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Executive summary 

This costing report looks at the costs associated with alcohol-use disorders for 

the following:  

 healthcare 

 crime and antisocial behaviour  

 employee absence 

 potential savings achievable by preventing hazardous and harmful drinking. 

It uses the most accurate data available and was produced in conjunction with 

the technical team at NICE and consulted on with external experts. 

Supporting implementation  

The NICE public health guidance on harmful drinking is supported by a range 

of implementation tools available on our website at 

www.nice.org.uk/guidance/PH24 and detailed in the main body of this report. 

Current costs of alcohol-related harm and potential savings 

Current costs of alcohol-related harm 

The national cost of alcohol-related harm is substantial, both in terms of direct 

costs (costs to the NHS and the criminal justice service) and less tangible 

indirect costs (costs to families and households – such as loss of income).  

The annual cost of alcohol-related harm in England has been estimated to 

range from £20 billion to £55 billion (Prime Minister’s Strategy Unit 2004; 

Lister 2007). This is made up of alcohol-related health disorders and disease, 

crime and antisocial behaviour, loss of productivity in the workplace, and 

problems for those who misuse alcohol and their families, including domestic 

violence. 

Limiting the costs to those associated with healthcare, crime and antisocial 

behaviour and employee absenteeism, the annual cost to England of alcohol-

related harm can be estimated at £12.6 billion as calculated in this report. 

http://www.nice.org.uk/guidance/PH24


Business case: Alcohol-use disorders: preventing harmful drinking  5 of 34 

Benefits and savings following implementation of policy 

recommendations 

Implementation of the NICE public health guidance on alcohol-use disorders 

has the potential to result in significant savings through a reduction in hospital 

admissions, crime and alcohol-related absenteeism. 

Savings associated with introducing a minimum price per unit of alcohol have 

been quantified in this report and identified in the table below. The 

implementation costs of introducing a minimum price per unit of alcohol have 

not been quantified, but these are believed to be small compared to the 

potential savings.  

Recommendation Sector affected Potential 
savings £ 
millions  

Minimum price per unit of alcohol – £0.40* 
(recommendation 1) 

Health (full effect)** 80.3 

 Crime 6.8 

 Employee absenteeism 13.2 

   

Total  100.3 

   

 

* For the purpose of this report we have assumed a minimum unit cost of £0.40 per unit of 
alcohol. This figure has been used as an illustrative example and should not be taken as 
recommended practice 

** The full financial benefits for the health sector are thought to take 10 years to achieve. 
Reductions in hospital admissions for chronic conditions are thought to increase over time 
because of a ‘time lag’ effect. Admissions for acute conditions are thought to be mostly 
achieved in year 1. 

 

Literature from the UK (Blake and Nied 1997) indicates that reducing the 

number of outlets selling alcohol in a given area results in a decrease in 

alcohol consumption. International data from Canada (Carpenter and 

Eisenberg 2009) indicates that changes in licensing hours also affect alcohol 

consumption. 

Exploratory work has indicated that the policy recommendations around outlet 

density and licensing hours may also have the potential to result in significant 
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savings associated with a reduction in hospital admissions, crime and 

employee absenteeism although these have not been quantified in this report. 

Costs and savings following implementation of the recommendations 

for practice  

Screening1 adults 

Potential costs associated with screening adults for harmful or hazardous use 

of alcohol are difficult to quantify. It is assumed that screening would be 

provided on an opportunistic basis. The additional time required to complete 

the screening is around 5 minutes, it may be possible to fit this into new 

registrations or consultations at little or no extra cost.  

If a unit cost is applied to screening it varies significantly depending on which 

professional group completes the audit, ranging from £2.65 for a Practice 

Nurse to £15.00 for a GP. The costs are also heavily influenced by the 

number of people screened; screening all patients at next attendance will 

involve screening large numbers compared with screening patients at each 

new GP registration.  

Brief advice for adults 

It may on occasion be possible to complete the brief advice session 

opportunistically, although acknowledging time constraints it would seem 

reasonable to assume that frequently this will need to be completed in another 

appointment. 

Estimated costs for providing brief advice are influenced by the professional 

providing the advice, ranging from an estimated unit cost of £11.50 for a 

Practice Nurse to £23.50 for a GP. The potential costs are also influenced by 

the method in which patients are screened; screening more people will result 

in more harmful and hazardous drinkers identified and hence larger numbers 

                                                 
1 For the purposes of this guidance, screening involves identifying people who are not seeking 

treatment for alcohol problems but who, in the view of the professional, may have an alcohol-use 

disorder. Practitioners may use any contact with clients to carry out this type of screening. The term is 

not used here to refer to national screening programmes such as those recommended by the UK 

National Screening Committee (UK NSC). 
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being offered brief advice reflected by greater costs. Conversely providing 

brief advice to more people has the potential to result in greater savings. 

Future savings associated with alcohol screening and brief advice 

Future savings associated with identifying adults drinking a hazardous or 

harmful amount and offering brief advice have not been quantified. However, 

evidence suggests that this will result in savings to healthcare costs 

(University of Sheffield 2009) although the period of time in which these 

savings may be achieved is outside the scope of this report. 
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1 Introduction 

1.1 Supporting implementation  

1.1.1 The NICE public health guidance on alcohol-use disorders is 

supported by the following implementation tools available on our 

website www.nice.org.uk/guidance/PH24: 

 costing tools 

 a business case report; this document 

 a slide set; key messages for local discussion 

 

1.1.2 A practical guide to implementation, ‘How to put NICE guidance 

into practice: a guide to implementation for organisations’ is also 

available to download from the NICE website. It includes advice on 

establishing organisational level implementation processes as well 

as detailed steps for people working to implement different types of 

guidance on the ground.  

1.2 What is the aim of this report? 

1.2.1 This report shows the costs of alcohol-use disorders in England 

and illustrates the savings that could be made by implementing the 

recommendations in the NICE guidance. It also provides indicative 

costs of screening individuals in primary care and providing brief 

advice.  

1.2.2 This report does not reproduce the NICE guidance on alcohol-use 

disorders and should be read in conjunction with it (see 

www.nice.org.uk/guidance/PH24). 

http://www.nice.org.uk/guidance/PH24
http://www.nice.org.uk/guidance/PH24
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2 Estimated current cost of alcohol-related harm 

in England 

2.1 Healthcare costs  

2.1.1 Hospital admissions attributable to alcohol-use disorders have 

been estimated at 863,300 in 2007/08 (The NHS Information 

Centre 2009). Of these admissions 222,600 are wholly attributable 

to alcohol and 640,700 are partially attributable. 

Table 1 Alcohol-related hospital admissions in 2007/08 

ICD-10 
Code 

Description Admissions 

F10.0 Acute intoxification 45,300 

F10.1 Harmful use 31,900 

F10.2 Dependence syndrome 45,100 

F10.3 Withdrawal state 18,000 

K70.9 Alcohol liver disease 20,900 

T51.0 Toxic effect of ethanol 25,600 

- Other admissions 35,800 

   

Total admissions wholly attributable to alcohol 222,600 

   

I10-I15 Hypertensive diseases  292,700 

I47-I48 Cardiac arrhythmias 146,300 

G40-G41 Epilepsy and Status epilepticus  71,800 

K73, K74 Unspecified liver disease 9500 

O03 Spontaneous abortion 9000 

C00-C14 Malignant neoplasm (oral) 8000 

C15 Malignant neoplasm of oesophagus 8000 

C50 Malignant neoplasm of breast 13,000 

- Other admissions  81,400 

   

Total admissions partially attributable to alcohol 640,700 

  

Total 863,300 

 

Source: The NHS Information Centre (2009) 
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2.1.2 A paper by the Cabinet Office (2003) quantified the annual cost of 

alcohol misuse to the NHS in England at £1.4bn - £1.7bn per 

annum in 2001 prices.   

2.1.3 In 2008 the Cabinet Office paper was updated by the Department 

of Health. This updated estimate takes account of increases in unit 

costs that have occurred since the paper was written, as well as 

more recent and more accurate data on alcohol consumption and 

harm. Using similar methods to the original paper, it is estimated 

that the annual cost of alcohol-related harm to the NHS in England 

is £2.7 billion, using 2006/7 prices (Department of Health 2008). 

2.1.4 The Personal Social Services Research Unit (PSSRU) inflation 

indices have been used to inflate the 2006/7 prices to the estimated 

2008/9 values (the most recent year available). This uplift of 7.4% 

will only allow for increases in costs and will not reflect increased 

attendances or a change in case mix. 

Table 2 Estimated cost of alcohol-related harm to the NHS uplifting 
2006/7 prices to 2008/9  

Description Cost estimate at 
2006/7 prices 
millions £ 

Cost estimate at 
2008/9 prices 
millions £ 

Hospital inpatient & day visits:   

directly attributable to alcohol misuse 167.6 180.0 

partly attributable to alcohol misuse 1022.7 1098.4 

Hospital outpatient visits 272.4 292.6 

Accident and emergency visits 645.7 693.5 

Ambulance services 372.4 400.0 

NHS GP consultations 102.1 109.7 

Practice nurse consultations 9.5 10.2 

Laboratory tests N/A N/A 

Dependency prescribed drugs 2.1 2.3 

Specialist treatment services 55.3 59.4 

Other healthcare costs 54.4 58.4 

   

Total 2704 2905 
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2.1.5 As outlined in table 2 the cost of alcohol-use disorders to the NHS 

using 2008/9 prices is estimated t at £2.9 billion. 

2.2 Crime and antisocial behaviour costs 

2.2.1 The 2008/9 British Crime Survey (Home Office 2009) reported 

victims believed the offender(s) to be under the influence of alcohol 

in nearly half (47%) of all violent incidents.  

2.2.2 Victims believed the offender(s) to be under the influence of alcohol 

most frequently in incidents of ‘stranger’ violence (62% of 

incidents). 

2.2.3 Thirty-two per cent of young people surveyed reported being under 

the influence of alcohol when committing criminal damage offences 

and 27 per cent were under the influence of drugs and alcohol 

while being involved in vehicle-related thefts (Home Office 2006). 

2.2.4 The Prime Ministers Strategy Unit (PMSU) estimated the overall 

annual cost of crime and antisocial behaviour linked to alcohol 

misuse to be about £7.5 billion (PMSU 2004). The report 

highlighted: 

 Alcohol misuse shows strong links to violence. 

 1.2 million violent incidents (around half of all violent crimes) and 

360,000 incidents of domestic violence (around a third) are 

linked to alcohol misuse. 

 More generally, alcohol is linked to disorder and contributes to 

people’s fear of crime. 

2.2.5 The costs quoted in the 2004 report have been inflated by 14.5% 

based on the Retail Price Index (RPI) to estimate the cost in 2009. 

This uplift has been used to provide an indicative cost of 2009 

values and does not reflect any costs associated with an increase 

in the number of crimes or a change in the severity of crimes. 
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Table 3 Estimated annual costs of crime and antisocial behaviour linked 
to alcohol misuse in England uplifting 2004 estimated costs to 2009 
figures 

Description 2004 
Estimated 
cost 
millions £ 

2009 
Estimated 
cost 
millions £ 

Cost to services in anticipation of alcohol-related crime 1700 1947 

Costs to services as a consequence of alcohol-related 
crime 

3500 4008 

Cost to criminal justice system 1800 2061 

   

Total 7000 8016 

 

2.2.6 As outlined in table 3, the costs of crime and antisocial behaviour 

linked to alcohol in England can be estimated at £8 billion. 

2.2.7 Estimates made by the Home Office calculate alcohol-related crime 

and disorder costs the UK an estimated £8 billion to £13 billion a 

year (Home Office 2010). 

2.3 Employee absenteeism  

2.3.1 The average level of employee absence (for all absences) was 

reported as 7.4 days per employee per year in 2009.This is a slight 

drop from the 2008 figure of 8 days (Chartered Institute of 

Personnel and Development 2009).  

2.3.2 Clearly not all employee absence is associated with alcohol-related 

harm and estimating the proportion that is alcohol-related is 

challenging. Individual employees are likely to be wary of reporting 

alcohol consumption as the reason for absence from work. 

2.3.3 A report by the Cabinet Office (2003) estimated the number of 

working days lost because of alcohol misuse.  

 Alcohol dependent employees are thought to miss about 11 

million working days through alcohol annually. 
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 Sickness absence because of alcohol among alcohol-dependent 

and non-alcohol dependent employees was estimated at around 

17 million working days missed annually. 

2.3.4 The cost of alcohol-related employee absenteeism can be 

estimated by applying a financial value to the estimated number of 

sick days associated with alcohol annually. 

2.3.5 The financial cost to the employer of sickness absence is likely to vary 

between organisations. The Chartered Institute of Personnel and 

Development survey (2009) reported the average cost per employee 

to be £692. Assuming an average of about 7 sick days a year per 

employee, the cost per day can be estimated at £98.86. 

Table 4 Estimated costs of employee absenteeism related to alcohol 
misuse 

Employee group Days 
absent 

Cost per 
day 

Total cost 
£millions 

Alcohol dependent 11,000,000 £98.96 1089 

Alcohol dependent and non-alcohol dependent 17,000,000 £98.96 1682 

 

2.3.6 For the purpose of this report the costs of employee absenteeism 

related to alcohol-use disorders are estimated at £1.7 billion. 

2.3.7 It should be highlighted that alcohol-related harm is also associated 

with poor performance (British Medical Association Board of 

Science 2008). Employers may be physically in work but 

underperforming due to alcohol-related harm. 
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2.4 Summary estimated current cost of alcohol-related 

harm in England  

2.4.1 The current cost of alcohol-related harm in England is estimated at 

£12.6 billion and outlined in figure 1. 

 Healthcare costs £2.9 billion. 

 Crime and antisocial behaviour £8 billion. 

 Employee absenteeism £1.7 billion. 

2.4.2 The figure of £12.6 billion does not include the estimated costs to 

the economy of alcohol-related deaths and unemployment 

associated with alcohol-related harm. 

Figure 1 Estimated annual costs of alcohol-related harm in England 
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3 Policy and practice 

3.1.1 The guidance shows that alcohol-related harm is a major public 

health problem and a significant cost. 

3.1.2 The policy recommendations (recommendations 1 to 3) are based 

on extensive and consistent evidence which suggests that the 

issues identified deserve close attention. This evidence also 

suggests that policy change is likely to be a more effective – and 

more cost-effective – way of reducing alcohol-related harm among 

the population than actions undertaken by local health 

professionals. Many of the policy changes considered in this 

guidance are similar to those proposed by the House of Commons 

Health Select Committee (2010). 

3.1.3 The recommendations for practice (recommendations 4 to 12) 

support, complement – and are reinforced by – these policy 

options. They include the use of screening and brief interventions. 

The latter includes structured brief advice and extended brief 

interventions. 

4 Unit costs used in this report 

4.1.1 Estimating the savings associated with a reduction in alcohol-

related harm for the health sector, criminal justice sector and 

individual employers is challenging and subject to uncertainty. 

4.1.2 For the purpose of this report we have used indicative costs to 

allow estimates to be made and provide a sense of scale. 

4.2 Hospital admission unit costs 

4.2.1 It is predicted that a reduction in alcohol consumption will be 

reflected by savings to the NHS and these savings are likely to 

occur in primary care, secondary care and specialist tertiary 

services. 
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4.2.2 The potential savings to the NHS identified in this report relate to a 

reduction in hospital admissions as identified by the modelling 

report that accompanies the guidance (University of Sheffield 

2009). As identified in table 1 alcohol-related hospital admissions 

occur across a wide range of diagnosis codes and clinical 

specialities. 

4.2.3 Indicative costs have been used to quantify potential savings 

through a reduction in hospital admissions, these were provided by 

the Department of Health based on 2008/09 admissions and tariffs. 

Table 5 Estimated indicative costs of hospital admissions based on 
2008/09 admissions and tariffs 

 Indicative cost per 
admission 

Admissions wholly attributable to alcohol £1540 

Admissions partially attributable to alcohol £2120 

 

4.2.4 The indicative unit costs outlined in table 5 are unpublished and as 

such are subject to change. These figures should be treated with 

caution if used elsewhere. 

4.3 Criminal justice sector costs 

4.3.1 The costs of individual crimes were reported by Dubourg and 

Hamed (2005) and are listed in table 6. These costs are not 

specifically linked to alcohol but are the average cost of both 

alcohol-related and non-alcohol related crimes. 
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Table 6 Estimated average costs of crimes against individuals and 
households in 2003/4 by crime category (Dubourg and Hamed 2005) 

Offence category Criminal justice 
sector costs – £ 

Thousands of 

offences
1
 

Violence against the person  1928  

Homicide 144,239 1 

Wounding 1775  

Serious wounding  14,345 76 

Other wounding  978 1199 

Sexual offences  3298 269 

Common assault  255 1851 

Robbery  2601 335 

Burglary in a dwelling  1137 880 

Theft  217  

Theft – not vehicle  301 941 

Theft of vehicle  199 230 

Theft from vehicle  50 1249 

Attempted vehicle theft  65 332 

Criminal damage 126 2589 

 

1 The accuracy of the estimated number of offences should be treated with 
caution. The authors highlight that the information comes from various 
sources and makes estimates of crimes that are not well reported. 

 

4.3.2 To calculate a unit cost per crime we have used a weighted 

average for the crimes falling under the headings listed in table 6. 

The 2003 costs have been uplifted by 17.9% using the Retail Price 

Index to estimate costs in 2009. 

4.3.3 The estimates reported in table 7 are the average costs related to 

crime, the figures do not include the costs incurred by the victims of 

crime. 

Table 7 Estimated average costs related to crime, 2003 estimates 
uplifted to 2009 values 

Crime 2003 Unit 
cost £ 

Estimated 
2009 value 

Violent 1109 1308 

Damage  126 149 

Theft/other 623 735 
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4.4 Employee absenteeism 

4.4.1 The financial cost to the employer of sickness absence is likely to vary 

between organisations. The Chartered Institute of Personnel and 

Development survey (2009) reported the average cost per employee 

to be £692. Assuming an average of about 7 sick days a year per 

employee, the cost per day can be estimated at £98.86. 

5 Recommendations with significant resource 

implications 

5.1.1 Due to the breadth and complexity of the guidance, we worked with 

the technical team at NICE and other professionals to identify the 

recommendations that would have the most significant resource-

impact (see table 8). Costing work has focused on these 

recommendations though to have a material cost or saving. 

5.1.2 A significant resource impact could be an additional cost of 

providing a service or a recommendation that would result in 

savings. 

Table 8 Recommendations with a significant resource impact  

 

 

NICE recommendation 
number 

Policy recommendations 

Minimum price per unit of alcohol 1 

Practice recommendations 

Screening adults – primary care 9 

Brief interventions – primary care 10 

 

5.1.3 Three of the recommendations in the guidance have been identified 

as having a significant resource impact (a material cost or saving) 

and included in this report. As alcohol-related harm shows 

significant regional variation it is recommended individual 

organisations investigate the resource impact of implementing the 

guidance in their locality. 
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5.1.4 Local organisations may wish to investigate their own practice to 

ascertain which areas of the guidance will have significant resource 

implications locally. 

5.2 Minimum price per unit of alcohol  

Recommendation 1 

5.2.1 Consider introducing a minimum price per unit. Set the level by 

taking into account the health and social costs of alcohol-related 

harm and its impact on alcohol consumption. Consider initiating a 

review of the excise duty regime with fellow EU member states. 

The aim would be to obtain a pan-EU agreement on harmonisation 

which links alcohol duty to the strength of each product. 

5.2.2 Regularly review the minimum price per unit to ensure alcohol does 

not become more affordable over time.  

5.2.3 Regularly review alcohol duties as a means of justifying price policy 

reviews to reduce the affordability of alcohol.. 

Background  

5.2.4 The basis of the minimum pricing proposal is that reducing the 

availability of cheap alcohol will reduce alcohol consumption in 

general and in particular in vulnerable groups (young drinkers and 

heavy drinkers) who may be consumers of low price products 

(University of Sheffield 2009).   

5.2.5 A minimum price per unit (unlike a tax increase) would prevent 

retailers from passing on any increase to producers, or absorbing it 

themselves. It would also encourage producers to reduce the 

strength of products. 

5.2.6 The guidance does not state a specific minimum price per unit of 

alcohol but recommends a level is set by taking into account the 

health and social costs of alcohol-related harm and its impact on 

alcohol consumption.  
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Assumptions made 

5.2.7 For the purpose of this report we have assumed a minimum unit 

cost of £0.40 per unit of alcohol. This figure has been used as an 

illustrative example within this report and should not be taken as 

recommended practice. 

5.2.8 General price increases (to all products in the on- and off-sales 

trade) tend to exhibit relatively large reductions in mean alcohol 

consumption for the population (University of Sheffield 2008). 

5.2.9 As indicated in figure 2 a minimum price of £0.20 per unit is 

estimated to reduce overall consumption by 0.10% while increasing 

the unit price to £0.70 results in an estimated reduction of 18.6%. 

Figure 2 Estimated reduction in alcohol consumption in England with a 
varying minimum unit cost of alcohol 

 

Benefits of implementation  

5.2.10 The benefits of implementing a minimum price of £0.40 per unit of 

alcohol have been taken from the economic modelling report 

(University of Sheffield 2009). 
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5.2.11 The reductions in hospital admissions for chronic conditions are 

thought to increase over time because of a ‘time lag’ effect. 

Admissions for acute conditions are thought to be mostly achieved 

in year 1. Reductions in crime and employee absenteeism are 

thought to be fully achieved in year 1. 

Table 9 Estimated benefits of introducing a minimum price of £0.40 per 
unit of alcohol in England 

 Potential saving 
£millions 

 Unit 
cost £ 

Year 1 Full 
Effect 

Year 1 Full 
Effect 

      

Hospital admissions      

Acute 1540 -4868 -5634 7.5 8.7 

Chronic 2120 -3181 -33,753 6.7 71.6 

      

Crime      

Violent 1308 -2074 -2074 2.7 2.7 

Damage 126 -1775 -1775 0.2 0.2 

Theft/other 623 -6250 -6250 3.9 3.9 

      

Employee absenteeism 99 -133,614 -133,614 13.2 13.2 

      

Total potential savings    34.2 100.3 

 

Potential savings 

5.2.12 As identified in table 9 the potential savings through introducing a 

minimum price of £0.40 per unit of alcohol are significant. These 

savings would be achieved by the NHS, criminal justice system and 

individual employers: 

 healthcare – £80.3 million (full effect) 

 criminal justice system – £6.8 million 

 individual employers – £13.2 million 

Total savings can be estimated at £100 million. 
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5.2.13 The impact of the assumed ‘time lag’ period in which healthcare 

savings will occur is presented in figure 3 below. In the absence of 

available data the reductions in admissions are phased equally 

over a 10-year period. 

Figure 3 Estimated increase in hospital admissions avoided phased over 
a 10-year period 

 

Other considerations  

5.2.14 Costs of implementation have not been quantified. These costs 

could include expense incurred by trading standards and local 

licensing agencies. 

5.3 Screening adults – primary care 

Recommendation 9  

5.3.1 NHS professionals should routinely carry out alcohol screening as 

an integral part of practice. For instance, discussions should take 

place during new patient registrations, when screening for other 

conditions and when managing chronic disease or carrying out a 

medicine review. These discussions should also take place when 

promoting sexual health, when seeing someone for an antenatal 

appointment and when treating minor injuries. 
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Background 

5.3.2 Alcohol screening could be undertaken in primary care 

opportunistically, during new patient registrations, when screening 

for other conditions and when managing chronic disease or 

carrying out a medicine review. The strategy will depend on 

individual circumstances and local priorities. 

5.3.3 This report investigates the costs of screening patients in primary 

care using two scenarios: 

 screening all patients at new registrations 

 screening all patients at next attendance 

5.3.4 The proption of the adult population estimated to be drinking more 

than 21 units of alcohol per week (males) and 14 units of alcohol 

per week (females) and the proportion abstaining from alcohol has 

been estimated using data reported from the 2008 General 

Lifestyle Survey (see table 10). 

Table 10 Percentage of the population aged 18 years or older that 
exceed the recommended weekly levels of alcohol  

Age/gender Population % Exceeding level 

Male 18– 24 2,355,071 31.6 

Male 25– 44 7,118,311 27.1 

Male 45– 64 6,143,306 31.3 

Male 65+ 3,493,145 23.0 

   

Female 18– 24  2,286,964 26.1 

Female 25– 44 7,257,297 21.1 

Female 45– 64 6,312,484 21.1 

Female 65+ 4,590,579 10.5 

   

Total 39,557,157  

 

5.3.5 Estimates have been made for the patient profiles for each of the 

scenarios. Screening at registration will target individuals that move 

house – this approach may skew screening towards a younger 

population. Screening at next attendance will target a much greater 
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patient population – particularly those that regularly attend primary 

care. 

Screening all patients at new registration 

5.3.6 The estimated proportion of the population that register with a new 

GP practice is based on the proportion of the population moving in 

the last 12 months. Data from the Office for National Statistics 

(2005) reported that 11.4% of the poulation were living at a different 

address from that of 12 months earlier, of this group 43% moved 

less than 2 km and are therefore assumed to stay with the same 

GP. 

5.3.7 Using the assumptions above it’s possible to estimate that about 

6.5% (11.4% x 57%) of the adult population will register with a new 

GP each year. The data in table 13 incorporates information and 

acknowledges that house moves and hence registrations are more 

likely in the younger population. 

5.3.8 The profile of the population registering with a new GP is estimated 

in table 13. Assumptions are also made on the proportion of each 

group screened that will be identified as an abstainer, lower-risk 

drinkers or increasing risk drinkers based on the data in table 11. 
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Table 11 Estimated annual number of patients screened nationally 
through screening at registration 

  Predicted outcome of screening 

Group Annual 
number 
screened 

Abstainers 
from alcohol 

Lower-risk 
drinkers 

Increasing/higher-
risk drinkers 

Male 18–24 293,257 45,162 155,426 92,669 

Male 25–44 613,030 92,568 354,331 166,131 

Male 45–64 228,451 40,664 116,282 71,505 

Male 65+ 107,401 27,817 54,882 24,702 

     

Female 18–24  316,880 66,862 167,313 82,706 

Female 25–44 610,580 164,246 317,502 128,832 

Female 45–64 232,454 69,504 113,903 49,048 

Female 65+ 169,161 84,411 66,988 17,762 

     

Total 2,571,214 591,234 1,346,627 633,355 

 

5.3.9 Assuming the average GP practice has about 6500 patients 

registered; the annual number of new registrations could be 

estimated at 423, or about eight per week. 

Cost estimates 

5.3.10 The cost of screening relates to the cost of staff time. The staff type 

providing the screening is likely to vary – with practice nurses 

screening new registrations and GPs screening patients at next 

attendance.  

5.3.11 The time taken to complete screening is based on the full AUDIT 

(alcohol-use disorders identification test) and expert opinion and 

consists of the following estimates: 

 introduce the screening tool – 0.5 minutes 

 asks the questions (20x10) – 3.5 minutes 

 go through the results – 1 minute. 
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Table 12 Cost estimates for screening in primary care by a practice 
nurse and GP (Curtis 2009) 

Staff type Cost per hour 
incl training 

costs
1
 

Cost per 
minute 

Mins taken for 
screening 

Cost for 
screening 

Practice nurse £32 £0.53 5 £2.65 

GP £180 £3.00 5 £15.00 

  

5.3.12 As the screening only takes a short amount of time it may be 

possible to complete this during the initial registration at very little, if 

any extra cost. 

5.3.13 If a cost of £2.65 is applied to the screening of the 2.57 million 

people who drink alcohol that would be screened each year, the 

cost would be estimated at £6.8 million. 

5.3.14 Screening all new registrations would identify around 633,355 

increasing/high-risk people who drink each year. Each of these 

individuals would be offered a brief intervention. 

Screening all patients at next attendance 

5.3.15 Implementing a screening programme to screen all patients at next 

attendance is likely to screen a large proportion of the population 

quickly.  The costs of implementation are potentially significant 

because of the large numbers and the greater costs associated 

with the use of a GP’s time rather than a practice nurse. 

5.3.16 Table 13 provides estimates of the frequency of patient 

attendances overtime for different gender and age ranges, this is 

based on historic attendance data and extrapolated from a sample. 

5.3.17 Over a 3-year period screening all attendances would provide 

screening for about 85% of the population. As illustrated in table 

15, in the first year of implementation an estimated 45% of males 

between 45 and 64 would attend their GP, the equivalent 

proportion for women is 69%. 
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Table 13 Estimated proportion of population by age and gender 
attending general practice over a 3-year period 

 Year  

Group 1 2 3 Total 

Male 18–24 28% 25% 21% 73% 

Male 25–44 28% 21% 18% 66% 

Male 45–64 45% 19% 13% 77% 

Male 65+ 81% 9% 4% 94% 

     

Female 18–24  56% 21% 12% 88% 

Female 25–44 67% 17% 9% 92% 

Female 45–64 69% 17% 8% 94% 

Female 65+ 86% 8% 3% 97% 

 

Table 14 Estimated numbers of people who drink alcohol screened and 
increasing/higher-risk drinkers identified 

 Year 1 Year 2  Year 3  

Group Lower risk Higher 
risk  

Lower risk Higher 
risk 

Lower risk Higher 
risk 

Male 18–24 350,265 208,837 309,668 184,632 256,760 153,087 

Male 25– 44 1,161,832 544,734 845,468 396,404 803,085 341,122 

Male 45– 64 1,418,004 871,975 581,595 357,641 500,444 256,365 

Male 65+ 1,450,533 652,882 153,145 68,930 90,766 32,824 

       

Female 18–24  674,941 333,622 250,592 123,872 141,789 70,089 

Female 25– 44 2,513,865 1,020,049 631,220 256,129 321,768 130,564 

Female 45– 64 2,147,039 924,541 515,996 222,194 244,733 105,385 

Female 65+ 1,555,289 412,387 138,816 36,807 62,184 16,488 

Total 11,271,741 4,969,028 3,426,500 1,646,611 2,421,529 1,105,924 

 

5.3.18 As with screening patients at registration, it may be possible to 

incorporate the screening at next attendance at little or no extra 

cost (the additional potential cost being the 5 minutes of a GPs time 

to complete the screening). 
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5.3.19 If a cost of £15 per screening (5 minutes of a GP’s time) is applied 

the costs are significant. The screening would detect the estimated 

following number of harmful or hazardous drinkers: 

 Year 1 – 4,969,028 

 Year 2 – 1,646,611 

 Year 3 – 1,105,924 

Each harmful or hazardous drinker detected would be offered brief 

advice. 

5.4 Brief advice for adults 

Recommendation 10  

5.4.1 Offer a session of structured brief advice on alcohol. If this cannot 

be offered immediately, offer an appointment as soon as possible 

thereafter. It should take 5–15 minutes, where there is an ongoing 

relationship with the patient or client, routinely monitor their 

progress in reducing their alcohol consumption to a low-risk level. 

Number receiving brief advice identified at registration and associated 

cost 

5.4.2 It may be possible to provide brief advice at little or no extra cost as 

it is anticipated that the advice would be given on an opportunistic 

basis. 

5.4.3 For the purpose of this report it is estimated that the cost of the 

brief advice consists of 5 minutes with a practice nurse estimated at 

£2.65 (£0.53 x 5) and material costs of £8.85, a total cost of 

£11.50. 

5.4.4 Using the above assumptions, the annual cost of providing brief 

advice to those identified through screening (633,355) at next 

registration is £7.3 million. It is assumed the annual cost of £7.3 

million would remain fairly constant over time. 
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Number receiving brief advice identified at next attendance and 

associated cost 

5.4.5 It is assumed that those patients identified at next attendance are 

identified opportunistically. 

5.4.6 The patient may be attending their GP for management of a chronic 

disease or for a medicines review. The average length of a GP 

appointment is estimated at around 11 minutes. Assuming that the 

primary reason for the visit to the GP takes 5–10 minutes and the 

screening takes another 5 minutes it’s unlikely that the brief advice 

could be delivered durinng the same attendance. The person would 

therefore be required to attend the practice for their brief advice at 

a future date. 

5.4.7 It would seem reasonable to assume that not all individuals 

identified through screening would choose to receive brief advice. 

For the purpose of this report we have assumed that the uptake 

among the target population will be 62% based on a paper by Lock 

and Kaner (2004). 

5.4.8 The brief advice could be offered by a practice nurse or a GP. 

Table 15 Percentage of the population aged 18 years or older that 
exceed the recommended weekly levels of alcohol intake identified at 
next attendance 

Year Increasing/higher-risk 
drinkers identified 

Uptake Number receiving 
brief advice 

1 4,969,028 62% 3,080,797 

2 1,646,611 62% 1,020,899 

3 1,105,924 62% 685,672 

 

Cost estimates 

5.4.9 The cost of providing brief advice to the population identified by 

screening at next attendance has been estimated using either a 

practice nurse or a GP. 
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5.4.10 The cost of a practice nurse providing the brief advice is estimated 

at £11.50, the cost of a GP is estimated at £23.85. 

5.4.11 As identified in table 16 the estimated costs of providing brief 

advice by a practice nurse are £35.4 million in year 1 decreasing to 

£7.9 million in year 3. 

Table 16 Estimated costs of providing brief advice to individuals 
identified at next attendance by either a practice nurse or GP 

Year Number receiving 
brief advice 000s 

Estimated cost –
practice nurse £ 
millions 

Estimated cost – 
GP £ millions 

1 3081 35.4 73.5 

2 1021 11.7 24.3 

3 686 7.9 16.4 

 

Potential savings associated with screening and providing brief advice 

5.4.12 This report does not quantify the savings associated with providing 

brief advice to those individuals identified through screening. It 

would seem reasonable to assume that these savings could also 

be significant. 

5.4.13 The Cochrane review of brief interventions in primary care (Kaner 

et al. 2007) presented a meta-analysis which indicated that after 1 

year or more, people who received the brief intervention drank less 

alcohol than people in the control group (average difference 38 

grams/week, range 23 to 54 grams). 

5.4.14 The economic analysis (University of Sheffield 2009) confirmed that 

several examples of providing screening and brief advice are 

estimated as providing cost savings (providing additional 

healthcare benefits and an overall reduced health service cost). 

The economic analysis indicated that NHS and personal social 

services savings over £124.3 million may be realisable over a 30-

year time horizon 

5.4.15 Acknowledging the findings from Kaner et al. (2007) and the 

analysis from the University of Sheffield (2009) it would appear safe 
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to assume that screening and brief advice will result in long-term 

savings to the NHS and personal social services, but the timeframe 

in which these savings may occur is subject to uncertainty. 

6 Conclusion  

6.1.1 Implementation of the NICE public health guidance on alcohol-use 

disorders is predicted to result in significant savings (outlined in 

table 17 below). 

Table 17 Potential savings across sectors  

Recommendation Sector affected Potential savings 
£ millions  

Minimum price per unit of alcohol 
(recommendation 1) 

Health (full effect) 80.3 

 Crime 6.8 

 Employee absenteeism 13.2 

   

Total  100.3 

 

6.1.2 The cost of providing screening varies significantly under the 2 

scenarios investigated. In some circumstances it may be possible 

to absorb the cost within current resources. 

Assuming screening cannot be absorbed within existing resources; 

the cost of screening at registration by a practice nurse is estimated 

at £6.8 million. The costs of screening by a GP are substantial. 

6.1.3 The cost of offering brief advice depends on the number of 

individuals identified through screening. Screening all patients at 

registration identifies a smaller number of individuals and hence 

costs are smaller, screening all patients at next attendance is more 

expensive but identifies a greater number of people.  

6.1.4 The recurrent cost of providing brief advice to individuals identified 

through screening at registration is £7.3 million. 
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6.1.5 The cost of providing brief advice to individuals identified by 

screening at next attendance and provided by a GP or practice 

nurse varies significantly and is reported in table 16. 

6.1.6 Evidence suggests that offering brief advice will reduce alcohol 

intake and therefore result in savings to the NHS. 
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