once a day every day, g) every day more than once. Weekly drinking is defined as reportedly 
consuming alcohol once a week or more. 
 
In addition, the frequency of intake of beer, wine or spirits was measured by the question: 
 

http://www.hbsc.org/index.html
http://www.euro.who.int/Document/e82923.pdf
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At present, how often do you drink anything alcoholic, such as beer, wine or spirits? Try to 
include even those times when you only drink a small amount.’ Response categories were: 
every day, every week, every month, rarely and never. 
 
HBSC Report (2004 p73) notes that where other alcoholic drinks targeted at young people were 
available, eg alcopops, strong beers and cider, some countries included additional items on 
types of drink to the list in their questionnaires. As the range of types of alcohol available is 
extremely broad, the analysis presented here is restricted to the three dominant categories or 
types asked about in all the countries and regions ie beer, wine and spirits.  
 
A basic analysis of Figure 1 and Figure 2, below, shows that in general terms boys are more 
likely than girls to drink alcohol regularly. This pattern appears in all three age groups and all 
countries except 13-year olds in Finland where there is just a 0.1% higher rate of girls drinking 
any alcoholic drink weekly than boys.  Across the age groups, England and Wales tend to have 
the highest rates of both girls and boys drinking an alcoholic drink weekly. Weekly drinking rates 
for 15-year-olds boys are over 50% in England and Wales. For both girls and boys the Nordic 
countries except for Denmark fare better than the UK countries. Finland, Sweden and Norway 
are all showing figures below the HBSC average.  
 

Figure 1 Girls who drink any alcoholic drink weekly  
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Figure 2 Boys who drink any alcoholic drink weekly  
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A basic analysis of Figures 3-8, below shows that across all the countries and all three age 
groups beer is preferred over wine. The percentage of young people drinking increases with 
age.  The HSBC Report (2004 p74) states that some countries have found the newly designed 
premixed drinks or alcopops to be more popular among girls. 
 
It also highlights that beer has an alcohol content of 4-6%, although some beers have less or no 
alcohol or as much as 14% alcohol content. Young people are less likely to drink wine, which 
usually has an alcohol content of 10-14%. Distilled spirits may vary considerably in strength, but 
usually contain more than 35% pure alcohol.  
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Figure 3 Girls who drink beer weekly 
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Figure 4 Boys who drink beer weekly 
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The HSBC Report states that among 15-year-olds, boys report frequent consumption of all three 
types of alcoholic drink in England and beer and spirits in Denmark. Among 15-year-old girls 
frequent consumption of more than one type of drink is most common in Denmark and England. 
Girls often drink wine and spirits in England and beer and spirits in Denmark.  

 
Figure 5 Girls who drink wine weekly 
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Figure 6 Boys who drink wine weekly 
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Both girls and boys tend to drink spirits where the reported regular consumption of beer and/or 
wine is also high. However, whilst Scotland has the lowest percentage across the countries for 
15-year-old girls who drink beer weekly and only the third highest percentage of 15-year-old 
girls who drink wine, it  has the highest percentage across all the countries for 15-year-old girls 
who drink spirits. It also states that the Nordic countries can be defined as representative of the 
Nordic drinking tradition, showing a relatively low proportion of wine intake.  
 

Figure 7 Girls who drink spirits weekly 
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Figure 8 Boys who drink spirits weekly  
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Frequency of Drunkenness 
Figure 9 and Figure 10 show the number of girls and boys who have been drunk two or more 
times. The HSBC Report (2004, p74) states that particular mention of the proportion of those 
who have been drunk twice or more is made because young people who become drunk more 
than once run a higher risk of negative health outcomes. Across all countries and in all age 
groups, boys are more likely than girls to report having been drunk twice or more. The gender 
difference is greatest among 15-year-olds and smallest among 11-year-olds. For 13 and 15 –
year-olds, the rates of drunkenness are highest in Denmark, England and Wales, with England 
and Wales also having the highest rates for 11-year-olds. Denmark has the highest percentage 
of 15-year-old boys and girls who have been drunk two or more times.  Comparisons between 
rates of reported drunkenness and rates of weekly drinking in Finland show that whilst they 
have a high rate of reported drunkenness, they have a low rate of weekly drinking.  
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Figure 9 Girls who have been drunk two or more times 

0 10 20 30 40 50 60 7

Denmark

Wales

Finland

England

Scotland

Norway

Sweden

HBSC Average

Percentage
0

15-year-old girls
13-year-old girls
11-year-old girls

 
 

Figure 10 Boys who have been drunk two or more times 
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Onset of Drinking alcohol and drunkenness 
 Figure 11 shows the age at onset of drinking. The HSBC Report (2004, p 70) states that, to 
maximise accuracy and comparability, the analysis of age at onset of drinking alcohol and of 
drunkenness is restricted to 15-year-olds. An unbiased estimate cannot be provided until all 
those who could potentially start drinking alcohol have had the time to do so. Some of those 
categorised as never having tried alcohol are still likely to try alcohol later, thereby raising the 
mean age of initiation. The mean age for both girls and boys to start drinking is relatively late in 
Finland and Norway, whilst all the UK countries and Denmark have a mean age for girls trying 
alcohol below the HSBC average. Denmark and Wales also have a mean age for boys trying 
alcohol below the HSBC average.  
 
    Figure 11 Age at onset of drinking 

 
Country Age at onset of drinking alcohol 

 Girls Boys 
Denmark 12.8  12.0  
England 12.6  12.4 
Finland 13.3 13.2 
Norway 13.4 13.0 
Scotland 12.5  12.5 
Sweden 13.2 12.7 
Wales 12.5  12.1  
HBSC Average 12.9 12.3 
 
Figure 12 shows the first episode of drunkenness. As with the onset of alcohol consumption, 
boys report the onset of drunkenness starting earlier than girls. Across all the seven countries 
the mean age for the first episode of drunkenness is below the HBSC average of 13.6 years 
except for boys in Norway, whose mean age is 13.7 years.  

 
Figure 12 First episode of drunkenness 

 
Country First Episode of drunkenness  

 Girls Boys 
Denmark 13.6 13.5 
England 13.5 13.4 
Finland 13.6 13.5 
Norway 13.8 13.7 
Scotland 13.4 13.5 
Sweden 13.6 13.5 
Wales 13.8 13.4 
HBSC Average 13.9 13.6 

PUBLIC HEALTH STRATEGIES IN THE STUDY COUNTRIES 
There is more information available for some countries than others regarding the policies and 
strategies in place to tackle alcohol misuse.  However, the sections below provide an outline of 
how each of the study countries approaches these issues. 
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• 

Much of the information for the other study countries comes from research commissioned by the 
Public Health Institute for Scotland (PHIS), which is now part of NHS Health Scotland: 
 

Understanding Public Health Policy: Learning from International Comparisons (Crombie et al 
2003) 

• 

• 

• 
• 

• 

Public Health Policy on Alcohol: an international perspective (Crombie et al 2004) 
 
In 2002 PHIS commissioned Professor Iain Crombie of Dundee University Department of 
Epidemiology and Public Health to undertake a two-phase review of public health policy in a 
range of developed countries.  The aim was to describe government actions that have been 
taken to improve public health and describe interventions that could be used to help improve the 
health of the people of Scotland.  
  
The first phase was an initial review of public health policies in a range of countries.  The review 
found that: 
 

all the countries studied had detailed policies for public health aimed at improving length and 
quality of life 
reducing inequalities in health is an overarching aim of most countries 
policies are usually extensive and ambitious, but often lack earmarked funding for 
implementing interventions 
all countries set health targets and these are used to signal the directions in which 
improvements should occur and to provide a mechanism to monitor progress to better health 

  
The second phase was to analyse policy features for a series of topics essential to health 
improvement, including alcohol. 
 
Crombie et al (2005) studied 14 developed countries, including the study countries, and their 
approach to tackling alcohol misuse.  Crombie et al (2004, p 1) found: 
• alcohol policy is on the political agenda in all developed countries 
• the common experience is a rise in alcohol-related harm in recent years with concern to 

reverse this trend 
• within most countries. alcohol production, distribution and marketing are an important source 

of income to the economy 
• the challenge for governments is to achieve a balance between the economic benefit to 

individuals, communities and the state, the social and health benefits from low level drinking, 
whilst striving to eliminate the harm caused by alcohol at all levels 

 
It is also clear from the study countries dealt with in this paper that one of the major vehicles 
employed in each country for the delivery of its strategy is schools.  Therefore, whilst strategies 
may be developed by health departments, many of the initiatives for children and young people 
are often taken forward by education departments. 
 
The following sections detail the strategies being employed in each of the study countries.  Each 
section on each individual country will begin with a brief description of the overall public health 
strategy that has been developed, before moving onto specific initiatives for children and young 
people that have been employed to tackle alcohol misuse. Where possible, specific targets will 
be referred to, but as discussed above, not all countries present their strategies in this way.  In 
addition, it should be noted that some targets or initiatives, though referring to children and 
young people, are generic to the whole of a country’s population.  Finally, for the Nordic 
countries, a brief explanation will be given about how the health system works. 
 

http://www.phis.org.uk/projects/network.asp?p=fh
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WORLD HEALTH ORGANISATION 
Throughout this paper, reference will be made to a number of WHO strategies on public health, 
which many countries used as the basis of their own.  Crombie et al (2003) discuss the 
development of public health policy in the 20th century, whilst Crombie (2005) charts the 
development of WHO alcohol strategies.  This section will briefly discuss the main WHO 
strategies, referred to by the study countries. 

Health For All 
Crombie et al (2003, p 7) discuss that the 30th World Health Assembly in 1977 revealed that 
large numbers of people, and in some cases entire countries, were not experiencing the levels 
of health that were intended under the WHO Constitution.  It was therefore proposed to make 
substantial improvements in health by the end of the century.  Resolution WHA30.43 stated that 
the main social targets of governments and the World Health Organisation in the coming 
decades should be the “attainment by citizens of the world by the year 2000 of a level of health 
that will permit them to lead a socially and economically productive life”.  This became known as 
"Health for All by the Year 2000". 

Health 21 
‘Health 21: Health for All in the 21st Century’ (1998), is the WHO European region’s current 
response to the global Health for All policy.  The main objective of the strategy is to achieve full 
health potential for all, and within this there are two main aims: 
 
• 
• 

• 

• 

• 

• 

to promote and protect people’s health throughout their lives 
to reduce the incidence of the main diseases and injuries, and alleviate the suffering they 
cause 

 
Health 21 (1998, p 9) has four main strategies for action: 
 

multisectoral strategies to tackle the determinants of health, taking into account physical, 
economic, social, cultural and gender perspectives, and ensuring the use of health impact 
assessment 
health-outcome-driven programmes and investments for health development and clinical 
care 
integrated family and community-oriented primary health care, supported by a flexible and 
responsive hospital system 
a participatory health development process that involves relevant partners for health at 
home, school and work and at local community and country levels, and that promotes joint 
decision-making, implementation and accountability 

 
Twenty-one targets were set, which specifically spell out the needs of the whole European 
Region and suggest the necessary actions to improve the situation.  Target 12 on reducing 
harm from alcohol, drugs and tobacco, discusses the use of other strategies, including the 
European Alcohol Action Plan (see below) as the basis for tackling problems associated with 
alcohol (1998, p 21-22). 

 

 

 

http://www.euro.who.int/document/EHFA5-E.pdf
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European Alcohol Action Plan 2000-2005 
The European Alcohol Action Plan 2000-2005 (EAAP) (World Health Organisation 2000) aims 
to reduce the harm that can be done by alcohol throughout the European Region.  The EAAP 
(2000, p v-vi) states its objectives as to: 
 
• generate greater awareness of, provide education in, and build support for public health 

policies that address the task of preventing the harm that can be done by alcohol 
• reduce both the breadth and depth of alcohol-related harm such as fatalities, accidents, 

violence, child abuse and neglect, and family crises 
• provide accessible and effective treatment for people with hazardous and harmful alcohol 

consumption and those with alcohol dependence 
• provide greater protection from the pressures to drink for children, young people and those 

who choose not to drink alcohol  
 
The EAAP (200, p vi) adds that the Action Plan is based on the 1995 European Charter on 
Alcohol, and proposes a variety of actions to achieve a number of outcomes.  The outcomes are 
based on a number of topics including: 
 
• information and education 
• public, private and working environments 
• availability of alcohol products 
• promotion of alcohol products 
• responsibilities of the alcoholic beverage industry and hospitality sector 
• formulation, implementation and monitoring of policy 
 
Each Member State is encouraged to implement the actions most likely to reduce the harm that 
can be done by alcohol in that country.  The WHO Regional Office for Europe is given the role 
of supporting the Action Plan in five key areas: 
 
• advocate the protection of health and identify alcohol-related policies and practices that 

harm health 
• provide a focus for information on health through its alcohol-related monitoring and 

evaluation systems, and cooperate with its major partners such as the European 
Commission 

• give support to Member States in the development of effective alcohol policies, utilising its 
research and science base 

• provide evidence-based tools and guidelines for turning alcohol policies into action 
• provide leadership, technical support and coordinated action through collaborative networks 

across Europe 

SCOTLAND 

BACKGROUND 
The foundation of Scotland’s current public health strategy is ‘Towards a Healthier Scotland: A 
White Paper on Health’ (Scottish Office, 1999).  Although developed by the Scottish Office pre-
devolution, it was taken forward by the Scottish Executive following devolution.  Towards a 
Healthier Scotland (1999, p 3) sought to develop: 
 
• a coherent attack on health inequalities based on a comprehensive and co-ordinated use of 

health and other resources and agencies capable of influencing health  

http://www.euro.who.int/document/E67946.pdf
http://www.euro.who.int/AboutWHO/Policy/20010927_7
http://www.euro.who.int/AboutWHO/Policy/20010927_7
http://www.scotland.gov.uk/library/documents-w7/tahs-00.htm
http://www.scotland.gov.uk/library/documents-w7/tahs-00.htm
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• a focused programme of initiatives aimed at improving and sustaining the health of children 
and young people  

• major initiatives aimed at the prevention of Scotland's two major killing diseases, cancer and 
coronary heart disease 

 
Towards a Healthier Scotland contained national targets for alcohol in Scotland including: 
 
• reduce the incidence of adults exceeding weekly sensible drinking levels:     

o from 33% to 31% for men between 1995 and 2005 and to 29% by 2010 
o from 13% to 12% for women between 1995 and 2005 and to 11% by 2010 

 
• reduce the frequency and level of drinking from 20% of 12-15 year olds to 18% between 

1995 and 2005 and to 16% by 2010 
 
 
In February 2003, the Scottish Executive published ‘Partnership for Care: Scotland’s White 
Paper’.  Whilst highlighting the work already being undertaken, Partnership for Care (2003a, p 
10) announced a new public health strategy, which sought to: 
 
• 
• 
• 

• 

develop a new approach to improve health in Scotland and to reduce health inequalities  
produce a sustained effort to tackle the lifestyles and circumstances which damage health  
develop new actions focused on the early years, teenage transition, the workplace, and 
communities  
propose legislation to secure the place of Health Improvement in Community Planning  

 

IMPROVING HEALTH IN SCOTLAND 
The result of Partnership for Care was ‘Improving Health in Scotland: The Challenge’  (Scottish 
Executive 2003b), which can be said to be the current public health strategy for Scotland.  Its 
aim was to provide a strategic framework to support developments required to deliver a more 
rapid rate of health improvement in Scotland.  Improving Health (2003b, p 5) had three main 
objectives:  
 
• to set out the work programme of the Scottish Executive, NHS Health Scotland and NHS 

Boards 
• to relate work programmes and processes across Scotland, which are central to health 

improvement 
• to encourage joint working between the many organisations and individuals within Scotland 

who contribute to health improvement and to allow them the opportunity to influence future 
work and phases of this long-term plan for change 

 
A variety of actions were identified, and sought to develop programmes for: 
 
• 
• 

• 

a more effective framework for health improvement 
initiatives based on the four target areas of the early years, teenage transition, the workplace 
and communities 
initiatives based on health behaviours including physical activity and healthy eating  

 
In many ways, Improving Health consolidated much of the existing health improvement agenda 
as well as creating new strategies. 
 

http://www.scotland.gov.uk/library5/health/pfcs-00.asp
http://www.scotland.gov.uk/library5/health/pfcs-00.asp
http://www.scotland.gov.uk/library5/health/ihis-00.asp
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The Teenage Transition 
Improving Health (2003b p19-22) details a programme to support young people as they move 
from childhood to adulthood. It highlights that the early stages of secondary school education 
and adolescence to adulthood are a time of great change and a time when young people are 
subject to major external influences.  It intends to create a set of circumstances where young 
people feel supported to the extent that they fulfil their potential, maintain self-esteem and avoid 
a wide range of health-damaging behaviours and hazards. The programme proposes a 
reduction in young people’s use of tobacco, alcohol and drugs.   
Improving Health identifies a number of actions to be taken to achieve its proposals for 
teenagers. These include: 
 
• the roll-out of the New Community School and Health promoting School Programme to all 

schools by 2007, which aims to raise attainment and improve social inclusion in schools 
• redesign and implement a new approach to school nursing by 2004 to ensure health 

improvement activity is part of the workforce programme 
• wider implementation of the ‘Walk the Talk’ programme. The programme supports the 

development of appropriate and accessible primary care services for young people with the 
aim of influencing lifestyle issues such as smoking and alcohol misuse 

• the Scottish Executive, led by SEHD and supported by NHS Health Scotland, NHSScotland, 
Community Planning Partnership, local authorities and other stakeholders will develop a 
programme of work to drive the above actions forward in terms of reviewing the evidence, 
providing key elements of implementation and contributing to evaluation 

Alcohol 
Improving Health committed the Executive to continuing to implement the Plan for Action on 
Alcohol Problems (see below) in particular of ensuring: 
 
• the development and publication of local action plans covering culture change, prevention 

and education, support and treatment services, protection and controls 
• implementation of the agreed plans by Local Action Teams 
• the development of services to address the needs of those who experience problems with 

alcohol and those affected by others’ alcohol problems. These are likely to include both 
specialist and mainstream services, which reflect the needs of individual clients and are 
integrated with other health and social care services 

• continuing discussion with the UK Government around the use of the levers of price, and 
regulation of availability, to influence alcohol-related problems in a positive way 

 
Improving Health also committed the Scottish Executive to ensuring that national and local 
alcohol plans reflect the findings of the independent review on liquor licensing law. This has 
since resulted in the introduction of the Licensing (Scotland) Bill (see below).  

Sub strategy Plan for Action on Alcohol Problems 
As indicated above, there are a number of sub-strategies that flow from Improving Health 
(2003b).  These deal with a number of issues including alcohol misuse.  The sub-strategy of 
particular interest to this paper is Scottish Executive (2002) Plan for Action on Alcohol 
Problems. An updated Plan for Action is due to be published by the Scottish Executive in Spring 
2005.  
 
The Plan for Action on Alcohol Problems (the Plan) took forward targets set out in Towards a 
Healthier Scotland. The overall strategy of the Plan was to reduce alcohol-related harm in 

http://www.alcoholinformation.isdscotland.org/alcohol_misuse/AI_MainPage.jsp?pContentID=2054&p_applic=CCC&p_service=Content.show&
http://www.alcoholinformation.isdscotland.org/alcohol_misuse/AI_MainPage.jsp?pContentID=2054&p_applic=CCC&p_service=Content.show&
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Scotland through short-term and long-term aims. Two priorities identified for immediate action in 
the Plan are: 
 
• to reduce binge drinking, because of the harmful social and individual cases 
• to reduce harmful drinking by children and young people because of the particular health 

and social risks 
 
The Plan identifies key indicators including binge drinking, harmful drinking by children and 
young people (measured by the numbers of children who drink, the age at which they start and 
the amount they drink) and alcohol-related deaths.  
 
The Plan suggests four broad areas for action: culture change, prevention, service provision 
and protection each with the emphasis on young people. The plan does not describe possible 
interventions nor give details of how it will be implemented at a local level.  

Culture Change 
The Plan (2002 p 29-36) reviews the set of beliefs about alcohol that are held by many people 
within Scotland. These include binge drinking being accepted as the norm by some groups, 
drunken behaviour being acceptable and fun, and the stigma attached to seeking help for 
alcohol-related problems at an early stage. 
 
The Plan aims to shift people’s attitudes and beliefs and ultimately their behaviour by: 
 
• addressing some underlying broad issues such as poverty, that may foster harmful drinking 

cultures and prevent health improvement 
• prompting thought and debate among the general public and opinion formers about the 

issues involved 
• giving people the information that they need 
• influencing attitudes of individuals and organisations 
• giving people access to help when they want to change their behaviour 
 
The main approach detailed is through a national communication strategy which challenges 
current beliefs about harmful drinking, raises awareness of the harmful effects of excessive 
drinking, and gives information about how to drink safely. The communication strategy should 
include national and local initiatives. National initiatives should portray the costs of alcohol to 
health, personal safety, public order, effectiveness at work and relationships. Work and leisure 
based organisations should adopt alcohol strategies that ensure safe drinking. 

Prevention and education   
The Plan (2002 p 39-47) emphasises the importance of the dissemination of clear and 
consistent messages relating to alcohol with the need to provide information in a variety of 
formats to target audience and setting. This includes targeted messages for children, young 
people and pregnant women. It states that the targeted messages will need to take account of 
evidence about why some young people drink too much, for example as a ‘rite of passage’.   
 
Community based education and prevention programmes are also encouraged. These include 
health education in schools and collaboration between young people, parents, the wider 
community, youth workers, health and social services and specialist agencies to reach all 
children. It states that children and young people must be offered positive and affordable 
alternatives to alcohol. The Scottish Executive’s commitment to improving sport and leisure 
facilities, through funding for local authorities, may help to facilitate this. Parents are urged to be 
proactive in shaping their children’s behaviour. Four settings have been identified for this work: 
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• primary care: for health promotion and use of brief interventions 
• the workplace: development of workplace policies 
• drink driving: primarily through drink driving campaigns 
• equality groups: including the development of targeted health promotion for minority groups 

and older people 

Service provision  
The Plan (2002 p 49-57) aims to provide equitable, accessible and inclusive services for those 
who suffer from alcohol-related problems and those who are affected by other people’s alcohol 
problems. It identifies gaps in the service including specialist psychiatric services, counselling 
services and services for those with alcohol-related brain damage. The plan details that these 
will be addressed to ensure a well coordinated service that addresses the needs of all.  
 
The Plan highlights the need for further research and heralds the Scottish Intercollegiate 
Guidelines Network (SIGN) (2003) Management of Harmful Drinking and Alcohol Dependence 
in Primary Care Guidelines and the NHSScotland Health Technology Board for Scotland (2002) 
Prevention of Relapse in Alcohol Dependence. 
 
It also describes the groups that need to be targeted which include children and young people, 
rural communities, homeless people, people with mental health problems and alcohol-related 
problems and those with alcohol-related brain damage, and prisoners. 
 
The Plan (2002 p 53)  states that there are particular gaps in services suitable for children and 
young people, including services tackling young people’s own drinking and supporting children 
who are affected by other people’s alcohol problems.  It details that children affected by alcohol 
problems will be one of the priority groups for action, against which bids for funding from the 
Changing Children’ Services Fund will be considered.  

Protection and controls 
The plan (2002 p 59-67) details the need for more protection and control for individuals and the 
community. Proposals for direct action on fiscal policy are not made because these are 
reserved matters. The plan discusses the growing problem of illegal alcohol and welcomes the 
UK Government decision to increase the number of customs officers.  
 
The Plan makes reference to several issues which are reserved to Westminster including 
advertising, the promotion of alcohol, the labelling of products and drink driving legislation, 
particularly rehabilitation courses for drink drivers.  
 
Proof of age schemes are identified as a way to reduce harmful drinking by children and young 
people as they may help to prevent illegal sales. Retailers are encouraged to adopt a ‘no proof, 
no sale’ policy. Cards offer the holder a range of benefits including access to local authority 
services such as libraries, leisure and reduced travel costs. 
 
The Plan (2002 p61) also details a pilot scheme to permit criminal proceedings to be taken on 
the basis of evidence obtained by test purchasing of age-restricted goods, including alcohol by 
children. The aim of the pilot is to assess whether test purchasing by children in Scotland can 
help to achieve more effective enforcement of the law in this area. 
 
Proof of age schemes, restrictions of alcohol at sporting events, door steward training and 
enforcement of licensing laws are all identified as possible strategies for tackling concerns 
regarding community safety. 

http://www.sign.ac.uk/pdf/sign74.pdf
http://www.sign.ac.uk/pdf/sign74.pdf
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Implementation 
The Plan (2002 p 69-77) details the importance of effective implementation, suggesting joint 
working, communication, co-operation and collaboration at a national and local level. The 
Scottish Ministerial Advisory Committee on Alcohol Problems (SMACAP) is charged with 
overseeing and monitoring the implementation of the Plan. At the local level implementation is 
the responsibility of the Alcohol Misuse Co-ordinating Committees. Crombie et al (2004 p96) 
states that details of how the strategy will be implemented at the local level are not given. The 
Scottish Executive will continue to support the Scottish Training on Alcohol and Drug Abuse, 
which is a training agency for staff working in the field of alcohol and drugs. The Scottish 
Executive is also committed to collecting more information on the prevalence of substance 
misuse and the trends in use and misuse. Finally, more research and evaluation are called for, 
to develop new interventions and ensure that resources are used wisely. The Scottish Executive 
initially committed funding of £1.5m to develop an information strategy at the population level, 
and to give additional support at the local level for the Alcohol Misuse Co-ordinating 
Committees. More funding has subsequently been made available.  
 

The Licensing (Scotland) Bill  
A review of the licensing law, the Licensing (Scotland) Act 1976, was commissioned when the 
Plan for Action on Alcohol Problems was being developed. This led to the establishment of the 
Committee on Liquor Licensing Law in Scotland (the Nicholson Committee), a short life working 
group to consider the issue of off-sales and an Expert Reference group. After a considerable 
process of development and consultation the Licensing (Scotland) Bill was introduced on 28 
February 2005. The Bill establishes five objectives which are to inform the proposed new 
licensing regime. These are: preventing crime and disorder, securing public safety, preventing 
public nuisance, protecting and improving public health and protecting children from harm.  The 
Policy Memorandum notes that achieving a reduction in underage drinking and binge drinking 
are two of the key aims that underline the approach the Executive has taken in proposing the 
new licensing system for Scotland. The Bill proposes to replace the current system of seven 
licences with two licences: a premises and a personal licence. At the time of writing, the Bill is 
currently at Stage 1. Further information on the Bill is available in the SPICe Briefing SB 05-15 
Licensing (Scotland) Bill 

ENGLAND 

PUBLIC HEALTH STRATEGY 
Crombie et al (2003, p 67) note that England has had a long tradition of pioneering public health 
developments.  As far back as 1847 there were Medical Officers of Health who were 
responsible for preventive health care and for measures to improve the public’s health. 
 
The current public health strategy in England, Choosing Health: Making Healthy Choices Easier  
(Department of Health 2004a), was published November 2004.   
 
As in other countries, tackling health inequalities is a major aim of the strategy, and Choosing 
Health (2004a, p 14-15) states that the strategy has three underlying principles: 
 
• informed choice: enable and support people to make their own decisions about choices that 

impact on their lives, bearing in mind that there is a special responsibility for young children 
who cannot make those decisions for themselves, and there needs to be special 

http://www.scottish.parliament.uk/business/bills/billsInProgress/licensing.htm
http://www.scottish.parliament.uk/business/bills/pdfs/b37s2pm.pdf
http://www.scottish.parliament.uk/business/research/briefings-05/sb05-15.pdf
http://www.scottish.parliament.uk/business/research/briefings-05/sb05-15.pdf
http://www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAndGuidanceArticle/fs/en?CONTENT_ID=4094550&chk=aN5Cor
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• 

• 

• 
• 
• 
• 
• 
• 

arrangements for those cases where a person’s choice may cause harm or a nuisance to 
another eg second hand smoke 
personalisation: support has to be tailored to the realities of the individual, with services and 
support personalised and provided flexibly and conveniently 
working together: progress depends on effective partnerships across communities, including 
the NHS, local government, business, the voluntary sector and communities 

 
Within this framework, Choosing Health (2004a) contains within it a number of overarching 
priorities: 
 

reducing the numbers of people that smoke 
reducing obesity and improving diet and nutrition 
increasing exercise 
encouraging and promoting sensible drinking 
improving sexual health 
improving mental health 

 
On 9 March 2005 Delivering Choosing Health: Making Healthier Choices Easier (Department of 
Health, 2005) (Delivering Choosing Health) was published. Delivering Choosing Health provides 
a detailed delivery plan of the key steps that need to be taken by the Department of Health and 
the NHS over the next three years to develop and implement the strategy detailed in Choosing 
Health. The delivery plan also brings together actions on related public service agreement and 
local targets to improve health.  
 
Delivering Choosing Health identifies 45 key interventions ‘big wins’ aimed to make the greatest 
impact on health in the shortest period of time. It details who has responsibility for each 
intervention, suggested dates for completion and details of who is accountable for delivering the 
targets. It also describes how the UK Government will drive forward delivery through; 
 
• Government targets to improve health 
• new partnerships between industry, the voluntary sector and professional groups 
• new services delivered by local authorities and the NHS 

ALCOHOL STRATEGIES 
Whilst Choosing Health is the current strategy for public health, it makes reference to the 
Alcohol Reduction Strategy for England, which is discussed below before the provisions in 
Choosing Health relating to alcohol. 

Alcohol Reduction Strategy for England 
The Alcohol Harm Reduction Strategy for England (Cabinet Office 2004) was published in 
March 2004.  As Crombie et al (2004, p 55-56) state it is England’s first comprehensive strategy 
on alcohol. The Alcohol strategy (2004 p 4) states that its overall aim is to tackle the harms and 
costs of misuse in England and prevent any further increase in alcohol-related harm. It does not 
aim to cut alcohol consumption by the whole population, instead it focuses on prevention and 
minimisation and management of harm.  
 
The Alcohol strategy (2004 p 5) states that it sets out a cross-government approach that seeks 
to create partnerships at national and local level between governments, the drinks industry, 
health and police services, communities and individuals.  Four key ways that the government 
can act to reduce alcohol-related harm are identified:  
 

http://www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAndGuidanceArticle/fs/en?CONTENT_ID=4105355&chk=gFTjxL
http://www.strategy.gov.uk/su/alcohol/index.htm
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• Better Education and communication 
 improve the quality and availability of information on alcohol. Target groups including 

binge drinkers and chronic drinkers rather than simply providing a blanket message for 
the whole population 

 through a social responsibility scheme encourage the drinks industry to adopt a voluntary 
scheme to provide information for customers, by labelling products and providing 
information on safe drinking at point of sale. Suggestion is made that the scheme may 
become compulsory if the industry does not take forward the recommendations 

  the Blueprint programme is a research programme designed to examine the 
effectiveness of a multi-component approach to drug education. As well as schools, the 
programme involves parents, the community, the media and health policy work. The 
results of the Blueprint programme will be used to inform future teaching practices   

 review the evidence of effectiveness of alcohol prevention initiatives for young people 
 Ofcom to review the code of practice for television advertising 

 
• Improving health and treatment services  

 improve services for the early identification and treatment of alcohol misuse 
 introduce training of staff to increase awareness of the signs of alcohol misuse 
 models of targeted screening of patients presenting to health care will be tested 
 testing of brief interventions for heavy drinkers 
 undertake an audit on the demand and the provision of services  
 improving services for high risk groups eg homeless people, drug users and those with 

mental illness. Highlighting the importance of multi-faceted treatments to address their 
complex needs 

 
• combating alcohol-related crime and disorder 

 tackling the problems of alcohol-related disorder and anti-social behaviour in city centres 
at weekends and underage drinking 

 measures including the greater use of exclusion orders, fixed penalty fines, working with 
licensees to improve enforcement of existing laws on underage drinking and 
consideration of introducing fixed penalty notices for bar staff who sell to under-18s. 

 measures already in place to deal with underage drinking on the street are highlighted 
including fixed penalty notices issued to 16 and 17 year olds for drunk and disorderly 
behaviour 

 local authorities are encouraged to tackle problems as they occur and suggestion is 
made that joint funding of local initiatives should be implemented 

 improve information for young people and encourage the provision of alternative activities 
for young people, including investing £1bn a year for the next two years in improving 
sports facilities 

 work with the drinks industry to improve the drinking environment, layout of pubs and 
provision of information of safe drinking in pubs, including an expectation that all 
premises with a licence will make it clear they do not sell to or for under-18s, eg clearly 
displayed posters.  

 closer monitoring of trends in drink driving among young men 
 

• supply and industry responsibility  
 working with the drinks industry to introduce a social responsibility charter for alcohol 

producers 
 the voluntary charter seeks to strengthen industry focus on good practice, obtain a 

financial contribution from the industry towards alcohol-related harm and encourage 
producers to implement good practice down the supply chain 

 legislation may be introduced if voluntary actions by the industry are not effective 
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Implementation 
Crombie et al (2004, p 59) state that delivery of the proposed strategy is a challenge as the 
strategy encompasses many policy areas and many departments. The Alcohol strategy (2004 
p72 – 79) states that the Home Office and the Department of Health will have joint responsibility 
for implementation but will work closely with many other departments. The strategy does not 
include any targets for alcohol although a range of indicators to monitor progress include: 
 
• changes in crime and disorder and the extent to which underage drinking is being prevented 
• monitor progress on reducing harms to productivity using data on alcohol-related employee 

absenteeism, unemployment and reduced efficiency 
• monitor patterns of drinking through the General Household Survey and the Health Survey 

for England 
 
The strategy emphasises that local partnerships must be allowed to meet the aims of the 
national strategy by delivering it in such a way to meet the needs of the local area. Details of 
how the aims of the strategy will be translated into initiatives at the local level are less clear. The 
strategy does not give details of funding or resources that will be made available from any 
sources to implement the plan. 

Delivering Choosing Health  
Choosing Health takes forward several strategies detailed in the alcohol reduction strategy. 
Alcohol is mainly discussed in Choosing Health’s (2004a) chapter on ‘Health in the consumer 
society’.  This concentrates on how the choices consumers make can impact on their health, 
and how information can be used to support them in making those choices. 
 
Choosing Health (2004a, p 37) makes reference to the Portman Group, which was set up in 
1989 by the UK’s leading drinks producers to promote responsible drinking, help prevent misuse 
of alcohol, encourage responsible marketing, and foster a balanced understanding of alcohol 
related issues.  It noted that the Portman group had already created a mechanism to use some 
of the profits of the alcohol industry’s success in the market place to promote health messages. 
The delivery plan Delivering Choosing Health (2005, p82) states that the UK Government will 
work in partnership with the Portman Group to develop a new and strengthened information 
campaign to tackle the problems of binge drinking. 
 
Delivering Choosing Health (2005, p 81) states that it will work with industry to develop a 
voluntary social responsibility scheme for alcohol producers and retailers to protect young 
people by: 
 
• placing information for the public on alcohol containers and in alcohol retail outlets 
• including reminders about responsible drinking on alcohol advertisements 
• checking identification and refusing to sell alcohol to people who are under 18 
 
It states that responsibility for the implementation of the voluntary scheme will rest at a local, 
regional and national level. Responsibility for the enforcement of the local code of practice will 
be done at a local level. Responsibility for the oversight and coordination of the code will be 
done at a regional level and the launch of the code of practice and meetings of industry 
stakeholder groups will be the responsibility of the Department of Health.  
 
Following proposals in the Alcohol Reduction Strategy for England, Ofcom reviewed the rules 
governing broadcast advertising of alcohol.  The new rules detailed in Choosing Health (2004a, 
p 37) came into effect from 1 January 2005. The new rules aim to strengthen the rules in many 
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areas, particularly to protect the under 18s. The rules include requirements that advertisements 
for alcohol: 
 
• must not be likely to appeal strongly to people under 18, in particular by reflecting or being 

associated with youth culture 
• must not link alcohol with sexual activity or success or imply that alcohol can enhance 

attractiveness 
• must not show, imply, or refer to daring, toughness, aggression or unruly, irresponsible or 

antisocial behaviour 
• must show alcoholic drinks being handled and served responsibly  
 
Specific reference to alcohol and children is made in the Choosing Health chapter on ‘Children 
and young people, staring on the right path’. Choosing Health (2004a p 66) states that young 
people need opportunities to learn about their world in ways that provide challenge and 
excitement through positive things to do and opportunities to play – as alternatives to 
experimenting with underage sex, smoking, alcohol and drugs. The strategy states that they 
need to help them understand and enjoy experimenting while minimising the risks of long-term 
damage to their health.  
 
The Choosing Health chapter on ‘A health promoting NHS’ reaffirms the Department of Health’s 
commitments in the Alcohol Harm Reduction Strategy for England on guidance and training for 
health professions and targeted screening programmes.  Delivering Choosing Health (2005, 
p84) details the process required to implement the screening programmes including tendering 
for contracts, reporting final findings and overseeing local implementation of findings. 
 
Choosing Health (2004a p 149) sets out specific targets on the provision of alcohol treatment in 
England. By April 2005 the Department of Health will publish national and local audits of the 
demand for and provision of alcohol treatment. The National Treatment Agency will publish 
‘Models of Care’ guidance on the organisation of alcohol treatment and a road map detailing 
how to put this into practice by May 2005. Delivering Choosing Health (2005, p82) states that 
these initiatives will be supported from April 2006 through additional funding provided through 
the Pooled Treatment Budget for Substance Misuse. 

WALES  
Whilst the Welsh Assembly Government has been developing strategies to improve health in 
children and young people, it should be remembered that unlike the other study countries, the 
Welsh Assembly has no primary legislative powers. 

PUBLIC HEALTH STRATEGY 
Crombie et al (2003, p 208) note that the current public health strategy in Wales can be traced 
back to 1997, when the then WeLsh Office published 15 health gain targets.  These targets 
were primarily disease focussed on the major causes of mortality (eg coronary heart disease 
and lung cancer) and the major causes of morbidity and disability (mental health, back pain and 
arthritis). Only three of the targets concerned health behaviours: smoking; alcohol consumption 
and the consumption of fruit and vegetables.  The target for alcohol was to: 
 
• reduce the percentage of men aged 18 to 64 consuming more than 21 units of alcohol per 

week to 18% by 2002 (from 26.4% in 1993) 
• reduce the percentage of women aged 18 to 64 consuming more than 14 units per week to 

7% by 2002 (from 8.5 % in 1993) 
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Crombie et al (2003, p 209) go on to describe that in 1998 the Welsh Office published a Green 
paper entitled Better Health-Better Wales (1998a). The Green Paper accepted the health gain 
targets established in 1997 but indicated that there was a need for a more strategic approach 
involving community groups, voluntary agencies, other agencies and local and central 
government. The motivation for the more ambitious strategy came from the comparison of the 
health of the people in Wales with that of the people in other European countries, which showed 
that: 
 
• life expectancy in Wales was among the worst in Europe 
• coronary heart disease was higher than in many European countries 
• rates of cancer registration were among the highest in Europe 
 
The result of the Green Paper was the White Paper Better Health-Better Wales: Strategic 
Framework  (1998b). The objective of the Strategic Framework was to provide a 
comprehensive, multi-disciplinary framework for national and local action which would contribute 
to: 
 
• preventing disease and improving substantially the health and well-being of people in Wales 
• bringing the level of those with the poorest health up to the level of those with the best health 
• improving the health and well-being of children 
• encouraging individual responsibility for health 
• improving the health and safety of people at work  
 
Better Health (1998b) also identified a number of values of the strategy: 
 
• fairness - everybody should have access to treatment and services according to their needs 
• effectiveness – health policy should be based on the most up-to-date information and 

practice in order to prevent disease and promote health 
• efficiency – the public, private and voluntary sectors should use their resources to achieve 

best value for money to reduce avoidable ill health 
• responsiveness – individuals should have access to the information they need to make 

informed choices about health and social care 
• integration – inter-agency collaboration through shared decision-making should improve the 

health and well-being of individuals and communities 
• accountability – each organisation should be accountable for its responsibilities for health 

and well-being 
• flexibility – management systems must be flexible enough to respond to local circumstances 

and needs while also enabling private, public and other organisations to deliver health 
improvements 

 
As with other strategies, there was an emphasis on tackling health inequalities through tackling 
social inclusion, community safety, environmental improvements and poor housing. 

 
Better Health (1998b) contained a mixture of strategic plans together with priority public health 
areas. 
 
On the strategic front, there was an emphasis on research and information gathering, for 
example through Health Impact Assessments and a Sustainable Health Action Research 
Programme. Local authorities and health boards were also encouraged to work jointly in tackling 
health issues through Health Improvement Programmes. As regards children specifically, Better 
Health (1998b) announced the development of a Children’s Strategy for Wales.  
 

http://www.archive.official-documents.co.uk/document/cm39/3922/3922.htm
http://www.wales.gov.uk/subihealth/content/keypubs/strategicframework/stratframework_e.htm
http://www.wales.gov.uk/subihealth/content/keypubs/strategicframework/stratframework_e.htm
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Better Health (1998b) referred to the UK Strategy Tackling Drugs to Build a Better Britain which 
emphasised adopting a preventative rather than reactive approach to developing hard targets 
for drug misuse.   

SUBSTANCE MISUSE STRATEGY- ALCOHOL  
The current strategy Tackling Substance Misuse in Wales. A partnership approach  ( National 
Assembly for Wales 2000) (Substance misuse strategy) builds on Forward Together and 
guidance taken from Tackling Drugs to Build a Better Britain ( National Assembly for Wales 
2000 p 4). The strategy addresses illegal drugs, alcohol, prescription medications, over the 
counter medicines and volatile substances. Three reasons are highlighted for including all 
substance abuse in one document. Similar factors may lead to the misuse of both legal and 
non-legal substances and there is some overlap of the responses that are needed to deal with 
the problem. Secondly, the misuse of different substances often results in similar physical, 
psychological and social problems. Finally, some individuals misuse a combination of 
substances. 
 
The Substance misuse strategy contains national data on the use of alcohol in certain groups 
and draws particular attention to the increase in the frequency of alcohol consumption among 
women. The extensive social harms caused by alcohol are reviewed including violence, public 
order offences, emotional abuse and distress to children of parents who abuse alcohol, financial 
problems and family breakdown. Crombie (2004, p115) highlights that physical harms to the 
individual, however, are not discussed apart from injuries.  
 
The Substance misuse strategy will run until 2008, coinciding with the timeframe for the UK 
drugs strategy. Emphasis is placed on the importance of providing a strategy that is co-
ordinated and integrated and reaches those who need help. Measurement of outcomes, 
achievement of targets and evaluation underpin the whole strategy. Monitoring will be 
undertaken at all levels, although specific details are not given.  Key performance targets will be 
produced in a separate annual plan. Local substance misuse action plans have been produced 
for 2004-2005, a three year plan for 2005-2008 is currently being produced for local authorities, 
hospitals etc to implement (Welsh Assembly 2005) 
 
Crombie (2004 p 116- 120) details the Substance misuse strategy’s four key aims, objectives 
and the key tasks that could be undertaken in order to achieve them are listed. Those relating to 
alcohol are described below. 
 

Children, young people and adults 
Aim 
The Substance misuse strategy (2000 p 15-18) states that the aim is to help children, young 
people and adults to resist substance misuse in order to achieve their full potential in society 
and promote sensible drinking in the context of a healthy lifestyle. 

Objective 

• to reduce the proportion of people under 18 reporting weekly consumption of alcohol 
• to reduce the proportion of men and women aged 18-64 who drink more than the 

recommended level per week (21 and 14 units per week respectively) 

Tasks 

• identification of effective educational activities, which will provide a consistent and co-
ordinated approach 

http://www.wales.gov.uk/subisocialpolicy/content/direct/Substance Misuse English.pdf
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• interventions should be delivered by all groups who work with children and young people, 
enabling all children to access programmes that will help them to understand the risks 
associated with substance misuse and provide them with the skills to resist taking alcohol 
and other substances 

• programmes should focus specifically on the dangers of binge drinking and promote sensible 
drinking in the context of a healthy lifestyle 

• youth organisations are encouraged to implement policies on prevention and on the 
management of incidents involving substances 

• encouragement of raising awareness of the harmful effects of substances and the safe use 
of alcohol through national and local campaigns and through the media is also encouraged 

• strategy recommends that educational resources and services that are sensitive to the 
needs of different groups should be available 

• training for youth workers, teachers and others who work with young children should be 
provided 

Families and communities  

Aim  
The substance misuse strategy (2000, p19-21) states that the aim is to protect families and 
communities from anti-social and criminal behaviour and health risks related to substance 
misuse. 

Objective 

• key objective is to reduce alcohol-related crime 
• reduce the health risks and other risks to families and communities 
• reduce substance abuse related absenteeism and dismissals from work 
• reduce alcohol-related hospital admissions and injuries 
• reduce the number of road deaths linked to substance misuse 

Tasks 

• raising awareness among families (including the families of prisoners and other offenders) 
about services and support mechanisms that are available 

• supporting the children of parents who abuse substances is also important 
• strategy supports UK efforts to improve community safety in and around licensed premises 

eg education about alcohol misuse should be included in bar staff training 
• enhance the detection for those who drive when affected by drugs and alcohol 
• encourage the involvement of local communities in tackling problems through crime and 

disorder reduction partnerships and area regeneration and social inclusion programmes 

Treatment 

Aim  
The Substance misuse strategy (2000 p 22-24) states that the aim is to enable people with 
substance misuse problems to overcome them and to live healthy and fulfilling lives and, in the 
case of offenders, crime free lives. 

Objective  

• key objective is to increase participation in treatment programmes 
• increasing the number of people in contact with substance misuse services 
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• improving access for those with a dual diagnosis 
• reducing waiting times for assessment and treatment 
• reducing the health and social harms and number of deaths from substance misuse 

Tasks 

• demands that all patients have access to the full range of services available 
• services should be sensitive to the needs of specific groups such as women, children and 

ethnic minority groups 
• develop services for those with dual diagnosis 
• encourage primary care professionals to be more alert to signs of substance misuse and 

provide brief interventions where appropriate 
• local drug and alcohol action teams, through audit of local need, can help to ensure that a 

collaborative, coherent, accessible and cost-effective service is provided 
• promotes the social inclusion of those who misuse substances or have misused substances 

in the past though the provision of learning opportunities and forging links with housing, 
education, training and employment services 

• strategy proposes the development and implementation of minimum standards for the 
provision of specialist substance abuse services 

Availability  

Aim  
The Substance misuse strategy (2000 p 25-27) states that the aim is to stifle the availability of 
illegal drugs on our streets and the inappropriate availability of other substances. 

Objective 

• the National Assembly supports the international and UK efforts to control the flow of bootleg 
alcohol into the country. 

Tasks 

• need to raise awareness of those who sell alcohol 
• servers should act responsibly, particularly by ensuring that children cannot obtain alcohol  
• local authorities are encouraged to adopt a voluntary proof of age scheme in an attempt to 

reduce sales to minors 

Funding of the Strategy  
The Substance misuse strategy gives details on how the complete strategy will be funded. The 
funding for the strategy is allocated from several sources including the UK Government, the 
National Assembly for Wales, health authorities and local authorities.  The National Assembly 
gives £1m annually and provided an additional £4.5m over the period 1999-2002. The strategy 
does not give a breakdown of how much will be directed towards alcohol-related issues. 

Implementation and evaluation 
Crombie et al (2004 p 119) discuss that partnership is seen as the key to the success of this 
strategy.  The document notes that an effective strategy requires the delivery mechanisms, the 
structures, responsibilities, accountability and basis for audit and evaluation to be clearly 
outlined at the inception. Mechanisms need to be put into place to measure the joint actions of a 
wide range of stakeholders. Partnership working both at the national level and local level is 
outlined. A Substance Misuse Advisory Panel will help co-ordinate the drug and alcohol action 
teams who are responsible for delivering the strategy at the local level. Rigorous assessment of 
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the effectiveness of implementing the Strategy is essential and to this end a research and 
information strategy will be produced, which will be compatible with the rest of the UK.  Progress 
will also be monitored through annual reports and plans published by the Welsh Assembly and 
the Drug and Alcohol Action Teams. Performance targets for the short term (2002), medium 
term (2005), and long term (2008), will be developed in order to assess progress.  

DENMARK 

HEALTH CARE SYSTEM 
As Crombie et al (2003, p 53) discuss, health care in Denmark is administered through the 
Ministry of Health.  It sets the overall health goals and co-ordinates the health care system.  The 
counties are responsible for the provision of health care services, including hospitals, primary 
care and the majority of out patient services. The municipalities have a lesser role in health care 
but are responsible for preventative services. Therefore, co-operation between the three levels 
of administration is essential.  Primary health care is the major provider of health care and, 
recently, there has been a trend to transfer services from the hospital sector to primary care, in 
order to make more services available at the community level.  

PUBLIC HEALTH STRATEGY 
The foundation of the current public health strategy in Denmark is The Danish Government 
Programme on Public Health and Health Promotion 1999 –2008 (Public Health Programme) 
(Danish Ministry of Health, 1999).  The Public Health Programme (1999, p 9) was developed 
largely as a reaction to concerns that life expectancy in Denmark was falling behind other 
European countries and as a response to growing health inequalities.  Crombie et al (2003, p 
54) noted that it was believed this was largely due to life-styles ie tobacco and alcohol use, high 
fat diet, low levels of physical activity and accidents. 
 
The Public Health Programme sought to use a multi-sectoral prevention and health promotion 
strategy to improve health.  It had 17 targets to be met over a ten year period.  Because the 
causes of ill health can be multi-faceted and complex, the targets were split into three main 
groupings: 
 
• 

• 

• 

the risk perspective – which focused on the reduction or elimination of single factors in a 
chain of cause and effect, eg tobacco, drunken driving, overweight 
the age perspective - which brought together the special risks of a given age group, its 
conditions and needs 
the environment perspective – which co-ordinated efforts in relation to a clearly delimited 
and homogenous system which functions as a setting for everyday life, for instance schools, 
the workplace, health services and local communities 

 
Crombie et al (2003, p 54) note that responsibility for the implementation of the prevention and 
health promotion initiatives was delegated to the counties and municipalities, though the 
government acknowledged that the success of the programme would depend on co-operation 
between the three levels of government.  Altogether 10 government Ministries were involved in 
the overall programme.  Indeed one of the targets in the Public Health Programme was 
dedicated to enhancing the cooperation between the different levels of national and local 
government, and service providers. 
 
However, in 2002, the Danish Ministry of the Interior and Health published Healthy throughout 
Life - The Targets and Strategies for Public Health Policy of the Government of Denmark, 2002–

http://www.folkesundhed.dk/media/folkesundhed_engelsk.pdf
http://www.folkesundhed.dk/media/folkesundhed_engelsk.pdf
http://www.folkesundhed.dk/media/healthythroughoutlife.pdf
http://www.folkesundhed.dk/media/healthythroughoutlife.pdf
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2010.  Healthy throughout Life (2002, p 6-7) noted that in 2001, a status report on public health 
work reviewed and assessed the efforts to improve public health following the Public Health 
Programme.  It found that the targets related to the risk factors and the targets for schools, 
workplaces and the health service had struck a “responsive chord” and had been integrated into 
health planning and health promotion.  However, in Healthy throughout Life the Danish 
Government decided that efforts being undertaken to improve public health required to be 
reoriented: 
 

Healthy throughout Life presents a broader and more comprehensive approach 
to efforts to promote health and prevent disease, which increases the 
coherence in relation to major preventable diseases and disorders between 
primary prevention; individual self-care and health initiatives; and counselling, 
support, rehabilitation and other measures in relation to patients. (2002, p 7) 

 
The overall aim of the Public Health Programme, to increase life expectancy and tackle social 
inequalities, was retained, as were many of the indicators.  However, the focuses of the target 
groups were largely altered: 
 
• risk factors: focussing on the reduction or elimination of single factors in a chain of cause 

and effect, eg tobacco, drunken driving, overweight 
• Preventable diseases and disorders: such as noninsulin-dependent diabetes mellitus, 

cardiovascular diseases, osteoporosis and hypersensitivity disorders 
• Target groups: pregnant women, children (0–14 years old), young people (15–24 years old), 

vulnerable and distressed adults, elderly people (65 years or older) and chronically ill people 
 
Healthy throughout Life also emphasised that improving public health was a three-way 
partnership of collective responsibility between individuals, communities and the public sector: 
 
• individuals: establishing healthy habits, changing health behaviour and providing support in 

local social networks 
• communities: carrying out specific initiatives to prevent disease and promote health; and 

creating community environments and networks that support health 
• public sector: establishing a framework for health promotion (including legislation, fiscal 

appropriation, structure, tools, research and information dissemination); making specific 
disease prevention services available for the general public and for special target and high-
risk groups; and supporting the weakest members of society 

Alcohol 
The overall target for alcohol is: 
 

The number of heavy consumers of alcohol should be reduced considerably, 
alcohol consumption among young people should be reduced and children 
should not consume any alcohol. (2002, p 20) 

 
Healthy throughout Life (2002, p 21) was particularly concerned at the high levels of alcohol 
consumption amongst young people in Denmark.  The strategy discussed three main initiatives 
to tackling this and the alcohol problem in general: 
 
• information: as many people, both adults and young people, do not know about the harmful 

effects of heavy alcohol intake, information dissemination was very important 
• supportive environments: as the Danish Government believes Denmark’s alcohol culture is 

very loose and permissive, it believes parents and other adults should take responsibility for 

http://www.folkesundhed.dk/media/healthythroughoutlife.pdf
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alcohol consumption among children and young people, and that the community 
environment supports an alcohol culture that protects children and young people and 
supports efforts to reduce heavy drinking and alcohol abuse.  It adds that the collective 
framework for alcohol consumption should be discussed and agreed at the municipal level, 
at workplaces, in schools, in each school class, in sports clubs and elsewhere. It also wants 
to ensure that the regulations for serving alcohol in bars and restaurants, the prohibition of 
alcohol sales to children under 15 years of age, marketing agreements and other measures 
are respected and enforced 

• early intervention: the strategy aims to ensure that the relevant people, eg GPs, have the 
qualifications to intervene and try to motivate people who need professional help 

 
The strategy then goes on to describe what individuals, communities and the public sector can 
do to support this strategy.  As regards children and young people Healthy throughout Life 
(2002, p 22-23) proposes: 
 
• individuals: support children and young people in getting a late start in consuming alcohol 
• individuals: seek help and support as early as possible for alcohol problems 
• communities: develop policies on alcohol consumption in workplaces, schools, educational 

institutions for young people and elsewhere 
• communities: inform the municipal department of social services if a child’s well-being is 

endangered because of alcohol problems in a family 
• communities: ensure that young people have secure environments in which to have parties 
• public sector: ensure adequate information on the harmful effects of alcohol, the 

recommended maximum intake and other matters 
• public sector: ensure that health promotion in relation to alcohol is included in the education 

of the relevant front-line personnel 
• public sector: take care of the children and other relatives of alcoholics 
• public sector: anchor the early intervention in a specific place or organization 

Monitoring and Evaluation 
Healthy throughout Life (2002, p 88-90) describes the follow up to the strategy.  It first describes 
what the Danish Government will do. For instance, related to alcohol and children and young 
people, it commits: 
 
• the Government to give motivated alcohol abusers the opportunity to begin treatment rapidly 
• the Ministry of Education to prepare inspirational material for health education in schools 
 
It then discusses the various indicators and how these will be annually reviewed throughout the 
life time of the strategy, and published on the web. 
 
Finally, similarly to the 2001 review, discussed above, it proposes reports in 2005 and 2009 on 
the status of public health work.  These reports will describe and assess trends in health status 
and health behaviour, together with the efforts undertaken by the national Government, counties 
and municipalities and communities. 

FINLAND 

HEALTH CARE SYSTEM 
The Ministry of Social Affairs and Health provides legislation at a national level and supervises 
its implementation.  Social and health departments at the provincial level are responsible for 
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1. 
2. 
3. 

4. 

guidance and supervision of the social welfare and health care in each province.  Each 
municipality, through local health boards, is responsible for organizing health care at the local 
level.  Some of the municipalities are very small so while some operate independently, others 
form joint municipal boards. (Crombie et al, 2003, p 82) 
 
Crombie et al (2003, p 83-84) note that health education and health promotion are seen as the 
most effective means of improving the public’s health in Finland.  This work is co-ordinated by 
the health care service in the municipalities, where many players, including public bodies and 
voluntary organizations, have a role.  Maternity services, child health clinics, school health 
services and occupational health services have a major role in health education.   Promoting the 
health of children and young people is particularly important in the current health policy. 

PUBLIC HEALTH STRATEGY 
Finland is seen as a pioneer in the field of public health, particularly as it was one of the first 
countries to adopt the World Health Organisation’s Health for All strategy. The first such 
strategy was ‘Health for All by the Year 2000 – the Finnish National Strategy’, which was 
published in 1987 (Crombie et al, 2003, p 83). 
 
Crombie et al (2003, p 83) note that the original strategy had few targets There were four overall 
objectives: 
 

Adding years to life, ie a decline in premature deaths 
Adding health to life, ie a decline in chronic diseases, accidents and other health problems 
Adding life to years, ie good health and functional capacity for longer in life, with welfare to 
match 
Reducing health disparities between population groups, ie reducing health differences 
between genders, socioeconomic categories and people living in different regions 

 
However, even before the original strategy, there had been commitments made to improving 
public health, mainly as a result of poor life expectancy in Finland compared to other European 
countries.  In the 1970s, legislation was passed that expanded the role of the primary health 
care system, gave preventative services enhanced status and imposed a tobacco advertising 
ban.  In addition, a nutrition policy was put in place. 
 
Crombie et al (2003, p 83-84) discuss that progress was made in the timeframe of the original 
strategy in targets 1 to 3, though was not as successful in tackling target 4 regarding health 
disparities between different groups. 
 
In 2001, the current public health strategy was published. ‘Government Resolution on the Health 
2015 Public Health Programme’ (Health 2015) builds upon what was achieved through the 
original strategy and has been guided by the World Health Organisation’s Health 21 
programme. 
 
The current policy notes that there are still significant health issues that Finland faces, including: 
 
• 
• 

• 

• 

cardiovascular disease is still the most common cause of death among men in Finland 
cancer is the second most common cause of death, although cancer mortality is lower in 
Finland than in any European country 
deaths from accidents, suicide and violence are higher than the average for European Union 
countries 
mental health and musculoskeletal diseases are common causes of chronic morbidity  

http://pre20031103.stm.fi/english/eho/publicat/health2015/health2015.pdf
http://pre20031103.stm.fi/english/eho/publicat/health2015/health2015.pdf
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• 

• 
• 
• 
• 

• 

• 

alcohol abuse has been identified as the worst current and future health problem in Finland, 
particularly amongst the young 

 
The strategy emphasised the importance of all relevant bodies and agencies working together.  
A whole chapter of the strategy was devoted to this, with a strong emphasis on ensuring 
equality of provision of public health services across the whole country. 

Health 2015 and alcohol  
Health 2015 (2001, p 15) has included in one of its age-related targets: 
 

“ health problems associated with alcohol and drug use among the young will 
be dealt with appropriately and will not exceed the level of the early ‘90s.” 

 
The overall policy in tackling alcohol-related problems was through supporting initiatives in 
housing, income and employment. Health 2015 (2001, p 22) notes that the main preconditions 
for youth health include; 
 

working conditions at schools and colleges 
eliminating educational marginalization and a vicious circle of ill health 
the level of recreational, sporting and cultural activities 
family lifestyles 

 
It therefore proposed two major lines of action: 
 

collaboration between schools and other educational institutions, social and health services, 
municipal sports and youth departments, organizations and the media in reducing 
educational marginalization and poor health, e.g. by developing support functions, increasing 
information provision on life management and health, and influencing exercise habits 
cooperation in municipalities throughout the country between various authorities, 
organizations, schools, business and industry, parents and young people themselves aimed 
at reducing drinking and experiments with drugs, and properly dealing with social and health 
problems related to alcohol and drug use 

 
Further to Health 2015, alcohol programmes were also devised.   

ALCOHOL PROGRAMMES 
 The Ministry of Social Affairs and Health (2001) discusses, the first alcohol programme in the 
2000s which was drawn up in 2001.  The programme was based on the European Alcohol 
Action Plan for 2000-2005.  As a basis of the report, an evaluation was carried out on previous 
programmes.  The evaluation found a number of problems in enforcing previous plans, 
particularly in activating and empowering local actors, workplaces, schools and 
neighbourhoods.  The main reasons identified for this were lack of co-ordination, lack of 
resources and a lack of willingness to co-operate on different levels between stakeholders. 
 
The 2001 programme was active until 2003 and was based on ten concrete proposals, many of 
which dealt with the development of appropriate health and social services.  However, there 
were two, which had a particular relevance to children and young people: 
 
• create rules that would help administrations and local actors to keep alcohol-free the leisure 

and sports environments that are provided for children and adolescents 
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• strengthen the action to promote early detection of alcohol problems in health and social 
services, occupational health services for the school and university system 

 
In 2003, the Finnish Government published Government Resolution on Strategies in Alcohol 
Policy, which outlined the aims and objectives of the Alcohol Programme 2004-2007.The Finish 
Government (2003, p 3- 4) state the overall objective of the new programme is to prevent and 
reduce the harmful effects of alcohol, through joint working between the national government, 
municipalities, non-governmental bodies and businesses.  The new programme will have three 
over-riding aims: 
 
• a reduction in the harmful effects caused to the well-being of children and families: 

• to protect children’s health and well-being, whatever their age 
• to reduce the insecurity caused to families by the excessive use of alcohol and drugs 
 

• a reduction in using alcoholic beverages to a level below the risk level and the harmful 
effects that this causes 

• to create a downward trend in the overall consumption 
 
Finnish Government (2003, p 6) states that whilst the strategy relies on local level 
implementation, the national government proposed several actions: 
 
• alcohol taxation will be closely monitored 
• retailing of alcohol will remain the sole right of the state-owned monopoly system 
• legislation will be reviewed and monitored including taxation and how it relates to the EU  
• social welfare and health care services will be improved 
• sport and youth work will be used to prevent young people from using alcohol 
• actions will be introduced to reduce the harmful effects of alcohol in traffic 
• a communication strategy will be used to promote a healthy lifestyle and to open a wide 

social debate on alcohol 
• funding of €1m has been allocated to support the Programme 

MONITORING AND EVALUATION 

Health 2015 
Health 2015 (2001, p 34) states that implementation of the strategy will be monitored regularly 
as part of the overall process of monitoring the activities of the Government and Ministries.  It 
proposed that attainment of the targets would be evaluated through: 
 
• 

• 

• 

• 

• 
• 
• 

monitoring comprehensively covering various sectors and levels of government will take 
place in connection with the Social and Health Report every four years 
an external assessment of health promotion structures, resources and activities will be 
carried out jointly with the WHO in 2001 
an external evaluation of national health policy will be made during the following decade 

 
Health 2015 also discussed the need to have resources made available to: 
 

prepare, print and distribute information and training material for the various sectors of the 
administration 
arrange information and training sessions 
pay for project workers 
promote separate projects in programme implementation, monitoring and assessment 

http://www.stm.fi/Resource.phx/eng/strag/progr/alcohol/alcohol.htx.i1251.pdf
http://www.stm.fi/Resource.phx/eng/strag/progr/alcohol/alcohol.htx.i1251.pdf
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• support the various ministries as they strive to incorporate health considerations more 
consistently into their own operations 

Alcohol Programme 2004-2007 
 The Ministry of Health and Social Affairs will have responsibility for the preparation and 
implementation of the programme, though other government departments will be involved.  In 
addition, the Ministry of Health and Social Affairs will be responsible for producing an interim 
report in 2006. 

NORWAY 

HEALTH CARE SYSTEM 
As Crombie et al (2003, p 150) note, the health care system operates at three levels.  At a 
national level the Ministry of Health and Social Affairs is responsible for legislation, policy 
development, budgeting and planning and information management.  The county councils are 
responsible for the planning and provision of hospital in-patient services, specialist and dental 
services. The municipalities are responsible for the provision of primary care, including disease 
prevention and health promotion, and social care. 
 
Public health services are organised in a three-tier system.  At the national level, the Ministry of 
Health and Social Affairs is responsible for seven specialized public health organisations.  The 
government also has regional medical officers in each of the counties.  The municipalities have 
the greatest role in the public health effort and are responsible for health promotion, preventive 
services, child health and school services, and health centres. 

PUBLIC HEALTH STRATEGY 
Crombie et al (2003, p 151) note that Norway has a history of being one of the healthiest 
nations.  However, this mantle has slipped in recent years as life expectancy rankings have 
declined for both men and women.  It is thought this is mainly down to lifestyle diseases, 
particularly heart disease.  In addition, insufficient progress in the control of tobacco and alcohol 
use, nutrition and eating habits and in physical activity are seen as major challenges.   
 
Previous Norwegian public health strategy placed importance on quality of life and placed 
responsibility on individuals to improve their health status.  However, current policy emphasises 
the importance of making it easier for people to take responsibility for their own health.  Central 
to the policy is that empowerment of the individual will help them to have a healthier lifestyle. 
 
The current public health strategy is ‘Prescriptions for a Healthier Norway: A Broad Policy for 
Public Health’ (Ministry for Social Affairs 2003).  The paper (2003, p 6) has two main objectives: 
 
• 
• 

more years of healthy life for the population as a whole 
a reduction in health disparities between social classes, ethnic groups and the sexes 

 
Prescriptions for a Healthier Norway (2003, p 10-11) goes on to outline the state of health in 
Norway, discussing that there have been improvements, but that problems still remain.  It made 
particular note of cardiovascular disease, diabetes, cancer, accidents/injuries, mental health and 
communicable diseases.  It then proceeded to outline the risk factors that had led to these 
problems, and amongst these were a lack of physical exercise, eating habits and social lifestyle 
habits, such as alcohol misuse.  The prescription to tackle these issues was based round four 
strategies: 

http://odin.dep.no/archive/hdvedlegg/01/07/folke013.pdf
http://odin.dep.no/archive/hdvedlegg/01/07/folke013.pdf
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• 
• 
• 
• 

 
make it easier for people to take responsibility for their own health 
build alliances to promote public health 
encourage more prevention and less cure in the health service 
build up new knowledge 

Alcohol 
After discussing its overall strategy, Prescriptions for a Healthier Norway (2003, p 18-20) then 
discusses how it deals with specific issues.  Alcohol misuse is covered under the heading of 
‘Fighting substance misuse’.  In the strategy (2003, p 10) the Norwegian Government states that 
whilst Norwegians have a low alcohol consumption by European standards, it had seen a slight 
increase in the previous ten years.  In addition, it found that Norway’s drinking culture was 
characterized by many incidents of high alcohol intake and a drinking pattern associated with 
many accidents and violence. 
 
Prescriptions for a Healthier Norway (2003, p 19) states that its ‘Action Plan on Alcohol and 
Drug-Related Problems: 2003-2005’ (2002) lays the foundation for work on alcohol and drug-
related issues and offers a collective strategy for prevention, treatment, rehabilitation and harm 
reduction.  The Action Plan proposes a greater focus on preventive measures, with young 
people being an important target group. 

ACTION PLAN ON ALCOHOL AND DRUG-RELATED PROBLEMS 
The Action Plan (2003, p 1) states that its overall objective is to achieve a significant reduction 
in the social and health-related harm caused by substance use, part of which will be to prevent 
all types of substance misuse, particularly among children and young people.  It goes on to 
describe the strategic objectives of the Government’s alcohol policy: 
 
• to reduce total consumption of alcohol in Norway 
• to change harmful drinking patterns 
• to reduce illicit sales of alcohol 
• to raise the age of onset of alcohol use 
• to increase support for alcohol-free zones, for example during pregnancy, when driving a 

vehicle, in the company of children and young people, at the workplace and in organised 
leisure time activities 

 
Much of the overall strategy is not available in English.  However, Crombie et al (2004, p 88-89) 
note that the Action Plan aims to achieve its goals by a combination of measures to control the 
supply of alcohol, reduce the demand for alcohol, and through effective treatment and harm-
reducing measures.  As with many strategies, it highlights the need for co-operation and co-
ordination between all levels of government, and between them and other bodies.  The overall 
strategy is to target interventions where the need is greatest and where measures can be 
implemented to best effect, in particular children at risk.  In addition, the Norwegian Government 
also commits itself to supporting voluntary organisations in preventive and harm reduction 
efforts, mentioning young people in particular.  The Action Plan also emphasises the need to 
have an up-to-date knowledge base in order to devise effective measures to tackle the problem.  
The strategy announces the setting up of two expert committees to advise the government on 
prevention, treatment and harm reduction. 
 
Crombie et al (2004, p 88-89) describe, the interventions proposed in the Action Plan are 
divided into two main areas: prevention and health promotion; and rehabilitation and care. 

http://odin.dep.no/archive/sosvedlegg/01/03/DARNo005.pdf
http://odin.dep.no/archive/sosvedlegg/01/03/DARNo005.pdf
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Prevention and health promotion 
Health promotion and disease prevention will be achieved through strategies to control the 
supply of and reduce the demand for alcohol: 
 
• supply reduction measures: seek to influence the production, distribution and sales of 

alcohol, through implementing a licensing system that will introduce some bans on the sale 
of alcohol, control opening hours and the drinking environment 

• demand-reducing measures: seek to influence the purchase of alcohol through campaigns to 
provide information, change attitudes and improve the environment. Enforcement of age 
limits and restrictions on the consumption of alcohol and controls on advertising.  Specific 
groups are also to be targeted including recreational settings and high risk groups, 
particularly children or young people 

 

Rehabilitation and care  
The aim of rehabilitation and care interventions is to help those who have alcohol-related 
problems or are at risk of developing problems:  
 
• treatment: a comprehensive approach to treatment including early detection of problems, 

inpatient treatment with pharmacological therapy if necessary and follow-up care 
• harm reduction: relieving and reducing the negative consequences of alcohol use 
 
However, Crombie et al (2004, p 89) note that the strategy acknowledges that there is a lack of 
knowledge about the effects of interventions being implemented, and a need to develop new, 
more effective measures. 

Monotoring and Evaluation 
Crombie et al (2004, p 90) note that a system will be developed to measure progress towards 
achieving the general and specific objectives in the plan.  It will also be used to identify problem 
areas so that efforts can be redirected to meet a particular need.  Crombie et al emphasise that 
Norway was the only one of the countries they studied that stated it would consider 
discontinuing measures that were ineffective. 
 
The Minister of Social Affairs has the lead responsibility in implementing and co-ordinating this 
policy.  However, many other departments will be involved in discussion on political issues 
relating to drugs and alcohol.  Through the strategy the Ministry of Social Affairs is required to 
submit an annual report on drugs and alcohol. 

SWEDEN 

HEALTH CARE SYSTEM 
At a national level in Sweden, the Ministry of Health and Social Affairs is responsible for 
legislation, decisions on national funding and monitoring the effectiveness of the health care 
system.  However, central government has no role in the provision of services, and it is the 
county councils that are largely responsible for the financing and delivery of health care.  
Approximately 80% of health financing comes from taxes raised through the county councils. 
Almost all of the remainder is from Government contributions to the county councils.  Health 
care is provided by: primary care, including primary care physicians, district nurses and some 
out-patient services; small hospitals, which provide the majority of in-patient services within the 
counties: and large multi-specialist hospitals (Crombie et al, 2003, p 177). 
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• 

• 

• 

PUBLIC HEALTH STRATEGY 
Crombie et al (2003, p 178-179) note that Sweden has had a long history of public health 
reporting. However, its current public health strategy can be traced back to the 1980s.  In 1985, 
Sweden endorsed the Health for All initiative, though initially the only target it pursued was on 
reducing alcohol abuse.  The greatest impact of Health for All was at the county level where it 
was widely circulated and used for the development of public health policy.  However, in the 
1980s, there was increasing interest in health inequalities and a movement away from treatment 
to prevention. 
 
Public health policy in Sweden is complex as it is split between three levels of government: 
 

National Government – policy formulation, legislation, research funding, coo-ordination of 
intersectoral action, responsibility for health challenges best dealt with at the national level 
eg HIV/AIDs, alcohol and drugs 
County Councils (Regional) – responsible for delivering health care and most have public 
health units 
County Councils (Local) – mainly concerned with primary care, but increasing attention is 
being paid to health promotion 

 
The current national public health strategy in Sweden is the Public Health Objectives Act, which 
was passed in April 2003.  The Swedish National Institute of Public Health subsequently 
published ‘Sweden’s New Public Health Policy: National Public Health Objectives for Sweden’ 
(Sweden’s Public Health Policy) (2003).  It states that: 
 

“The overall aim of Swedish public health policy is to create social conditions 
which ensure good health for the entire population.  It is also established that 
improving the public health of those groups most vulnerable to ill-health is 
particularly important.” (2003, p 3). 

 
Sweden’s Public Health Policy (2003, p 6-7) goes on to describe that Swedish public health 
policy is based on eleven objectives containing the most important determinants of Swedish 
public health.  These are: 
 
1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10.
11.

participation and influence in society 
economic and social security 
secure and favourable conditions during childhood and adolescence 
healthier working life 
healthy and safe environments and products 
health and medical care that more actively promotes good health 
effective protection against communicable diseases 
safe sexuality and good reproductive health 
increased physical activity 
 good eating habits and safe food 
 reduced use of tobacco and alcohol, a society free from illicit drugs and doping and a 
reduction in the harmful effects of excessive gambling 

 
Objectives 1 to 6 are structural factors ie conditions in society and surroundings that can be 
influenced primarily by moulding public opinion and by taking political decisions on different 
levels.  Objectives 7 to 11 concern lifestyles which an individual can influence him/herself, but 
where the social environment normally plays a very important part. 
 

http://www.fhi.se/shop/material_pdf/newpublic0401.pdf
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The objectives are general, and indeed the information below is also broad.  However, 
Sweden’s Public Health Policy (2003, p 7) notes that the Swedish National Institute of Public 
Health has been entrusted to formulate interim targets as and when necessary and develop 
indicators as to how well the objectives are being fulfilled.  The first set of interim indicators were 
published by the Swedish National Institute of Public Health in 2004 in ‘Indicators for Monitoring 
the New Public Health Policy’ (the Indicators Paper) (2004).  However, it should be noted that 
whilst this paper presents the indicators it does not clarify what the actual targets will be. 

Alcohol 
Crombie et al (2004, p 99) state that for many years, Sweden has had one of the most 
restrictive alcohol policies in the world.  Reducing the medical and social harms of alcohol 
misuse, by reducing alcohol consumption, has long been a key public health objective.   The 
long term basis of alcohol policy in Sweden has been limiting access to alcohol, mainly through 
the state owned monopoly system (Systembolaget AB) and through high taxation. 
 
However, Sweden’s Public Health Policy (2003, p 17) states that alcoholic drinks are becoming 
more available. To combat this, the Government has appointed a special alcohol committee 
whose task is to restrict the harmful consumption of alcohol.  The committee has been charged 
with supporting local preventive measures, with an emphasis on reducing intoxication, limiting 
the alcohol consumption of young people and combating consumption in connection with work, 
pregnancy and road traffic. The National Institute of Public Health has been charged with the 
task of monitoring the work of the alcohol committee. 

PREVENTING ALCOHOL-RELATED HARM 
Running in tandem with the overall public health strategy is Sweden’s current alcohol policy 
‘Preventing Alcohol-Related Harm’ (Alcohol Strategy) (2002), which runs up to 2005.  The 
overall goal of the Alcohol Strategy (2002, p 10) is to reduce the medical and social harm 
caused by alcohol.  In achieving this, the strategy seeks to reduce total alcohol consumption, 
prevent people from becoming heavy drinkers and influence heavy drinkers’ consumption 
behaviour.  In doing so, there is a particular focus on adolescents and young adults.  In addition, 
the strategy also seeks to eliminate the use of alcohol entirely in certain environments or during 
certain stages of people’s lives. 
 
As part of the strategy, the Government has also adopted a number of special priority sub goals: 
 
• alcohol should not be consumed in transport contexts, at workplaces or during pregnancy 
• children should grow up in an alcohol-free environment 
• the age of alcohol début should be postponed 
• drinking to the point of intoxication should be reduced 
• there should be more alcohol-free environments 
• illicit trading in alcohol should be eliminated 

Alcohol Strategy Measures  
The Alcohol Strategy (2002, p 20-33) goes on to describe a series of measures the Government 
hopes will take the strategy forward.  Those with a particular relevance to this paper are 
discussed below; 

Special support measures for risk groups and individuals with risk behaviour 
This section seeks to support children growing up in environments characterised by alcohol 
abuse, children and young people with mental health problems or neuropsychiatric disabilities, 
and children who have developed risk behaviour eg playing truant, getting drunk etc.  The 

http://www.fhi.se/upload/ar2005/seminarium/indicators_bl0501.pdf
http://www.fhi.se/upload/ar2005/seminarium/indicators_bl0501.pdf
http://www.sweden.gov.se/content/1/c6/02/46/22/b51bf186.pdf
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Alcohol Strategy (2002, p 20) states that children and young people whose parents are alcohol 
abusers may run a risk of themselves becoming abusers that is eight times higher than other 
children.  It adds that it is important to note this at an early stage and meet children’s and 
adolescents’ support and help needs.  It also believes it essential for such support to be 
coordinated and involve all activities children and adolescents may come into contact with, such 
as preschool, school, after-school leisure centres, healthcare services, social services and the 
police. 
 
In order to counteract increased alcohol-related harm, the Alcohol Strategy proposes to: 
 
• enhance general skills regarding children and their needs among adults who come into 

contact with children and young people in their work 
• offer supportive measures at an early stage to children and young people in need 
• develop collaboration between municipalities and county councils, so that children in need 

receive adequate help 
• step up measures to alert heavy drinkers and people with risk behaviour to the dangers of 

harmful drinking habits 

Opinion-moulding and provision of information 
The Alcohol Strategy (2001, p 22-23) states that individual, isolated campaigns were seldom 
effective when it came to inducing people to change their behaviour,  However, it adds that 
information measures and opinion-moulding would continue to play an important part of the 
programme.   
 
At the national level measures would be oriented towards drawing attention to the alcohol issue 
and helping people to understand the nature and aims of public-health policy and alcohol 
legislation.  They would also seek to help induce people to assume greater personal 
responsibility for their drinking habits.  The strategy wishes the messages to promote: 
 
• moderate drinking habits 
• elimination of alcohol during childhood, in transport contexts, at workplaces and during 

pregnancy 
• reduced consumption of illicit alcohol 
 
The strategy wants these national measures to be combined with work at local level through 
municipalities, county councils and voluntary, youth and other organisations. 

Age limits 
The Alcohol Strategy (2002, p 26) states that age limits for the purchase of alcohol are a key 
instrument for restricting young people’s access to alcohol.  It describes the various policies that 
are in place: 
 
• Systembolaget is not permitted to sell alcoholic beverages to teenagers, and it has an 

effective system of age checks 
• one cogent reason for not reducing the present age limit is that the lower the age limit is, the 

lower the ages at which young people purchase alcohol and pass on or sell it to others 
• passing on or selling alcoholic beverages to people who are too young to buy it for 

themselves is a criminal offence 
• it is prohibited to offer alcoholic drinks to minors if it takes place in such a way that, taking 

their age and other circumstances into account, is obviously unsuitable 
• for serving of alcohol in restaurants, the minimum age limit is 18 years 
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General Inputs for Children and Young People 

The Alcohol Strategy (2001, p 34-35) states that working to postpone young people’s drinking 
début is one of the paramount measures in prevention aimed at children and adolescents.   
 
The strategy emphasises that youth-oriented prevention must make use of young people’s own 
experience and involvement.  However, it also emphasises the need to take both national and 
local measures to reduce their access to and demand for alcohol.  It notes the particular 
problem of inadequate age checks in connection with the sale of medium-strength beer in food 
shops.  As such the strategy discusses resolutions that have seen: 
 
• the tightening up of legislation that regulates supervision of the sale and serving of medium 

strength beer 
• giving municipalities greater responsibility and improved scope for supervising the 

management of medium-strength beer 
• urging municipalities to offer restaurant staff in-service training in responsible alcohol 

management 
 
The Alcohol Strategy (2001, p 35) also discusses the key role that schools have in influencing 
pupils’ future alcohol consumption and drug habits. It states that, under the national curriculum, 
every school must give its pupils basic knowledge of the requirements for good health and an 
understanding of the importance of personal lifestyle to health and the environment.  The head 
teacher is responsible for ensuring that this should include teaching about the risks of alcohol 
and other drugs.  Alongside the actual teaching, the strategy urges schools to draw up 
guidelines (in an alcohol policy) stating how they set out to prevent problems, the situations in 
which the school should act, and who should take which action.  Such a policy should not only 
cover pupils but also teachers.   
 
Finally, the strategy identifies sports clubs and other hobby and non-profit associations as key 
actors in prevention.  Like schools, the strategy states that these should, as far as possible, 
have clear and explicit guidelines relating to alcohol issues.  Within these it should be made 
possible for children and teenagers below the age of 18 to spend their spare time in secure, 
alcohol-free sports and leisure environments.  As part of this, the strategy seeks to encourage 
more municipalities to take the initiative for activities of this kind.  
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