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Excessive alcohol consumption is a global
public health issue.1,2 In Australia, excessive
alcohol intake is defined as consuming greater
than 75 milliliters of alcohol per day for men
and greater than 50 milliliters for women.3 The
average consumption of alcohol was 9.8 liters
annually in 2005,4 contributing a net 2.3% to
the overall health burden,5 trailing behind
other modifiable risk factors of tobacco use,
high blood pressure, cholesterol, body mass,
and physical inactivity. The major avoidable
consequences of both short- and long-term
harmful alcohol consumption contribute to this
burden in the forms of alcohol dependence,
suicide and self-inflicted injuries, road traffic
accidents, esophageal cancer, and breast can-
cer.5 Although the consumption of alcohol at
moderate levels has also been linked to positive
health benefits including the prevention of
cardiovascular disease among mature-aged
persons,6 the extent of such benefits remains
controversial.6,7

Australia has a strong history of alcohol
consumption control. This includes 3 main ap-
proaches to the issue. First, there is a reliance
on regulation introduced over the past decades
to restrict sales of alcohol to underage (younger
than 18 years) persons, to license alcohol
sales outlets, to allow police to conduct random
alcohol breath testing of drivers of motor
vehicles (legal limit of blood alcohol is 0.05
g/100 mL8) and to restrict multiple forms of
advertising of alcohol. Second, taxation of
alcoholic products has been adopted to reduce
demand. Third, social marketing campaigns
(print and visual media) have been used to alert
and inform consumers of alcohol about the
dangers of driving under the influence of
alcohol and binge drinking especially among
young adults.9 Together these measures have
been used to establish a framework of suc-
cessful measures to curb the avoidable harms
of excessive alcohol consumption in the face of
a culture of broad acceptance9 (e.g., random

breath testing has been shown to be successful
in preventing fatal crashes during certain
hours10).

More recently, the National Preventative
Health Taskforce in Australia has driven
renewed interest in extending regulation and
taxation to facilitate further reductions in
harmful drinking behavior and reduce the
negative health consequences of high-risk al-
cohol consumption.11 They identified the valu-
able role of regulation and taxation and rec-
ommended a number of measures to increase
the preventive effort. This study is timely in
that it quantifies the likely benefits of continued
alcohol harm prevention on health, production
(workforce and household), and leisure.

Modeling has been used in the past to
quantify gains arising from general population
health improvements12 following complete
elimination of risk factor behaviors in Australia,
including harmful drinking,13 tobacco smok-
ing,13 and high body mass index (BMI; defined
as weight in kilograms divided by the square
of height in meters).14 There is, however, no

information about the impact of realistic re-
ductions in harmful drinking behaviors in the
literature. The consequential impact of im-
proved health on each of paid and unpaid
production and leisure has similarly not been
estimated.

The current prevalence of long-term harm-
ful alcohol consumption is estimated to be 13%
of Australian adults.15 We sought to quantify
the potential economic outcomes that could
be expected if a realistic reduction in alcohol
consumption were achieved (measured in liters
of alcohol consumed per capita each year),
which is an important consideration in light
of the current political and policy interest in
Australia and elsewhere. This study was part of
a project funded by VicHealth (the Victorian
Health Promotion Foundation), completed in
2009, to evaluate the health, economic, and
financial benefits of reductions in prevalence
of 6 important risk factors (alcohol, physical
inactivity, high BMI, tobacco smoking, inade-
quate consumption of fruit and vegetables, and
intimate partner violence). To date, outcomes
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from the tobacco smoking, six risk factors
combined, and physical activity components of
the study have been published.16---18 The results
of this study could readily be reexamined in
other countries by adoption of similar methods,
thereby adding to the economic arguments in
support of public health prevention efforts.

METHODS

Selection of feasible target reductions in
alcohol consumption per capita for Australia
was the primary step in this analysis and was
not an inconsequential task. We considered
current consumption trends, likely future pol-
icies and their effectiveness, as well as the
experience of other culturally and demo-
graphically similar countries. This formed an
iterative process over several months, which
included an extensive literature review, dis-
cussions with a study-specific advisory com-
mittee of subject experts, and a review of
alcohol control and consumption levels in
countries similar to Australia (outlined else-
where).16 Because there was no agreement
upon better guidance in the literature, we used
an Arcadian mean to provide a valid preva-
lence target to model health and economic
impact in Australia. The term Arcadian was
introduced by Armstrong in his comparative
study of age-standardized mortality rates in
genetically similar countries in 1990.19 The
Organization for Economic Co-operation and
Development (OECD) reported that the aver-
age number of liters of alcohol consumed per
capita each year (in persons aged older than
15 years) in 2005 was 6.4 in Norway, com-
pared with 9.8 in Australia.4 A recent review
also ranked Norway highest among OECD
countries based on the strength and enforcement
of their alcohol control policies.20 Norway was
chosen by consensus over Sweden, Canada, and
the United States to be the best comparator
OECD country as it is a developed country that
is culturally and demographically similar to
Australia and has a history of government
regulation and pricing policies aimed at re-
ducing alcohol consumption.

We modeled economic and health gains
on the basis of an absolute change in liters of
national annual adult per capita alcohol con-
sumption. We modeled 2 separate levels of
realistic reduction targets: an ideal (equivalent

to 3.4 L reduction annually per capita) repre-
senting what might be achieved based on
current prevention knowledge in the medium
or long term, and a progressive target reflecting
a shorter-term goal set as half of the ideal
reduction target (1.7 L per capita). We esti-
mated the net difference in health status and
economic costs between the current burden
(assumed attributable to 9.8 L consumed4) and
the avoidable burden at the targeted lower
levels of alcohol consumption. Taking this
population-based approach did lead to some
reductions in the potential benefits of alcohol
consumption, as well as the reductions in harm.
By applying a general reduction in the average
liters of alcohol consumed across the entire
adult population of Australia, we estimated that
some people who ordinarily consumed alcohol
at moderate or low levels (most notably in
older age groups) could become abstainers and
would no longer experience the protective
benefit of moderate alcohol consumption. Our
health status results are hence the net change
with consideration of both harm and benefit
reductions.

We modeled the likely impact on paid and
unpaid production and leisure resulting from
the difference in health status (represented by
fewer deaths and incident cases of alcohol-
related disease) on the basis of differences in
surveyed health-related behavior of persons
who drank alcohol at long-term high-risk levels
compared with persons who did not.

Data Sources

We based the estimate of the prevalence of
long-term high-risk alcohol consumption (13%)
on 2004---2005 National Health Survey (NHS)
data. Respondents estimated their average
daily consumption of alcohol during the week
before the survey being completed, and high-
risk drinking for men was defined as greater
than 4 standard drinks per day and for women
as greater than 2 standard drinks per day.
We applied National Health and Medical Re-
search Council guidelines to define the expo-
sure category (long-term high-risk alcohol
consumption) as being greater than 75 millili-
ters of alcohol consumed per day for men
and greater than 50 milliliters of alcohol
consumed per day for women.3 The nonex-
posed category (long-term low-risk alcohol
consumption) was defined as 75 milliliters or

less of alcohol consumed per day for men and
50 milliliters or less of alcohol consumed per
day for women.

We obtained population-attributable risk
fractions, health status estimates (incident cases
of alcohol-related disease, deaths), and full
disability adjusted life years (DALYs) by using
the 2003 Australian Burden of Disease data
files,5 which were made available to this study.
We used the 2000---2001 Disease Costs and
Impact Study21 Excel data files to estimate the
change in health sector costs. We applied rates
of disease and mortality estimates from 2003
to the 2008 population and health sector costs
inflated to 2008 prices by using appropriate
health price inflators.22

We obtained demographic data, employ-
ment status, and health-related actions of adults
who consumed alcohol at levels associated with
high risk and those who consumed alcohol at
levels associated with low risk from the 2004---
2005 NHS Confidentialised Unit Record Files
(CURF), with the approval of the Australian
Statistician, Australian Bureau of Statistics
(ABS).15,23 These data are summarized in Table
1. We obtained household production and
leisure time activities from the 2006 ABS Time
Use Survey.24

Data Analyses

We developed population simulation
models in Excel 2003 (Microsoft Corp, Red-
mond, WA) to determine the potential lifetime
benefits of a reduction in per capita alcohol
consumption for the 2008 Australian adult
cohort (aged ‡ 15 years). The time horizon for
economic benefits was the remaining lifetime
of the 2008 Australian population cohort and
we applied a 3% discount rate for lifetime
benefits.25 We varied the discount rate to 0%,
5%, and 7% in sensitivity analyses, which are
not reported here, but are available from the
authors. Each component of the economic
benefits is outlined in the next section.
Workforce production gains model. We esti-

mated workforce production gains or losses
reflecting differences in workforce participa-
tion and absenteeism rates associated with
high-risk and low-risk alcohol consumption,
combined with changes in population health
status following a per capita reduction in liters
of alcohol consumed. The workforce produc-
tion gains model follows a theoretical cohort of
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Australians (aged 15---65 years), accruing the
production gains or losses of the expected
health benefits of a per capita reduction in
alcohol consumption during working years
until retirement. We used 2 techniques to
measure and value production gains and losses:
the friction cost approach (FCA) and, as a sep-
arate sensitivity analysis, the human capital
approach (HCA). The FCA assumes a disabled
or deceased worker will be replaced within 3 to
12 months whereas the HCA assumes the
worker will not be replaced, and hence assigns
a larger value to a worker leaving the work-
force permanently through death or disability.
This important difference to how workforce
production is valued is still the matter of some
controversy in the economics literature.26,27

Household production and leisure time model.
We defined household production as the hours
of time spent performing nonpaid household
duties such as cooking, shopping, cleaning,
child care, and maintenance. We estimated the
value of these duties by using the “replacement
cost method,” adapted from the accounting
discipline, assuming the services would be
purchased at current commercial rates when
a person in the household was ill. Leisure time
comprised social and community interaction
together with recreation and leisure activities.

We estimated the value of changes in leisure
time by using an “opportunity cost” conven-
tional method applying one third of average
weekly earnings for men and women for
2008.28

Health sector cost estimation. To estimate
health sector costs, we calculated the portion of
total 2008 Australian health sector costs at-
tributable to disease and injury associated with
high-risk alcohol consumption, applying the
2000---2001 Disease Costs and Impact Study
disease and injury classification system,21 by
using population attributable fractions.5 We
did not attempt to model lifetime health ex-
penditure costs from these data, because they
consisted of expenditure on both incident and
prevalent cases of disease and injury. Instead,
we maintained a conservative approach as-
suming annual health sector costs attributed to
the diseases associated with long-term high-risk
alcohol consumption would approximate the
lifetime costs of treating incident cases of
disease.
Uncertainty analysis. We undertook multi-

variable probabilistic uncertainty analyses by
using @RISK software version 4.5 (Palisade
Corp, New York, NY) for Excel 2007. We
generated estimates of mean, median, and 95%
uncertainty interval for each of the economic

and financial outcome measures from a mini-
mum 4000 iterations by using data from the
known surveyed distribution of input variables
to the modeling. Further details are available in
the full study report29 and the previous publi-
cations arising from this study16-18 on tobacco
smoking.

RESULTS

Demographic data and days of reduced
activity attributable to ill health are provided in
Table 1 for persons who consumed alcohol at
levels associated with high risk, compared with
persons who consumed alcohol at levels asso-
ciated with low risk in the 2008 adult Austra-
lian population, by gender, age group, and
workforce status. Men and women who con-
sumed alcohol at levels associated with high
risk were significantly younger and more likely
to be employed than were persons who con-
sumed alcohol at levels associated with low
risk. The high-risk consumers also took more
days off work, but the difference was not
statistically significant. Among persons who
were retired or not in the workforce, the mean
days of reduced activity because of ill health
varied according to gender, but the differences
were again not significant. Women who

TABLE 1—Demographics of Persons Who Consume Alcohol at Levels Associated With High Risk Versus Low Risk by Gender and

Workforce Status: Australia, 2004–2005

Men Women

High-Risk Alcohol Consumption Low-Risk Alcohol Consumption High-Risk Alcohol Consumption Low-Risk Alcohol Consumption

Age, y

15–64, no. (95% CI) 548 967 (504 066, 593 867) 5 159 965 (5 085 129, 5 234 801) 215 942 (188 952, 242 931) 5 412 604 (5 348 433, 5 476 774)

‡ 65, no. (95% CI) 42 640 (30 065, 55 216) 1 009 718 (990 008, 1 029 427) 25 977 (15 428, 36 525) 1 182 647 (1 159 920, 1 205 374)

‡ 15, mean (95% CI) 42.6 (41.4, 43.8) 45.3 (45.1, 45.5) 43.5 (41.4, 45.6) 46.1 (45.9, 46.3)

In labor force, aged ‡ 15 ya

% (95% CI) 82 (79, 85) 75 (74, 76) 69 (63, 75) 58 (57, 59)

Days off work, mean (95% CI) 0.32 (0.16, 0.48) 0.31 (0.25, 0.37) 0.37 (0.18, 0.55) 0.30 (0.26, 0.35)

Not in labor force, aged 15–64 y

% (95% CI) 18 (16, 21) 25 (24, 26) 31 (25, 38) 42 (41, 43)

Days of reduced activity, mean (95% CI) 1.72 (0.75, 2.70) 1.86 (1.53, 2.20) 1.59 (0.65, 2.54) 1.40 (1.24, 1.55)

Not in labor force, aged ‡ 65 y
% (95% CI) 7.2 (5.5, 9.5) 16.4 (16.0, 16.7) 10.7 (7.1, 15.9) 17.9 (17.6, 18.3)

Days of reduced activity, mean (95% CI) 0.89 (0.21, 1.57) 1.22 (0.97, 1.47) 1.64 (-0.62, 3.89) 1.52 (1.32, 1.73)

Note. CI = confidence interval. Mean days measured over a 2-week period.
Source. National Health Survey 2004–2005.15
aIncludes unemployed seeking work and those aged ‡ 65 years.
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consumed alcohol at levels associated with high
risk, on average, had slightlymore days of reduced
activity than did women who consumed alcohol
at levels associated with low risk. By contrast, men
who consumed alcohol at levels associated with
high risk, on average, had fewer days of reduced
activity than did men who consumed alcohol at
levels associated with low risk.

We found that if the liters of alcohol con-
sumed per capita each year could be reduced
to the ideal target, over time, potential oppor-
tunity cost savings of A$ 789 million to the
health sector, A$ 427 million in workforce
production (FCA), and A$ 21 million in home-
based production could be achieved. This is
because the 282 000 new cases of disease
related to alcohol consumption at levels asso-
ciated with high risk could be reduced by
98 000 (35%), the 1000 annual deaths at-
tributed to alcohol consumption at levels asso-
ciated with high risk could be reduced by 380
(38%), and the 61 000 DALYs attributable
to this risk factor could be reduced by 21 000
(34%). The largest component of the total
potential opportunity cost savings modeled
would occur in the health sector, followed by
workforce and household or leisure, respec-
tively, when we used the FCA (Figure 1).

If the liters of alcohol consumed per
capita could be reduced from 9.8 to only
8.1 (the progressive target) half the potential

opportunity cost savings of A$ 395 million to
the health sector, A$ 220 million in workforce
production (FCA), and A$ 11 million in
home-based production could be gained over
time from the reduction by 49 000 in annual
new cases of disease related to alcohol con-
sumption at levels associated with high risk, the
reduction in deaths attributed to alcohol con-
sumption at levels associated with high risk by
190, and the reduction in DALYs by 11 000.

We estimated losses, rather than gains, for
additional early retirements (ideal target: 1400
persons; progressive target: 700 persons) be-
cause people who consumed alcohol at levels
associated with high risk participated in the
workforce at higher rates than the comparator
group. Similarly, losses of leisure time (ideal
target: 28 000 days; progressive target:
14 000 days) could occur if alcohol consump-
tion reduction targets were achieved because
persons consuming alcohol at levels associated
with high risk reported having fewer lost days
of leisure attributable to ill health than the
comparator group.

A sensitivity analysis using the HCA indi-
cated a loss in workforce production (ideal: A
$ 1.54 billion; progressive: A$ 777 million)
could be expected because of the relatively
high value (compared with FCA) placed on
younger workers leaving the workforce
through alcohol-related death or disability,

combined with the high workforce participa-
tion rates of young workers and the higher
proportion of younger persons reporting the
consumption of alcohol at levels associated
with high risk. Further details of the sensitivity
analyses are provided in the full study report.29

Tables 2 and 3 present the full economic
benefits modeled including 95% uncertainty
intervals for the point estimates in health status
for each of the ideal and progressive alcohol
consumption targets.

DISCUSSION

We assessed the potential benefits to health
status, health sector costs, workforce paid pro-
duction, home-based unpaid production, and
leisure, following a reduction in the average
liters of alcohol consumed (rather than total
abstinence) among Australian adults. We se-
lected the target level of reduction following an
examination of actual achievements made by
an equivalent country, therefore, considered
feasible in Australia. The results show that
gains can be significant and potentially larger
than gains through targeted reductions
(selected and modeled in a similar process) in
smoking prevalence.16 Our findings provide
important new information, especially for pol-
icymaking, regarding the value of investment in
health promotion initiatives from a broader
societal perspective.

If Australia were able to achieve a national
reduction in adult alcohol consumption from
an average 9.8 liters to 6.4 liters (an absolute
reduction of 3.4 L) per capita per year, the
largest component of the total potential op-
portunity cost savings modeled would occur in
the health sector, followed by workforce and
household production, respectively, using the
more realistic FCA. We estimated a reduction
in new cases of disease, decline in days absent
from work, and an increase in days of home-
based production.

Methodological issues surround the assess-
ment of workforce production. Losses in
workforce production using human capital
occur because participation rates of young men
(aged 15---24 years) and most women who
consume alcohol at high-risk levels were
greater than those of persons reporting low-risk
alcohol consumption. To reduce levels of
alcohol consumption could thus lead to
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a reduction in workforce participation. The
FCA, on the other hand, remained positive
because it captures only a portion of a year’s
income under such circumstances and does not
weight the behavior of the younger age groups
as heavily. The decision to model net benefits
(benefits gained---benefits lost) may have also
contributed to negative findings associated
with the potential loss of health benefits,

particularly in the elderly moderate drinkers,
among whom alcohol consumption is reduced
at a population level.

There are some limitations to this study.
First, we assumed a causal pathway between
levels of alcohol consumed, health effects, and
workforce behaviors. In the absence of longi-
tudinal cohort studies, these assumptions re-
main untested. Cross-sectional survey data

issues have contributed to some of the coun-
terintuitive negative estimates reported. The
NHS data showed that both men and women
who consumed alcohol at levels associated with
high risk reported significantly higher work-
force participation rates. In addition, among
retired and nonworking men, fewer days of
reduced activity among those who consume
alcohol at levels associated with high risk
compared with men reporting alcohol con-
sumption at levels associated with low risk was
reported. It is not clear from the survey data
whether alcohol-related ill health may have
preceded or followed the current level of
alcohol consumed by these older men.

The number of people reporting “high-risk”
alcohol consumption on the NHS is small and
volatile with wide confidence intervals, making
modeled estimates unstable and more difficult
to interpret. It is possible that misreporting on
the NHS of the quantity of alcohol consumed
on a long-term basis has influenced reported
findings. We did not control for other risk
factors or socioeconomic status because we
were unable to undertake further subgroup
analysis. Most people surveyed had more than
1 risk factor, and there is likely to be a complex
relationship among these risk factors that will
affect health and the economic outcomes
modeled in the current study.

Our estimates are “opportunity cost savings”
because the benefits will only be achieved by the
adoption of effective interventions that will have
implementation costs attached. It was outside
the scope of the current study to include, as an
offset, the cost of interventions needed to
achieve the reduction targets. The recently re-
leased Assessing Cost Effectiveness Prevention
report, which presents the evaluation of a range
of potential preventive interventions to reduce
alcohol consumption, confirmed the beneficial
health effects of activities including increasing
taxes, banning advertising, raising the minimum
legal drinking age, and greater licensing controls.
These were identified as cost-effective options
and even cost-saving in some circumstances,30

but the authors of that study noted that there is
a lack of political will to adopt tighter regulation
given the current Australian culture.

Time lags to the realization of health benefits
have also not been incorporated. Although
improvements in some conditions are experi-
enced reasonably soon after a decrease in

TABLE 2—Health Status and Economic Outcomes of a Reduction in Liters of Alcohol

Consumed per Capita: Australia, 2008

High-Risk Alcohol Consumption, Health

Status and Economic Outcomes

Ideal Target Reduction,

Mean in 1000s (95% CI)

Progressive Target Reduction,

Mean in 1000s (95% CI)

Per annum

DALYs 21 11

Incidence of disease 98 49

Mortality 0.38 0.19

Lifetime

Leisure, days –28 (–2906, 2778) –14 (–1453, 1389)

Absenteeism, days 5002 2501

Days out of home-based production role 54 (–1252, 1341) 27 (–626, 670)

Early retirement, persons –1 –1

Note. CI = confidence interval; DALYs = disability adjusted life years. Incidence of disease and mortality calculated for all age
groups. Leisure and home-based production calculated for persons aged 15+ years. Absenteeism and early retirement
calculated for persons aged 15–64 years. Negative numbers indicate the possibility of losses resulting from achieving the
target, rather than gains.

TABLE 3—Financial Outcomes of a Reduction in Liters of Alcohol Consumed Per Capita:

Australia, 2008

High-Risk Alcohol Consumption,

Financial Outcomes

Ideal Target Reduction

(A$ Million), Mean (95% CI)

Progressive Target Reduction

(A$ Million), Mean (95% CI)

Health sector costs 789 395

Production costs HCA –1541 (–4060,1123) –777 (–2046,566)

Production costs FCA 427 (–381, 1609) 220 (–189, 846)

Recruitment and training costs 30 15

Leisure-based production –12 (–813,779) –6 (–406,389)

Home-based production 21 (–495, 532) 11 (–247, 266)

Total production HCA –1532 (–4418,1398) –772 (–2190,690)

Total production FCA 435 (–1142, 2115) 224 (–556, 1076)

Note. CI = confidence interval; FCA = friction cost approach (preferred conservative estimate); HCA = human capital approach.
These financial outcomes are opportunity cost estimates and not immediately realizable cash savings. The total opportunity
cost savings are the sum of the health sector offsets and the combined workforce, household, and leisure-production effects.
The mean estimates can be added together in this way, but not the uncertainty intervals, as both the components and the
total are run as independent simulations. Recruitment and training costs are included in production gains or losses when we
used the FCA but not counted when we used the HCA. No probabilistic uncertainty analysis was conducted for health sector
offsets. Taxation is treated as a transfer payment and should not be added to production effects or health sector offsets.
Health sector, leisure, and home-based production estimates are based on persons aged ‡ 15 years. Production gains
(losses) and taxation effects are based on persons aged 15–64 years. Values are net present value using a 3% discount rate.
Negative numbers indicate the possibility of losses resulting from achieving the target, rather than gains.
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alcohol consumption, reductions in the risk
of cancers, for example, would occur more
slowly. Financial savings are therefore not
immediately realizable, but rather should be
regarded as indicative estimates of resources
used in current practice that could be available
in the future for other purposes.

Our estimates are likely to be conservative.
They are based on reduced incident cases of
disease associated with high-risk alcohol con-
sumption in 2008 and the associated lifetime costs
or benefits based on these fewer incident cases.
Prevalent cases of alcohol-related disease are also
likely to benefit from reduction in consumption of
alcohol, but we did not include the benefits
accruing to those prevalent cases because of
limitations in project scope and resourcing.

It is difficult to compare our findings with
Australian and international literature. Cost
estimates associated with alcohol misuse in
Australia reported by Collins and Lapsley13

were generally higher than those reported in
the current study. For example, net productiv-
ity costs of A$ 3.5 billion estimated by Collins
and Lapsley were almost 3 times greater than
the total workforce production of A$1.2 billion
(FCA) estimated in the current study. However
Collins and Lapsley’s estimates were based on
past and present drug abuse by comparing
a counterfactual scenario in which no alcohol
misuse occurred to the present population.

A recent international review by Rehm
et al.31 identified 4 studies that estimated the
economic cost of excessive alcohol consump-
tion in high-income countries (France,32 Scot-
land,33 Canada,34 United States35), which they
deemed to be comparable methodologically.
These were all prevalence-based cost-of-illness
studies, which included a broader range of
direct and indirect cost categories than the
current study, and relied on the HCA (and, in
1 instance, willingness-to-pay method) to esti-
mate productivity costs. Applying the findings
from these studies, Rehm et al. identified the
greatest cost contributors to excessive alcohol
consumption to be productivity loss (72.1%),
followed by direct health care costs (12.8%) and
other direct costs (11.6%). By modeling a target
reduction of per capita consumption of alcohol,
taking an incident case approach to health sector
costs reduction, and utilizing the more conser-
vative FCA, we found in the current study the
largest potential opportunity cost savings to be in

the health care sector followed by the workforce
and household sectors.

Conclusions

A greater understanding of the magnitude
and distribution of avoidable economic costs
associated with a reduction in liters of na-
tional annual alcohol consumption has been
achieved. Overall opportunity cost savings are
largest in the health sector, followed by gains
in workforce and household production, and
arise from the reduction in annual new cases
of alcohol-related disease, deaths, and DALYs.
The decision to apply reduction targets using
an Arcadian mean enabled more realistic esti-
mates in the Australian context and enables
comparisons to the benefits of other risk factor
reductions such as tobacco smoking, which
have been assessed with a similar methodol-
ogy. A suitable next step would be a consider-
ation of cost-effective interventions and atten-
tion to stakeholder concerns to facilitate a
reduction in excessive alcohol consumption.
This methodology could be adopted in other
countries to provide economic argument sup-
portive of the prevention debate regarding
alcohol consumption, where needed. j
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