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Figure 4.15 Comparison of alcohol-related mortality and morbidity by type of condition, 1995–2004
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4.15 Alcohol and driving

Driving under the influence of alcohol has been a statutory offence in Ireland since the introduction 

of the 1961 Road Traffic Act. It has been proven that all levels of blood alcohol concentration (BAC) 

are associated with a higher risk of crashes, relative to a BAC of zero, and that the risk of injury 

increases exponentially with markedly higher BACs. Studies have found that for a driver with a BAC 

of 0.05% the risk of crashing a vehicle is double that for a person with a zero BAC. The threshold 

for deterioration on psychomotor tasks, including reaction time, cognitive processing, co-ordination 

and vigilance, is generally around 0.04 to 0.05 BAC (Eckardt et al. 1998). At a BAC of 0.08, the risk 

is multiplied by 10 and at BACs of 0.15 or higher, the crash risk is in the hundreds (Borkenstein et 

al. 1974). The majority of European countries have adopted a BAC limit of 0.05 for drivers; however, 

Ireland and the UK have lagged behind the rest of Europe, with an accepted BAC of 0.08. Sweden 

has a BAC limit of 0.02, which has had a substantial effect on drink-driving fatalities since its 

introduction in 1990.

A study analysing all fatal road crashes in Ireland in 2003 found alcohol to be a contributory factor 

in 110 (36%) of 335 fatalities (Bedford et al. 2006b). Alcohol was considered to be a factor if the 

person tested positive for a BAC equal to or greater than 0.02, or equivalent levels in urine or 

breath samples. Alcohol-related fatal road crashes were three times more likely to have occurred on 

Saturday, Sunday or Monday than on other days of the week. Half of the accidents that occurred on 

Mondays (n=22) happened before 8.00 am and 54% of these were alcohol related. Of all drivers killed 

(188), 76 (40%) had a BAC greater than 0.02. The study also found that male drivers, particularly 

those in the 19–34-year age group, were those most likely to be killed while under the influence of 

alcohol. Pedestrian deaths accounted for 63 (19%) of all deaths and alcohol was a factor in 24 (38%) 

of these. 

Legislation allowing random breath testing was introduced in Ireland in July 2006 and has already 

been shown to be effective in reducing road deaths. In the first year after its introduction there were 

330 road deaths, a decrease of 20% compared with the 412 deaths in the corresponding period 

in 2005/6. Drink-driving arrests for 2006 totalled 17,788, which represented a 33% increase on 

2005. A review of 23 studies of random breath testing to assess its effectiveness found a decline of 

13%–36% in fatal road crashes following its implementation (Shults et al. 2001). A Eurobarometer 

report published in March 2007 revealed that there was widespread support among the Irish public 

for initiatives to reduce alcohol-related road fatalities. The majority of Irish respondents (74%) were in 

favour of lowering the BAC limit for young and novice drivers to 0.02, and 91% agreed that random 

breath tests were effective in restraining people from consuming alcohol before driving (TNS Opinion 

& Social 2007). A number of countries have introduced a graduated licensing system, whereby the 

BAC limit for young or inexperienced drivers is set at zero. This measure has been shown to be 

effective in reducing drink driving among younger people. 
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4.16 Alcohol and suicide

There is a strong link between both chronic and acute problem alcohol use and suicide and a positive 

association has been found between rising per capita consumption and suicide rates (Ramstedt 

2001). An analysis of mortality studies calculated a lifetime risk of suicide of 7% among people 

dependent on alcohol (Inskip et al. 1998). It is estimated that alcohol abuse or dependence may 

account for between 15% and 24% of completed suicides (Gorwood 2001).

Bedford et al. (2006a) found that 56% of suicides tested positive for alcohol. This association was 

much more marked in people under 30, of whom 92% tested positive for alcohol. A report on suicide 

in Ireland found that 16.4% of the deceased were known to have a history of alcohol abuse, but 

less than half of these had attended counselling (Department of Public Health 2001). Among the 

report’s recommendations were the development and implementation of a new alcohol policy as a 

matter of priority, the training of health care professionals to recognise alcohol-related problems, 

and the development of support services for those with alcohol-related problems to ensure flexibility, 

accessibility, and a low threshold for referral. These recommendations would appear to be very 

pertinent given that suicide has been identified as the leading cause of death in Irish men in the 

15–34-year age group. Alcohol is also associated with parasuicide and, according to the National 

Suicide Research Foundation (NSRF) (2005), there was evidence of alcohol consumption in 41% of all 

episodes of deliberate self-harm registered in 2005. This was more often the case for men (46%) than 

for women (38%).

There a number of ways in which alcohol consumption may lead to suicide. It is possible that some 

individuals consume alcohol in an attempt to turn suicidal ideation into action. The individual may 

believe that alcohol will disinhibit them and provide the motivation to carry out a suicide attempt. It 

is also possible that the effects of acute alcohol intoxication, such as impaired decision making and 

deficits in emotional and cognitive reasoning, may exacerbate lowered mood and lead to difficulties 

in problem solving. This may prompt a person to see suicide as a solution to a problem and to act on 

suicidal ideation. 

HIPE data were used to study alcohol-related intentional injuries between 1995 and 2004. Just 2.8% 

of discharges were deemed to have poisoned themselves intentionally by alcohol. However, when 

suicide attempts by other means were included, the percentage of alcohol-related intentional injuries 

among those discharged was calculated as 8.4% (11,745). As expected, the majority of these cases 

(70%) were in the 15–34-year age group. While there were similar numbers of males and females, 

5.8% of males with alcohol-related discharges had intentional injuries compared with 16.2% of 

female discharges. There was an increase of 85% in the number of discharges with alcohol-related 

intentional injuries between 1995 and 2003, but there was a decrease of 19% in 2004, which is 

difficult to explain (Figure 4.16).

Just over a quarter (26%) of discharges with intentional injuries had an underlying chronic alcohol 

condition, while the remainder had acute alcohol conditions. 
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Figure 4.16 Number of discharges with alcohol-related intentional injuries by year and gender, 

1995–2004
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5.1 Introduction

Until relatively recently, the concept of alcoholism as a disease which could be medically treated 

was championed. This approach focused on patients who experienced loss of control over their 

drinking and who were alcohol dependent, while largely ignoring those with less severe problems 

who were drinking enough to harm their health or social well-being but who did not conform to the 

typical stereotype of an ‘alcoholic’. Since the 1970s, a public health perspective has emerged which 

acknowledges that alcoholism is not a disease but that there exists a spectrum of alcohol problems. 

This viewpoint recognises the need to broaden the scope of treatment services from an exclusive 

focus on ‘alcoholism’ to include the large group of drinkers whose problems are less severe. 

Consequently, the concepts of early identification and brief intervention have attracted widespread 

attention from policy makers. This section describes the methods used to detect problem alcohol 

use and the treatment options available for these problems. Using data from the NDTRS and NPIRS, 

the incidence of treatment seeking, the socio-demographic features of those accessing treatment 

services and the type of treatment provided to service users in Ireland will be described. 

5.2 Detection of problem alcohol use

Early detection is essential to identify problem drinkers who have not sought help, and targeted 

rather than universal screening is recommended. A number of screening instruments have been 

developed, including screening questionnaires, biological markers of recent alcohol consumption and 

clinical indicators using clinical history or signs at physical examination. Two of the more common 

validated screening questionnaires are the AUDIT (alcohol use disorders identification test) and 

CAGE (an acronym derived from the themes of each question – cut down, annoyed, guilty, and eye 

opener) tests. The AUDIT is a 10-question survey that includes questions about the quantity and 

frequency of current drinking and drinking history. It is considered effective in identifying problem 

alcohol use as it has good sensitivity and specificity for detecting hazardous and harmful drinking 

and has been validated for use in a wide range of settings and populations (Coulton et al. 2006). The 

CAGE questionnaire is a valid predictor of lifetime alcohol use and is considered a more appropriate 

measure of alcohol dependency. It is also suitable for use in busy settings. Its main limitation is its 

inability to differentiate between current and former alcohol use. 

Three categories of alcohol misuse have been identified:

Hazardous drinking, which is defined as ‘a pattern of alcohol use that increases the risk • 

of harmful consequences for the user’ (WHO 1994), and applies to a person drinking over 

recommended limits but without apparent alcohol-related problems.

Harmful drinking which is defined as ‘a pattern of use which is already causing damage to • 

health’. This damage may be physical or mental (WHO 1993).

Dependent drinking, which refers to drinking associated with an established moderate or • 

severe level of dependence on alcohol.
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5.3 Types of treatment for problem alcohol use

For people with harmful or hazardous drinking patterns, brief intervention carried out in a primary 

care setting, aimed at the reduction of drinking to moderate levels of consumption, may be sufficient 

(Figure 5.1). Although primary care has been identified as an ideal setting for screening those with 

harmful drinking patterns who do not have any apparent problems or dependence, screening does 

not routinely take place in Irish primary care sites. The Alcohol Aware Practice Service Initiative, a 

partnership between the Irish College of General Practitioners and the HSE, conducted a pilot study 

to determine whether screening and brief interventions were effective in primary care (Anderson 

et al. 2006). Of the 4,584 patients who were screened using the AUDIT questionnaire, 22% were 

drinking alcohol to hazardous levels and 17% were considered harmful or dependent drinkers. 

Following brief intervention and/or referral to an on-site counsellor, patients were assessed to 

determine whether the intervention had made any difference. At least one third of the patients 

who were screened and followed up made significant progress and another third made positive 

progress. These results are consistent with international studies that highlight the effectiveness of 

screening and brief interventions delivered in primary care settings (Ballesteros et al. 2004; Whitlock 

et al. 2004). A randomised control trial conducted in the UK (Crawford et al. 2004) investigated the 

effect of screening and referral of patients attending an emergency department who were found to 

be misusing alcohol. This study concluded that opportunistic identification and referral for alcohol 

misuse in an emergency department was feasible and was associated with lower levels of alcohol 

consumption over the following six months, as well as reduced re-attendance at the department. 

Figure 5.1 A spectrum of responses to alcohol problems

Source: Rastrick et al. (2006), adapted from Institute of Medicine (1990)
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For service users with moderate or severe alcohol dependence, alcohol-focused treatments in 

specialist alcohol or addiction services are most appropriate. The cognitive behavioural family of 

interventions is well researched and has been shown to be effective for this group of service users. 

These treatments concentrate on the service user’s drinking and alcohol-related problems and are 

best deployed in community settings where the service user has the opportunity to try out newly 

learned behaviour in the real environment and get immediate feedback on performance. Examples 

include the community reinforcement approach, social behaviour and network therapy, behavioural 

self-control training and coping and social skills training. 

Pharmacotherapies are generally targeted at a narrow spectrum of symptoms or psychological 

problems and are usually insufficient to constitute a treatment package when given alone. When 

combined with psychosocial therapies, pharmacotherapies consistently improve addiction 

outcomes. Detoxification is a common procedure which may be undertaken in any treatment setting; 

chorodiazepoxide is the drug of choice for uncomplicated detoxification. Relapse-prevention 

medications include sensitising agents which produce an unpleasant reaction when taken with 

alcohol and anti-craving medications which act upon endogenous neurochemical systems to reduce 

alcohol cravings. An example of a sensitising agent is disulfiram, while naltrexone and acamprosate 

are examples of anti-craving medications. 

There is no best treatment or intervention for alcohol problems. Rather, there is a range of effective 

treatments for different types of service users in different settings. People whose problems are more 

complex, by virtue of severe dependence, psychological morbidity or social disorganisation, are 

likely to need more intensive treatments. The selection of appropriate treatment depends on clinician 

preference, client choice and availability of trained and enthusiastic therapists. Effective treatment 

requires a delivery system that has the following three components – organisational support to 

clinical services, well-trained therapists and a repertoire of specific interventions that meet service 

users’ needs. 

5.4 Treatment for problem alcohol use in Ireland

In Ireland, treatment for alcohol problems takes place in a variety of statutory and non-statutory 

settings, including general hospitals, psychiatric hospitals, community-based services and residential 

centres. Since the publication of Planning for the future in 1984, outpatient units have become 

the dominant setting for treating people with problem alcohol use, except for those who require 

complicated detoxification in residential settings or those whose problems are more complex and 

who need more intensive treatments. 

In spite of the shift in emphasis towards outpatient treatment, a sizeable proportion of those with 

alcohol problems still receive treatment in psychiatric units. However, since 1995 there has been 

a notable decrease in the number of admissions with alcohol as the primary diagnosis. According 

to the NPIRS, there were 5,262 alcohol-related discharges in 1995, compared to 2,995 in 2005, 
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representing a decrease of 43% (Figure 5.2). In spite of this reduction, alcohol-related disorders 

were ranked as the third most common reason for admission to Irish psychiatric hospitals in 2005, 

with 14% (2,995) of admissions having alcohol-related disorders as their primary diagnosis (Daly 

et al. 2006). These included 962 first admissions, which accounted for 32% of all alcohol-related 

admissions. Sixty-five per cent were male and 18% (544) had a secondary diagnosis. Depressive 

disorders were the most common secondary diagnosis (44%). There were a further 505 admissions 

with a secondary diagnosis of alcoholic disorder.

Figure 5.2 Number of alcohol-related admissions to psychiatric hospitals reported to the NPIRS, 

1995–2005

Source: NPIRS annual reports 1995–2005

It is now recognised that psychiatric inpatient units are inappropriate for treating the majority of 

people with alcohol problems. This is mirrored in the mental health policy A vision for change, which 

states that ‘individuals whose primary problem is substance abuse and who do not have mental 

health problems will not fall within the remit of mental health services’ (Expert Group on Mental 

Health 2006: 147). Given that there were 2,451 discharges from psychiatric units in 2005 with 

alcohol-related disorders and no co-morbidity, this policy, if adopted, will have serious implications 

for alcohol treatment services in Ireland. 

NDTRS data were used to determine the numbers receiving treatment for problem alcohol use in 

Ireland and also to describe the characteristics of this cohort. Originally set up to record treated 

drug misuse, the scope of the NDTRS was extended in 2004 to include alcohol as it had become 

increasingly evident that alcohol, rather than illicit drugs, was the main problem substance in Ireland, 

and that a large proportion of cases used both alcohol and drugs (Long et al. 2004). In some parts of 

the country, particularly outside Dublin, alcohol and drug treatment services are integrated. A number 

of regional drugs task forces have identified a clear overlap between problem alcohol and drug use 
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and the need for treatment services that can address both substances. The exclusion of alcohol from 

reporting systems leads to an under-estimation of problem substance use and of the workload of 

addiction services. 

For the purpose of the NDTRS, treatment is broadly defined as ‘any activity that aims to ameliorate 

the psychological, medical or social state of individuals who seek help for their drug problems’. For 

the most part, alcohol and drug services in Ireland operate independently of each other. There is 

strong justification for combining both services; polydrug use occurs frequently, especially among 

young people, the clinical and scientific approach to treatment for both substances is similar, and, 

arguably, integrated services make more efficient and effective use of scarce resources. 

The data presented in Table 5.1 indicate that half of all people recorded by the NDTRS in 2004 

and 2005 reported alcohol as their main problem drug. Because, as yet, not all alcohol-treatment 

agencies are participating in the NDTRS, it can be assumed that this figure is an under-estimation of 

the true extent of problem alcohol use in Ireland.

Table 5.1 Number (%) reporting problem substance use to the NDTRS, 2004 and 2005

Alcohol Illicit drugs Licit drugs

2004 5145 (49.9) 4823 (46.8) 346 (3.3)

2005 5527 (49.9) 5220 (47.1) 325 (2.9)

Of those reporting alcohol as their main problem drug in 2004 and 2005, 57% had never previously 

been treated for problem alcohol use. The main settings for treatment were outpatient (52%) and 

inpatient centres (48%). Table 5.2 presents a comparison of socio-economic and demographic 

characteristics between new cases and previously treated cases. The majority of cases receiving 

treatment were male (69.2%). Fifty per cent were under 39 years old and 3% were 18 years of age or 

under. Previously treated cases were more likely to be unemployed and in unstable accommodation. 

It is difficult to interpret whether long-standing alcohol problems lead to social disadvantage or 

whether failure to secure or retain employment and accommodation leads to a greater likelihood of 

developing chronic alcohol problems. 
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Table 5.2 Demographic and socio-economic characteristics of those who reported alcohol as their 

main problem drug, 2004 and 2005

2004 2005

Median age (5th & 95th percentiles) in years

All

New

Previously treated

38 (18–60)

35 (17–59)

42 (21–61) 

39 (19–61)

36 (18–60)

41 (22–60)

Male cases n (%)

All

New

Previously treated

Treatment status not known

3550 (69.2)

1942 (68.7)

1521 (69.8)

97

3823 (69.2)

2210 (68.5)

1561 (70.0)

52

Irish nationality n (%) 

All

New

Previously treated

Treatment status not known

4938 (96.0)

2705 (95.7)

2102 (96.5)

131

5283 (95.6)

3091 (95.8)

2127 (95.3)

65

Cases under 18 years old n (%)

All

New

Previously treated

Treatment status not known

184 (3.6)

151 (5.3)

30 (1.4)

3

139 (2.5)

112 (3.5)

23 (1.0)

4

Cases left school early n (%)*

All 

New

Previously treated

Treatment status not known

704 (13.7)

386 (13.6)

302 (13.9)

16

833 (15.1)

497 (15.4)

331 (14.8)

5

Cases employed n (%)

All

New

Previously treated

Treatment status not known

2001 (38.9)

1222 (43.2)

741 (34.0)

38

2026 (36.7)

1329 (41.2)

678 (30.4)

19

Cases in unstable accommodation n (%)

All

New

Previously treated

Treatment status not known

 441 (8.6)

165 (5.8)

256 (11.7)

20

551 (10.0)

167 (5.2)

370 (16.6)

14

*Under 15 years of age

The average national rate per 10,000 of the 15–64-year-old population reporting alcohol as their main 

problem drug to the NDTRS for 2004 and 2005 was 10.4. There are large discrepancies between 

counties in the incidence of treatment seeking; these can be explained by variations in reporting 

practices. Carlow had the highest incidence of treatment seeking for problem alcohol use, with an 
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average incidence of 41.2, while Mayo had the lowest, with an incidence of 1.3 (Figure 5.3). Coverage 

by the NDTRS of people reporting alcohol as their main problem drug is incomplete in the East and 

West of Ireland, which is reflected in Figure 5.3. It is hoped that this situation will improve from 2007 

onwards, as NDTRS staff are completing a service inventory and are recruiting services which have 

not participated to date. 

Figure 5.3 Average annual incidence of treatment seeking per 10,000 of the 15–64-year-old 

population in Ireland, reported to the NDTRS, 2004–2005 
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treatment for its use in 2005, followed by stimulants, which were used by 9.4%. Of particular concern 

is the increase of 45% between 2004 and 2005 in the number receiving treatment for both cocaine 

and alcohol use. Co-use of alcohol and cocaine leads to the formation of cocaethylene which may 

potentiate the cardiotoxic effects of cocaine or alcohol alone. Additionally, this combination can 

increase the tendency towards violent thoughts and threats, which may lead to an increase of violent 

behaviours (Pennings et al. 2002).

Table 5.3 Use of additional drugs by people receiving alcohol treatment, reported to the NDTRS, 

2004 and 2005

Additional drugs used 2004 n (%) 2005 n (%)

Use of any additional drug 1051 (20.4) 1170 (21.2)

Use of two additional drugs 549 (10.7) 602 (10.9)

Use of three additional drugs 273 (5.3) 316 (5.7)

Total number treated 5145 5527

Cannabis 813 (15.8) 920 (16.6)

Stimulants 508 (9.9) 522 (9.4)

Cocaine 273 (5.3) 397 (7.2)

Hypnotics & Sedatives 96 (1.9) 114 (2.1)

Opiates 108 (2.1) 96 (1.7)

Hallucinogens 36 (0.7) 22 (0.4)

Volatile inhalants 15 (0.3) 8 (0.1)

Others 24 (0.5) 9 (0.2)

Polydrug use presents challenges to drug treatment and monitoring systems that traditionally have 

focused on the use of individual substances. In Ireland there are no official links between alcohol 

and drug treatment services, but in practice many drug services also treat clients with problem 

alcohol use. Polydrug users were more likely to be male and attending treatment for the first time, 

compared to those receiving treatment for alcohol only, but these differences were minor. There was 

a noticeable difference in the age profile of the two groups, with polydrug users being much younger. 

Under-18s accounted for 8.4% of polydrug users, but for just 1.6% of those receiving treatment for 

alcohol only (Figure 5.4).
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Figure 5.4 Characteristics of polydrug users compared to alcohol-only users reported to the 

NDTRS, 2004–2005

Table 5.4 describes the types of treatment received by those with problem alcohol use. Counselling 

was the most common treatment, with approximately four out of five receiving this type of treatment. 

This was followed by medication-free therapy, which was provided to an average of 34.3% of 

treatment users in 2004 and 2005. In the case of alcohol detoxification, there were differences in 

treatment between new and previously treated cases. Detoxification was more prevalent among 

previously treated cases, with 36.5% of these cases receiving detoxification, compared to an average 

of 26.4% of new cases.
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Table 5.4 Type of treatment received by those reporting alcohol as their main problem drug, 

2004 and 2005

Type of treatment received 2004 n (%) 2005 n (%)

Alcohol detoxification

All

New

Previously treated

Treatment status not known

1703 (33.1)

805 (28.5)

841 (38.6)

57

1580 (28.6)

 794 (24.6)

 770 (34.5)

16

Brief intervention

All

New

Previously treated

Treatment status not known

 719 (14.0)

 443 (15.7)

 261 (12.0)

15

1119 (20.2)

 672 (20.8)

 431 (19.3)

16 

Medication-free therapy

All

New

Previously treated

Treatment status not known

1822 (35.4)

1008 (36.1)

 797 (36.6)

 17 

1841 (33.3)

1112 (34.4)

 708 (31.7)

21

Counselling

All

New

Previously treated

Treatment status not known

 

4167 (81.0)

2228 (78.8)

1822 (83.7)

 117

4365 (79.0)

2521 (78.1)

1795 (80.5)

49

Psychiatric treatment

All 

New

Previously treated

Treatment status not known

 220 (4.3)

 107 (3.8)

 105 (4.8)

8

 232 (4.2)

 115 (3.6)

 117 (5.2)

 1

Social and/or occupational integration

All

New

Previously treated

Treatment status not known

 899 (17.5)

 507 (17.9)

 342 (15.7)

50 

 837 (15.1)

 502 (15.6)

 328 (14.7)

 7

Alternative treatment

All

New

Previously treated

Treatment status not known

 0

19 (0.3)

18 (0.6)

 1 (0.0) 
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Ireland has one of the highest levels of alcohol consumption in Europe and, in 2006, 13.36 litres 

of pure alcohol were consumed for every adult aged 15 or over. In spite of its popularity, it should 

be remembered that alcohol is a dangerous drug, and that it is responsible for more harm than 

other psychoactive substances. Alcohol is associated with a range of chronic and acute medical 

conditions, including liver cirrhosis, various cancers, road traffic accidents and suicide. It is the third 

highest risk factor for all burden of disease in developed countries and is estimated to cause the 

deaths of 195,000 people a year in the European Union. 

Alcohol-related harm is very much correlated with alcohol consumption. Alcohol-related morbidity 

peaked in 2002 and alcohol-related mortality in 2001, the two years of highest alcohol consumption 

in Ireland. Problem alcohol use is not confined to any one segment of Irish society. The negative 

effects of alcohol are far reaching and affect men and women and old and young alike. A large 

proportion of young people in Ireland drink, many to the extent of binge drinking. This can impair 

brain development, increase the likelihood of developing alcohol dependency and increase the risk 

of suffering unintentional injuries. The HIPE data show that between 1995 and 2004, 17% of male 

and 25% of female discharges with alcohol-related conditions were aged under 30. While drinking 

alcohol is a matter of individual choice and responsibility, it should also be a matter of collective 

responsibility to limit the harms that arise from its use. 

The data presented in this overview indicate that there is a need for:

The implementation of the recommendations of the Strategic Task Force on Alcohol reports. • 

These reports present a number of evidence-based strategies with a strong public health 

bases to reduce the harms caused by problematic alcohol use. International evidence 

supports alcohol taxation, regulating the physical availability of alcohol and drink-driving 

countermeasures as effective strategies for reducing alcohol consumption and related 

harm. Measures that are considered ineffective include education in schools, public service 

announcements and voluntary regulation by the alcohol industry. These should only be used as 

part of comprehensive strategy to reduce alcohol-related harm. 

A delay in the initiation to drinking among young people. It is important to decrease the easy • 

access and availability of alcohol to young people and to increase the provision of alternative 

alcohol-free social activities. 

Accurate and complete data on the numbers receiving treatment for alcohol use. This involves • 

continued expansion of the NDTRS. It is also important to have accurate data on people being 

treated for problem alcohol use who also have psychiatric co-morbidity, which will be possible 

with the roll-out of the combined NPIRS and COMCAR (Community Care) mental health 

information system. 

Greater integration of alcohol and drug treatment services. One in five people receiving • 

treatment for problem alcohol use also reports problem use of at least one other drug, and this 

is especially common among younger people. 
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Screening and brief intervention to provide early intervention for hazardous or harmful drinkers, • 

to moderate consumption to sensible levels and to eliminate harmful drinking practices. Primary 

care and accident and emergency departments have both been identified as appropriate 

settings for screening and providing brief intervention to those with harmful drinking patterns. 

A strong health promotion campaign to inform and educate women about the dangers of • 

alcohol, especially during pregnancy. 

Data on people with alcohol-related conditions who attend accident and emergency units but • 

are not admitted to hospital in order to determine the real burden of alcohol to hospitals.

Accurate data on alcohol-related deaths, including those where alcohol was a contributory • 

factor. This will soon be feasible as the National Drug-Related Deaths Index (NDRDI) is 

currently being compiled and is collecting data on all alcohol-related deaths from 1998 

onwards. 
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Appendix 1A –  ICD-9-CM codes extracted to calculate alcohol-related 

morbidity 

Code Mental and behavioural disorders due to use of alcohol

291.0 Alcohol withdrawal delirium

291.1 Alcohol amnestic syndrome

291.2 Other alcoholic dementia

291.3 Alcohol withdrawal hallucinations

291.4 Idiosyncratic alcohol intoxication

291.5 Alcoholic jealousy

291.8 Other specified alcoholic psychosis

291.81 Alcohol withdrawal

291.89 Other ‘other specified alcoholic psychosis’

291.9 Unspecified alcohol-induced mental disorders

Dependent use of alcohol

303.0 Acute alcoholic intoxication

303.1 Alcohol dependence syndrome continuous

303.2 Alcohol dependence syndrome episodic

303.3 Alcohol dependence syndrome in remission

303.9 Other and unspecified alcohol dependence

303.00 Acute alcoholic intoxication unspecified

303.01 Acute alcoholic intoxication continuous

303.02 Acute alcoholic intoxication episodic

303.03 Acute alcoholic intoxication in remission

303.90 Other and unspecified alcohol dependence unspecified

303.91 Other and unspecified alcohol dependence continuous

303.92 Other and unspecified alcohol dependence episodic

303.93 Other and unspecified alcohol dependence in remission

Non-dependent use of alcohol

305.0 Alcohol abuse

305.00 Alcohol abuse unspecified

305.01 Alcohol abuse continuous

305.02 Alcohol abuse episodic

305.03 Alcohol abuse in remission
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Alcohol disorders – Other

265.2 Pellagra

357.5 Alcoholic polyneuropathy

425.5 Alcoholic cardiomyopathy

535.30 Alcoholic gastritis with no haemorrhage

535.31 Alcoholic gastritis with haemorrhage

Alcoholic liver disease

571.0 Alcoholic fatty liver

571.1 Alcoholic hepatitis

571.2 Alcoholic cirrhosis of liver

571.3 Alcoholic liver disease, unspecified

Poisoning (E-codes normally reported in conjunction with another diagnosis code)

E860.0 Accidental poisoning by alcohol (alcohol beverages)

E860.9 Accidental poisoning by alcohol (unspecified)

E950.9 Suicide and self-inflicted poisoning by other and unspecified solid and liquid substances

E980.9 Poisoning by other and unspecified solid or liquid substances, undetermined intent

Problems associated with prenatal alcohol use

760.71 Fetal alcohol syndrome

Evidence of alcohol involvement determined by blood alcohol level

790.3 Excessive blood alcohol level of alcohol

Toxic effect of alcohol

980.0 Toxic effect of ethyl alcohol

980.1 Toxic effect of methyl alcohol 

980.2 Toxic effect of isopropyl alcohol

980.3 Toxic effect of fusel oil

980.8 Toxic effect of specified alcohols

980.9 Toxic effect of unspecified alcohol 
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Appendix 1B – Categories of ICD-9-CM alcohol-related morbidity codes

Code Chronic alcohol conditions

291.0 Alcohol withdrawal delirium

291.1 Alcohol amnestic syndrome

291.2 Other alcoholic dementia

291.3 Alcohol withdrawal hallucinations

291.4 Idiosyncratic alcohol intoxication

291.5 Alcoholic jealousy

291.8 Other specified alcoholic psychosis

291.81 Alcohol withdrawal

291.89 Other ‘other specified alcoholic psychosis’

291.9 Unspecified alcohol-induced mental disorders

303.0 Acute alcoholic intoxication

303.1 Alcohol dependence syndrome continuous

303.2 Alcohol dependence syndrome episodic

303.3 Alcohol dependence syndrome in remission

303.9 Other and unspecified alcohol dependence

303.00 Acute alcoholic intoxication unspecified

303.01 Acute alcoholic intoxication continuous

303.02 Acute alcoholic intoxication episodic

303.03 Acute alcoholic intoxication in remission

303.90 Other and unspecified alcohol dependence unspecified

303.91 Other and unspecified alcohol dependence continuous

303.92 Other and unspecified alcohol dependence episodic

303.93 Other and unspecified alcohol dependence in remission

265.2 Pellagra

357.5 Alcoholic polyneuropathy

425.5 Alcoholic cardiomyopathy

535.30 Alcoholic gastritis with no haemorrhage

535.31 Alcoholic gastritis with haemorrhage

Alcoholic related liver disease and cirrhosis

571.0 Alcoholic fatty liver

571.1 Alcoholic hepatitis

571.2 Alcoholic cirrhosis of liver

571.3 Alcoholic liver disease, unspecified
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Acute conditions

305.0 Alcohol abuse

305.00 Alcohol abuse unspecified

305.01 Alcohol abuse continuous

305.02 Alcohol abuse episodic

305.03 Alcohol abuse in remission

E860.0 Accidental poisoning by alcohol (alcohol beverages)

E860.9 Accidental poisoning by alcohol (unspecified)

E950.9 Suicide and self-inflicted poisoning by other and unspecified solid and liquid substances

E980.9 Poisoning by other and unspecified solid or liquid substances, undetermined intent

790.3 Excessive blood alcohol level of alcohol

980.0 Toxic effect of ethyl alcohol

980.1 Toxic effect of methyl alcohol 

980.2 Toxic effect of isopropyl alcohol

980.3 Toxic effect of fusel oil

980.8 Toxic effect of specified alcohols

980.9 Toxic effect of unspecified alcohol 

Problems associated with prenatal alcohol use

760.71 Fetal alcohol syndrome



Appendices

93Alcohol and Drug Research Unit

Appendix 2A –  ICD-9-WHO codes extracted to measure alcohol-related 

mortality 

Code Mental and behavioural disorders due to use of alcohol

291 Alcohol psychoses

291.0 Alcohol withdrawal delirium

291.1 Alcohol-induced persisting amnestic disorder

291.2 Alcohol-induced persisting dementia

291.3 Alcohol-induced psychotic disorder with hallucinations

291.4 Idiosyncratic alcohol intoxication

291.5 Alcohol-induced psychotic disorder with delusions

291.8 Other specified alcohol-induced mental disorders

291.9 Unspecified alcohol-induced mental disorders

303 Alcohol dependence syndrome

303.0 Acute alcoholic intoxication

303.9 Other and unspecified alcohol dependence

305.0 Alcohol abuse

Alcohol disorders –Other

357.5 Alcoholic polyneuropathy

425.5 Alcoholic cardiomyopathy

535.3 Alcoholic gastritis

265.2 Pellagra

Alcoholic liver disease

571.0 Alcoholic fatty liver

571.1 Alcoholic hepatitis

571.2 Alcoholic cirrhosis of liver

571.3 Alcoholic liver disease, unspecified

Poisoning

E860.0 Accidental poisoning by alcohol (alcohol beverages)

E860.9 Accidental poisoning by alcohol (unspecified)

E950.9 Suicide and self-inflicted poisoning by other and unspecified solid and liquid substances

E980.9 Poisoning by other and unspecified solid or liquid substances, undetermined intent

Problems associated with prenatal alcohol use

760.71 Fetal alcohol syndrome

Evidence of alcohol involvement determined by blood alcohol level

790.3 Excessive blood alcohol level of alcohol

Toxic effect of alcohol

980.0 Toxic effect of ethyl alcohol

980.9 Toxic effect of unspecified alcohol 
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Appendix 2B –  Categories of ICD-9-WHO alcohol-related mortality codes

291 Alcohol psychoses

291.0 Alcohol withdrawal delirium

291.1 Alcohol-induced persisting amnestic disorder

291.2 Alcohol-induced persisting dementia

291.3 Alcohol-induced psychotic disorder with hallucinations

291.4 Idiosyncratic alcohol intoxication

291.5 Alcohol-induced psychotic disorder with delusions

291.8 Other specified alcohol-induced mental disorders

291.9 Unspecified alcohol-induced mental disorders

303 Alcohol dependence syndrome

303.0 Acute alcoholic intoxication

303.9 Other and unspecified alcohol dependence

305.0 Alcohol abuse

357.5 Alcoholic polyneuropathy

425.5 Alcoholic cardiomyopathy

Alcoholic-related liver disease and cirrhosis

571.0 Alcoholic fatty liver

571.1 Alcoholic hepatitis

571.2 Alcoholic cirrhosis of liver

571.3 Alcoholic liver disease, unspecified

Acute conditions

980.0 Toxic effect of ethyl alcohol

980.9 Toxic effect of unspecified alcohol 

790.3 Excessive blood alcohol level of alcohol

E860.0 Accidental poisoning by alcohol (alcohol beverages)

E860.9 Accidental poisoning by alcohol (unspecified)

E950.9 Suicide and self-inflicted poisoning by other and unspecified solid and liquid substances

E980.9 Poisoning by other and unspecified solid or liquid substances, undetermined intent

Problems associated with prenatal alcohol use

760.71 Fetal alcohol syndrome
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