Torbay Health & Wellbeing Board

Priority 8 — Reduce alcohol consumption

This paper provides a brief overview of alcohol consumption in Torbay.

Most people who have alcohol-related health problems aren’t dependent on alcohol. They're
simply people who have regularly drunk more than the recommended levels for some years.
Alcohol’'s hidden health harms usually only emerge after a number of years. And by then, serious
health problems can have developed.

Liver problems, reduced fertility, high blood pressure, increased risk of various cancers and heart
attack are some of the numerous harmful effects of regularly drinking more than the recommended

levels.

Understanding and quantifying patterns of alcohol consumption in the population is challenging.

What do we know?

e Modelled estimates suggest a lower proportion of Torbay’s over 16 population binge drink
(18.0%) compared to the England average (20.1%) (2007/08 data from the 2012/13 JSNA).
Binge drinking is defined as consuming eight or more units in a single session for men and six
or more for women.

¢ Information recorded through A&E attendances, does not facilitate alcohol specific analysis of
attendances.

¢ One measure of alcohol consumption is the measure of alcohol attributable hospital admissions.

Alcohol attributable hospital admissions in Torbay
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we might expect the rate of alcohol related admissions to continue to increase under current
methodology.
Mental and behavioural disorders due to use of alcohol (ICD10 F10) account for over 80% of

alcohol specific admissions; equivalent to an age standardised rate of some 715 per 100,000.

Hypertensive disease represents the largest disease burden within the alcohol related admissions.
With a gap between those managed in primary care, and the estimated prevalence, we may
expect more people to enter hospital with hypertensive diseases, which may inadvertently increase

the overall rate of alcohol attributable admissions.

Table 1: Top three diseases by specific and related alcohol admission, 2010/13 annual average.

Alcohol specific admission (AAF = 1) Count Rate (DSR) The gap In hypertensmn prevalence and
Overall AAF = 1 1,200 246 those managed in primary care by locality
Mental and behavioural disorders due 1000 715 within the CCG is shown in figure 5.
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