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Table 3 – Policy Instruments in the UK, Tobacco and Alcohol Control, 2013  

POLICY INSTRUMENTS IN THE 

UK 

TOBACCO  ALCOHOL 

I. Regulation (through legislation or voluntary agreements) 

1. Advertising and promotion.  Post-war voluntary agreements 

replaced by:  

Ban on media and billboard 

advertising 2002 

Ban on advertising at point of sale 

2010 

Voluntary agreements replaced by 

statutory measures enforced by 

Advertising Standards Authority. 

Either £200m or £800m is spent 

per year! (compare ASA with 

Hastings et al, 2010) 

2. Sales, including domestic and 

export restrictions. 

Ban on sale to children from 1908 

(poorly enforced) 

Age raised to 18 in 2007 

Ban on vending machines 2009/10 

Ban on sale to under-18s since 

1923 but 16 years olds can drink 

with meals (poorly enforced). 

Alcohol licenses subject to time 

constraints (relaxed since the mid-

2000s). 

3. Consuming in public places  

 

(note that second-hand smoke and 

the social effects of drink-related 

behaviour are not directly 

comparable. One is generally the 

unhealthy exposure to a toxic 

substance, the other an unfortunate 

exposure to a drunken individual). 

Post-war voluntary agreements 

replaced by: 

Cinema and transport bans from 

1970s 

Public places ban 2005/6 

There are restrictions in certain 

places (such as trains) at certain 

times.  

The more important regulations 

concern: (1) being drunk and 

disorderly in public place (an 

increasing emphasis in alcohol 

strategies giving greater powers to 

the police); (2) driving under the 

influence of alcohol (from 1967, 

the limit has been 80mg of alcohol 

per 100ml of blood (35mg per 

100ml of breath). 

4. Ingredients, such as the levels of 

tar in cigarettes. 

UK voluntary agreements 

EU Products Directive 2001 

There is no direct equivalent to the 

regulation of toxic ingredients. The 

focus is more likely to be on 

labelling (alcohol content). 

5. Customs enforcement on 

smuggling and counterfeit goods. 

Similar enforcement of duty measures. 

II. Finance 

6. Taxation and other levies. Higher taxes from 1970s  

Accelerated from late 1990s 

In the mid-2000s the UK 

Government argued that taxes were 

at peak levels (given the threat of 

illegal use). 

VAT is 17.5% and excise duty 

ranged from 14-20p in 2007 

(BMA, 2008: 75). Alcohol duty 

was frozen in cash or real terms 

from 1997-2007 before being 

raised above inflation (2% 

escalator) from 2008 (wine and 

spirits, not beer in 2013), but there 

is no direct equivalent to sustained 

taxation on public health grounds.  

The Scottish Government 

introduced legislation to address 

low costs and (supermarket) ‘loss 

leading’ drinks promotions in 2010 

and to introduce a minimum unit 

price of alcohol in 2012 (subject to 

legal appeal). The UK Government 

consulted but did not follow 

Scotland. 

7. Spending on preventative health 

services, including cessation 

services and harm reduction 

First withdrawal clinic 1958 

Large expansion  of smoking 

cessation services and substitute 

The UK alcohol strategy is not 

always specific on its funding 

commitment to prevention work 

http://www.alcoholconcern.org.uk/assets/files/PolicyandCampaigns/HMT_-_alcohol_tax_and_price_review_August_2010.pdf
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therapy. prescribing from 1999 compared to the Scottish and 

Welsh governments.  

8. Economic incentives, including 

agricultural incentives and tax 

expenditures on arts and sports 

sponsorship by tobacco companies. 

EU subsidies (tobacco crops) from 

1973-2010 

Note removal of tax breaks on arts/ 

sport sponsorship. 

EU subsidies (wine production) 

from 1973 

9. Litigation against tobacco 

companies. 

More US than UK 

Courts used more by tobacco 

companies to delay Government 

policy 

Courts used more by alcohol 

companies to delay Government 

policy (e.g. MUP Scotland) 

III. Capacity building 

10. Funding for community 

development programs and 

organisations to combat tobacco 

and alcohol use. 

UK Government used to be ASH’s 

main funder (now CRUK and 

BHF) 

 

IV. Education 

11. Health warning labels on 

products. 

EU directive on size and nature of 

packaging warnings 

UK Government moves on plain 

packets have recently stalled. 

In their relative infancy. Drinks 

carry basic information on alcohol 

content, with health advice labels 

subject to voluntary agreements 

with a patchy implementation 

record. 

12. Health education campaigns. Stating the facts 1950s 

Harm reduction 1960s 

Absolutism followed by more 

funding from 1970s 

Ban on tobacco advertising was 

key 

Drinkaware.co.uk is funded 

voluntarily by the alcohol industry 

(financial contribution £5.25m in 

2011).  

Alcohol education is also a (small) 

part of the four school curricula in 

the UK  

V. Learning and information tools 

13. Legislative hearings and 

executive reports. 

More a feature of the US, but CMO 

annual reports became stronger in 

the 200s 

Major UK strategies e.g. 1998 

 

14. Funding scientific research. Long history of MRC funding for 

research history (including Doll 

and Hill) 

MRC and ESRC funding in 2009 

was £4.6m 

Alcohol Research UK has also 

funded £12m of projects in 30 

years 

OTHER MEASURES Smoking targets – e.g. 10% by 

2020 

 

  

Comparing UK Policy Processes in Tobacco and Alcohol  

 TOBACCO  ALCOHOL 

INSTITUTIONS:  

Who has 

Responsibility?  

(a) From finance, trade, 

employment to health 

(b) From UK to multi-level 

(WHO, EU, devolved) 

(a) Finance, trade, employment, 

Home Office, DCMS, health 

(b) Weaker EU and WHO 

influence but significant Scottish 

Government divergence. 

AGENDA SETTING 

How Much Attention? 

 

How is the Problem 

Framed? 

From low positive to high 

negative 

 

From economic and liberty to 

public health 

Periodic high, negative attention 

to ‘problem’ drinking and ‘high 

risk’ drinkers 

A residual economic frame 

combines with health and crime 

NETWORKS:  From tobacco companies to Alcohol industry engagement and 

http://www.publications.parliament.uk/pa/cm201213/cmselect/cmhealth/132/132vw39.htm
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The Balance of Power  medical and public health influence is still significant 

SOCIOECONOMIC: 

Economic 

 

 

 

Public Behaviour 

 

 

Public Opinion 

 

 

Was once a great source of 

Treasury income; not now 

 

 

Smoking prevalence was once 

over 80% in men, now around 

20% overall 

Governments used to assume 

there would be a public 

backlash; now there appears to 

be a ‘permissive consensus’ 

and public opinion has often 

shifted in favour of measures 

previously opposed (e.g. 

smoking ban) 

 

Tobacco and alcohol duties are 

now similar, but the broader 

economic value of pubs and 

clubs is still treasured. 

Drinking prevalence was 67% in 

men and 53% in women in 2010.  

 

Figures from public health 

groups identify a general 

‘permissive consensus’ on further 

controls, although opinion is 

divided on specific measures 

(e.g. MUP). 

IDEAS: 

The Role of Science 

 

 

 

The Transfer of Ideas 

Scientific evidence on smoking 

and passive smoking now ‘set 

in stone’ 

 

 

UK is a major borrower and 

lender of ‘comprehensive’ set 

of ideas and the FCTC and EU 

play major roles. 

 

Greater industry role in 

assessment and promotion of 

evidence. Greater scope (fields 

such as drink-driving, opening 

hours, youth, etc.) 

UK policy is not comprehensive 

but there is scope to learn from 

other countries on individual 

measures. No direct equivalent of 

FCTC. Weaker EU impetus. 

 

  


