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Where are we, 
30 years on?





Not for alcohol Not against alcohol

Goal to reduce the harm done by alcohol



Advantages of 
drinking

Disadvantages of 
drinking

Determines where an individual lies on the 
continuum of consumption and harm

The Balance 



Pressures to 
drink more

Pressures to 
drink less

Determines where an individual lies on the 
continuum of consumption and harm

The Balance 



Role of GP to shift balance from heavier drinking …

Lighter drinking Heavier drinking



to lighter drinking…

Lighter drinking Heavier drinking



Examine report:

What does it say for us today?



Simplicity Complexity

We will look at the balance



We have gone too far in the direction of complexity 

ComplexitySimplicity



We need to shift balance back towards simplicity

ComplexitySimplicity



Rebalancing to simplicity allows balance to 
be maintained, with one area of 

increased complexity

In other words, we are going 
to do away with four things, 

and add one thing 



Look at five things covered by the report:

1. There are no dichotomies, no diseases 
– only continua

2. Alcohol is the risk factor
3. We measure consumption
4. Simple advice to cut down drinking
5. Community support to community 

agents



1. There are no 
dichotomies, no diseases 
– only continua



“We do not subscribe to the view 
that alcoholism is in itself a disease” 



“We do not subscribe to the view 
that alcoholism [alcohol abuse; 
alcohol use disorder; alcohol 
dependence] is in itself a disease” 



‘Instead, everyone’s drinking is 
spread along a continuum from 
one end with no harm to 
another end with great harm’ 



 In medical settings, and, indeed often in academic and lay
settings, heavy users of alcohol are commonly
dichotomized into those with an ‘alcohol use disorder’ or
those with not.

 However, ‘alcohol use disorder’ is a clinical construct that
is often used as a shorthand to identify individuals who
might benefit from advice or treatment.

 But as a condition in itself, it is a medical artefact which
occurs in all grades of severity, with no natural distinction
between ‘health’ and ‘disease’, and no grounding in
biology or nature.



Distribution alcohol consumption: 
Last week’s consumption (grams), 86170 
adults, UK

Anderson et al. 2018

∼

Log-normally distributed
skewed towards heavy drinking



Disease risk from alcohol is a continuous 
(often exponential) relationship

GBD 2016 Alcohol Collaborators, 2018

Risk of liver 
cirrhosis



 Unmanaged heavy drinking can be associated with even 
further heavy drinking, often culminating in a more 
difficult to manage state due to associated brain 
atrophy.

 The brain atrophy, though, is a consequence of the 
heavy drinking.



Relationship between drinking levels and brain volume 
from Framingham study

Paul et al. 2008



Gray matter volume deficits predict time to relapse 
in ‘alcohol-dependent’ patients

Rando et al. 2011



Alcohol dependence/alcohol use disorder: 
simply defined as a score on a checklist of symptoms



There is a smooth line relationship between levels of alcohol 
consumption and the score on the checklist

Rubinsky et al 2013



There is a smooth line relationship between levels of alcohol 
consumption and the score on the checklist

Rubinsky et al 2013



Thus, “alcohol use disorder” is a diagnostic
artefact.

No more is needed to consider what is called
“alcohol use disorder” other than the amount
of alcohol consumed.



Simplifying (1):

Terms like ‘alcohol 
dependence’, ‘alcohol use 
disorder’ ‘alcohol abuse’ 
are not useful;

So, let’s simplify and do 
away with them;

We only need the term 
‘alcohol use’ 



2. Alcohol is a risk factor,           
that exists on a continuum; 
causes harm on a continuum; 
and has no risk-free level





HR all-cause mortality
Reference category: 0-25 g alcohol/week



Loss of years due to alcohol by age
Reference category: 0-100 g alcohol/week



Linked cohort data from Scotland
Events are death and hospitalizations

Katikireddi et al. 2017 



Zhao et al. 2015
Risk of oesophageal cancer by 
ALDH2 AG genotype presence



Lundin & Mortensen 2015
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Dawson 2000
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There has been a fashion to use phrases such as:
 Harmful use of alcohol
 Unhealthy alcohol use

Harmful: “Fraught with (carrying as an attribute) harm or injury; 
injurious, hurtful (having the quality of causing hurt or injury)”  

Unhealthy: “Prejudicial or hurtful to health” 

 As any alcohol has the attribute of causing harm, the terms 
harmful and unhealthy are redundant 

 We just need “use of alcohol”



Simplifying (2):

We do not need terms like 
‘harmful alcohol use’ 
‘unhealthy alcohol use’;

So, let’s simplify and do 
away with them;

We only need the term 
‘use of alcohol’, which 
exists on a continuum, 
increases harm with 
increasing consumption, 
and can be easily measured



3. All we need to do is to 
measure consumption



We are MEASURING, we are NOT SCREENING



Screening is:
"the presumptive identification of unrecognized disease or defect 
by the application of tests, examinations, or other procedures 
which can be applied rapidly. Screening tests sort out apparently 
well persons who probably have a disease from those who probably 
do not”  (1951 US Commission on Chronic Illness)  

As we have done away with terms, conditions and diseases, there 
can be no screening. 

We are measuring alcohol consumption, as one measures blood 
pressure and blood glucose levels. 

Thus, SBI or SBIRT, is no longer the correct term:

It should be MBI or MBIRT  



The I in MBI or MBIRT is also wrong

As M is also an I



McCambridge 2011



Thus, we need to:

Replace I for A (Advice)

It should be MBA or MBART

(We will get rid of RT later on)  



Role of GP to shift balance in favour of lighter drinking

Lighter drinking Heavier drinking



So, what are the thresholds of drinking for a response?

Lighter drinking Heavier drinking



A continuum of thresholds:
i. The prevention model
ii. The standard AUDIT-C model
iii. The AUDIT-C model, based on the blood pressure model



Prevention model:
Don’t drink > 100g/week (14g/day)



Standard AUDIT-C model:
Don’t drink > 20g/day 
(also a prevention model)

20 g/day



Hypertension model:
Based on results of RCTs



In Hypertension, levels of blood pressure that 
are chosen as thresholds for advice and 
pharmacological treatment are determined by 
randomized controlled trials:

At what threshold level, does advice lead to a 
meaningful reduction in blood pressure?



So, for alcohol, we ask, at what threshold 
level, does advice lead to a meaningful 

reduction in alcohol consumption?



29 trials
Baseline consumption: 313g/week, 45g/day 
Reduction: 38 grams/week

2007



Hypertension model:
Based on results of RCTs

45 g/day



2007



2018



2018

For two reasons: 



2007 2018

24/29 trials implemented in 
general practice settings

38/69 trials implemented in 
general practice settings; 
27/69 trials implemented in 
emergency care settings

Reason 1: trial settings



2007 2018

All settings: 38g/week GP settings: 26g/week 
A&E settings: 10g/week



2007 2018

Baseline consumption: 
313g/week

Baseline consumption: 
183/week

Reason 2: baseline consumption







Threshold for advice: 45g/day, 
equivalent to AUDIT-C score of 8



Same cut-off score for men and women



Simplifying (3):

We measure alcohol use;
AUDIT-C, being a useful 
instrument

Threshold for brief advice, 
based on RCT results, 
AUDIT-C = 8, 
same for men and women, 
equivalent to about 45 grams 
alcohol/day



4. Simplicity of advice 
to cut down drinking









Platt et al. 2016

Profession of provider



Platt et al. 2016

Type of advice



Platt et al. 2016

Setting



2018

GP settings: 26g/week

2017

Digital interventions: 23g/week



2018

GP settings: 26g/week

2017

Digital interventions: 23g/week

How do we marry these two together? 



Getting rid of the RT in MBART







WHY?



“Establish a plan or protocol for 
finding out about every patient’s 
alcohol consumption, for recording 
and assessing that information and 
for acting upon it so as to reduce the 
health risk for as many patients as is 
practicable”



“The majority of heavy drinkers and 
patients with alcohol problems can 
be helped by support from members 
of the primary care team. However, 
there are some patients whose care 
will need to be shared:
 Severe medical and psychological 

problems
 Lack supportive family
 Care has previously failed”



“Not everyone can be helped 
adequately in general practice:
 Severe intoxication and 

detoxification that cannot be 
safely done at home

 Liver disease
 Suicide risk”



Thus, RT is the exception, 
rather than the rule, and 
is not a dichotomous 
entity.

So, we only need 
MBA

Measurement 
and Brief Advice



In any case, the R does not work
Meta-analysis of studies of the efficacy of brief alcohol interventions in referring 

people to higher levels of alcohol related care

Glass et al. 2015



Finn et al. 2018
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Bradley et al. 2018
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Simplifying (4):

Only short simple advice is 
needed, preferably delivered 
by a nurse or physician, 
preferably in primary health 
care

Sharing care with specialist 
services is the exception, 
rather than the norm, and not 
determined by dichotomous 
decision making



5. Community support 
to community agents





Coined the term:
Community Agents 

Primary health care 
physicians

Primary health care nurses
 Social workers



Developed and 
demonstrated the model:

Confirmed by 
ODHIN project



Stressed need for 
community-based 
role support

As did 
RCGP 
report



 reframing views about alcohol 
away from a view of ‘alcoholism’ 
to a broader understanding of 
alcohol problems is essential for  
both professionals (through 
training) and the public (through 
mass media campaigns) 

 the establishment of a lead 
organization is essential, 
gathering endorsements from a 
range of organisations and 
individuals that are highly 
relevant to the aims of the work







Example of Canada















ethyl sulphate (EtS)



Ryu et al. 2016. 



Adding one thing (5):

Community support for 
community agents

Evaluate community 
outcomes, with a bucket of 
wastewater



In summary:



1. There are no dichotomies, no 
disorders, no diseases – only continua 
of alcohol use and continua of the 
harm done by alcohol use



2. Alcohol is the risk factor, not harmful 
use of alcohol or unhealthy use of 
alcohol; there is no level of 
consumption that is risk-free; beyond 
50g alcohol/day, nearly 5 years of life 
are lost  



3. We measure consumption of alcohol; 
we are not screening. Based on 
evidence from RCTs, an appropriate 
threshold for advice is an AUDIT-C 
score of 8 for both men and women, 
equivalent to about 45g alcohol/day 



4. Simple short advice to cut down 
drinking is all that is needed to have 
an impact; the care of some patients 
will need to be shared; referral for 
treatment is not the norm and is not 
a dichotomous decision based on a 
score. 

The acronym is MBA:
Measure and Brief Advice



5. Community agents undertake MBA; 
they need community support

Research needs to study the impact 
of MBA at the community level; there 
are opportunities to do this; 
wastewater analyses of ethyl sulphite 
provide an objective outcome 
measure



Examine report:

What does it say for us today?



Examine report:

What does it say for us today?

Still many lessons!



Thank you for your attention
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