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Abstract
Alcohol policy has been shown to have an impact on the incidence and prevalence of alcohol
“addiction”, or alcohol use disorders (AUD), as currently defined by the International Classification
of Diseases Volume 10 (ICD-10) or by DSM IV. We will use mainly the term “addiction” to depict
a state involving loss of control over intense urges to consume alcohol even at the expense of adverse
consequences. This definition goes beyond pure “physiological dependence” (1). We will use the
term AUD when referring to statistics based on the above-described definitions. In this overview we
identify the pathways for the relationship between alcohol policy and addiction, present the empirical
evidence and draw conclusions. Special emphasis will be put on treatment policy.

Addiction as one of many health consequences of alcohol consumption
Consumption of alcohol has impacts on many different disease and injury categories. Over 60
single categories in ICD-10 have been identified as being potentially caused by drinking (2),
and more than 30 conditions have alcohol or alcoholic in their name, indicating that they would
not exist in absence of alcohol. Certainly, the most important among the latter conditions are
AUD or “alcohol addiction” itself. While addiction certainly is important, it does not comprise
the majority of either alcohol-attributable mortality or burden of disease (3). But addiction also
may also act indirectly by underlying chronic disease or injury. However, alcohol may kill or
may cause disability in persons who do not quality for any psychiatric diagnosis, such as an
occasional drinker who causes an alcohol-attributable traffic accident due to intoxication, or a
female with a lifetime consumption of two glasses of red wine per day and an alcohol-
attributable breast cancer (for the carcinogenicity of alcohol see (4)). It should be recognized
that co-occurring substance use (including tobacco use) and other mental disorders (e.g.,
depression) complicate the causal attribution to alcohol in many conditions. Additionally, some
heavy drinkers may not meet formal criteria for AUD owing to denial, so that for these two
reasons, attribution of morbidity and mortality to alcohol may both be under and over stated
to an unknown degree.
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Direct and indirect effects of alcohol policy on incidence and prevalence of
addiction

Given the consequences of alcohol described above, alcohol policy must take into
consideration more than addiction; it must consider and address all consequences of alcohol
consumption, health as well as social outcomes, and also account for potential benefits (5). In
that sense, public policy on alcohol is not addiction policy per se. However, that said, it does
not mean that most alcohol policies do not have impact on addiction. On the contrary, most
alcohol policies are designed to affect the level of drinking directly or indirectly, which in turn
has impacts upon the incidence and prevalence of AUD (see Figure 1).

Consider taxation as an example. Increasing taxes on alcoholic beverages and thus generally
increasing the price has been shown to decrease the sales and consequently consumption of
these beverages (5). Heavy drinkers and people with AUD have also been shown to be also
affected by price (6). As a consequence, incidence and prevalence of AUD have been found
to be closely linked to overall level of consumption, albeit not perfectly correlated (7). Given
this fact, it is not surprising that other interventions directly affecting level of consumption also
impact addiction. For instance, the so called Gorbachev anti-alcohol campaign, which reduced
the availability of alcohol by 25% in the Soviet Union in the mid-1980s, reduced deaths from
addiction-related causes (alcoholic psychosis, alcohol dependence, alcoholic liver cirrhosis,
diseases of the pancreas, accidental alcohol poisoning) by 63% in both men and women,
whereas after the end of the campaign, when alcohol became more available again, the death
rates for both sexes increased more than 5-fold (8).

An example of an indirect effect of alcohol policy can be found in the drinking driving
legislation and enforcement in Australia. Originally intended as a so-called harm reduction
measure, not necessarily affecting the consumption of alcohol per se, but trying to separate
drinking and driving, it turned out that the reduction of the legal limit for blood alcohol
concentration combined with massive enforcement via random breath testing led to reductions
in consumption in heavy drinkers (9). We know of no study which measured effects on
addiction, but given the relationship generally observed between level of consumption and
addiction, such effects can be assumed. In addition, it certainly affected the prevalence of
alcohol abuse in DSM IV terms, as this category is in part defined by repeated use despite
recurrent adverse consequences, and conviction for drinking driving is one of these
consequences.

Best practices
A recent review on measures to reduce alcohol misuse (10) assessed the quality of evidence
for four types of interventions aimed at reducing alcohol use:

• legislative policy interventions, including taxation on alcohol sales, drink-driving
laws, restricted licensing outlets and advertising control;

• law enforcement, for example random breath-testing of drivers;

• interventions regarding treatment system and treatment including brief interventions;

• mass media / awareness campaigns.

Their findings coincide with a number of other reviews, e.g. (5;11), and next we present a short
summary of best practices for alcohol policy.
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Legislative policy interventions
Overall, many policy and legislative interventions have been shown to be both effective and
cost-effective in comparison to other alcohol policy interventions. Best practices based on the
review by Babor et al. (5) include:

• Alcohol taxes: as already indicated, studies from many countries support the
conclusion that, ceteris paribus, higher prices lead to lower consumption and to
abating alcohol-attributable health harm (5).

• Minimum legal purchase age: much alcohol-attributable mortality and disability,
especially related to injury, occurs early in life, and the establishment and enforcement
(see below) of a minimum legal purchase age has been shown to markedly reduce
such harm (12).

• Government monopoly of retail sales: government monopolies have shown to be
effective in controlling underage purchasing, as well as being effective in deterring
sales to intoxicated persons and a good means to control hours of sale, density of retail
outlets, and price (5).

• Availability restrictions such as restrictions on hours or days of sale, or outlet density
restrictions (even absent monopolies) have been shown to be effective in reducing
overall consumption as well as negative outcomes, especially injury including
violence (5).

• Lowered blood alcohol concentration (BAC) limits: the lower the BAC limit, the
smaller the number of alcohol-attributable traffic accidents and resultant health and
social harm (12).

Law enforcement
The effectiveness of such legislative interventions depends on the level of enforcement. A rise
in alcohol prices via taxation will not have the intended effects in a jurisdiction where a large
proportion of alcohol consumed is unrecorded, i.e. no taxation is applied. Similarly, the
effectiveness of strict BAC laws depends to large degree on the level of enforcement, best
accomplished by frequent random breath tests (9;12). Enforcement thus plays a role in all of
the legislative interventions described.

Treatment Policies
A robust finding has been that the number of individuals with AUD greatly exceeds the number
of people in treatment and generally the state or country’s treatment capacity. In the US, for
example, a 2005 report from the National Survey of Drug Use and Health showed only 3.8 of
the 19.4 million persons 12 or older needing alcohol treatment received specialty services for
alcohol problems and only 3.2% of those with co-occurring AUD and drug use disorders
received care in the specialty sector (13). The gap between need and treatment reflects in
varying degrees problem denial, lack of awareness of services, stigma regarding AUD or help
seeking, and other barriers to care such as lack of transportation or childcare, besides simple
lack of service availability (14) Problem severity and consequences are often greater for the
poor, so that addressing health disparities remains a major agenda for policy makers in this
area (15). In countries like the US without a single payer health care system, coverage of
appropriate substance use services by health insurance and availability of such insurance
remain problematic (16). In addition, treatment policies must consider the critical mass and
types of services needed to sustain “recovery” or reduce likelihood of relapse (17), i.e. they
must create an overall integrated treatment system (18). Developing policies that assure
opportunities for adequate housing for recovering alcoholics, where the environmental norm
of sobriety is incentivized, e.g., Sober Living Houses, may be one important way that policy
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makers can influence outcomes, especially appropriate for those with criminal justice histories
(19).

Service delivery strategies vary by country but typically either government policies or
reimbursement plans drive services modalities. These may or more often may not reflect
evidence-based best practices. While numerous policy evaluation methods exist, few are
routinely used and fully randomized real-world service trials are few and far between (20).
Clinic or hospital-based detoxification with little or no follow up is common, even though it
has been shown that this form of treatment is not the most effective. In the US, availability of
residential treatment for alcohol increased in the 1980s and has diminished greatly as outpatient
service became the primary treatment modality reimbursable by insurance, or with the
uninsured, paid for by government entities (21). These developments are a reflection of the
empirical findings that for many people with AUD, day hospital treatment or even less intensive
outpatient services such as brief interventions are cost-effective alternatives to inpatient
treatment (22).

A comprehensive review of the effectiveness of alcohol treatment in 2006 concluded that the
evidence base for the effectiveness of interventions is strong and recommended a stepped care
approach beginning with brief interventions for hazardous and harmful drinkers (23). Thus,
treatment policies for AUD must specify systems which offer a continuum of care where people
with different severities and co-morbidities are treated adequately. This has proven to be a
major challenge, as there are no clear evidence-based rules for treatment matching. Advances
in biological research may overcome this problem, including delivering a clear indication
concerning under which conditions more expensive forms of treatment are cost-effective
(24). Currently, the situation even in countries with high resources is such that
pharmacotherapies exist for treating AUD, e.g., Naltrexone® or Acamprosate®, but such
approaches are not widely available and may not reach the patients for which they work best.
In the US, one study found pharmacotherapy potentially available at only one fifth of alcohol
treatment facilities, but actual utilization has been found to be very much lower (13, p 10).

In many countries, and even where treatment services are better developed, the system of care
is dominated by mutual help organizations such as Alcoholics Anonymous (AA), often
attended more than formal treatment (25). The specific form of these organizations can vary
considerably across countries and outcomes may vary as well. In the US, evidence from
effectiveness research is beginning to accumulate, indicating the promise of AA alone or as
ancillary to treatment services in achieving sobriety (26). The use of Alcoholics Anonymous
(AA) as an alternative to more structured alcohol treatment services may be cost-effective, but
substance abuse outcomes from AA alone was found to be sometimes less favorable and the
risk of relapse was higher (22). For a rational treatment policy in alcohol, the role of AA and
other mutual help organizations within the overall treatment system should better defined and
recognized. This is especially important given that addiction has been characterized as a
chronic, relapsing brain disease (27), making it necessary to consider integrated outcomes over
a longer period of time (28). A countervailing view is that AUD is primarily a behavioural
disorder. No matter which view prevails, addiction policies need to be designed to address the
fluctuating nature of symptom expression and severity in AUD (29).

At the other end of the severity spectrum, early intervention with those at risk of developing
addiction has been shown to be effective (5) and cost-effective when compared to other forms
of treatment, but not necessarily in comparison to other interventions such as the legislative
interventions described above (30). Policy makers must ensure adequate provision of
screening, brief intervention and referral to treatment programs (31). Primary care, emergency
departments and trauma centers capture at-risk individuals and provide “teachable moments.”
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An advantage of such approaches is that they are relevant and have been tested in many
countries and cultures (5).

Mass media and awareness campaigns
Overall, the mass media and awareness campaigns alone have not proven sufficient to change
behavior with respect to consumption and alcohol-attributable harm (5). However, such
measures may be important in conjunction with other measures, e.g. in order to gain public
support for implementation and enforcement of legislative measures.

Conclusion
Alcohol policies can make a difference, not only to reduce alcohol-attributable health and social
harm, but also reducing the prevalence and incidence of addiction. Treatment policies can play
an important role here, but addiction will also be impacted indirectly by more general alcohol
policies. In any implementation of alcohol policies, such indirect effects should be taken into
consideration.
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Figure 1.
Impact of different types of policy measures on prevalence of alcohol addiction
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