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ABSTRACT
Background: This study presents prevalence estimates and ages of onset for alcohol use, regular use, use disorders and remission
from use disorders in Northern Ireland, and the time for transitioning between these stages.
Methods: Data on alcohol use, lifetime history, and remission from alcohol conditions as defined by the DSM-IV were collected
using the Composite International Diagnostic Interview.
Results: By the age of 17 years 50% of the age cohort had started taking alcohol. By 19 years of age 67% of the cohort were regular
users, and by 20 years of age 45% of the cohort were abusing alcohol. Remission from abuse/dependence was related to the number
of years since commencing the use of alcohol, with women being more likely than men to move to remission sooner, and the cohort
in which the person had commenced alcohol consumption also influenced the move to remission.
Conclusions: The consumption of alcohol is high within Northern Ireland with some 83% of the population consuming alcohol, and
with over 90% of this group taking alcohol on a regular basis. The abuse of alcohol was particularly marked amongst students and
males, with dependence showing a higher prevalence amongst those with the lowest level of educational attainment, and where
the commencement of alcohol consumption was at an early age. Transitions between stages of lifetime alcohol use, regular use,
and use disorders were associated with the early commencement of alcohol use, education, cohort use and being male.
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Introduction
In 1975 23% of males and 50% of females living in Northern Ireland were life-long abstainers from alcohol; an overall
population figure representing 37% of the reported estimated population (Blaney and McKenzie 1980: data collection
took place in 1975). There can be little doubt that these figures have substantially changed during the past 40 years. Of
course, such a comparison relates to cross-sectional data from two points in time and does little to elucidate the nature
of this change. This paper is an examination of the current situation with regards to the consumption of alcohol. What
is the current prevalence rate, and at what age do the majority start to drink alcohol? In addition, the paper also examines
the transitions between stages of lifetime alcohol use, regular use, and use disorders and the factors that can influence
these trajectories.

Deaths in Northern Ireland from cirrhosis of the liver are the second highest in the UK, and at an area level indicate
a strong social gradient with a rate of 7.6 per 100,000 of the population occurring in the least deprived quintile, and a
rate of 27 per 100,000 in the most deprived quintile. In terms of the UK the recorded rate of alcohol related deaths per
100,000 of the population was 30.9 in Scotland, 22.2 in Northern Ireland, 17.4 in Wales and 14.5 in England (age
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standardised adjusted). https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/causesofdeath/
bulletins/alcoholrelateddeathsintheunitedkingdom/registeredin2016. At the individual level a strong social gradient has
also been reported in terms of alcohol abuse and dependence, where factors such as level of education, social context,
and peer group have all been found to be related to higher levels of alcohol consumption ((Degenhardt et al. 2008, 2016).

Other key determinants and drivers to remission for alcohol commencement, abuse, and dependence have been
chronological ages, historical period, birth cohort and gender (Anthony et al. 1994; Grant 1996; Holdcraft and
Iacono 2002; Rice et al. 2003; Grucza et al. 2008; Slade et al. 2016). A person’s age and his/her being within a given
cohort group can have a substantial influence on the commencement of alcohol consumption, and hence shape the pattern
of future drinking behaviour.

The current study, using epidemiological data from Northern Ireland, sets out the prevalence of alcohol consumption,
abuse and level of dependence in the society, while examining the periods involved from regular use to abuse and
dependence. These transitions are examined in the context of age, alcohol commencement, gender, level of education,
and cohort use.

Method

Sample design
The Northern Ireland Mental Health Survey was a nationally representative sample. A multi-stage area probability

sampling design was used to select respondents to the survey. Wards were selected from within each of 26 Local
Government Districts on a probability proportionate to size basis. Within each selected Ward, two Census Output Areas
were randomly selected, and within each of these a random sample of 10 dwellings was selected. A Kish selection
strategy was used to select the person to be interviewed within each household. In total 4340 Individuals were interviewed
during the course of study, and the response rate was 68.4%.

Respondents were administered a modified version of the World Mental Health Surveys’ Composite International
Diagnostic Interview (WMH-CIDI) (Kessler and Üstün 2004). Due to the length of the instrument, the interview was
often administered in two parts. All respondents in the survey were administered Part I of the interview. Part II of the
interview was administered to all who endorsed any of the core diagnoses in Part I and a subsample of all other re‐
spondents. The alcohol module was included in Part II of the interview and as such, the current report utilises data from
the 1,986 Part II respondents. All interviewers received standardised training and quality control was applied in a similar
manner across countries (Pennell et al. 2008).

Diagnoses of abuse and dependence were derived using the WMH-CIDI diagnostic algorithms, based on the DSM-
IV alcohol use criteria. Each respondent was asked if they had ever consumed an alcoholic beverage, and the age at
which they had first used alcohol. Subsequent questions determined if, at any point in their lifetime, respondents had
consumed alcohol regularly (at least 12 standard drinks in a year) and if they had met criteria for the Diagnostic and
Statistical Manual IV’s definition of abuse or dependence (American Psychiatric Association. Diagnostic and Statistical
Manual of Mental Disorders, IV-TR, 2000). Questions regarding alcohol use disorders were only asked of persons who,
in the year they drank most, drank alcohol at least once per week or consumed three or more standard drinks on any
drinking occasion. Remission from these use disorders, defined as not having experienced any disorder-related symp‐
toms for at least 12 months prior to the interview, was also evaluated.

Weights, clusters and missing data
Individual-level weights were created on the basis of sample selection, non-responses and the poststratification factors

of age, sex and geographical region, using procedures described in Heeringa et al. (2008). Clustering and stratification
were based on the geographical strategy used to select the sample. All statistical results were adjusted for these survey
design effects in order to maintain the representativeness of the sample.

Data analysis
Analyses were carried out using SAS version 9.4, with weighted prevalence (standard error) produced using PROC

SURVEYFREQ, life-table (actuarial) estimates of the survival functions for age of onset and remission obtained using
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SAS PROC LIFETEST, and discrete-time survival models conducted in PROC SURVEYLOGISTIC using a logistic
link function and person-year as the unit of analysis.

Associations of basic socio-demographics and cohort-level lifetime prevalence of alcohol use with transitions be‐
tween all levels of involvement with alcohol were investigated (with the exception of remission to dependence due to
insufficient number of cases). A contextual variable was created to capture the time-varying level of alcohol use among
an individual’s birth cohort. An individual’s birth cohort was defined as all persons of the same sex born +/− 5 years of
their year of birth, resulting in 11-year wide sex-specific cohorts centred around year of birth. The variable included in
the analyses was the proportion (/10) of people in the individual’s birth cohort who had used alcohol by the prior person
year.

Other variables considered in all transition analyses included sex and time-varying education level ((student (in
continuing education), low (primary education only), medium (GCSE/O-level), and high (higher level)).

The age of commencement of alcohol use was categorised into tertiles and labelled as early (15 years or less), mid
(16–18 years) or late (19 years or more), and included in all models except commencement of use. Age groupings of
person-year were defined as follows; 14 years or less, 15–17, 18–20, 21–24, 25–29 and 30+ years for use and use disorder
models, and 18 years or less, 19–20, 21–22, 23–24, 25–29, 30–39 and 40+ years for the remission model. Modelling
the transition to remission from abuse also adjusted for the speed at which the transition from use to disorder was made
and defined as either early (0–3 years), mid (4–8 years) or late (9+ years) tertile. Coefficients were reported as odds
ratios (ORs). Significance tests were evaluated using 0.05-level two-sided tests.

Results

Prevalence
Lifetime prevalence of alcohol use was 83% (se = 1.0) with 75% (se = 1.3) of respondents reporting having ever used

regularly. Of the entire population, 10.7% (se = 0.9) had alcohol abuse (without dependence) and 2.5% (se = 0.4)
dependence in their lifetime. Among alcohol users (conditional prevalence), regular use was very prominent at 90%
(se = 1.1), and approximately one in six users had an alcohol use disorder (12.9% (se = 1.1) abuse, 3% (se = 0.5)
dependence), with 15.9% (se = 1.2) having a use disorder. Prevalence of remission was slightly higher among cases of
alcohol abuse (79% (se = 3.4)) compared to alcohol dependence (70.4% (se = 7.1)).

Based on cross-national comparisons using conditional lifetime prevalence for alcohol use, the Northern Ireland
figures are at the top end of the range for having (a) regular users of alcohol and (b) individuals who have alcohol
dependence (Detailed international comparison to be published in a separate paper).

Age of onset
The age of onset (AOO) for alcohol use, regular use, abuse and dependence, and remission from these disorders are

shown in Figure 1; these figures include censored cases and all plot points have been scaled so that all curves eventually
reach 100%. Over 50% of persons who eventually used alcohol did so by the age of 17. The minimum legal age of
drinking alcohol in the UK is 18 years. By 19 years, two-thirds (67%) of lifetime regular users had already used regularly.
By the age of 20, 45% of persons who abused alcohol had done so, along with some 26% of dependence cases. By the
early 30s, over 45% of those who had abused alcohol were in remission; comparably, by the same time, only 15% of
those who were dependent on alcohol had remitted.
Figure 1. Age of onset curves for alcohol use, regular use, use disorders and remission; includes censored cases with all data points
scaled such that all curves reach 100%.
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Time between transitions
Figure 2 shows the cumulative curves for the transition time between stages of alcohol involvement. The time from

first alcohol use to commencing regular use was by far the fastest transition, with over 60% of the sample who made
this transition doing so within 2 years. Fifty percent of those who transitioned from use of alcohol to abuse did so within
a period of six years, with 75% of this group having made this transition within 12 years. The transition out of abuse
was similarly timed, with half the eventual remission from abuse cases reaching this stage within five years from onset
of disorder.
Figure 2. Cumulative time to transition curves for all transitions considered; each curve includes only those persons that reached the
second stage.
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Transitions from alcohol consumption to alcohol dependence took on average eight years before 50% of this sub‐
population had made this transition, and 18 years before 75% of those who made this transition from alcohol consumption
to dependency had occurred. Among remission from dependence cases, transitions from the disorder were initially slow,
with it taking 11 years before 50% of this group were in remission. The remission rate then quickly increased, taking
only another four years (total transition time of 15 years from onset of disorder) for an additional 25% of eventual
remission cases to transition out of dependence.

Modelling transitions through stages of alcohol involvement
Table 2 displays the results of modelling transitions from (1) abstinence to commencement of alcohol use; transitions

from use to (2) regular use of alcohol, (3) abuse of alcohol, and (4) dependence on alcohol; and transitions from regular
use to (5) abuse and (6) dependence on alcohol. Gender was significantly associated with all transitions, with the
exception of commencing use; from both use and regular use, men had greater than twice the odds of transitioning to
either abuse or dependence compared to females (OR ranging from 2.15–2.61). Once using alcohol, the age (in tertiles)
at which the person first used alcohol was a factor of importance for all stages of alcohol consumption.

Table 2. Multivariate associations of socio-demographic variables with transitions between stages of lifetime alcohol
use, regular use and use disorders.Table Layout
Variable Category Commencing Usea Use to regular use Use to abuse (with‐

out prior depend‐
ence)

Use to dependence Regular use to abuse
(without prior de‐

pendence)e

Regular use to de‐
pendence

OR 95% CI OR 95% CI OR 95% CI OR 95% CI OR 95% CI OR 95% CI
Gender (Ref:
Female)

Male 1.06 (0.93–1.22) 1.42* (1.15–1.76) 2.61* (2.00–3.40) 2.34* (1.28–4.29) 2.34* (1.79–3.05) 2.15* (1.18–3.94)
X21 [p] 0.79 [0.374] 10.36** [0.001] 50.34** [<0.001] 7.54** [0.006] 38.77** [<0.001] 6.22** [0.013]

Contextb Cohort
use

1.43* (1.35–1.51) 1.14* (1.08–1.21) 1.37* (1.21–1.55) 1.14 (0.86–1.50) 1.28* (1.12–1.46) 1.04 (0.77–1.40)

X21 [p] 158.94** [<0.001] 20.53** [<0.001] 24.59** [<0.001] 0.79 [0.375] 12.73** [<0.001] 0.07 [0.793]

Education
level (Ref:
High)

Student 1.17 (0.70–1.97) 1.94* (1.09–3.46) 2.63* (1.18–5.91) 0.9 (0.30–2.67) 2.71* (1.21–6.10) 0.9 (0.30–2.65)
Low 0.93 (0.53–1.62) 1.99* (1.20–3.29) 1.41 (0.59–3.40) 2.12 (0.46–9.73) 1.32 (0.53–3.29) 1.85 (0.39–8.80)
Low-
average

0.99 (0.58–1.71) 1.96* (1.06–3.65) 1.13 (0.56–2.27) 1.70 (0.66–4.38) 1.04 (0.51–2.10) 1.63 (0.61–4.35)

High-
average

0.78 (0.46–1.32) 1.43 (0.84–2.44) 1.00 (0.63–1.59) 0.93 (0.37–2.34) 1.01 (0.64–1.59) 0.92 (0.36–2.33)

X24 [p] 15.33** [0.004] 13.84** [0.008] 10.31** [0.035] 2.5 [0.646] 10.39** [0.034] 1.95 [0.745]

OR - odds ratios; CI - confidence interval; */** Significant at the 0.05 level, two-sided test.
All discrete-time analyses here control for person-year age groups of < =15, 16–17, 18–20, 21–24, 25–29 and 30 + (Ref).
aAge tertile of commencing alcohol use was included in all models except transition to initial use.
bPercentage (/10) of +/−5-yr sex-specific cohort who had used alcohol by the prior person year. e.g. For a female born in 1975 the cohort would be females
born between 1970 and 1980. A context OR of 1.5 in commencement of use would be interpreted as an increase of 50% in the odds of commencing use
with a 10% increase of people in the age-sex cohort having commenced use by the previous person year (controlling for all other variables in the model).
cIndividuals' age of commencing alcohol use is split into tertiles among all those who ever used alcohol. The earliest (first) tertile is age < = 15, the 2nd
tertile age 16–18 and the 3rd tertile aged 19+.
dN = The total unweighted number of respondents included in model conditioning on initial stage.
eRespondents were excluded from the modelling of the transition if they never met criteria for the initial stage, or if the onset of the initial stage was after
the onset of the second stage.
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Variable Category Commencing Usea Use to regular use Use to abuse (with‐
out prior depend‐

ence)

Use to dependence Regular use to abuse
(without prior de‐

pendence)e

Regular use to de‐
pendence

OR 95% CI OR 95% CI OR 95% CI OR 95% CI OR 95% CI OR 95% CI
Age tertile of
commencing
alcohol usec

(Ref: Late)

Early   0.44* (0.31–0.64) 1.66 (0.89–3.08) 6.51* (2.35–18.04) 1.34 (0.71–2.52) 5.77* (2.03–16.34)
Mid   0.59* (0.45–0.78) 0.74 (0.38–1.45) 2.93* (1.01–8.57) 0.67 (0.34–1.31) 2.63 (0.90–7.69)
X22 [p]   19.22** [<0.001] 16.78** [<0.001] 14.90** [0.001] 11.58** [0.003] 12.46** [0.002]

Sample Size Total
(Nd)

1986 1669 1669 1669 1493 1499

OR - odds ratios; CI - confidence interval; */** Significant at the 0.05 level, two-sided test.
All discrete-time analyses here control for person-year age groups of < =15, 16–17, 18–20, 21–24, 25–29 and 30 + (Ref).
aAge tertile of commencing alcohol use was included in all models except transition to initial use.
bPercentage (/10) of +/−5-yr sex-specific cohort who had used alcohol by the prior person year. e.g. For a female born in 1975 the cohort would be females
born between 1970 and 1980. A context OR of 1.5 in commencement of use would be interpreted as an increase of 50% in the odds of commencing use
with a 10% increase of people in the age-sex cohort having commenced use by the previous person year (controlling for all other variables in the model).
cIndividuals' age of commencing alcohol use is split into tertiles among all those who ever used alcohol. The earliest (first) tertile is age < = 15, the 2nd
tertile age 16–18 and the 3rd tertile aged 19+.
dN = The total unweighted number of respondents included in model conditioning on initial stage.
eRespondents were excluded from the modelling of the transition if they never met criteria for the initial stage, or if the onset of the initial stage was after
the onset of the second stage.

Among those that commenced use in the early- to mid-age range (18 years or less) transitions to regular use were
associated with decreased odds, while the reverse was observed for transitions from use to dependence. Education level
was significantly associated with transitions to use, regular use and abuse. The odds of transitioning from use to regular
use among students, and those with low (primary level), and low-average education (GCSE/O-level), were almost twice
those with a high-average education (highest level) (OR ranging from 1.94–1.99). Individuals in continuing education
(students) when compared with those with the highest level of education were also associated with substantially higher
odds of transitioning from use to abuse, without dependence (OR 2.71, 95% CI 1.21–6.10). Dependence on alcohol was
higher amongst those with the least education.

Table 3 displays the results from modelling the transition from alcohol abuse to remission from abuse. Men were
less likely to remit than females (OR 0.54, 95% CI 0.36–0.81). Increased odds were associated with a 10% increase in
an individual’s cohort already using alcohol (OR 1.84, 95% CI 1.20–2.81). No significant association was found between
transition to remission from abuse and level of education.
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Table 3. Multivariate associations of socio-demographic variables with transitions from alcohol abuse to remission.Table
Layout
Variable Category Abuse (without dependence) to remission from abuse

OR 95% CI
Gender (Ref: Female) Male 0.54* (0.36–0.81)

X21 [p] 9.13** [0.003]

Contexta Cohort use 1.84* (1.20–2.81)
X21 [p] 7.77** [0.005]

Education level (Ref: High) Student 0.97 (0.18–5.22)
Low 1.04 (0.48–2.24)
Low-average 0.77 (0.28–2.15)
High-average 0.87 (0.54–1.39)
X24 [p] 0.54 [0.970]

Age tertile of commencing al‐
cohol useb (Ref: Late)

Early 1.63* (1.01–2.64)
Mid 0.68 (0.46–1.00)
X22 [p] 16.33** [<0.001]

Speed to transition from use to
disorderc (Ref: Late)

Early 1.71* (1.10–2.66)
Mid 0.99 (0.48–2.06)
X22 [p] 9.96** [0.007]

Time with disorder Years 0.96* (0.93–0.99)
X22 [p] 7.36** [0.007]

Sample size Total (Nd) 190

OR - odds ratios; CI - confidence interval; */** Significant at the 0.05 level, two-sided test.
Discrete time logistic regression analysis controls for person-year age groups of < =18, 19–20, 21–22, 23–24, 25–29,
30–39 and 40 + (Ref).
aPercentage (/10) of +/−5-yr sex-specific cohort who had used alcohol by the prior person year. e.g. For a female born
in 1975 the cohort would be females born between 1970 and 1980. A context OR of 1.5 in commencement of use would
be interpreted as an increase of 50% in the odds of commencing use with a 10% increase of people in the age-sex cohort
having commenced use by the previous person year (controlling for all other variables in the model).
bIndividuals' age of commencing alcohol use is split into survey-specific tertiles among all those who ever used alcohol.
The earliest (first) tertile is age < = 15, the 2nd tertile age 16–18 and the 3rd tertile aged 19+.
cIndividuals' speed of transition from alcohol use to disorder is split into survey-specific tertiles. When predicting
remission from abuse, tertiles were calculated for transition from use to abuse: the fastest at 0–3 years, the middle tertile
4–8 years and late transitions were 9+ years.
dN = The total unweighted number of respondents included in the model conditioning on the initial stage.

However, increased odds of remitting were observed among those who commenced drinking alcohol relatively early
(15 years or less) compared to late (OR 1.63, 95% CI 1.01–2.64), and who transitioned at faster speeds (3 years or less)
relative to late transitioners (OR 1.71, 95% CI 1.10–2.66). An increase in the number of years a person was affected
with alcohol abuse was associated with decreased odds of transition to remission (OR 0.96, 95% CI 0.93–0.99).

Discussion
The current study examines the prevalence and transitions from alcohol use, use disorder and remission in a nationally

representative sample of respondents in Northern Ireland. This included patterns of transition from alcohol commence‐
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ment to dependence and abuse within the context of age when first use of alcohol occurred, the person’s educational
attainment, potential cohort effects and gender.

The data reported in this study are from a cross-sectional epidemiological study of mental health, and were part of a
wider international collection of studies within the World Mental Health Survey Consortium (Kessler and Üstün
2008). To date national comparisons have not been reported, and when this is done we will have a more complete
understanding of how the current results sit in comparative terms. Nevertheless, a number of comparisons are possible.
Blaney and McKenzie 1980 paper on prevalence, when compared with the data reported in this study, clearly indicates
a substantial shift in the consumption of alcohol. In 1980 around 37% of the population abstained from the consumption
of alcohol, by 2008 this number of individuals had decreased to 17%.

This comparison is based on two cross-sectional studies, at two different points in time. The one advantage is that it
clearly shows the strong effects of an age cohort. This is an effect which can also be seen in the current analysis, where
an increase in the use of alcohol in a given cohort was found to be associated with an increase in the adjusted odds of
transitioning from use to other more harmful stages. The apparent ‘normality’ of alcohol consumption has a strong group
and cohort effect, which indicates that it is not an inevitable outcome of a particular stage in history, though strongly
determined by group influences within a particular social context. In Northern Ireland this cohort effect is particularly
associated with being a student; where levels of alcohol use, and regular use to abuse, were high, though dependence
was more likely to occur amongst those with the lowest level of education. This evident cohort effect is not just a within
society phenomenon, nor does it necessarily indicate that similar prevalence rates of alcohol use need necessarily mean
the same thing in terms of patterns of consumption (World Health Organization, Unit WHOMoSA 2014).

The legal age for buying alcohol in the UK is 18 years. Within Northern Ireland 50% of the population had started
taking alcohol by the age of 17 years, and with other evidence suggesting that one-third of young people will be using
alcohol once or more per week by the age of 15 years (Currie et al. 2000). This does not mean that they are all committing
an illegal act since young people from the age of 16 years can drink beer, wine or cider along with a meal, provided that
the alcohol has been bought by an adult and that they are accompanied by an adult. However, the consumption of alcohol
is a social norm for those in this age group, for by 19 years of age some 70% of this cohort will be regular users of
alcohol, (drink 3+ times p/week or 3+ drinks p/day when drinking). Many of these individuals will go on to higher levels
of consumption with 45% of the cohort going on to abuse alcohol by the age of 20. By the early 30s many who have
abused alcohol will have moved to remission, though those who have become dependent will take a substantially longer
period of time before going into remission.

Based on the current results it is apparent that programs aimed at a reduction of alcohol use, in line with health
reduction strategies, would need to be targeted at pre-adolescents and young adolescents as 7% had first used alcohol
by the age of 13 years, and by the age of 17 years over 50% of the age cohort had used alcohol with some 30% being
within the category of being a regular user of alcohol.

The age at which individuals commence taking alcohol is very similar for females and males. This is a major societal
change (Blaney and McKenzie 1980; Slade et al. 2016), and while males, on average, were found to be more likely to
develop more harmful patterns of consumption, there would appear to be little benefit in viewing alcohol use and misuse
as more of a male issue, though differences in patterns of consumption are likely to be important in terms of long term
abuse and dependence. In the current study, and in related research, alcohol consumption increases dramatically during
the late teenage years and into the early twenties and then declines normatively (Leon and McCambridge 2006), though
this effect may be largely influenced by the legal age of consumption. This normative decline may later be influenced
by family transitions in midlife (Staff et al. 2014).

In the current study students appear to be at particular risk of transitioning to both abusing alcohol and of developing
a dependence on it, when compared with their peers who have achieved (completed) a higher level of education – with
an associated odds ratio of over 2.5 (Table 2). Students present a group at considerable risk of developing styles of
alcohol consumption that are likely to have detrimental consequences. Given the heightened risk of alcohol misuse
amongst this group it is evident that targeted interventions should pay dividends. Though the potential social class
difference in terms of long term dependence may also be important, given that those with the lowest levels of education
were at a higher risk of developing a dependence on alcohol.

8



A further crucial factor in developing a dependency on alcohol is the age at which a person begins taking alcohol.
Those who commenced the drinking of alcohol at or before the age of 15 years were much more likely to go on to
develop a dependency on the substance. This added great emphasis to the need for intervention programmes to commence
well before the legal age for alcohol consumption, and certainly well before starting university, which for many will be
seventeen years of age.

It is likely, that for many, alcohol is seen as a relatively benign substance, especially given the advertising emphasis
on individual responsibility and the neutral, if not positive health benefits to be obtained, both personally and socially
(Savell et al. 2015).

The messages that are used to advertise the sale of alcohol, especially those relating to benefits of its use, need to be
more carefully examined. For example, the message that alcohol may have beneficial health consequences has been
widely reported, though the evidence for such a claim appears to rest on the classification of ‘abstainers’ many of whom
may well have cut down on drinking due to a variety of causes relating to alcohol (Fillmore et al. 2006; Stockwell et al.
2016).

It was evident that regular use of alcohol quickly follows on from its commencement for a substantial section of the
younger population. Results from the Millennium study in Britain reported that 13.4% of 10–11 year old children had
experience of alcohol (Maggs et al. 2015), and the younger the age of alcohol commencement the greater the risk of
abuse and dependence, as shown in the current study. Intervention in these early years is likely to be of greater beneficial
use, as the problems associated with alcohol consumption, such as abuse and dependency, are likely to occur along a
relatively short continuum after the commencement of alcohol consumption.

Programmes of intervention may benefit from an emphasis on the need for harm reduction given the large number
of adolescents and young people who transition within a relatively short period from the consumption of alcohol to its
use on a regular basis, and who then go on to dependence on its use. For many the move from being a regular user to
abuse has taken place by the legal age of alcohol consumption, with remission from this dependence taking place for
the majority within 5 years of the abuse. However, where dependence occurs it will be another 10 years before remission
will be in place for the majority of such individuals. A better appreciation of this predictable course of alcohol con‐
sumption may also help to demystify the perceived benefits.

Interventions, aimed at reduction in harm due to the abuse of alcohol, certainly need also to be targeted at group peer
as evident in the current study, and also reported by many others (Hawkins et al. 1992; Mundt 2011; Degenhardt et al.
2016). A greater appreciation of the normative nature of the stages of alcohol consumption is required (Botvin and
Griffin 2007), especially amongst those most affected. Further, the pattern of adverse events associated with alcohol
consumption, from use to abuse and dependence, also indicates the importance of changing roles, health and behavioural
change (Lee et al. 2009; Abdin et al. 2014), especially during the person’s late teenage years and early twenties.

The data on which this research is based has the advantage that it was part of a wider international programme of
mental health research, based on DSM-IV criteria, where quality control was possible. The data was obtained through
the use of trained lay interviewers. Nevertheless, the data on age of onset for each stage of commencement and transitions
were retrospective self-reports. Such reporting may be subject to ‘forward telescoping’, where events closer in time are
more likely to be reported (Shillington et al. 2012; Johnson and Schultz, 2005)AQ2. This is unlikely to have affected
the order of recall. Representiveness of the sample has been maintained through the use of sampling protocols, and by
the use of weighting, while taking into account the effects of clustering and stratification within the sample (Heeringa
et al. 2008).

Conclusions
The onset of alcohol consumption and its regular use starts for most people during their teenage years. Eighty-three

percent of people in Northern Ireland are now users of alcohol, and within this group of individuals 90% are regular
users, with some 13% going on to abuse the substance, and a further 3% of individuals going on to become dependent.
Transitions from use to regular use occurred for many within a period of two years. The strong effects of education, age
cohort, peer group, and the age at which alcohol was first consumed, were all shown to be important indicators for
elevated levels of regular use, use disorders and later remission of alcohol.
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Table 1. Lifetime and conditional prevalence for all levels of alcohol involvement.AQ14Table Layout
 N %a SE
Lifetime prevalence    
  Use 1,986 83.1 1.0
  Regular use 1,986 74.9 1.3
  Abuse without dependence 1,986 10.7 0.9
  Dependence 1,986 2.5 0.4
Conditional prevalence    
  Regular use3 among lifetime users 1,669 90.2 1.1
  Abuse without dependence among
lifetime users

1669 12.9 1.1

  Dependence among lifetime users 1669 3.0 0.5
  Remission among lifetime abuse
without dependence cases

208 79.4 3.4

  Remission among dependence cases 68 70.4 7.1
SE: standard error.
N = The total unweighted number of respondents who answered alcohol use questions for lifetime prevalence, and the
total unweighted number of respondents in the conditional cohort for conditional prevalence.
aPrevalence estimates are based on weighted data.
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