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While rates of alcohol consumption among young people has shown an
encouraging decline in recent years, underage drinking within the UK
remains among the worst in Europe. On top of this, actual drinking
practices show a hazardous trend towards more extreme behaviours like
binge drinking. This paper examines how different settings and kinds of
education can influence these problems. Based on this analysis,
recommendations for future policy are presented.

1. Schools
• Typical ly, chi ldren first encounter alcohol around 1 3 years old,

whilst sti l l at school- this is a key window for intervention

• Whilst the Department for Education has emphasised the

importance of alcohol education, there is currently no statutory

requirement to teach social aspects of alcohol

• Both General-approach and alcohol-specific programmes have

shown promise, especial ly those involving skil ls-based, interactive

teaching methods aimed at harm-reduction and the correction of

social norm misperceptions

• Teacher training is crucial for programme success

►PSHE, including alcohol education, should become a compulsory

part of the national curriculum

►Teaching should adopt an evidence-based harm reduction

approach focusing on skil l-development through interactive classes

►Thorough teacher training must accompany all programmes

►Establish a single free and un-biased website to provide current

information to pupils, parents and teachers

►Create an in-house system within schools for evaluating teaching

techniques and promoting relevant research findings. A new

'teacher-researcher' role could provide the basis for this structure.

2. Universities
• University culture has a strong impact on drinking behaviours

• This drinking is far from harmless, and is associated with antisocial

behaviour, traffic accidents, unsafe sex and mental health problems

• Targeting social norms and modifying the social setting for

university drinking is more fruitful than informative approaches

• Online interventions can be cheap, effective and easily accessible

►Highl ight the central ity of alcohol as alienating for non-drinkers

►Adapt the university environment to put non-alcoholic options on

a level playing field with alcoholic options for recreation

►Use online screening at the start of university to give

personalised feedback on 'normal' drinking behaviours

►Explore the use of social media to deliver alcohol interventions

Intoxicated Youth: Can education fix Britain's youth drinking problem?
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Executive Summary

3. Families
• Parents are well-placed to influence their chi ldren's alcohol use

• Some family interventions have been successful

• Research is poor in this area, and is insufficient to discern which

attributes lead to successful programmes

• Existing services have developed 'organical ly' without evaluation,

necessari ly leaving certain communities to waste money on less

effective approaches

• These services have been provided through a number of media

including mail , phone and computer as well as face-to-face

►Further research must be conducted to determine why certain

programmes are successful, especial ly in the UK

► Interventions must be directed at both children and parents in

tandem, to target the entire home environment

►Research should continue to investigate the benefits of

technological remote programmes which have already shown some

promise

4. Alcohol Brief Interventions in Primary Care
• Easy access to primary care is widespread, with problem-drinkers

attending more frequently than moderate ones

• Alcohol Brief Interventions (ABIs) aim to identify real or potential

alcohol problems, and motivate the person to modify their behaviour

through 1 0-minute interventions by healthcare professionals

• ABIs have been effective in adults, but l ittle evidence exists among

young people - crucial ly, effective screening tools are lacking

►Personal goal-setting should be a central part of existing ABIs

►Screening tools targeted towards young people must be

developed

► Local Health Authorities must ensure the provision of specific

training to ensure healthcare staff are delivering the best care

►Explore the possibi l ity of training school nurses to deliver ABIs

► Further research must examine the effecicacy of web-based

interventions

To date, practice has lacked a strong evidence base - on one hand

studies have variable quality, are mostly US-based and are difficult to

interpret or general ise from since the actual content of programmes is

unclear. On the other hand, the evidence that already exists is not readily

adopted and put into practice - networks for the distribution of new

research to practitioners are deficient.

Alcohol remains a prominent component of the l ives of many people in the

UK. This paper, focusing on what can be done at the 'demand'-side,

through education has found promising avenues for policy development as

well as research. I t is also important to recognise that this approach does

not operate in isolation: 'supply'-side measures, such as taxation or l imits

on the sale of alcohol, are also important to managing alcohol misuse.

The London Forum for Science and Policy
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The issue of alcohol consumption among young people in
the UK is a controversial and complicated one. There have
been signs that the consumption levels have peaked – for
example, the proportion of young people in England aged
between 11 and 15 who reported that they have ever
consumed alcohol has fallen in recent years, decreasing
from 61% in 2003 to 43% in 2012. Similarly, the prevalence of
recent drinking (drinking within the last week) decreased
from 26% in 2003 to 10% in 2012.1 While this is clearly a
positive change, there is still a way to go to change alcohol
behaviours among the UK’s young people, and consequently
the UK is still one of the worst offenders in Europe for
underage drinking activity.2

The prevalence of binge drinking, defined as more than
double the lower risk guidelines for alcohol in one session, is
one of the areas where the UK performs worse than its
European neighbours.3 In a recent survey of 15 and 16 year
olds carried out as part of the European School Survey
Project, 54% of teenagers admitted to binge drinking,
compared to the European average of 43%.4 Binge drinking is
not only harmful to the mental and physical health of young
people in the short term, it is also a predictor of alcohol
dependence and alcohol related harms, including poorer
educational outcomes and increase risks of crime in early
adulthood.5

The reasons that might lead a young person to adopt
unhealthy alcohol behaviours are multifactorial, but peer
influence, particularly having friends who drink is thought to
be one of the main influencing factors. Other factors include
family drinking habits that normalise alcohol consumption,
particularly concerning the young person’s perceptions of
drunkenness and frequency of drinking within their family.
Additionally, the less supervised a child is by parents or
guardians, the more likely it is that the young person will
drink. Positive expectations - for example that the behaviour
will be fun - increase the likelihood of alcohol consumption,
whereas negative expectations - for example, alcohol will
make me sick - will have the opposite effect. The young
person’s religion and ethnicity also play a role in predicting
alcohol behaviour.6 Since the reasons why a young person
might drink are multifactorial, it follows that the strategy to

Katherine Bettany

1 Henderson, H, Nass, L,
Payne C, Phelps A, Ryley, A.
Smoking, drinking and drug
use among young people
in England in 2012. Health
and Social Care
Information Centre, 2013.
Available at:
http://www.hscic.gov.uk/c
atalogue/PUB11334/smok-
drin-drug-youn-peop-eng-
2012-repo.pdf.
Accessed November 19,
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2 Underage drinking,
Institute of Alcohol
Studies. Available at:
http://www.ias.org.uk/Alco
hol-knowledge-
centre/Underage-
drinking.aspx, Accessed
November 19, 2014

3 Binge Drinking,
Drinkaware, 2014.
Available at:
https://www.drinkaware.co
.uk/understand-your-
drinking/is-your-drinking-a-
problem/binge-drinking,
Accessed November 19,
2014.

4 Moorhead, J. How much
is enough? The Guardian,
2010. Available at:
http://www.theguardian.co
m/alcoholandyoungpeople
/how-much-is-enough.
Accessed November 19,
2014.

5 Anderson, P, de Bruijn, A,
Angus, K, Gordon, R,
Hastings, G. Impact of
Alcohol Advertising and
Media Exposure on
Adolescent Alcohol Use: A
Systematic Review of
Longitudinal Studies.
Alcohol and Alcoholism.
2004; 44 (3):229-243. doi:
http://dx.doi.org/10.1093/
alcalc/agn115

6 Bremner, P, Burnett, J,
Nunney, F, Ravat, M,
Mistral, W. Young people,
alcohol and influences.
The Joseph Rowntree
Foundation. 2011.
Available at:
http://www.jrf.org.uk/sites
/files/jrf/young-people-
alcohol-summary.pdf.
Accessed November 19,
2014.
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tackle unhealthy alcohol behaviours should be as well. It is
clear that education should play a big role in that strategy,
since a young person’s expectations and attitudes towards
alcohol is a key influence on their behaviour.

In this paper, Joseph Gafton and Nida Mahmud examine the
institutions traditionally associated with 'education' - schools
and universities – considering their role in the development
of drinking behaviours. Then, broadening the scope, Joseph
Barker inspects the role of the family, asking whether for
alcohol too, education begins in the home. Finally, Thomas
Livermore investigates how education may be used as
intervention, in short 'Alcohol brief interventions' undertaken
in primary care. Each author offers a different perspective
and novel recommendations for the central issue: to what
extent education is able to change the drinking behaviours of
young people.

The London Forum for Science and Policy
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Joseph Gafton

Why are schools important?
Schools provide a well-established setting for state
intervention in the psychosocial development of its
population. With teachers as arbiters, schools can facilitate
sensitive, tailored interventions suited to their pupils and
communities. Importantly, schools represent both an
education delivery modality and a social environment for
behavioural modelling.1

The period shortly before and during a child’s initial exposure
to alcohol represents an important window for intervention in
the development of problematic drinking practices, after
which effective intervention may become more difficult.
Given that the average age a child first has a drink is 13.3
years old, late primary and early secondary school years
must be placed at the heart of these interventions.2 The
importance of schools is underscored by evidence
suggesting that early experimentation significantly increases
long-term risks of more serious substance abuse.3–5

In addition, there is a strong perception among stakeholders
that schools are a crucial component in sculpting drinking
practices among young people. 90% of 18-24 year olds agree
that education on the effects of alcohol should be integrated
into the National Curriculum.6 Recent consultations have
echoed this support, suggesting also that “there should be a
national approach to alcohol education in schools”.7,8

The value of school-based interventions is contested: in
2009, the WHO argued that “school-based information and
education programmes do not lead to sustained changes in
behaviour”.9 Indeed, the evidence for interventions is limited,
however a NICE report argued that even a “relatively modest
1.4% reduction in alcohol consumption within the target
population of youths” as a result of school-based
interventions would be a “very cost-effective use of public
money”.10

Which interventions have been successful?
The recent history of school-based alcohol education in the
UK is marked by ambivalence. Schools have a statutory duty
“to promote pupils’ wellbeing”, and consequently alcohol
education is included within the statutory requirements of

1 Evans-Whipp T, Beyers
JM, Lloyd S, et al. A review
of school drug policies and
their impact on youth
substance use. Health
Promot Int.
2004;19(2):227–234.
doi:10.1093/heapro/dah21
0.

2 McCann S, Drinkaware.
Your Kids and Alcohol
Drinkaware’s approach.
Available at:
https://www.drinkaware.co
.uk/media/86674/1100_dri
nkaware_presentation.pdf.

3 Anthony JC, Petronis KR.
Early-onset drug use and
risk of later drug problems.
Drug Alcohol Depend.
1995;40(1):9–15.

4 Fergusson DM, Horwood
LJ. Early onset cannabis
use and psychosocial
adjustment in young
adults. Addiction.
1997;92(3):279–296.

5 Wilson N, Battistich V,
Syme SL, Boyce WT. Does
elementary school alcohol,
tobacco, and marijuana
use increase middle school
risk? J Adolesc Heal.
2002;30(6):442–447.

6 Wingett M. Survey shows
young people want more
alcohol education. The
Publican’s Morning
Advertiser.
http://www.morningadverti
ser.co.uk/General-
News/Survey-shows-
young-people-want-more-
alcohol-education.
Published September
2014.

7 Roche A, Bywood P,
Hughes C, et al. The Role
of Schools in Alcohol
Education. 2009;(August).

8. Department for Children
Schools and Families.
Consultation on Children,
Young People and Alcohol:
Summary of Responses.
2009.

9. World Health
Organization. Evidence for
the effectiveness and cost-
effectiveness of
interventions to reduce
alcohol-related harm.
2009.
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the science curriculum and both NICE and the Department
for Education have published guidance on good practice.11,12

However whilst the DfE has emphasised the importance of
PSHE for health promotion, PSHE remains an optional part of
the school curriculum. In Parliament the Relationship, Drug
and Alcohol Education (Curriculum) Bill 2012 which sought
to address this issue failed to progress, though the Personal,
Social, Health and Economic Education (Statutory
Requirement) Bill 2014-15 currently awaits debate in the
Commons. A survey of PSHE teachers found a high
proportion worked in institutions with a whole-school drugs
policy, however these were commonly targeted towards the
management of misbehaviour rather than the provision of
education.13

Several published reviews have examined alcohol education
interventions, in an attempt to identify successful
programmes and the features which determine success.14–20

‘General’ programmes not focusing only on alcohol
Three general programmes were repeatedly endorsed by
successive reviews (summarised in Table 1, Appendix). All
took a psychosocial approach towards behaviour
modification in general, rather than focusing on alcohol
specifically. The ‘life skills’ approach, derived from the Life
Skills Training programme,21 focuses on developing
resistance, assertiveness, effective communication, goal-
setting and critical thinking amongst other skills. The EU-
DAP Unplugged programme, took a similar approach, but also
focused on correcting beliefs about what constituted
‘normal’ behaviour. The Good Behaviour Game took an even
more general approach by rewarding pupils for complying
with classroom behaviour rules, and prescribed a way of
teaching rather than any specific content related to
substance use behaviours. An advantage of this approach
was that it did not require any additional curriculum time.
None of the three programmes have been evaluated in the
UK context, but in their native contexts produced reductions
particularly in the number of episodes of drunkenness.21–23

The cost-effectiveness of these programs is also enhanced
by their effects on other problematic behaviours such as
smoking.

10 Nherera L, Jacklin P,
NICE, National
Collaborating Centre for
Women’s and Children's
Health. A model to assess
the cost-effectiveness of
alcohol education
developed for NICE public
health guidance on
personal, social, health and
economic (PSHE)
education.; 2009:2–16.

11 Department for
Education, Association of
Chief Police Officers. DfE
and ACPO drug advice for
schools.; 2012.

12 NICE. School-based
interventions on alcohol.;
2007.

13 Boddington N,
McWhirter J, Stonehouse
A, PSHE Association,
Mentor-ADEPIS. Drug and
alcohol education in
schools.
2013;(September).

14 Botvin GJ, Griffin KW.
School-based programmes
to prevent alcohol, tobacco
and other drug use. Int Rev
Psychiatry.
2007;19(6):607–15.

15 Velleman R. Alcohol
prevention programmes A
review of the literature for
the Joseph Rowntree
Foundation ( part two ).
2009.

16 James C, Mentor. Drug
prevention programmes in
schools : What is the
evidence? 2011.

17 Foxcroft DR,
Tsertsvadze A. Cochrane
Review: Universal school-
based prevention
programs for alcohol
misuse in young people.
Evidence-Based Child Heal
A Cochrane Rev J.
2012;7(2):450–575.

18 Champion KE, Newton
NC, Barrett EL, Teesson M.
A systematic review of
school-based alcohol and
other drug prevention
programs facilitated by
computers or the internet.
Drug Alcohol Rev.
2013;32(2):115–23.

19 Martin K, Nelson J,
Lynch S, National
Foundation for Educational
Research. Effectiveness of
school- based life-skills
and alcohol education
programmes: a review of
the literature.; 2013.
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Alcohol-specific programmes trialled in the UK
Several alcohol-specific interventions have been tested in the
UK (summarised in Table 2, Appendix). The School Health
and Alcohol Harm Reduction Project (SHAHRP), adapted
from Australia to Northern Ireland, was delivered over two
years to 14-16 year olds. The programme took a
psychosocial, harm reduction approach, teaching skills
through scenario-based discussions. SHAHRP emphasised
the role of teacher training in programme delivery, and
successfully increased students’ alcohol-related knowledge
as well as reducing consumption and harm.24Talk About
Alcohol built upon both SHAHRP and Unplugged adding a
flexible ‘pick and mix’ approach for teachers on top of a basic
minimum course. Lessons focused more strongly on
information-giving rather than developing skills and
knowledge about alcohol increased. However, the onset of
drinking was only delayed, whilst drinking behaviours
themselves remained unchanged.25 Finally, MEDALC showed
some success allowing medical students to develop their
own approach to teaching schoolchildren about alcohol,
however this remains a pilot study with only anecdotal
supporting evidence.26

New and upcoming programmes
Since the last published review, two interventions have been
evaluated (summarised in Table 3, Appendix). Both took
place abroad (Poland and Australia) and adopted a
psychosocial approach. In Poland, the effects of the
programme were weak and researchers struggled with poor
programme adherence making it difficult to interpret the
results.27 In Australia, a 10-lesson, harm-minimisation
programme drawing together information-giving, skill-
teaching and norm correction, found positive effects on
pupils’ knowledge, the rate of increased alcohol consumption
and the harms associated with drinking.28

‘STAMPP’ (Steps Towards Alcohol Misuse Prevention
Program), the UK adaptation and expansion of SHAHRP, is
currently being tested in a randomised controlled trial
involving 105 schools in Scotland and Northern Ireland, for
study completion in 2015.29

Other interventions
The effect of punitive school alcohol policies on student
drinking has rarely been investigated. However one study
found that stricter policy enforcement, but not harsher
penalties, was linked to reduced student drinking on school
grounds. There was no strong evidence to suggest these
effects persisted beyond the school grounds.30

A recent review examined the use of computers and the
internet to deliver alcohol and drug use prevention

20 Carney T, Bj M, Louw J,
Ci O. Brief school-based
interventions and
behavioural outcomes for
substance-using
adolescents ( Review ).
2014;(2).

21 Botvin GJ. Long-term
Follow-up Results of a
Randomized Drug Abuse
Prevention Trial in a White
Middle-class Population.
JAMA J Am Med Assoc.
1995;273(14):1106.

22 Botvin GJ, Griffin KW,
Diaz T, Ifill-Williams M.
Preventing binge drinking
during early adolescence:
One- and two- year follow-
up of a school-based
preventive intervention.
Psychol Addict Behav.
2001;15(4):360–365.

23 Faggiano F, Vigna-
Taglianti F, Burkhart G, et
al. The effectiveness of a
school-based substance
abuse prevention program:
18-month follow-up of the
EU-Dap cluster randomized
controlled trial. Drug
Alcohol Depend.
2010;108(1-2):56–64.

24 McKay MT, Mcbride NT,
Sumnall HR, Cole JC.
Reducing the harm from
adolescent alcohol
consumption: results from
an adapted version of
SHAHRP in Northern
Ireland. J Subst Use.
2012;17(2):98–121.

25 Lynch S, Dawson A,
Worth J. Talk About
Alcohol: impact of a
school-based alcohol
intervention on early
adolescents. Int J Heal
Promot Educ.
2014;52(5):283–299.

26 Alcolado R, Alcolado
JC. Medical student
delivery of alcohol
education to high school
pupils: the MEDALC
programme. Clin Med.
2011;11(5):443–7.
.
27 Bobrowski KJ, Pisarska
A, Ostaszewski K, Borucka
A. Effectiveness of alcohol
prevention program for pre-
adolescents.
2014;48(3):527–539.

28 Midford R, Mitchell J,
Lester L, et al. Preventing
alcohol harm: early results
from a cluster randomised,
controlled trial in Victoria,
Australia of
comprehensive harm
minimisation school drug
education. Int J Drug
Policy. 2014;25(1):142–50.

29 Mcbride N, Mckay M,
Sumnall H. SHAHRP:
School Health and Alcohol
Harm Reduction Project –
Developments in Australia
and the UK.
2013;31(4):79–83.
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programmes in schools. Whilst there was little evidence to
suggest that these interventions were effective in reducing
problem drinking, they increased knowledge about alcohol
and showed significant promise in terms of the ease of
implementation, cost and programme fidelity (the extent to
which a single programme was adhered to).18

Evidently, a wide variety of programmes have been developed
and studied, particularly in the US context. There is some
encouraging evidence to suggest that certain programmes
may be effective, however in general the evidence base is
deficient, and the applicability of these measures to the UK
context is untested. No single programme emerges as being
particularly successful in promoting safe drinking behaviours
among young people.

What makes a good program?
Looking forward towards new solutions, we must to identify
which features of past programmes contributed to their
success, and which didn’t. However, even drawing together
previous literature reviews and considering more recent
evidence, there was a lack of robust evidence or
methodologies making this task extremely difficult. Common
problems, included a lack of randomisation, a wide variety of
outcome measures and a lack of independent evaluators,
with many programmes having only been evaluated by those
who also developed the programme. Despite this, some
features appeared more promising and should be explored
further whilst others, which were not evidence-based, must
be discouraged.

A ‘harm-minimisation’ rather than ‘abstinence’ approach
Abstinence is an attractive goal in alcohol primary prevention
- if achieved, then all harms from alcohol are averted out-
right. Indeed the Life Skills Training programme aims towards
abstinence, and other interventions are more effective
among non-drinkers.17 However, abstinence-based
approaches may be unrealistic, overly paternalistic, and
disconnected from the observed behaviour of the
‘responsible’ adult population at large.

In contrast the ‘harm-minimisation’ approach accepts as a
reality that young people are likely to experiment with, and
drink alcohol, but aims to curtail the adverse outcomes of
drinking. In the UK in particular, where drinking alcohol
remains normal for much of the population, harm-
minimisation programmes reduce the discord between the
message delivered to young people and the ‘normal’
practices they observe around them. In light of this, the 2007
NICE guidelines deemed abstinence-based methods the
most difficult to apply to the UK context.12

30 Evans-Whipp TJ, Plenty
SM, Catalano RF,
Herrenkohl TI, Toumbourou
JW. The impact of school
alcohol policy on student
drinking. Health Educ Res.
2013;28(4):651–62.

Joseph Gafton
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Harm-minimisation has been adopted as the basis for
numerous interventions, and the vast majority of those
evaluated positively in recent reviews. Nevertheless, the
evidence remains “tentative, but inconclusive” – no studies
have directly compared outcomes with these approaches.7,19

As exposure to alcohol increases with age, abstinence
programmes lose their efficacy, and, once a child begins
drinking alcohol, abstinence-focused programmes fail to
equip them with the tools needed to remain safe.30 Harm-
reduction then offers a more effective and realistic
alternative. Whilst the ideal time for intervention remains
uncertain, there appears to be a window of opportunity
between the ages of 12 and 14 where programmes are most
likely to be effective. Earlier, and one programme reported
“the undesirable effect of sowing seeds of understanding
about substance use…rather than succeeding in actively
encouraging resistance”. Later, and drinking practices are
already entrenched.19

Skills, not knowledge; interaction, not instruction
Educators have sometimes focused on the delivery of
knowledge, based on the premise that armed with ‘the facts’
about alcohol (e.g. the risks to themselves, their families and
communities), young people will make the ‘right’ decision
and abstain by force of reason.31 However while many
programs have been successful in increasing knowledge,
much fewer have been successful in changing behaviours,
reflecting the cognitive gap between knowing what’s ‘best’
and doing what’s ‘best.’19 Undoubtedly, knowledge is
important and must inform a sensible approach to alcohol,
but alone it is insufficient.

Developing skills may be more important: programmes
focused on developing personal, social and critical thinking
skills such as Life-Skills Training or SHAHRP were more
successful in changing alcohol-related behaviours.19 These
could include discussions of how to identify and avoid ‘high-
risk’ situations; how to resist social pressures, including
rehearsing responses; and critical analysis of media and
advertising influences.

Skills-based approaches also necessarily lend themselves
more naturally to the use of interactive teaching methods
including group discussions and role-plays. An interactive
teaching style has repeatedly been shown to be more
effective at engaging students, changing their attitudes and
improving recall compared to instructive or passive
approaches.32–34

Teacher training, flexible delivery and programme fidelity
The success of classroom-based programmes inevitably

31 Borsari B. Universal
prevention for alcohol use
disorders: 1940-2014. J
Stud Alcohol Drugs Suppl.
2014;75 Suppl 1:89–97.

32 Tobler NS, Roona MR,
Ochshorn P, Marshall DG,
Streke A V., Stackpole KM.
School-Based Adolescent
Drug Prevention Programs:
1998 Meta-Analysis. J
Prim Prev.
2000;20(4):275–336.

33 Cuijpers P. Effective
ingredients of school-
based drug prevention
programs. Addict Behav.
2002;27(6):1009–1023.

34 Cairns G, Angus K.
Investigating the
Effectiveness of Education
in Relation to Alcohol : A
Systematic Investigation
of Critical Elements for
Optimum Effectiveness of
Promising Approaches and
Delivery Methods in School
and Family Linked Alcohol
Education. 2011.

Schools
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relies in part on the experience and skills of the teaching
staff. Unsurprisingly, adequate teacher training has been
repeatedly highlighted as a key programme component as
pupils preferred teacher who “who could discuss issues
openly and non-judgementally.”14,19,24,35,36 One associated
problem which consistently arose was a lack of programme
fidelity as teachers picked components from different
programmes to construct their own approach. This selection
was unguided and haphazard, with mainly anecdotal
evidence used to support these decisions.7,13 It may be that
interventions were too restrictive, and given adaptable
programmes are more likely to be adopted, when supported
by training to help teachers decide which elements to use,
these could be improve fidelity.

Realistic norms, not scare tactics
Investigating beliefs about what constituted ‘normal’
drinking behaviour was a core aspect of many successful
programmes.14,33,34 Distorted perceptions could be corrected
by eliciting misconceptions and providing accurate
information about actual alcohol behaviours in the study
groups. One study even found that without normative
education, developing resistance skills actually increased
alcohol use.37 In contrast, ‘scare tactics’, presenting a heavily
distorted picture of the normal outcomes among those
drinking alcohol, were ineffective and alienated
students.7,16,38,39

Which issues remain?
Despite encouraging progress in some areas, there are a
number of issues which remain to be addressed, some of
which have remained unsolved . In particular, a gold-standard
of education provision based on the best evidence available
is far from the norm. There is a disconnect between what
evidence there is and the day-to-day practice of teaching,
with little effort made to support dialogue between the two
domains. A variety of resources are lacking: from funding to
curriculum time, to reliable and current alcohol information.

In terms of our approach to the issue, the evidence base has
repeatedly been criticised in several reviews over decades.
Yet, the situation is not improving: reporting of programme
content is scatter-gun in nature and generally inadequate,
while there is still no consensus on the most relevant
outcome measures, or approaches for evaluating
interventions. Indeed, many interventions go unexamined,
with teachers rarely in a position to participate in or embark
on research projects. Despite being closely linked to public
spending, evaluations of cost-effectiveness are largely
absent from the literature.

35 Nation M, Crusto C,
Wandersman A, et al. What
works in prevention:
Principles of effective
prevention programs. Am
Psychol. 2003;58(6-
7):449–456.

36 McBride N. A
systematic review of
school drug education.
Health Educ Res.
2003;18(6):729–742.

37 Eitle D, Turner RJ, Eitle
TM. The Deterrence
Hypothesis Reexamined:
Sports Participation and
Substance Use among
Young Adults. J Drug
Issues.
2003;33(1):193–221.

38 Ogenchuk MJ. High
School Students’
Perceptions of Alcohol
Prevention Programs. Can
J Educ. 2012;35(1):156.

39 Midford R. Does drug
education work? Drug
Alcohol Rev.
2000;19(4):441–446.

Joseph Gafton
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Key Issues remaining for alcohol education in schools:
1. Alcohol education provision is uncoordinated and a
wide range of different strategies are used
2. Lack of curriculum time devoted to alcohol education
3. Lack of funding needed to secure resources for the
purpose of alcohol education
4. Lack of authoritative, up-to-date resources
5. Success is strongly teacher-dependent, with
programmes typically delivered by under-supported
generalists. It remains unclear who, from peers to
external speakers, is best-placed to deliver programmes
6. School alcohol and drugs policies remain focussed on
handling incidents rather than guiding education
7. Primary school teachers in particular, are uncertain
about their role andappropriate approaches

Key Issues remaining with our approach:
1. The evidence base remains poor despite years of
recommendations by successive reviews that it is
deficient. This is especially the case for the evidence of
improved behaviours.
2. No standardised framework exists for evaluating
interventions. There remains a lack of consistent
categories and definitions in the literature, despite this
having being recognised in past reviews as an obstacle to
robust evaluation and recommendation of programmes
and their components.
3. Even the evidence that does exist is not widely
disseminated or well-adopted by schools and teachers.
4. Lack of program fidelity. Selection of programmes by
schools is unsystematic and there is little guidance to
suggest which evidence-based programmes would be
effective in any given setting. Indeed, the evidence base
required to provide such guidance is absent.
5. Cost-effectiveness is rarely assessed
6. A disproportionate amount of the existing research is
from the US setting
7. The benefits of new technologies remain
underexplored

Recommendations
Alcohol Education in schools:

 Make PSHE a compulsory part of the national
curriculum and highlight the importance of alcohol
education

 Explore ring-fencing for PSHE funding to support
schools in accessing evidence-based cost-effective
resources
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Implement and endorse a single authoritative online
platform to provide free and easily accessible information
to teachers, parents and pupils

- Adopt evidence-based techniques: skills-focused, harm
reduction teaching with a social norms component

- Emphasise the role of adequate teacher training for the
effective delivery of interventions

- Schools must shift the focus of their alcohol and drugs
policies from punitive to preventative measures,
emphasising the role of alcohol education

- Provide specific guidance for primary school teachers
highlighting general interventions, when to teach children
about alcohol specifically, and the importance of non-
didactic skills-based approaches.

- Explore novel interventions and methods including the
use of AV, online and video game platforms to deliver
standardised and interactive programmes.

Our approach:
- Establish a nationwide campaign across schools to
emphasise the importance of research in education,
highlighting the benefits to the pupil, teacher and school

- Work with schools to create a systematic in-house
approach to educational research:

- Consultation on the use and practice of research
in education
- Introduce research skills into teacher training
programmes
- Provide training and standardised frameworks for
conducting evaluations of education programmes
- Trial the creation of a salaried ‘teacher-researcher’
role
- Establish networks for the dissemination of
research between schools

- Future research should focus on:
- Robust trial method (eg. RCTs)
- Improve the reporting of programme
characteristics by providing a standardised model
for classifying programme components
- Providing tools to help schools decide which
programmes would be effective for them
- Assessment of cost effectiveness
- Interventions in the UK context

Joseph Gafton

The London Forum for Science and Policy
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Nida Mahmud

Background
For thousands of young people, going to university
represents a new step in their education, not only in
academic terms, but also in terms of what they learn about
acceptable drinking practices. University is often the first
time that a young person moves away from home, and is a
place where they will develop autonomy, make new friends
and face peer pressure to conform.1 Because this new-found
freedom occurs at a time when young people are exposed to
new drinking behaviours, it is unsurprising first year
university students tend to consume higher levels of alcohol
in comparison to their non-university peers, as well as
compared to undergraduates in higher years.2

Unhealthy alcohol behaviours are a problem for tertiary
students around the world. A recent survey of students and
university staff in Australia found that alcohol consumption
was much higher among students (compared to staff),
especially those with an early onset of drinking and among
males.3 In the US, 40% of college students are classified as
binge drinkers, equivalent to having more than four drinks on
a singular occasion, which is a much higher percentage than
their non-college peers. This difference is thought to be
mainly due to college culture, since college students
transition from living at home with their family to a scenario
where they depend on their peers for guidance and
direction.4,5,6 However, interestingly this difference in alcohol
consumption between college students and their non-college
peers reverses later in life, with college-educated individuals
drinking less heavily in their 30s than the average person.7 In
the UK, research shows that between 45 and 69% of
university students engage in on average at least one session
of binge drinking per week.8

Unhealthy alcohol behaviours have many negative effects on
university students. In the US, a survey undertaken on US
college students found that more than 1400 students
between 18-24 died in 1998 due to alcohol related incidents.9

Furthermore, more than 500,000 US college students were
injured unintentionally due to alcohol and there were greater
than 600,000 incidents where students were assaulted by
another student who was drinking.10 In the UK, binge drinking

1 Larimer, M., Kilmer, J.,
Lee, C. (2005) College
Student Drug Prevention: A
Review of Individually-
Oriented Prevention
Strategies. Journal of Drug
Issues, 35, 431-456.

2 Kypri, K., Cronin, M.,
Wright, C.S. (2005). Do
university students drink
more hazardously than
their non-student peers?
Addiction, 100, 713-714

3 Reavley, N.J., Jorm, A.F.
McCann, T.V., Lubman, D.I.
Alcohol consumption in
tertiary education
students. BMC Public
Health (2011) 11:545

4 Johnston, L. D., O’Malley,
P. M., Bachman, J. G.,
Schulenberg, J. E. (2009).
Monitoring the Future
national results on
adolescent drug use:
Overview of key findings,
2008 (NIH Publication No.
09-7401). Bethesda, MD:
National Institute on Drug
Abuse.

5 Borsari, B., Carey, K.B.
(2001). Peer influences on
college drinking: A review
of the research. Journal of
Substance Abuse, 13
(2001) 391-424

6 Teese, R., & Bradley, G.
(2008). Predicting
recklessness in emerging
adults: A test of a
psychosocial model.
Journal of Social
Psychology, 148(1), 105-
125.

7 Bachman, J.G.; O’Malley,
P.M.; Schulenberg, J.E.; et
al. The Education–Drug
Use Connection: How
Successes and Failures in
School Relate to
Adolescent Smoking,
Drinking, Drug Use, and
Delinquency. Mahwah, NJ:
Lawrence Erlbaum
Associates, 2008.

8 Elliot, M.A., Ainsworth, K.
Predicting university
undergraduates’ binge-
drinking behavior: A
comparative test of the
one- and two-component
theories of planned
behavior. Addictive
Behaviours 37 (2012) 92-
101



21

is related to an increase in antisocial behaviour, traffic
accidents, unsafe sexual practices, acute alcohol intoxication
and alcohol poisoning, and long term risks such as
cardiovascular diseases and mental health problems.7

40% of young people undertake tertiary education by the age
of 19, giving institutional access to a large proportion of the
young adult population in the UK.11 This presents as excellent
opportunity for intervention, and may even be considered an
obligation for universities, who have a duty of care towards
their students. Evidently, there is a need for intervention to
modify the factors which drive students to drink, and to make
it easier for those with alcohol-related problems to be
identified and offered support.

Current Interventions: are they effective?
There are three main kinds of interventions available:
knowledge and skills-based, social norms approaches or
online and computer based. The majority of research has
been done in the US where most universities have developed
alcohol intervention programmes.12

Knowledge and skills-based Interventions
Colleges and Universities are changing to a harm reduction
model for alcohol education.13 Knowledge based
interventions are common and traditionally formed the focus
for many universities. Students are educated about the
harms and consequences of alcohol with the hope that by
providing them with the facts about alcohol they would make
‘good’ health decisions. Yet whilst these information-based
programmes may be successful for increasing knwoledge,
they often fail to convert knowledge-acquisition into real
behavioural change. In addition, they can only target a limited
number of people yet strategies to target a broader number of
people are required. Successive reviews have found that the
prevention programs in colleges were based on weak or non-
existent theories - their effects were far from proven.14,15

Since studies have suggested that students use alcohol as a
means of easing socialisation, coping with stress or
increasing happiness, some interventions have sought to
tackle these causative factors through skill development.16

These initiatives, such as the Alcohol-Related Harm Prevention
programme have used interactive sessions to develop skills
enabling young people to navigate alcohol issues within their
within their peer group and develop harm-reduction strategies
for social occasions.17 Nottingham Trent University recently
launched a student health strategy aimed at encouraging
students to make healthier choices to creative an action plan
focused around alcohol. This represented a shift from
reactive to proactive service-provision with an emphasis on
maintaining student well-being before it becomes
compromised.18
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Social Normative Interventions
Social norms, especially perceptions of what constitutes
‘normal’ or ‘expected’ behaviour, play a key part in sculpting
drinking practices at university, and creating a break from
those established at school.19 Students frequently
overestimate how much alcohol their peers consume and
may increase their own intake to try and approach the
perceived ‘norm’.20,21 Social norms campaigns are therefore
an attractive option for trying to tackle this problem: by
helping students to realise that ‘normal’ drinking isn’t as
extreme as they think it is, the pressure to increase their own
drinking may be reduced. These misconceptions are
generated by a number of sources ranging from peers to the
media at large, and it is beyond the scope of any institution to
tackle all of these. Instead, universities may offer another,
more accurate, normative voice to try and counterbalance the
prevailing message. Here, ‘education’ becomes a diffuse
collection of environmental influences which, taken together,
construct a drinking culture.

Indeed, the UK Government, Behavioural Insights Team has
recommended social norms interventions as a promising
avenue for addressing alcohol misuse.22 In 2010, a Cochrane
review evaluated the efficacy of social norms interventions in
university and college students, characterising two forms of
social norm intervention: individual normative feedback or
social marketing.23

Normative Feedback
Individual normative feedback involves the initial collection of
information about the student to allow the generation of
personalised feedback based on their drinking risks,
perceptions and practices. Normative feedback may be
delivered by email, letter or in person individually or in a
group, however discussion of online interventions is limited
here, as they are addressed below. These interventions have
had mixed results: whilst interventions delivered digitally or
via individual face-to-face sessions were effective in reducing
alcohol misuse, these results were most significant only in
the short term. The evidence is weaker to support group
sessions as only one study documented short term effects,
whilst long term changes were not assessed. Mailed
interventions were not supported.

Much of this research has been conducted in the USA,
however a study examining the effectiveness of a
personalised normative feedback intervention in the UK,
showed poor results. This intervention involved an emailed,
personalised assessment of drinking behaviour, which
compared with average levels of drinking among peers. This
was supplemented with information on how their alcohol
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consumption may affect them, including financially and in
terms of calories consumed. However this study failed to find
improvements in alcohol intake at 6 or 12 month follow-up.
Contrasting with findings from similar interventions in New
Zealand, Australia & USA, the study supported results from
Sweden and the UK. The authors suggested that this
discrepancy could be attributed to a number of factors:
failure to fully adapt the intervention to the UK culture, the
challenging nature of the UK context where drinking
behaviours are strongly ingrained and heavier drinking is
more typical. Recently it has been suggested that whilst
social norm misperception does occur among first-year UK
students, it does not correspond to problematic drinking
behaviours. Instead, identification as a ‘drinker’ may be more
important in determining behaviour. This finding, if generally
applicable, could undermine the basis for social norm
interventions, which may be aiming at the wrong target.

Social Marketing
On the other hand, social marketing campaigns are costly
and involve the use of mass media to deliver a normative
feedback message to a large population but without much
direct engagement. Success in these campaigns has been
very limited, with contradictory results from two large
studies.25,26 A recent innovative study used a social
marketing campaign led by students and incorporating both
print and social media platforms to increase impact. Whilst
the study relied on weaker outcomes such as students’ self-
reported drinking attitudes, it showed promising results,
especially for the capacity of social media to enhance
student engagement.27

A recent study, suggested that the success of other social
norms measures, in particular, marketing campaigns
depended on the ‘campus alcohol environment’ with
marketing campaigns succeeding only where there were
fewer alcohol outlets on campus.28 Yet, one area which may
be amenable to intervention by universities is the relationship
between alcohol and student facilities and events, and the
framing of this relationship in accompanying advertisements.
Universities, through the development of campus policy in
tandem with student unions, are uniquely placed to adapt and
alter the environment in which adults drink in a way not led by
demand. Whereas it may be difficult for a commercial pub or
bar to commit to alcohol-free nights for example, a university-
owned venue can afford this risk as it’s motivations go
beyond profit. Similarly, university authorities may seek to
restrict drinking games whereas for commercial bars this
again could damage profits, and seem like an overbearing
infringement of freedom. Student unions, both representative
of and responsible for the student body, are therefore a key
arbiter for brokering and legitimating such interventions.29
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Online and computer based Interventions
In addition to more traditional methods of education,
intervention and screening programmes have also been
delivered on stand-alone computers or via the internet.
Computer based interventions are cheaper than face-to-face
methods but it may be more difficult to generate meaningful
effects. Web based interventions can reach a great number of
students at relatively low-cost, in a way that is easily
accessible to all so are an attractive option for future policy.
Overall there appears to be a trend towards the increasing
efficacy of online interventions.30

The peak age for excessive drinking is between 20 to 29 years
and young people have a low participation in face-to-face
alcohol specialist services whereas the internet could provide
an effective medium to deliver information to the young.31

There is evidence that the internet is already being used by
young people as a way to seek help: 14% of people in the US
between 18 to 29 years have searched online for information
relating to either alcohol or drug problems.32 Many computer
based interventions have been developed for university
students and evaluations suggest that normative feedback
delivered online can be successful. Some studies have also
used computer labs rather than online interventions.33,34

To illustrate what an online intervention might look like, a
scheme developed at Linkoping University in Sweden is a
useful example. All university students are sent an email to
participate in a brief online intervention.35 An initial email is
sent to students from the student healthcare centre, which
links to a website for assessment and feedback on what the
recommended levels of alcohol consumption as well as
normative data comparing the student with Swedish students
of the same age and sex, as well as advice personalised to
them. The intervention was well-received by students with a
44% response rate and up to 50% of responders believed that
the intervention. However less than 10% thought that they
would change their behaviours, and there was no direct
follow-up of whether any behavioural changes were elicited.

One large study in an Australian university was able to
generate a 17% decrease in alcohol consumption after an
online intervention involving an initial assessment for
dangerous behaviours followed by a feedback step based
upon that assessment.36 Applying the same programme in
New Zealand showed similar effects, whilst another study
focusing on first year students also supported the success of
online interventions.37 Another study showed that students
who undertook web-based personalised normative feedback
drank less and had lower peak alcohol consumption after a
30 day follow up than students who undertook web-based
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education; therefore, it seems that just as with face-to-face
appraoches, personalised feedback with a social norms
approach is an effective measure.38

It’s evident that online and computerised interventions can be
effective, and applying principles from face-to-face
programmes such as social norms approaches can increase
their impact. However more must be done to investigate the
real long term effects.

Conclusions
Universities play a central role in preventing alcohol misuse.
However, more resources should be invested in by
universities to increase the awareness of alcohol misuse. The
main interventions that have been undertaken by universities
are either education and skills based, social normative, or
online and computer based.

Recommendations
- Adopt a 'healthy university' approach, embracing the
university’s welfare responsibilities beyond academia, to
integrate strands of health promotion into a holistic health-
conducive university environment.

- Simultaneously highlight problematic drinking not just as an
individual health problem but as a social problem which may
alienate members of an otherwise inclusive and tolerant
university

- Develop bar management schemes and staff training
programmes to decentralise alcohol as the focus of social
events

- Alcohol should not form the centre of social events,
particularly in Fresher’s week which sets the standard for the
university’s drinking culture

- Invest in and develop non-alcoholic bars and club nights in
universities to provide an equivalent social space without
alcohol

- Student unions should incentivise clubs to hold alcohol-free
events through funding

- Investigate the potential of screening students in first few
weeks of university via online assessments with personalised
normative feedback for every new student

- Explore the capacity of new media, especially social media
to more easily and cheaply engage the diffuse university
community and perhaps even deliver online interventions
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Background
Health beliefs and behaviours surrounding alcohol
consumption formed in childhood and adolescence can
continue into adulthood.1 Parents & families are uniquely
placed to influence the drinking behaviours of their children.2

It is therefore important to leverage this relationship and
equip parents with the tools necessary to influence young
people to drink responsibly. This section outlines current UK
Government policy addressing the role of families in youth
alcohol education and which interventions currently exist in
this field. Finally it makes policy recommendations
pertaining to the role of families in youth alcohol education.

UK Existing Interventions
The 2010 Government-published consultation ‘Children,
Young People and Alcohol’ sought to gain insight from and
define the roles & responsibilities of various stakeholders in
youth alcohol education.3 The report welcomed a focus on
parental responsibility for youth alcohol education paving the
way for government provision of guidance and support
services for parents and families.4 New guidance, available
through the Department of Health and Directgov amongst
others, aims at enabling parents to make informed decisions
about how to educate their children about alcohol.5 The
government also provides ‘Parenting Early Intervention
Programmes’ ‘Parenting Contracts’, ‘Parenting Orders’ &
‘Family Intervention Projects’ hereafter referred to as ‘Family
Intervention Programmes’.

Independent Evaluation
A 2011 Cochrane review forms the most robust evaluation of
existent Family Intervention Programmes.7 Focusing on
‘Universal family-based prevention programmes for alcohol
misuse in young people’ it set out to systematically review
evidence among school-aged children up to 18 years of age.8

Twelve studies were identified; eleven conducted in the US
and one in the Netherlands. Study designs varied greatly in
quality; the number; type and duration (3 weeks to 3 years) of
family intervention programmes implemented; and outcome
measures recorded. As a result, the authors were unable to
quantify differences between interventions. Nevertheless,
nine out of twelve family intervention programmes evaluated
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4 Department for Children
Schools and Families.
Consultation on Children,
Young People and Alcohol:
Summary of Responses. .
Report number: DCSF-
RR195, 2010.

5 Donaldson L. Guidance
on the Consumption of
Alcohol by Children and
Young People . Department
of Health. Report number:
13224, 2009.

6 Home Office. Youth
Alcohol Action Plan. .
Report number: Cm 7387,
2008.

7 Foxcroft DR, Tsertvadze
A. Universal family-based
prevention programs for
alcohol misuse in young
people. The Cochrane
Library 2011; (9):
CD009307.

8 Foxcroft DR, Tsertvadze
A. Universal family-based
prevention programs for
alcohol misuse in young
people. The Cochrane
Library 2011; (9):
CD009307.



27

showed at least some evidence of positive effects which
persisted over the medium and longer-term, the maximum of
which was ten years. Four of these effective interventions
focused on young females. Among those not supporting
family intervention programmes, one study showed positive
effects that were not statistically significant, and two with
larger sample sizes showed no evidence for reducing alcohol
misuse.

Remote Family Intervention Programmes
Remote family interventions were investigated in two thirds
of the studies reviewed, and were those which did not involve
face-to-face meetings with a local educator. They involved:
mailing booklets, leaflets and image based postcards to
families; telephone discussions between health educators
and family members; fictional audio CD stories for children;
and computer programmes based on family interaction
theory. Seven out of the eight studies containing a
component of remote family intervention showed some
evidence for their effectiveness.

Notably, one programme evaluated by randomised
controlled trial used computers to deliver a gender-specific
intervention based on family interaction theory to female
adolescents and mothers. The methodology involved 202
pairs of self-selected adolescent girls completing pre-tests
online and being randomly divided between intervention and
control arms. Intervention-arm girls and their mothers
interacted with a computer programme involving 9 sessions
(45mins per week) aimed to enhance mother-daughter
relationships and to teach girls skills for managing conflict,
resisting media influences, refusing alcohol and drugs, and
correcting peer norms about underage drinking, smoking,
and drug use. After intervention, all participants (control and
intervention) completed post-test and follow-up measures
including; mother communication, parental rules, parental
monitoring, conflict management, normative beliefs, self-
efficacy, refusal skills, 30 day alcohol use, 7 day alcohol use,
1 year alcohol use and drinking intention. Two months after
programme completion girls and mothers had improved their
mother-daughter communication skills. Mothers improved
their perceptions and applications of parental monitoring
and rule-setting relative to their daughters’ alcohol use.
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Intervention-arm girls improved their conflict management
and alcohol use-refusal skills; reported healthier normative
beliefs about underage drinking; demonstrated greater self-
efficacy about their ability to avoid underage drinking;
reported less alcohol consumption in the past 7 days, 30
days, and one year; and expressed lower intentions to drink
as adults.9

This study shows true potential for the use of remote family
intervention programmes delivered via information
technology.

Near Family Intervention Programmes
In contrast, ‘Near’ family interventions involved face-to-face
meetings with a local educator and were investigated in six
out of twelve studies reviewed. These interventions included:
presentations delivered to families or parents; meetings held
with parents or children; or meetings held in combination
with parents and children. Three out of the six studies using
a ‘Near’ component in their programme showed some
evidence for their effectiveness.

Of particular interest among these interventions was a
robust randomised control trial which followed progress over
ten years.10 This study compared two family intervention
programmes: the Iowa Strengthening Families Program and
Preparing for the Drug-Free Years Program to a control
intervention of 4 mailed leaflets. The Iowa Strengthening
Families Programme consisted of seven weekly sessions (one
hour each) including six separate but concurrent parent and
child curricula, followed by six one-hour joint family sessions
where parents and children practice the skills they have
learnt; the seventh session includes only a one-hour family
session. Parents are taught to clarify expectations, use
appropriate disciplinary techniques, and communication with
children and management of strong emotions of children;
children are additionally given peer resistance and peer
relationship training as well as access to video information.
Both family intervention programmes significantly improved
alcohol consumption behaviours of youth in multiple
outcome measures. However the Iowa Strengthening Families
Program reduced more outcome measures including lifetime
use, past year use, past month use & lifetime drunkenness.
Subsequently, the author of the Cochrane review, David
Foxcroft, has recognised the strength of this program and
adapted it for use in the UK. It has been piloted in Barnsley
and Cardiff, showing very promising results for its
applicability to the UK population after contextualization.11,12

The programme has received funding from the UK
Government and the Lottery to be rolled out nationally.13

Foxcroft has also published a study protocol for the
continued evaluation of this programme.14

9 Schinke SP, Cole KCA,
Fang L. Gender-Specific
Intervention to Reduce
Underage Drinking Among
Early Adolescent Girls: A
Test of a Computer-
Mediated, Mother-
Daughter Program. Journal
of Studies on Alcohol and
Drugs2009;70(1):70-77.

10 Foxcroft DR, Tsertvadze
A. Universal family-based
prevention programs for
alcohol misuse in young
people. The Cochrane
Library 2011; (9):
CD009307.

11 Segrott J. Assessing
the potential of the Cardiff
Strengthening Families
Programme 10-14 (UK) as
a national programme for
Wales. Cardiff Institute of
Society, Health & Ethics.
Report number: NA, 2008.

12 Coombes L, Allen D,
Marsh M, Foxcroft D,. The
Strengthening Families
Programme (SFP) 10-14
and Substance Misuse in
Barnsley: The Perspectives
of Facilitators and Families
. Child Abuse Review 2009;
18(): 41-59.

13 Oxford Brookes
University. MY STRONG
FAMILY CENTRE (MSFC).
http://www.hls.brookes.ac.
uk/images/pdfs/msf-
annual-review-12-13.pdf
(accessed 12 November
2014).
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Since the Cochrane review, one key trial of a near family
intervention program has been published.15 Taking place in
Australia, students from twelve out of the twenty-four
schools participating received a social relationship
curriculum. Parents received parent education handbooks
and invitations to parent education events outlining
strategies to encourage healthy adolescent development and
reduce adolescent alcohol misuse. Over two years, those
students whose parents had participated showed reductions
in lifetime use, and reduced progression to frequent and
heavy use.

Existing Policy Documentation & Practice
Exploring the ‘grey’ literature, we found several noteworthy
websites and policy papers. With respect to accessing policy
information; it has been very difficult to assess existing
practices within the UK. Policy decisions regarding family
intervention programmes have been devolved to local
authorities with varying standards for assessing and
releasing information. Some attempts have been made to
aggregate evidence in policy such as the Justice.gov
‘Effective Practice Library’, however classifications of
intervention quality are at best ill-defined and at worst
suspect, and even navigating the site by topic is impossible.
Other attempts at assessing evidence for policy we found fall
short of the rigor required. One example is the Greater
Glasgow and Clyde Alcohol and Drug Prevention and
Education Model document.16 The rationale for its creation
was a mapping exercise, undertaken on behalf of the Greater
Glasgow Alcohol Action Team in June 2006, to present a
snapshot of what community based Alcohol and Drug
Prevention and Education services looked like at the time.
Analysis of their references highlighted a deficient evidence
base for the policy decisions supported. For example, the
paper sought to ground certain alcohol policy
recommendations solely in research which either lacked a
sound methodology or even dealt with other substances
entirely. Whilst attempts to assess evidence before policy
creation must be commended there is still much to be
desired.

Conclusions
Little attempt has been made within the literature to
categorise interventions and to unpick which characteristics
lead to a successful programme. Though we have sought to
characterise some of the evaluations of ‘Near’ and ‘Remote’
interventions, it is still not possible to recommend one or the
other based on the evidence available. Nevertheless both
have been shown to effect a number positive changes in
alcohol consumption behaviours among young adults.
However a lack of transparent or robust methods continues
to impair valid assessment of family intervention

14 Segrott J, Gillespie D,
Holliday J, et al. Preventing
substance misuse: study
protocol for a randomised
controlled trial of the
Strengthening Families
Programme 10–14 UK
(SFP 10–14 UK). BMC
Public Health 2014;14:49.
doi:10.1186/1471-2458-14-
49.

15 Toumbourou JW et al..
1. Reduction of Adolescent
Alcohol Use Through
Family–School
Intervention: A
Randomized Trial.Journal
of Adolescent Health 2013;
53(6): 778 - 784.

16 Greater Glasgow and
Clyde. Alcohol and Drug
Prevention and Education
Model. . Report number:
NA, 2008.
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programmes: studies often lack randomisation or clear data
reporting; outcome measures are not standardised and open
to manipulation; therefore quantitative comparisons
between interventions cannot take place. Another difficulty
is that very few programmes have been contextualised and
studied in the UK. Previous research suggests that varying
social culture and exposure to adult drinking behaviours in
different geographical areas even within the UK itself can
influence the behaviours and prevalence of youth alcohol
consumption.17 Therefore the generalizability of international
studies to ground new UK policy in questionable.
Furthermore we were unable to find any studies which
considered the financial cost of implementing interventions.
Given that cost-benefit or cost utility-analysis forms a crucial
part of service commissioning, this represents a severe
deficit.18

With regard to the current policy it appears that existing
service have developed organically and without stringent
assessment. This is likely to lead to commissioning of
suboptimal services and service overlap. Although some
attempt has been made to ground some services
commissioned in an evidence base, these remain
insufficient.

Overall it is clear from the literature that academics and
government commissioners need more cohesive strategies
for the assessment and implementation of family
intervention programmes, drawing together the expertise
and requirements of each group.

Recommendations
1. Family intervention programmes should be

implemented to improve youth alcohol consumption
behaviours in the UK

Further research must be conducted to
determine which programs are successful and why.
Further research should consider the financial cost
of implementing interventions.

These interventions should be directed both at
children and parents.

Technological remote programmes appear to
show increasing promise in primary prevention
thus research should be focused in this area.

2. A standardised method of assessing family
intervention programmes for youth alcohol education
must be developed to allow comparisons to be made
between programmes. Minimally, this should include:
methods of randomisation; identification of key
outcome measures; and predicted resource
requirements for implementation

17 Townshend TG. Youth,
alcohol and place-based
leisure behaviours: A study
of two locations in
England. Social Science &
Medicine 2013; 91(NA):
153-161.

18 HM Treasury.
Supporting public service
transformation: cost
benefit analysis guidance
for local partnerships. .
Report number: PU1617,
2014.
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3. Quality-adjusted Life Years (QALYs) should be explored as
a tool for assessing and comparing family intervention
programmes, taking into account the personal and social
burdens of alcohol behaviours

4. A pathway must be developed to encourage the use of UK
pilots for adapting evidence-based programs from other
international contexts

5. Independent and regular assessment of commissioned
services must be conducted by the Care Quality
Commission and made publically available to ensure
current best evidence is implemented and continuously
improved

6. A transparent, publicly available and easily accessible
source of information on evidence-based services
currently commissioned nationally and locally must be
created. Similar, to the ‘Effective Practice Library’ but with
better search capabilities including the use of tags and
clearer statements on where and what is currently
commissioned

7. Rigorous assessment of the literature or reference to
authoritative reviews must ground policy documentation
for family intervention programmes to improve youth
alcohol consumption behaviours

Joseph Barker
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Thomas Livermore

Background
Primary care has been proposed as an effective environment
for tackling high alcohol consumption since the 1980s.1 A
large proportion of the population has access to primary care
and patients with high levels of drinking have been reported
to attend primary care settings more frequently than
moderate drinkers.2 This setting therefore provides a
promising opportunity to influence harmful and hazardous
drinkers through brief interventions.

The World Health Organisation (WHO) define brief
interventions as:

“Practices that aim to identify a real or potential alcohol problem
and motivate an individual to do something about it.”3

The alcohol brief intervention (ABI), as it will be referred to
here, is also called the Screening Brief Intervention (SBI),
Screening Brief Intervention and Referral to Treatment
(SBIRT) and Identification and Brief Advice (IBA). Central to
ABI approaches is an initial screening step to identify “at-
risk” drinkers. As such ABI is exclusively a secondary (or
higher) prevention programme.

ABIs are short, usually 5-10 minutes (up to 20 in “extended
brief interventions”), and generally include the following
features: screening for harmful and hazardous drinkers who
are not dependent nor seeking help for alcohol problems;
delivery by generalist health care workers and a focus on
modifying behaviour through a combination goal setting,
motivational interviewing and a range of other techniques.4

Do they work?
The effect of ABIs is well studied in adults and it is widely
accepted that they help to reduce alcohol misuse in a cost
effective way.4-8 Both the efficacy (whether ABI works in
optimal conditions) and the efficiency (whether the
intervention works in the “real world” setting of primary care)
are well established. Consequently, WHO endorses ABI
initiatives in primary healthcare.9 Despite this, ABIs have
failed to become embedded in routine primary care.7

1 Babor, T.F., E.B. Ritson,
and R.J. Hodgson, Alcohol-
related problems in the
primary health care
setting: a review of early
intervention strategies, in
Br J Addict1986. p. 23-46.

2 Cherpitel, C.J., Drinking
patterns and alcohol
dependence: a comparison
of primary care patients in
a southern county with the
regional general
population, in J Stud
Alcohol2000. p. 130-3.

3 Brief Intervention for
Hazardous and Harmful
Drinking- A Manual for use
in Primary Care. , 2014. p.
1-53.

4 Kaner, E., H. Dickinson,
and F. Beyer…, The
effectiveness of brief
alcohol interventions in
primary care settings: a
systematic review, in … and
alcohol review2009.

5 McCambridge, J. and J.
Cunningham, The early
history of ideas on brief
interventions for alcohol, in
Addiction2014.

6 O'Donnell, A. and P.
Anderson…, The impact of
brief alcohol interventions
in primary healthcare: a
systematic review of
reviews, in Alcohol and
…2013.

7 O'Donnell, A., P. Wallace,
and E. Kaner, From efficacy
to effectiveness and
beyond: what next for brief
interventions in primary
care?, in Front
Psychiatry2014.
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Numerous systematic reviews have performed meta-
analyses of random control trials comparing ABI to control
patients in primary care settings. The analyses have
measured a range of outcomes from weekly alcohol
consumption to mortality. The most commonly reported
variable is the effect on weekly consumption, which has been
found to decrease by 38 g (4-5 UK units)4 to 49 g (5-6 UK
units).10 ABI has also been calculated to reduce mortality in
at risk drinkers by 23-36%.11

The above findings refer to individual health benefits
attained through ABIs. An alternative approach is to consider
whether ABIs can reduce harmful drinking at a population
level. Here evidence is much more sparse. One model
addressing this issue predicts that ABIs alone could only
elicit a minimal reduction at the population level. However,
they could form an important part of a multifaceted
approach to reducing levels of hazardous drinking.12

Despite these promising findings, the wide-scale
implementation of ABIs has not yet materialised. Numerous
reasons for this have been suggested, ranging from a poor
understanding of the key components of an effective ABI, to
a failure to convince primary healthcare professionals to
adopt routine screening due to lack of time, lack of support
or fear of compromising the doctor-patient relationship.

ABIs in Young People
Consensus regarding the effectiveness of ABIs in young
people is not as well established. This is in part due to
relative lack of evidence. In recent years a number of studies
have attempted to fill this gap.

Between 2002 and 2011 six large studies addressed the
effect of ABIs in US emergency departments. None of these
trials found a significant difference between groups given
ABI and control interventions. Conversely, meta-analysis of
the effect of ABIs on university campuses in the USA has
demonstrated ABIs to be an effective means to reduce
alcohol consumption.1 3

8 Angus, C., et al., What are
the Implications for Policy
Makers? A Systematic
Review of the Cost-
Effectiveness of Screening
and Brief Interventions for
Alcohol Misuse in Primary
Care, in Front
Psychiatry2014. p. 114.

9 Health Organization, W.,
Global strategy to reduce
the harmful use of alcohol,
in apps.who.int
2010.

10 Jonas, D., et al.,
Screening, Behavioral
Counseling, and Referral in
Primary Care to Reduce
Alcohol Misuse, in
pubmedcentral.nih.gov
2012.

11 Cuijpers, P., H. Riper, and
L. Lemmers, The effects on
mortality of brief
interventions for problem
drinking: a meta analysis,
in Addiction 2004.

12 Heather, N., Can
screening and brief
intervention lead to
population-level reductions
in alcohol-related harm, in
Addict Sci Clin Pract2012.
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More recently, a meta-analysis of 185 studies (in a range of
settings) found ABIs to be effective at reducing alcohol
consumption in both young adults (19-30 years old) and
adolescents (11-18 years old).14 The effect of the ABI was
more dramatic in adolescents (reducing the number of
drinking days per month from a baseline of 6.2 to 4.9) than
young adults (reduced from 6.2 drinking days to 5.4). The
long-term reductions induced by ABIs were also found to be
significant up to one year after intervention. Effectiveness
beyond one-year could not be demonstrated.1 4,1 5

Two recent publications considered ABIs for young people to
have potential to reduce alcohol consumption in the UK.
However, both highlighted a significant evidence gap
regarding the ABIs in the UK.15,16 Of the 185 trials identified
by Tanner Smith et al., 50% of studies in young adults and 81
% of studies in adolescents were conducted in the USA.

Screening
Screening forms the first step of any brief intervention and
multiple tools exist to identify hazardous drinkers. The most
common form of screening is questionnaires filled out by the
patient. Questionnaires can then be scored for drinking
habits, with scores above a threshold eliciting a brief
intervention. Numerous questionnaires have been shown to
be sensitive in adults; the best studied being the Alcohol Use
Disorders Identification Test (AUDIT) screen. Other screening
tools include CAGE, an alcohol specific questionnaire and
CRAFFT, which is also designed to identify drug use. All of
the above screens involved multiple questions and were
designed for use in adults.

Screening for hazardous drinking is a more complex process
in young people. One reason for this is the rapid changes in
what is considered to be hazardous drinking during
adolescence and young adulthood. For example, the
Department of Health advises that 10-15 year olds abstain
from alcohol entirely.17 Meanwhile, while 15-17 year olds are
advised not to drink, if they do, drinking should not exceed
three to four units per week in males and two to three in
females. Developing a screen to account for variable
definitions of hazardous drinking has proved challenging.

A number of screening questionnaires (AUDIT, CRAFTT) have
been shown to be at least partially effective in young
people.18 A systematic review of screening tools in young
adults commissioned by NICE found that the most effect
method was AUDIT.16,19 However, the sensitivity of these
screening methods is suboptimal in young people, with
different sensitivities between 54 % and 87 % for AUDIT.20

13 Individual-Level
Interventions to Reduce
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Meta-Analytic Review,
2014. p. 1-26.

14 Tanner-Smith, E.E. and
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…2014.
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Medical Officer, 2014. p. 1-
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This implies that young, hazardous drinkers are less likely to
be identified by available screening tools than adults.

One small trial demonstrated that a single question was up
to 90% sensitive in identifying adolescents with alcohol use
disorders (AUD).20 A screening procedure consisting of two
questions followed by a full screening questionnaire has also
been proposed as a simple and effective method.21

Furthermore, computerized screening is becoming more
common and could offer an acceptable method of screening
young people.18 Currently, direct comparative studies
between traditional and computerised screens are lacking.

Use of biomarkers such as ethyl glucuronide, a metabolite of
alcohol which persists in urine for up to five days after
consumption of alcohol has been proposed in some
scenarios.18 However, NICE has ruled out use of biomarkers
as a routine screening method.1 9

Intervention
Despite intense scrutiny, there is no standardised format for
interventions. Intervention approaches can include: feedback
on a patient’s alcohol use; discussion of low-risk alcohol
consumption; information about the risk associated with
drinking; benefits associated with reduced alcohol
consumption; motivation interviews and personal goal
setting.4

One study in adults suggested that the most successful ABIs
comprise at least two of the following three components –
feedback, advice and goal-setting.22 This prescription has not
been confirmed by other analyses. ABIs in adolescents
which included goal setting also saw a significantly
increased reduction in alcohol consumption.14 Correlation
between length of ABI and effect size, has not been found to
be statistically significant.

Who should provide the intervention?
There is little evidence that the effectiveness of nurse or GP-
led interventions can be distinguished. However, one review
identified a slightly larger effect size in ABIs led by GPs.23 A
study of ABI cost-effectiveness also found no significant
difference between nurse and GP-led interventions, but noted
that nurse-led ABIs were one third cheaper.8 Effective training
of the healthcare professionals providing interventions was
found to be highly important for successful implementation
of ABIs in the USA.7

Can interventions occur online?
Increasingly computerized and online interventions (often

21 Allsop, S., Two simple
questions may be used as
the first screening step for
alcohol problems in
primary care: systematic
review, in Evid Based
Nurs2014.

22 Whitlock, E., M. Polen,
and C. Green…, Behavioral
counseling interventions in
primary care to reduce
risky/harmful alcohol use
by adults: a summary of
the evidence for the US
Preventive Services Task...,
in Annals of internal
…2004.

23 Sullivan, L., J. Tetrault,
and R. Braithwaite…, A
Meta analysis of the
Efficacy of Nonphysician
Brief Interventions for
Unhealthy Alcohol Use:
Implications for the
Patient Centered Medical
Home, in … American
Journal on …2011.
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referred to as eSBI) are being trialled in adults. In the UK the
Down Your Drink (DYD) online self-help intervention was
trialled in 18 general practices with mixed results.24]
Although well accepted by practices, referrals to the
intervention were low and each referral required a meeting
with a full time alcohol project coordinator.

Two multi-country trials are currently underway: ODHIN and
EFAR. ODHIN is investigating online interventions in 120
primary healthcare centres in Spain, England, the
Netherlands, Poland and Sweden.25 Results of this trial are
yet to be reported.24

The EFAR trial is currently active in Italy and in planning in
Spain, Australia and the UK. In this trial randomly selected
primary care patients are offered an access code to an online
AUDIT questionnaire. After a further screening step, at risk
drinkers were invited to either a face-to-face or online
intervention. Once again, results from this trial are due in
2015, but preliminary data suggests uptake was high.24 This
study is notable for its use of technology in both screening
and intervention.

In youth settings, one study in university primary care
services in New Zealand found that students preferred online
interventions to those conducted face-to-face.26 It should be
noted, however, that Carey et al. found online interventions to
be less effective than face-to-face interventions in US college
students.27

Cost effective?
The cost effectiveness of ABIs is a clearly of crucial
importance when considering policy. A recent review of ABIs
in primary care found “overwhelming” evidence that ABIs in
primary care are cost-effective.8 A model commissioned by
NICE calculated the cost per QALY of a range of different ABI
scenarios in adults, including screening at next GP
registration and next GP appointment. Both scenarios were
found to be cost effective.12 In agreement with these
findings, a 2012 model calculated the cost per QALY gained
of universal implementation of ABI in primary care in England
and found that all but the most pessimistic outcomes would
be deemed cost effective when compared to current
practice.28

The cost-effectiveness of ABIs in young people is poorly
studied. One study found Motivational Interviews provided to
young people in emergency departments was cost effective.
29 However, this study compared psychiatrist-led to nurse-led
interventions rather than a no treatment control.
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Name: Frontiers in
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Current situation in the UK
The majority of the studies on effectiveness of ABIs in young
people have been carried out in the USA. The extent to which
these findings can be extrapolated to UK settings is not yet
clear.

NICE guidelines also recognised a lack of evidence for
reliable screening tools specifically for younger people.30

Despite this and the limitations discussed above, current
NICE guidelines recommend that young adults (16-17 year
olds) who are suspected to be at risk from their drinking
habits should complete an accredited screening
questionnaire (NICE recommends AUDIT).19 Those who have
had an accident or minor injury regularly attend genito-
urinary medicine (GUM) clinics; access emergency
contraception or truant regularly (amongst others) should be
given special attention when considering screening. Young
adults identified as hazardous drinkers should be offered a
brief intervention from a trained member of staff. Despite
these recommendations, implementation has been limited.
NICE does not recommend screening or ABI for young people
(10-15 year olds). Instead use of professional judgement to
decide on the correct course of action is advised.

NICE recommends that local health authorities provide staff
training in ABI. Information regarding current regional
training and implementation programmes can be found on
the Public Health England (PHE) website.31 However, uptake
by regional authorities and practices within these authorities
has been mixed. In some cases financial incentives have
been required to boost uptake.32 An ABI e-learning tool is
also available to NHS staff.33 Course outlines do not directly
address ABIs in young people. In October 2014, PHE
announced reducing harmful drinking as one of its key
targets for the next 5 years.34 This document reiterated a
commitment to evidence-based solutions, although no
specific solutions were referenced.

Two schemes delivering ABIs to young people in Scotland
were identified in an NHS Scotland briefing one carried out
by NHS Health Scotland and another by University of Stirling
Neither has yet been formally evaluated.1 6

Furthermore, the recently founded SIPS junior
(http://www.sipsjunior.net) initiative is an academic
collaboration funded by Department of Health, National
Institute of Health Research. SIPS junior is seeking to
address the potential for ABIs focused on young people in an
NHS emergency departments. Similar programmes in

30 Kaner, E., NICE work if
you can get it:
development of national
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screening and brief
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hazardous and harmful
drinking in England, in Drug
Alcohol Rev2010.
31.
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32.
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gcentre.org.uk/LocalInitiati
ves/projects/projectDetail/
?cid=6381.
33.
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28.
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emergency departments have been designed to “maximise
the teachable moment” and conduct the intervention whilst
patients are receiving treatment for alcohol-related injuries.
SIPS junior will be split into three stages over five years. The
first stage will identify the prevalence of alcohol problems in
10 emergency departments across the UK; the second will
develop and pilot screening and intervention protocols.
Should these pilots prove feasible and well accepted by
clinicians, the trial will progress to the final stage to
ascertain both the effectiveness and cost-effectiveness of
these protocols.

Conclusions
There is a growing body of evidence that ABIs are an
effective means of reducing harmful drinking in young
adults. Whilst there is encouraging evidence that the same
may be true in adolescents, consensus has not yet been
reached. This may be due to the paucity of trials. It has also
been noted that there is a little available evidence on
effectiveness of youth ABIs in the UK. NHS Scotland and
research programmes such as SIPs junior are beginning to
address this.

ABIs in primary care are thought to be a cost effective means
of reducing harmful alcohol consumption in adults. Very little
data exists concerning cost-effectiveness in young people.
Crucially, it is widely acknowledged that screening sensitivity
in young people is poor. Current models adapting adult
questionnaires to young people may result in a loss of
sensitivity and fail to account for rapid development during
adolescence. As a result clinicians are more reliant on
obvious risk factors such as attendance of emergency
departments or GUM clinics. Given the scale of alcohol
misuse by young people in the UK, it is likely that this
approach will is miss a large proportion of those who could
benefit from ABIs. There is much speculation that a youth
audience could be approached through computerized and
online screening strategies. This has yet to be properly
demonstrated in young people.

Finally, the key components of interventions for young
people have yet to be established. In line with ABIs in adults,
there is some evidence that goal setting is an important part
of a successful ABI in young people. Significantly, the effect
of ABIs is robust and is not significantly affected by the
duration, content or member of staff providing the
intervention. Effective training of staff providing intervention
has been shown to important. There is some evidence that
face-to-face approaches may be more effective than online
interventions, however there is limited evidence on how
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access to online interventions might be facilitated to improve
outcomes.

Recommendations

1. Screening tools targeted towards young people must be
developed and trialled as a priority.

- Screens must be sensitive and account for rapid
development of young people.
- The sensitivity, relevance and clinical acceptability of
specifically designed screening tools must be
determined.
- Effectiveness of screening using technology and
mobile devices should be properly assessed.
- Extension of the SIPS junior programme to include
primary care settings would form the ideal conditions
for developing innovative screening practices.

2. ABI content should include space for young patients to set
their own goals.

- Continual assessment of optimal youth ABI content
should include submission of case studies to the
Department of Health’s “Quality, Innovation,
Productivity and Prevention” (QIPP) initiative.

3. Local Health Authorities must ensure provision of specific
training, resources and support to primary healthcare
workers issuing ABIs in young people.

- Training programmes should highlight the role of
ABIs in detecting and addressing harmful drinking in
young people.
- Training must acknowledge the deficiencies in ABI
screening sensitivity in young people and provide
support for practitioners to join academic trials of
innovative screening solutions.
- Public Health England, Public Health Wales, Public
Health Agency (NI) and NHS Health Scotland should
curate databases of active screening trials to promote
interaction between NHS and academia and allow
easy access to primary healthcare staff.

4. The effectiveness of web-based interventions in young
people must be further explored in a UK environment.

- Extension of SIPS junior provides the ideal
environment for this to be examined.

5. Explore the use of school nurses trained to deliver ABIs as
a confidential, and more easily accessible service for
children.

Thomas Livermore

The London Forum for Science and Policy



40

Katherine Bettany

Any strategy designed to educate young people about
healthy alcohol behaviours - with the ultimate aim of
improving outcomes - should implement a multidisciplinary
structure.

In schools, more guidance is needed for primary school
teachers, particularly when to teach children about alcohol,
and the importance of interactive skills-based methods. At
secondary school, PSHE should be a compulsory component
of a young person’s education, and should use evidence-
based, cost effective resources. Crucially, schools must shift
the focus of their alcohol and drugs policies from punitive to
preventative measures. Evaluation is not yet an intrinsic part
of education, and a vast variety of approaches are used, often

selected based on anecdotal evidence. Teachers must be

supported with training to equip them for a more evidence-

based, feedback-rich teaching environment.

To support these measures, interventions at home, directed
towards the family environment must be initiated. The
details of what these interventions should look like are not
yet clear, and both remote and face-to-face approaches have

shown merit. By helping parents and children to work together

to develop their relationship, it seems a more holistic

approach to tackling alcohol misuse may be fruitful .

At university young people encounter a new context for
alcohol consumption, with new influences, norms and
practices. Here there is yet another opportunity to educate
them about healthy alcohol use, since university is often the
first time young people encounter alcohol without the
protective influence of parental supervision. Nevertheless,
with behaviours entrenched since adolescence, the
university population is a challenging one to tackle. Social
norms approaches have shown some success abroad, but in
the UK these benefits have not been replicated. There is also
growing interest in onl ine and computerised measures to

confront drinking practices, which have shown positive results

in recent research.

There will always be young people who decide to engage in
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unhealthy alcohol behaviours, even if optimal alcohol
education policies are implemented. It is crucial to identify
these people so they can be given appropriate support and
care in order to improve their outcomes - currently this is
most likely to occur in primary care. Screening tools
designed to identify problematic drinking behaviours in
young people must be developed and trialled as a priority
since adult assessment tools are insufficient. Once
identified, including personal goal setting in interventions is
important for success. To achieve this Local Health
Authorities must ensure provision of specific training and
support for workers within primary healthcare who will
deliver the interventions. Looking forward, web-based (as
opposed to face-to-face) interventions within primary care,
should be explored and could offer a

Across the different contexts for educating young people
about alcohol, there are some clear overarching themes. The
evidence for different approaches is at best incomplete and
at worst absent. One particular problem facing researchers
and policymakers is how to distinguish which components
contribute to a successful intervention, when the actual
content of interventions is reported in varying language and
detail. Despite the constant pressure to reduce the financial
burden of interventions, cost-effectiveness was rarely
assessed. A crucial part of any strategy going forward would
need to be a built-in research component, preferably in the
form of a randomised control trial, so that data can be
collected to inform future decision making. Often, even the
evidence which is available, is poorly distributed leading to a
gap between research and practice. Therefore, as well as
improving research practices, it is vital that we improve how
research is put into practice by creating better networks to
disseminate research findings.

Education, del ivered at home, by public institutions and

medical practitioners, evidently plays an important part in

sculpting the drinking behaviorus of young people. Yet whilst

many programmes have shown promise, there remains a

long way to go to develop a holistic and evidence-based

system for addressing alcohol misuse in young people.

The London Forum for Science and Policy






