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• Nos dernières campagnes (tabac, alcool, festif)

• La législation et les plans

• Déterminants du tabagisme

• Politiques de prévention (tabac, puis alcool)

• Exemples d’interventions auprès des jeunes : 

SFP, HSPP, SFT, Unplugged, SHAHRP

• Les campagnes médiatiques

• L’implication de l’industrie

Plan
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Exemple de dernières 
campagnes
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MESSAGES D’ADIEU (2014)

• Le tabac tue une personne sur deux


• Scènes dans un hôpital, lits vides, personnes 
décédées, messages d’adieu à sa femme, et à ses 
enfants


• Homme : https://www.dailymotion.com/video/
x2lo3aq


• Femme : https://www.dailymotion.com/video/
x2lo3ah
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 Ça suffit !

Non, la santé ne se construit pas sur la peur et la terreur émotionnelle ! 

1078 signatures
https://www.change.org/p/les-spots-de-prévention-malveillants-ça-suffit

https://www.dailymotion.com/video/x2lo3aq

https://www.change.org/p/les-spots-de-pr%C3%A9vention-malveillants-%C3%A7a-suffit
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TABAC

 
ÉTUDES ET ENQUÊTES  

 
OCTOBRE 2019

EFFICACITÉ DE MOIS SANS TABAC 2016 ET SUIVI  
À 1 AN DES INDIVIDUS AYANT FAIT UNE TENTATIVE 
D’ARRÊT, À PARTIR DU BAROMÈTRE DE SANTÉ 
PUBLIQUE FRANCE 2017

RÉSUMÉ
En octobre 2016, Santé publique France a lancé la 
première opération Mois sans tabac, qui propose aux 
fumeurs le défi d’arrêter de fumer pendant 30 jours 
au mois de novembre. L’évaluation d’efficacité de ce 
dispositif de marketing social repose sur les don-
nées du Baromètre de Santé publique France 2017, 
enquête aléatoire menée par téléphone auprès de 
25 319 individus, dont 6 341 fumeurs quotidiens au 
lancement de Mois sans tabac 2016. Les répondants 
au Baromètre de Santé publique France 2017 ayant 
fait une tentative d’arrêt du tabac au dernier trimestre 
2016, qu’ils soient fumeurs ou ex-fumeurs en 2017, 
ont fait l’objet d’un rappel 1 an plus tard, pour étudier 
leur comportement tabagique à plus long terme.

D’après des premiers résultats publiés en 2018, près 
d’un fumeur quotidien sur six (15,9 % [14,9-17,1]) a 
déclaré avoir fait une tentative d’arrêt du tabac d’au 
moins 24 heures au dernier trimestre 2016. Parmi 
eux, près d’un sur cinq (18,4 % [15,5-21,3]) attribuait 
cette tentative d’arrêt à l’opération Mois sans tabac, 
ce qui représente environ 380 000 tentatives d’arrêt 
liées à Mois sans tabac en 2016.

Les présentes analyses montrent que le fait d’avoir 
entendu parler de Mois sans tabac est associé à la réa-
lisation d’une tentative d’arrêt d’au moins 24 heures 
au dernier trimestre 2016 (OR = 1,3 [1,1-1,6] ; p < 0,01), 
d’une tentative d’arrêt d’au moins 30 jours (OR = 2,0 
[1,3-2,9] ; p < 0,001) et au fait d’être abstinent au 
moment de l’appel en 2017 (OR = 2,4 [1,4-4,2] ; p < 0,01). 
Une relation dose-effet entre fréquence d’exposition à 
la campagne (hebdomadaire, quotidienne) et tentative 

d’arrêt est observée, qui s’explique principalement 
par le nombre de sources d’exposition (parmi la télé-
vision, la radio, l’affichage, la presse, internet et les 
réseaux sociaux). Alors que certains publics priori-
taires (ouvriers, chômeurs) ont un moins bon souve-
nir du dispositif, l’impact de l’exposition déclarée à la 
campagne sur les tentatives d’arrêt du tabac semble 
avoir été plus important pour ces cibles, n’entraînant 
ainsi pas de différence d’impact global sur les tenta-
tives d’arrêt selon le niveau socio-économique.

Enfin, parmi les fumeurs au lancement de Mois sans 
tabac 2016 ayant fait une tentative d’arrêt au dernier 
trimestre, 6 % à 10 % d’entre eux étaient abstinents 
depuis au moins 1 an en 2018, résultat cohérent avec 
les données de la littérature sur l’abstinence à long 
terme suite à une tentative d’arrêt. Il n’y avait pas 
de différence selon les principales caractéristiques 
sociodémographiques.

L’ensemble de ces résultats démontre l’efficacité de 
l’opération Mois sans tabac 2016. Au-delà du seul 
nombre d’inscrits, cette étude permet d’avoir une 
vision globale de l’impact de ce dispositif de mar-
keting social, au plus proche de l’objectif de santé 
publique, à savoir inciter les fumeurs à arrêter de 
fumer, quelles que soient les modalités qu’ils choi-
sissent pour y parvenir. 

INTRODUCTION
L’opération Mois sans tabac, lancée pour la pre-
mière fois en France en 2016 par Santé publique 
France, est inspirée du programme britannique 

EFFICACITÉ DE MOIS SANS TABAC 2016 ET SUIVI À 1 AN DES INDIVIDUS AYANT FAIT UNE TENTATIVE D’ARRÊT,  
À PARTIR DU BAROMÈTRE DE SANTÉ PUBLIQUE FRANCE 2017 3

SANTÉ PUBLIQUE FRANCE / OCTOBRE 2019

Les fumeurs et ex-fumeurs interrogés dans le 
Baromètre de Santé publique France 2017 et ayant 
déclaré avoir fait une tentative d’arrêt ou ayant 
arrêté de fumer au dernier trimestre 2016 se sont 
vu proposer d’être rappelés 6 mois plus tard dans 
l’objectif d’exercer un suivi de leurs comportements 
tabagiques. Dans les faits, le rappel s’est déroulé 1 an 
plus tard, en 2018, lors du mois où avait été réalisé 
le premier entretien dans le cadre du Baromètre de 
Santé publique France 2017.

Sur les 1 034 individus ayant déclaré avoir fait une 
tentative d’arrêt ou ayant arrêté de fumer au der-
nier trimestre 2016, 1001 se sont vu proposer d’être  
rappelés 6 mois plus tard3 [9], 838 ont accepté de 
communiquer leurs coordonnées pour être rappelés 
et 571 ont finalement répondu au questionnaire de 
suivi dans son intégralité en 2018 (Figure 2).

3. Les 33 individus interrogés après deux refus successifs, suite à la propo-
sition d’un incitatif financier à répondre, ne se sont pas vu proposer d’être 
rappelés 6 mois plus tard.

FIGURE 1 | Schéma de l’étude

Octobre -
Décembre 2016
Mois sans Tabac

      
      

Janvier – Juillet 2017

Baromètre de Santé
publique France 2017

Janvier – Juillet 2017

Baromètre de Santé
publique France 2017

      

          
    

  Janvier – Juillet 2018

Rappel à 1 an

Janvier – Juillet 2018

Rappel à 1 an

        

        

FIGURE 2 | Diagramme de flux du rappel à 1 an des individus interrogés dans le Baromètre de Santé publique 
France 2017 ayant fait une tentative d’arrêt au dernier trimestre 2016

Fumeurs quotidiens au lancement de Mois sans tabac 2016  
ayant fait une tentative d’arrêt d’au moins 24 heures  

au dernier trimestre 2016  
(N = 1 034) 

Individus à qui le rappel à 1 an a été proposé  
(N = 1 001)

Individus ayant accepté de communiquer leurs coordonnées 
(N = 838)

Individus ayant complété le questionnaire de suivi à 1 an  
(N = 571)

Individus exclus du suivi à 1 an,  
ayant bénéficié d’un incitatif financier pour répondre  

au Baromètre de Santé publique France 2017  
(N = 33)
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EVALUATION MOIS SANS TABAC 2016

 

• Baromètre santé 2017, un échantillon aléatoire de 18-75 
ans


• 25 319 personnes interviewées par Ipsos entre le 5 janvier 
et le 18 juillet 2017

• Taux de participation : 48,5%

• Population étudiée : fumeurs quotidiens au lancement  de 
Mois sans tabac (N = 6 341)

Guignard R, Richard J-B, Pasquereau A, Andler Rl, Arwidson P, Smadja O, et al. Quit attempts 
in the last quarter of 2016 and relation with Mois sans tabac: first results from the 2017 Health 
Barometer. Bulletin épidémiologique hebdomadaire. 2018;14-15:208-303.
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MOIS SANS TABAC

• 15.9% des fumeurs au moment du début de Mois sans 
tabac [14.9%-17.1%] ont fait une tentative d’arrêt au 
cours du dernier trimestre 2016, soit 2 millions de 
personnes, 

• 18.4% d’entre eux [15.5%-21.3%], soit 380 000 
personnes, reported ont déclaré que leur tentative 
d’arrêt du tabac était lié à Mois sans tabac

• Les fumeurs qui ont fait une tentative d’arrêt qui ont fait 
une tentative d’arrêt en relations avec MST ont plus 
souvent utilisé une aide extérieure (67 % vs 43 %).


Guignard R et al Bulletin épidémiologique hebdomadaire. 2018;14-15:208-303.
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EFFET DOSE TENTATIVES D’ARRÊT / EXPOSITION

 

Odds-ratios [95% IC] régression logistique ajustée sur le gendre, l’âge, éducation, 
professions and taille de la ville (N=6081)

• Recall of Mois sans tabac was associated with QA in the last quarter of 2016 and with 
cessation in 2017, and odds-ratios increase with the frequency of exposure.

• Sensitivity analysis (QA 24 hours): among smokers in 2017, adjustment for level of 
dependence (HSI), attitudes towards quitting and self-efficacy does not change the 
relation with recall (yes/no), but only a daily frequency of exposure remains significant.

TA 24 heures TA 7 jours TA 30 jours Cessation en 2017

Rappel (Oui 
vs Non)

1.3 [1.1-1.6]

**

1.6 [1.2-2.1]

***

2.0 [1.3-2.9]

***

2.4 [1.4-4.2]

**

Frequence 
(ref=jamais

Moins  d’une 
fois par 

semaine 

1.0 [0.8-1.4] 1.3 [0.9-1.9] 1.7 [1.0-2.9]

*

2.1 [1.1-4.2]

*

Une fois par 
semaine

1.3 [1.1-1.7]

*

1.6 [1.2-2.1]

**

1.9 [1.2-2.9]

**

2.3 [1.3-4.2]

**

Quotidien 1.4 [1.1-1.8]

**

1.8 [1.3-2.4]

***

2.1 [1.4-3.2]

***

2.5 [1.4-4.5]

**
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UN AN APRÈS

 

• Enfin, parmi les fumeurs au lancement de Mois sans tabac 2016 ayant fait 
une tentative d’arrêt au dernier trimestre, 


• 6 % à 10 % d’entre eux étaient abstinents depuis au moins 1 an en 2018, 


• résultat cohérent avec les données de la littérature sur l’abstinence à long 
terme suite à une tentative d’arrêt. 


• Il n’y avait pas de différence selon les principales caractéristiques 
sociodémographiques. 


• Mesure de l’impact économique de la stratégie de lutte contre le tabac 
confié à l’OCDE depuis 2015 (2021-2022)
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UN MILLION DE FUMEURS QUOTIDIENS EN MOINS (ENTRE 
2016 AND 2017)

+ 2,8 points jamais fumeurs

- 2,5 points fumeurs quotidiens

- 0,8 points fumeurs occasionnels

Pasquereau A et al BEH. 2018;14-15:265-73
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CAMPAGNE ALCOOL
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CAMPAGNE ALCOOL
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CAMPAGNES ALCOOL
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CAMPAGNE ALCOOL
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CAMPAGNE ALCOOL
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CAMPAGNES ALCOOL
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AMIS AUSSI LA NUIT (2019 - 2020)
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AMIS AUSSI LA NUIT (2019 - 2020)
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AMIS AUSSI LA NUIT (2019 - 2020)
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Prendre soin de ses amis,
c’est le faire aussi la nuit.

Tu peux dire à ton pote
« Arrête ton mytho »
mais pas « Arrête de
boire » ?

Alcool, plus d’infos sur le compte :
Amis aussi la nuit.D

T0
21

81
19

A



Législation
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La courbe de John Mark
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Conventions des Nations unies dont la 
France est signataire (Conventions de 
1961, 1971, 1988) 


Evaluation du potentiel d’abus et de 
dépendance et des risques pour la 
santé publique, au regard de son 
éventuel intérêt thérapeutique.


Objectif : limiter l’usage des stupéfiants 
et des psychotropes aux seules fins 
médicales et scientifiques et d’encadrer 
leur utilisation


http://www.unodc.org/unodc/en/

Conventions internationales

Les Conventions  
internationales relatives  
au contrôle des drogues

NATIONS UNIES

Convention unique sur les stupé!ants de 1961  
telle que modi!ée par le Protocole de 1972 

Convention de 1971 sur les substances psychotropes

Convention des Nations Unies contre le tra!c illicite  
de stupé!ants et de substances psychotropes de 1988

http://www.drogues.gouv.fr/nc/lexique/mot/abus/lettre/a/index.html
http://www.drogues.gouv.fr/nc/lexique/mot/dependance/lettre/d/index.html
http://www.drogues.gouv.fr/nc/lexique/mot/risques/lettre/r/index.html
http://www.drogues.gouv.fr/nc/lexique/mot/the/lettre/t/index.html
http://www.unodc.org/unodc/en/commissions/CND/conventions.html
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Drogues illicites 

(www.drogues.gouv.fr)


Les sanctions réellement prononcées varient grandement. En effet, les magistrats tiennent 
compte de la situation personnelle de l’usager et disposent de nombreuses options pénales.


Les peines principales


Article L3421-1
Modifié par LOI n° 2019-222 du 23 mars 2019 - art. 71 (V)

L'usage illicite de l'une des substances ou plantes classées comme 
stupéfiants est puni d'un an d'emprisonnement et de 3750 euros d'amende.


Pour le délit prévu au premier alinéa du présent article, y compris en cas de 
récidive, l'action publique peut être éteinte, dans les conditions prévues aux 
articles 495-17 à 495-25 du code de procédure pénale, par le versement 
d'une amende forfaitaire d'un montant de 200 €. Le montant de l'amende 
forfaitaire minorée est de 150 € et le montant de l'amende forfaitaire 
majorée est de 450 €.


http://www.drogues.gouv.fr
https://www.legifrance.gouv.fr/loda/id/LEGIARTI000038262626/2019-03-25/


28

La loi Evin qui ne prohibe pas la publicité des 
boissons alcooliques l’encadre strictement quant à 
son contenu et à son support.


Ainsi, la publicité en faveur des boissons 
alcoolisées, dont la fabrication et la vente ne sont 
pas interdites, est autorisée sur les supports prévus 
à l’article L.3323-2 du Code de la santé publique. 


Alcool et publicité 

(www.drogues.gouv.fr)


http://www.drogues.gouv.fr/nc/lexique/mot/loi/lettre/l/index.html
http://www.legifrance.gouv.fr/affichCodeArticle.do;jsessionid=FBA12271C54C64DEE19F2A06299AB23F.tpdjo10v_2?idArticle=LEGIARTI000006688011&amp;cidTexte=LEGITEXT000006072665&amp;dateTexte=20090619
http://www.drogues.gouv.fr
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L’article 97 de la loi du 21 juillet 2009 portant réforme de l’hôpital et 
relative aux patients, à la santé et aux territoires (dite HPST), modifie 
l’article L3323-2 du code de la santé publique afin d’autoriser la 
publicité en faveur de l’alcool sur internet, qui ne figurait pas à la 
liste limitative des supports autorisés par la loi Evin.

Pour autant, l'article L3323-2 qui autorise la publicité ou la propagande 
« sur les services de communications en ligne », sous réserve 
qu’elle ne soit pas intrusive, exclut toute publicité en faveur des 
produits alcooliques sur les sites destinés à la jeunesse, dédiés au 
sport et/ou à l'activité physique. 


Comme pour tous les autres supports autorisés, la publicité sur internet 
doit contenir un message sanitaire « L'abus d'alcool est dangereux pour 
la santé » dont le contenu doit être encadré. 

Alcool et publicité 

(www.drogues.gouv.fr)


http://www.legifrance.gouv.fr/jopdf/common/jo_pdf.jsp?numJO=0&amp;dateJO=20090722&amp;numTexte=1&amp;pageDebut=12184&amp;pageFin=12244
http://www.legifrance.gouv.fr/jopdf/common/jo_pdf.jsp?numJO=0&amp;dateJO=20090722&amp;numTexte=1&amp;pageDebut=12184&amp;pageFin=12244
http://www.legifrance.gouv.fr/jopdf/common/jo_pdf.jsp?numJO=0&amp;dateJO=20090722&amp;numTexte=1&amp;pageDebut=12184&amp;pageFin=12244
http://www.drogues.gouv.fr/nc/lexique/mot/ligne/lettre/l/index.html
http://www.drogues.gouv.fr/nc/lexique/mot/abus/lettre/a/index.html
http://www.drogues.gouv.fr
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La loi n°91-32 du 10 janvier 1991 dite loi Evin 
énonce ainsi que « toute propagande ou 
publicité, directe ou indirecte, en faveur du 
tabac ou des produits du tabac ainsi que 
toute distribution gratuite sont interdites 
» (article 3 de la loi n°91-32 du 10 janvier 
1991 et article L3511-3 du code de la santé 
publique).


Tabac et publicité 

(www.drogues.gouv.fr)


http://www.drogues.gouv.fr/nc/lexique/mot/loi/lettre/l/index.html
http://www.legifrance.gouv.fr/affichTexte.do?cidTexte=LEGITEXT000006077071&dateTexte=20090902
http://www.drogues.gouv.fr/nc/lexique/mot/tabac/lettre/t/index.html
http://www.legifrance.gouv.fr/affichCodeArticle.do?cidTexte=LEGITEXT000006072665&idArticle=LEGIARTI000006688210&dateTexte=20090922
http://www.drogues.gouv.fr


31

Un paquet banalisé 
La mise en place du paquet de cigarettes neutre a été votée 
dans la loi de modernisation de notre système de santé, 
article 27 et est entrée en vigueur le 20 mai 2016. Il vise à 
rendre moins attractifs les conditionnements aux yeux des 
jeunes non consommateurs. Des avertissements à caractère 
sanitaire renforcés


Tabac et publicité 

(www.drogues.gouv.fr)

https://www.legifrance.gouv.fr/affichTexteArticle.do;jsessionid=6B7D4EEAA4D75A079EBE2AF4ED0C223A.tpdila14v_2?idArticle=JORFARTI000031913039&cidTexte=JORFTEXT000031912641&dateTexte=29990101&categorieLien=id
http://www.drogues.gouv.fr
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Les avertissements et photographies apposés sur les paquets 
couvrent désormais 65% de la surface (au lieu de 40%) de 
ceux-ci et un pictogramme destiné aux femmes enceintes est 
également présent.


Quatorze images en couleurs illustrent les avertissements 
sanitaires écrits à présents depuis plusieurs années sur les 
paquets.


En outre, deux avertissements sanitaires textuels (l’un intitulé 
« Fumer tue » et l’autre intitulé « La fumée du tabac contient 
plus de 70 substances cancérigènes ») ont également été 
ajoutés sur les faces latérales des conditionnements.

Tabac et publicité 

(www.drogues.gouv.fr)


http://www.drogues.gouv.fr
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La loi de modernisation de notre système de santé du 26 janvier 2016 
et l’Ordonnance n° 2016-623 du 19 mai 2016 portant transposition de 
la directive 2014/40/UE sur la fabrication, la présentation et la vente 
des produits du tabac et des produits connexes


Publicité 
Tout comme pour le tabac « La propagande ou la publicité, directe ou 
indirecte, en faveur des produits du vapotage est interdite » (article L. 
3513-4 du code de santé publique), qu’ils contiennent de la nicotine 
ou non.


Protéger les plus jeunes 
La vente de produits de vapotage est interdite aux mineurs de moins 
de 18 ans et le vendeur doit exiger du client qu'il établisse la preuve 
de sa majorité (article L 3513-5 du code de santé publique).

La cigarette électronique

(www.drogues.gouv.fr)


https://www.legifrance.gouv.fr/affichTexte.do?cidTexte=JORFTEXT000031912641&categorieLien=id
https://www.legifrance.gouv.fr/affichTexteArticle.do;jsessionid=CA5442427FE70F52C70B816BB6346314.tpdila16v_2?cidTexte=JORFTEXT000032547462&idArticle=LEGIARTI000032548446&dateTexte=20160520&categorieLien=id#LEGIARTI000032548446
https://www.legifrance.gouv.fr/affichCodeArticle.do;jsessionid=9E25C1D303D72F522E3C045EC91098F8.tpdila16v_2?cidTexte=LEGITEXT000006072665&idArticle=LEGIARTI000032549218&dateTexte=20170405&categorieLien=cid#LEGIARTI000032549218
https://www.legifrance.gouv.fr/affichCodeArticle.do;jsessionid=9E25C1D303D72F522E3C045EC91098F8.tpdila16v_2?cidTexte=LEGITEXT000006072665&idArticle=LEGIARTI000032549218&dateTexte=20170405&categorieLien=cid#LEGIARTI000032549218
https://www.legifrance.gouv.fr/affichCodeArticle.do?idArticle=LEGIARTI000032549220&cidTexte=LEGITEXT000006072665&dateTexte=20160815
http://www.drogues.gouv.fr
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21
ITC France National Report (2006-2012) 

Health Warning Labels
In October 2003, cigarette packs in France became required by law to have text-based health warning labels on 30% 
of the front and 40% of the back. This same requirement was implemented 1 year later (October 2004) on roll-your-
own tobacco. In April 2010, the law was amended, requiring cigarette packs in France to display pictorial health 
warnings on 40% of the back of the pack, while maintaining the required text-based warnings on 30% of the front 
(not including borders). The change to require pictorial warnings on cigarette packs became effective as of April 20th, 
2011 for manufactured cigarettes, and 1 year later (April 2012) for roll-your-own tobacco.

Fourteen pictorial warnings in total have been selected from the European Commission library of 42 images. Packs 
are required to have one of two general text health warnings on the front of the pack and one of 14 pictorial warnings 
on the back of the pack (see Figure 1 for examples of France’s current text and pictorial warnings). Warning labels 
include graphic images of the effects of tobacco use on the body, including diseased organs, mouth and throat, as 
well as lived experience such as impotence, the effects of secondhand smoke on children, and the harms of tobacco 
smoke as they relate to pregnant women. The text health warnings on the front of the pack have not changed since 
2003. To view the full set of France’s current pictorial health warnings, see  
http://www.sante.gouv.fr/avertissements-sanitaires-graphiques.html.

Article 11 of the FCTC recommends that warnings cover at least 50% of the principal display areas of the package 
(i.e., both the front and back), but at a minimum must cover at least 30% of the principal display areas. The Article 
11 Guidelines, which were later adopted in 2008, recommend further strengthening the warning labels by including 
image-based warnings on at least 50% of the front and back of the pack. In this regard, France meets its requirements 
under the FCTC Article 11, while falling short of the recommendations in the Article 11 Guidelines as pictorial warnings 
currently do not appear on the front of the pack and at the top.

France will increase the size of it’s pictorial health warnings to 65% of the front and back of RYO and cigarette packs 
as of May 20, 2016 as required by the EU Directive. In addition, a new pictogram will be introduced during 2015 that 
will recommend pregnant women to not smoke. 

Figure 1. Examples of France’s current text and pictorial health warnings on cigarette packages (2011 – present)

France falls short of the recommendations in the Article 11 Guidelines as pictorial 
warnings currently do not appear on the front of the pack and at the top.



Les plans
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mise en ligne le 8 janvier 2019 
sur le site 

www.drogues.gouv.fr
voir cours Nicolas Prisse le 7 

janvier 2021
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PLAN NATIONAL DE 
MOBILISATION CONTRE 

LES ADDICTIONS

2018 – 2022

Alcool, Tabac, Drogues, Ecrans

http://www.drogues.gouv.fr
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1. Eclairer pour responsabiliser

2. Protéger l’enfant à naître de l’exposition aux 

substances psychoactives pendant la grossesse 
et améliorer les prises en charge 


3. Faire grandir nos enfants dans un 
environnement protecteur 


4. Promouvoir le bien-être et la réussite des jeunes 

5. Faire de la lutte contre les conduites addictives 

une priorité de la santé au travail 

Axe 1 : Une prévention pour tous 

et tout au long de la vie


(www.drogues.gouv.fr)


http://www.drogues.gouv.fr


PNRT puis PNLT
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PROGRAMME NATIONAL DE LUTTE  
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Le programme national de lutte contre le tabac 
définit des ambitions à l’horizon 2032  

 
 
 

D’ici 2020, abaisser à moins de 24 % la part des fumeurs quotidiens chez les 18-75 
ans. 
 

 
 
 

D’ici 2022, abaisser à moins de 22 % la part des fumeurs quotidiens chez les 18-75 
ans. 
D’ici 2022, abaisser à moins de 20 % la part des fumeurs quotidiens chez les 
adolescents de 17 ans. 

 
 
 

D’ici 2027, abaisser à moins de 16 % la part des fumeurs quotidiens chez les 18-75 
ans, soit cinq millions de fumeurs en moins par rapport à 2017. 
 
 
 
 
 
 
 
 

  

2020
  

D’ici 2032, que les enfants nés depuis 2014 
deviennent la première génération d’adultes non-
fumeurs (<5% de fumeurs). 
 
 

 

Objectif 
2032 

2027 

2022
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Les évolutions temporelles entre 2014 et 2019, ainsi 
que les évolutions observées entre 2018 et 2019 ont 
été testées statistiquement au moyen du test du 
Chi2 de Pearson avec correction de second ordre de 
Rao-Scott pour tenir compte du plan de sondage. Les 
évolutions observées entre 2014 et 2019 sont repré-
sentées graphiquement, celles entre 2018 et  2019 
sont mentionnées dans le texte. Les estimations et 
évolutions sur les années précédentes ainsi que les 
méthodologies des enquêtes en question sont détail-
lées dans des publications dédiées 2,8,11-13.

Résultats

Situation en 2019 et évolution par rapport à 2014

En 2019, 30,4% des personnes âgées de 18 à 75 ans 
déclaraient fumer du tabac, 34,6% des hommes 
et 26,5% des femmes (p<0,001). La prévalence du 
tabagisme quotidien s’élevait à 24,0%, 27,5% parmi 
les hommes et 20,7% parmi les femmes (p<0,001). 
La prévalence du tabagisme occasionnel s’éle-
vait à 6,4%, 7,1% parmi les hommes et 5,8% parmi 
les femmes (p<0,05).

En 2019, les personnes de 76-85 ans ont également 
été interrogées (N=741). Dans cette tranche d’âge, la 
prévalence du tabagisme n’était plus que de 5,4% 
et de 4,8% pour le tabagisme quotidien. La préva-
lence du tabagisme parmi les 18-85 ans était ainsi de 
28,7%, et 22,6% déclaraient fumer quotidiennement.

Entre 2018 et 2019, les variations de la prévalence du 
tabagisme et du tabagisme quotidien n’étaient pas 
signi"catives globalement parmi les personnes âgées 
de 18 à 75 ans. En distinguant selon le sexe, les pré- 
valences s’avéraient stables parmi les hommes, alors 

que chez les femmes, la prévalence du  tabagisme 
diminuait de 28,9% à 26,5% (p<0,05) et celle du taba-
gisme quotidien de 22,9% à 20,7% (p<0,05) en un an.

Entre 2014 et 2019, la prévalence du tabagisme a 
diminué de 3,9 points (-11%), passant de 34,3% 
à  30,4%. Une baisse de 4,5 points (-16%) était 
observée pour la prévalence du tabagisme quoti-
dien, passant en 5 ans de 28,5% à 24,0% (tableau). 
Cette diminution de prévalence du tabagisme 
quotidien était observée pour les deux sexes, avec 
5,4 points de baisse (32,9% à 27,5%) chez les 
hommes et 3,7 points de baisse (24,4% à 20,7%) 
chez les femmes ("gure 1). La prévalence des ex- 
fumeurs est restée stable entre 2014 et 2019 (31,9%). 
En"n, la part de personnes déclarant n’avoir jamais 
fumé a augmenté de 33,7% à 37,7% sur la période 
("gure 2).

L’analyse de la prévalence du tabagisme quotidien 
par tranche d’âge ne montrait aucune évolution signi-
"cative entre 2018 et 2019 et révélait des baisses 

Tableau

Prévalence du tabagisme et du tabagisme quotidien  
parmi les 18-75 ans, France, évolution 2014-2018-2019

  Fumeurs
%

Fumeurs quotidiens
%

2014 34,3 28,5

2018 32,0 25,4

2019 30,4 24,0

Évolution 2018-2019 NS NS

Évolution 2014-2019 <0,001 <0,001

Sources : Baromètres de Santé publique France 2014, 2018 et 2019.
NS : non significatif.

Figure 1

Prévalence du tabagisme quotidien selon le sexe parmi les 18-75 ans, France. Évolution 2014-2019
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Les évolutions temporelles entre 2014 et 2019, ainsi 
que les évolutions observées entre 2018 et 2019 ont 
été testées statistiquement au moyen du test du 
Chi2 de Pearson avec correction de second ordre de 
Rao-Scott pour tenir compte du plan de sondage. Les 
évolutions observées entre 2014 et 2019 sont repré-
sentées graphiquement, celles entre 2018 et  2019 
sont mentionnées dans le texte. Les estimations et 
évolutions sur les années précédentes ainsi que les 
méthodologies des enquêtes en question sont détail-
lées dans des publications dédiées 2,8,11-13.

Résultats

Situation en 2019 et évolution par rapport à 2014

En 2019, 30,4% des personnes âgées de 18 à 75 ans 
déclaraient fumer du tabac, 34,6% des hommes 
et 26,5% des femmes (p<0,001). La prévalence du 
tabagisme quotidien s’élevait à 24,0%, 27,5% parmi 
les hommes et 20,7% parmi les femmes (p<0,001). 
La prévalence du tabagisme occasionnel s’éle-
vait à 6,4%, 7,1% parmi les hommes et 5,8% parmi 
les femmes (p<0,05).

En 2019, les personnes de 76-85 ans ont également 
été interrogées (N=741). Dans cette tranche d’âge, la 
prévalence du tabagisme n’était plus que de 5,4% 
et de 4,8% pour le tabagisme quotidien. La préva-
lence du tabagisme parmi les 18-85 ans était ainsi de 
28,7%, et 22,6% déclaraient fumer quotidiennement.

Entre 2018 et 2019, les variations de la prévalence du 
tabagisme et du tabagisme quotidien n’étaient pas 
signi"catives globalement parmi les personnes âgées 
de 18 à 75 ans. En distinguant selon le sexe, les pré- 
valences s’avéraient stables parmi les hommes, alors 

que chez les femmes, la prévalence du  tabagisme 
diminuait de 28,9% à 26,5% (p<0,05) et celle du taba-
gisme quotidien de 22,9% à 20,7% (p<0,05) en un an.

Entre 2014 et 2019, la prévalence du tabagisme a 
diminué de 3,9 points (-11%), passant de 34,3% 
à  30,4%. Une baisse de 4,5 points (-16%) était 
observée pour la prévalence du tabagisme quoti-
dien, passant en 5 ans de 28,5% à 24,0% (tableau). 
Cette diminution de prévalence du tabagisme 
quotidien était observée pour les deux sexes, avec 
5,4 points de baisse (32,9% à 27,5%) chez les 
hommes et 3,7 points de baisse (24,4% à 20,7%) 
chez les femmes ("gure 1). La prévalence des ex- 
fumeurs est restée stable entre 2014 et 2019 (31,9%). 
En"n, la part de personnes déclarant n’avoir jamais 
fumé a augmenté de 33,7% à 37,7% sur la période 
("gure 2).

L’analyse de la prévalence du tabagisme quotidien 
par tranche d’âge ne montrait aucune évolution signi-
"cative entre 2018 et 2019 et révélait des baisses 

Tableau

Prévalence du tabagisme et du tabagisme quotidien  
parmi les 18-75 ans, France, évolution 2014-2018-2019

  Fumeurs
%

Fumeurs quotidiens
%

2014 34,3 28,5

2018 32,0 25,4

2019 30,4 24,0

Évolution 2018-2019 NS NS

Évolution 2014-2019 <0,001 <0,001

Sources : Baromètres de Santé publique France 2014, 2018 et 2019.
NS : non significatif.
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Prévalence du tabagisme quotidien selon le sexe parmi les 18-75 ans, France. Évolution 2014-2019
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Déterminants liés au développement

• Génétiques : composante héréditaire, récepteur 
à la dopamine, vitesse de métabolisation, etc.


• Exposition prénatale ?

• Evénement traumatisant dans l’enfance

• Comorbidités (anxiodépression, schizophrénie)

• Structure familiale 

• Réussite scolaire
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Influence génétique

• Etude de jumeaux

• L’addiction au tabac a une composante héréditaire

• Manque un cadre théorique pour étudier les facteurs 

génétiques de la dépendance à la nicotine (initiation, 
continuation)


• initiation liée à la variation du récepteur à la dopamine D4 (DRD4) 
gene serait lié à l’initiation


• continuation, addiction récepteur D2 (DRD2)


• vitesse d’élimination de la nicotine : les métaboliseurs rapides 
fument plus


• cluster de gènes codant pour les récepteurs cholinergiques à la 
nicotine (CHRNA5/A3/B4) seraient liés à la sévérité de la 
dépendance et au tabagisme avant 16 ans, au passage à la 
dépendance

USDHHS 2012
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TABAC

TABLEAU 2 : Facteurs d’événements de vie ou de détresse psychologique 
associés au tabagisme régulier chez les 15-75 ans, dans l’ensemble  
et par sexe 11

Ensemble (n=25 872) Hommes (n=11 607) Femmes (n=14 265)

Variables explicatives  % OR IC à 95 %  % OR IC à 95 %  % OR IC à 95 %

Violences subies au cours 
des douze derniers mois hors 
violences sexuelles

*** *** ***

Non (réf.) (n=19 857/8 857/11 000) 26,9 - 1 - 30,7 - 1 - 23,4 - 1 -
Oui (n=6 058/2 770/3 288) 36,6 1,2*** [1,2-1,3] 38,1 1,2** [1,1-1,3] 35,2 1,3*** [1,2-1,4]
Violences sexuelles  
au cours de la vie *** *** ***

Non (réf.) (n=23 513/11 138/12 375) 28,2 - 1 - 31,9 - 1 - 24,3 - 1 -
Oui (n=2 386/481/1 905) 40,3 1,6*** [1,5-1,8] 45,4 1,7*** [1,4-2,1] 38,8 1,6*** [1,4-1,8]
Score MH5 < 56 *** *** ***
Pas de détresse psychologique 
(réf.) (n=21 622/10 377/11 245) 27,8 - 1 - 31,1 - 1 - 24,1 - 1 -

Détresse psychologique 
(n=4 305/1 257/3 048) 36,1 1,3*** [1,2-1,4] 42,8 1,4*** [1,2-1,5] 32,9 1,3*** [1,2-1,5]

*** : p<0,001 ; ** : p<0,01 ; * p<0,05
Source : Baromètre santé 2010, INPES.

Prévalence du tabagisme régulier chez les chômeurs  
de 16 à 64 ans selon certaines caractéristiques 
sociodémographiques, leur détresse psychologique  
et les violences subies

Plus de la moitié des chômeurs fument régulièrement (tous les jours) : 56,4 % des 
hommes et 45,4 % des femmes (p<0,001). Parmi eux, la prévalence tabagique est 
supérieure à 50 % dans toutes les tranches d’âge inférieures à 55 ans. Au-delà, seul 
un chômeur sur cinq (20,5 %) fume tous les jours (20,8 % chez les actifs occupés 
du même âge), mais la moitié sont ex-fumeurs (50,4 %, contre 42,9 % des actifs 
occupés du même âge).
Globalement, le gradient socio-économique observé en population générale (selon 
le niveau de diplôme, le revenu par UC et la catégorie socioprofessionnelle (PCS)) 
se retrouve parmi les chômeurs. Les prévalences tabagiques observées chez les 
chômeurs s’avèrent cependant supérieures à celles de la population générale 
dans toutes les catégories. Ainsi, 61,5 % des chômeurs sans diplôme sont des 
fumeurs réguliers, contre 53,2 % des chômeurs dont le diplôme est inférieur 
au bac, 45,1 % des chômeurs qui ont le bac et 33,6 % de ceux dont le diplôme 
le plus élevé est supérieur au bac. Concernant la PCS, ce sont les ouvriers au 
chômage qui présentent la plus grande prévalence tabagique (60,0 %). Viennent 
ensuite les employés (48,8 %) et les artisans, commerçants et chefs d’entreprise 
(48,7 %), les professions intermédiaires (43,3 %) et enfin les cadres et professions 
intellectuelles supérieures (30,9 %). Ces résultats illustrent le processus cumulatif 
couramment en jeu dans les inégalités sociales de santé.

11 Modèles logistiques ajustés sur le sexe, l’âge, le niveau de diplôme, le niveau de revenu 
par UC et la situation professionnelle.

VIOLENCE

 

MENTAL

Beck F, Richard J-B, Guignard R. Addictions. Paris: Documentation française; 2014.




Surgeon General’s Report

162 Chapter 3

Figure 3.17 Percentage of current cigarette smoking and smokeless tobacco use among 8th, 10th, and 12th 
graders, by grade level and academic performance; Monitoring the Future (MTF) 2002–2007; 
United States

Source: 2002–2007 MTF: University of Michigan, Institute for Social Research (unpublished data).
Note: Note that the grades reported here are grades that students report typically getting in school.
aBased on responses to the question, “How frequently have you smoked cigarettes during the past 30 days?” Respondents who reported 
that they had smoked less than 1 cigarette per day or more were classified as current smokers.
bBased on responses to the question, “Have you ever taken or used smokeless tobacco (snuff, plug, dipping tobacco, chewing 
tobacco)?” Respondents who chose “regularly now” were classified as current users of smokeless tobacco. For further information, 
refer to Appendix 3.1, Table 3.1.5 (cigarette smoking) and Table 3.1.42 (smokeless tobacco use).

USDHHS 2012


Réussite scolaire
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155Tabac, alcool, cannabis et autres drogues illicites

Expérimentation et tabagisme quotidien parmi les collégiens selon quelques 
caractéristiques sociodémographiques (en pourcentage et OR ajustés)

Expérimentation Usage quotidien
%a Test ORb IC à 95 % Test % Test OR IC à 95 % Test

Sexe
Filles (réf.) 30,2 1 6,5 1
Garçons 30,2 1,0 0,9 ; 1,1 6,6 1,0 0,8 ; 1,2
Zepc

Non (réf.) 31,3 1 6,8 1
Oui 22,0*** 0,5 0,4 ; 0,6 *** 4,6* 0,5 0,4 ; 0,7 ***
Redoublement au cours de la vie
Non (réf.) 26,2 1 4,4 1
Oui 45,5*** 2,2 2,0 ; 2,5 *** 14,7*** 3,1 2,5 ; 3,8 ***
Niveau sociald

Favorisé (réf.) 30,7 1 5,9 1
Moyen 29,6 0,9 0,8 ; 1,0 6,1 1,0 0,8 ; 1,2
Modeste 31,0 0,9 0,8 ; 1,1 8,5*** 1,3 1,0 ; 1,7
Situation familialee

Traditionnelle (réf.) 26,8 1 5,2 1
Recomposée 37,6 1,6 1,4 ; 1,9 *** 9,9 1,7 1,4 ; 2,2 ***
Monoparentale, autre 41,6*** 1,9 1,7 ; 2,3 *** 10,9*** 2,0 1,6 ; 2,6 ***
Classe
6e (réf.) 12,7 1 1,0 1
5e 23,3 2,2 1,9 ; 2,6 *** 1,7 1,9 1,1 ; 3,3 *
4e 33,2 3,6 3,0 ; 4,2 *** 7,9 9,2 5,7 ; 14,9 ***
3e 51,8*** 7,3 6,2 ; 8,6 *** 15,6*** 17,7 11,1 ; 28,2 ***

a. Lecture : 30,2 % des collégiennes ont déjà fumé du tabac, ***, * signalent un écart statistiquement significatif au seuil 0,001, 0,05 
(test du Khi-Deux).
b. Par définition, pour chaque variable sociodémographique, la catégorie de référence possède un OR de 1. Un OR supérieur à 
1 indique une surconsommation relative par rapport à la catégorie de référence pour l’indicateur considéré ; un OR inférieur 
à 1 indique une sous-consommation relative. Les OR dont l’intervalle de confiance à 95 % ne contient pas 1 sont signalés 
par des astérisques avec la convention suivante : ***, * ; test du Khi-Deux de Wald significatif au seuil 0,001, 0,05.
c. Zone d’éducation prioritaire (Zep)
d. Il s’agit d’une mesure du capital économique familial, évalué ici par la profession et catégorie sociale (PCS) du parent pour qui elle est 
la plus élevée.
e. Recomposée = composée de deux parents dont au moins un est autre que biologique (beau père/mère, grands 
parents…) ; monoparentale/autre situation = foyer composé uniquement d’un parent (biologique) ou élève en foyer.

TABLEAU II

à une prévention ciblée. Les autres carac-
téristiques, comme la situation familiale, 
l’appartenance ou non à une Zep ou encore 
le redoublement, restent également des 
facteurs associés à l’usage toutes choses 
égales par ailleurs. En revanche, une fois les 
autres facteurs ajustés, le milieu social de 
l’élève ne reste pas corrélé à la consomma-
tion quotidienne de tabac.

S’il est possible de formuler des 
hypothèses pour interpréter certains liens 
observés, pour d’autres, par contre, cela 
peut se révéler plus complexe. Ainsi, il est 
difficile de déterminer avec certitude quelles 
caractéristiques des établissements ou des 
élèves peuvent expliquer le lien entre le fait 
d’être dans un établissement en Zep et un 
moindre usage quotidien de tabac. Il peut 

HSBC2010.indd   155 26/07/2012   16:41:58

Health Behaviours in School Children 2010


Réussite scolaire et famille

ZEP-

REDOUBLE

FAMILLE
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Déterminants liés aux structures sociologiques

• sexe, âge

• niveau de diplôme, de revenus, 

• situation professionnelle (actif, chômage)

• géographique (sud, frontière, etc.)
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 DAILY SMOKING PREVALENCE 18-75 YO / EDUCATION

Pasquereau A et al BEH. 2018;14-15:265-73
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les fumeurs les plus défavorisés, interrompant ainsi 
l’accroissement des inégalités sociales observé 
depuis 2000.

Plusieurs régions se distinguent avec une prévalence 
plus élevée (Grand Est, Occitanie, Hauts-de-France 
et Provence-Alpes-Côte d’Azur) ou moins élevée 
 (Île-de-France et Pays de la Loire) que le reste de 
la  France. Ces variations peuvent s’expliquer en 
partie par des différences de caractéristiques socio-
économiques des populations de ces régions, étant 
donné que ces caractéristiques sont liées au taba-
gisme. Les  variations peuvent également s’expli-
quer par des  différences non mesurées dans cette 
enquête, notamment culturelles 16.

La baisse de la prévalence tabagique parmi les 
jeunes adultes semble montrer que la diminution 
de la prévalence observée globalement est en partie 
liée à une moindre entrée des jeunes dans le taba-
gisme ou à un passage moins fréquent au tabagisme 
quotidien. En matière d’arrêt du tabac, la  baisse 
observée de la prévalence parmi les  hommes de 

45-54 ans et les femmes de 55-64 ans entre 2016 
et 2017 est également encourageante, tout comme 
l’augmentation des tentatives d’arrêt dans l’année. 
Ces résultats sont cohérents avec d’autres données 
françaises. 1/ Le  tabagisme a  diminué chez les 
adolescents en France, à  tous les  âges  : parmi 
les  collégiens 18, les  lycéens 19 et parmi les jeunes 
de 17 ans, chez qui la consommation quotidienne de 
tabac a baissé de 32% en 2014 à 25% en 2017 20. 
2/ Les  livraisons aux  pharmacies de  traitements 
pour l’arrêt du tabac ont augmenté, en équiva-
lents patients traités, de 28,5% en 2017 par rapport 
à  2016, avec  une  hausse des substituts nicoti-
niques mais également du Champix™, à nouveau 
remboursé depuis mai  2017 21. 3/ Les   livraisons 
de tabac aux   buralistes sont en baisse de 1,4% 
sur l’ensemble de l’année  2017  : -0,7% pour les 
cigarettes manufacturées et -5,1% pour le tabac 
à rouler 21. 4/ Une enquête qualitative menée auprès 
de jeunes de 13 à 18 ans en 2014-2017 suggère que 
le tabac aurait désormais une image très négative 
chez les adolescents 22.

Figure 5

Prévalence du tabagisme quotidien selon le diplôme (18-75 ans), le revenu par unité de consommation (18-75 ans)  
et la situation professionnelle (18-64 ans), France, 2000-2017
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5c : Selon la situation professionnelle
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5b : Selon le revenu
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les fumeurs les plus défavorisés, interrompant ainsi 
l’accroissement des inégalités sociales observé 
depuis 2000.

Plusieurs régions se distinguent avec une prévalence 
plus élevée (Grand Est, Occitanie, Hauts-de-France 
et Provence-Alpes-Côte d’Azur) ou moins élevée 
 (Île-de-France et Pays de la Loire) que le reste de 
la  France. Ces variations peuvent s’expliquer en 
partie par des différences de caractéristiques socio-
économiques des populations de ces régions, étant 
donné que ces caractéristiques sont liées au taba-
gisme. Les  variations peuvent également s’expli-
quer par des  différences non mesurées dans cette 
enquête, notamment culturelles 16.

La baisse de la prévalence tabagique parmi les 
jeunes adultes semble montrer que la diminution 
de la prévalence observée globalement est en partie 
liée à une moindre entrée des jeunes dans le taba-
gisme ou à un passage moins fréquent au tabagisme 
quotidien. En matière d’arrêt du tabac, la  baisse 
observée de la prévalence parmi les  hommes de 

45-54 ans et les femmes de 55-64 ans entre 2016 
et 2017 est également encourageante, tout comme 
l’augmentation des tentatives d’arrêt dans l’année. 
Ces résultats sont cohérents avec d’autres données 
françaises. 1/ Le  tabagisme a  diminué chez les 
adolescents en France, à  tous les  âges  : parmi 
les  collégiens 18, les  lycéens 19 et parmi les jeunes 
de 17 ans, chez qui la consommation quotidienne de 
tabac a baissé de 32% en 2014 à 25% en 2017 20. 
2/ Les  livraisons aux  pharmacies de  traitements 
pour l’arrêt du tabac ont augmenté, en équiva-
lents patients traités, de 28,5% en 2017 par rapport 
à  2016, avec  une  hausse des substituts nicoti-
niques mais également du Champix™, à nouveau 
remboursé depuis mai  2017 21. 3/ Les   livraisons 
de tabac aux   buralistes sont en baisse de 1,4% 
sur l’ensemble de l’année  2017  : -0,7% pour les 
cigarettes manufacturées et -5,1% pour le tabac 
à rouler 21. 4/ Une enquête qualitative menée auprès 
de jeunes de 13 à 18 ans en 2014-2017 suggère que 
le tabac aurait désormais une image très négative 
chez les adolescents 22.

Figure 5

Prévalence du tabagisme quotidien selon le diplôme (18-75 ans), le revenu par unité de consommation (18-75 ans)  
et la situation professionnelle (18-64 ans), France, 2000-2017
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Les * indiquent une évolution significative entre 2016 et 2017 : * p<0,05 ; ** p<0,01 ; *** p<0,001.
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Déterminants liés aux dynamiques et 
aux environnements sociaux


• Evolutions sociologiques et historiques

• Générations (voir Bricard)

• Exposition au marketing et à la publicité

• Prix
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1. Calcul	des	prévalences	aux	différents	âges	
(«	reconstruits	»),	selon	le	genre	et	la	cohorte

Reconstruction	des	parcours	tabagiques	dans	une	base	personnes-

années	(avec	censure):

-	cohorte	1971-1985	:	14-39	ans	(médiane	de	suivi	:	33	ans)

-	cohorte	1956-1970	:	14-54	ans	(47	ans)

-	cohorte	1941-1955	:	14-69	ans	(61	ans)


→ 	prévalence	par	âge

→ 	durée	moyenne	du	tabagisme


2. Par	niveau	d’éducation

Stratégie	empirique	(1/2)

8

Bricard, Damien et al. L’évolution des inégalités sociales de tabagisme au cours du cycle de vie :une 
analyse selon le sexe et la générationEconomie et statistiques 2014 à paraître 53



3. Mesurer	les	inégalités	de	façon	synthétique	avec	un	
indice	relatif	d’inégalité	(RII)

→Rang	des	individus	du	plus	haut	niveau	de	diplôme	au	plus	bas		:


– calculé	pour	chaque	sexe	et	par	année	de	naissance	


	 =	prise	en	compte	de	l’évolution	de	la	distribution	des	diplômes	

→RII	=	rapport	de	la	prévalence	du	tabagisme	des	pers.	au	plus	
faible	rang	d’éducation	(1)	sur	celle	des	pers.	au	rang	le	plus	élevé	
(0)

Stratégie	empirique	(2/2)

9

Bricard, Damien et al. L’évolution des inégalités sociales de tabagisme au cours du cycle de vie :une 
analyse selon le sexe et la génération. Economie et statistiques 2014 à paraître
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Indices	relatifs	d’inégalité	(niveau	de	diplôme)	en	fonction	
de	l’âge	:	par	genre	et	cohorte	(échelle	logarithmique)

23

RII=1.6

RII=2.9

RII=8.1

RII=0.5

RII=1.8

RII=4.8

Bricard, Damien et al. L’évolution des inégalités sociales de tabagisme au cours du cycle de vie : une 
analyse selon le sexe et la génération. Economie et statistiques 2014 à paraître
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L’évolution des inégalités sociales de tabagisme au 
cours du cycle de vie : une analyse selon la cohorte 

et le genre 

(Damien Bricard, 8 mai 2014, Montréal, CIQSS)

• Jeunes générations : entrées plus fréquentes et 
arrêts plus tardifs dans les groupes les moins 
éduqués


• Ciblage des politiques de prévention du 
tabagisme : viser particulièrement la prévention 
de l’initiation dès le plus jeune âge dans les 
groupes les moins favorisés
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Bricard, Damien et al. L’évolution des inégalités sociales de tabagisme au cours du cycle de vie :une 
analyse selon le sexe et la génération. Economie et statistiques 2014 à paraître



La lutte contre le tabagisme (tobacco control) doit 
être centrale à toute stratégie visant à réduire les 
inégalités de santé étant donné que le tabagisme 
contribue pour à peu près la moitié de la 
différence dans l’espérance de vie entre les 
groupes sociaux aux revenus les plus bas et les 
plus hauts. 


Comme le déclin de la prévalence du tabagisme 
parmi les moins aisés est plus faible que celui 
dans les groupes les plus aisés et que l’usage du 
tabagisme se perpétue à travers les générations, 
cette tendance va s’accentuer si on intervient 
pas.

Marmot Review

2010

Fair Society, 
Healthy Lives

The Marmot Review 
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Figure 4 

Map of Social Housing in K&C. 

Social housing is concentrated in  
the north of the borough. However  
there are pockets of social housing  
in the south.

2001 Census

Figure 5 

Proportion of the Kensington & 
Chelsea population belonging  
to a Black & Minority Ethnic  
(BME) group.  

BME groups tend to more focussed 
in areas of deprivation and social 
housing. 2001 Census 

Figure 6

Risk of Readmission 

People in the north are more likely to 
be at risk of readmission to hospital 
despite the fact that the residents 
here are, on average, younger than 
in the south.

PARR Q1 2008/09

Figure 7

Diagram representing the 
theoretical effect of different 
strategies to tackle health 
inequalities.

The yellow arrow indicates actions 
targeting only the most deprived, 
resulting in the yellow dashed line.

The green arrows represent actions 
commissioned with an approach 
of Proportionate Universalism, 
resulting in the solid green line.  
This approach is most effective at 
reducing the gradient in health 
inequalities across society.

Red indicates that more than 50% 
of households are social housing

% of Population from  
BME groups by London quintiles 

47% or more
31 – 46%
20 – 30%
12 – 19%
Less than 11%

Risk of readmission  
Parr Q1 2008/09

8   NHS Kensington and Chelsea Health Inequalities Commissioning Framework   9

The wider determinants of health in Kensington and Chelsea

Figure 1 demonstrates how socioeconomic deprivation is linked to a higher 
risk of premature mortality across the Borough. Poor health outcomes are also 
linked to other determinants such as ethnicity and whether people live in social 
housing, as seen in Figures 4 and 5. This pattern in Kensington and Chelsea 
can also be demonstrated for a number of the wider determinants. 

Figure 6 maps risk of readmission to hospital across the borough. One might 
expect that readmission rates would be highest in the South where there are 
greater numbers of older people, traditionally the group at highest risk of 
readmission. In fact, the highest rates of readmission are found in the North.  
This highlights the point that health outcomes depend on a very complex 
interaction of wider determinants. It also demonstrates the powerful impact 
socioeconomic deprivation has on health outcomes.

The importance of addressing the whole social gradient

The gradient in health is across the whole of society and not a dichotomy 
between rich and poor. In other words, socio-economic advantage is linked to 
better health across all social economic groups. This does not simply mean that 
the wealthiest groups in society have better health than the poorest. Rather, 
people in the highest socio-economic bracket are likely to be healthier relative to 
people in the next socio-economic bracket, who in turn are likely to be healthier 
relative to people in the bracket below, and so on. 

Many initiatives target only the most disadvantaged groups, for example the 
National Support Team’s work with Spearhead PCTs. However, Marmot argues 
that the evidence shows that targeted approaches do not provide the whole 
solution. Not only does this approach risk neglecting pockets of deprivation within 
affluent areas and populations just above the poverty threshold, but it also ignores 
the nature of the social gradient. In order to reduce the steepness of the social 
gradient in health, actions must be universal but ‘proportionate to the level of 
disadvantage’12. A fairer society will be better and healthier for all. This approach 
is called Proportionate Universalism. Figure 7 compares this approach to doing 
nothing and to strategies that target only the most disadvantaged.

Most deprived

Proportionate
Universalism

Targeting only the  
most deprived

Do nothing

Current 
baselineLi

fe
 E

xp
ec

ta
n

cy

Least deprived

Fair Society, 
Healthy Lives

The Marmot Review 
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Areas of action

Skills Development Employment and Work
Prevention

Early Years

Life course stages

Prenatal Pre-School School Training Employment Retirement

Family Building

Life Course

Accumulation of positive and negative 
effects on health and wellbeing

Sustainable communities and places

Healthy Standard of Living

13vendredi 17 mai 13
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L’équation d’Heckman
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0–3 4–5 School Post-school

Preschool programs

Programs targeted towards the earliest years

Job training

Schooling
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Returns Per Annum to a Unit Dollar Invested

Invest in educational and developmental resources 
for disadvantaged families to provide equal access to 
successful early human development.

The Heckman Equation
How you can be a part  
of the equation for American 
success.

Develop cognitive skills, social skills and physical well-being in 
children early — from birth to age five when it matters most.

Sustain early development with effective education  
through to adulthood.

Gain a more capable, productive and valuable workforce 
that pays dividends to America for generations to come.

Invest  
+ Develop
+ Sustain  

= Gain

Act on the Heckman Equation  
as you design and implement policy 
for economic recovery: 

Accept that there is a range of skills that must be 
fostered in individuals in order for them to be productive 
members of the workforce and society.

Understand that knowledge, social skills  
and health acquired very early in life will lead  
to greater success later in life.

Realize that families play a vital role in helping 
children acquire critical skills at an early age. 
Not all families have equal resources, but every family 
should have equal access to the resources their children 
need for successful early development. Providing equal 
access to early child development opportunities is one 
way government can help parents be better parents.

Demand that support for children spans all 
agencies. Government needs to integrate policies, 
break down barriers across agencies and support 
programs that show measurable results in improving the 
odds for economic and social success.  

Lead the change. America doesn’t have to “reinvent 
the wheel” when it comes to effective early childhood 
development. Professor Heckman’s analysis of economic 
return is based on two long-running pilot programs in the 
United States, Perry Preschool and Abecedarian. Similar 
programs, such as Early Head Start and Educare, 
demonstrate many of the principles Professor Heckman 
has identified as necessary for an effective investment in 
early childhood education for disadvantaged children.



Les politiques de 
prévention dans le 
domaine du tabac
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Politique internationale de prévention 
antitabac (OMS)

1. Surveillance de l’usage et des politiques 
publiques


2. Lutter contre le tabagisme passif

3. Offrir une aide à l’arrêt

4. Informer sur les dangers du tabac

5. Interdire la publicité, la promotion et le 

sponsoring

6. Augmenter les taxes sur le tabac
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Modèle SimSmoke France
• Politique fiscale : élasticité prix 0,3 de variation de 

demande chez les 16-24 ans (ex : quand prix augmente 
de 15 %, demande baisse de 5%)


• Campagne d’information d’intensité moyenne : 1,8% de 
baisse de prévalence (doublée si relais locaux)


• Interdiction de vente aux mineurs de 2% à 30% selon 
l’existence et l’énergie mise dans les contrôles


Levy DT, BEH 2008 n°21-22 p 190-194 (www.invs.sante.fr)
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Promoting Evidence-Based Strategies to Fight the Global Tobacco Epidemic

The International Tobacco Control Policy Evaluation Project

ITC France National Report
FINDINGS FROM THE WAVE 1 TO 3 SURVEYS (2006-2012)

NOVEMBER 2014

Health Warning Labels
From October 2003 to April 2011, France had text-based 
health warnings on 30% of the front and 40% of the back of 
all factory-made and RYO cigarette packages. In April 2011, 
pictorial health warnings were introduced on 40% of the back 
of factory-made cigarettes, while text warnings remained on 
30% of the front. This same change was implemented one year 
later (April 2012) on RYO tobacco packages.

Overall, the findings indicate that the introduction of pictorial 
warnings on only 40% of the back of cigarette and RYO 
packages, without any increase in size nor any change in the 
content of the text warning labels for the last 8 years, has not 
been effective among the majority of France smokers, and that 
warning label effectiveness has actually decreased over time. 
Noticing health warnings in the last month decreased among 
smokers from 70% at Wave 1 to 57% at Wave 2 and further 
decreased to 49% at Wave 3 after the pictorial health warnings 
were introduced. Low-income smokers more frequently 
reported noticing warning labels compared to high-income 
smokers at Waves 2 and 3. Reading or looking closely at the 
labels in the last month also decreased from approximately 
one-third (31%) of smokers at Wave 1 to 26% at Wave 2 and 
19% at Wave 3. Health warnings continued to rank low among 
the given reasons for thinking about quitting, even after the 
implementation of pictorial health warnings. Just above one-
third (39%) of smokers reported that health warnings on 
cigarette packages made them think about quitting at Wave 
3, not significantly different from previous waves. All these 
results suggest that the introduction of pictorial warnings did 
not increase warning label effectiveness. New messages and 
larger pictorial warnings on both sides of the pack (65% of the 
front and back of cigarette and RYO packs as required by the 
European Union Tobacco Products Directive by May 20, 2016) 
may be more effective in encouraging cessation6.

Smoke-free Public Places
Findings show that the success of France’s national smoke-
free laws in reducing smoking in workplaces and restaurants 
in 2008 has been sustained in 2012. In workplaces, more 
than 5 years after the ban, 15% of smokers and quitters and 
14% of non-smokers reported observing smoking indoors 
at their workplace (respectively 7% and 6% for respondents 
who reported that smoking was not allowed at all at their 
workplace). In restaurants, the near elimination in observed 
smoking 9 months after the ban continued more than 4 years 
after the ban (1% of smokers and quitters observed smoking 
indoors at last visit; 2% of non-smokers). 

4
ITC France National Report (2006-2012) 

In April 2011, 
pictorial health 
warnings were 
introduced on 
40% of the back 
of factory-made 
cigarettes, while 
text warnings 
remained on 30% 
of the front. 

Avril 2011 
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HEALTH WARNING LABELS
From October 2003 to April 2011, France had text-based health warning labels on 30% of the front and 40% of the 
back of all factory-made and roll-your-own cigarette packagesxii. In April 2011, pictorial warnings were mandatory on 
40% of the back of factory-made cigarettes, while text warnings remained on 30% of the front. This same change was 
implemented one year later (April 2012) for roll-your-own cigarette packs. While the warnings have brought France 
closer to meeting the FCTC Article 11 Guidelines, adopted in November 2008, and the regulation is in accordance 
with the 2001 European Tobacco Products Directive, these new labels do not meet the requirement of the FCTC that 
warnings cover at least 50% of the top of the front and the back of the pack. The France Wave 3 Survey evaluates the 
effectiveness of pictorial warnings approximately 17 months after they were mandatory on the back of factory-made 
cigarettes, and 5 months after they were mandatory on the back of roll-your-own packs.

Changes in warning effectiveness over time
The ITC Survey includes several measures to assess health warning effectiveness, including measures of label 
salience, as well as cognitive, emotional, and behavioural responses to the warnings.

Note that throughout this section, smokers who smoke factory-made cigarettes and those who smoke roll-your-own 
cigarettes are grouped together as it was found that their responses did not significantly differ.

Noticing health warnings
At Wave 1, 70% of smokers reported that they had noticed health warning labels “often” or “very often” in the last 
month (see Figure 21). This percentage decreased to 57% at Wave 2 and further decreased to 49% at Wave 3, after 
the new pictorial warnings were introduced. No significant differences were found between age groups or gender; 
however, differences were observed between different levels of socio-economic status. Low-income smokers more 
frequently reported noticing warning labels compared to moderate- and high-income smokers (see Figure 20). These 

results are consistent with other ITC 
findings where the effectiveness of 
warning labels (measured as a score 
calculated by combining measures 
of warning label salience, thoughts 
of harm and quitting, and forgoing 
a cigarette) was higher among low-
income smokers in France, Germany, the 
Netherlands, and the United Kingdom67. 
At Waves 1 and 2, smokers with a low 
education level noticed warning labels 
more often than those with moderate 
and high levels of education. At Wave 
3, there were no longer any significant 
differences between education levels.

 

Figure 20. Percentage of smokers who “often” or “very 
often” noticed health warning labels in the last month, by 
income level, by wave*

51
ITC France National Report (2006-2012) 

xii. From October 2004 for roll-your-own packages.
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au  tabagisme, à partir de régressions logistiques 
avec comme variable expliquée le tabagisme quoti-
dien ajusté sur les variables d’intérêt  : sexe, âge, 
diplôme, revenu, situation professionnelle et caté-
gorie socioprofessionnelle.

Les prévalences régionales ont été standardisées 
sur la structure par sexe et âge de la population 
de France métropolitaine. Les comparaisons inter-
régionales ont été testées au moyen du test du Chi2 
de Pearson : chaque région a été comparée au reste 
de la France. Les évolutions ont été mesurées par 
rapport aux prévalences  2014, dernières données 
régionales disponibles 16.

Concernant le vapotage, seules les prévalences sont 
présentées ici ; les liens entre statut tabagique, arrêt 
du tabac et vapotage seront étudiés ultérieurement.

Résultats

Évolution du tabagisme parmi les 18-75 ans

En 2017, 31,9% des personnes âgées de 18-75 ans 
déclaraient fumer, 35,2% des hommes et 28,7% des 
femmes (p<0,001). La consommation quotidienne de 
tabac s’élevait à 26,9% parmi les 18-75 ans, 29,8% 
parmi les hommes et 24,2% parmi les femmes 
(p<0,001). La consommation occasionnelle de 
tabac s’élevait à 4,9% (5,4% des hommes et 4,5% 
des femmes, p<0,05). Les ex-fumeurs représentaient 
quant à eux 31,1% des 18-75 ans (34,7% des hommes 
et 27,7% des femmes, p<0,001) et les personnes 
n’ayant jamais fumé 37,1% (30,2% des  hommes 
et 43,6% des femmes, p<0,001).

Après une stabilité observée entre 2010 et 2016, 
une baisse signi"cative de la prévalence du tabagisme 
de 3,2 points (-9%, p<0,001) a été observée parmi les 
18-75  ans entre 2016 et 2017, aussi bien parmi les 
hommes que parmi les femmes. Cette baisse repré-
sente environ 1,4 million (intervalle de con"ance à 95%, 
IC95%: [-2 000 000 ; -900 000]) de fumeurs adultes 
en moins (nombre passant de 15,8 à  14,4  millions). 
La prévalence du tabagisme quotidien a diminué quant 
à elle de 2,5 points (-8%, p<0,001) parmi les 18-75 ans 
entre  2016 et  2017, diminution observée chez les 
hommes et les femmes ("gure 1). Cela représente 
environ 1,0 million [-1 600 000 ; -600 000] de fumeurs 
quotidiens adultes en moins (nombre passant de 13,2 
à 12,2 millions). La part des personnes n’ayant jamais 
fumé était quant à elle en augmentation (de 34,3% à 
37,1%, p<0,001). En"n, la part d’ex-fumeurs était stable 
par rapport à 2016 ("gure 2).

Les évolutions diffèrent selon les classes d’âge 
et le  sexe ("gure 3). Entre 2016 et 2017  parmi 
les  hommes,  la prévalence de la consommation 
quotidienne de tabac a diminué chez les 18-24 ans 
de 44,2% à  35,3% (p<0,001), plus bas niveau 
atteint depuis 2000 pour cette tranche d’âge, 
alors qu’elle est restée stable chez les femmes du 
même âge. La  prévalence a diminué également 
parmi les hommes de 45-54 ans, passant de 36,1% 
à 30,5% (p<0,05), ce qui stoppe une hausse continue 
depuis  2000 dans cette classe d’âge. Parmi les 
femmes, le tabagisme quotidien a diminué de 21,1% 
à 17,6% (p<0,05) parmi les 55-64 ans, constituant la 
première baisse observée dans cette classe d’âge 
après une augmentation constante depuis 2005.

Figure 1

Prévalence du tabagisme quotidien selon le sexe 
parmi les 18-75 ans, France, 2000-2017

Sources : Baromètres santé 2000, 2005, 2010, 2014, 2016 et 2017,
Santé publique France. Baromètre cancer 2015, INCa.
Les * indiquent une évolution significative entre 2016 et 2017 :
* p<0,05 ; *** p<0,001.
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Figure 2

Statut tabagique des 18-75 ans en France en 2016 et 2017

Fumeur occasionnel
Ex-fumeur
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The SAFER action package

A WORLD FREE FROM ALCOHOL RELATED HARMS

SAFER is a World Health Organization (WHO)-led initiative to reduce death, disease and injuries caused by the 
harmful use of alcohol using high-impact, evidence-based, cost-effective interventions.

S     Strengthen restrictions on alcohol availability
A     Advance and enforce drink driving counter measures
F     Facilitate access to screening, brief interventions and treatment
E     Enforce bans or comprehensive restrictions on alcohol advertising, sponsorship, and promotion
R     Raise prices on alcohol through excise taxes and pricing policies

SAFER initiative

The SAFER initiative includes three interlinked components to support country implementation:

1. WHO action package of effective alcohol policy and programme interventions;
2. WHO/UN-led programme focusing on country action; and
3. Multi-stakeholder communications and advocacy campaign.

The harmful use of alcohol: A health and development priority

More than 3 million people die every year - one person every 10 seconds - from an alcohol-related cause. 
The harmful use of alcohol is a major obstacle to sustainable development and adversely affects the 
health and well-being of alcohol users, their families, colleagues and communities.

Alcohol consumption causes death and disability relatively early in life, reducing the economic 
capacities of societies: 13.5% of all deaths among youth who are 20 to 29 years of age are attributed to 
alcohol.

Over 5% of the global burden of disease and injury is attributable to alcohol. Harmful use of alcohol is a 
causal factor in more than 200 diseases, health conditions and injuries, including:

• Noncommunicable diseases, including cancer and cardiovascular diseases; 
• Death and disability, including workplace and road traffic injuries and fatalities;
• Interpersonal violence, including domestic violence and child abuse; 
• Infectious diseases, including TB and HIV/AIDS; and
• Maternal morbidity and child under-development.

The SAFER action package

A WORLD FREE FROM ALCOHOL RELATED HARMS

SAFER is a World Health Organization (WHO)-led initiative to reduce death, disease and injuries caused by the 
harmful use of alcohol using high-impact, evidence-based, cost-effective interventions.

S     Strengthen restrictions on alcohol availability
A     Advance and enforce drink driving counter measures
F     Facilitate access to screening, brief interventions and treatment
E     Enforce bans or comprehensive restrictions on alcohol advertising, sponsorship, and promotion
R     Raise prices on alcohol through excise taxes and pricing policies

SAFER initiative

The SAFER initiative includes three interlinked components to support country implementation:

1. WHO action package of effective alcohol policy and programme interventions;
2. WHO/UN-led programme focusing on country action; and
3. Multi-stakeholder communications and advocacy campaign.

The harmful use of alcohol: A health and development priority

More than 3 million people die every year - one person every 10 seconds - from an alcohol-related cause. 
The harmful use of alcohol is a major obstacle to sustainable development and adversely affects the 
health and well-being of alcohol users, their families, colleagues and communities.

Alcohol consumption causes death and disability relatively early in life, reducing the economic 
capacities of societies: 13.5% of all deaths among youth who are 20 to 29 years of age are attributed to 
alcohol.

Over 5% of the global burden of disease and injury is attributable to alcohol. Harmful use of alcohol is a 
causal factor in more than 200 diseases, health conditions and injuries, including:

• Noncommunicable diseases, including cancer and cardiovascular diseases; 
• Death and disability, including workplace and road traffic injuries and fatalities;
• Interpersonal violence, including domestic violence and child abuse; 
• Infectious diseases, including TB and HIV/AIDS; and
• Maternal morbidity and child under-development.

Implementing SAFER will: 

1. Save 100,000 lives by 2030;
2. Provide more than USD 9 in return for every USD 1 invested;
3. Protect billions of people from the socioeconomic impact of harmful alcohol use; and
4. Contribute to advancing the Sustainable Development Goals (SDG).

SAFER contributes to ending the vicious cycle of 
alcohol and poverty.
SAFER helps break the vicious cycle of deprivation, 
alcohol and hunger.
SAFER promotes good health and well-being for all 
through the life course.
SAFER prevents and reduces the negative impact of 
alcohol harm on the education of children.
SAFER helps to promote healthy gender norms and to 
end violence against women.

SAFER contributes to economic growth, 

improvements in economic productivity and reduced 

economic costs due to alcohol-related harm.

SAFER helps reduce socio-economic inequalities.

SAFER provides solutions to make cities and 

communities more inclusive, enabling and safer for all.

SAFER contributes to ending all forms of violence 

against children.

SAFER is an innovative partnership for sustainable 

development.

Get in touch to get involved  

For further information about SAFER, please contact: 

1.The WHO Department of Mental Health and Substance Abuse (msb@who.int); or
2.The Secretariat of the United Nations Interagency Task Force on NCDs (unncdtaskforce@who.int).

National Action:   

Despite evidence of the alcohol-related burden and availability of best buy policy solutions, most 
countries have not yet prioritized alcohol policy, nor implemented effective interventions.

Three key strategies will ensure country success:
 

1. Implement: Strong political will, adequate resources and technical and institutional capacity are 
critical to enacting the SAFER interventions at the country level.

2. Monitor: Strong monitoring systems must support implementation, to enable accountability and 
track progress.

3. Protect: Alcohol control measures must be guided and formulated by public health interests and 
protected from industry interference and commercial interests.

Partners from governments, philanthropy, civil society and selected private sector entities should 
provide support for country action.

WHO/MSD/MSB/18.1
© World Health Organization 2018. Some rights reserved. This work is available under the CC BY-NC-SA 3.0 IGO licence.
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6 politiques publiques-clés


1. taxation proportionnelle au degré d’alcool

2. réduction de l’accès (âges, nombres de 

points de vente, heures d’ouverture)

3. interdiction de la promotion

4. taux légal d’alcoolémie autorisé pour la 

conduite (0,5 - 0,2) + contrôles

5. aide aux buveurs à risque en soins de 

santé primaire

6. mesures éducatives pas en tant que 

politique mais seulement en soutien

Anderson P, Chisholm D, Fuhr DC. Effectiveness and cost-effectiveness of policies and 
programmes to reduce the harm caused by alcohol. Lancet. 2009;373(9682):2234-46.


Babor 2010
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European Comparative Alcohol Study

1950
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www.fhi.se Österberg, Karlsson, 2002 77



European Comparative Alcohol Study

Correlation between policies and consumption
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• Pas de corrélation claire entre les scores des 
politiques publiques et l’évolution des 
consommations


• Hypothèses des auteurs : évolution culturelle, 
croissance du secteur tertiaire, complexification 
des tâches et des machines


• Les normes sociales sont plus fortes que les 
politiques publiques dans certains pays


• Manque de données comparatives et fiables

Conclusions des auteurs d’ECAS

Österberg, Karlsson, 2002
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This chapter covers how the scales were structured, filled in and put into use. Some of the 
built-in weaknesses of the methodology are discussed, and the correlation between alcohol 
consumption and the strictness of policies is analyzed. 
 
What we did 
The AMPHORA scale consists of a four-page questionnaire on formal alcohol policies. There are 
over 50 questions - most of them are answered by ticking boxes, but open answers are also 
included. The questionnaire is divided into seven subcategories, dealing with different aspects 
of alcohol policies. The subcategories have been given weights, and questions within each 
subcategory generate points. All questions do not receive points, as some are used for 
collecting contextual information on the alcohol situation. 
 
In the scale constructed in the Bridging the Gap project, a panel of experts were asked to give 
their verdict on the effectiveness of different alcohol policy measures included in the scale. In 
the AMPHORA scale, however, the weights were adjusted and validated by referring to state of 
the art research on evidence-based practice (WHO Regional Office for Europe 2009; Babor et 
al. 2010). As physical and economic availability are the most powerful tools in controlling 
alcohol consumption, each of them generate 25% of the total maximum scores. Age limits, 
drink driving and alcohol advertising controls are each rewarded with a share of 15% of the 
maximum score, while public policy’s share of the total score is a mere 5%. The first 
subcategory in the scale, i.e. “Starting points” is a general, descriptive category, which gives 
the possibility to specify how alcoholic beverages are defined in the country in question, and 
offers the opportunity to give a brief description on how alcohol is regulated by law in the 
country. One can, for instance, state that there is a specific Alcohol Act in force, or indicate 
that alcohol is regulated mainly through other, non-alcohol specific, legislations. Subcategory 
one is mainly for information gathering purposes, and it does not generate any numeric score, 
unlike the other subcategories in the scale. 
 
The 33 forms were filled in using data collected by the WHO-EURO in the European Survey on 
Alcohol and Health, corresponding to the year 2010. In addition, we contacted experts in the 
countries in order to get more contextual information. 
 
Table 1.  Subcategories of alcohol policy measures 
 

 Subcategory of alcohol policy measures  % Max 
points 

I Starting points  0 0 

II Control of production, retail sale and distribution of alcoholic beverages  25 40 

III Age limits and personal control  15 24 

IV Control of drunk driving  15 24 

V Control of advertising, marketing and sponsorship of alcoholic beverages  15 24 

VI Public policy  5 8 

VII Alcohol taxation and price  25 40 

 Total  100 160 
 

Karlsson, Lindeman, Österberg 2012
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What we found 
After filling in the scales for the 33 countries included in the study (EU 27 + Switzerland, 
Norway, Iceland, Croatia, Former Yugoslavian Republic of Macedonia and Turkey) we can 
determinate which countries have strict and/or comprehensive policies, and which countries 
have chosen a more liberal/lenient path. By looking at the ranking order of the countries, one 
can conclude that there are quite big differences in how the European countries have chosen 
to deal with the question of alcohol policies. In order to classify alcohol policies according to 
their strictness and comprehensiveness, the countries included in the study were divided into 
low, medium and high alcohol policy countries (Figure 1). 
 
This was done by dividing the scores between maximum and minimum in three equally large 
parts. The countries having the lowest scores contain the countries with the weakest formal 
alcohol policies in Europe. This group contains 18 countries that rank below the 33rd percentile 
of the scores (break point 70). 
 
Figure 1.  Ranking of alcohol policies 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Classement des politiques publiques

33 pays

Karlsson, Lindeman, 
Österberg 2012
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Map provided by Cartographic Research Lab, University of Alabama 

The medium alcohol policy group consists of 11 countries below the 66th percentile (break 
point 101), whereas only four countries were classified as high alcohol policy countries. It 
hardly comes as any surprise that the countries with high alcohol policy scores are the Nordic 
countries that still have retail alcohol monopolies. The medium policy countries are a more 
heterogenic group that comprises three old EU member states (France, Ireland and the United 
Kingdom), six EU member states situated in the Eastern part of Europe, and the EU applicant 
countries Croatia and Turkey. The third and largest group is formed by the low-alcohol policy 
countries, which is also heterogenic considering geography, culture and history.  
 
Another way of categorizing the countries is to divide them into four profiles according to 
drinking patterns, consumption levels and historical background (Shield et al. 2012; Figure 2). 
 

Figure 1. Regional alcohol policy profiles in Europe2 
 

 

 

 

 

 

 

 

 

 

 

 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The four alcohol policy profiles are: the Nordic monopoly profile, the eastern European profile, 
the west-central European profile and the southern European profile. They all have diverse 

                                                        

2 Finland, Iceland, Norway and Sweden form a Nordic group. Originally Shield et. al also included Denmark in this 
group, but the fact that Denmark lacks a retail monopoly makes it structurally very different from the other Nordic 
countries. 
 

Karlsson, Lindeman, Österberg 201283



Corrélation entre niveau de consommation 

et profils de politiques publique
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This is also the case in Spain where the “botellón” phenomenon has become a part of the 

young people drinking habits (Gual 2006).  

 

 

Figure 3. Consumption and policies 3  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
There is, however, no direct causal link between changes in alcohol policy and alcohol 

consumption. Instead the relationship between these two seems quite complicated. For 

example, Italy set its first BAC limit only in 1988, and the first decree on guidelines for 

prevention and treatment for alcohol problems came only in 1993 – many years after the 

consumption started to fall. This “Mediterranean Mystery”, which cannot be explained by 

alcohol policies, has instead been accounted for by changes in society. One contributing factor 

has been urbanization, while changes in work organization is another one (Allamani & Prina 

2007). 

 
What does this mean? 
The results from the AMPHORA alcohol policy scale show us that there are great differences in 

how alcohol is governed throughout Europe. 

 

Despite recent alcohol policy liberalizations in the Nordic countries, the four Nordic alcohol-

monopoly countries have by far still the strictest alcohol policies in Europe. A common 

denominator for the top ranking countries is high taxes and restricted physical availability of 

alcoholic beverages.  

 

With the exception of the southern European countries, higher AMPHORA policy score is 

associated with lower alcohol consumption. The decrease in alcohol (wine) consumption in the 

Mediterranean countries has been influenced mainly by societal factors like urbanization and 

changes in work organization, rather than changes in formal alcohol policies. Having the “least 

hazardous” drinking patterns compared to other European countries is another reason why 

the southern European countries should be regarded as the exception proving the rule (Shield 

et al. 2012). 

 

When using policy scales, one should remember that there are some built-in problems with 

the methodology. First of all, it is hard to quantify and reduce complex policies into numbers 

                                                        

3 Latvia excluded from the profile due to lack of consumption data 

Karlsson, Lindeman, Österberg 2012
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Conclusions des auteurs

(Amphora)

1. Les	résultats	doivent	être	interprétés	avec	précaution,	en	raison	de	la	fragilité	des	
cotations	des	politiques	publiques


2. Malgré	une	évolution	libérale	des	politiques	publiques	depuis	plusieurs	décades,	les	
4	pays	nordiques	ont	toujours	les	politiques	européennes	les	plus	strictes	et	de	loin


3. A	l’exception	des	pays	du	Sud	de	l’Europe,	des	politiques	plus	strictes	et	plus	
complètes	sont	corrélées	à	des	niveaux	plus	bas	de	consommation.

Karlsson, Lindeman, Österberg 2012
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Mêmes conclusions : Brand, D. A., M. Saisana, et al. (2007). "Comparative 
Analysis of Alcohol Control Policies in 30 Countries." Plos Medecine 4(4): 
e151.
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Analyse simultanée des déterminants contextuels 
et des politiques publiques dans 12 pays
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affecting alcohol consumption in a country. The thesis are that the impact of evidence-based 
alcohol prevention policies will vary by country and by time period, this variation often being 
due to the impact of wider social, economic and cultural forces. 
 
What we did 
We studied twelve European countries (Allamani et al. 2011), grouped geographically as 
shown in Table 1.  
 
Table 1. European countries involved in the study  
 

Northern 
countries 

Central  
countries 

Western 
countries 

Eastern   
countries 

Southern 
countries 

Sweden  Austria UK Hungary France 
Norway Switzerland Netherlands Poland Spain 
Finland    Italy 

 
The research team posed the following questions: 

1. How do alcohol policies affect alcohol consumption? 
2. How do unplanned factors affect alcohol consumption? 
3. To what extent do unplanned factors and alcohol policies explain changes in alcohol 

consumption? 
4. How do policies and unplanned factors affect alcohol-related deaths? 
5. What are the similarities and differences between the 12 European countries included 

in the study, with regards to the 4 points above? 
 
Data were collected in each country for the period 1960–2008 for the following factors 
(Allamani et al., 2011):  

• Alcohol consumption per capita by type of beverage;  
• Deaths from chronic liver disease and cirrhosis, and transport accidents; 
• Policy measures: 9 main types of alcohol policy measures, regarding availability, taxes, 

drunk driving, advertising, country-wide prevention plans (see Table 2); 
• Unplanned factors: 21 main types of social, cultural, economic, demographic, political, 

health and religious determinants of alcohol consumption changes (see Table 3). Prices 
of alcoholic beverages were considered as part of market strategies by the alcohol 
industry, and were therefore treated as unplanned variables. Border import of alcohol, 
which to a great degree depends on price differences between countries, was also 
considered an unplanned variable. 
 

Table 2. Main types of alcohol policy measures investigated in the 12 study countries (1960 – 
2008) 
 

1. Taxes 

2. Advertising control  
3. Availability:  minimum age to buy alcohol; licensing rules for selling places and trading hours  

4. Drink driving - BAC  

5. National prevention plans  

6. Enforcement 
7. Nationwide education programs  
8. Community projects 
9. Development of alcohol - treatment programs     
(For operationalization, see Allamani et al 2011) 

 

Allamani A et al Subst Use Misuse 2011;46:1288-303
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1. Comment	les	politiques	publiques	influencent-elles	la	
consommation	d’alcool	?	


2. Comment	les	autres	facteurs	contextuels	sociopolitiques	
influencent-ils	la	consommation	d’alcool	?	


3. Quelles	sont	les	influences	relatives	des	deux	types	de	
facteurs	d’évolution	?

Allamani A et al Subst Use Misuse 2011;46:1288-303
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Catégorie des mesures des évolutions 
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When lacking national information, data were complemented by information from the 
following international sources:  the World Bank, Eurostat, and the Organization for Economic 
Co-operation and Development (OECD). 
 
Unplanned factors were classified in three categories:  

• Factors with relatively large amount of data for most countries, including: age group 
(operationalized as proportion of males over 65 of age), level of education for women, 
employment status of women, mean maternal age at all births, proportion of urban 
versus rural living, per capita income, price of alcohol beverages, and price of food 
items. These factors turned out to have data for at least once every 5 years from about 
1960 to 2008, for all countries. 

• Factors for which only a limited amount of data was available in most countries over 
time, such as  migration, single parent/single household, water/soft drink consumption, 
smoking. 

• Factors with little data, data limited to only a few countries, or qualitative descriptors, 
such as major socio-political and economic changes, border trade and travellers’ 
imports of alcoholic beverages, tolerance of intoxication, and secularization. 

 
Table 3. Main types of alcohol unplanned factors investigated in the 12 study countries 
(1960–2008) 

(For operationalization, see Allaman et al 2011) 

 
Method of analysis  
Multiple imputation of missing entries 
A Multivariate Imputation by Chained Equations (MICE) was carried out in order to account for 
missing information (Raghunathan et al., 2001). Variables with more than 40 missing values 
(on a series of 50 values) were removed from the dataset. The limit of 40 was chosen to 
maintain variables with values every 5 years. Separate multiple imputation were done by 
country. Separate regression analyses were performed on the 5 complete datasets produced 
by the MICE technique, and the results were combined according to the methods of Little et al 
(2002).  
 
Modelling the effect of policy measures   
The effect of each policy measure, adjusted for the effect of unplanned factors, was estimated 
by introducing the same value, i.e. 0 before the year of the introduction of the policy and 1 in 
the following time period. In this way, each policy measure was considered to have an 
immediate and constant effect over time, with no accumulation with other policy measures 
which could be implemented before, during, or after.  
 

1. Demographic Issues    12. Food consumption  
2. Urbanisation    13. Price of food items    

      3. Migratory movement from other 
countries 

   14. Household expenditure on food 

4. Education 15. Density of on & off licensed premises selling alcohol 
5. Employment     16. Social attitude towards alcohol 
6. Income    17. Major socio-political & economic events  
7. Age of women at childbirth 18. Motor road traffic density 
8. Price of alcohol beverages    19. Secularization 
9. Household expenditure on alcohol    20. Smokers 

 10. Alcohol advertising    21. Border import of alcoholic beverages 
 11. Impact of alcohol industry    22. Unintended counter-effects like methanol 

intoxication  

Allamani A et al Subst Use Misuse 2011;46:1288-303
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example, policy correlations are higher in France than in Norway and higher in Spain than in 
Sweden). 
 
Figure 3. Policy measures and unplanned variables: partial correlations (in percent) with 
total alcohol consumption, 12 EU countries, 1960-2008 
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Results from the 12 EU countries: Contribution of policies and of unplanned factors 
to alcohol-related harm   
Figure 4 shows the same correlation analyses as in Figure 3, but this time for deaths from 
chronic liver disease and cirrhosis, and Figure 5 for transport accident deaths, with the 
correlations not indicating the direction of change.    
 
Figure 4. Policy measures and unplanned variables: partial correlations (in percent) with 
chronic liver and cirrhosis deaths in 12 EU countries, 1970-2008 
 

0 
10 
20 
30 
40 
50 
60 
70 
80 
90 

100 

AT FI FR HU IT NL NO PL ES SE CH UK 

Unplanned 

Policies 

 
 
Concerning transport accidents, a notable limitation of this analysis is that these series of data 
are incomplete for many countries. Correlations are found between both the policy measures 
and the unplanned factors and deaths from chronic liver disease and cirrhosis and transport 
accidents. Unplanned factors tend to have higher correlations than policies, although the 
differences are somewhat less than with alcohol consumption. Again, there is considerable 

Mesures politiques et évolution sociétales : corrélations partielles (en 
pourcentage) avec la consommation totale d’alcool (12 pays UE, 1960-2008)
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Conclusions sur les contextes 

et les politiques

1. Les politiques publiques dans le domaine de l’alcool influencent la 
consommation. En général, la libéralisation des politiques est associée à 
un accroissement de la consommation et l’introduction de mesures 
préventives est associée avec une baisse de la consommation


2. Certains facteurs contextuels ont un impact sur la consommation 
d’alcool. En particulier le niveau d’urbanisation, le rôle des femmes, le prix 
de l’alcool sont corrélés au niveau de consommation 


3. Les facteurs contextuels ont une plus grande influence sur les 
politiques publiques. Le rôle de ces facteurs doit être pris en compte 
quand on met en place une politique evidence-based ou quand on met en 
place de nouvelles politiques

http://www.amphoraproject.netAllamani A et al Subst Use Misuse 2011;46:1288-303
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Plan
• Resultats de l’étude ECAS European Comparative Alcohol Study (Österberg & Karlsson 

2002)


• Resultats d’ AMPHORA (Alcohol Measures for Public Health Research Alliance)


• Karlsson, Lindeman, Österberg 2012


• Allamani et al 2011


• Quelques mots à propos des recommandations concernant l’éducation et la 
persuasion

Alcohol in 
Postwar Europe
Consumption, drinking patterns, consequences
and policy responses in 15 European countries

Editor Thor Norström

www.fhi.senational institute of public health

European Comparative Alcohol Study – ECAS

This volume summarises the findings from the European
Comparative Alcohol Study – ECAS. The main topics include:

• alcohol policy
• overall alcohol consumption
• drinking patterns
• alcohol-related mortality 

The focus is on the European Union and Norway during the post-
war period. 

ISBN 91-7257-158-6

ISSN 1104-358X

2002:24

National Institute of Public Health
SE-103 52 Stockholm

Fax +46 8 566 135 05
E-mail: info@fhi.se
Internet: www.fhi.se

9 789122 019923

ISBN 91-22-01992-8

Almqvist & Wiksell International - Stockholm

A
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ar Europe
Editor Thor N

orström
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Education et Persuasion efficacité

Education à l’école 0b

Education à l’université 0

Campagnes médiatiques 0

Avertissements sanitaires 0

Babor et al Alcohol no ordinary commodity Oxford University 
Press 2003 1st edition

b : Parmi la centaine d’études, seulement deux ont montré des effets 
de long terme (supérieur à 3 ans), et la signification de celles-ci après 
réanalyse sont à questionner (Foxcroft 2003). Quelques autres études 
ont montré des effets à plus court terme, et dans ce cadre la notation 
pourrait être un +.
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Débat dans le champ des éducateurs alcool

Lettre ouverte à mes amis et collègues de Michel Craplet


• Les politiques antialcool sont efficaces mais l’éducation ne l’est 
pas  ...


• Cette information tronquée a provoqué une dépression parmi les 
acteurs socioéducatifs de terrain


• En fait, il est écrit : 


• un petit effet positif a été observé pour les campagnes 
médiatiques


• Des différences ont été observées entre groupes témoin et 
action à court terme


• Les jeunes qui ont reçu plus d’exposition consommaient 
moins
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Education et Persuasion Efficacité

Education en classe 0

Education normative et programmes à 
multicomposants pour les étudiants +

Interventions brèves pour 

les étudiants à haut risque +

Campagnes médiatiques dont les campagnes 
de sécurité routière 0

Avertissements sanitaires et panneaux 0

Marketing social 0

Babor et al Alcohol no ordinary commodity Oxford University 
Press 2010 2nd edition
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8. Residential treatment:�&YUFOE�DVSSFOU�DPWFSBHF�PG�IPNF
�PVUQBUJFOU
�SVSBM
�DPNNVOJUZ�SFTJEFOUJBM�BOE�ZPVUI�SFTJEFOUJBM�QSPHSBNT�
GPS�EFUPYJöDBUJPO�GSPN�BMDPIPM�EFQFOEFODF�	QSPHSBNT�MBTUJOH�VQ�UP�UISFF�XFFLT
�

9. Residential treatment + naltrexone:�$PNCJOF�FYUFOTJPO�PG�SFTJEFOUJBM�USFBUNFOU�XJUI�OBMUSFYPOF�QIBSNBDPUIFSBQZ
�UP�SFEVDF�
SFMBQTF�JO�UIPTF�XIP�SFNJU
�BOE�B����XFFL�DPNQSFIFOTJWF�TVQQPSU�QSPHSBN�

10. Random breath testing: 1SPWJEF�SBOEPN�CSFBUI�UFTUJOH�TUBUJPOT�	F�H��ACPP[F�CVTFT�
�UP�EFUFDU�BOE�QSFWFOU�ESJWJOH�XJUI�B�CMPPE�
BMDPIPM�DPODFOUSBUJPO�PG�NPSF�UIBO�����H�QFS����N-
�XJUI�DPWFSBHF�UP�BDIJFWF�BO�BWFSBHF�PG�POF�UFTU�QFS�ESJWFS�QFS�ZFBS�JO�
"VTUSBMJB��

11. Increase in minimum legal drinking age: *ODSFBTF�UIF�NJOJNVN�BHF�GPS�QVSDIBTJOH�PS�DPOTVNJOH�BMDPIPM�JO�QVCMJD�GSPN����ZFBST�
UP����ZFBST
�UISPVHI�MFHJTMBUJPO�BOE�FOGPSDFNFOU�

12. Mass media ‘drink driving’ campaigns:�3VO�B�NBTT�NFEJB�DBNQBJHO�	UFMFWJTJPO
�SBEJP
�OFXTQBQFST
�CJMMCPBSET
�FUD�
�UP�FODPVSBHF�
SFTQPOTJCMF�BMDPIPM�DPOTVNQUJPO�XIFO�ESJWJOH�

4. INTERVENTION COST-EFFECTIVENESS

5ISFF�JOUFSWFOUJPOT�BSF�%PNJOBOU�	J�F��DPTU�TBWJOH�UP�UIF�IFBMUI�TFDUPS
��DIBOHFT�UP�UBYBUJPO
�BEWFSUJTJOH�CBOT�BOE�JODSFBTF�JO�NJOJNVN�
MFHBM�ESJOLJOH�BHF�UP����ZFBST��"�GVSUIFS�öWF�JOUFSWFOUJPOT�BSF�VOEFS�B����
����%"-:�UISFTIPME��(1�CSJFG�JOUFSWFOUJPO�	XJUI�PS�XJUIPVU�
UFMFNBSLFUJOH�BOE�TVQQPSU�GPS�(1T

�MJDFOTJOH�DPOUSPMT
�ESJOL�ESJWJOH�NBTT�NFEJB�BOE�UIF�DVSSFOU�QSBDUJDF�PG�SBOEPN�CSFBUI�UFTUJOH��0OMZ�
SFTJEFOUJBM�USFBUNFOU�	XJUI�PS�XJUIPVU�OBMUSFYPOF
�JT�OPU�DPTU�FòFDUJWF�

5BCMF���$PTU�FòFDUJWFOFTT�SBUJPT�BOE�QSPCBCJMJUZ�PG�CFJOH�DPTU�TBWJOH�PS�DPTU�FòFDUJWF

 2 

7. Brief intervention by a GP + telemarketing and GP support: Combine brief intervention 
with additional telemarketing, to boost GP recruitment, and follow-up support of GPs, to 
encourage intervention delivery. 

8. Residential treatment: Extend current coverage of home, outpatient, rural, community 
residential and youth residential programs for detoxification from alcohol dependence 
(programs lasting up to three weeks). 

9. Residential treatment + naltrexone: Combine extension of residential treatment with 
naltrexone pharmacotherapy, to reduce relapse in those who remit, and a 12-week 
comprehensive support program. 

10. Random breath testing: Provide random breath testing stations (e.g. ‘booze buses’) to 
detect and prevent driving with a blood alcohol concentration of more than 0.05g per 
100mL, with coverage to achieve an average of one test per driver per year in Australia.  

11. Increase in minimum legal drinking age: Increase the minimum age for purchasing or 
consuming alcohol in public from 18 years to 21 years, through legislation and 
enforcement. 

12. Mass media ‘drink driving’ campaigns: Run a mass media campaign (television, radio, 
newspapers, billboards, etc.) to encourage responsible alcohol consumption when driving. 

 

Table 1 Cost-effectiveness ratios and probability of being cost-saving or cost-effective 

Intervention Median ICER* 
($/DALY) 

Median expansion 
pathway ICER** 

($/DALY) 

Probability of 
being 

cost-saving 

Probability of being 
< $50,000/DALY 

Volumetric taxation Dominant Dominant 100% 100% 

General taxation (15%) Dominant Dominant 100% 100% 

General taxation (30%) Dominant Dominant 100% 100% 

Advertising bans Dominant Dominant 85% 100% 

Min. legal drink age to 21 Dominant Dominant 59% 100% 

Brief intervention $3,800 $1,300 30% 100% 

Brief int. + tele. & support $7,500 –––––– Less cost-effective alternative  not included in pathway –––––– 

Licensing controls $3,200 $3,500 4% 100% 

Drink driving mass media $14,000 $14,000 0% 80% 

Random breath testing Current practice $26,000 0% 88% 

Residential treatment $140,000 –––––– Less cost-effective alternative  not included in pathway –––––– 

Res. treat. + naltrexone $97,000 $84,000 0% 0% 

* Incremental cost-effectiveness of intervention compared with current practice (random breath testing).  
** Incremental cost-effectiveness of adding intervention to an optimal mix of interventions. 
NB. A dominant intervention leads to health gain at a net cost saving to the health sector; a very favourable economic result. 

 

 

 

ACE–PREVENTION PAMPHLETS  
GENERAL POPULATION RESULTS PAMPHLET 2

COST-EFFECTIVENESS OF ALCOHOL INTERVENTIONS

1. MAIN MESSAGES

t� *OUFSWFOUJPO�UP�QSFWFOU�BMDPIPM�SFMBUFE�EJTFBTF�BOE�JOKVSZ�JT�IJHIMZ�DPTU�FòFDUJWF��B�QBDLBHF�PG�TFWFO�
QSFWFOUJWF�JOUFSWFOUJPOT�DPVME�BDIJFWF�B�����SFEVDUJPO�JO�UIF�IBSNGVM�BOE�IB[BSEPVT�IFBMUI�FòFDUT�PG�
BMDPIPM��

t� "MUIPVHI�UIF�DVSSFOU�QSBDUJDF�PG�SBOEPN�CSFBUI�UFTUJOH�JO�"VTUSBMJB�JT�DPTU�FòFDUJWF
�JG�UIF�����NJMMJPO�UIBU�
JT�DVSSFOUMZ�TQFOU�PO�SBOEPN�CSFBUI�UFTUJOH�DPVME�CF�JOWFTUFE�JO�NPSF�DPTU�FòFDUJWF�JOUFSWFOUJPOT
�PWFS�
UFO�UJNFT�UIF�BNPVOU�PG�IFBMUI�HBJO�DPVME�CF�BDIJFWFE��

2. BACKGROUND

%SJOLJOH�BMDPIPM�JT�B�QPQVMBS�QBTU�UJNF�JO�"VTUSBMJB��JO�B�TVSWFZ�PG�"VTUSBMJBOT�BHFE����ZFBST�BOE�PWFS
�����
SFQPSUFE�DPOTVNQUJPO�PG�BMDPIPM�JO�UIF�QBTU�ZFBS��8IJMF�NPTU�"VTUSBMJBOT�ESJOL�SFTQPOTJCMZ
�POF�JO�öWF�SJTLT�
TIPSU�UFSN�BMDPIPM�SFMBUFE�IBSN�BOE�POF�JO�UFO�SJTLT�MPOH�UFSN�BMDPIPM�SFMBUFE�IBSN�CZ�ESJOLJOH�UP�FYDFTT��
0WFSBMM
�DPOTVNQUJPO�PG�BMDPIPM�XBT�FTUJNBUFE�UP�DPTU�UIF�"VTUSBMJBO�FDPOPNZ�������CJMMJPO�JO��������
�EVF�UP�
MPTU�QSPEVDUJWJUZ
�IFBMUI�DBSF�DPTUT
�BOE�DPTUT�SFMBUFE�UP�SPBE�USBóD�BDDJEFOUT�BOE�DSJNF�

3. INTERVENTIONS

"�UFDIOJDBM�BEWJTPSZ�QBOFM�XBT�FTUBCMJTIFE�UP�BTTJTU�JO�TFMFDUJOH�BMDPIPM�JOUFSWFOUJPOT�GPS�DPTU�FòFDUJWFOFTT�
BOBMZTJT��'SPN�B�MJTU�PG�PWFS����JOUFSWFOUJPOT
�UIF�QBOFM�TFMFDUFE����JOUFSWFOUJPOT�PG�IJHI�QSJPSJUZ
�CBTFE�
PO�JOUFSWFOUJPO�FóDBDZ�BOE�QPMJUJDBM�GFBTJCJMJUZ�JO�"VTUSBMJB��5IJT�MJTU�XBT�GVSUIFS�OBSSPXFE�UP�UIF�GPMMPXJOH�
JOUFSWFOUJPOT
�XIJDI�GPDVT�PO�UIF�BEVMU�QPQVMBUJPO�BOE�IBWF�TVóDJFOU�FWJEFODF�UP�TVQQPSU�B�DPTU�FòFDUJWFOFTT�
BOBMZTJT�

1. Volumetric taxation:�&RVBMJTF�UIF�BMDPIPM�FYDJTF�SBUF
�DIBSHFE�QFS�MJUSF�PG�BMDPIPM
�BDSPTT�BMM�BMDPIPMJD�
CFWFSBHF�DBUFHPSJFT�

2. General taxation increase to 15%:�*ODSFBTF�DVSSFOU�SBUF�PG�UBYBUJPO�UP�����

3. General taxation increase to 30%:�*ODSFBTF�DVSSFOU�SBUF�PG�UBYBUJPO�UP�����

4. Advertising bans:�3FTUSJDU�BMDPIPM�QSPNPUJPO�BOE�BEWFSUJTJOH
�TVDI�BT�BEWFSUJTJOH�PO�CJMMCPBSET�BOE�
TQPOTPSTIJQ�PG�DPNNVOJUZ�FWFOUT�

5. Licensing controls to restrict operating hours: 3FTUSJDU�UIF�QVSDIBTF�PG�BMDPIPM
�CZ�MJNJUJOH�UIF�OVNCFS�PG�
IPVST�BOE�PS�EBZT�PG�TBMF�UISPVHI�MFHJTMBUJPO�BOE�FOGPSDFNFOU�

6. Brief intervention by a general practitioner (GP): 5SBJO�(1T�UP�TDSFFO�QBUJFOUT�VTJOH�UIF�"MDPIPM�6TF�
%JTPSEFST�*EFOUJöDBUJPO�5FTU
�DPVOTFM�UIPTF�QBUJFOUT�DPOTVNJOH�BMDPIPM�BU�IB[BSEPVT�PS�IBSNGVM�MFWFMT
�
QSPWJEF�TVQQPSUJWF�XSJUUFO�NBUFSJBMT
�BOE�QSPWJEF�GPMMPX�VQ�DPOTVMUBUJPO�XJUI�GVSUIFS�BEWJDF
�JG�OFDFTTBSZ��

7. Brief intervention by a GP + telemarketing and GP support: $PNCJOF�CSJFG�JOUFSWFOUJPO�XJUI�BEEJUJPOBM�
UFMFNBSLFUJOH
�UP�CPPTU�(1�SFDSVJUNFOU
�BOE�GPMMPX�VQ�TVQQPSU�PG�(1T
�UP�FODPVSBHF�JOUFSWFOUJPO�EFMJWFSZ�
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5. CONCLUSIONS
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Figure 1 Intervention pathway for the alcohol interventions 

 

 

 
4. Conclusions 

Although the current practice of random breath testing in Australia is cost-effective, if the $71 
million that is currently spent on random breath testing could be invested in more cost-
effective interventions, over ten times the amount of health gain could be achieved. Taken as 
a package of interventions, all seven preventive interventions would be a cost-effective 
investment that could achieve 31% of the potential population health improvement from lower-
level drinking. Only residential treatment is not cost-effective. 

It is important to keep in mind, however, that the strength of evidence underlying the 
evaluation of alcohol interventions is relatively modest. There is substantial variability in the 
strength of evidence defining the effectiveness of each intervention, and there is substantial 
uncertainty around the sustainability of intervention effects on drinking behaviour over the 
long-term.  

Publications with further information about the ACE analysis of alcohol interventions: 

Cobiac LJ, Vos T, Doran C, Wallace A. (2009) Cost-effectiveness of interventions to 
prevent alcohol-related disease and injury in Australia. Addiction 104(10):1646-1655. 

Byrnes JM, Cobiac LJ, Doran CM, Vos T, Shakeshaft A (In press) The cost effectiveness of 
volumetric alcohol taxation in Australia MJA. 
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1. MAIN MESSAGES

t� *OUFSWFOUJPO�UP�QSFWFOU�BMDPIPM�SFMBUFE�EJTFBTF�BOE�JOKVSZ�JT�IJHIMZ�DPTU�FòFDUJWF��B�QBDLBHF�PG�TFWFO�
QSFWFOUJWF�JOUFSWFOUJPOT�DPVME�BDIJFWF�B�����SFEVDUJPO�JO�UIF�IBSNGVM�BOE�IB[BSEPVT�IFBMUI�FòFDUT�PG�
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t� "MUIPVHI�UIF�DVSSFOU�QSBDUJDF�PG�SBOEPN�CSFBUI�UFTUJOH�JO�"VTUSBMJB�JT�DPTU�FòFDUJWF
�JG�UIF�����NJMMJPO�UIBU�
JT�DVSSFOUMZ�TQFOU�PO�SBOEPN�CSFBUI�UFTUJOH�DPVME�CF�JOWFTUFE�JO�NPSF�DPTU�FòFDUJWF�JOUFSWFOUJPOT
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2. BACKGROUND

%SJOLJOH�BMDPIPM�JT�B�QPQVMBS�QBTU�UJNF�JO�"VTUSBMJB��JO�B�TVSWFZ�PG�"VTUSBMJBOT�BHFE����ZFBST�BOE�PWFS
�����
SFQPSUFE�DPOTVNQUJPO�PG�BMDPIPM�JO�UIF�QBTU�ZFBS��8IJMF�NPTU�"VTUSBMJBOT�ESJOL�SFTQPOTJCMZ
�POF�JO�öWF�SJTLT�
TIPSU�UFSN�BMDPIPM�SFMBUFE�IBSN�BOE�POF�JO�UFO�SJTLT�MPOH�UFSN�BMDPIPM�SFMBUFE�IBSN�CZ�ESJOLJOH�UP�FYDFTT��
0WFSBMM
�DPOTVNQUJPO�PG�BMDPIPM�XBT�FTUJNBUFE�UP�DPTU�UIF�"VTUSBMJBO�FDPOPNZ�������CJMMJPO�JO��������
�EVF�UP�
MPTU�QSPEVDUJWJUZ
�IFBMUI�DBSF�DPTUT
�BOE�DPTUT�SFMBUFE�UP�SPBE�USBóD�BDDJEFOUT�BOE�DSJNF�

3. INTERVENTIONS

"�UFDIOJDBM�BEWJTPSZ�QBOFM�XBT�FTUBCMJTIFE�UP�BTTJTU�JO�TFMFDUJOH�BMDPIPM�JOUFSWFOUJPOT�GPS�DPTU�FòFDUJWFOFTT�
BOBMZTJT��'SPN�B�MJTU�PG�PWFS����JOUFSWFOUJPOT
�UIF�QBOFM�TFMFDUFE����JOUFSWFOUJPOT�PG�IJHI�QSJPSJUZ
�CBTFE�
PO�JOUFSWFOUJPO�FóDBDZ�BOE�QPMJUJDBM�GFBTJCJMJUZ�JO�"VTUSBMJB��5IJT�MJTU�XBT�GVSUIFS�OBSSPXFE�UP�UIF�GPMMPXJOH�
JOUFSWFOUJPOT
�XIJDI�GPDVT�PO�UIF�BEVMU�QPQVMBUJPO�BOE�IBWF�TVóDJFOU�FWJEFODF�UP�TVQQPSU�B�DPTU�FòFDUJWFOFTT�
BOBMZTJT�

1. Volumetric taxation:�&RVBMJTF�UIF�BMDPIPM�FYDJTF�SBUF
�DIBSHFE�QFS�MJUSF�PG�BMDPIPM
�BDSPTT�BMM�BMDPIPMJD�
CFWFSBHF�DBUFHPSJFT�

2. General taxation increase to 15%:�*ODSFBTF�DVSSFOU�SBUF�PG�UBYBUJPO�UP�����

3. General taxation increase to 30%:�*ODSFBTF�DVSSFOU�SBUF�PG�UBYBUJPO�UP�����

4. Advertising bans:�3FTUSJDU�BMDPIPM�QSPNPUJPO�BOE�BEWFSUJTJOH
�TVDI�BT�BEWFSUJTJOH�PO�CJMMCPBSET�BOE�
TQPOTPSTIJQ�PG�DPNNVOJUZ�FWFOUT�

5. Licensing controls to restrict operating hours: 3FTUSJDU�UIF�QVSDIBTF�PG�BMDPIPM
�CZ�MJNJUJOH�UIF�OVNCFS�PG�
IPVST�BOE�PS�EBZT�PG�TBMF�UISPVHI�MFHJTMBUJPO�BOE�FOGPSDFNFOU�

6. Brief intervention by a general practitioner (GP): 5SBJO�(1T�UP�TDSFFO�QBUJFOUT�VTJOH�UIF�"MDPIPM�6TF�
%JTPSEFST�*EFOUJöDBUJPO�5FTU
�DPVOTFM�UIPTF�QBUJFOUT�DPOTVNJOH�BMDPIPM�BU�IB[BSEPVT�PS�IBSNGVM�MFWFMT
�
QSPWJEF�TVQQPSUJWF�XSJUUFO�NBUFSJBMT
�BOE�QSPWJEF�GPMMPX�VQ�DPOTVMUBUJPO�XJUI�GVSUIFS�BEWJDF
�JG�OFDFTTBSZ��

7. Brief intervention by a GP + telemarketing and GP support: $PNCJOF�CSJFG�JOUFSWFOUJPO�XJUI�BEEJUJPOBM�
UFMFNBSLFUJOH
�UP�CPPTU�(1�SFDSVJUNFOU
�BOE�GPMMPX�VQ�TVQQPSU�PG�(1T
�UP�FODPVSBHF�JOUFSWFOUJPO�EFMJWFSZ�
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Anderson et al. Effectiveness 
and cost-effectiveness of 
policies and programmes to 
reduce the harm caused by 
alcohol. Lancet 
2009;373:2334-46

School based-education 


"Some positive effects on increased knowledge and 
improved attitudes but no sustained effect on behaviour"


 

"Evidence statement 1


There is evidence from high-quality 
systematic review that three programmes, 
Strengthening Families, Botvin's LST and a 
culturally focused curriculum for Native 
Americans students, can produce long term 
reductions (greater than 3 years) in alcohol 
use."


Reference 42. Jones L 
et al. NICE (PHIAC 
14.3a)
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Pour discussion
• Les politiques + et les facteurs de contextes sociopolitiques +++ 

ont tous les deux une influencent sur l’évolution des 
consommations (moins évident pour les pays du sud de l’Europe) 


• Le rôle des facteurs de contexte doit être pris en compte pour la 
construction de politiques publiques evidence-based ou de nouvelles 
stratégies


• Quand on choisit une politique publique, se méfier de la recherche 
secondaire, retourner aux articles de recherche primaire


• Développer une recherche primaire nationale culturellement 
adaptée
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101Impact du prix sur la consommation d’alcool 

• Elasticité moyenne de -0.46 pour la bière


• Elasticité moyenne de -0.69 pour le vin 


• Elasticité moyenne and -0.80 pour les spiritueux


Wagenaar AC, Salois MJ, Komro KA. Effects of beverage alcohol price and tax levels on 
drinking: a meta-analysis of 1003 estimates from 112 studies. Addiction. 2009;104(2):179-90.

Effects of beverage alcohol price and tax levels on
drinking: a meta-analysis of 1003 estimates from
112 studies

Alexander C. Wagenaar, Matthew J. Salois & Kelli A. Komro
University of Florida, College of Medicine, Department of Epidemiology and Health Policy Research, Gainesville, FL, USA

ABSTRACT

Aims We conducted a systematic review of studies examining relationships between measures of beverage alcohol
tax or price levels and alcohol sales or self-reported drinking. A total of 112 studies of alcohol tax or price effects were
found, containing1003 estimates of the tax/price–consumption relationship. Design Studies included analyses of
alternative outcome measures, varying subgroups of the population, several statistical models, and using different
units of analysis. Multiple estimates were coded from each study, along with numerous study characteristics. Using
reported estimates, standard errors, t-ratios, sample sizes and other statistics, we calculated the partial correlation for
the relationship between alcohol price or tax and sales or drinking measures for each major model or subgroup
reported within each study. Random-effects models were used to combine studies for inverse variance weighted overall
estimates of the magnitude and significance of the relationship between alcohol tax/price and drinking. Find-
ings Simple means of reported elasticities are -0.46 for beer, -0.69 for wine and -0.80 for spirits. Meta-analytical
results document the highly significant relationships (P < 0.001) between alcohol tax or price measures and indices of
sales or consumption of alcohol (aggregate-level r = -0.17 for beer, -0.30 for wine, -0.29 for spirits and -0.44 for total
alcohol). Price/tax also affects heavy drinking significantly (mean reported elasticity = -0.28, individual-level
r = -0.01, P < 0.01), but the magnitude of effect is smaller than effects on overall drinking. Conclusions A large
literature establishes that beverage alcohol prices and taxes are related inversely to drinking. Effects are large compared
to other prevention policies and programs. Public policies that raise prices of alcohol are an effective means to reduce
drinking.

Keywords Alcohol, meta-analysis, price, systematic review, tax.

Correspondence to: Alexander C. Wagenaar, University of Florida, College of Medicine, Department of Epidemiology and Health Policy Research, 1329 SW
16th Street, Room 5130, PO Box 100177, Gainesville, FL 32610-0177, USA. E-mail: wagenaar@gmail.com
Submitted 21 May 2008; initial review completed 29 August 2008; final version accepted 8 October 2008

INTRODUCTION

There has been a substantial literature over the past
several decades on the relationship between beverage
alcohol tax and price levels and alcohol sales or consump-
tion measures. Excise and sales taxes represent the most
widespread public policy affecting retail price of alcohol;
some studies measure prices directly and many use tax
rates as a surrogate measure for price, as differences in
price across geographic areas are due largely to differing
tax rates. Studies differ substantially in terms of method-
ological quality—some using longitudinal designs and
others are simple cross-sectional surveys, some carefully
controlled with comparison groups and covariates,

others more rudimentary analyses. Economists, using
contemporary econometric modeling methods, conduct
a majority of these studies, but a substantial minority of
studies are conducted by scientists in other disciplines
related to health or social sciences. Beyond obvious differ-
ences in methodological quality from study to study, even
those studies that most would consider of high quality
vary in many details of measurement, jurisdiction
studied and statistical approach, and study authors’
interpretations of a given pattern of empirical findings
vary substantially across papers.

Several narrative reviews of this extensive literature
have appeared. Early reviews were conducted by Ornstein
[1] and Ornstein & Levy [2]. They suggest best estimates

REVIEW doi:10.1111/j.1360-0443.2008.02438.x

© 2009 The Authors. Journal compilation © 2009 Society for the Study of Addiction Addiction, 104, 179–190
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Vos T, Carter R, Mihalopoulos C, Veerman L, Magnus A, Cobiac L, et al. Assessing Cost-Effectiveness in 
Prevention. Brisbane, Melbourne: University of Queensland and Deakin University; 2010. 101 p.


'JHVSF���*OUFSWFOUJPO�QBUIXBZ�GPS�UIF�BMDPIPM�JOUFSWFOUJPOT

5. CONCLUSIONS

"MUIPVHI�UIF�DVSSFOU�QSBDUJDF�PG�SBOEPN�CSFBUI�UFTUJOH�JO�"VTUSBMJB�JT�DPTU�FòFDUJWF
�JG�UIF�����NJMMJPO�UIBU�JT�DVSSFOUMZ�TQFOU�PO�SBOEPN�
CSFBUI�UFTUJOH�DPVME�CF�JOWFTUFE�JO�NPSF�DPTU�FòFDUJWF�JOUFSWFOUJPOT
�PWFS�UFO�UJNFT�UIF�BNPVOU�PG�IFBMUI�HBJO�DPVME�CF�BDIJFWFE��5BLFO�
BT�B�QBDLBHF�PG�JOUFSWFOUJPOT
�BMM�TFWFO�QSFWFOUJWF�JOUFSWFOUJPOT�XPVME�CF�B�DPTU�FòFDUJWF�JOWFTUNFOU�UIBU�DPVME�BDIJFWF�����PG�UIF�
QPUFOUJBM�QPQVMBUJPO�IFBMUI�JNQSPWFNFOU�GSPN�MPXFS�MFWFM�ESJOLJOH��0OMZ�SFTJEFOUJBM�USFBUNFOU�JT�OPU�DPTU�FòFDUJWF�

*U�JT�JNQPSUBOU�UP�LFFQ�JO�NJOE
�IPXFWFS
�UIBU�UIF�TUSFOHUI�PG�FWJEFODF�VOEFSMZJOH�UIF�FWBMVBUJPO�PG�BMDPIPM�JOUFSWFOUJPOT�JT�SFMBUJWFMZ�
NPEFTU��5IFSF�JT�TVCTUBOUJBM�WBSJBCJMJUZ�JO�UIF�TUSFOHUI�PG�FWJEFODF�EFöOJOH�UIF�FòFDUJWFOFTT�PG�FBDI�JOUFSWFOUJPO
�BOE�UIFSF�JT�
TVCTUBOUJBM�VODFSUBJOUZ�BSPVOE�UIF�TVTUBJOBCJMJUZ�PG�JOUFSWFOUJPO�FòFDUT�PO�ESJOLJOH�CFIBWJPVS�PWFS�UIF�MPOH�UFSN��
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�����������
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�QMFBTF�WJTJU�XFCTJUF�www.uq.edu.au/bodce-ace-prevention

 3 

 

Figure 1 Intervention pathway for the alcohol interventions 

 

 

 
4. Conclusions 

Although the current practice of random breath testing in Australia is cost-effective, if the $71 
million that is currently spent on random breath testing could be invested in more cost-
effective interventions, over ten times the amount of health gain could be achieved. Taken as 
a package of interventions, all seven preventive interventions would be a cost-effective 
investment that could achieve 31% of the potential population health improvement from lower-
level drinking. Only residential treatment is not cost-effective. 

It is important to keep in mind, however, that the strength of evidence underlying the 
evaluation of alcohol interventions is relatively modest. There is substantial variability in the 
strength of evidence defining the effectiveness of each intervention, and there is substantial 
uncertainty around the sustainability of intervention effects on drinking behaviour over the 
long-term.  

Publications with further information about the ACE analysis of alcohol interventions: 

Cobiac LJ, Vos T, Doran C, Wallace A. (2009) Cost-effectiveness of interventions to 
prevent alcohol-related disease and injury in Australia. Addiction 104(10):1646-1655. 

Byrnes JM, Cobiac LJ, Doran CM, Vos T, Shakeshaft A (In press) The cost effectiveness of 
volumetric alcohol taxation in Australia MJA. 
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Lecture : l’application simultanée des 
taxes, de l’interdiction totale de publicité 
et l’augmentation de l’âge légal à 21 
ans économiserait 550 millions AU$ et 
110 000 DALYs

Lecture : l’application simultanée des taxes, de l’interdiction 
totale de publicité l’augmentation de l’âge légal à 21 ans, la 
généralisation de l’intervention brève, la réduction de 
l’accès au produit (horaires), des campagnes médiatiques 
contre l’alcool au volant, des tests aléatoires d’alcoolémie 
au volant et les traitements résidentiels économiserait 
environ 410 millions AU$ et 118 000 DALYs
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Alcohol PolicyAlcohol PolicyAlcohol Policy
Cost-effectivenessCost-effectivenessCost-effectiveness
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�
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�
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�
   ng	
�
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�
   ng	
�
   Notes

for for for 
22 European Countries22 European Countries22 European Countries

Institute of Alcohol Studies

Dan Chisholm (WHO Choice 
(choosing interventions that are 
cost-effective)


Jürgen Rehm, 


Ulrich Frick, 


Peter Anderson,

(http://www.ias.org.uk/).

http://www.ias.org.uk/buildingcapacity/index.html

Date: September 2009
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Explanation	
�
   of	
�
   the	
�
   table	
�
   

The	
�
   table	
�
   considers	
�
   a	
�
   number	
�
   of	
�
   policy	
�
   options,	
�
   singly	
�
   and	
�
   when	
�
   combined,	
�
   listed	
�
   in	
�
   
Column	
�
   1.	
�
   Column	
�
   2	
�
   estimates	
�
   their	
�
   impact	
�
   in	
�
   terms	
�
   of	
�
   the	
�
   number	
�
   of	
�
   healthy	
�
   years	
�
   gained	
�
   
for	
�
   every	
�
   one	
�
   million	
�
   people	
�
   in	
�
   the	
�
   population.	
�
   Column	
�
   3	
�
   provides	
�
   the	
�
   annual	
�
   cost	
�
   	
�
   of	
�
   
implementing	
�
   the	
�
   policy	
�
   (in	
�
   Euros	
�
   for	
�
   the	
�
   year	
�
   2005),	
�
   both	
�
   for	
�
   the	
�
   population	
�
   as	
�
   a	
�
   whole	
�
   
and	
�
   per	
�
   person.	
�
   	
�
   Column	
�
   4	
�
   gives	
�
   the	
�
   cost	
�
   effectiveness	
�
   ratio	
�
   (CER),	
�
   which	
�
   is	
�
   the	
�
   total	
�
   
cost	
�
   of	
�
   implementing	
�
   the	
�
   policy	
�
   or	
�
   action	
�
   (compared	
�
   to	
�
   doing	
�
   nothing),	
�
   divided	
�
   by	
�
   the	
�
   
number	
�
   of	
�
   healthy	
�
   years	
�
   gained,	
�
   again	
�
   relative	
�
   to	
�
   no	
�
   intervention.	
�
   	
�
   Thus,	
�
   if	
�
   we	
�
   consider	
�
   
a	
�
   comprehensive	
�
   advertising	
�
   ban,	
�
   this	
�
   is	
�
   estimated	
�
   to	
�
   gain	
�
   967	
�
   healthy	
�
   years	
�
   of	
�
   life	
�
   per	
�
   
one	
�
   million	
�
   of	
�
   the	
�
   population	
�
   (60,638	
�
   years	
�
   for	
�
   the	
�
   whole	
�
   population	
�
   of	
�
   the	
�
   country).	
�
   
Implementing	
�
   and	
�
   monitoring	
�
   an	
�
   advertising	
�
   ban	
�
   is	
�
   estimated	
�
   to	
�
   cost	
�
   the	
�
   country	
�
   €27.5	
�
   
million,	
�
   equivalent	
�
   to	
�
   44	
�
   cents	
�
   per	
�
   person.	
�
   Thus,	
�
   the	
�
   cost-‐effectiveness	
�
   ratio	
�
   is	
�
   €453	
�
   per	
�
   
healthy	
�
   year	
�
   of	
�
   life	
�
   gained	
�
   (€27,500,000	
�
   /	
�
   60,638).	
�
   

 

What	
�
   the	
�
   table	
�
   means

In	
�
   preventing	
�
   alcohol-‐related	
�
   ill-‐health,	
�
   available	
�
   resources	
�
   can	
�
   be	
�
   put	
�
   to	
�
   best	
�
   use	
�
   via	
�
   
enhanced	
�
   taxation	
�
   policies,	
�
   since	
�
   these	
�
   have	
�
   a	
�
   large	
�
   health	
�
   impact,	
�
   are	
�
   relatively	
�
   cheap	
�
   to	
�
   
implement,	
�
   and	
�
   thus	
�
   have	
�
   the	
�
   lowest	
�
   cost	
�
   per	
�
   healthy	
�
   year	
�
   of	
�
   life	
�
   gained.	
�
   A	
�
   comprehensive	
�
   
advertising	
�
   ban	
�
   is	
�
   also	
�
   projected	
�
   to	
�
   be	
�
   a	
�
   highly	
�
   cost-‐effective	
�
   measure.	
�
   Road-‐side	
�
   breath	
�
   
testing	
�
   and	
�
   reduced	
�
   access	
�
   to	
�
   retail	
�
   outlets	
�
   are	
�
   estimated	
�
   to	
�
   generate	
�
   less	
�
   health	
�
   gains,	
�
   
but	
�
   are	
�
   still	
�
   very	
�
   cost-‐effective.	
�
   Brief	
�
   interventions,	
�
   by	
�
   comparison,	
�
   can	
�
   have	
�
   a	
�
   big	
�
   impact	
�
   
but	
�
   are	
�
   relatively	
�
   costly	
�
   to	
�
   implement,	
�
   so	
�
   they	
�
   are	
�
   also	
�
   not	
�
   as	
�
   cost-‐effective	
�
   as	
�
   taxation	
�
   
and	
�
   advertising	
�
   ban	
�
   measures.	
�
   	
�
   However,	
�
   	
�
   all	
�
   interventions	
�
   -‐	
�
   whether	
�
   implemented	
�
   alone	
�
   
or	
�
   in	
�
   combination	
�
   -‐	
�
   produce	
�
   a	
�
   favourable	
�
   return	
�
   for	
�
   the	
�
   cost	
�
   incurred	
�
   (that	
�
   is,	
�
   each	
�
   extra	
�
   
year	
�
   of	
�
   healthy	
�
   life	
�
   can	
�
   be	
�
   secured	
�
   for	
�
   considerably	
�
   less	
�
   than	
�
   the	
�
   average	
�
   annual	
�
   income	
�
   
of	
�
   persons	
�
   living	
�
   in	
�
   the	
�
   country).
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�
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Explanation	
�
   of	
�
   the	
�
   fi	
�
   gure

This	
�
   fi	
�
   gure	
�
   plots	
�
   the	
�
   total	
�
   costs	
�
   and	
�
   effects	
�
   of	
�
   each	
�
   single	
�
   and	
�
   combined	
�
   intervention	
�
   for	
�
   a	
�
   
10-‐year	
�
   period.	
�
   The	
�
   blue	
�
   line	
�
   plots	
�
   the	
�
   increasing	
�
   cost	
�
   of	
�
   gaining	
�
   an	
�
   extra	
�
   year	
�
   of	
�
   healthy	
�
   
life	
�
   in	
�
   the	
�
   population	
�
   as	
�
   interventions	
�
   become	
�
   less	
�
   cost-‐effective	
�
   (as	
�
   the	
�
   gradient	
�
   becomes	
�
   
steeper,	
�
   so	
�
   the	
�
   cost	
�
   per	
�
   unit	
�
   of	
�
   effect	
�
   increases).	
�
   It	
�
   shows	
�
   the	
�
   most	
�
   effi	
�
   cient	
�
   way	
�
   of	
�
   
combining	
�
   different	
�
   strategies.	
�
   Interventions	
�
   to	
�
   the	
�
   left	
�
   of	
�
   this	
�
   line	
�
   are	
�
   less	
�
   effective	
�
   and/
or	
�
   more	
�
   costly	
�
   than	
�
   other,	
�
   more	
�
   effi	
�
   cient	
�
   interventions.	
�
   The	
�
   most	
�
   cost-‐effective	
�
   single	
�
   and	
�
   
then	
�
   combined	
�
   options	
�
   are	
�
   those	
�
   that	
�
   occur	
�
   on	
�
   the	
�
   points	
�
   of	
�
   the	
�
   blue	
�
   line	
�
   when	
�
   it	
�
   changes	
�
   
direction.	
�
   

 

What	
�
   the	
�
   fi	
�
   gure	
�
   means	
�
   -‐	
�
   France

The	
�
   fi	
�
   rst	
�
   point	
�
   where	
�
   the	
�
   blue	
�
   line	
�
   changes	
�
   direction	
�
   is	
�
   increased	
�
   taxation	
�
   (current	
�
   +	
�
   50%	
�
   
increase),	
�
   and	
�
   thus	
�
   this	
�
   is	
�
   the	
�
   most	
�
   cost-‐effective	
�
   policy	
�
   option.	
�
   The	
�
   second	
�
   point	
�
   where	
�
   
the	
�
   blue	
�
   line	
�
   changes	
�
   direction	
�
   is	
�
   increased	
�
   tax	
�
   plus	
�
   a	
�
   comprehensive	
�
   advertising	
�
   ban,	
�
   
and	
�
   thus	
�
   this	
�
   is	
�
   the	
�
   best	
�
   combination	
�
   of	
�
   two	
�
   policy	
�
   options	
�
   from	
�
   a	
�
   cost-‐effectiveness	
�
   point	
�
   
of	
�
   view.	
�
   	
�
   The	
�
   third	
�
   point	
�
   where	
�
   the	
�
   blue	
�
   line	
�
   changes	
�
   direction	
�
   is	
�
   increased	
�
   tax	
�
   plus	
�
   an	
�
   
advertising	
�
   ban,	
�
   plus	
�
   brief	
�
   interventions	
�
   for	
�
   hazardous	
�
   drinkers,	
�
   and	
�
   thus	
�
   this	
�
   is	
�
   the	
�
   next	
�
   
best	
�
   combination	
�
   of	
�
   policy	
�
   options.	
�
   The	
�
   fi	
�
   nal	
�
   point	
�
   is	
�
   a	
�
   combination	
�
   of	
�
   increased	
�
   tax,	
�
   	
�
   an	
�
   
advertising	
�
   ban,	
�
   brief	
�
   advice	
�
   programmes,	
�
   reduced	
�
   access	
�
   and	
�
   random	
�
   breath-‐testing	
�
   
campaigns,	
�
   which	
�
   represents	
�
   the	
�
   combined	
�
   effect	
�
   and	
�
   cost	
�
   of	
�
   all	
�
   studied	
�
   interventions.	
�
   It	
�
   	
�
   
should	
�
   be	
�
   noted	
�
   that	
�
   the	
�
   current	
�
   intervention	
�
   mix	
�
   (	
�
   	
�
   	
�
   )	
�
   does	
�
   not	
�
   appear	
�
   on	
�
   the	
�
   expansion	
�
   
path,	
�
   indicating	
�
   room	
�
   for	
�
   improvement	
�
   from	
�
   a	
�
   cost-‐effectiveness	
�
   point	
�
   of	
�
   view	
�
   and	
�
   that	
�
   
more	
�
   health	
�
   gains	
�
   could	
�
   be	
�
   achieved	
�
   by	
�
   re-‐allocating	
�
   existing	
�
   resources.
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Alcohol and inequities

Guidance for addressing inequities 
in alcohol-related harm

Loring B. Alcohol and 
inequities. Guidance 
for addressing 
inequities in alcohol-
related harm. 
Copenhagen: World 
Health Organization. 
Regional Office for 
Europe; 2014. 28 p.
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TABLEAU 3 : Facteurs associés à la consommation à risque parmi les 15-75 ans, 
pour les hommes et pour les femmes

Consommation à risque chronique ou dépendant (vs les autres)
Hommes Femmes

Variables N  % ORa IC N  % ORa IC

Âge *** ***
15-19 ans 773 10,6 0,7* [0,5-0,9] 774 4,5 1,7* [1,1-2,7]
20-25 ans 1 079 20,2 1,4*** [1,2-1,7] 1 168 6,1 1,9*** [1,3-2,6]
26-34 ans (réf.) 1 747 14,8  - 1 - 2 092 3,2  - 1 -
35-44 ans 2 503 10,3 0,7*** [0,6-0,8] 2 830 2,8 0,9 [0,7-1,3]
45-54 ans 2 043 12,8 0,8* [0,7-1,0] 2 560 3,3 1,2 [0,8-1,6]
55-64 ans 2 100 18,5 1,3** [1,1-1,6] 2 884 4,5 1,6** [1,2-2,2]
65-74 ans 1 201 16,7 1,1 [0,9-1,4] 1 682 3,2 1,2 [0,8-1,7]
PCS *** ***
Agriculteurs exploitants 289 19,7 1,4* [1,0-2,0] 198 2,0 0,4 [0,1-1,1]
Artisans… 844 19,7 1,5*** [1,2-1,9] 575 5,7 1,0 [0,7-1,5]
Cadres… (réf.) 2 653 12,4  - 1 - 2 141 5,7  - 1 -
Professions intermédiaires 2 958 12,6 0,9 [0,8-1,1] 4 040 3,4 0,6*** [0,4-0,7]
Employés 1 427 13,0 0,8 [0,7-1,0] 5 329 3,1 0,6*** [0,4-0,7]
Ouvriers 3 275 17,1 1,1 [0,9-1,3] 1 707 3,5 0,6** [0,4-0,9]
Diplôme *** **
<Bac (réf.) 5 843 16,3  - 1 - 6 816 3,2  - 1 -
Bac 1 992 14,6 0,9 [0,7-1,0] 2 667 4,0 1,3 [1,0-1,6]
>Bac 3 611 11,7 0,7*** [0,6-0,9] 4 507 4,3 1,4* [1,1-1,8]
Situation financière perçue *** **
Ça va (réf.) 7 200 13,4  - 1 - 8 057 3,7  - 1 -
C’est juste 2 826 15,0 1,1 [0,9-1,2] 3 868 3,1 0,9 [0,7-1,1]
C’est difficile 1 420 19,5 1,3** [1,1-1,5] 2 065 5,1 1,5** [1,1-1,9]
Chômage *** **
Non (réf.) 10 608 14,1  - 1 - 13 024 3,5  - 1 -
Oui 838 20,3 1,3** [1,1-1,6] 966 6,1 1,7*** [1,3-2,3]
Vit seul *** ***
Non (réf.) 8 569 13,0  - 1 - 10 455 3,3  - 1 -
Oui 2 877 19,4 1,5*** [1,4-1,7] 3 535 5,0 1,4*** [1,2-1,7]
Violences physique ou sexuelle *** ***
Oui 333 25,5 1,9*** [1,4-2,4] 340 11,2 3,1*** [2,2-4,5]
Non (réf.) 11 113 14,2  - 1 - 13 650 3,5  - 1 -
Âge première ivresse* *** ***
15 ans ou moins 1 225 30,0 2,0*** [1,6-2,5] 525 13,9 2,4*** [1,5-3,6]
16 ans 1 023 22,7 1,4** [1,2-1,8] 563 9,6 1,6* [1,0-2,5]
17 ans 1 077 16,8  - 1 - 644 5,9  - 1 -
18 ans 1 878 14,4 0,8* [0,6-0,9] 1 055 6,2 1,1 [0,7-1,6]
19-20 ans 2 008 14,1 0,7*** [0,5-0,8] 1 173 4,9 0,8 [0,5-1,2]
20 ou + 1 133 15,1 0,7** [0,6-0,9] 1 327 8,2 1,2 [0,8-1,8]

* Les résultats concernant l’âge de la première ivresse correspondent à une seconde régression ; ils sont 
ajustés sur l’ensemble des variables présentées, mais parmi les personnes ayant déclaré une ivresse au 
cours de leur vie.
Note de lecture : la colonne N donne les effectifs bruts, la colonne % les pourcentages pondérés, ORa et 
IC les odds-ratios ajustés issus de la régression logistique et leurs intervalles de confiance. L’ORa permet 
de mesurer le rapport de chances pour une modalité relativement à une catégorie de référence, ajusté 
sur les variables présentées. Ainsi les hommes qui vivent seuls ont 1,5 fois plus de chances d’avoir une 
consommation à risque que ceux ne vivant pas seuls.
Source : Baromètre santé 2010, INPES.
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TABLEAU 3 : Facteurs associés à la consommation à risque parmi les 15-75 ans, 
pour les hommes et pour les femmes

Consommation à risque chronique ou dépendant (vs les autres)
Hommes Femmes

Variables N  % ORa IC N  % ORa IC

Âge *** ***
15-19 ans 773 10,6 0,7* [0,5-0,9] 774 4,5 1,7* [1,1-2,7]
20-25 ans 1 079 20,2 1,4*** [1,2-1,7] 1 168 6,1 1,9*** [1,3-2,6]
26-34 ans (réf.) 1 747 14,8  - 1 - 2 092 3,2  - 1 -
35-44 ans 2 503 10,3 0,7*** [0,6-0,8] 2 830 2,8 0,9 [0,7-1,3]
45-54 ans 2 043 12,8 0,8* [0,7-1,0] 2 560 3,3 1,2 [0,8-1,6]
55-64 ans 2 100 18,5 1,3** [1,1-1,6] 2 884 4,5 1,6** [1,2-2,2]
65-74 ans 1 201 16,7 1,1 [0,9-1,4] 1 682 3,2 1,2 [0,8-1,7]
PCS *** ***
Agriculteurs exploitants 289 19,7 1,4* [1,0-2,0] 198 2,0 0,4 [0,1-1,1]
Artisans… 844 19,7 1,5*** [1,2-1,9] 575 5,7 1,0 [0,7-1,5]
Cadres… (réf.) 2 653 12,4  - 1 - 2 141 5,7  - 1 -
Professions intermédiaires 2 958 12,6 0,9 [0,8-1,1] 4 040 3,4 0,6*** [0,4-0,7]
Employés 1 427 13,0 0,8 [0,7-1,0] 5 329 3,1 0,6*** [0,4-0,7]
Ouvriers 3 275 17,1 1,1 [0,9-1,3] 1 707 3,5 0,6** [0,4-0,9]
Diplôme *** **
<Bac (réf.) 5 843 16,3  - 1 - 6 816 3,2  - 1 -
Bac 1 992 14,6 0,9 [0,7-1,0] 2 667 4,0 1,3 [1,0-1,6]
>Bac 3 611 11,7 0,7*** [0,6-0,9] 4 507 4,3 1,4* [1,1-1,8]
Situation financière perçue *** **
Ça va (réf.) 7 200 13,4  - 1 - 8 057 3,7  - 1 -
C’est juste 2 826 15,0 1,1 [0,9-1,2] 3 868 3,1 0,9 [0,7-1,1]
C’est difficile 1 420 19,5 1,3** [1,1-1,5] 2 065 5,1 1,5** [1,1-1,9]
Chômage *** **
Non (réf.) 10 608 14,1  - 1 - 13 024 3,5  - 1 -
Oui 838 20,3 1,3** [1,1-1,6] 966 6,1 1,7*** [1,3-2,3]
Vit seul *** ***
Non (réf.) 8 569 13,0  - 1 - 10 455 3,3  - 1 -
Oui 2 877 19,4 1,5*** [1,4-1,7] 3 535 5,0 1,4*** [1,2-1,7]
Violences physique ou sexuelle *** ***
Oui 333 25,5 1,9*** [1,4-2,4] 340 11,2 3,1*** [2,2-4,5]
Non (réf.) 11 113 14,2  - 1 - 13 650 3,5  - 1 -
Âge première ivresse* *** ***
15 ans ou moins 1 225 30,0 2,0*** [1,6-2,5] 525 13,9 2,4*** [1,5-3,6]
16 ans 1 023 22,7 1,4** [1,2-1,8] 563 9,6 1,6* [1,0-2,5]
17 ans 1 077 16,8  - 1 - 644 5,9  - 1 -
18 ans 1 878 14,4 0,8* [0,6-0,9] 1 055 6,2 1,1 [0,7-1,6]
19-20 ans 2 008 14,1 0,7*** [0,5-0,8] 1 173 4,9 0,8 [0,5-1,2]
20 ou + 1 133 15,1 0,7** [0,6-0,9] 1 327 8,2 1,2 [0,8-1,8]

* Les résultats concernant l’âge de la première ivresse correspondent à une seconde régression ; ils sont 
ajustés sur l’ensemble des variables présentées, mais parmi les personnes ayant déclaré une ivresse au 
cours de leur vie.
Note de lecture : la colonne N donne les effectifs bruts, la colonne % les pourcentages pondérés, ORa et 
IC les odds-ratios ajustés issus de la régression logistique et leurs intervalles de confiance. L’ORa permet 
de mesurer le rapport de chances pour une modalité relativement à une catégorie de référence, ajusté 
sur les variables présentées. Ainsi les hommes qui vivent seuls ont 1,5 fois plus de chances d’avoir une 
consommation à risque que ceux ne vivant pas seuls.
Source : Baromètre santé 2010, INPES.

Beck F, Richard J-B, Guignard R. Addictions. Paris: Documentation française; 2014.
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TABLEAU 3 : Facteurs associés à la consommation à risque parmi les 15-75 ans, 
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17 ans 1 077 16,8  - 1 - 644 5,9  - 1 -
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* Les résultats concernant l’âge de la première ivresse correspondent à une seconde régression ; ils sont 
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de mesurer le rapport de chances pour une modalité relativement à une catégorie de référence, ajusté 
sur les variables présentées. Ainsi les hommes qui vivent seuls ont 1,5 fois plus de chances d’avoir une 
consommation à risque que ceux ne vivant pas seuls.
Source : Baromètre santé 2010, INPES.
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pour les hommes et pour les femmes

Consommation à risque chronique ou dépendant (vs les autres)
Hommes Femmes

Variables N  % ORa IC N  % ORa IC

Âge *** ***
15-19 ans 773 10,6 0,7* [0,5-0,9] 774 4,5 1,7* [1,1-2,7]
20-25 ans 1 079 20,2 1,4*** [1,2-1,7] 1 168 6,1 1,9*** [1,3-2,6]
26-34 ans (réf.) 1 747 14,8  - 1 - 2 092 3,2  - 1 -
35-44 ans 2 503 10,3 0,7*** [0,6-0,8] 2 830 2,8 0,9 [0,7-1,3]
45-54 ans 2 043 12,8 0,8* [0,7-1,0] 2 560 3,3 1,2 [0,8-1,6]
55-64 ans 2 100 18,5 1,3** [1,1-1,6] 2 884 4,5 1,6** [1,2-2,2]
65-74 ans 1 201 16,7 1,1 [0,9-1,4] 1 682 3,2 1,2 [0,8-1,7]
PCS *** ***
Agriculteurs exploitants 289 19,7 1,4* [1,0-2,0] 198 2,0 0,4 [0,1-1,1]
Artisans… 844 19,7 1,5*** [1,2-1,9] 575 5,7 1,0 [0,7-1,5]
Cadres… (réf.) 2 653 12,4  - 1 - 2 141 5,7  - 1 -
Professions intermédiaires 2 958 12,6 0,9 [0,8-1,1] 4 040 3,4 0,6*** [0,4-0,7]
Employés 1 427 13,0 0,8 [0,7-1,0] 5 329 3,1 0,6*** [0,4-0,7]
Ouvriers 3 275 17,1 1,1 [0,9-1,3] 1 707 3,5 0,6** [0,4-0,9]
Diplôme *** **
<Bac (réf.) 5 843 16,3  - 1 - 6 816 3,2  - 1 -
Bac 1 992 14,6 0,9 [0,7-1,0] 2 667 4,0 1,3 [1,0-1,6]
>Bac 3 611 11,7 0,7*** [0,6-0,9] 4 507 4,3 1,4* [1,1-1,8]
Situation financière perçue *** **
Ça va (réf.) 7 200 13,4  - 1 - 8 057 3,7  - 1 -
C’est juste 2 826 15,0 1,1 [0,9-1,2] 3 868 3,1 0,9 [0,7-1,1]
C’est difficile 1 420 19,5 1,3** [1,1-1,5] 2 065 5,1 1,5** [1,1-1,9]
Chômage *** **
Non (réf.) 10 608 14,1  - 1 - 13 024 3,5  - 1 -
Oui 838 20,3 1,3** [1,1-1,6] 966 6,1 1,7*** [1,3-2,3]
Vit seul *** ***
Non (réf.) 8 569 13,0  - 1 - 10 455 3,3  - 1 -
Oui 2 877 19,4 1,5*** [1,4-1,7] 3 535 5,0 1,4*** [1,2-1,7]
Violences physique ou sexuelle *** ***
Oui 333 25,5 1,9*** [1,4-2,4] 340 11,2 3,1*** [2,2-4,5]
Non (réf.) 11 113 14,2  - 1 - 13 650 3,5  - 1 -
Âge première ivresse* *** ***
15 ans ou moins 1 225 30,0 2,0*** [1,6-2,5] 525 13,9 2,4*** [1,5-3,6]
16 ans 1 023 22,7 1,4** [1,2-1,8] 563 9,6 1,6* [1,0-2,5]
17 ans 1 077 16,8  - 1 - 644 5,9  - 1 -
18 ans 1 878 14,4 0,8* [0,6-0,9] 1 055 6,2 1,1 [0,7-1,6]
19-20 ans 2 008 14,1 0,7*** [0,5-0,8] 1 173 4,9 0,8 [0,5-1,2]
20 ou + 1 133 15,1 0,7** [0,6-0,9] 1 327 8,2 1,2 [0,8-1,8]

* Les résultats concernant l’âge de la première ivresse correspondent à une seconde régression ; ils sont 
ajustés sur l’ensemble des variables présentées, mais parmi les personnes ayant déclaré une ivresse au 
cours de leur vie.
Note de lecture : la colonne N donne les effectifs bruts, la colonne % les pourcentages pondérés, ORa et 
IC les odds-ratios ajustés issus de la régression logistique et leurs intervalles de confiance. L’ORa permet 
de mesurer le rapport de chances pour une modalité relativement à une catégorie de référence, ajusté 
sur les variables présentées. Ainsi les hommes qui vivent seuls ont 1,5 fois plus de chances d’avoir une 
consommation à risque que ceux ne vivant pas seuls.
Source : Baromètre santé 2010, INPES.

Beck F, Richard J-B, Guignard R. Addictions. Paris: Documentation française; 2014.
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Alcohol and inequities

Guidance for addressing inequities 
in alcohol-related harm

The most promising set of interventions so 
far to reduce inequities in alcohol-related 
harm is raising the price. 


People in lower socioeconomic groups 
with harmful levels of drinking are likely 
to benefit more from measures to increase 
the price of retailed alcohol.


 Poorer people, young people and the 
heaviest drinkers are most likely to reduce 
their consumption with increases in price.

Loring B. Alcohol and inequities. 
Guidance for addressing inequities 
in alcohol-related harm. 
Copenhagen: World Health 
Organization. Regional Office for 
Europe; 2014. 28 p.
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influence (16). Educational inequities (that is, difference in number of years of education) 
in the context of heavy alcohol consumption are much larger for male migrants in 
Switzerland than for men born there (17). There are many factors leading to inequity in 
alcohol-related harm in Europe, and the combined effect of several factors amplifies the 
differences in risks and consequences.

Fig. 2. Alcohol-related death rate by Scottish Index of Multiple Deprivation, 2005
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Source: The Scottish Government (18).

Key messages

s� Social inequities in alcohol-related harm in Europe do not follow a consistent pattern, and 
vary from country to country.

s� Inequities in alcohol-related harm in Europe exist based on factors including economic status, 
education, gender, ethnicity and place of residence.

s� In general, lower socioeconomic groups experience higher levels of alcohol-related harm 
than wealthier groups with the same level of alcohol consumption. 

s� Experiencing multiple aspects of socioeconomic disadvantage amplifies inequities in alcohol-
related harm.

Loring B. Alcohol and inequities. Guidance for addressing inequities in alcohol-related harm. 
Copenhagen: World Health Organization. Regional Office for Europe; 2014. 28 p.


Décès lié à l’alcool selon l’index écossais 

de défavorisation, 2005
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Fig. 3. Incremental approach to reducing inequities
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It is not only the most disadvantaged who suffer a disproportionate burden of alcohol-
related harm. A social gradient exists, whereby each lower socioeconomic group suffers 
more alcohol-related harm than the group above them in the social spectrum. Addressing 
gaps between groups and the social gradient requires universal policies together with 
additional measures depending on different levels of need.

“First do no harm”

Some public health interventions inadvertently make inequities worse. There is often a 
mismatch between intended goals and actual policy results. Unless equity is explicitly 
taken into consideration, the business-as-usual approach tends to create policies, 
programmes and services that have a social gradient in their effect. Unfortunately, 
although this is not the policy-makers’ intent, it means that the most disadvantaged 
groups receive the least benefit from the policy, even though they have the most to gain, 
and inequities worsen rather than improving.

This seems to be especially true for broad public education campaigns and individual 
health promotion interventions, which often have the most impact on people who are 
better off (20, 21). This does not have to be the case, however. Education and persuasion 
should not be relied upon as the only strategies to reduce the harmful use of alcohol. 
Not only are they less effective than other interventions (such as increasing prices 
and restricting availability), they are strategies which have a high potential to increase 
inequities. Where these strategies are used, specific efforts are needed to ensure the 
messages and methods are designed with and for the most disadvantaged groups. 

Even highly effective alcohol control strategies have not been evaluated for their 
effectiveness in different socioeconomic groups. It cannot be assumed that these 
measures will have the same effects across society. A number of tools are available for 

Loring B. Alcohol and inequities. Guidance for addressing inequities in alcohol-related 
harm. Copenhagen: World Health Organization. Regional Office for Europe; 2014. 28 p.


Réduire les inégalités sociales de santé
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Fig. 5. How inequities in alcohol-related harm compound over the life course

Alcohol-
related health 

problems
Childhood Adolescence Adulthood

More 
likely to 

experience adverse 
childhood events

More 
likely to live in 

neighbourhoods with 
high density of alcohol 

outlets Lower 
level of 

educational 
attainment and 

skills

Less 
encouragement and 

social support

Less 
likely to 

receive help from 
someone who speaks 

the same language

More 
likely to have 

difficulty affording 
health care

Less 
likely to be able 

to get time off work or 
afford transport to health 

services

Growing 
up in a 

socially excluded 
group

Less 
likely to feel 

control over one’s 
life

More 
likely to 

experience 
chronic stress

Lower 
paid, more 

stressful work, or 
unemployed

More 
likely to live 

and work with 
others who drink 

heavily

Less 
likely to 

know where 
to get help

More 
likely to have 
other health 

problems made 
worse by 
alcohol

More 
likely to live 

in poor housing, 
and move 
frequently

More 
likely to 

experience 
discrimination 

in health 
services

More 
likely to suffer 

financial hardship 
from consequences 

of illness

Fig. 6. Addressing inequities requires a combination of policiesLoring B. Alcohol and inequities. Guidance for addressing inequities in alcohol-related 
harm. Copenhagen: World Health Organization. Regional Office for Europe; 2014. 28 p.
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The conceptual model in Figure 1 shows how interrelated factors, some of which are 
not alcohol-related, result in alcohol-related death and disability. Differential vulnerability 
and socioeconomic consequences as well as health outcomes are discussed further in 
sections 1.5 and 1.6, respectively. Alcohol not only impacts on the incidence of disease 
and injury, but can also affect the course of diseases such as liver cirrhosis (see Box 2), 
stroke or ischaemic heart disease (for an overview see Shield et al., 2013).

HEALTH OUTCOMES

AcuteChronic

ALCOHOL CONSUMPTIONa

Volume Patterns

a Quality of the alcohol consumed can also be a factor
b Development of health and welfare system, and economy as a whole
Source: Based on Rehm et al., 2010 and Blas et al., 2010.
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Figure 1. Conceptual causal model of alcohol consumption and health outcomes
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previously to estimate demand elasticities for various 
goods,19 but not for alcohol until now.

We did separate analyses for the ten beverage types to 
derive a single population-level 10×10 matrix containing 
both signifi cant and non-signifi cant own-price and 
cross-price elasticities. In SAPM, own-price elasticities 
describe the association between price and consumption 
for one beverage type whereas cross-price elasticities 
describe the association between price of one beverage 
type and consumption for another (table 1). Overall, the 

new pseudo-panel analysis results in a signifi cant overall 
elasticity estimate that is similar to that derived from 
SAPM’s previous elasticity approach and from meta-
analyses.10,15,18 Cross-price elasticities in our study were 
larger than were those reported from cross-sectional 
analysis of the LCF, although smaller than those reported 
in UK time series analyses.20 We also report sensitivity 
analyses that used alternative elasticities, including only 
own-price elasticities and only signifi cant own-price or 
cross-price elasticities. Additional sensitivity analyses 
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Figure 1: Absolute numbers and proportion of total alcohol units purchased for less than a £0·45 MUP by drinker and income quintile and by beverage type
Absolute numbers exclude units of on-trade alcohol (eg, units purchased in bars or restaurants) and off -trade (eg, shop-bought) ready-to-drink beverages because 
these beverages account for less than 1% of each subgroup’s units purchased for less than £0·45. MUP=minimum unit price.
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Holmes J, Meng Y, Meier PS, Brennan A, Angus C, Campbell-Burton A, et al. Effects of minimum unit pricing for 
alcohol on different income and socioeconomic groups: a modelling study. Lancet. 2014;383(9929):1655-64.
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Results
Table 2 shows the baseline data and policy appraisal 
results for the income quintile analysis. Baseline 
drinking prevalence and average drinking volume 
increased with increased income. Average weekly 
consumption in the highest income group was 38% 
higher than it was in the lowest income group, and 33% 
of the highest income group drank at hazardous or 
harmful levels compared with 16% for the lowest 
(table 2). A similar income gradient was present among 
moderate drinkers; however, this pattern reversed for 
harmful drinkers (table 2). Harmful drinkers on a low 

income consumed more alcohol than did their higher 
income counterparts.

Figure 1 shows the volume of alcohol sold at less than a 
£0·45 per unit threshold. Moderate drinkers p urchased a 
mean of 0·7 units per week at prices lower than the 
threshold, with hazardous drinkers purchasing 5·3 such 
units. By contrast, harmful drinkers purchased on 
average more than 30 times more units for less than 
£0·45 than did moderate drinkers. Furthermore, the 
amounts varied substantially by income, with harmful 
drinkers on the lowest incomes purchasing 30·8 units 
per week at less than the minimum unit price (40·6% of 
their alcohol) whereas harmful drinkers in the highest 
income group purchased 13·6 units at less than this 
price (20·3% of their purchases). Almost all (>99%) units 
bought for less than the minimum unit price were 
purchased in the off -trade (ie, supermarkets or shops) in 
each subgroup.

In our analysis, a £0·45 minimum unit price led to an 
overall estimated reduction in population alcohol 
consumption of −1·6% (−12 units per drinker per year; 
table 2, fi gure 2). Substantial heterogeneity existed in the 
results between groups, with much larger reductions in 
harmful drinkers than in moderate or hazardous 
drinkers (table 2). Consumption in the lowest income 
group was estimated to decrease by more than 4% and 
smaller reductions were seen as incomes increased; 
especially in the upper two quintiles in which the 
decrease was estimated to be less than −1%. Consumption 
in harmful drinkers was estimated to decrease in all 
income groups with by far the largest decrease in 
individuals with the lowest incomes, although smaller 
decreases were also estimated for the highest income 
group (table 2). The estimated eff ect on moderate 
drinkers was much smaller than it was for heavier 
drinkers with less variation across the income 
distribution (table 2). We noted much the same results in 
sensitivity analyses (fi gure 2, appendix).

Most of the total reduction in consumption occurred 
within the 5·3% of the population who were harmful 
drinkers (74·0% of the total reduction), with the two 
lowest income quintiles contributing 66·7% of the 
overall total. Estimated policy eff ects for consumer 
spending on alcohol were related to the estimated 
change in consumption, and also depend on the 
beverage preferences of each population subgroup and 
the own-price and cross-price elasticities associated 
with those beverages. Most changes in spending were 
modest in absolute terms and range from a reduction 
of almost £35 per year for harmful drinkers in the 
lowest income group (from a baseline of £2685) to an 
increase of £16·35 for harmful drinkers in the highest 
income group (from a baseline of £2751). Eff ects on 
moderate drinkers were much smaller, with an annual 
increase in spending of £0·04 in the lowest income 
group compared with an increase of £1·86 in the 
highest income group.

Population Routine 
or manual

Intermediate Managerial 
or 
professional

Percentage of overall population* 10 588 
(100%)

4407 (42%) 1791 (17%) 4390 (42%)

Baseline health harms in year 10

Deaths 9730 5550 1560 2620 

Chronic illnesses (thousands) 309 162·5 54·8 92·0

Acute illnesses (thousands) 156 92·0 27·3 36·7

Hospital admissions (thousands) 763 413·3 133·9 215·7

QALYs (thousands) 925 552·7 159·7 213·3

Baseline cumulative discounted costs: years 1–10

Health-care costs (millions) £18 054 £10 436 £3182 £4436

QALY value (millions) £55 490 £33 164 £9585 £12 741

Total costs (millions) £73 544 £43 601 £12 766 £17 177

Annual changes in year 10

Deaths −860 −710 −70 −90

Reduction in deaths (%) −8·9% −12·7% −4·6% −3·3%

Chronic illnesses (thousands) −12·4 −10·5 −0·9 −1·0

Reduction in chronic illnesses (%) −4·0% −6·5% −1·6% −1·1%

Acute illnesses (thousands) −3·3 −3·2 −0·2 0·1

Reduction in acute illnesses (%) −2·1% −3·5% −0·7% 0·3%

Hospital admissions (thousands) −29·9 −25·7 −2·1 −2·1

Reduction in hospital admissions (%) −3·9% −6·2% −1·6% −1·0%

QALYs (thousands) −33·3 −29·0 −2·5 −1·8

Reduction in QALYs (%) −3·6% −5·2% −1·6% −0·8%

Share of reduction in deaths (%) 100·0% 81·8% 8·3% 9·9%

Share of reduction in chronic illnesses (%) 100·0% 84·8% 7·2% 8·0%

Share of reduction in acute illnesses (%) 100·0% 96·9% 6·1% −3·0%

Share of reduction in hospital admissions (%) 100·0% 86·0% 7·0% 7·0%

Share of reduction in total QALYs saved (%) 100·0% 87·1% 7·5% 5·4%

Cumulative discounted cost changes: years 1–10

Health-care costs (millions) –£561 –£494 –£40 –£27

Reduction in health-care costs (%) −3·1% −4·7% −1·3% −0·6%

QALY value (millions) –£1996 –£1737 –£150 –£108

QALY value (%) −3·6% −5·2% −1·6% −0·8%

Total cost savings (millions) –£2557 –£2232 –£190 –£135

Total cost savings (%) −3·5% −5·1% −1·5% −0·8%

Share of total costs saved (%) 100·0% 87·3% 7·4% 5·3%

QALY=quality-adjusted life-year. *Numbers refer to absolute sample size, percentages refer to the sample size after 
survey weights have been applied.

Table 4: Health harm reductions in year 10 with a £0·45 minimum unit price, by socioeconomic group 
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Results
Table 2 shows the baseline data and policy appraisal 
results for the income quintile analysis. Baseline 
drinking prevalence and average drinking volume 
increased with increased income. Average weekly 
consumption in the highest income group was 38% 
higher than it was in the lowest income group, and 33% 
of the highest income group drank at hazardous or 
harmful levels compared with 16% for the lowest 
(table 2). A similar income gradient was present among 
moderate drinkers; however, this pattern reversed for 
harmful drinkers (table 2). Harmful drinkers on a low 

income consumed more alcohol than did their higher 
income counterparts.

Figure 1 shows the volume of alcohol sold at less than a 
£0·45 per unit threshold. Moderate drinkers p urchased a 
mean of 0·7 units per week at prices lower than the 
threshold, with hazardous drinkers purchasing 5·3 such 
units. By contrast, harmful drinkers purchased on 
average more than 30 times more units for less than 
£0·45 than did moderate drinkers. Furthermore, the 
amounts varied substantially by income, with harmful 
drinkers on the lowest incomes purchasing 30·8 units 
per week at less than the minimum unit price (40·6% of 
their alcohol) whereas harmful drinkers in the highest 
income group purchased 13·6 units at less than this 
price (20·3% of their purchases). Almost all (>99%) units 
bought for less than the minimum unit price were 
purchased in the off -trade (ie, supermarkets or shops) in 
each subgroup.

In our analysis, a £0·45 minimum unit price led to an 
overall estimated reduction in population alcohol 
consumption of −1·6% (−12 units per drinker per year; 
table 2, fi gure 2). Substantial heterogeneity existed in the 
results between groups, with much larger reductions in 
harmful drinkers than in moderate or hazardous 
drinkers (table 2). Consumption in the lowest income 
group was estimated to decrease by more than 4% and 
smaller reductions were seen as incomes increased; 
especially in the upper two quintiles in which the 
decrease was estimated to be less than −1%. Consumption 
in harmful drinkers was estimated to decrease in all 
income groups with by far the largest decrease in 
individuals with the lowest incomes, although smaller 
decreases were also estimated for the highest income 
group (table 2). The estimated eff ect on moderate 
drinkers was much smaller than it was for heavier 
drinkers with less variation across the income 
distribution (table 2). We noted much the same results in 
sensitivity analyses (fi gure 2, appendix).

Most of the total reduction in consumption occurred 
within the 5·3% of the population who were harmful 
drinkers (74·0% of the total reduction), with the two 
lowest income quintiles contributing 66·7% of the 
overall total. Estimated policy eff ects for consumer 
spending on alcohol were related to the estimated 
change in consumption, and also depend on the 
beverage preferences of each population subgroup and 
the own-price and cross-price elasticities associated 
with those beverages. Most changes in spending were 
modest in absolute terms and range from a reduction 
of almost £35 per year for harmful drinkers in the 
lowest income group (from a baseline of £2685) to an 
increase of £16·35 for harmful drinkers in the highest 
income group (from a baseline of £2751). Eff ects on 
moderate drinkers were much smaller, with an annual 
increase in spending of £0·04 in the lowest income 
group compared with an increase of £1·86 in the 
highest income group.
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Intermediate Managerial 
or 
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Percentage of overall population* 10 588 
(100%)

4407 (42%) 1791 (17%) 4390 (42%)

Baseline health harms in year 10

Deaths 9730 5550 1560 2620 

Chronic illnesses (thousands) 309 162·5 54·8 92·0

Acute illnesses (thousands) 156 92·0 27·3 36·7

Hospital admissions (thousands) 763 413·3 133·9 215·7

QALYs (thousands) 925 552·7 159·7 213·3

Baseline cumulative discounted costs: years 1–10

Health-care costs (millions) £18 054 £10 436 £3182 £4436

QALY value (millions) £55 490 £33 164 £9585 £12 741

Total costs (millions) £73 544 £43 601 £12 766 £17 177

Annual changes in year 10

Deaths −860 −710 −70 −90

Reduction in deaths (%) −8·9% −12·7% −4·6% −3·3%

Chronic illnesses (thousands) −12·4 −10·5 −0·9 −1·0

Reduction in chronic illnesses (%) −4·0% −6·5% −1·6% −1·1%

Acute illnesses (thousands) −3·3 −3·2 −0·2 0·1

Reduction in acute illnesses (%) −2·1% −3·5% −0·7% 0·3%

Hospital admissions (thousands) −29·9 −25·7 −2·1 −2·1

Reduction in hospital admissions (%) −3·9% −6·2% −1·6% −1·0%

QALYs (thousands) −33·3 −29·0 −2·5 −1·8

Reduction in QALYs (%) −3·6% −5·2% −1·6% −0·8%

Share of reduction in deaths (%) 100·0% 81·8% 8·3% 9·9%

Share of reduction in chronic illnesses (%) 100·0% 84·8% 7·2% 8·0%

Share of reduction in acute illnesses (%) 100·0% 96·9% 6·1% −3·0%

Share of reduction in hospital admissions (%) 100·0% 86·0% 7·0% 7·0%

Share of reduction in total QALYs saved (%) 100·0% 87·1% 7·5% 5·4%

Cumulative discounted cost changes: years 1–10

Health-care costs (millions) –£561 –£494 –£40 –£27

Reduction in health-care costs (%) −3·1% −4·7% −1·3% −0·6%

QALY value (millions) –£1996 –£1737 –£150 –£108

QALY value (%) −3·6% −5·2% −1·6% −0·8%

Total cost savings (millions) –£2557 –£2232 –£190 –£135

Total cost savings (%) −3·5% −5·1% −1·5% −0·8%

Share of total costs saved (%) 100·0% 87·3% 7·4% 5·3%

QALY=quality-adjusted life-year. *Numbers refer to absolute sample size, percentages refer to the sample size after 
survey weights have been applied.
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Results
Table 2 shows the baseline data and policy appraisal 
results for the income quintile analysis. Baseline 
drinking prevalence and average drinking volume 
increased with increased income. Average weekly 
consumption in the highest income group was 38% 
higher than it was in the lowest income group, and 33% 
of the highest income group drank at hazardous or 
harmful levels compared with 16% for the lowest 
(table 2). A similar income gradient was present among 
moderate drinkers; however, this pattern reversed for 
harmful drinkers (table 2). Harmful drinkers on a low 

income consumed more alcohol than did their higher 
income counterparts.

Figure 1 shows the volume of alcohol sold at less than a 
£0·45 per unit threshold. Moderate drinkers p urchased a 
mean of 0·7 units per week at prices lower than the 
threshold, with hazardous drinkers purchasing 5·3 such 
units. By contrast, harmful drinkers purchased on 
average more than 30 times more units for less than 
£0·45 than did moderate drinkers. Furthermore, the 
amounts varied substantially by income, with harmful 
drinkers on the lowest incomes purchasing 30·8 units 
per week at less than the minimum unit price (40·6% of 
their alcohol) whereas harmful drinkers in the highest 
income group purchased 13·6 units at less than this 
price (20·3% of their purchases). Almost all (>99%) units 
bought for less than the minimum unit price were 
purchased in the off -trade (ie, supermarkets or shops) in 
each subgroup.

In our analysis, a £0·45 minimum unit price led to an 
overall estimated reduction in population alcohol 
consumption of −1·6% (−12 units per drinker per year; 
table 2, fi gure 2). Substantial heterogeneity existed in the 
results between groups, with much larger reductions in 
harmful drinkers than in moderate or hazardous 
drinkers (table 2). Consumption in the lowest income 
group was estimated to decrease by more than 4% and 
smaller reductions were seen as incomes increased; 
especially in the upper two quintiles in which the 
decrease was estimated to be less than −1%. Consumption 
in harmful drinkers was estimated to decrease in all 
income groups with by far the largest decrease in 
individuals with the lowest incomes, although smaller 
decreases were also estimated for the highest income 
group (table 2). The estimated eff ect on moderate 
drinkers was much smaller than it was for heavier 
drinkers with less variation across the income 
distribution (table 2). We noted much the same results in 
sensitivity analyses (fi gure 2, appendix).

Most of the total reduction in consumption occurred 
within the 5·3% of the population who were harmful 
drinkers (74·0% of the total reduction), with the two 
lowest income quintiles contributing 66·7% of the 
overall total. Estimated policy eff ects for consumer 
spending on alcohol were related to the estimated 
change in consumption, and also depend on the 
beverage preferences of each population subgroup and 
the own-price and cross-price elasticities associated 
with those beverages. Most changes in spending were 
modest in absolute terms and range from a reduction 
of almost £35 per year for harmful drinkers in the 
lowest income group (from a baseline of £2685) to an 
increase of £16·35 for harmful drinkers in the highest 
income group (from a baseline of £2751). Eff ects on 
moderate drinkers were much smaller, with an annual 
increase in spending of £0·04 in the lowest income 
group compared with an increase of £1·86 in the 
highest income group.

Population Routine 
or manual

Intermediate Managerial 
or 
professional

Percentage of overall population* 10 588 
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drinking prevalence and average drinking volume 
increased with increased income. Average weekly 
consumption in the highest income group was 38% 
higher than it was in the lowest income group, and 33% 
of the highest income group drank at hazardous or 
harmful levels compared with 16% for the lowest 
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income counterparts.
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table 2, fi gure 2). Substantial heterogeneity existed in the 
results between groups, with much larger reductions in 
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especially in the upper two quintiles in which the 
decrease was estimated to be less than −1%. Consumption 
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income groups with by far the largest decrease in 
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decreases were also estimated for the highest income 
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drinkers was much smaller than it was for heavier 
drinkers with less variation across the income 
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within the 5·3% of the population who were harmful 
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Exemple : HSPP
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HSPP (Hutchinson smoking prevention project) 

• 15 ans de suivi : 1984 à 1997 (CE2 à la Terminale + à 2 
ans)


• Unité de randomisation : zone scolaire permettant un 
suivi du primaire au lycée


• Randomisation avec appariement sur prévalence 
tabagique en lycée, taille de la population, situation 
(contamination)


• Puissance statistique pour détecter une différence de 
30% prévalence du tabagisme quotidien

– Filles 	 	 1-β 	 0,86

– Garçons 		 1-β 	 0,95


(Peterson AV, J Natl Cancer Inst 2000;92:1979-91)

120



Choix de 40 zones scolaires de l’Etat de Washington

Randomisation

20 zones scolaires expérimentales

N = 4177 élèves de CE2

20 zones scolaires Témoins

N = 4211 élèves de CE2

Suivi en Terminale


Morts	 	 14

Inaptes à l’enquête	 15

Non trouvé	 	 89

Sans réponse	 57

Erreur étude	 	 16

Refus	 	 99

Enquêtés	 	 3887 (93,1%)

Suivi en Terminale + 2


Morts	 	 24

Inaptes à l’enquête	 32

Non trouvé	 	 121

Sans réponse	 84

Refus	 	 4

Enquêtés	 	 3946 (93,7%)

Suivi en Terminale + 2


Morts	 	 22

Inaptes à l’enquête	 16

Non trouvé	 	 119

Sans réponse	 97

Refus	 	 4

Enquêtés	 	 3919 (93,8%)

Suivi en Terminale


Morts	 	 14

Inaptes à l’enquête	 32

Non trouvé	 	 60

Sans réponse	 70

Erreur étude	 	 12

Refus	 	 112

Enquêtés	 	 3911 (92,9%)

Intervention CE2 à Terminale
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Programme HSPP

• Fait par l’enseignant


• 65 leçons en tout (9 par an du CE2 au CM2, 10 en 6ème et 5ème, 8 
en 4ème, 5 en 3ème et 2nde


• Guide d’auto-aide à l’arrêt (Bibliothèque)


• Newsletter 2 fois par an


• Adaptation des leçons à l’âge des enfants et des jeunes


(Peterson AV, J Natl Cancer Inst 2000;92:1979-91)
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Programme HSPP

• Influence sociale


• Apprendre à repérer les influences sociales (publicité, marketing, 
pairs)


• Apprendre à résister à l’influence sociale (analyse du marketing, 
aptitudes à refuser)


• Renforcement de la motivation à ne pas fumer


• Partie du programme destinée aux jeunes à haut risque 
tabagique

(Peterson AV, J Natl Cancer Inst 2000;92:1979-91)
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Contenu mesuré du programme HSPP 
 (Peterson AV, J Natl Cancer Inst 2000;92:1979-91)

Catégories Contenu Minutes %

Construire la motivation santé à long terme, à court terme, 
beauté, forme, addiction, tabagisme pas

1783 63,5%

Identifier la pression 
sociale

Influence des pairs, influence de la 
publicité des médias, actions de 
l’industrie du tabac


682 24,3%

Résister à la pression 
sociale

Analyse critique de la publicité, savoir 
résister, 

919 32,2%

Corriger normes 
sociales

Corriger perceptions

Promouvoir des normes sans tabac

847 30,2%

Augmenter le sentiment 
d’efficacité à ne pas 
fumer

697 24,9%

Total 2805

124



Recueil des données HSPP

• Recueil sur table en classe pour ceux 
encore dans l’école


• Pour les autres, enquête téléphonique et 
postale


• Contrôle avec mesure de cotinine salivaire


(Peterson AV, J Natl Cancer Inst 2000;92:1979-91)
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Techniques statistiques HSPP

• Respect de l’unité de randomisation et prise en compte de 
l’effet intraclasse


• Technique de statistique inférentielle (comparaison aux 1 
048 576 combinaisons possibles de résultats)


(Peterson AV, J Natl Cancer Inst 2000;92:1979-91)
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Résultats HSPP sur le tabagisme régulier

• Terminale : prévalence du tabagisme régulier

– dans les 20 zones scolaires de contrôle


• Filles 24,7% (0 à 41,9%)

• Garçons 26,7% (14,2 à 46,3%)


– dans les 20 zones scolaires expérimentales

• Filles 24,4% (15,5 à 34,2%)

• Garçons 26,3% (10,3 à 41,7%)


• Différence globale de prévalence

– Filles : 24,66 % – 24,41 % = 0,25% (p=0.91)

– Garçons : 26,65% - 26,32 % = 0,33% (p=0,89)


(Peterson AV, J Natl Cancer Inst 2000;92:1979-91)
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Conclusion des auteurs HSSP
• Pas d’effet de l’intervention

• Effet de l’intervention non mesurable ? Non


– Puissance suffisante

– Contamination faible entre zones (<1,7%)

– 6% Perdus de vue faiblement exposés au programme


• Remise en cause de l’approche par l’influence sociale

• Remise en cause des recommandations officielles NCI et 

CDC

• Nouvelle recherche nécessaire


(Peterson AV, J Natl Cancer Inst 2000;92:1979-91)
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Exemple : LST
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DIU tabacologie 17 mai 2008, Education pour la santé & Tabagisme, P. Arwidson

Gilbert Botvin

• Doctorat de psychologie clinique et 
dévelopementale Columbia 
University (1977)


• Directeur du Département Child 
Health Behavior Research. À 
l ’American Health Foundation 


• Professeur de santé publique et de 
psychiatrie à la Faculté de 
Médecine Cornell 	 


• Directeur de l ’Institut de recherche 
et de prévention de l ’Université 
Cornell
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Life skills training  
www.lifeskillstraining.com, www.med.cornell.edu 

• Programme en 
développement depuis 
une vingtaine d ’année


• Evalué pour le collège 
et le lycée


• Il existe un programme 
pour l ’école primaire 
(non évalué)
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Life skills training (2)
 Modal  Intervention Format des 

interv 
école Echant 

total 
Echant haute 
fidélité (60% 

progr) 
 E 1  15 séances faites en 5ème, 

10 en 4ème, et 5 en 3ème 
une journée de 
formation  

18 1 128 762 

 E 2  15 séances faites en 5ème, 
10 en 4ème, et 5 en 3ème 

une vidéo de 2 
heures de 
formation  

16 1 327 848 

 Contrôle  Programme habituel  22 1 142 1 142 

    56 3 957 2 752 

 

 

(JAMA 1995;273:1106-1112)
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Life skills training
• Méthodes :


– Cohorte suivie du printemps 1985 à 1991

– Randomisation avec blocs sur les écoles à petite, moyenne et forte prévalence

– Pas d ’information sur le consentement des parents ou des élèves 

– Echantillon : 3597 issus des 5594 élèves de 5ème enquêtés en 1984 Perdus de vue : 

39,6% (malgré 1023 « perdus de vue récupérés » : 812 interrogés par téléphone, 211 
par courrier). Pas de différence trouvée entre perdus de vue et reste de l ’échantillon


– Prélèvement d ’air expiré pour contrôle réponse 

– Correction de l ’effet de grappe


• Financement : 

– National Heart Lung and Blood Institute, New York State Division of Substance Abuse 

Services, National Institute on Drug Abuse

– Conflit d ’intérêt possible : Gilbert Botvin touche des royalties sur l ’édition du 

programme par Princeton Health Press. Et réalise des séminaires de formation 
rémunéré en tant que consultant.


(JAMA 1995;273:1106-1112)
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Contenu du programme LST
• enseignement de compétences pour résister à la pression sociale 

pour consommer des produits psychoactifs, et enseignement de 
compétences personnelles et sociales (plus précisément : 
construction de l’estime de soi, regard critique sur la publicité) 


• gérer l’anxiété, 

• communiquer avec les autres, 

• construire des relations avec les autres, 

• affirmer ses droits et choix et en particulier entraînement  à 

l’affirmation de soi en situation de pression à consommer tel ou tel 
produit. 


• Peu d’apport d’informations en dehors des conséquences à court 
terme et des prévalences réelles de consommation des jeunes).

(JAMA 1995;273:1106-1112)
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Coping with anxiety (LST)

• Situations qui me 
rendent anxieux :


• Symptômes ressentis : 

– papillons dans l ’estomac, 

– palpitation, 

– voix chevrotante, 

– tension musculaire, mains 

moites,

– bouche sèche, 

– mains tremblantes, 

– difficulté de concentration

• Comment décroître ton 
anxiété ?


• Description d ’exercices

– de relaxation

– de répétition mentale

– de respiration profonde

– cassette de relaxation
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Smoking  (LST)

• Mythes et réalités

– faits

– prévalence réelle de 

consommation de tous les 
produits (quiz)


• publicité pour le tabac 
(cours sur la publicité et 
analyse)


– nom du produit

– description

– cible

– message explicite

– message implicite

– technique utilisée

• Fumer et biofeedback

• Expérimentation


– effets immédiats du 
tabac sur le rythme 
cardiaque


– effets immédiats du 
tabac sur le tremblement 
des mains
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Making decisions (LST)

• Les 3 C  de la prise 
de décision

– Clarifier la décision 

à prendre

– Considérer les 

alternatives 
possibles et leurs 
conséquences


– Choisir la meilleure 
alternative

• Exercice de prise de 
décision

– Décris la situation

– Imagine les solutions 

possibles et leurs 
conséquences possibles


– Choisis la meilleure
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www.lifeskillstraining.com, www.med.cornell.edu 



Exemple : SFP

139



De l’influence des pairs à l’influence 
des pairs et des familles

• Début 1980 : le paradigme de l’influence 
des pairs dominait “Just Say No.”


• Des analyses plus complexes de 
l’influence des comportements des enfants 
(ex Resnick).


• Année mi 1990s: influence des pairs et des 
familles
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Influence des parents et influence des pairs 
(NLAHS, Resnick, et al., 1997)
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Construction et historique
• Le 1e programme familial issu de la recherche à être 

construit pour les parents toxicomanes et leurs enfants

• 1982-1984  développement du Programme sur 

financement NIDA pour des enfants du primaire entre 6 et 
11 ans


•  Adaptation aux familles « tout-venant »  avec des enfants 
entre 10 et 14 ans


• 2004  Adaptation aux famille à risque avec des enfants de 
12 à 16 ans


• 2006 Adaptation aux famille à risque avec des enfants 
entre 3 et 5 ans 		 


• L’efficacité a été démontrée avec les familles « tout 
venant » comme avec les familles à risque

142



Strengthening Families 
Program 

SFP 3 – 5 ans, 
SFP 6 - 11 ans 

SFP 12 - 16 ans

www.strengtheningfamiliesprogram.org
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Séance typique du Programme SFP

Repas ‘familial’

1 heure en simultané

+


1 heure

Groupe 
Enfant

Groupe 
Parent

Groupe(s) 
Famille 144



Principes de l’intervention
• Augmenter les facteurs familiaux protecteurs et réduire les facteurs 

familiaux de risque de conduites à risque

• 7 séances, une par semaine (en partie séparée enfants, familles)

• Parents : clarification des attentes, règles familiales, gestion de crise, 

communication

• Enfants : idem parents, résistance aux pairs, relations aux pairs, 

résolution de conflit, cohésion familiale

• Moyens : équipe de 3 (+ vidéos)

Spoth, J Consult Clin Psych 2001,69:627-642
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Strengthening familiy program

• Comparaison de l’usage, de la 6ème à la 3ème, de 
l’usage des substances psychoactives 4 ans après 
l’intervention


• Comparaison de 2 programmes (preparing drug free 
years, Iowa strengthening families program,  à un groupe 
témoin


• 33 écoles, 11 par bras

Spoth, J Consult Clin Psych 2001,69:627-642
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Strengthening Families Program

Spoth, J Consult Clin Psych 2001,69:627-642

Foxcroft DR, Ireland D, Lister-Sharp DJ, Lowe G, Breen R , Primary 
prevention for alcohol misuse in young people , In: The Cochrane Library, 
Issue 2, 2004 

Variables cibles ISFP Contrôle Différence 
relat en %

A déjà bu de l’alcool 0,50 0,68 26,4**

A déjà été ivre 0,26 0,44 40,1**

A déjà fumé une cigarette 0,33 0,50 34,8**

A déjà consommé du cannabis 0,07 0,17 55,7*
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Exemple : unplugged
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Unplugged

• Objectifs : Développer un programme 
européen de prévention (financement 
Commission européenne)


• Allemagne, Autriche, Belgique, Grèce, 
Italie, Espagne, Suède


• 7000 élèves 12-14 ans dans 170 écoles

• http://www.eudap.net/ (European drug 

addiction prevention trial)

149
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12 séances
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Unplugged

• Essai randomisé et contrôlé

• Réduction de la consommation 


– Usage fréquent de cannabis 30 j : OR 0,74

– et de l’ivresse (OR 0,8 (0,67-0,97)

– De l’ivresse fréquente (OR 0,62 (0,47-0,81)


• Chez les garçons seulement

• Faggiano F. Drug and Alcohol Dependence 

2010;108: 56-64
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a b s t r a c t

Aim: To evaluate the effectiveness of a school-based substance abuse prevention program developed in
the EU-Dap study (EUropean Drug Addiction Prevention trial).
Materials and methods: Cluster Randomized Controlled Trial. Seven European countries participated in the
study; 170 schools (7079 pupils 12–14 years of age) were randomly assigned to one of three experimental
conditions or to a control condition during the school year 2004/2005. The program consisted of a 12-h
curriculum based on a comprehensive social influence approach. A pre-test survey assessing past and
current substance use was conducted before the implementation of the program, while a post-test survey
was carried out about 18 months after the pre-test. The association between program condition and
change in substance use at post-test was expressed as adjusted prevalence odds ratio (POR), estimated
by multilevel regression models.
Results: Persisting beneficial program effects were found for episodes of drunkenness (any, POR = 0.80;
0.67–0.97; frequent, POR = 0.62; 0.47–0.81) and for frequent cannabis use in the past 30 days (POR = 0.74;
0.53–1.00), whereas daily cigarette smoking was not affected by the program as it was at the short-term
follow-up. Baseline non-smokers that participated in the program progressed in tobacco consumption
to a lower extent than those in the control condition, but no difference was detected in the proportion
of quitters or reducers among baseline daily smokers.
Conclusion: The experimental evaluation of an innovative school curriculum based on a comprehensive
social influence approach, indicated persistent positive effects over 18 months for alcohol abuse and for
cannabis use, but not for cigarette smoking.
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• Unplugged (Faggiano et al., 2008, 2010) est un programme de prévention de 
la toxicomanie en milieu scolaire qui a été conçu selon un modèle théorique 
basé sur les compétences de vie et l'influence sociale. 

• Ce programme de 12 séances renforce les compétences de vie, fournit des 
informations sur les drogues et vise à développer une pensée critique envers 
les influences sociales et à corriger les croyances normatives. 

• Ce programme a montré son efficacité dans la réduction de la consommation 
de tabac, de cannabis et d'alcool chez les élèves âgés de 12 à 14 ans (pour 
un aperçu des résultats européens, voir Vigna-Taglianti et al., 2014). 

• Par ailleurs, une étude française menée par Santé publique France (SpF, 
Lecrique, 2019) a montré que le programme réduisait l'initiation de 
substances psychoactives et identifiait une relation exposition-réponse entre 
la réduction de l'usage de substances et la fidélité de la mise en œuvre du 
programme.



Exemple : SHAHRP
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• Catégories

• développemental pur : Nurse family project (20 ans de suivi), 

Good Behavior Game (15 ans de suivi), Incredible years etc.

• développemental avec mini-composante sur les produits : 

Strengthening families programme (4 ans de suivi), Life 
skills training (6 - 10 ans de suivi)


• dédié à l’alcool : projet Northland, SHAHRP (australien, 
réduction des risques)

Interventions validées ou prometteuses en prévention de la 
consommation d’alcool chez les jeunes : synthèse de la littérature


Guillemont J et al, Santé Publique 2013, S1:37-45
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NICE 2007 (PHIAC 14.3A) 

PHIAC 14.3a – Alcohol and Schools: Review of effectiveness and cost-effectiveness 

teachers or other professionals, multicomponent programmes that combined 

classroom-based intervention components with family-based and/or community-

based components, and other approaches delivered outside of lesson time including 

brief interventions and peer support programmes. Results were summarised in terms 

of short (<6 months), medium (up to 1 year) and long (>1 year) term outcomes. 

 

Systematic reviews and meta-analyses: Fourteen systematic reviews were 

identified that examined the effectiveness of school-based interventions aimed at the 

prevention or reduction of alcohol use. However, the majority of the reviews identified 

examined the effectiveness of substance use prevention programmes and only one 

review specifically examined the effectiveness of programmes that aimed to prevent 

alcohol use. This systematic review found that there was no consistent evidence to 

determine which programmes were effective over the short to medium term, but 

highlighted three programmes which were effective over the longer term. These 

included the family-based, Strengthening Families programme, Botvin’s Life Skills 

Training (LST) and a culturally focused curriculum for Native American students. The 

authors of the review reported that the Strengthening Families programme showed 

particular promise as an effective intervention. 

 

Evidence statement 1 
There is evidence from a high-quality systematic review that three programmes, 

Strengthening Families, Botvin’s LST and a culturally focused curriculum for Native 

Americans students, can produce long term reductions (greater than 3 years) in 

alcohol use.  

 

Classroom-based programmes led by teachers: Nineteen classroom-based 

programmes led by teachers were identified. Three programmes SHAHRP, Botvin’s 

LST and the PY/PM programme demonstrated evidence of reducing alcohol use in 

the short-term. Botvin’s LST and SHAHRP also produced reductions in alcohol use 

and particularly, heavy alcohol use in the medium-term, but only Botvin’s LST 

demonstrated evidence of long-term effects on alcohol use. 

 

Evidence statement 2 
There is evidence from two classroom-based, teacher-led programmes that targeted 

children between the ages of 12 and 13 years, to suggest that interventions using the 
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Strengthening Families, Botvin’s LST and a culturally focused curriculum for Native 

Americans students, can produce long term reductions (greater than 3 years) in 
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Classroom-based programmes led by teachers: Nineteen classroom-based 

programmes led by teachers were identified. Three programmes SHAHRP, Botvin’s 

LST and the PY/PM programme demonstrated evidence of reducing alcohol use in 

the short-term. Botvin’s LST and SHAHRP also produced reductions in alcohol use 

and particularly, heavy alcohol use in the medium-term, but only Botvin’s LST 

demonstrated evidence of long-term effects on alcohol use. 

 

Evidence statement 2 
There is evidence from two classroom-based, teacher-led programmes that targeted 

children between the ages of 12 and 13 years, to suggest that interventions using the 

 14

PHIAC 14.3a – Alcohol and Schools: Review of effectiveness and cost-effectiveness 

life skills approach (LST) or focusing on harm reduction through skills-based 

activities (SHAHRP) can produce medium to long-term reductions in alcohol use and 

in particular, risky drinking behaviours such as drunkenness and binge drinking. 

However, the applicability and transferability of these programmes requires further 

study. 

 

Classroom-based programmes led by external contributors: Nine classroom-

based programmes were identified that were taught by external contributors, 

including adult health educators, uniformed police officers, research project staff, 

college age instructors, certified school psychologists and Life Education Centre 

staff. The majority of the programmes identified had inconsistent effects on alcohol 

use and only one culturally tailored programme for Native American students 

demonstrated evidence of medium- to long-term effects. 

 

Evidence statement 3 
There is evidence to suggest that classroom-based programmes taught by adult 

health educators (including Project ALERT, Project SMART, Project TND) and 

uniformed police officers, such as DARE, have no medium- or long-term effects on 

alcohol use. There is inconsistent and insufficient evidence to determine the medium- 

to long-term effectiveness of normative education programmes led by external 

contributors. There is evidence to suggest that a culturally tailored skills training 

intervention for Native American students may have long-term effects on alcohol use. 

However, given the cultural specificity of this programme it has limited applicability to 

UK practice and policy. 

 

Other in-school approaches: Nineteen school-based programmes that were 

delivered outside of the lesson format were identified including brief intervention 

programmes, counselling programmes, peer support and teacher training. The 

STARS for Families brief intervention programme demonstrated evidence of short-

term effects on heavy drinking. However, data presented at one year indicated that 

these effects might not last into the medium to longer term. Other in-school 

approaches identified did not produce consistent reductions in alcohol use.  

 

Evidence statement 4 
There is evidence to suggest that brief intervention programmes, which target 

 15
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School health and alcohol 

harm reduction project

• Recommandé NICE, etc.


• Université de Perth, Australie


• Réduction des dommages


• 15 leçons sur 2 ans


• M20 M32


• 2 + 1 jour de formationNAME:
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	 •	 10% d’amélioration des 
connaissances


	 •	 20% de réduction de la 
consommation d’alcool totale


	 •	 19.5% de moins d’ivresses 
(binge drinking)


McBride N, McKAy, Sumnall H. SHAHRP: 
School Health and Alcohol Harm Reduction 
Project – Developments in Australia and the 
UK. Education and Health 2013:31:4

ANNUAL

REPORT

2009

Reducing alcohol use and harm with young people

SHAHRP
 School Health and Alcohol Harm Reduction Project

Teaching
Manual

School health and alcohol 

harm reduction project
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Exemple : Assist

160



Campbell R et al Lancet. 2008;371:1595-602.

ASSIST (A Stop Smoking In Schools Trial)

• Essai randomisé en cluster dans 59 écoles en Galles du Sud 
et autour de Bristol (10 000 collégiens)


• Comparant une intervention informelle par les pairs sur 
l’entrée dans le tabagisme de jeunes de 12 à 13 ans versus 
programme habituel


• Jeunes identifiés par leurs pairs, formés à diffuser un 
message


• Tabagisme hebdomadaire suivi avant, juste après, à 1 an et à 
2 ans
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Professor Rona Campbell

Recontres internationales 

de l’INPES du 10 avril 2013, 


Saint Denis 162



Campbell R et al Lancet. 2008;371:1595-602.

ASSIST (A Stop Smoking In Schools Trial)

• Essai randomisé en cluster dans 59 écoles en Galles du Sud 
et autour de Bristol (10 000 collégiens)


• Comparant une intervention informelle par les pairs sur 
l’entrée dans le tabagisme de jeunes de 12 à 13 ans versus 
programme habituel


• Jeunes identifiés par leurs pairs, formés à diffuser un 
message


• Tabagisme hebdomadaire suivi avant, juste après, à 1 an et à 
2 ans
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ASSIST (A Stop Smoking In Schools Trial)
• Pairs sélectionnés par questionnaire


• 2 jours de formation 


• connaissance sur le tabagisme et l’intérêt de ne pas 
être fumeur


• apprentissage en communication interpersonnelle 


• renforcement de la confiance à intervenir dans diverses 
situations


• 10 semaines d’intervention (fiches de reporting)
Enhance 
knowledge of 
harmful effects 
of smoking and 
the benefits of 
remaining 
‘smoke-free’

Training objectives…..

Enhance 
communication 
skills needed to 
promote the 
smoke-free 
message among 
peers

Increase 
confidence
to intervene  
in everyday 
situations to 
encourage 
peers not to 
smoke 

Campbell R et al Lancet. 2008;371:1595-602.
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Prévalence du 
tabagisme 

hebdomadaire 
immédiatement 

après

Prévalence du 
tabagisme 

hebdomadaire à 1 
an

Prévalence du 
tabagisme 

hebdomadaire à 2 
an

Contrôle Inter-
vention

Contrôle Inter-
vention

Contrôle Inter-
vention

Tous les 
élèves 8,48 % 8,5 % 15,13 % 12,49 % 21,74 % 18,95 %

Fumeurs 
ou ex-

fumeurs
9,8 % 8,5 % 23,03 % 18,84 % 34,81 % 31,22 %

ASSIST (A Stop Smoking In Schools Trial)

Si appliqué partout en GB : 43 289 fumeurs 

de 14/15 ans en moins chaque année  

Campbell R et al Lancet. 2008;371:1595-602.
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Les campagnes 
médiatiques et 
leur évaluation

2170



Des traces de MERCURE, d’AMMONIAC,

d’ACIDE CYANHYDRIQUE et d’ACETONE


Ont été décelés dans un produit 

de consommation courante.


	 

Pour plus d’informations, appelez gratuitement le


	 0800 404 404

171



172



173



L’équation d’Abrams

I = RE

Impact = Reach x Effectiveness

Impact = Exposition x Efficacité


Abrams Ann Behav Med 1996

Exposition Changements 
observés

?

68174



Quantité de recherche conduite et impact

Thèmes Nombre de campagnes 
dans les revues de 

littérature

Existence d’un impact

Tabac 121(NCI 2008) Niveau de preuve élevé

Alcool 15 (Babor 2003) Niveau de preuve faible

Activité physique 19 (Kahn 2002) Niveau de preuve modéré

Nutrition  8 (Pommerleau 2005) Niveau de preuve modéré

Cardiovasculaire  7 (Snyder 2004) Niveau de preuve modéré

Wakefield, Loken, Hornik, Lancet 2010;376:1261-1271 59175



cancercontrol.cancer.gov/tcrb/

monographs/19/m19_complete.pdf

La preuve est faite de la 
relation causale entre la 
publicité et la promotion 
pour le tabac et 
l’accroissement de l’usage 
du tabac.

60176



Campagnes médiatiques de 
prévention du tabagisme

• Beaucoup plus d’études pour évaluer l’effet des 
campagnes média que tous les autres sujets de santé


• Existence d’un impact : niveau de preuve élevé

• Des études ont montré l’association des campagnes 

avec

– Une diminution d’entrée dans le tabagisme des 

jeunes

– Un accroissement de l’arrêt du tabac chez des 

adultes

• Souvent impact spécifique difficile à établir (beaucoup 

d’actions concurrentes)

• Mais des effets indépendants ont été démontrés

Wakefield, Loken, Hornik, The Lancet 2010;376:1261-1271 61177



Que faut-il attendre des campagnes 
médiatiques antitabac ?

•Agenda setting: maintenir la lutte contre le tabagisme sur 
l’agenda politique et sociétal

•Légitimer et aider aux actions locales, inciter à de 
nouvelles actions

•Changer les normes sociales (dénormalisation, contre-
marketing)

•Modifier les comportements tabagiques	

•(Sowden, Bala Cochrane reviews)

62178



Campagne Truth

• American Legacy Foundation


• Première campagne nationale à partir de 2000 (initiée 
en Floride)
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Mesure de l’évolution du tabagisme

• Monitoring the future (tabac, alcool, drogue illicite) une vague par an 1999- 
2002


• Financé par  le NIDA, conduite par l’Université du Michigan


• 420 écoles secondaires (autoquestionnaire en classe)


• Elèves 


• 18 000 jeunes de 13-14 ans (grade 8)


• 17 000 jeunes de 15-16 ans (grade 10)


• 16 000 jeunes de 17-18 ans (grade 12)


• Combien avez-vous fumé de cigarettes par jour au cours des 30 derniers 
jours ? (0 ou 1) 

Farrelly M et al. Am J Public Health. 2005;95:425-31
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TF1 28/05/2013 12:43 15 %

FR2 28/05/2013 12:55 10 %

FR3 28/05/2013 13:12 10 %

Canal+ 28/05/2013 14:00 8 %

GRP 43 pts

Mesure de l’exposition les gross rating points 
(points d’audience bruts)
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 RESEARCH AND PRACTICE 

FIGURE 1—How media markets across the country (only 48 states shown) were exposed to various levels or doses of the national “truth”
campaign, 2000–2002. Ratings given are in gross rating points.

Analytic Approach
Descriptive Statistics. We began by examin-

ing the overall change in the prevalence of
youth smoking from 1997 to 2002 overall
and by grade. We also compared the annual
rate of change for the period leading up to
the campaign (1997–1999) and during the
campaign (2000–2002) as a simple indica-
tion of whether declines in youth smoking
prevalence appeared to accelerate after cam-
paign launch.

Multivariable Logistic Regression. To more
precisely isolate the association between cur-
rent youth smoking prevalence and “truth”
campaign exposure, we used population aver-

age logistic regression models to estimate
current youth smoking prevalence as a func-
tion of individual-, media market–, and state-
level influences (noted earlier). We also in-
cluded a linear time variable, taking values
from 0 to 6 for the MTF years from 1997 to
2002, to control for the national downward
trend in the prevalence of youth smoking
that began in 1997 in order to isolate the
effects of the campaign from the national
trend. Students from the 1997–1999 sur-
veys served as an unexposed comparison
group.

We estimated all regressions by combining
the cross-sectional 1997–2002 MTF surveys

to relate the odds that an individual smoked
to his or her media market dose of the cam-
paign, measured at the time of the survey.
Cumulative campaign GRPs were scaled such
that the estimated odds ratios indicated the
odds of smoking, given an increase of 10000
GRPs. All models were estimated separately
for 8th, 10th, and 12th grades and all grades
combined. All analyses were estimated with
sampling weights that corrected for nonre-
sponse and sample design. Standard errors
were adjusted for clustering at the school
level (schools were the primary sampling unit)
using Stata’s (version 8.0; Stata Corp, College
Station, Tex) SVYLOGIT command. We esti-

Farrelly M et al. Am J Public Health. 2005;95:425-31

Niveaux d’exposition en GRP à la campagne Vérité (Truth) 2000–2002

210 secteurs d’achat d’espace
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Résultats

• Taux de réponse environ 85%


• Ajustements sur des variables 


• individuelles (revenus, éducation des parents), 


• régionales (prix, investissement en prévention), 


• sectorielles (prévalence du tabagisme)


• Prévalence passe de 25.3% (1999) à 18,0% (2002)


• 22% de la baisse attribuable à la campagne


• Effet dose-réponse

Farrelly M et al. Am J Public Health. 2005;95:425-31
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FIGURE 2—Odds ratios for smoking at varying levels of “truth” campaign exposure among
all grades, overall and by year.

the 1964 Smoking and Health: Report of the
Advisory Committee to the Surgeon General of
the Public Health Service21 and federal govern-
ment policies requiring health warnings on
all cigarette packages and in all cigarette
advertising.

Our findings provide some evidence that
the campaign may have the largest impact
among 8th-grade students, which is consistent
with evidence from Florida that indicates the
Florida “truth” campaign led to declines in
smoking rates and that smoking rates de-
clined by 50% among middle school students
(grades 6 through 8) and by 35% among
high school students (grades 9 through 12)
from 1998 to 2002.

Our analyses are not without their limita-
tions. Our measures of youth smoking preva-
lence are self-reported and may be subject to
social desirability bias so that youths are less
likely to report smoking in areas with high
exposure to the campaign than in areas with
lower exposure. This would lead to an over-
statement of the campaign’s effects. However,
previous studies have found that underreport-
ing of smoking by youths is minimal.22–24 Our
results also rely on repeated cross-sectional
surveys, not repeated measures on the same
students, which weakens the strength of our

causal inference. However, we included
youths surveyed before 2000, so students in
the 1997–1999 surveys served as an unex-
posed control group.

Finally, it is possible that the estimated cam-
paign effects may have been due to other un-
measured youth-focused prevention activities
(e.g., in-school substance abuse–prevention
programs, the national antidrug campaign by
the Office of National Drug Control Policy)
that were correlated by chance with the
“truth” campaign exposure. To assess this
possibility, we used data from the 2000 and
2002 National Youth Tobacco Surveys to ex-
amine the correlation between the “truth”
campaign exposure and exposure to tobacco
use prevention education in schools. In addi-
tion, if there was a spurious correlation be-
tween “truth” campaign exposure and other
prevention activities, we would also have ex-
pected to find a correlation between the
“truth” campaign and other risk behaviors
such as underage drinking. We addressed
this potential problem by estimating a series
of models identical to those presented in
Table 2, using indicator variables for any
drinking in the past 30 days and any binge
drinking in the past 2 weeks as outcome
variables.

Although exposure to multistrategy tobacco
use prevention education programs in schools
has been linked to lower smoking prevalence
among middle school students,25,26 we found
no statistically significant differences in re-
ported exposure to tobacco use prevention
education programs in schools and exposure
to the “truth” campaign. We tested this rela-
tionship by comparing self-reported recall of
tobacco use prevention education programs
in schools from the National Youth Tobacco
Surveys by grouping students into the same 5
levels of “truth” campaign exposure illustrated
in Figure 1.

In addition, we did not find any evidence
of a relationship between “truth” campaign
exposure and any drinking in the past 30
days (OR=0.981; P= .848) nor any relation-
ship between “truth” campaign exposure and
any binge drinking within the past 2 weeks
(OR=0.857; P= .189), suggesting that
“truth” campaign exposure is not spuriously
correlated with other prevention efforts. Our
results further suggest that the measured
“truth” campaign effects on smoking preva-
lence are not the result of other efforts such
as in-school tobacco use prevention educa-
tion programs and prevention activities
aimed at other risk behaviors such as
underage drinking.

Under the Master Settlement Agreement,
the tobacco industry was obligated to fund
Legacy’s Public Education Fund for 5 years
(through 2003) and is obligated thereafter in
any year in which the tobacco companies par-
ticipating in the Master Settlement Agreement
achieve a combined 99.05% market share of
US tobacco sales. The continuation of Leg-
acy’s efforts, including the “truth” campaign, is
presently in question because of these terms.
Our findings are consistent with those of
other studies that demonstrate that effective
antismoking campaigns are critical for public
health and that their elimination will likely
erase gains that have been made to date in
reducing youth smoking prevalence.27–31

About the Authors
Matthew C. Farrelly and Kevin C. Davis are with RTI In-
ternational, Research Triangle Park, NC. At the time of the
study, M. Lyndon Haviland was with, and Cheryl G. Heal-
ton is with, the American Legacy Foundation, Washington,
DC. Cheryl G. Healton is also with the Mailman School of

Farrelly M et al. Am J Public Health. 2005;95:425-31

Risque de fumer en fonction de l’exposition en GRP
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Synthèse sur les campagnes médiatiques

• Preuve que les campagnes peuvent par elles-mêmes 
réduire la consommation de tabac 


• Inférence causale possible : résultats retrouvés dans de 
nombreuses études populationnelles (cohortes, 
transversales) avec ajustements


• Effet-dose retrouvé


• Dose optimale ? Peu d’études (1 à 4 par mois)


• Tonalité (émotions négatives, industrie du tabac) 


USDHHS 2012
185



L’implication de l’industrie
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Life skills training  
www.lifeskillstraining.com, www.med.cornell.edu 

• Programme en 
développement depuis une 
vingtaine d ’année


• Evalué pour le collège et le 
lycée


• Il existe un programme 
pour l ’école primaire (non 
évalué)
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Philip Morris & LST
• Mai 1997 : le CDC indique deux programmes comme efficaces 

(Programmes that works) :

– LST

– TNT (toward no tobacco)


•  1998 Philip Morris et Brown & Williamson (BAT) essayent de 
convaincre les autres fabricants de se joindre à eux (ils refusent)


• PM et B&W engage une agence de relations publiques APCO (sur 10 
millions de dollars, 5,8 pour convaincre les décideurs et 3,3 pour la 
formation des enseignants


• Avait un plan A coopération de Botvin et un plan B non coopération de 
Botvin


• Recrute des écoles (toutes les écoles de Virginie de l’Ouest, Marockie)

• Recrute un institut spécialisé d’évaluation (Interactive) qui ne trouve 

d’effet du programme

• Continuait quand même

Mandel LL et al, J Adolescent Health 2006;39:868-879
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Philip Morris & LST

• We also support LifeSkills Training, a three-year, in-school, 
classroom-based substance abuse prevention and competency 
enhancement program that has been shown to significantly reduce 
tobacco use through the 12th grade.1 


• Between 1999 and 2004, we provided grants in excess of $125 
million. 


• As part of our grant-making during this time period, we provided over 
$26 million to schools and school districts in 23 states for the 
implementation of LifeSkills Training. Through our support more than 
630,000 middle-school students have been reached with this 
program. 


• In 2004, we provided 46 grants to organizations across the U.S. that 
reached approximately 880,000 kids. 

www.philipmorrisusa.com  Youth smoking prevention 

http://www.philipmorrisusa.com/en/our_initiatives/ysp/grant_programs.asp
54189

http://www.philipmorrisusa.com/
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Officines d’influence par les producteurs d’alcool
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Techniques d’influence
• Tenter d’influencer les politiques nationales et internationales


• Devenir membres d’organisations et de comités pour accroître 
influence et respectabilité


• Recrutement de scientifiques, organisation de conférence, 
publication prestigieuses


• Créer des associations d’intérêt général, FAIRE DE LA 
PREVENTION


• Préparer les promouvoir des textes de consensus et des codes de 
bonnes pratiques


The beverage alcohol industry’s social aspects organizations: a public health 
warning. Eurocare 2002
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Leur argumentaire
• La base de la politique doit être les modes de consommation : 

réduire ceux qui sont dangereux


• La modération s’apprend (responsabilité individuelle)


• Partenariat public / privé = une place à la table de discussion


• Renforcement de l’autodiscipline de l’industrie codes de bonnes 
pratiques, pas de réglementation


• Globalement l’alcool apporte des bénéfices à la société
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Les intérêts économiques prônent le 
recours à la responsabilité individuelle

• Difficilement critiquable à première vue


• Mais c’est un des éléments essentiels de l’architecture 
argumentaire


• Permettant d’éviter la réglementation


• Dans ce schéma

 


– Producteurs : liberté de vente et de promotion

– Clients : responsables de consommer sans dommages

– Société : paye les dommages sociaux et sanitaires (2 à 5% du PIB)
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Code de bonne pratique de marketing ?

• Dans le code de bonne pratique de 
Diageo, on peut lire que


les contenants de boissons 
alcoolisées ne devraient pas  
suggérer des succès ou des 
prouesses sexuelles,


et que la publicité et les activités 
promotionnelles ne devraient pas 
donner l’impression que 
l’acceptation sociale ou le succès 
sexuel ne puissent pas être atteints 
sans consommer des boissons 
contenant de l’alcool 


Source Eurocare

Mais la réalité des 
pratiques de lancement 
d’un nouveau produit 
Archer …
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197Solutions largement documentées

Outline

• Results from ECAS European Comparative Alcohol Study (Österberg & Karlsson 
2002)

• Results from AMPHORA (Alcohol Measures for Public Health Research Alliance)

• Karlsson, Lindeman, Österberg 2012

• Allamani et al 2011

• A few words about recommandations related to education and persuasion

Alcohol in 
Postwar Europe
Consumption, drinking patterns, consequences
and policy responses in 15 European countries

Editor Thor Norström

www.fhi.senational institute of public health

European Comparative Alcohol Study – ECAS

This volume summarises the findings from the European
Comparative Alcohol Study – ECAS. The main topics include:

• alcohol policy
• overall alcohol consumption
• drinking patterns
• alcohol-related mortality 

The focus is on the European Union and Norway during the post-
war period. 

ISBN 91-7257-158-6

ISSN 1104-358X

2002:24

National Institute of Public Health
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Alcohol Policy in Europe: 
Evidence from AMPHORA 

 

Edited by Peter Anderson, Fleur Braddick, Jillian Reynolds and Antoni Gual 

 

2

6 politiques publiques-clés


1. taxation proportionnelle au degré d’alcool

2. réduction de l’accès (âges, nombres de 

points de vente, heures d’ouverture)

3. interdiction de la promotion

4. taux légal d’alcoolémie autorisé pour la 

conduite (0,5 - 0,2) + contrôles

5. aide aux buveurs à risque en soins de 

santé primaire

6. mesures éducatives pas en tant que 

politique mais seulement en soutien

Anderson P, Chisholm D, Fuhr DC. Effectiveness and cost-effectiveness of policies and 
programmes to reduce the harm caused by alcohol. Lancet. 2009;373(9682):2234-46.


Babor 2010
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+BFQEBO�QEB�"ROLMB>K� LJJFPPFLK�KLO�>KV�MBOPLK�>@QFKD�LK�FQP�?BE>IC�FP�OBPMLKPF?IB�CLO�>KV�RPB�QE>Q�
JFDEQ�?B�J>AB�LC�QEB�FKCLOJ>QFLK�FK�QEFP�OBMLOQ�

1EB� @LKQBKQ� >KA� MF@QROBP� FK� QEFP� ?OL@EROB� TBOB� MOLSFABA� ?V� QEB� LOD>KFP>QFLKP� FK� @E>ODB� LC� QEB�
FKAFSFAR>I�@LJJFQJBKQP	�>KA�MRQ�CLOT>OA�RKABO�QEBFO�OBPMB@QFSB�OBPMLKPF?FIFQFBP��-IB>PB�@LKQ>@Q�QEB�
OBPMLKPF?IB�LOD>KFP>QFLK�CLO�NRBPQFLKP�VLR�JFDEQ�E>SB�>?LRQ�FKAFSFAR>I�@LJJFQJBKQP�

The European Alcohol and Health Forum was created in 2007 with the purpose of 
mobilising action across the society to address alcohol related harm. It is a concrete 
delivery mechanism for the objectives of the EU strategy to support Member States in 
reducing alcohol related harm.

The Forum brings together a wide range of stakeholders, such as companies and 
?QQMAG?RGMLQȩGLȩRFCȩȏCJBQȩMDȩNPMBSARGMLȩ?LBȩPCR?GJGLEȩMDȩ?JAMFMJGAȩ@CTCP?ECQ
ȩKCBG?ȩ?LBȩ
advertising, public health, youth and family organisations and bodies representing the 
medical profession, the health insurance sector and research. The number of members 
has increased from 50 founding members to 70 members at present.  

When joining the Forum, members commit to take concrete action to address alcohol 
related harm. Since 2007, Forum’s members have initiated some 230 initiatives across 
sectors and EU countries. Whereas a number of the initiatives have already come to 
completion many are still on-going, with some long-term activities extending until 2015.

In order to provide for a transparent, participative and accountable process of action, 
basic information on members’ commitments to action and on their implementation is 
entered into an online database hosted by the European Commission. In many cases 
further documentation is available in print or on the European Commission’s public health 
website (http://ec.europa.eu/health/alcohol/policy/index_en.htm). 

In view of the large number of initiatives launched by the members of the Alcohol and 
Health Forum, the examples compiled in this document are only a snapshot of the 
variety of activities carried out. We hoped to give you an idea of the cross-sectoral and 
T?PG?@JCȩU?WȩRF?RȩMPE?LGQ?RGMLQȩ?APMQQȩRFCȩQMAGCRWȩA?LȩK?ICȩ?ȩBGȎCPCLACȩ?LBȩFMUȩKSJRG�
stakeholder action can help towards reducing alcohol related harm.

Paola Testori Coggi
Director General, Directorate-General for Health and Consumers
European Commission

Foreword

Préfacée par 


Paola Testori Coggi  
DG SANCO
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6.

EMNA members are implementing a data collection 
QWQRCKȩ PCE?PBGLEȩ RFCȩ CȎCARGTCLCQQȩ MDȩKSRS?Jȩ FCJNȩ
groups.

The outcome of this work will be disseminated 
in order to promote self-help groups as a low-
RFPCQFMJB
ȩ FGEFJWȩ CȎCARGTCȩ QSNNMPRȩ RMMJȩ RMȩ ?BBPCQQȩ
alcohol related harm.  

EMNA mutual-help groups create a tool to 
help to change in alcohol dependence

.CMNJCȩQSȎCPGLEȩDPMKȩ?JAMFMJȩPCJ?RCBȩNPM@JCKQ
ȩ?RRCLBGLEȩRFCȩKSRS?J�FCJNȩEPMSNQ
ȩ
have experienced that, they can change and can make others change, but the 
point is to make the wider community aware that this high-quality, low-cost tool 
is accessible to everyone.

'PC@ȩ?JJMA?RCQȩEP?LRQȩRFPMSEFȩ?ȩQAGCLRGȏAȩAMKKGRRCCȩ
RMȩ ?PMSLBȩ ��ȩ PCQC?PAFCPQȩ GLȩ RFCȩ ȏCJBȩ MDȩ ?JAMFMJGAȩ
research. These scientists are often working in 
laboratories with a team. They choose themselves 
RFCGPȩQS@HCARQȩ?LBȩGDȩRFCȩQAGCLRGȏAȩAMKKGRRCCȩ?EPCCQȩ
with, the grants are allocated. They are totally 
independent to manage their research and have to 
send an activity report at the end of the year. They 
can ask a new grant if the research is going on. 

For many years now, our research Institute has met 
biannually with its research its research group to 
hold an open conference to discuss the progress of 
RFCGPȩ PCQC?PAFȩ ?LBȩ RFCGPȩ GBC?Qȩ ?LBȩ BGȑASJRGCQ�ȩ 'R�Qȩ
the only conference of this kind in France that gets 
RMECRFCPȩQMȩK?LWȩBGȎCPCLRȩȏCJBQȩMDȩPCQC?PAFȩDMPȩMLCȩ
subject: epidemiology, history, sociology, neurology, 
psychiatry etc. So, every two years, a symposium 
gets together all the teams and the researchers have  
to present in a comprehensive language the results 

MDȩ RFCGPȩ UMPIȩ RMȩ ?JJȩ RFCȩ MRFCPȩ RC?KQ
ȩ RFCȩ QAGCLRGȏAȩ
committee, the sponsor companies and some invited 
people during a symposium called : “le colloque de 
l’Ireb”.

The results of these conference are collected and 
released as “Cahiers de l’Ireb". They are available on 
line on the Ireb’s website and can be used to give 
useful information for policy makers, prevention 
actors, educators, consumers etc.

!�**ȩ$-0ȩ2#,"#01ȩ�ȩ2FPMSEFȩ?ȩQAGCLRGȏAȩ
committee of independent unpaid 
member, Ireb (Research Institute on 
alcoholic beverages) allocates grants to 
scientists in all areas of alcohology
In order to improve the knowledge of the mechanisms of dependency and prevents 
damages caused by alcohol, Ireb proposes each year a call for tenders (around 
���ȩ ���ȩ CSPMQ�ȩ RMȩ QAGCLRGQRQȩ UMPIGLEȩ GLȩ ?JJȩ RFCȩ ȏCJBQȩ MDȩ ?JAMFMJMEWȩ ?LBȩ ECRQȩ
together all the granted teams in a biennal symposium.

Name of the commitment:
Ireb’s call for tenders

Period of operation: The call for tenders is renewed annually 
and, every two years a symposium that gets together all the 
researchers who received grants during the two former years. 

Lead Partner: IREB

Website: www.ireb.com
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Name of the commitment:
Overviewing and promoting the research done by members 
to confirm the effectiveness of the mutual help groups 
throughout Europe

Period of operation: 2011-2012 

Lead Partner: European Mutual help Network for Alcohol 
related problems (E.M.N.A.)

Website: www.emna.org

Building Capacity 5.

6 27

EUCAM supports a concrete and main goal of the 
FORUM: the reduction of alcohol related harm as 
a result of impactful alcohol marketing practices. 
Alcohol marketing practices are huge in number 
and many of these practices are attractive to young 
people in the sense that they can stimulate drinking. 
The impact of alcohol marketing on the drinking 
@CF?TGMSPȩ MDȩ WMSLEȩ NCMNJCȩ F?Qȩ @CCLȩ QAGCLRGȏA?JJWȩ
proven. To decrease this impact alcohol marketing 
F?Qȩ RMȩ @Cȩ PCESJ?RCBȩ CȎCARGTCJW�ȩ #3!�+ȩ QRGKSJ?RCQȩ
this process by the conduction of impact research, 
inventarisation of existing alcohol marketing 
regulations (FASE), evaluating existing regulations, 
promoting monitoring of alcohol marketing and 
extend the knowledge and capabilities of NGO’s 
(information, fact sheets, training).  

In 2012 we disseminated information the following 
ways:
�0CNMPRGLEȩMLȩLCUȩQAGCLRGȏAȩQRSBGCQȩMLȩRFCȩQS@HCARȩMDȩ
alcohol marketing and supporting research into this 
subject such is in the AMPHORA Research project.
-The EUCAM network of representatives of NGO’s, 
governments, researchers and others interested was 
extended. They actively participated in EUCAM by 
informing EUCAM on news and trends in their country 
concerning alcohol marketing and have cooperated 
in the production of a forthcoming Trend Report on 
Strong Beers as well as our new Guest Blog: Talking 
Alcohol Advertising. 

-Weekly news articles were published on the website 
of EUCAM. These and any other news related to 
alcohol marketing was circulated in our email 
newsletter, on Facebook as well as on Twitter. 
-2012 also saw the completion of the AMMIE 
Research project which resulted in various reports 
and Fact Sheets on (1) The functioning of self 
regulation (2) The volume of alcohol marketing (3) 
Sports sponsoring by alcohol producers (4) Trends 
in Alcohol Marketing (5) How to monitor alcohol 
marketing practices on a national scale. 
-Furthermore we have organized a conference on 
Alcohol Marketing in Warsaw Poland.
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Alcohol Marketing in Health Perspective
EUCAM is set up to collect, exchange and to promote knowledge and experience 
about alcohol marketing throughout Europe. The knowledge partly results from 
ELSA (Enforcement of national Laws and Self-regulation on advertising and 
marketing Alcohol; 2005-2007), FASE (Focus on Alcohol Safe Envoronments; 
2007-2009) and AMMIE (Alcohol Marketing Monitoring in Europe; 2009-2011), 
three European projects, co-funded by the European Commission, that brought 
RMECRFCPȩ#SPMNC?Lȩ,%-Qȩ?LBȩEMTCPLKCLR?JȩMȑAG?JQȩ GLȩMPBCPȩ RMȩ GLTCLR?PGQCȩ?LBȩ
evaluate the existing regulations regarding alcohol marketing.

The ICAP Blue Book was created with the aim of 
providing an integrated approach to alcohol policy 
development. As a policy guide, the ICAP Blue Book is 
based on three key elements: (1) drinking patterns and 
RFCGPȩMSRAMKCQȩ?Qȩ?ȩQMSLBȩQAGCLRGȏAȩ@?QGQȩDMPȩNMJGAWȩ
development; (2) targeted interventions that address 
QNCAGȏAȩ |?R�PGQI}ȩ NMNSJ?RGMLQ
ȩ NMRCLRG?JJWȩ F?PKDSJȩ
contexts, and drinking patterns; (3) partnerships that 
allow the inclusion of the public and private sectors, 
the community, civil society, and others all working 
toward a common goal.

The Blue Book is intended as a tool to assist 
those seeking guidance in developing policy 
and prevention approaches, targeting especially 
governments, intergovernmental organizations, 
NS@JGAȩ FC?JRFȩ MȑAG?JQȩ ?LBȩ QNCAG?JGQRQ
ȩ PCQC?PAFCPQ
ȩ
nongovernmental organizations, the beverage 
alcohol industry and its related bodies, or civil society 
groups. It can be used to address simple issues or to 
craft broader and more comprehensive approaches 
to policy.

The Blue Book is a living resource, taking into account 
new materials and responsive to the needs of its 
users. It consists of 3 main parts: 

(1) a series of Modules, each addressing a particular 
policy area, lay out the essential elements to be 
considered on a given topic and include a menu of 
CJCKCLRQȩRF?RȩA?Lȩ@CȩSQCBȩRMȩR?AIJCȩQNCAGȏAȩNPM@JCKȩ
areas; 
���ȩ �LLCVCQȩ RMȩ RFCȩ  JSCȩ  MMIȩ MȎCPȩ QSNNJCKCLR?Jȩ
materials on individual issues and policy development 
as a whole; and 
(3) a section on Targeted Interventions provides a 
comprehensive annotated listing of approaches to 
reducing the harm around alcohol consumption that 
have been implemented around the world.

ICAP Blue Book: Practical Guides for 
Alcohol Policy and Targeted Interventions

The ICAP Blue Book is an electronic resource regularly updated since 2005, the 
ICAP Blue Book is a compilation of policy guides on key issues in alcohol policy 
development and an integrated approach to prevention. It draws upon the best 
available research and experience from around the world.

Name of the commitment:
Alcohol Marketing in Health Perspective

Period of operation: 2007 - 2013 

Lead Partner: STAP - Dutch Institute for Alcohol Policy

Lead Partner: IOGT-NTO (Sweden); Actis (Norway); AV.OG.
Til (Norway); Eurocare Italia (Italy); State Agency for Preven-
tion of Alcohol-Related Problems (PARPA); Alcohol & Society 
(Denmark)

Website: www.eucam.info

Name of the commitment:
ICAP Blue Book: Practical Guides for Alcohol Policy and 
Targeted Interventions

Period of operation: 2007 - 2013 

Lead Partner: International Center for Alcohol Policies

Website: www.icap.org/PolicyTools/ICAPBlueBook/
tabid/90/Default.aspx

Seule initiative française : IREB ICAP spiritueux, 
international (2 fiches)
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How?
Since Pernod Ricard operates on a decentralized 
model, we at Pernod Ricard have

1. Developed European partnerships with relevant 
stakeholders such as Erasmus Student Network 
(ESN), our main partner
��ȩ5MPICBȩUGRFȩMSPȩLCRUMPIȩMDȩ#SPMNC?Lȩ?ȑJG?RCQȩRMȩ
implement the program in their country

2Mȩ K?ICȩ RFCȩ NPMEP?Kȩ CȑAGCLRȩ ?LBȩ UCJJ�ILMULȩ
among students associations and especially among 
ESN, we have developed a special toolkit with:

- A dedicated website containing information, 
PCAMKKCLB?RGMLQ
ȩD?ARQȩ?LBȩȏESPCQȩMLȩ?JAMFMJ
- A Facebook page to provide information on the 
Responsible Parties organized
- A communication campaign: 5 posters on peer 

pressure, binge drinking and drink driving, as well as 
SQCDSJȩRGNQ
ȩGLDMPK?RGMLȩȐWCPQȩMLȩPCQNMLQG@JCȩBPGLIGLE
ȩ
clips and a Responsible Party guide to help ESN
- A designated driver system
- The distribution of breathalysers, condoms and 
other gadgets by Responsible Party Ambassadors
During the parties, ESN volunteers are Responsible 
Party Ambassadors.  

Which results?
During the past two years, we organized more than 
101 parties in Europe, reaching 61.000 students and 
covering 26 countries.
We contributed to raise awareness among young 
people on the dangers of inappropriate alcohol 
consumption. 

.CPLMBȧ0GA?PBȧK?ICQȧRFCȧBGȎCPCLAC
0CQNMLQG@JCȩ.?PRWȩGQȩRFCȩȏPQRȩN?Lȩ#SPMNC?LȩNPMEP?Kȩ
targeting a sensitive target, young adults. We, at 
Pernod Ricard, have established a relationship of trust 
with our student partner (ESN) which makes possible 
the success of the program and now the opportunity 
to go further and broader for a new edition.

We involved students directly within the 
implementation and the development of the program. 
5CȩBCTCJMNCBȩ?ȩQNCAGȏAȩ?NNPM?AF
ȩRFCȩNCCP�RM�NCCPȩ
methodology, in our way of working and talking 
to make sure that we have disseminated the right 
message to raise awareness among young adults.

10

Responsible Parties in Europe, how to  
make student parties safe and responsible! 

The 2nd objective of the WIM program is to inform 
& educate the wine sector and its consumers to 
encourage cultural change and make moderation 
fashionable. This is compatible with one of the 
priorities of the EU Strategy on alcohol-related 
harm, focusing on informing, educating and raising 
awareness on harmful consumption and so to 
develop knowledge about appropriate consumption 
patterns in society.

As part of the Art de Vivre “life-skills” education pillar 
of WIM, the DWA developed its own training program 
and tools for one-day seminars in wine-related 
Vocational Education and Training establishments. 
The training program includes 4 sections

a) WIM program, alcohol policy and legal framework
@�ȩ&C?JRFȩCȎCARQȩMDȩUGLCȩ�ȩMRFCPȩ?JAMFMJGAȩ@CTCP?ECQ
c) Alcohol metabolism, drinking patterns and risks of 
excessive consumption
d) Conclusions: Guidelines for responsible wine 
consumption

From January 2008 to October 2012, 122 training 
seminars were delivered to all 11 wine-related 
professional schools and universities in Germany 
as well as to 5 sommelier schools reaching a total 
number of 3580 students who act as multipliers of 
the WIM message for the entire sector and for the 
@CLCȏRȩMDȩRFCȩECLCP?JȩNS@JGA�

The Deutsche Weinakademie has developed an 
evaluation tool to assess the impact of its training 
module: each student participating in the training 
QCKGL?PȩȏJJQȩGLȩ?ȩOSCQRGMLL?GPCȩ@CDMPCȩ?LBȩ?DRCPȩRFCȩ
training, to assess their level of knowledge and the 
CȎCARGTCLCQQȩ MDȩ RFCȩ NPMEP?K�ȩ 'Lȩ ?BBGRGML
ȩ ?LMRFCPȩ
random assessment is carried out one year after the 
training. 

The results of the 3 year pilot phase evaluation 
show a considerable increase in knowledge among 
seminar participants, in particular with regards to 
RFCȩBCȏLGRGMLȩMDȩKMBCP?RCȩUGLCȩAMLQSKNRGML
ȩFC?JRFȩ
CȎCARQȩ?LBȩRFCȩQCJD�PCESJ?RGMLȩAMBCȩDMPȩAMKKCPAG?Jȩ
communication of alcoholic beverages. 

Similar WIM training activities were developed for 
example in Portugal, Spain, Italy, Greece, France, UK 
and Cyprus.

11

Deutsche Weinakademie /   
Wine in Moderation Program - educating 
professionals in GermanyPernod Ricard has observed that some young adults faced problems of excessive 

and/or inappropriate drinking within student parties in Europe and decided to 
address this issue. The aim was to create with/for students a pragmatic toolkit 
UGRFȩ?ȩQNCAGȏAȩ?NNPM?AFȩRMU?PBQȩ?JAMFMJȩNPCTCLRGMLȩ RMȩ P?GQCȩ?U?PCLCQQȩ?KMLEȩ
young Europeans.

Drinking in moderation 2.

A main objective of the Wine in Moderation - Art de Vivre (WIM) program is to 
educate key actors & consumers about responsible drinking. The educational 
activities of the Deutsche Weinakademie (DWA) in Germany are an excellent 
example of how to achieve great results through educating and multiplying the 
WIM message at national level.

Name of the commitment:
Wine in Moderation - Art de Vivre Program

Period of operation:  2008-2013 

Lead Partner: Comité Européen des Entreprises Vins (CEEV)

Partners: Confederation of European Farmers (COPA) and 
European Agri-Cooperatives (COGECA), European Confedera-
tion of Independent Winegrowers (CEVI)

Website: http://www.wineinmoderation.eu
http://www.deutscheweinakademie.de/

Name of the commitment:
"Responsible Student Parties" implementation in Europe – 
Updated February 2012

Period of operation: 01/01/2010 – 30/09/2012 

Lead Partner: Pernod Ricard S.A

Partners: Main partner: Erasmus Student Network (ESN)
Evaluation partner: Generation Europe Foundation (GEF)
Campaign partner: Publicis Group, London

Website: www.responsible-party.org
www.fb.com/responsibleparty

responsible beer advertising 
through self-regulation

Leading by example

7 Operational Standards : 
A Commitment by The Brewers of Europe

Rue Caroly 23-25
B-1050 Brussels - Belgium

T + 32 (0)2 551 18 10
F + 32 (0)2 660 94 02

www.brewersofeurope.org
info@brewersofeurope.org

Published May 2010
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The prohibition of the sale of alcohol to the young 

has been enshrined in UK law for many years, 

providing a back stop for the consumption of alcohol 

by the young. Until recent years (although the law 

was rarely enforced) it had worked reasonably well 

particularly when most drinking occurred outside the 

home. Changes in retail practices, growing economic 

independence of the young and social attitudes 

changed prompting Government and others to 

tighten up the law and improve compliance through 

enforcement. The pub sector, decided to embrace 

this change through a campaign aimed at making 

its members aware of the legal obligations and to 

provide a focus for establishing the entitlement to 

purchase through its Challenge 21 campaign. The 

campaign aims to ensure that all public houses check 

RFCȩ?ECȩ�@WȩKC?LQȩMDȩNFMRMȩGBCLRGȏA?RGML�ȩMDȩ?LWMLCȩ
who appears to be under the age of 21 to ensure that 

the legal age limit of 18 is enforced.

The BBPA Commitment was implemented on a 

number of levels between 2008 and 2010 with 

both exposure to pubs, restaurants, clubs and other 

hospitality businesses, and the public.

Implementation of the commitment also had to 

take into account legislative moves by Government 

K?IGLEȩ ?ECȩ TCPGȏA?RGMLȩ NMJGAGCQȩ QSAFȩ ?Qȩ !F?JJCLECȩ
21 mandatory, which raised serious questions as 

to the validity and purpose of Challenge 21, and 

invalidated the status of the Forum commitment as 

the campaign was no longer voluntary. 

The Challenge 21 poster was displayed on the BBPA 

website throughout the commitment period for 

members to download. BBPA distributed posters 

from BBPA to both member companies (bulk orders) 

and individual pubs and licensees regularly over the 

course of 2008 to 2010.

It is estimated that 90% of BBPA member companies 

operate the Challenge 21 scheme in their premises, 

and 60% of non-BBPA member pub companies 

operate the scheme or some close variant of it. 

Consumer awareness remains high, with similar 

levels of awareness to 2008’s YouGov poll showing 

91% awareness among Challenge 21’s target group.
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Challenge 21 - Enforcing age limits for 

selling alcohol in the UK hospitality sector

Brewers already had codes in place and well-

established systems in a number of countries, but 

what this commitment did was set about ensuring 

that fully, integrated, consumer-friendly national 

self-regulatory systems for beer advertising existed 

across Europe.

A KPMG-assured report in 2010 showed that the 

PMJJMSRȩMDȩCȎCARGTCȩQCJD�PCESJ?RMPWȩQWQRCKQȩDMPȩ@CCPȩ
advertising increased substantially and across all 

7 Operational Standards between 2007 and 2010. 

Notable results included:

- Revision of the codes in 18 out of the 27 EU 

Member States;

- 26 countries had a sanctions process in place, 

improved the sanctions available, or progressed on 

this;

- In 24 countries, actions were taken to ensure that 

consumers were more aware of the possibility to 

complain;

- 10 countries created or improved their systems 

through the further incorporation of independent 

elements e.g. through civil society and consumer 

representation, in the complaints juries.

1NCAGȏAȩCV?KNJCQȩMDȩNPMEPCQQȩGLȩGLBGTGBS?JȩAMSLRPGCQȩ
included:

- In Bulgaria brewers pioneered the role of self-

regulation by setting up a comprehensive system 

governing beer advertising before assisting in the 

setting up of a national general self-regulation 

system. The Cypriot brewers also took this proactive 

step in the absence of an existing self-regulatory 

structure;

- In Austria, brewers took steps to further strengthen 

the independence of their complaints handling 

system, leading to the country being awarded an 

EASA Bronze best practice award in 2009;

- In Belgium a multi-media campaign was run in 

2007 and 2008 to increase public awareness of the 

possibility to complain about irresponsible adverts. In 

2008 in Slovakia, consumer awareness was increased 

through a campaign that received the EASA Gold best 

practice award 2009;

- In both Denmark and Sweden, where the system 

was already well established and controlled, 

self-regulation was brought up-to-date through 

the improvement of websites to facilitate online 

complaints.

Report: Leading by example: responsible beer 
advertising through self-regulation, 2010.
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Responsible beer advertising through 

self-regulation: 7 Operational Standards

The BBPA is committed to promoting good practice to its members in seeking 

proof of age to prevent the sale of alcoholic drinks to the underaged through the 

use of the Challenge 21 campaign. The Association provides posters, information 

and web resources to the pub sector and others in the on-trade.

Responding to a challenge set by the Commission in 2007 and on the basis of 

7 Operational Standards, The Brewers of Europe and members, in partnership 

with the European Advertising Standards Alliance, set about bringing every self-

regulatory system governing beer advertising up to the standards set by the 

Commission’s DG SANCO.

Name of the commitment:
Enforcement of Age limits for selling and serving alcoholic 
drinks

Period of operation: 2008 - 2010 

Lead Partner: British Beer & Pub Association

Website: www.beerandpub.com/industry-briefings/
challenge-21
www.pass-scheme.org.uk/

Responsible alcohol marketing 4.

Name of the commitment:
Commercial communications for beer: The Brewers of 
Europe’s 7 operational standards

Period of operation:  2007-2010 

Lead Partner: The Brewers of Europe

Partners: World Federation of Advertisers
European Advertising Standards Alliance

Website: www.brewersofeurope.org/asp/publications/
index.asp

Bières Europe Vins Europe


