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Interpersonal violence 
and alcohol

I N T E R P E R S O N A L  V IO LE N CE  (Box 1) and harmful and hazardous 

alcohol use1 are major challenges to global public health. Both place 

large burdens on the health of populations, the cohesion of communities 

and the provision of public services including health care and criminal 

justice. Globally, alcohol is responsible for 4% of all years of health 

lost through premature death or disability (DALYS/ disability-adjusted 

life years [1]), ranging from 1.3% in countries in the Middle East and 

Indian subcontinent to 12.1% in Eastern Europe and Central Asia (1). 

Through homicide, interpersonal violence results in around 520 000 

deaths per year (a rate of 8.8 per 100 000 population, ranging from 

3.4 in the World Health Organization (WHO) Western Pacific Region 

to 27.5 in the WHO Region of the Americas) (2 ). For every death 

resulting from interpersonal violence/ scores of further victims require 

hospital treatment and many more remain untreated and unrecorded 

by either health or crim inal justice agencies. Although levels of alcohol 

consumption/ patterns of drinking and rates of interpersonal violence

1 Harmful use of alcohol is defined as a pattern of alcohol use that causes damage to health. Hazardous alcohol use 

is defined as a pattern of alcohol use that increases the risk of harmful consequences for the user (World Health 

Organization, http://www.who.int/substance_abuse/terminology/who_lexicon/en/).

http://www.who.int/substance_abuse/terminology/who_lexicon/en/


vary widely between countries, across all cultures there are strong links between 

the two. Each exacerbates the effects of the other with a strong association 

between alcohol consumption and an individual's risk of being either a perpetrator 

or a victim of violence.

b o x i : Interpersonal violence

Interpersonal vio lence is the intentional use o f physical fo rce or power, threatened or 

actual, aga inst another person, tha t e ither resu lts in or has a high likelihood of resu lting 

in injury, death, psychologica l harm, m aldevelopm ent or deprivation (2). Interpersonal 

vio lence can be categorised into:

■ Youth violence: V io lence com m itted by 

young people.

■ Child maltreatment: V io lence and 

neglect tow ards ch ildren by parents and 

caregivers.

mlntimate partner violence: V io lence 

occurring w ith in  an in tim ate relationship.

■ Elderabuse: V io lence and neglect 

tow ards o lder people by fam ily , ca re rs or 

others where there is an expectation of 

trust.

■ Sexual violence: Sexual assault, unwanted 

sexual attention, sexual coercion and 

sexual tra ff ick ing .

The links between alcohol use and interpersonal violence
The mechanisms linking alcohol and interpersonal violence are manifold.

■ Harmful alcohol use directly affects physical and cognitive function (3).

Reduced self-control and ability to process incoming information makes drinkers 

more likely to resort to violence in confrontations (4), while reduced ability to 

recognise warning signs in potentially violent situations makes them appear easy 

targets for perpetrators (5,6).

■ Individual and societal beliefs that alcohol causes aggressive behaviour can lead 

to the use of alcohol as preparation for involvement in violence, or as a way of 

excusing violent acts (7,8).

■ Dependence on alcohol can mean individuals fail to fulfiM care responsibili- 

ties (9) or coerce relatives into giving them money to purchase alcohol or cover 

associated costs (10).

m Experiencing or witnessing violence can lead to the harmful use of alcohol as a 

way of coping or self-medicating (11,12).
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■ Uncomfortable, crowded and poorly managed drinking settings contribute to 

increased violence among drinkers (13,14).

■ Alcohol and violence may be related through a common risk factors (e.g. anti- 

social personality disorder [15]) that contribute to the risk of both heavy 

drinking and violent behaviour.

■ Prenatal alcohol exposure resulting in fetal alcohol syndrome orfeta l alcohol 

effects are associated in infants with increased risk of their maltreatment, and 

with delinquent and sometimes violent behaviour in later life, including delin- 

quent behaviour, sexual violence and suicide (16).

Magnitude of alcohol-related interpersonal violence
Levels and patterns of alcohol consumption vary widely between countries 

(Table 1). Similarly, levels of violence differ between countries. Rates of mortal- 

ity for intentional injury range from around 4 per 100 000 population in Georgia, 

Kuwait and Greece to over 50 per 100 000 in the Russian Federation, El Salvador 

and Colombia (2).

t a b l e  i :  Levels and patterns of alcohol consumption by WHO Region

W HO Regions3

Total 
consumption 
(all people)b

Proportion 
of drinkers

Consumption 
per drinkerc Patternd

LOWTO MIDDLE INCOME COUNTRIES

Very high or 
high mortality: 
lowest
consumption

Islamic middle east and 
Indian subcontinent 
(EMR-D,SEAR-D)

1.88 15.0% 12.27 2.9

Very high or 
high mortality: 
low consumption

Poorest countries in 
A frica and America 
(AFR-D,AFR-E,AMR-D)

5.93 42.8% 14.21 2.8

Low mortality
emerging
economies

Better-off developing 
countries in America, 
Asia, Pacific (AMR-B, 
EMR-B, SEAR-B,W PR-B)

5.23 51.0% 10.53 2.4

HIGH INCOME COUNTRIES

Very low 
mortality

North America,
Western Europe, Japan, 
Australasia. (AMR-A, 
EUR-A, WPR-A)

10.90 77.8% 14.00 1.5

Former socialist: 
low mortality

Eastern Europe and 
Central Asia (EUR-B, 
EUR-C)

11.42 74.5% 15.09 3.3

WORLD 6.03 48.6% 12.26 2.5

Source: R o o m e ta l 2 005  (1)

a Regional sub groupings defined by W H O  on the basis o f m o rta lity  levels (see W orld  Health Repo rt 2002 , ava ilab le  from : 

http ://w w w .w ho.in t/w hr/2002/en/index.h tm l). 

b L itre s  of pure a lcoho l per resident aged 15 and over per year (recorded and unrecorded consum ption). 

c L itre s  o f pure a lcoho l per res ident d r in ke r aged 15 and over per year (recorded and unrecorded consum ption). 

d Ind ica to r of hazard  per litre  of a lcoho l consum ed, composed of several ind ica to rs  o f heavy d r ink ing  occasions, frequency 

o f d r ink ing  in pub lic  p laces plus frequency of d rink ing w ith  meals (reverse scored). Range, l= le a s t  de trim en ta l, 4=m ost 

detrim en ta l.

3

http://www.who.int/whr/2002/en/index.html


Few countries routinely measure the involvement of alcohol in violence. Further, 

most recording systems and research examining alcohol use by victims and per- 

petrators of violence derive from high-income countries. Even where estimates of 

alcohol's role in violence are available, methodological differences between stud- 

ies complicate direct comparisons between countries. However, across countries, 

harmful alcohol use is estimated to be responsible for 26% of male and 16% of 

female DALYs lostthrough homicide (17). Furthermore, the role of harmful alco- 

hol consumption as a risk factor for violent victimization and perpetration, and 

the impact of violent experiences on future drinking behaviours, are increasingly 

being identified throughout the world. Findings from a review of global scientific 

literature include the following:

Hahmful alcoho! consumption by perpetrators of violence
■ In the USA, among victims that were able to report whether their attacker had 

been using alcohol, 35% believed the offender had been drinking (18).

■ In England and Wales, 50% of victims of interpersonal violence reported the 

perpetrator to be under the influence of alcohol at the time of assault (19).

■ In Russia, around three-quarters of individuals arrested for homicide had con- 

sumed alcohol shortly before the incident (20).

■ In South Africa, 44% of victims of interpersonal violence believed their attacker 

to have been under the infiuence of alcohol (21).

■ In Tianjin, China, a study of inmates found that 50% of assault offenders had 

been drinking alcohol prior to the incident (22).

Harmful alcohol consumption by victims of violence
■ In Australia, 26% of male and 17% of female homicide victims (2002-2003) 

had been drinking just prior to death (23).

■ Between 1970 and 1998, 36% of victims of violence presenting to atrauma 

department in the Netherlands had consumed alcohol (24).

• Among victims of violent injuries presenting to emergency rooms in six coun- 

tries2, the percentage testing positive for alcohol3 ranged from 24% in 

Argentinato 43% in Australia (25). 

m Between 1999 and 2001, between 43% and 90% of victims presenting to hos- 

pital trauma units in three South African cities tested positive for alcohol (26). 

m In Sao Paulo, Brazil, 42% of homicide victims were shown to have used alcohol 

prior to death (2001) (27); and 46% of assault victims presenting to a trauma 

centre tested positive for alcohol (1998-1999) (28).

Harmful alcohol use is a risk factor across all types of interpersonal violence. Vic- 

tims are less likely than perpetrators to be under the influence of alcohol during an

2 Ai-gentina, Australia, Canada, Mexico, Spain, and the USA.

3 For countries where 95% or more patients were tested.
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incident (29), and for many victims harmful levels of alcohol use can occur later 

as a consequence of violent experiences (Table 2).

t a b l e  2: Alcohol misuse as a risk factor for and a consequence of violence

C H IL D

M A L T R E A T IV IE N T

Y O U T H  V IO L E N C E

I N T IM A T E  P A R T N E R  

V IO L E N C E

E L D E R A B U S E

S E X U A L  V IO L E N C E

Alcohol misuse as a risk factor 
for violence

In Germany, 32% of offenders of fatal 
child abuse (1985-90) were thought 
to have consumed alcohol prior to 
the offence (30). Parental alcohol or 
drug use was reported in 34% of child 
welfare investigations in Canada (31).

In Israel, 11-16  year olds who 
reported both drinking five or more 
drinks per occasion and having ever 
been drunk were twice as likely to be 
a perpetrator of bullying, five times as 
likely to be injured in a fight and six 
times as likely to carry a weapon (33).

In Russia, 60-75%  of male 
perpetrators of intimate partner 
homicides had been drinking (35).
In Iceland, 71% of female victims 
of intimate partner violence stated 
partner alcohol use as the main cause 
of their assault (36).

In the USA, 44% of male and 14% of 
female abusers of elderly parents (age 
60 years and over) were dependent on 
alcohol or drugs, along with 7% of 
victims (37).

In the United Kingdom, 58% of men 
imprisoned for rape reported having 
consumed alcohol in the six hours 
preceding the offence and 37% were 
considered to be alcohol dependent 
(39).

Alcohol misuse as a consequence 
of violence

Globally, a history of child sexual abuse 
is estimated to cause 4-5%  of alcohol 
misuse in men and 7-8%  in women 
(32).

In the USA, victims of violence during 
adolescence report higher levels of 
alcohol consumption in later life (34).

In Iceland, 22% of female intimate 
partner violence victims reported 
using alcohol following the event as a 
mechanism for coping (36).

In Canada, an outreach program for 
seniors with alcohol or other substance 
misuse problems reported 15-20%  of 
clients experiencing some form of elder 
abuse. For some, alcohol use was a way 
of coping with violent experiences (38).

In the USA, victims of sexual assault 
report higher levels of psychological 
distress and the consumption of 
alcohol, in part, to self-medicate (40).

Risk factors for alcohol-related interpersonal violence
A wide range of factors can increase individuals' risks of being either a perpetLa- 

tor or victim of alcohol-related violence. To help understand these factors and how 

they interact/an ecological model (2) (Figure 1) is used to divide risk factors into 

those associated with the individual, relationships between individuals, communi- 

ties and society. Risk factors for each are summarised below.

Individual Factors

Victims

■ Age: Alcohol-related assaults are experienced more frequently among young 

adults. For instance in England and Wales and Australia, 16-29 year olds (41), 

and 15-34 year olds respectively (42) are at increased risk.
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FIGURE l: The ecological model for understanding violence

■ Gender. In general, males are at higher risk of alcohol-related interpersonal 

violence requiring hospital treatment. In studies of hospital admissions, males 

accounted for the majority of all alcohol-related assault victims (e.g. Australia 

74% [42], England 80% [43]) and in one Kenyan study of emergency depart- 

ment presentations for injury, were approximately twice as likely as females to 

have been drinking alcohol priorto assault (44).

■ Drinking patterns: High levels of alcohol consumption have been associated with 

increased risk of experiencing violence (41), with those who report more fre- 

quent intoxication most likely to be involved in an alcohol-related assault (45). 

Further, early initiation into alcohol use has been associated with increased risk 

of sexual victimisation in adolescence (46).

■ Experience of violence: Individuals who experience violence in childhood (47,48) 

and adulthood (49) can be at greater risk of alcohol dependence later in life. 

Further, adults who have suffered more than one type of violence (e.g. by an 

intimate partner and a stranger) have higher rates of alcohol problems than 

those who have experienced only one type (49).

Perpetrators

■ Age: Risk of perpetration varies with age. In the USA, 38% of offenders of 

alcohol-related violent crime are aged 30-39, and a further 29% aged 21-29 

(18). In the United Kingdom, alcohol-related violence towards strangers is more 

likely to be committed by 16-24 year olds and that towards acquaintances by 

those aged 25 years and older (41).

m Gender: Perpetrators of alcohol-related violence are more likely to be male (e.g. 

Norway [50]; England and Wales [41]).

■ Drinking patterns: Heavier and more frequent drinkers are more at risk of per- 

petrating violence (e.g. Norway [45], Latin America and Spain [51]), as are 

those that start drinking alcohol at an earlier age (52).
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■ Personality: The relationship between alcohol and violence is mediated by cer- 

tain characteristics such as an antisocial personality, which increases the risk of 

a person becoming aggressive after drinking (15).

Relationship factors
■ Drinking pattems: Discrepant drinking patterns (i.e. only one partner is a heavy 

drinker) have been found to increase the risk of intimate partner violence (53).

• Exposure to violence: Experience of parental violence in childhood is associated 

with the development of alcohol-related problems later in life (54).

■ Parental use of alcohol: A  young person's risk of violent offending is increased if 

their parent (particularly their mother) engages in harmful use of alcohol (55).

■ Acquaintances: A higher risk of alcohol-related criminal and disorderly offend- 

ing is found among those who associate with delinquent acquaintances (56).

Community factors
■ Time of day and day of week: Alcohol-related assaults occur most frequently at 

night and particularly at weekend nights (England and Wales [41], Kenya [44]).

■ Drinking venues: Greater concentrations of drinking venues within an area have 

been found to increase the risk of interpersonal violence in that area (57).

■ Characteristics of licensed premises: Premises that are uncomfortable (e.g. 

crowded, lacking seating and ventilation, hot and noisy); unattractive and pooriy 

maintained; offer discounted alcoholic drinks; employ aggressive door super- 

visors; have a high proportion of intoxicated patrons, or have a permissive 

attitude towards anti-social behaviour (e.g. serving underage or drunk custom- 

ers and allowing swearing and overt sexual activity) are more associated with 

violent behaviour (14,58,59).

Societal factors
■ Risky drinking culture: Across studies in seven countries4, the percentage of vio- 

lence-related injuries associated with harmful alcohol use was higher in societies 

that had greater alcohol consumption per capita (60). Societies characterized by 

heavy episodic drinking suffer higher levels of alcohol-related violence (61) than 

societies where alcohol use is high but more integrated into daily routines (e.g. 

mealtimes) (60).

■ Societal beliefs and attitudes: Beliefs that alcohol has disinhibiting effects 

encourage the harmful use of alcohol as an excuse for violent behaviour (such 

as youth violence; Sweden [62]) or to fuel the audacity necessary to commit 

crimes (including violent crimes; South Africa [63]). Also in South Africa, rape 

can result from men who buy drinks for women and subsequently think they are 

owed sexuai favours in return (64).

4 A rg en tin a , A u s tra lia , Canada, M ex ico , Po land , Spa in , and the U S A
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Impact
Across all countries, alcohol-related violence has far-reaching consequences, 

affecting the health and well-being of victims, relationships with family and 

friends, levels of fear within communities, and pressures on health and other pub- 

lic services (Box 2). For victims, health impacts include physical injuries and 

emotional harm such as depression, anxiety and sleep problems (65,41). In 

England and Wales, around three-quarters of victims of assault experience some 

form of subsequent emotional harm (41). Harmful alcohol use is often cited as 

a method of coping with violent experiences (12) and victims are more likely to 

develop problematic drinking habits later in life (47-49). Other longer-term health 

effects can include suicide and post-traumatic stress disorder (65-68) (Box 3).

Research in high-income countries has found that alcohol consumption by both 

victims and perpetrators of violence can increase the severity of injuries (69,70). 

Furthermore, in serious assaults alcohol may play a role in determining victims' 

survival, for example by reducing their ability to seek urgent medical assistance or 

reducing perceptions of the seriousness of injury (71).

Social problems resulting from the experience of violence often affect victims' 

relationships with family, friends and future intimate partners (76), as well as 

their ability to work or attend school (76,77). Children who witness violence, or 

threats of violence, between their parents are more likely to develop emotional and 

behavioural problems during childhood (78) and heavy drinking patterns or alco- 

hol dependency later in life (79), increasing their risk of becoming perpetrators 

of violence. A high prevalence of alcohol-related violence within a community can 

also affect quality of life, reducing community cohesion, increasing fear of crime 

and preventing people from visiting places associated with disorder such as city 

centres at night (80), or using public transport (81).

b ox  2: Econom ic costs of alcohol-related violence

The econom ic costs o f a lcoho l-re la ted vio lence include d irec t costs such as those to 

hea lthcare and jud ic ia l services, and ind ire ct costs such as w ork  and school absenteeism . 

Estim ates o f the econom ic costs o f v io lence and the proportion  o f vio lence related to 

a lcoho l include:

■ USA: US$ 46 .8  billion (72) to U S$425  

billion (73) per year, depending on the 

type o f costs included. An estim ated 35%  

of vio lence is re lated to aicohol (18).

■ Englandand Wales: £24 .4  b illion per year

(74) (approxim ate ly  US$ 42.7 billion) 

(excluding vio lence tow ards children 

aged less than 16 years and elders over 

65  year o f age), around 2%  GDP. An

estim ated 50%  of vio lence is re lated to 

alcohol (19).

■ Latin Ameríca: E stim ated percentages 

of G D P  lost due to  v io lent crim e (1997) 

including co llective v io lence range from  

1.3%  in M e x ic o to  24.9%  in El Sa lvador

(75), a lthough the proportion  related to 

a lcoho l is not known.



b o x  3: A lcoho l and suicide

Suicide can be a consequence of inter- 
personal violence. There is also a strong 
relationship between alcohol consumption 
and suicide or attempted suicide, espe- 
cially among those who drink heavily. In 
this group the risk of suicidal behaviour 
increases if other mental health prob- 
lems such as depression are present. 
Approximately 7% of people with alco-

hol dependence die through suicide (82). 
Suicide rates rise with increased per cap- 
ita consumption, and tend to be higher in 
drinking cultures characterized by irreg- 
ular heavy drinking, in common with 
interpersonal violence (83). Effective 
interventions that reduce heavy drinking 
may reduce both assaults and suicide.

The burden of alcohol-related violence on public service provision and the econ- 

omy can be immense. For health and criminal justice agencies, apprehending 

and treating offenders and victims of alcohol-related violence is financially costly 

(Box 2) and diverts resources from other health and crime issues. Furthermore, 

health and judicial staff can frequently be victims of alcohol-related violence 

themselves whilst at work (84), and this may encourage both employees and pro- 

spective employees to consider alternative careers.

Prevention
Although alcohol consumption is a normal and acceptable part of society through- 

out much of the world, violence associated in particular with hazardous and 

harmful consumption poses an important but preventable problem. Central to 

prevention is creating societies and environments that discourage risky drinking 

behaviours and do not allow alcohol to be used as an excuse for violence. The evi- 

dence base for the effective prevention of alcohol-related violence is mainly from 

high-income countries. Much less is known aboutthe effectiveness of interventions 

elsewhere with differences in drinking cultures, societal attitudes towards vio- 

lence and laws surrounding the sale and consumption of alcohol being important 

considerations.

For interpersonal violence in general, early interventions such as pre- and post- 

natal services can be effective prevention measures and these strategies have been 

thoroughly reviewed elsewhere (2). Specifically for alcohol-related violence, inter- 

ventions to reduce population alcohol consumption (e.g. regulating alcohol sales) 

have proven effective in reducing levels of violence both in low-to middle-income 

and high-income countries. However, interventions to modify drinking settings 

(e.g. improving licenced premise management), screen for harmful drinking and 

conduct brief interventions, treat alcohol dependence, and improve drinking envi- 

ronments have been found to be effective in high-income countries, but are largely 

untested elsewhere (See Box 4).
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Several important factors impinge on the applicability of prevention strate- 

gies in low-to middle-income countries. In many low-to middle-income societies, 

a large proportion of alcohol consumed is produced at home. Thus, strategies to 

reduce alcohol consumption through increased price (e.g. higher taxation) may be 

less effective and may switch drinkers to cheaper, home produced alcohol (85). In 

some low- and middle-income countries, the enactment and enforcement of legis- 

lation on the legal minimum age for purchase of alcohol, and efforts to strengthen 

and expand the licensing of liquor outlets could be of great value in reducing 

alcohol-related violence. For example, there is no legal minimum age of sale for 

alcohol in the Gambia, and in South Africa it is estimated that 80-90%  of liquor 

outlets are unlicensed (86). In contrast, in high-income countries the the major- 

ity of alcohol outlets are licensed, most alcohol is produced by industry and laws 

to restrict access to alcohol by minors are enforced. More research is needed in 

low- to middle-income countries to identify successful interventions for prevent- 

ing alcohol-related violence and to examine opportunities to regulate production 

and sale.

box  4: Interventions to prevent alcohol-related violence

Increasing alcohol prices
Increased a lcoho l prices through higher 

taxa tion  can reduce ievels o f v iolence 

(93). In the U SA , it has been estimated 

tha t a 1% increase in the price o f alcohol 

w ill decrease the p robab ility  o f w ife 

abuse by about 5%  (94), while a 10%  

increase in the excise ta x  on beer w ill 

reduce the like lihood of severe child abuse 

by around 2%  (95). However, regional 

and in ternationa l trade agreements can 

ham per national e f fo r ts to  influence 

a lcohol prices. Such agreem ents resulted 

in a 45%  decrease in ta x  on sp ir its  in 

F in land and Denm ark and increased sp ir it 

sales by 20%  (96). Locally, m in im um  price 

po lic ies can reduce access to cheap alcohol 

in licensed prem ises if adhered to by all 

vendors (97). Interventions to increase 

a lcohol prices however should also seek 

to contro l illegal a lcoho l production and 

smuggling.

Regulating alcohol sales
Reducing the ava ilab ility  o f a lcohol can 

reduce consum ption levels and related 

violence. In D iadema, B ra z il, proh ib iting 

the sale o f alcohol a fte r 23:00 helped 

prevent an estim ated 273 m urders over 24 

months (87); conversely, removal o f the 

government monopoly on o ff-licence beer 

sales in F in land led to a 46%  increase 

in consum ption and increased alcoho l 

problem s (88). Bans on alcohol sales that 

are implem ented during certa in  periods, 

such as foo tba ll matches, can be effective 

in reducing levels o f assau lts (89). In 

some countries (e.g. the United K ingdom ) 

perm anent loca tion -spec ific  bans are 

used to prevent alcoho l consum ption in 

public areas associated w ith  a lcoho l- 

related d isorder such as town and c ity  

centre streets. Such bans have also been 

implem ented on a tem pora ry  basis fo r 

spec ific  festiva ls (e.g. Cape Town, South 

A fr ic a  beaches during Christm as) (86).

(Continues next page)
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b ox  4: Interventions to prevent alcohol-related violence

(Continued from previous page)

Reduce access to alcohol by 
young people
A t an individual level, early  age o f f irs t  

a lcohol use is related to increased risk 

of violence. W here laws exist, m inimum  

legal age o f a lcohol purchase ranges 

from  15 (e.g. S loven ia) to 21 (e.g. U SA ) 

yet underage sales can be com m on (98). 

These sales can be reduced through 

server tra in ing  program m es and str ic t 

enforcem ent o f age of purchase legislation 

(e.g. through test purchasing and penalties 

including license revocation [9911).

Modifying drinking settings
Drinking venues tha t are poorly managed 

are associated w ith  higher levels of 

vio lence (90). Interventions to improve 

m anagem ent practice  include tra in ing 

program m es fo r  m anagers and s ta ff (91), 

use of licensing legislation to enforce 

change (e.g. door superv isor tra in ing) and 

im plem entation of codes of p ractice. In 

A ustra lia , a com m unity-based in itia tive  to 

improve m anagem ent practice  o f drink ing 

venues in IMorth Queensland led to a 

reduction in argum ents (by 28% ), verbal 

abuse (by 60% ) and challenges o r th re a ts  

(by 41% ) w ith in  those prem ises (92).

Screening and brief interventions
A lcoho l screening (e.g. A U D IT  [100]) 

and brie f interventions (101) in health 

settings can be effective  in reducing 

alcohol consum ption among v ic tim s of 

a lcoho l-re la ted vio lence (102). Screening 

can also be used to identify  v ic tim s of 

a lcoho l-re la ted violence. Key lo ca t io n s fo r 

screening include em ergency departm ents 

and pre-nata l services. In the U SA , a 

cost benefit ana lysis of b rie f interventions

to  reduce levels o f a lcohol consumption 

among patients w ith  a lcoho i-re la ted 

traum a  estim ated tha t $3.81 in health 

care  costs would be saved fo r every $1 .00 

spent on screening and interventions (103).

Treatment for alcohol dependence
Treatm ent fo r alcohol dependence can 

be effective in reducing levels o f a lcohol 

consum ption and associated problem s 

such as v io lent behaviour. For instance, 

a U S A  study found tha t trea tm en t 

fo r alcohol dependence among males 

s ign ifican tly  decreased both husband-to- 

w ife physical and psychologica l violence, 

and w ife-to-husband vio lence six and 12 

months later (104).

Legal interventions
Legal interventions can be employed to 

deter ind ividuals from  excessive drinking 

and related violence. These include the 

use o f fines fo r a lcoho l-re la ted disorderly 

conduct or being in tox icated in public, and 

banning orders preventing troub lem akers 

from  using licenced prem ises. However, 

there are few  evaluations o f such measures 

and the ir preventive value is unclear.

Improving the wider night-time 
environment
Large  concentrations of in toxicated 

ind ividuals in town and c ity  centres 

can lead to violence, while  in toxicated 

ind iv idua ls are vu lnerable to assau lt when 

w a lk ing  home on dark streets (105). 

Interventions such as the provision of safe 

late-n ight tran spo rt (92), im provem ents to 

street lighting (106) and the use o f closed 

c ircu it te levision (CCTV ) (107) can help 

reduce a lcoho l-re la ted vio lence around 

licenced prem ises.
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The role of public health
In all countries, health services have a central role to play in the prevention of 

alcohol-related violence (Box 5).

B0X 5: The role of health services

• Co lla ting  and d issem inating in form ation 

on the size o f the problem  and a t-risk  

groups.

• Identifying, supporting and treating 

v ic tim s o f a lcoho l-re la ted violence.

• Cata lysing m u lti-secto ra l co llaboration  

fo r prevention.

• Advocating  fo r po licy to reduce risky 

drink ing and violence.

• Identifying, inform ing, im plem enting and 

m onitoring e ffective  interventions.

• Prom oting , conducting and evaluating 

research on the links between alcohol 

and vio lence and the costs to society.

Information systems and data
Health services are ideally placed to collate and disseminate a wide range of 

information on drinking patterns and the use of health service settings for vio- 

lence-related injury and alcohol problems. Whilst much of this information is 

available to varying degrees in many high-income countries, there is often a lack 

of infrastructure in place to assess the role of alcohol in violence elsewhere (85). 

However, such information is essential to describing the extent of the problem 

and identifying population groups and geographical areas most at risk of alco- 

hol-related violence. Recognising that different countries have varying levels of 

resources and infrastructure in place to monitor alcohol consumption and related 

harm, the World Health Organization published international guidelines in 2000. 

These provide information to assist countries in developing an epidemiological 

monitoring system to inform effective policy and to improve global and regional 

comparability of data on alcohol use and associated harm (108).

Services for victims of violence and alcohol misusers
In high-income countries, brief interventions in health settings have proven effec- 

tive in reducing risky drinking among victims of alcohol-related violence while 

screening for exposure to violence can enable victims to be identified and sup- 

ported. Staff in trauma departments, for example, are well placed to screen for 

hidden victims of child maltreatment (109), elder abuse (110), sexual violence 

(111) and intimate partner violence (112). Such interventions should be widely 

implemented but require investment in training and support for health staff. 

Moreover, so that victims can be offered support, adequate effective services must 

be available to cope with the resulting increases in demand.
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Advocacy, collaboration and promoting prevention
Public health professionals should promote a multi-sectoral approach to preven- 

tion with the roles of the contributors defined according to their capacity to alter 

one or more of the risk factors for alcohol-related violence. Potential stake hold- 

ers include health services, criminal justice agencies, local authorities, the liquor 

industry, grass-roots organizations, media and local residents (See Box 6). Such 

an approach should highlight the links between harmful alcohol use and violence, 

their impacts on the targets of other agencies (e.g. education [113] and business 

profitability [114]) and the effectiveness and cost-effectiveness of interventions. 

Public health initiatives should promote a holistic prevention approach (115), 

ensuring, for example, that efforts to reduce the availability of cheap alcohol in 

nightlife settings do not simply displace alcohol and violence problems to other 

areas. Such initiatives should also advocate for early developmental interventions, 

such as reducing maltreatment during infancy as a means of preventing the conse- 

quent development of harmful alcohol use and violent tendencies in later life. With 

such interventions some results can take years to materialize and health services 

can play a major role in securing the necessary longer-term political support to 

establish and maintain such prevention initiatives.

b ox  6: Multi-component community-based violence prevention projects

The DESEPAZ programme in Colombia
In response to increasing levels o f violence 

in the c ity  o f Ca li, Co lom b ia  the mayor 

led the developm ent o f the D E S E P A Z  

program m e, com prising a partnersh ip  

of dem obilized guerrillas, labour union 

representatives, church members and 

private sector leaders. The program m e 

involved the development o f an accurate 

in fo rm ation  system fo r measuring 

vio lence and a w ide range of measures 

to improve law enforcem ent (including 

education and tra in ing  fo r police); 

increase com m unication  between citizens 

and law enforcem ent agencies; and 

improve education and em ploym ent fo r 

residents and pa rticu la rly  h igh -risk  youths. 

Recognizing the im po rtan t role o f a lcohol 

in violence, a lcohol sales were restricted 

w ith  closing tim es imposed on bars and 

n ightclubs. Both hospita ls and tra ff ic  

au thorities reported reductions in injuries 

fo llow ing th is intervention (116).

The STAD project in Stockholm
In Stockho lm , Sweden, the 10-year 

STAD  project (Stockholm  prevents 

alcoho l and drug problem s) has, among 

other things, developed a program m e 

together w ith  local au tho rit ies and the 

hosp ita lity  industry. The program m e 

incorporated com m unity m ob iliza tion  

(e.g. estab lishm ent o f an adv isory group 

includ ing the licenced trade, police, health 

services and the local council), responsible 

beverage service tra in ing  (covering alcohol 

legislation, health e ffects o f a lcoho l and 

con flic t management) and enforcem ent 

a c tiv ity  (including fo rm a l w arn ings and 

licence w ithdraw als fo r fa iling  to adhere 

to licencing legislation). Eva luation of 

the program m e found a 29%  reduction 

in v io lent crim e in the intervention area 

(117).

13



Policy
Both the harmful and hazardous use of alcohol and violence have been recognized 

internationally as key public health issues requiring urgent attention. At national 

and international levels, health organizations have a key role in advocating for 

policies that address the relationships between alcohol use and violence and in 

doing so promote prevention initiatives that will improve public health. The World 

Health Organization (WHO) runs comprehensive programmes on both issues to 

instigate and conduct research, identify effective prevention measures, and pro- 

mote action by Member States to implement successful interventions and align 

policy towards reducing hazardous and harmful drinking and violence.

For alcohol, this includes collating and disseminating scientific information on 

alcohol consumption, developing global and regional research and policy initiatives 

on alcohol, supporting countries in increasing national capacity for monitoring 

alcohol consumption and related harm, and promoting prevention, early identi- 

fication and management of alcohol use disorders in primary health care (118).

A World Health Assembly resolution on Public health pmblems caused by harm- 

ful use of alcohol (WHA58.26 [119]) of 2005 recognizes the health and social 

consequences associated with harmful alcohol use and requests Member States 

to develop, implement and evaluate effective strategies for reducing such harms, 

while calling on WHO to provide support to Member States in monitoring alcohol- 

related harm, implementing and evaluating effective strategies and programmes, 

and to reinforce the scientific evidence on effectiveness of policies.

For violence, this includes the WHO Global Campaign for Violence Prevention. 

Launched in 2002, the Campaign aims to raise international awareness about 

the problem of violence, highlight the role of public health in its prevention, and 

increase violence prevention activities globally, regionally and nationally. The 

approach to preventing violence is set out in the WHO World report on violence 

and health (2). World Health Assembly resolution W HA56.24 (120) of 2003 

encourages Member States to implement the recommendations set out in the 

report, and calls on the Secretariat to cooperate with Member States in establish- 

ing science-based public health policies and programmes for the implementation 

of measures to prevent violence and to mitigate its consequences. Complementary 

to this, the Violence Prevention Alliance has been established to provide a forum 

for the exchange of best practice information between governments and other 

agencies working to reduce violence around the world.

The United Nations also conducts a range of programmes to address the dif- 

ferent forms of violence globally, with alcohol recognized as a major risk factor. 

For example, UNIFEM, the United Nations (UN) Development Fund for Women, 

provides financial and technical assistance to programmes that promote wom- 

en's empowerment and gender equality and works with countries to formulate and 

apply laws and policies to eliminate violence against women. Through UNICEF, the 

United Nations Children's Fund, the UN Study on Violence Against Children aims
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to urge govemments across the world to fulfil their duty to end such violence, and 

the UN Guidelines for the Prevention of Youth Delinquency (The Riyadh Guide- 

lines) specifically state that attention be given to strategies to prevent alcohol and 

drug use among young people.

Challenges
Already in some countries dangerous drinking patterns have become embedded 

especially in youth culture, with people routinely drinking at hazardous levels (e.g. 

Denmark, Ireland, Ul< [121]). Successfully changing hazardous drinking patterns 

is a substantial challenge. However, in a number of countries patterns of alcohol 

use are, in general, less hazardous and relationship between alcohol consump- 

tion and violence is less pronounced. In countries that traditionally have not used 

alcohol but where, partially due to globalization alcohol use is now rapidly increas- 

ing7 a major challenge is to develop culturally appropriate social norms and other 

mechanisms to control the hazardous and harmful use of alcohol. Such variations 

in patterns of alcohol use and alcohol-related violence provide the opportunity to 

examine and exchange information (for instance through the Violence Prevention 

Alliance) on how and why it is curbed in some regions but increasing in others. 

Low- to middle-income countries face additional challenges for reducing alco- 

hol-related violence. Here, relatively unregulated alcohol production and sales call 

for the enactment and enforcement of laws to regulate alcohol availability, and 

there is little evidence for what alternative interventions may be successful. Even 

in high-income countries implementation of evidence-based interventions and pol- 

icy is often complicated by major economic interests in the production and sale 

of alcohol. Consequently, minimizing alcohol-related violence requires strong 

leadership and the political will to tackle a substance used widely throughout pop- 

ulations. However, the interests of communities and companies alike are served 

when the threats to public health posed by interpersonal violence and alcohol are 

minimized. While there are no easy solutions to addressing alcohol-related vio- 

lence, the growing body of international research means that a clearer picture 

is developing of how alcohol and violence are related and what strategies can be 

effective in prevention.

Priorities for Action
Interventions that address the public health effects of harmful use of alcohol in 

general should form the framework for more specific interventions designed to 

prevent alcohol-related violence. Priorities for specific actions on alcohol-related 

violence include the following:

■ Policies and strategies for addressing alcohol-related violence should concen- 

trate expenditure on evidence-based interventions. Where evidence is lacking 

investment in novel interventions should be accompanied by rigorous evaluation.
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■ Best practice for the reduction of alcohol-related violence in a number of set- 

tings should be developed and disseminated.

■ Investment is required in international research on the links between alcohol 

and all forms of interpersonal violence, their costs to society and effective pre- 

vention measures, particularly for low- to middle-income countries.

■ Sustained efforts should be made to increase awareness of the links between 

alcohol and violence for both victims and perpetrators.

■ International approachesto alcohol taxation should consider public health prior- 

ities and not only the trade and economic aspects.

■ Countries and regions should aim to improve and standardise recording of alco- 

hol involvement in violence in both health and criminal justice settings.

■ At all levels policy should aim to reduce any alcoholic beverage promotions or 

other efforts that increase alcohol consumption or encourage the rapid con- 

sumption of high levels of alcohol.

■ Regional and international efforts should aim to address the significant imme- 

diate and long-term costs of alcohol consumption among young people, 

particularly through multi-sectoral initiatives to delay the onset of drinking, 

reduce illegal purchase and decrease overall consumption levels.

Useful Resources:

WHO global status report on alcohol 2004. Geneva, 
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Global status report: alcohol policy. Geneva, World 
Health Organization, 2004.
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Babor T et al. Alcohol: no ordinary comniodity. 
Research and public policy. New York, Oxford 
University Press, 2003.

Room R et al. Alcohol in developing societies: a 
public health approach. Helsinki and Geneva, Finnish 
Foundation for Alcohol Studies and World Health 
Organization, 2003.

World Health Organization. International guide for 
monitoring alcohol consumption and related harm. 
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Violence Prevention Alliance: http://www.who.int/ 
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United Nations Development Fund for Women 
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United Nations Children's Fund (UNICEF): 
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Intimate partner 
violence and alcohol

INTIMATE PARTNER VIO LE N CE  re fers to any behaviour w ith in  

an in tim ate  re ia tionsh ip  th a t causes physica l, psycholog ica l or sex- 

uai harm  to those in th a t re la tionsh ip . It includes ac ts o f physica l 

aggression (slapping, h itt ing , k ick ing or beating), psycho log ica l abuse 

(in tim idation , constan t be litt ling  or hum ilia tion), fo rced  sexual in te r- 

course or any other con tro lling  behaviour (iso la ting  a person from  

fam ily  and fr iends, m on itoring  the ir m ovem ents and restric ting  access 

to  in fo rm ation  or ass istance) (1). A lcoho l consum ption , especia lly  at 

harm fu l and hazardous levels1 is a m ajor con tr ibu to r to the occur- 

rence o f in tim ate  pa rtne r v io lence and links between the tw o are 

m an ifo ld . T h is  fa c t  sheet de ta ils  w ha t is known abou t the ro le o f a lco - 

hol in shaping the extent and im pact o f in tim ate  pa rtne r vio lence, 

fa c to rs  tha t increase the risk  of becom ing a v ic t im  or perpetrator, and 

the ro le o f pub lic  health in prevention.

1 Harm fu l use is defined as a  pa tte rn  o f a lcoho l use th a t causes dam age to  health. H azardous 

use is defined as a pa ttern  o f a lcoho l use th a t increases the risk  of harm fu l consequences fo r 

the user (W o r ld  Hea lth  O rgan iza tion , h ttp ://w w w .w ho .in t/sub stance_abuse/te rm ino logy/ 
w ho_ lex icon/en/).

1

http://www.who.int/substance_abuse/terminology/


Links between alcohol use and intimate partner violence
Strong links have been found between alcohol use and the occur- 

rence of intimate partner violence in many countries. Evidence 

suggests that alcohol use increases the occurrence and severity of 

domestic violence (6,7,8). Alcohol consumption as a d irect cause 

of intimate partner violence has often been contested (9) either 

on the basis of additional factors (e.g. low socio-economic sta- 

tus, impulsive personality) accounting fo rth e  presence of both, or 

because frequent heavy drinking can create an unhappy, stressful 

partnership that increases the risk of conflict and violence. How- 

ever, evidence is available to support relationships between alcohol 

and intimate partner violence that include:

• Alcohol use directly affects cognitive and physical function, 

reducing self-control and leaving individuals less capable of 

negotiating a non-violent resolution to conflicts w ithin relation- 

ships (10).

•  Excessive drinking by one partner can exacerbate financial dif- 

ficulties, childcare problems, infidelity (11) or other fam ily

b o x i : E xte n t o f intim ate pa rtn er vio lence

Most reported intimate partner vio- 

lence is perpetrated by men towards 

women (1). However, violence is also 

committed by women towards men

(2) and within same sex relationships

(3). Variations in methodologies and 

definitions of violence between sur- 

veys make the extent of intimate part- 

ner violence and differences between 

countries hard to estimate. How- 

ever, the WHO multi-country study on 

women's health and domestic violence 

against women (4), one of the few

studies to report comparable data, 

showsthat between 15% (Japan) and 

71% (Ethiopia) of women reported 

experiencing physical and sexual vio- 

lence by an intimate partner overtheir 

lifetime, and between 3.8% (Japan) 

and 53% (Ethiopia) as experiencing 

such violence within the past year. In 

a survey of 24,000 men and women 

in Canada, 7% of women and 6% of 

men reported having been victims of 

intimate partner violence in the last 

five years (5).



stressors. This can create m arita l tension and conflict, increas- 

ing the risk of violence occurring between partners (12).

•  Individual and societal beliefs that alcohol causes aggression 

can encourage violent behaviour after drinking and the use of 

alcohol as an excuse fo r violent behaviour (13).

• Experiencing violence w ithin a relationship can lead to alcohol 

consumption as a method of coping or self-medicating (14).

• Children who witnesses violence or threats of violence between 

parents are more likely to display harmful drinking patterns 

later in life (15).

Magnitude of alcohol-related intimate partner violence
Studies of intimate partner violence routinely identify recent con- 

sumption of alcohol by perpetrators. Estimates vary between 

countries. In the United States of Am erica, and in England and 

Wales, victim s believed their partners to have been drinking prior 

to a physical assault in 55% (16) and 32% (17) of cases respec- 

tively. In Austra lia , 36% of intimate partner homicide offenders 

were under the influence of alcohol at the time of the incident (18), 

while in Russia, 10.5% of such offenders were intoxicated (19). In 

South A frica , 65% of women experiencing spousal abuse within 

last 12 months reported that their partner always or sometimes 

used alcohol before the assault (20). Other countries where strong 

links between perpetrator drinking and intimate partner vio- 

lence have been found include India (21), Uganda (22), Vietnam 

(12), and Zimbabwe (23). Furthermore, a multi-country study in 

Chile, Egypt, India and the Philippines identified regular2 alco- 

hol consumption by the husband or partner as a risk factor fo r any 

lifetime physical intimate partner violence across all four study 

countries (24).

Alcohol consumption in victim s of intimate partner violence has 

also been shown, although at a lower level than in perpetrators.

2 A lcoho l use w as ca tegorised  as: non-drinker, d r in k  but not to  excess, occasiona l 
d r in ke r and regu la r drinker, a lthough ca tegories  were not defined fu rthe r.



For example, a Swiss study indicated that victim s had been under 

the influence of alcohol in over 9% of incidents of intimate part- 

ner violence (compared with 33% of perpetrators) (25), while in 

Iceland, 22% of female domestic violence victim s reported using 

alcohol following the event as a mechanism fo r coping (26).

Risk factors for alcohol-related intimate partner violence
A number of individual, relationship and societal factors can exac- 

erbate the association between alcohol use and violence. For 

perpetrators, heavier, more frequent drinking increases the risk of 

violence (27,28), and there is some evidence that problem drinkers 

are at increased risk of victim ization (28). Flaving only fa ir or poor 

mental health has been found to co-occur with problematic alcohol 

use3 as a risk factor fo r violent offending (29), and heavy drinking 

is more strongly associated with severe intimate partner violence 

among men with antisocial personality disorder (30). Flaving an 

expectation that drinking alcohol will lead to aggressive behaviour 

increases the risk of committing violence towards a partner (13), 

while relationship dissatisfaction can strengthen the links between 

problem drinking and partner violence (the USA) (31). Some evi- 

dence suggests that differences in alcohol consumption between 

partners are also im portant and couples where only one partner 

drinks excessively are more likely to experience alcohoi-related 

arguments and physical violence (the USA) (32).

Societal beliefs about alcohol consumption, gender roles and vio- 

lent behaviour can also affect the risk of alcohol-related partner 

violence. For instance, in some societies, both heavy drinking and 

violent behaviours towards female partners are associated with 

masculinity (27). Moreover, in South A frica , beliefs that alcohol 

facilitates aggression have led to drinking so that individuals can 

carry out violence perceived to be socially expected (33). Equally, 

societal beliefs that a v ictim 's drinking is a cause of violence may 

in some cultures be seen as a m itigating factor, while in others

3 A s  perceived by the v ic tim .



a lcoho l-re la ted  vio lence can increase the blam e and punishm ent 

m etered o u t to  the o ffender (34).

Impact
The im pacts o f in tim ate  pa rtne r vio lence are w ide-rang ing . Fo r 

the v ic tim , health e ffec ts  include physical in ju ry  (which fo r some 

wom en may lead to pregnancy com p lica tion s or m iscarriage), emo- 

tiona l prob lem s leading to suicide, su ic ida l ideation  and depression, 

and a lcoho l o r drug abuse as a method of coping (1). In severe 

cases, the in juries sustained from  in tim ate  pa rtne r v io lence can be 

fa ta l, and in the US around 11%  of all hom ic ides between 1976 

and 2002  were com m itted  by an in tim ate  pa rtner (35). In tim ate 

pa rtner v io lence is more severe and m ore like ly to resu lt in physical 

in ju ry  when the pe rpe tra to r has consumed a lcoho l (8).

Related soc ia l p rob lem s often a ffe c t v ic t im s ' re la tionsh ips w ith 

fam ily , fr iends and fu tu re  in tim ate  pa rtners  as well as th e ir ab ility  

to  w o rk  or attend school (36). Fu rtherm ore, ch ild ren  who w it- 

ness v io lence (inc lud ing th rea ts  of v iolence) between the ir parents 

are more like ly to develop v io len t and delinquent behaviours during 

ch ildhood (37) and heavy d rink ing  patterns or a lcoho l dependence 

la ter in life (15), increasing th e ir risk  o f becom ing pe rpe tra to rs o f 

v io lence.

b o x  2: E co n om ic  costs  o f intim ate partner vio lence

The economic costs of partner violence include those to health care and judicial

systems, refuge and lost earnings. Estimated costs for selected countries are:

• United States: US$12.6 billion ayear (38). Perpetrators have been estimated 

to consume alcohol in 55% of cases (15).

• England & Wales: £5.7 biilion in 2004, with an extra £17 billion estimated 

for emotional costs to the victim (39). Perpetrators have been estimated to 

consume alcohol in 32% of cases (16).

• Canada: US$1.1 billion a year (direct medical costs to women) (38). Perpetra- 

tors in one Canadian community had consumed aicohol in 43% of cases (40).



The economic costs of alcohol-related intimate partner violence 

are broadly unknown. However the cost of intimate partner vio- 

lence in general is substantial (Box 2). For health services alone, 

costs reflect victim s of intimate partner violence as having more 

operative surgery, and more doctor visits, hospital stays, visits to 

pharmacies and mental health consultations overthe ir lifetime 

than non-victim ized women (1). W ider costs include those to judi- 

cial systems, refuge provision, lost earnings, and emotional costs 

to the victim .

Prevention
Research focusing on the prevention o f alcohol-related intimate 

partner violence is scarce. However, generic stra teg ie stha ttack le  

intimate partner violence and those that aim to reduce harmful use 

of alcohol in the population both play important roles in preven- 

tion. Successful strategies fo r tackling intimate partner violence in 

general have been reviewed elsewhere (1). Such measures should 

include addressing societal tolerance towards intimate partner vio- 

lence, acceptance of excessive drinking as a m itigating factor, and 

normative beliefs about masculinity and heavy drinking. Intimate 

partner violence may aiso be reduced through interventions to 

moderate alcohol consumption which include:

• Reducing alcohol availability: In Austra lia, a community inter- 

vention that included restricting the hours of sale of alcohol 

w ithin one town reduced the number of domestic violence vic- 

tims presenting to hospital (41). In Greenland, a coupon-based 

alcohol rationing system implemented in the 1980s that entitled 

adults to the equivalent of 72 beers-worth of alcohol per month 

saw a subsequent 58%  reduction in the number of police call 

outs for domestic quarrels (42).

•  Regulating alcohoi prices: Increasing the price of alcohol is an 

effective means of reducing alcohol-related violence in general 

(43). Although research evaluating the effectiveness specifi- 

ca lly for intimate partner violence is scarce, in the USA  it has



been estimated that a 1% increase in the price of alcohol will 

decrease the probability of intimate partner violence towards 

women by about 5% (44).

• Treatment fo r alcohol use disorders: In the U SA ; treatment 

for alcohol dependence among males sign ificantly decreased 

husband-to-wife physical and psychological violence, and wife- 

to-husband marital violence six and 12 months later (45).

•  Screening and Brief Interventions: Alcohol screening (such as 

AUDIT [46]) and brief interventions in primary health care set- 

tings have proven effective in reducing levels and intensity of 

consumption in low -to  middle-income and high-income societ- 

ies (47); although their direct effect on alcohol-related intimate 

partner violence has not been measured.

Such interventions and their evaluation have prim arily been con- 

ducted in high-income countries and consequently much less is 

known about their su itability or effectiveness outside of these 

countries. For many low -to  middle-income countries, interven- 

tions such as establishing and strengthening legislation on the legal 

minimum age fo r purchase of alcohol, and efforts to strengthen 

and expand the licencing of liquor outlets could be of great value 

in reducing alcohol-related intimate partner violence (42). Fur- 

ther, having fewer specialist health facilities reduces opportunities 

fo r alcohol treatment or screening; although the role of primary 

health care workers or general practitioners in identifying and alle- 

viating harmful alcohol use could be developed (42). Consequently, 

creating effective interventions specific to low- and middle-income 

countries is essential but requires further work on evaluating strat- 

egies that a lter social norms (48), promote violence and alcohol 

prevention through educational systems, and establish effective 

health and judicial responses to intimate partner violence.

The role of public health
Public health has a central role to play in the prevention of



intimate partner violence (49) including addressing its relation- 

ships with alcohol use. Key responsibilities include to:

• Collect and disseminate information on the prevalence of inti- 

mate partner violence, alcohol consumption levels and drinking 

patterns in the population.

• Promote, conduct and evaluate research on the links between 

alcohol consumption and intimate partner violence, both by vic- 

tims and perpetrators, that improves understanding of risk and 

protective factors.

• Increase awareness and routine enquiry regarding intimate 

partner violence in services addressing alcohol abuse.

• Measure and disseminate information about the health, social 

and wider economic costs associated with alcohol-related inti- 

mate partner violence.

• Evaluate and promote effective and cost effective prevention 

strategies for reducing levels of a lcohol-related intimate partner 

violence.

• Promote multi-agency partnerships to tackle intimate partner 

violence by raising awareness of the links between alcohol con- 

sumption and intimate partner violence.

• Advocate fo r policy and legal changes to protect victim s of inti- 

mate partner violence, to reduce problematic drinking, and to 

exclude alcohol as a m itigating facto r for violent acts.

• Ensure close links between intimate partner violence and alco- 

hol support services, allowing those presenting at one to receive 

screening and referral to the other4.

Implementing such measures is often dependent on having estab- 

lished and accessible health and crim inal justice services and the 

capacity to record and monitor alcohol use and violence. Such 

assets are not ubiquitous, even in high-income countries. However, 

alcohol's role as a contributory facto r in intimate partner violence 

should inform developments in information collection, the design

4  In p ra ctice  such links a re  cha lleng ing to  accom p lish  (50) and ra re ly  seen (51)



of services relating to both alcohol problems and violence, and the 

choice of evidence-based interventions, especially when resources 

are scarce.

Policy
Both the harmful and hazardous use of alcohol and intimate part- 

ner violence have been recognized internationally as key public 

health issues requiring urgent attention. A t both national and 

international levels, health organizations have a key role in advo- 

cating fo r policies that address the relationships between alcohol 

use and violence and in doing so promote prevention initiatives 

that w ill improve public health. The W orld Health Organization 

(WHO) runs comprehensive programmes on both issues to insti- 

gate and conduct research, identify effective prevention measures, 

and promote action by Member States to implement success- 

ful interventions and align policy towards reducing hazardous and 

harmful drinking and intimate partner violence.

For alcohol, th is includes collating and disseminating scien- 

t if ic  information on alcohol consumption, developing global and 

regional research and policy initiatives on alcohol, supporting 

countries in increasing national capacity for monitoring alcohol 

consumption and related harm, and promoting prevention, early 

identification and management of alcohol use disorders in primary 

health care (52). A  W orld Health Assembly resolution on Pub- 

lic health pmblems caused by harmful use o f alcohol (W H A58.26  

[53]) of 2005 recognizes the health and social consequences asso- 

ciated with harmful alcohol use and requests Member States to 

develop, implement and evaluate effective strategies fo r reducing 

such harms, while calling on WHO to provide support to Member 

States in monitoring alcohol-related harm, implementing and eval- 

uating effective strategies and programmes, and to reinforce the 

scientific evidence on effectiveness of policies.

For violence, this includes the WHO Global Campaign for V io- 

lence Prevention. Launched in 2002, the Campaign aims to raise 

international awareness about the problem of violence (including

9



youth violence), highlight the role of public health in its preven- 

tion, and increase violence prevention activ ities globally, regionally 

and nationally. The approach to preventing violence is set out in 

the WHO World report on violence and health (1). W orld Health 

Assembly resolution W H A56 .24  (54) of 2003 encourages Member 

States to implem entthe recommendations set out in the report, 

and calls on the Secretariat to cooperate with Member States in 

establishing science-based public health policies and programmes 

for the implementation of measures to prevent violence and to 

m itigate its consequences. Complementary to this, the Violence 

Prevention A lliance has been established to provide a forum for 

the exchange of best practice information between governments 

and other agencies working to reduce violence around the world.

International policy on intimate partner violence includesthe 

Declaration on the E lim ination of Violence towards Women, 

adopted by the United Nations General Assembly in Decem- 

ber 1993. The declaration raises awareness of the problem of 

violence against women globally (including violence within rela- 

tionships), stresses the responsibility of states to condemn and 

elim inate all forms of violence towards women, and highlights key 

strategies for prevention. UIMIFEM, the United Nations Develop- 

ment Fund for Women, provides financial and technical assistance 

to programmes that promote women's empowerment and gender 

equality, including those working to elim inate violence against 

women.
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A ll  re fe re n c e s  used in th is  d o c u m e n t  are ava ilab le  at:

http://www.who.int/violence_injury_prevention/publications/
violence/en/index.html

Fo r  fu r th e r  in fo rm a t io n  p lease co n su lt :

http://www.who.int/violence_injury_prevention
http://www.who.int/substance_abuse/en

http://www.who.int/substance_abuse/terminology/who_lexicon/en
http://www.who.int/gender/violence/en/

Or c o n t a c t :

Department of Injuries and Violence Prevention

Dr Alexander Butchart (butcharta@who.int, fax + 41-22-791-4332,
telephone + 41-22-791-4001)

Department of Mental Health and Substance Abuse 
Dr Vladim ir Poznyak, (poznyakv@who.int, fax +41-22-791-4160, 
telephone +41-22-791-4307)

Department of Gender, Women and Health 
Dr Claudia Garcia Moreno (garciamorenoc@who.int, 
fax +41-22-791-1585, telephone +41-22-791-4353)

World Health Organization 
20 Avenue Appia 
CH-1211 Geneva 27,
Switzerland

John Moores University, Centre for Public Health
Prof Mark Bellis (m.a.bellis@livjm.ac.uk,
fax +44-(0)-151-231-4515, telephone +44-(0)-151-231-4511)
Centre for Public Health
Liverpool L3 2AV
UK

© W orld Health Organization 2006 

Design by Inís — www.inis.ie

http://www.who.int/violence_injury_prevention/publications/
http://www.who.int/violence_injury_prevention
http://www.who.int/substance_abuse/en
http://www.who.int/substance_abuse/terminology/who_lexicon/en
http://www.who.int/gender/violence/en/
mailto:butcharta@who.int
mailto:poznyakv@who.int
mailto:garciamorenoc@who.int
mailto:m.a.bellis@livjm.ac.uk
http://www.inis.ie

