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While much debate has taken place
recently about alcohol, we have
failed to draw out the reasons why
so many people have troubled
relationships with it. The reasons
we drink and the consequences
of excessive drinking are intimately
linked with our mental health, and
this holds the key to dealing with
growing worries about alcohol
misuse.
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Foreword

Each year the Mental Health Foundation uses mental health action week to highlight an area of concern about
the mental health of the general population.
For too long mental health has been mysterious to ‘ordinary’ people, and is seldom talked about in comparison to
many areas of physical health. Yet one in four of us will experience a mental health problem each year. The need
for mental health to be demystified is urgent.
We have been working for many years to give ordinary people the information they need to better understand
their own – and others’ mental health. Recently we have covered practical topics such as the importance of diet
and exercise to mental health, and the suffering caused to ordinary people with mental health problems because
of the prejudice and ignorance surrounding mental illness.
The message is clear – mental health is everyone’s business, just like physical health. As a society we must get
better at understanding mental health, if we are to tackle some of the major health, economic and social burdens
that face current and future generations.
One of the least explored but most fundamentally important factors in the mental health of the general
population is our use of alcohol. While much debate has taken place recently about alcohol, we have failed to
draw out the reasons why so many people have troubled relationships with alcohol. The reasons we drink and the
consequences of excessive drinking are intimately linked with our mental health, and this holds the key to dealing
with growing worries about alcohol misuse. But once again, mental health is swept under the carpet while debate
focuses on the physical consequences of alcohol misuse.
While this is just one example of how mental health is a crucial factor that is omitted from virtually every national
debate, it is a vitally important one, and I am pleased that our research will add to the evidence. We hope it will
spark and inform further debate, and offer useful directions to those who are rightly concerned.

Dr Andrew McCulloch
Chief Executive
Mental Health Foundation
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‘‘I was a carer for my mother and an elderly relative. I found I was not able to deal with all the emotions around
that and drank to help me block the emotions out, to be normal, not to feel anxious, not to have a million
different worries going around my head. It’s partly to do with the way I learnt to deal with things. I drank to
medicate myself.”
Elizabeth, in her mid-thirties, was placed on suicide watch in a psychiatric hospital after her long-term
drinking habit spiralled out of control.
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EXECUTIVE SUMMARY

How and why we use alcohol
Alcohol has been an important part of our society and culture for many centuries. People of all ages across the UK
have an intimate relationship with alcohol, with positive as well as negative effects in the short and longer term.
Alcohol is tied up with many areas of our lives, and we use it in a plethora of ways: to help us relax, feel brave,
introduce ourselves, seal business deals, celebrate life events, drown our sorrows, remember, forget, welcome
people, say goodbye to people, get to know people, manipulate people, because we feel like it, because we need
it, to numb ourselves, to feel grown up, to feel young, to belong, to distinguish ourselves, and sometimes, because
we’ve forgotten how to do anything without alcohol.
Over the past fifty years alcohol consumption has doubled in the UK. Recent figures show that 38% of men
and 16% of women are drinking above recommended limits and can be classed according to World Health
Organisation standards as having an alcohol use disorder. This is equivalent to 8.2 million people in England alone.
And 1.1 million people nationally are alcohol dependent. Young people in the UK drink more than in nearly all
other countries in Europe.
Concerns about these facts are reflected in recent policy developments. These are largely focused on reducing
harm such as damage to physical health, violence and anti-social behaviour. Much media debate about the
growth in alcohol consumption, especially among young people, has centred on binge drinking, anti-social
behaviour, and serious physical alcohol-related complaints such as liver disease.
Far less attention has been paid to the links between alcohol and mental health, and there has been
comparatively little public exploration of why we drink. The Prime Minister recently described binge drinking as
“the new British disease”, but is alcohol misuse more like a symptom of other problems?
Research outlined in this report shows that many people in the UK drink alcohol in order to help them cope with
emotions or situations that they would otherwise find difficult to manage.
At the simplest level, we often drink because we wish to alter our mood – or change our mental state. This may
involve the desire to quell feelings of anxiety or depression, or other low-lying mental health or mood problems,
for want of a better way of dealing with them.
There is much research that indicates that people who consume high amounts of alcohol are vulnerable to higher
levels of mental ill health. According to the World Health Organisation: “Sufficient evidence now exists to assume
alcohol’s contributory role in depression6.”

Severe mental illness and alcohol
At the more severe end of the spectrum, the co-existence of alcohol problems and mental ill-health is
very common, and often referred to as “dual diagnosis”. The idea that people ‘self-medicate’ their mental
health problems using alcohol is also very well known and documented. The basic premise is that the
psychopharmacological properties of alcohol help individuals deal with negative effects of mental ill-health
by altering the chemistry of the brain, which in turn counters the negative feelings. The prevalence of alcohol
dependence among people with psychiatric disorders is almost twice as high as in the general population.
People with severe and enduring mental illnesses such as schizophrenia, are at least three times as likely to be
alcohol dependant as the general population.
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Mood, mental health and alcohol
Self-medication is not a concept that can only be applied to people with diagnosed mental health problems, and
is in fact a useful way to describe many of the reasons we drink. Little has been said in public policy documents
about the way the general population relies on alcohol – a legally available drug – as a mood-altering substance
that is used to mask other problems, or to deal with emotions.
Alcohol is a toxic substance in terms of its direct and indirect effects on the chemistry of the brain and other
body organs and systems. The initial impact of a drink – that “winding down” or relaxing feeling – is a reflection
of almost immediate chemical changes occurring in the brain’s nerve cells (neurons) in response to alcohol. As
more alcohol is consumed, increasingly sensitive parts of the brain become affected and behaviour changes
accordingly. The first drink for many people (although not all) depresses the parts of the brain that are associated
with inhibition, increasing talking and self-confidence and reducing social anxiety. As more alcohol enters the
bloodstream, the areas of the brain associated with emotions and movement are affected, often resulting in
exaggerated states of emotion (anger, withdrawal, depression or aggressiveness) and uncoordinated muscle
movements. Alcohol then depresses the nerve centres in the area that controls sexual arousal (which increases)
and performance (which doesn’t).

Drinking to relieve anxiety and depression
There is much evidence to show that many people drink to help deal with anxiety and depressive thoughts. It
reveals that alcohol can be a favourite coping mechanism. When the results of a recent survey were extrapolated
to the general population, researchers found that up to 12 million adults in the UK drink to help them relax or
overcome feelings of depression.
There are two potential problems in using this coping mechanism. Firstly, self-medicating with alcohol can
become self-perpetuating. Underlying anxiety leads to increased alcohol use, which changes the physiology
of the brain and leads to a depletion of the neurotransmitters (the brain’s ‘messengers’) that it needs to reduce
anxiety naturally. Therefore, the individual feels more anxious and needs more alcohol to ‘numb’ their anxiety. In
the long term, this can lead to an individual becoming tolerant of alcohol – that is, they need increasingly large
amounts of drink to experience the same reduction in their anxiety.
The second problem with using alcohol to self-medicate is that it is difficult to maintain exactly the amount of
alcohol needed to reduce the negative feelings. Keeping the optimum balance of alcohol to reduce anxiety is
almost impossible because the effect of alcohol on the brain is such that after the initial ‘euphoria’ or stimulation
from the first drink, alcohol acts as a depressant and the feelings of anxiety may rapidly return. Increased drinking
to cope with those feelings leads to a rapid increase in the levels of alcohol in the blood and may become
counter-productive.
The problem with drinking to relieve depression is similar to the problems described above with anxiety.
Regular drinking changes the chemistry of the brain and, of particular relevance here, depletes the levels of the
neurotransmitter serotonin. This is a brain chemical implicated in depression. This leads to the cyclical process
of drinking to relieve depression, becoming more depressed as levels of serotonin become more depleted,
thus needing more alcohol to medicate the depression. Increased alcohol consumption can also affect social
relationships and work life, which in turn can contribute to depression3.
Alcohol depresses the Central Nervous System, and this can have a disinhibiting effect which can reveal or amplify
our underlying feelings. This is one of the reasons that many people become angry or aggressive when drinking. If
our underlying feelings are of anxiety and low mood then alcohol can also exaggerate them.
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In short, drinking to mask anxiety, depressed mood or general unease has the opposite effect either when blood
alcohol levels increase or once the drink wears off. This is why a physical hangover is very often accompanied by
anxiety or low mood.
“I don’t really know when I started drinking. I should say I have had various breakdowns due to depression and
with those I have always tended to drink alcohol. I was drinking enough to stay numb.”
Susan, 53, retired nurse

What the evidence shows
Evidence outlined in this report has shown that:

•
•
•
•
•
•
•
•
•
•
•

there are significant connections between reported alcohol use and depressive symptoms
people report using alcohol to help them sleep
people drink more when experiencing moderate to high levels of shyness or fear
anxious people use drinking ‘to cope’ and are more likely to avoid social situations where
alcohol is not available
as many as 65% of suicides have been linked to excessive drinking
70% of men who kill themselves have drunk alcohol before doing so
almost a third of suicides amongst young people are committed while the person is intoxicated
anxiety and depressive symptoms are more common in heavy drinkers
heavy drinking is more common in those with anxiety and depression
there is a significant relationship between job stress and alcohol consumption
Many GPs believe that alcohol is a cause of mental health problems.

Implications
The consumption of alcohol can have positive as well as negative effects. There is some evidence associating light
drinking with improved emotional, mental and physical health.
But there is an emerging picture of alcohol use as a way of masking problems, and helping us cope with emotions
we would otherwise find it too difficult to deal with. Many of the personal stories outlined in this report paint
a picture of loss caused by over-consumption of alcohol – from the loss of important memories linked with
important occasions; to the loss of work, relationships and self-esteem.
While we are keen to deplore publicly the phenomenon of binge drinking among young people, it must be
noted that binge drinking is not new, and beliefs and attitudes to alcohol are not unique to younger generations.
They have learned how to use alcohol from a very young age in a society where alcohol is medicine, Dutch
Courage, a relaxant, proof of friendship and the lubricant for all celebrations.
As concern about alcohol use grows, so will Government policy and guidance, as well as advice about tackling
problem alcohol use in health services, schools and families. It is crucial that research, policy and attitudes do not
focus on pricing, availability and treatment at the expense of risk factors and triggers for problem alcohol use,
emotional health and alternative coping strategies.
Methods of dealing with alcohol misuse must be linked very closely to emotional wellbeing programmes in
schools, parenting initiatives, mental health promotion, public health policy and the identification and treatment
of underlying causes.
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The Government’s public health White Paper Choosing Health made ‘encouraging and supporting sensible
drinking’ one of its six overarching priorities along with smoking, diet, exercise, sexual health and mental heath.
Because of the close link between alcohol and mental Health, it would not be advisable for the Government to
formulate any further policy or guidance on drinking without serious exploration of the mental and emotional
health causes and effects.

1.1 Key Statistics from NOP survey conducted for this report

Q. How does drinking alcohol make you feel…?
Relaxed

•
•
•

77% of the sample reported that drinking makes them feel relaxed
85% of 25-44 year olds reported this, compared with 63% of over 65s
88% of those in full time employment reported this, compared with 61% of those not working

Happy

•

63% of the sample said alcohol makes them feel happy

More confident
• 41% of the sample said alcohol makes them feel more confident
• 66% of 18-24 year olds reported this, compared with 18% of over 65s
Able to fit in socially
• 44% of the sample said alcohol makes them able to fit in socially
• 50% of males reported this, compared with 37% of females
• 50% of those in full time employment reported this, compared with 35% of those not working
Less anxious
• 40% of the sample said alcohol makes them feel less anxious
• 48% of those aged 35-44, compared with 25% of over 65s
• 46% of those in full time work, compared with 31% of those not working
Less depressed
• 26% reported that alcohol makes them feel less depressed
• 30% of those aged 25-44 reported this, compared with only 19% of those over 65
Less inhibited
• 51% of the sample reported that alcohol makes them feel less inhibited
• 53% of males reported this, compared with 48% of females
• 63% of 25-44 year olds, compared with only 27% of over 65s
• 63% of those in full time work, compared with only 33% of those not working
Able to make friends more easily
• 31% of the sample reported that drinking makes them able to make friends more easily
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1.2 Other significant statistics from the NOP survey

•

Nearly one tenth of the sample report that they have a drink every day, which equates to
approximately 5 million people in the UK. Of these, a larger proportion are older adults (over 55), 15%
of whom drink every day, compared to 3% of those aged 18-34.

•

Younger people more often reported drinking alcohol to feel relaxed - 85% of people aged between
25 and 44 report that alcohol relaxes them, compared to 63% of people over 65

•

88% of people who said they would find it difficult to give up drinking completely say that it helps
them relax

•

Nearly half of the sample say that alcohol helps them to feel more confident and less inhibited. This
is consistent with the pharmacological properties of alcohol, which initially suppress the parts of the
brain that are associated with social inhibition.

•

Approximately one third of the sample report that drinking makes them feel less anxious (40%), less
depressed (26%) and more able to forget problems (30%). This is consistent with the theory that
people use alcohol to medicate low levels of stress, anxiety and depression.

•

Those who say alcohol helps them feel less anxious or less depressed are also those who are drinking
nearly every day and those who think they would have difficulty giving up

1.3 Key findings from other research for this report

•

Over the past fifty years, alcohol consumption has doubled2 meaning that over 90% of adults aged
16-64 drink at least occasionally3.

•

Alcohol is associated with a range mental health problems and consequences. These include
depression, anxiety, suicide, risk-taking behaviours, personality disorders and schizophrenia.

•

Regular drinking changes the chemistry of the brain and leads to a depletion of the neurotransmitters
it needs to reduce anxiety naturally, and also the levels of the neurotransmitter serotonin, which is
implicated in depression

•

Stressed mood leads to increased alcohol consumption.

•

The number of UK hospital admissions with a primary or secondary diagnosis of “mental and
behavioural disorders due to alcohol” rose from 71,900 in 1995/96 to over 90,000 in 2002/035.

•

Research shows that people with alcohol dependency are more at risk of suicide44, have higher levels
of depressive and affective problems, schizophrenia and personality disorders39

•

Among those in the general population who drink alcohol, higher volume of consumption is
associated with more symptoms of depression62

•

As many as 65% of suicides have been linked to excessive drinking44
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•

Young people in the UK drink more than nearly all the other countries in Europe89. In 2004, just under a
quarter of 11-15 year olds drank alcohol in the last week88 and the proportions rise sharply with age.

•

Despite increased consumption of alcohol in most age groups and an increasing burden of mental
health problems across the board, the association between the two tends to get overlooked in policy,
practice and research

Laura, 31, Mother to 2 year old.
Laura started drinking around the clock soon after having her first child. Consumed by severe
post-natal depression and anxiety, she let her social drinking habit escalate into 24-hour drinking.
Whilst her family and friends looked after the baby, Laura, 31, used drink as a crutch to drown out
feelings of anxiety and fear.
“It was like a cycle,” she said. “I drank, slept, and drank, with very little in between. I found the drinking
stopped my anxiety and acted as medication.”
It became a lonely and depressing spiral of abuse. When her partner pressured her to cut back, Laura
began to limit her drinking to the evenings. But she soon found she was just drinking the same
quantities squeezed into a shorter period.
She recognised she had a problem and turned to her doctor who gave her medication for her
depression, and offered her counselling and a psychiatrist. But Laura could not stop drinking and her
problems persisted. She went back to her GP, and asked for anything to repress her desire to drink.
She was referred to an alcohol problems unit who told her if she wanted treatment she must stop
drinking immediately. She said: “It all seemed a bit much, I was going to a wedding in a few days
which I just could not imagine doing without drink. But I went home and thought about it for a week
and then decided I needed their help.”
Nurses at the unit prescribed her medication which helped block the desire for a drink. Though Laura
stopped, she also needed help to deal with the underlying emotional problems that she feels are
linked to her problem.
She turned to LIBRA, a support organisation for women with alcohol problems. “I found this support
fantastic,” she said. “They didn’t just provide support for the alcohol problem but talked about all the
issues around it and helped with everything. I also found it really helpful to meet and chat to women
who were experiencing the same difficulties.”
Laura firmly believes her alcohol problem is linked to her mental health problems. Negative thoughts
and anxiety turn her to drink, she believes. “It has been a tough and slow process but I finally feel I am
on the right path to tackling my problems.”

10
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Recommendations
1. All alcohol-related public health materials, training and teaching should cover mental health aspects of alcohol
misuse/use.
2. Government should invest more in treatment services, especially specialist services for people with dual
diagnosis and generally in services treating alcohol dependency. The latter should have clearly defined pathways
to mental health services for support and treatment.
3. Psychology treatment centres should have staff trained in delivering CBT to people with alcohol dependency
and concurrent anxiety or depression.
4. Government should consider the mental health consequences of policies surrounding alcohol as part of the
impact assessment process.
5. Health warnings should be introduced on alcohol packaging and include the warning “Excessive use of alcohol
can damage your mental health.”
6. Government should target people with mental health problems with health promotion advice and active
support in managing issues such as alcohol use.
7. In primary care settings, identified individuals who are using alcohol to ‘treat’ underlying problems such as
stress, depression or anxiety should be able to benefit from alternative approaches to managing mental health
problems. These include talking therapies97, exercise15, diet16, self-help groups and spirituality14.
8. Increased education about the association between alcohol use and mental health in schools should be used
to alert people to the potential risks of using alcohol to self-medicate. Education about the complex reasons for
alcohol use and misuse is also vital.
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2 INTRODUCTION

For centuries, people in the United Kingdom have shared an intimate relationship with alcohol1. Over the past fifty
years, alcohol consumption has doubled2 meaning that over 90% of adults aged 16-64 drink at least occasionally3.
Over half the population drink regularly and 38% of men and 16% of women (or 8.2 million people) drink more
than the recommended daily intake at least once a week4.
According to lists published by the World Health Organisation (WHO), the UK ranks 22nd out of 185 countries in
alcohol consumption6. On average, 10.39 litres of pure alcohol are consumed per capita (aged over 15), and over
half of this is beer or lager. An estimated further 2 litres of alcohol is consumed although not recorded in official
statistics because it is produced at home, smuggled into the country or imported during travel.
The reasons for alcohol consumption are complex and some of these will be explored in the next section. Despite
the reported benefits for some groups, under some circumstances, much of the research has focused on its
negative consequences for physical health and behaviour.
The Institute for Alcohol Studies (IAS) argues that the link between intoxication and adverse consequences is clear
and strong. It, amongst others, cites violence, traffic casualties and other injuries as direct consequences of alcohol
use (or misuse)5;7-9.
In the UK alone, the cost to the NHS of alcohol misuse has been estimated at £1.7 billion each year and the World
Health Organisation suggests that alcohol accounts for about the same amount of disease as tobacco7.
As well as the short- and long-term physical effects of alcohol use, there is a growing body of evidence on the
effect of alcohol use on our mental health. Alongside the increase in alcohol consumption over the past 50 years
is a large rise in mental health problems in the UK. Recent figures show that at any one time, approximately
10% of adults are experiencing a psychological or behavioural problem13, and prescriptions for antidepressant
medications have been rising every year for the past decade13.
Although we know that mental health and wellbeing are affected by many factors, including relationships with
friends, family members and professionals, medication, spirituality, exercise and diet14-16, this report examines
some of the evidence associating mental health problems with alcohol.
Firstly, it explores the underlying reasons that people use alcohol, including the hypothesis that many people in
the general population drink to cope with different types of stress, feelings of depression or anxiety or simply “to
cope” with life. It then looks at the association of alcohol consumption with mental health problems that are not
alcohol-specific, including depression and anxiety, suicide, personality disorder and schizophrenia.
Changing trends in drinking habits for men, women and young people are subsequently examined before the
Government’s recent responses to those trends are described. The final section summarises the gaps in policy
and practice and explores what can be done by individuals, the Government and those in the voluntary sector to
ensure that the relationship between alcohol and mental health is not overlooked.

* Mental health problems that are generally considered to be a direct result of prolonged alcohol misuse (e.g. Wernicke-Korsakoff Syndrome
or WKS) are beyond the scope of this report, for further information see http://www.alcoholconcern.org.uk/files/20030808_114420_WernickeKorsakoff.pdf

12
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3 WHY DO PEOPLE DRINK ALCOHOL?
3.1 NOP survey conducted for this report
The Mental Health Foundation carried out an omnibus survey of 1,000 people to explore public attitudes and
drinking habits. We asked a series of questions about how much and how often people drink, and how they
believe it makes them feel.

Why do people drink alcohol?
More than two thirds of the survey sample drink alcohol and the results showed that they drink for a number of
reasons, many of which correspond to the idea of ‘self-medication’ - i.e. that people believe alcohol alters their
mood and feelings, and helps them to cope with situations or feelings that they find difficult. These reasons
include: to relax; to make friends more easily; to feel more confident or less inhibited; to fit in socially; to reduce
anxiety; to forget about problems or feel less depressed; to celebrate or simply to feel happy (see Figure 1).

Figure 1: Why do people drink alcohol?
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Although all of these reasons were fairly common, they varied according to a person’s age, social class, marital
status, working status and whether or not they had children. For example, younger people more often report
drinking alcohol to feel relaxed, 85% of people aged between 25 and 44 report that alcohol relaxes them,
compared to 63% of people over 65. In some cases, it seems that people rely on alcohol to help them relax – 88%
of people who would find it difficult to give up drinking completely say that it helps them relax.
Nearly half of the sample say that alcohol helps them to feel more confident and less inhibited. This is consistent
with the pharmacological properties of alcohol, which initially suppress the parts of the brain that are associated
with social inhibition. As shown in Figure 2, those who say that alcohol helps them feel less inhibited tend to be
younger, in class AB, in full time work, drink 5-6 times per week, and report that they drink too much.
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Figure 2: Characteristics of people reporting that alcohol makes
them feel less inhibited
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Approximately one third of the sample report that drinking makes them feel less anxious (40%), less depressed
(26%) and more able to forget problems (30%). This is consistent with the theory that people use alcohol to
medicate low levels of stress, anxiety and depression. It is also consistent with the argument that using alcohol to
self-medicate can lead to cyclical patterns of drinking – those who report using alcohol to cope with anxiety and
depression are those who are drinking nearly every day and also think they would have difficulty giving up (see
Figures 3 & 4).

14
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Figure 3: those reporting that alcohol makes them feel less
depressed
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Figure 4: those reporting that alcohol makes them feel less
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Drinking
Drinkingpatterns
patternsininthe
theUK
UKpopulation
population
Respondents to the NOP survey were asked how often they drank alcohol and the results are summarised in
Figure 5. Just over a quarter of the sample reported that they did not drink alcohol at all, a higher percentage
of whom were females (34%, compared to 22% of males) and those over 65 (45%, compared to 26% of
those under 24). Of those who did drink, most people (65%) drink less than three times per week, and this
is particularly true for females, those who are not working and those aged under 45. Conversely, nearly one
tenth of the adult population report that they have a drink every day, which equates to approximately 5
million people in the UK. Of these, a larger proportion are older adults (over 55), 15% of whom drink every day,
compared to 3% of those aged 18-34.

Figure 5: how often respondents drink alcohol
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5-6x per week
3-4x per week
1-2x per week
less than
1x per week
Don’t drink
0

10

20

30

Percentage of respondents

16

CHEERS?

40

50

Why do people drink alcohol?

Respondents were asked if they thought they drank too much, too little or about the right amount. Roughly equal
numbers of people reported that they drank too much or too little, whilst the remaining two thirds considered
that they drank about the right amount (see Figure 6). Those who thought they drank too much tended to be
male (17% of males, compared to 10% of females), younger (25% of 18-24 year olds, compared with 2% of over
65s), single (20% of single people, compared to 11% of married people) and in full time work (15%, compared to
8% of those not working).
Nearly half of those drinking 5-6 times each week reported that they were drinking too much (compared to under
5% of those drinking less than once a week) and over one third of those who thought they were drinking too
much say they would find it difficult to give up.

Figure 6: Respondents’ perceptions about the amount of alcohol
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This data supports the evidence found in the literature. Older people tend to drink more frequently, but drink
smaller amounts, which they don’t think they would find difficult to give up, whereas younger people tend to
drink less often but consume more, recognise they drink too much and report that they would find it difficult to
give up. Because respondents weren’t asked about the amount they drank, it is hard to determine the number of
people drinking above the recommended daily benchmarks of 3 units for women and 4 units for men. However,
one quarter of those aged 18-24 and nearly half of those drinking 5-6 times per week say that they are drinking
too much (and people tend to underestimate the amount they drink). This points to the need for effective and
accessible alternatives to drinking, especially where it is being used to alleviate symptoms of anxiety, depression
or social inhibition.
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3.2 Perceived benefits of alcohol
Although many individuals in the UK may not report health benefits as the primary reason for enjoying a drink
or two, there is some evidence associating light drinking (less than 7 units a week) with improved physical,
emotional and mental health in some adults17;18. Others, however, have argued that apparent instances of
beneficial effects of alcohol most typically result from poorly conducted experiments and a lack of control for
other influential factors such as pre-existing mental health status, income, age and/or educational level19.
Regardless of whether, when or why alcohol is beneficial, there are many other reasons why people drink. In the
UK in particular, drinking alcohol is associated with a range of emotional situations throughout life, from births
(“wetting the baby’s head”) to weddings (“toasting the happy couple”) to funerals. It is also one of the nation’s
most powerful lubricants in social activities, as many of the nation’s football, rugby or cricket fans would testify. Put
simply, our use of alcohol is associated with times of emotion – we drink when we feel sad; we drink when we feel
happy. We drink when we feel lonely; we drink when we feel sociable. Recent research confirms this observation
and takes the argument one step further – that many adults in the UK drink alcohol in order to help them cope
with emotions or situations that they would otherwise find difficult to manage20.

3.3 Alcohol as a coping mechanism in the general population
The Priory Group’s survey of 2000 adults20 found that one third of adults relied on drinking to “get through”
Christmas – a time that is traditionally considered to be one of goodwill and cheer. Extrapolating their data to the
general population, their survey suggested that up to 12 million adults in the UK report drinking to help them to
relax or overcome feeling depressed.
The proposition that people use alcohol to cope with feelings of depression, stress and/or social anxiety is not
new. The ‘self-medication’ hypothesis has been extensively documented over the past 20 years in both clinical and
epidemiological samples21-23 and is well documented in those with diagnosed mental health problems (see next
section). However, not everyone with a mental health problem receives a formal diagnosis. Where individuals are
not managing their mental health needs using medication, talking therapies, complementary therapies and/or
lifestyle interventions, they may be using alcohol to self-medicate feelings of stress, depression or anxiety.
The self-medication hypothesis proposes that people unknowingly or knowingly use alcohol to “treat”
undiagnosed and underlying emotions because of the effect it has on the brain in alleviating negative
symptoms24-26. For example, if someone experiences anxiety at the thought of certain social situations, a drink will
affect the part of the brain that is associated with inhibition and will (initially) help them feel more relaxed.
There are two potential problems in using this coping mechanism. Firstly, self-medicating with alcohol can
become cyclical and self-perpetuating. Underlying anxiety leads to increased alcohol use, which changes the
physiology of the brain and leads to a depletion of the neurotransmitters it needs to reduce anxiety naturally.
Therefore, the individual feels more anxious and requires more alcohol to ‘numb’ the feelings associated with their
anxiety.
In the long term, this can lead to an individual becoming tolerant of alcohol – that is, they need increasingly large
amounts of drink to experience the same reduction in their anxiety. The second problem with using alcohol to
medicate is that it is difficult to maintain the amount of alcohol required to reduce the negative feelings. Keeping
the optimum balance of alcohol to reduce anxiety is almost impossible because the effect of alcohol on the
brain is such that after the initial ‘euphoria’ or stimulation from the first drink, alcohol acts as a depressant and the
feelings of anxiety may rapidly return. Increased drinking to cope with those feelings leads to a rapid increase in
the levels of alcohol in the blood and may become counter-productive.
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There are a number of studies that support the self-medication hypothesis. These have been conducted with
individuals who are not formally diagnosed with any given mental health problem, but who nonetheless
recognise that at times they struggle with feelings of anxiety, depression or stress.
One study compared a group of socially anxious individuals with a non-anxious group who were similar on
demographic variables and alcohol use27. All participants were asked to report on whether they used alcohol
“to cope”, whether they would avoid a social situation if alcohol was not available and the degree of relief they
attained through drinking in various social situations. The anxious individuals did use drinking to cope and were
more likely to avoid social situations where alcohol was not available. The authors concluded “that people with
high social anxiety who use alcohol repeatedly to relieve their stress may come to rely on it as their primary
coping strategy, and research suggests that such people are at risk for alcoholism.”28
Other studies have found similar results. One study tested the self-medication hypothesis using a prospective
design that allowed them to determine whether the negative emotion precipitates the alcohol consumption or
whether the alcohol causes the negative emotion29. They found that nervous mood state did predict increases
in alcohol consumption later in the course of the day and that the effect of alcohol on reducing nervousness
was positively correlated with its severity (i.e. the more nervous you are, the greater the effect of alcohol in
reducing anxiety). This was particularly true for men. Cross-sectional analyses also confirmed that nervousness
decreased with alcohol consumption, even when controlling for other related factors. A more recent study in the
USA examined whether college students used drinking to cope with emotions including sadness, fear, hostility,
shyness and boredom30. They assessed daily mood and alcohol use over the course of a month and concluded
that when experiencing moderate to high levels of shyness or fear, individuals were likely to drink more.
A recent review of the literature concluded that individuals with social phobia drink to reduce anxiety and that
individuals high in social anxiety deliberately drink alcohol to cope with their fears25. However, the extent to which
alcohol is actually an effective inhibitor of social anxiety is less conclusive (see above)25, which points to the need
for alternative techniques for helping individuals overcome their anxiety in difficult social situations (see page 33).
Similar studies have also been conducted looking at alcohol consumption and depressive symptoms. There are
many factors that can contribute to depression, including diet, genes, inactivity, physical illness, poverty, social
exclusion and family background31. Depression is the most common mental health problem in the UK6 and many
people who have some of the symptoms may not seek help or treatment from a statutory source.
The self-medication hypothesis proposes that drinking alcohol is a common strategy for dealing with one or
more of these symptoms, and again, much of the research that supports the hypothesis uses samples that are not
receiving treatment for depression. One study surveyed students for alcohol intake and depression32. Over a fifth
of the sample reported high alcohol use and/or problems associated with drinking and given that most people
tend to under-report their alcohol consumption33, this may be an underestimation. Furthermore, there were
significant correlations between reported alcohol use and depressive symptoms. Similar results have been found
in other populations34;35.
The problem with drinking to relieve depression is similar to the problems described above with anxiety.
Regular drinking changes the chemistry of the brain and, of particular relevance here, depletes the levels of the
neurotransmitter serotonin. This is a brain chemical implicated in depression. This leads to the cyclical process
of drinking to relieve depression, becoming more depressed as levels of serotonin become more depleted,
thus needing more alcohol to medicate the depression. Increased alcohol consumption can also affect social
relationships and work life, which in turn can contribute to depression3.
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Stress is another common problem usually involving a number of physical, emotional and/or relational
symptoms, including fatigue; nervousness; “butterflies”; irritability; trouble thinking clearly; over-reactions;
increased arguments and isolation from social activities. It is possible that many people drink to cope with stress
experienced in their workplace. The Whitehall II study collected data from over 7000 civil servants at three time
points over the course of eight years36. After controlling for other factors relating to alcohol use (such as health,
smoking habits, baseline mental health status and social support), the study showed that job stress led to
increased drinking. Specifically, a job where effort and reward are imbalanced increased the risk of alcohol use in
men, and higher occupational grade or limited decision authority did the same for women. The study provides
evidence for what many of us might intuitively suspect: a stressful work environment leaves you ‘needing a drink
or two’ to unwind at the end of the day. Survey data from the USA has drawn similar conclusions, showing a linear
relationship between job stress and alcohol consumption37.
Other types of stress also increase the likelihood of drinking. For example, stress relating to legal issues, health
concerns or social constraints are associated with drinking more. In one study, different life stressors were
measured, including divorce, moving house, having a child and death of a family member or close friend. Stress
was highly associated with drinking. Specifically, frequency of drinking increased by 24% in men and by 13% in
women with each additional life stressor measured37.
Stress also contributes to disturbed sleep patterns and insomnia38, which itself is associated with increased alcohol
use24. People dependent on alcohol often report using alcohol to medicate insomnia24. Whether insomnia leads to
an increase in drinking directly or whether the sleep-disrupting effects of alcohol cause insomnia is unclear, and
the likelihood is that they interact with each other, creating a cyclical process of alcohol use and sleep disruption.
What is certain is that sustained sleep deprivation is associated with increased levels of stress and has a negative
impact on an individual’s work, physical and social performance as well as overall quality of life, and these
consequences are often associated with increased alcohol use38.
Although all of these studies use research populations who have neither clinically diagnosed mental health
problems, they highlight an important issue. If people are using alcohol as their primary coping strategy for
anxiety, depression and stress, are those mental health problems likely to worsen over time? As people become
more tolerant to alcohol and require increasing amounts to self-medicate, are they more at risk of becoming
alcohol-dependent and if so, what are the implications for their mental health? We know that there are mental
health problems that are specifically associated with sustained alcohol misuse (such as Wernicke-Korsakoff
syndrome) and these are not the focus of this report. However, there is much research that indicates that people
who consume high amounts of alcohol are vulnerable to higher levels of mental ill health that are not alcoholspecific. This is the focus of the next section.
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George is in his fifties and is a Client Co-ordinator at an addiction centre
George drank heavily on most days for 30 years whilst holding down a job as a Customs and Excise Officer.
When he took up an offer of early retirement, his drinking began to spiral out of control. With so much
time on his hands and away from a daily routine, he began to feel a pervading sense of anxiety, and found
drink calmed his nerves. He wanted to get back to work but needed shots of vodka to gain the confidence
to attend interviews and afterwards would spend long afternoons in the pub to regain his composure. “It
gradually crept up on me and looking back upon that period I just couldn’t function,” he said.
Before long George found himself drinking litres of vodka in a day and his self-esteem evaporated. “I suppose
for 30 years I was drinking heavily but I was in employment and that helps you avoid the fact you have a
problem, but this just felt so much more traumatic.”. He swapped pubs for drinking full-time at home, living
on the couch, leaving mail unopened, and never answering the phone.
George knew he was in a dark place but said constant drinking ensured he never had to face up to his
anxiety. “You are so topped up with alcohol, you are not dealing with anything or feeling anything, you are
just numb and in some ways it feels very comforting,” he said. “As well as being a dark place it’s also a very
warm place.”
Then one day, George, for a reason he still cannot explain, experienced a ‘spark of self-preservation.’ “I had no
relationship, no kids and had been slowly killing myself but something changed and I realised I could not go
on like this,” he explained.
He made a telephone call to a colleague who - two years before - had told him that he had a drinking
problem. She suggested he visit his doctor and within weeks George was attending a day programme for
alcoholics.
He said: “The physical act of giving up was not that bad, but addressing the dark areas that you had never
looked at was much harder. It was very much linked to my emotions. I had been unable to address my
feelings, and I had low self-esteem throughout my life.”
George began to learn to live his life without alcohol. He gutted the neglected flat, opened his mail, and
began to eat properly. Two years ago he took up work as a volunteer in an alcohol advice centre and was
soon offered a salaried position.
He said: “Through all this I learned my alcohol problems were far more emotional than physical. You can’t
take a pill to get better but you can unlearn your patterns of problem behaviour. For me, it’s a wonderful life
without alcohol.”

CHEERS?

21

THE Association between alcohol use and specific mental health
problems
4.1 Co-existence of mental health problems and alcohol use
That some people experience problems both with their mental health and with their use of alcohol is not a new
phenomenon. The concept of ‘dual-diagnosis’ has gained prominence in the last couple of decades, due in part
to the closure of large psychiatric hospitals and to the increasing prevalence of alcohol and drug misuse and
dependency in the population39. The terminology is debated amongst researchers and practitioners because of its
implications that there are only two diagnoses involved, when in fact individuals often have a cluster of complex
and inter-related needs40;41. This is reflected in the different ways the problems may occur39:

•
•
•
•
•
•

alcohol use (even small amounts for some people) may lead to psychiatric symptoms
dependence on alcohol (“needing” a drink to get through an occasion or to relieve a negative
emotional state) may produce psychological symptoms
intoxication may result in short-term behavioural or psychological problems
withdrawal or detoxification from alcohol may lead to psychological or psychiatric symptoms
alcohol use may exacerbate a pre-existing mental health problem
pre-existing mental health problems may lead to increased alcohol use

There are many factors that contribute to a person’s mental health and wellbeing and few research studies try
to offer a simple causal relationship between alcohol use and mental health. Instead, much of the research has
focused on the extent of the overlap between mental ill health and problem drinking, and the data is striking. The
number of UK hospital admissions with a primary or secondary diagnosis of “mental and behavioural disorders
due to alcohol” rose from 71,900 in 1995/96 to over 90,000 in 2002/035 and many GPs believe that alcohol is a
causal factor in mental health problems42.
Research in the USA has suggested that the prevalence of alcohol dependence in those with psychiatric disorders
is almost twice as high as in the general population and similar levels are reported for the UK43. Similarly, research
shows that people with alcohol dependency are more at risk of suicide44, have higher levels of depressive
and affective problems, schizophrenia and personality disorders39. There has been much research exploring
the association between alcohol use and these specific mental health issues and some of the findings are
summarised below.

4.2 Suicide
In 1995, there were 5,095 suicides in the UK41 and although there has been a small overall decline in the last
decade, suicide still accounts for about 18 deaths per 100,000 men and about 6 deaths per 100,000 women45. The
estimated risk of suicide in the presence of current alcohol misuse or dependence is eight times greater than in
the absence of current alcohol misuse or dependence6. As many as 65% of suicides have been linked to excessive
drinking44 and alcohol problems are one of the highest risk factors for suicides, especially amongst males. Up
to 40% of men who try to kill themselves have had a long-standing problem with alcohol and as many as 70%
of those who succeed have drunk alcohol before doing so3. In one Northern Ireland suicide study, it was found
that the prevalence of alcohol use disorders among people who committed suicide was 43%46. A further study
of 104 gunshot suicides in Northern Ireland over a 5-year period found that alcohol consumption was involved
in 41 of the suicides47. A study conducted among women in a general hospital ward found that excessive alcohol
consumption was significantly associated with attempted suicide by drug overdose48.
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Young people are also particularly vulnerable and there is a strong empirical link between alcohol use and suicidal
ideation, suicidal attempts and completed suicides amongst people under the age of 2449. In 2002, 716 15-24 year
olds in the UK committed suicide, with many thousands more contemplating or attempting it50 and it is estimated
that one third of suicides amongst young people are committed whilst the young person is intoxicated51.
Young men are particularly at risk: suicide is the biggest single killer of young men aged under 35 in the United
Kingdom52. In 2002 there were 5,882 suicides of which 1,515 were young men between the ages of 15 and 34, as
opposed to 380 women between the same ages52.
One explanation for this difference in rates between young men and women is that whilst risk factors such as
unemployment, homelessness, family background and substance abuse affect both men and women, men may
not reach out for help or support in the same way that women might52.
Alcohol use has also been associated with increased risk of unintentional injury and increased risk taking
behaviours, which can have negative consequences for physical and mental health. These include drink-driving,
violence, increased vulnerability to assault, falls, fires, domestic violence and traffic accidents (vehicles, bicycles,
and pedestrians)6. This may be a consequence of the effect of alcohol on the serotonin (5HT) and GABA brain
receptors that may reduce fear and anxiety about social, physical or legal consequences of one’s actions. Alcohol
also affects cognitive functioning53, leading to impaired problem solving in conflict situations54 and overly
emotional responses or emotional ability55.
Both suicide and risk-taking behaviours are correlated with other risk factors. In particular, they have been
associated with other psychological and psychiatric conditions, including depression, anxiety and personality
disorders49;56-58.

4.3 Depression & Anxiety
At least two thirds of alcohol-dependent individuals entering treatment show evidence of anxiety, sadness,
depression and/or manic-like symptoms39. Over a 12-month and lifetime basis, alcohol dependence and major
depression co-occur in the general population at levels higher than chance59-61. Similarly, amongst those in
the general population who drink alcohol, higher volume of consumption is associated with more symptoms
of depression62. Among patients in treatment for alcohol abuse and dependence, the prevalence of major
depression is higher than in the general population60;63-66. Higher prevalence of alcohol use disorders has been
documented for patients in treatment for depression67;68.
Collectively, this evidence base suggests that alcohol use disorders are linked to depressive symptoms, and that
alcohol dependence and depressive disorders co-occur to a larger degree than expected by chance. However,
it is not clear in the individual case whether the depression causes alcohol problems, whether the alcohol
consumption or alcohol problems caused depression, or whether both could be attributed to a third cause69.
Because depression is a multi-faceted experience, it is likely that alcohol problems and depression interact with
a number of other factors that maintain or worsen depressive symptoms. It is also likely that risk factors for poor
mental health are also risk factors for alcohol misuse.
As we saw earlier, self-medication has been proposed as an explanation for alcohol consumption in people with
non-clinical levels of anxiety and depression. It can also offer an explanation for people with more severe levels
of depression. As increased tolerance leads to increased drinking, the individual is left needing more alcohol to
achieve the same effect. The pharmacological actions of alcohol can also interact with an individual’s pre-existing
mood or personality, the drinker’s beliefs and expectations about the effect of the alcohol and the context in
which it is being consumed43. Thus drinking may intensify and reinforce the feelings of the person drinking
alcohol, exacerbating the cyclical pattern described earlier.
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Sufficient evidence now exists to assume alcohol’s contributory role in depression6. For example, in some
countries, onset of depression follows onset of alcohol misuse, pointing to the likelihood that alcohol exacerbates
underlying or previously undetected depression70. In addition, there is some evidence that abstaining from
drinking significantly reduces depressive symptoms in individuals who are dependent on alcohol within a short
time frame, again highlighting the impact of alcohol on depression66;71. Research has also been conducted
with families to try to establish whether a genetic model may explain the co-occurrence of alcohol misuse and
depression. The Collaborative Study on the Genetics of Alcoholism (COGA)39 interviewed 954 alcohol-dependent
men and women, their first degree relatives and a control group. Demographics, medical history and experience
of mood and anxiety disorders were assessed for each group and analysed for differences. The alcohol-dependent
group showed higher lifetime rates of mood and anxiety problems than either their relatives or the controls, and
for many, these problems were precipitated by a gradual increase in alcohol consumption. Other research has
found similar associations in the UK, with anxiety and depressive symptoms most common in heavy drinkers (over
50 units a week for men and 35 units a week for women) and heavy drinking more common in those with anxiety
and depression40.
According to the World Health Organisation: “the evidence indicates that a clear and consistent association exists
between alcohol dependence and depressive disorders and that chance, confounding variables and other bias
can be ruled out with reasonable confidence as factors in this association.” 6

4.4 Personality Disorders
Individuals receiving treatment for alcohol-dependence are often also diagnosed with a personality disorder35;72;73.
As well as possibly being a pre-disposing factor to alcohol dependence74, a personality disorder can affect the
individual’s use of alcohol in a number of other ways. For example, it may influence :

•
•
•

the clinical course of the alcohol-dependence75
their response to treatment76
their risk of relapse77

Alternatively, alcohol misuse itself may give rise to behaviour that is “labelled” as personality disorder78.
One study in the UK looked at two populations of alcoholics; one being treated in a short-term hospital
treatment unit and one in a six-week residential programme based on therapeutic principles78. In both groups,
approximately 25% of individuals had features of at least one personality disorder, with borderline personality
disorder (BPD) being most common in females and anti-social disorder (ASPD) being prevalent amongst males.
Given that people with ASPD have 21 times the average population risk of experiencing alcohol abuse or
dependence43, these numbers may be an underestimation of the association between the two.

4.5 Schizophrenia
People with severe and enduring mental illnesses, such as schizophrenia, are at least three times as likely to be
alcohol-dependent than others in the general population43;79 and individuals with alcohol problems are also at
increased risk of having schizophrenia80. Many of the statistics concerning these co-occurring problems are based
on surveys conducted in inner-city populations. One study in the UK interviewed key workers of all NHS inpatient,
day-patient and outpatient Adult Mental Health (AMH) and Addictions services in the more rural population of
east Dorset81. Of those with serious mental illness under the care of AMH services, 12% had problems with alcohol,
compared to over 40% of those using the Addictions service. However, only half of those with co-occurring
disorders in either group recognised the dual nature of their illness and this has implications for their care and the
treatment of their needs.
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Conclusion
It is clear that drinking more than recommended daily limits of alcohol presents risks for many in the general
population. Although in the short-term it may provide people with a relatively easy coping strategy for underlying
mental health issues such as stress, depression or anxiety, the research suggests that long-term alcohol misuse
is damaging. Not only may it serve to worsen the very symptoms it is being used to dampen, but it is associated
with a range of other mental health consequences. These include depression, anxiety, suicide, risk-taking
behaviours, personality disorders and schizophrenia. In addition, alcohol misuse is associated with increased levels
of stress, relational conflict and physical injury, which in themselves can contribute to poor mental health.
The research also underlines the increased vulnerability faced by individuals as services try to cope with an array
of multiple and inter-related issues. It clearly points to the increased level of need encountered by individuals with
both mental health and alcohol problems and these may not be the only problems they face. Research shows
that risk factors associated with having both a mental health and an alcohol related problem41, include:

•
•
•
•
•

homelessness
poverty
a history of violence or offending
more than one period of detention under the Mental Health Act (1988)
failure to respond to mental health services and treatment.

Before examining the implications of the research for treatment, policy and practice, recent trends in alcohol
consumption and the Government’s response to those trends are explored.
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Louise, Teacher, 27
Louise began drinking to excess whilst at University with peers but a year after leaving found herself drinking
before work and regularly collapsing at the station after work, as she was drinking vodka in the toilets. This
occasionally led to arrests for being drunk and disorderly.
“I drank a lot at University, but so did everyone. It was seen as fun. There were mishaps but there would always
be someone who had done something worse so there was no real reflection on any of it. In hindsight, my
drinking changed in the last year of University. Just before my final year I ended a three year relationship with
someone who had become violent, had an abortion, my grandfather died and I was really let down by a close
friend. I was clearly depressed. I found that I was breaking down in tears after a heavy night drinking and
people were avoiding me. I had no idea why this was happening and never questioned it.”
After University, a relationship ended badly and she had to move to her parents’ home. She felt alienated after
four years of being surrounded by lots of people. It was at this time she began drinking alone in her room in
the evenings. This led to an incident where she turned up to work still intoxicated after a heavy session and
was fired, leaving her deeply shocked and ashamed.
‘’From this point my drinking rapidly spiralled out of control for the next year-and-a-half. I hurt my family
deeply and had no friends. It was like it had taken me over, I felt dead inside and terrified about what was
happening to me.”
Finally, after a period she describes as ‘’hell’’ she gave up drinking. ‘’I went to visit a rehab place and it scared
me so much I just decided to stop, I finished my postgraduate qualification in a short time period, began
temp work and within a matter of months, I had passed my course, restored relationships with my family and
got a well paid job.””
She did see a cognitive therapist which was helpful. ‘’She gave me some positive reinforcement, encouraged
me to buy my own house and have goals, which is what I needed.’’ But Louise says the drinking and the
feelings behind it were never really discussed.
It was the break up of a relationship that led her to re-examine her drinking. ‘’At the end of that I had such low
self-esteem, guilt and pain that I found myself drinking a lot again at home.” Although it was really nothing like
before, she decided to do something quickly and attended AA meetings.
Louise felt that AA increased her feelings of depression, acknowledging whilst it was helpful to meet people
who understood, she found the philosophy very negative. ‘’I found it hard to accept that I was powerless, that
I would have to attend meetings every day for the rest of my life, I could not find a higher power and felt like a
failure and found I learnt nothing about myself and reasons for drinking.”
Since then, Louise has got a psychotherapist. She has learned a lot about her mental health, perfectionism,
relationships and depression and believes that in slowly changing these patterns she finally understands
herself.
“While I think I may have a genetic predisposition to alcohol addiction, I don’t think that’s the whole story, my
alcohol problems have definitely been a reflection of my emotional state.’’
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5.1 Guidelines and definitions
In the UK over the past 20 years, household expenditure on alcohol has risen from under £10bn to nearly £40bn5.
Because household income has increased by 91% in real terms over the same period, alcohol was 54% more
affordable in 2003 than in 198082. This is reflected in the amount of alcohol consumed, which has risen by twenty
percent in the last decade, from under 10 litres of pure alcohol per adult in the early nineties to approximately 12
litres per adult in 2003/45.
Some years ago, in response to an increasing awareness of the impact of alcohol consumption on health, the
Government advised that men drinking no more than 21 units a week and women drinking no more than 14
units a week were unlikely to damage their health. In 1995, they revised this advice in the “Sensible Drinking”
report83 and set revised benchmarks of three to four units a day for men and two to three units a day for women.
Although these recommendations have not changed for eleven years, many people are not aware that they exist
and, of those who are, over two thirds are mistaken or unsure of the daily benchmarks5. Even amongst those who
are aware of the guidelines, there is confusion about what constitutes a unit (10ml of pure alcohol), with many
people underestimating the number of units found in any given drink9 (see Table 1).

Table 1 What constitutes a ‘unit’ of alcohol?
Beer, lager and cider

Units

A pint of beer / ordinary strength ale (e.g. John Smith’s, Boddingtons, Guinness)

2.3

A pint of ordinary (4%) strength lager (e.g. Carling Black Label, Fosters)

2.3

A pint of strong lager (e.g. Stella Artois, Kronenbourg 1664)
A 440ml can of strong lager (e.g. Stella Artois, Carlsberg Export, Grolsch)
A pint of ordinary strength cider (e.g. Dry Blackthorn, Strongbow)

3
2.2
3

Wine
A standard 175ml glass of red or white wine

around 2

A large 250ml glass of red or white wine

around 3

Spirits and alcopops
A small (25ml) measure of spirits

1

A large (35ml) measure of spirits

1.4

A double measure of spirits
A 275ml bottled alcopop (e.g. Smirnoff Ice, Bacardi Breezer, WKD, Reef )

2
1.5

Used with permission from http://www.howsyourdrink.org.uk/facts.php?fact_id=2
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When someone is regularly drinking more than these recommended limits, the World Health Organisation defines
them as having an alcohol use disorder. Their definition includes three categories:

•
•
•

hazardous drinking: people drinking above the recommended limits but not yet experiencing harm
harmful drinking: people drinking above the recommended limits and experiencing harm
alcohol dependence: people drinking above the recommended limits and experiencing harm and
symptoms of dependence (tolerance, withdrawal, persistent desire or unsuccessful efforts to cut
down, etc84)

A common method of identifying whether someone falls into one of these categories is to use the Alcohol Use
Disorders Identification Test (AUDIT) questionnaire85. An AUDIT score of 8-15 demonstrates hazardous or harmful
drinking and a score of 16 or over is considered to identify alcohol dependence4.
Another trend involving excessive consumption is ‘binge’ drinking. This is commonly perceived as drinking
large amounts of alcohol in a relatively short space of time, often with the intention of getting drunk. The most
commonly adopted definition of binge drinking is when someone consumes at least double the recommended
daily amount of units in one day (i.e. 6 or more units for women and 8 or more units for men).

5.2 Drinking habits amongst adults
Information from the General Household Survey86 shows that in England in 2002, 73% of men (over 16 years old)
and 60% of women (over 16 years old) had drunk alcohol at least once in the previous week. As well as being
more likely to drink than women, men also drink more often: 23% of men had drunk on five or more days during
the previous week, compared with 14% of women5.
The frequency of this pattern of drinking increases with age. For example, nearly one third of men aged over 65
had drunk on five or more days in the previous week, compared with only 12% of those aged 16-24. For women,
the figures were 16% and 7% respectively5. However, although older people drink more often, they tend to drink
less on each occasion, tending to drink within the recommended daily limits.

5.3 Alcohol use disorders
Recent figures show that 38% of men and 16% of women (aged 16-64) would be classed by the World Health
Organisation as have an alcohol use disorder, which is equivalent to 8.2 million people nationally4. Some of those
use alcohol in a hazardous or harmful way, and some are alcohol dependent.

Hazardous/harmful use
Estimates of hazardous and harmful drinking were combined in the 2004 national alcohol needs assessment for
England4. It found that around 32% of men and 15% of women (7.1 million people) are hazardous or harmful
alcohol users, drinking more than the recommended daily limits of alcohol on at least one day in the previous
week. The proportion who use alcohol in this way varies sharply with age; nearly half young adults aged 16-24
drink more than the recommended daily limits, compared to 15% of men and 5% of women aged over 655.
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Alcohol dependence
The overall prevalence of alcohol dependence is 3.6%, with 6% of men and 2% of women scoring 16 or over on
the AUDIT questionnaire4. This equates to 1.1 million people nationally. As with other alcohol disorders, alcohol
dependence was less common in older age groups. Although older people drink more frequently, they drink
fewer drinks on each occasion.

Binge drinking
One fifth of men had drunk more than eight units (e.g. three pints of strong lager) on at least one day during the
previous week. The proportion ranged from 34% of men aged 16-24, to 4% of men aged 65 and over. Women are
less likely to binge drink. Just under one tenth of women had drunk more than 6 units (e.g. three standard size
glasses of wine) on at least one day during the previous week. One quarter of those aged 16-24 reported having
done so, compared to just 1% of those aged 65 and over.

5.4 Drinking habits amongst young people
Why do young people drink?
Young people’s attitudes and behaviours are initially shaped by families, both directly (in that parents and
siblings act as role models) and indirectly (in terms of the levels of support and conflict exhibited in families that
subsequently affect the young person). However, reasons and motivations for drinking change as they get older87.
At about age 11 or 12, young people start to experiment with alcohol, often within the family environment. This
often expresses a need or desire to be no longer considered as a child. A year or two later, young people prefer
to drink outside of the family environment and are more secretive, hiding the behaviour from their parents88.
This age group tends to drink to get drunk, with the aim of testing their limits and having fun or experimenting.
As young people enter adulthood, their drinking is modelled on adults around them or their idea of mature or
experienced drinking. Young people may also be drinking to overcome shyness, social inhibition or anxiety (see
earlier).

How much do young people drink?
Young people in the UK drink more than nearly all the other countries in Europe89. In 2004, just under a quarter of
11-15 year olds drank alcohol in the last week88 and the proportions rise sharply with age. A 2002 survey of 14,000
students in secondary schools in England, Scotland and Wales90 found that 60% of boys and 50% of girls aged
11-12 had tried at least one alcoholic drink. Of this age group, 9% of boys and 5% of girls described themselves as
regular drinkers. Higher proportions of 15-16 year old drink, with 80% having drunk at least once in the past week.
Of those, 39% of boys and 33% of girls described themselves as regular drinkers.
Although the overall proportions of young people drinking have fallen slightly in the past decade, the amount
being drunk is increasing year by year. As shown in Table 2, in 1994, the average weekly consumption of a 15 year
old was approximately 8 units (male) and 6 units (female). In 1998, it was 13 units (male) and 10 units (female) and
by 2002, it was nearly 15 units (male) and 11 units (female). Drinking also increases steadily with age.
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Trends of alcohol consumption

Table 2: Units drunk per week amongst young people
Sex and age group

1994

1995

2002

Males aged 11-13

5

6

7

Males aged 14

7

12

11

Males aged 15

8

13

15

Females aged 11-13

3

6

6

Females aged 14

5

8

10

Females aged 15

6

10

11

Source: Statistics on alcohol for England, 2004. Department of Health and Office for National Statistics5

Binge drinking
Over half of young people aged 15-16 have consumed more than five alcoholic drinks in a single occasion in the
past month. One quarter of this age group have done so 3 or more times in the past month89. The numbers are
slightly lower for younger age groups, with 43% of 14 year olds binge drinking at least once a month.
Although the consequences of binge drinking are more likely to be related to intoxication, rather than longterm health risks88, one survey into adolescent health found that regular heavy or binge drinking behaviours
are associated with a whole range of problems. Despite the emphasis in recent years on the impact of alcohol
and antisocial behaviour in young people, other consequences include accidents, violence and vulnerability to
violence, physical and mental health problems and poor school performance91. To what extent is Government
policy addressing the wider mental health risks associated with alcohol misuse?
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6 alcohol policies

The goal of alcohol policy is to prevent or reduce the harm that can be caused through the misuse of alcohol. The
Institute of Alcohol Studies identifies six types of alcohol policy8:

•
•
•
•
•
•

controlling the availability of alcohol
influencing the demand for alcohol
education and other interventions aimed at specific groups
policies of treatment and early intervention for problem drinking and alcohol dependence
counter-measures against drinking and driving
policies to deal with alcohol-related problems in the workplace

In March 2004, the Government published its long-awaited National Alcohol Harm Reduction Strategy for
England (NAHRSE)92. It incorporated many of these initiatives and, amongst other things, identified the need for
better public education about the harms associated with alcohol; greater enforcement of the law concerning
under-age drinking; more education for health professionals; local and national needs assessments and audits;
commissioning of new research, and greater ‘joined up’ thinking amongst the ten Government departments who
have an interest in alcohol policy. Although publication of the Strategy was welcomed by those interested in
public health (e.g. Alcohol Concern, British Medical Association, Royal College of Psychiatrists), its content has not
been entirely without criticism.

6.1 Responses to the National Alcohol Strategy
Despite highlighting the scale of the problem of excessive drinking and alcohol problems in the UK and
proposing a number of measures to combat the increasing costs associated with it, the Strategy has a number
of shortcomings, not least its over emphasis on anti-social behaviour and binge drinking31. Although there is a
recognition of the relationship between alcohol and mental health, the Government has missed the opportunity
to deliver a strategy that uses effective measures to lower alcohol misuse. These are described in detail in a
number of publications8;9;93 and are summarised below.

Targets
Unlike the UK drugs strategy94, the alcohol strategy has few clear targets against which its effectiveness can be
measured. According to one expert in the field, this also means that all stakeholders, including the Home Office
and Department of Health, the National Treatment Agency for Substance Misuse (NTA) and the National Health
Service, have no specific endpoints to aim towards93.

Funding
Similarly, the alcohol strategy has no new money allocated for its implementation and it is unclear how the
Government expects the Strategy to have any impact without specific funding. Although the proposal to extend
the role of the NTA to include alcohol is generally regarded as a good idea, this will require a substantial increase
in resources and “the strategy is silent on the issue of funding for treatment services.”93
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Research
The strategy proposes that more research and audit is required before a programme of improvement in treatment
services can begin. Some argue that this will create a delay in providing urgently required services and may lead
to a reluctance among agencies to begin new initiatives88;93.

6.2 Characterising the alcohol problem
The Strategy places much emphasis on characterising the alcohol problem in England in terms of binge drinking,
which the Prime Minister recently described as “the new British disease”95. Although this paper has already
identified trends concerning binge drinking in the UK, it is neither new, nor a disease. Furthermore, the 8.2 million
people with an alcohol use disorder in the UK points to the likelihood that alcohol misuse is not confined to
young or underage drinkers in town centres on a Saturday night.
The prevalence of drinking problems is affected by per capita consumption and for this reason, alcohol policy
needs to take into account both a population’s general level of drinking as well as its patterns of drinking. There is
no doubt that patterns of alcohol consumption are important for alcohol-related harm, but so are societal levels
of alcohol consumption. The risk of becoming a hazardous drinker depends, to some extent, upon whether the
ambient drinking culture encourages excessive intake31 and, as shown earlier, the UK trend is one of increasing
alcohol consumption.
Eight months after the Alcohol Strategy, the Government published its White Paper “Choosing Health”96. In light
of the Alcohol Strategy, it promised to implement a number of measures to “encourage and support sensible
drinking”, one of its six overarching priorities (alongside smoking, diet, exercise, mental health and sexual health).
These measures include a national audit of the demand for and provision of local treatment for alcohol problems;
an improvement on training of health professionals; pilot projects and similar initiatives in criminal justice settings
aimed at improving early intervention; a commitment to work in partnership with the industry’s self-regulating
body to develop a new and strengthened information campaign to tackle binge drinking; and action on
advertising and sale of alcohol through a voluntary social responsibility scheme. Although the White Paper was
again cautiously welcomed by those in the field, it again failed to address the complexity of the issues around
alcohol misuse and left a number of implications for policy, practice and treatment unexplored.

6.3 Implications for policy, practice and treatment
One commentator argued the Government’s alcohol strategy was “narrow in its scope, lacking in clear objectives
or targets, not supported by any funding commitment, that defers any immediate action, and that ignores the
extensive evidence base for effective alcohol policies93”. Other criticisms of the Strategy suggest that it ignores
much of the evidence around the management, prevention and treatment of alcohol misuse. There are a number
of alternative approaches that could be implemented at an individual, local or national level and some of these
are summarised below.

Pricing
There is an inverse linear relationship between the price of alcohol and its consumption: the more expensive it is,
the less people drink it7. Despite this, the Alcohol Strategy rejected the increased taxation and pricing of alcoholic
drinks, in favour of policies that have been demonstrated to have a low impact on alcohol misuse.
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Availability
Measures to restrict the availability of alcohol through licensing have also not been proposed in the Strategy.
Research on limiting alcohol availability demonstrates that lowering the physical access to alcohol, by reducing
hours and days of sale and increasing the minimum purchasing age, are associated with reductions in alcoholrelated problems7. But contrary to this, the Government seems to be pursuing a policy of encouraging round-theclock access to alcohol.

Drink-driving
Other highly effective strategies have also been rejected by the Alcohol strategy. For example, reducing the
maximum permissible blood alcohol level for driving from 80mg% to 50mg% - in line with the rest of Europe
– was not considered, despite evidence that it reduces alcohol consumption amongst young drivers7;93.

Education
Although scientific reviews of school-based education programmes have demonstrated positive but modest
effects on alcohol consumption, they have a great impact on knowledge and attitudes towards alcohol7. Given
the significance of alcohol in our culture, society, economy and relationships, it is essential to provide people with
realistic, helpful and empowering information about their alcohol use. Alcohol Concern proposes a multi-faceted
approach to education that encourages young people and adults to enjoy a healthy attitude towards drinking
and other NGOs also endorse an integrated approach to alcohol use8;40;43;84;88.
Education about the complex reasons for alcohol use and misuse is also vital. In UK policy and practice, there
appears to be an overemphasis of the impact of alcohol on anti-social behaviour and/or physical health. Increased
education about the association between alcohol use and mental health would alert individuals and health
professionals to the potential risks of using alcohol to self-medicate. The extent to which professionals and
practitioners associate alcohol with mental health depends partly upon an understanding of mental health that
sees its origins in social and cultural as well as individual factors. The determinants of good and poor mental
health include a complex and interactive array of psychological, social, economic and environmental factors and
these may influence and limit people’s choices31. With this in mind, individuals who are using alcohol to ‘treat’
underlying problems such as stress, depression or anxiety may benefit from alternative approaches to managing
mental health problems. These include talking therapies97, exercise15, diet16, self-help groups and spirituality14,
to name but a few. Using one or more of these as part of an integrated approach to mental health will be more
effective than alcohol in meeting an individual’s needs.

Treatment
The first national alcohol needs assessment for England was published in November 20054 and it identified “a very
large gap” between the provision of treatment and need or demand for such treatment. Of the 1.1 million people
aged between 16 and 64 who are alcohol-dependent, the number accessing treatment per year is approximately
63,000, or 1 in 18. Although the majority of individuals with an alcohol use disorder identified by GPs were felt to
need specialist treatment, this is usually not offered because of the perceived difficulty in access of that treatment
or individuals’ preferences not to engage. This is unfortunate, given the large evidence base for the effectiveness
of brief interventions93;98 and specialist treatment programmes7;99.
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The outlook for people with alcohol and mental health problems is even less promising. People with coexistent problems have traditionally been seen as ‘hard to treat’ and yet are also recognised as some of the most
vulnerable members of society40. Despite their high level of need and their disproportionate use of a number
of services (e.g. A & E Departments, acute admission wards, housing services and the criminal justice system),
the number of services that offer a holistic or integrated treatment plan is minimal. Several reasons have been
offered for this in the literature39;100-102. Firstly, alcohol services have often evolved in isolation from mental health
services, meaning referrals are made to one or the other. Secondly, there is a tendency on the part of service
providers to classify people as having either a primary mental illness and secondary substance misuse problems
or vice versa, meaning that the problems are addressed in sequence rather than in tandem. This can also lead to
‘falling between services’ depending on the nature of the client’s disposition upon contact with services. Thirdly,
limitations with definitions of mental illness and alcohol dependence mean that many individuals are excluded or
overlooked. Fourthly, some clients simply present with problems that seem beyond the scope of either service in
isolation. All of these, and other factors, contribute to the likelihood that some aspects of an individual’s care have
not been addressed appropriately. A number of holistic treatment approaches for people who possess a cluster
of interdependent problems have been suggested in the literature. These include integrated treatment settings;
staged interventions; assertive outreach; long-term care; more comprehensive care packages and working more
closely within families40;102-104.
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7 Conclusion

Despite increased consumption of alcohol in most age groups and an increasing burden of mental health
problems across the board, the association between the two tends to get overlooked in policy, practice and
research. The possibility that people drink alcohol to cope with the stresses and strains of everyday life or to
self-medicate feelings of anxiety or depression points to the need for integrated and alternative approaches to
promoting wellbeing. The well established association between alcohol misuse and more severe or enduring
mental health problems also points to the need for holistic approaches to care and treatment packages.
It is clear that there is still a long way to go before the UK has integrated policy that takes into account
the association of alcohol with mental health. There is a range of opportunities for individuals, sectors and
organisations to work together to promote a responsible approach to alcohol consumption. Those for whom
alcohol is a problem, or who have mental health and alcohol problems, require prompt access to appropriate
services. As such, cross-agency working that incorporates the statutory and voluntary sectors and the education
and criminal justice systems requires prioritisation.
Above all an understanding is required across all sectors that people’s motives for alcohol misuse merit far more
attention than they have received to date. And the drinking public has a right to information about the hazardous
affects that alcohol misuse can have on their mental as well as physical health.
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8 recommendations

1. All alcohol-related public health materials, training and teaching should cover mental health aspects of alcohol
misuse/use.
2. Government should invest more in treatment services, especially specialist services for people with dual
diagnosis and generally in services treating alcohol dependency. The latter should have clearly defined pathways
to mental health services for support and treatment.
3. Psychology treatment centres should have staff trained in delivering CBT to people with alcohol dependency
and concurrent anxiety or depression.
4. Government should consider the mental health consequences of policies surrounding alcohol as part of the
impact assessment process.
5. Health warnings should be introduced on alcohol packaging and include the warning “Excessive use of alcohol
can damage your mental health.”
6. Government should target people with mental health problems with health promotion advice and active
support in managing issues such as alcohol use.
7. In primary care settings, identified individuals who are using alcohol to ‘treat’ underlying problems such as
stress, depression or anxiety should be able to benefit from alternative approaches to managing mental health
problems. These include talking therapies97, exercise15, diet16, self-help groups and spirituality14.
8. Increased education about the association between alcohol use and mental health in schools should be used
to alert people to the potential risks of using alcohol to self-medicate. Education about the complex reasons for
alcohol use and misuse is also vital.
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