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Pastoral Care for School Students who Experience Same-Sex Attraction
Research shows that sexual orientation is neither well defined nor ultimately defining for adolescents seeking self-identity.
Rather, the data on instability of sexual orientation among youth and young adults suggest that most of the time
unquestioning affirmation of an adolescent’s claimed same-sex attraction will do more long-term harm than good. This
article explores this complexity and proposes more appropriate ways to provide excellent pastoral care in schools.
In its modern rebirth toward the end of the twentieth century,
bioethics was defined as “the systematic study of the moral
dimensions – including moral vision, decisions, conduct and
policies – of the life sciences and health care.”1 Over time, it
became clear that the moral dimensions of health care cannot
be limited to purely clinical or empirical medicine any more
than a complete picture of the human person can be restricted
only to physiological functions. Over the last 150 years, we
have come to value a more holistic concept of human health
that must include psychological, social, spiritual, relational
and other dimensions of well-being.
Sexuality is one of those dimensions. Because the total wellbeing of the developing adolescent invariably requires
resolution of his or her sexual orientation, bioethics today
can rightly embrace a discussion on pastoral care for students
who experience same-sex attraction. This article will
examine briefly some data on same-sex orientation among
adolescents, review some assumptions in the research, and
note some essential components of appropriate pastoral care
in the educational setting.

same-sex orientation is quite properly the subject of
considerable attention today, particularly in research focused
on student safety.6 A review of the research reveals the
dimensions of its complexity.
The first issue is the imprecision already noted around the
definition of ‘same-sex orientation,’ but a second issue is the
widely varying quality of the research itself. Some projects
rely on participants to volunteer information, which creates
the risk of self-selection bias. More rigorous research tends
to produce more reliable data because it samples across the
whole population. Much of the research commissioned or
conducted by special interest groups tends to fall into the
former category, while peer-reviewed and published
academic research tends to be more rigorous, more robust
and better controlled for confounders.
A third difficulty is the clear evidence of instability during
adolescence in some or all of the ‘markers of sexual
orientation,’ as well as considerable fluidity in self-reported
sexual identity in the transition from adolescence into
adulthood.7 Some surveys claim that 10% of school students
are same-sex attracted,8 but other, more robust research
reveals that fewer than 2.5% of adults self-report as gay,
lesbian or bisexual.9 This discrepancy merits closer
examination.

The first hurdle, however, is to determine the precise
meaning of ‘same-sex orientation.’ Some studies rely solely
on self-reports of orientation, but most acknowledge that
‘orientation’ may or may not coincide with the individual’s
claimed sexual identity, erotic fantasies, sexual behaviours or
Significantly, stability of sexual identity seems to be related
romantic relationships.2 That is to say, some young people
not only to age and presumably emerging personal maturity,
self-identify as ‘gay’ or ‘lesbian’ (or ‘unsure’) on the basis of
but also to the sexual identity itself: not only do over 97% of
their romantic attractions rather than their actual sexual
behaviours, while others count themselves ‘gay’ or ‘lesbian’
on the basis of sexual fantasies rather than either romantic
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adults self-report as heterosexual,10 but 97% of these
maintain their heterosexual identity over time.11 In contrast,
reliable research suggests that one-third of gay males, and
over two-thirds of lesbians and bisexual adults, change their
identity label over time.12 Such changes occur more
commonly in early adulthood than in later adult life.13 As
one researcher states, “instability of same-sex romantic
attraction and behaviour (plus sexual identity in previous
investigations) presents a dilemma for sex researchers who
portray non-heterosexuality as a stable trait of
individuals.”14 The data show consistently that
heterosexuality is a much more stable sexual identity, which
may in part be why it is generally considered normative.15

…any pastoral conversation about sexuality and sexual
orientation cannot be restricted to either the student’s
present sense of their sexual orientation or to merely
physical aspects of their sexuality.... The person is a
subject whose best interests can only be served by
keeping
their
physical-spiritual-relational-socialdevelopmental nature in full view. An adequate
pastoral care relationship will be built upon and never
lose sight of this more complete, more integral sense of
the student’s human dignity....
Non-heterosexual instability among adolescents also plays
directly into the question of what appropriate pastoral care
might look like. It is legitimate to challenge the proposition
that school authorities should simply affirm a secondary
school student in his or her self-reported sexual
orientation.16 Given the data, such un-nuanced affirmation
risks inflicting more harm than good on many students by
reinforcing what will ultimately be for most of them a
fallacy. Appropriate pastoral care cannot be so undiscerning.
But none of this changes the fact that school students who
(even temporarily) feel themselves to be same-sex oriented
are often subjected to physical and psychological bullying
precisely on the grounds of their perceived sexual
orientation or gender identity. Bullying always causes harm,
especially when it occurs in periods of personal vulnerability
– and the adolescent’s search for sexual identity is a time of
great uncertainty and self-doubt. The incidence of bullying
of lesbian, gay, bisexual, transgender and intersex (LGBTI)17
students on these grounds is estimated to range from 55% to
90% (depending on the source); verbal abuse is most
common (53-61%) followed by cyber bullying (23%),
physical attack (18-20%) and even death threats (6%).18
Compounding these are the harms that some same-sex
oriented adolescents inflict upon themselves: nearly onequarter of LGBTI students try to take their own lives at
some point, and more than half engage in deliberate selfharm.19 Clearly an appropriate pastoral care strategy must
pay careful attention to the particular needs of this
vulnerable cohort.

Pastoral Care
Complex questions require complex answers, and bullying
on the grounds of sexual orientation is certainly complex.
Numerous studies have contributed to a description of what
2
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‘adequate pastoral care’ might look like.20 Most agree that
an adequate response must involve a ‘whole-of-school
approach,’21 which refers to a structured process of forming
the whole teaching and non-teaching staff of the school on
the presence and particular needs of LGBTI students in the
school community. It is led by the principal and assisted by
specialised counsellors, and eventually extends to the
student body. An audit of existing school policies, practices
and curriculum, making amendments where necessary to
minimise the risk of stigmatising students who experience
same-sex attraction, is also indispensable. All agree that an
effective response will also need to engage parents, external
agencies, and Church leadership.22
The remaining discussion is limited to some practical issues
for counsellors in Catholic schools. It describes pastoral care
which is integral, developmental, affirming, professional,
concrete, clear and accommodating.
The foundation of a response which truly reflects the
Catholic identity and mission of a school is the Church’s
integral vision of the human person. In that context, any
pastoral conversation about sexuality and sexual orientation
cannot be restricted to either the student’s present sense of
their sexual orientation or to merely physical aspects of their
sexuality. The Catholic tradition holds a view of the person
that is both more holistic and more hope-filled than the static
and fragmented view of some contemporary approaches. In
that tradition, the person is both body and soul, a subject
whose best interests can only be served by keeping their
physical-spiritual-relational-social-developmental nature in
full view.23 An adequate pastoral care relationship will be
built upon and never lose sight of this more complete, more
integral sense of the student’s human dignity.
The Catholic tradition also recognises that the school will
not be the only factor shaping the life of the young person,
whose growth will continue for many years under the
influence of other social and cultural factors. Pastoral care in
the school setting will affirm those aspects of the LGBTI
student’s experience that favour openness to ongoing
personal growth and stability, while gently challenging those
which threaten to limit this possibility prematurely. In light
of the evidence about instability of adolescent sexual
identity, particularly non-heterosexual instability, pastoral
carers will not take the easy option of simply affirming the
student’s self-perceived sexual orientation or same-sex
activity which may be divulged. They will strive instead to
establish a safe and trusting relationship with the student
capable of sustaining a sensitive, mature and hope-filled
exploration of future possibilities for growth, remembering
that
the overall goal in caring for youth who are or think
they might be gay, lesbian or bisexual is the same as for
all youth: to promote normal adolescent development,
social and emotional well-being, and physical health.24
Recognising that LGBTI students often experience an
overwhelming sense of fear – of isolation, of discovery, and
of rejection or abuse – the carer will take pains to assure the
student of their safety in the pastoral relationship. They will
help the student think through their feelings carefully
(reminding them that “strong same-sex feelings and even
sexual experiences can occur at this age and do not define
sexual orientation” 25) and identify risky behaviours
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(including sexual behaviours, use of alcohol, tobacco or
other drugs), offering advice or referral for treatment. The
carer will also discuss issues around fear of disclosure to
parents, peers or significant others. A student’s ‘coming
out’ has the potential to cause immense discord in his or her
family. The wider school community could have an
important supportive role to play for student and family
alike.26
The LGBTI student’s sense of safety in the school
community must not be confined to one-on-one pastoral
relationships but should extend to the wider cultural and
physical environment. Few commentators seem to advocate
setting aside specific ‘safe places’ in the school for LGBTI
students to gather – perhaps for fear of further
stigmatisation – but at times it is necessary to make special
arrangements for individuals or small groups of students.
For example, an intersex student may be receiving
professional treatment that includes trialling a short (or even
a very long) period of life in the other gender. This may
necessitate identifying or creating suitable toilet and change
-room facilities for that student, and perhaps special
arrangements for other aspects of the curriculum such as
physical education. A whole-of-school approach will also
require that school staff, as well as that student’s peer
group, are properly prepared for these changes: school
leaders will remain in close contact with the student’s
parent(s), and will structure opportunities to communicate
information to the school community with sufficient time
for reflection, questions and conversation.
…Schools must not blindly affirm a student’s felt
same-sex orientation but should provide excellent
pastoral care designed to both support and challenge
the student to ongoing growth....
Careful communication and compassion are probably the
most important elements in developing appropriate pastoral
care for students who feel that they are same-sex oriented.
Many commentators emphasise the need to pay close
attention to the language we use to discuss sexual
orientation.27
Consider for example the senior school student who asks
whether he can invite a same-sex partner to the senior ball.
As described, this simple scenario contains two
assumptions: first, that it is the student who invites his
partner to the ball; and second, that the other party is indeed
the student’s ‘partner’ – a word which when used in
conjunction with ‘same-sex’ could imply active sexual
behaviour. Schools can avoid any confusion by insisting
that (1) it is the school, and not the individual student, that
issues invitations to the senior ball; and (2) those who are
invited are not ‘partners’ but ‘guests’, a word which avoids
any unfortunate implications. (This approach also allows
the school to establish an appropriate standard of dress and
behaviour before, during and after the event.)
Many students feel that they are or may be same-sex
oriented at some time during their school years. The data
suggest that for the vast majority this is a passing phase in
the normal development of their sexual identity, since
97.7% of people identify as heterosexual in adult life. But
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there is no way of knowing which individuals will
constitute the 2.3% of school students who will later
identify as same-sex oriented adults.
Schools must therefore provide safe environments for all
students regardless of their real or felt sexual orientation,
encouraging and not jeopardising their growth toward
wholeness. Schools must not blindly affirm a student’s felt
same-sex orientation but should provide excellent pastoral
care designed to both support and challenge the student to
ongoing growth. Only in this way is the student’s total
human dignity properly respected, and the school’s pastoral
responsibility properly fulfilled.
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Preventing the Sexual Transmission of HIV/AIDS
There was once a strong belief amongst global HIV/AIDS organisations that the key to the prevention of the sexual
transmission of HIV was condom (C) use. Other measures such as abstinence (A) and being loyal (B) to one partner were
seen as beneficial, but secondary. Thirty years later, the evidence is mounting that behavioural change (A and B) is much
more effective in halting the spread of HIV than condoms.
Since the HIV/AIDS pandemic was declared in the 1980s,
control of the spread of HIV infection1 has been variable. In
2012, there were 2.3 million new infections recorded. HIV
is spread through blood, semen, pre-seminal fluid, rectal
and vaginal fluids and breast milk. It is mainly transmitted
through sexual intercourse, exposure to infected blood or
blood products,2 and perinatally through pregnancy and
breastfeeding. The predominant mode of transmission is
sexual intercourse.3 Factors which influence the risk of
transmission include the frequency and type of sexual
activity,4 male circumcision, and some sexually transmitted
infections (STIs). These in turn are impacted by social,
4
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cultural and environmental factors.5 This paper will focus
on the sexual transmission of HIV. It will argue that the key
to addressing the HIV/AIDS pandemic is not solely nor
primarily condom use, but changing perceived sexual
behavioural norms.
There are essentially two competing views about sexual
intercourse. The first holds that the only proper ‘place’ for
sexual intercourse is within a lifelong committed
relationship. Within that relationship, sexual intercourse
expresses the total self-giving of each person to the other. It
should also be open to procreation. The second view sees
sex simply as a pleasurable activity, irrespective of the
WINTER 2014

relationship of the two individuals involved, as in the sex approach to the prevention of HIV transmission is harm
trade. These two different moral perspectives have led to minimization. This explains the emphasis on condom use in
different emphases in approaches to preventing HIV their strategies.
transmission through sexual intercourse.

The Sexual Act as an Expression of Total
Self-giving Love
This view of sexuality was and is the cultural norm in many
societies – including pre-colonial South Africa6 and
Uganda.7 It is the vision of sexuality expressed in many of
the religions of the world – including the Catholic Church.
The Catholic Church teaches that sexual intercourse is the
ultimate expression of union between a husband and a wife,
who “become in a way one heart and one soul, and together
attain their human fulfilment.”8 It is part of the spouses’ total
self-giving and faithful love of each other until death. This
perspective calls for abstinence until commitment is made to
another through marriage. It also calls for fidelity to one’s
spouse throughout the marriage.
This vision of sexuality honours and respects the dignity of
the human being, and affirms the meaning and purpose of
life as human flourishing. It calls for self-restraint and
responsible behaviour resulting in the good of self, other,
family and society.9 Respecting the dignity of each person is
not confined to Catholicism. Correctly understood, it is a
moral imperative. This is why it was and is the cultural norm
of so many societies.
Within this vision, there is no risk of spreading HIV if both
partners are not infected. However, there may be a risk of
spreading HIV when one partner is infected and the other
not. From this perspective which recognises sexual
intercourse as the expression of ultimate union, it is
understandable that promiscuity is viewed as the
‘banalisation of sexuality.’10

The Sexual Act as a Pleasurable Activity
When the sexual act is viewed solely as a pleasurable
activity without moral constraints, there is no necessary call
to abstinence and fidelity. Promiscuity may become the
norm. Without respect for the other, the sexual act may
become an act of power-over-another, and this in turn may
lead to physical, verbal or psychological abuse.11 Being
trapped in a cycle of such violence can lead to loss of dignity
and self-respect, and a sense of powerlessness. When such
behaviours are entrenched in the culture, and promiscuity
and abuse become the norm, it is hard to regain a sense of
dignity and selfhood. Poverty may also lead to the use of
one’s body as a commodity rather than the sacred vessel it is.
HIV infection would not have reached such pandemic
proportions if there was not already fertile ground to enable
it to happen in the form of widespread promiscuity and the
socio-economic determinants that support it. Fear of being
infected with HIV may not be enough to stop sexual
transmission. Indeed, the partial security of condom use (and
other measures that mitigate the transmission of HIV) may
instead encourage what Edward Green calls “risk
compensation” behaviour: that is, increasing promiscuity
with a false sense of security.12
Because their personnel tend to see sexual intercourse
merely as pleasurable activity, some Western aid
organisations and governments tend to think that the best
WINTER 2014

Medical Approach

The medical management of disease begins with the
diagnosis of an ailment based on a comprehensive history
and examination. In the case of this ‘ailment’ which is HIV
infection, the sexual transmission of HIV occurs
predominantly outside the fidelity of a monogamous
relationship. Those who become infected by HIV commonly
have multiple and concurrent sexual partners. The
prevalence of HIV infection is significantly higher in
promiscuous and polygamous cultures, in men-who-havesex-with-men (MSM), and in the sex trade. The likelihood of
transmission is heavily affected by social, cultural, and
environmental factors that often differ markedly between
and within regions and countries. The obvious medical
management is firstly, primary prevention according to the
physical determinants of HIV transmission; and secondly,
treatment with antiretroviral treatment (ART) for those who
have become infected.

Physical Determinants
As HIV is transmitted through contact with infected body
fluids in the sexual act, abstinence guarantees nontransmission. Only one contact with infected body fluids is
needed to be infected. Being faithful to one partner, who is
HIV negative and faithful as well, guarantees that there will
be no sexual transmission of HIV. Even when the number of
sexual partners is small, the risk of contact with infected
body fluids increases as the number of infected people
within the community rises. Concurrent multiple partners,
whose HIV status is positive or unknown,13 increase the
likelihood of transmission. There may be some genetic
predisposition to increased risk of HIV infection. When
someone is exposed to infected body fluids, the presence of
other STIs increases the chance of infection.14 Abstinence
guarantees non-transmission of STIs, as does monogamy in
non-infected individuals. Male circumcision is associated
with a decrease in HIV transmission of approximately
60%.15 Early and effective ART that results in undetectable
viral load, significantly decreases the risk of sexual
transmission but does not eliminate it.16

ABC
Based on the science of HIV transmission, the ABC
prevention strategy was proposed in the early management
of the HIV pandemic. Abstinence,17 Being faithful18 to one
partner and, if these are not possible, consistent and correct
Condom usage, have effectively decreased the spread of
HIV. While it is unclear whether one component is more
effective than the others, it is obvious that condom use alone
cannot be the answer to HIV prevention. Shelton et al
determined that in almost every country where there was a
decrease in HIV incidence, there was an associated
reduction in the number of sexual partners.19 For example, a
programme in Thailand which required sex workers to use
condoms certainly reduced HIV transmission. This
intervention also led to a two-fold decline of men engaging
in commercial and casual sex.20
In contrast to this, until recently the strategies of what is
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sometimes called the AIDS Establishment21 have
emphasised the promotion of condom use and other
prophylactic devices as primary prevention, alongside
voluntary counselling and testing (VCT) and the treatment
of STIs. These strategies are either unproven or
disproven.22 It is only in recent years that the need for a
combination approach has been acknowledged by the
AIDS Establishment.23 However, even though behavioural
change, especially partner reduction, has been shown to be
a most effective component,24 condom use, despite its
variable success rate,25 continues to be flagged as the most
significant method.26

… The long-term strategy for the prevention of HIV
transmission…. surely requires extensive (and probably
intensive) education about HIV/AIDS, sexuality, and
the reasoning behind attitudinal and behavioural
change. It also necessitates ongoing support. Such a
strategy is most effective when planned and executed at
grassroots level involving the local leaders and the
whole community....

The long-term strategy for the prevention of HIV
transmission would involve different emphases according
to the situations, urgencies, cultures and moral stances of
the target population. It surely requires extensive (and
probably intensive) education about HIV/AIDS, sexuality,
and the reasoning behind attitudinal and behavioural
change. It also necessitates ongoing support. Such a
strategy is most effective when planned and executed at
grassroots level involving the local leaders and the whole
community, and resourced by multinational nongovernmental and governmental organisations.
The question as to whether behavioural change is an
effective and feasible measure is addressed by Hanley and
de Irala in Affirming Love, Avoiding AIDS: What Africa
Can Teach the West. They argue for the urgency of
behavioural change - abstinence and fidelity - as very
effective and feasible means of prevention, whilst
highlighting the inadequacies and dangers of condom
promotion, VCT and treatment of STIs27 as promoted by
the AIDS Establishment. Citing numerous articles, they
argue that there has been a strong association between the
reduction in prevalence of HIV and behavioural change in
countries such as Kenya, Zimbabwe, Haiti, Rwanda and
Ethiopia.28 It is only when A and B cannot be acceded to
that condom use, male circumcision and other proven
strategies might be considered at least in the short term.
This may be, as Benedict XVI said, “a first step in a
movement towards a different way, a more human way, of
living sexuality."29 Even if this is granted, however, it must
be emphasized that if long-term prevention is the aim,
condom use is not the answer. Why?

Condoms
Condoms have been shown to be an ineffective long-term
solution in the prevention of the sexual transmission of
HIV. For one thing, the inability to ensure consistent and
6
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correct use of condoms makes them an unreliable method
of preventing HIV sexual transmission.30 Their
effectiveness is dependent on the material of the condoms
(latex is most effective), the quality of their manufacture,
consistent and appropriate use (avoiding breakage and
slippage), and accessibility. Even then, condoms do not
guarantee full protection. Their use may also imply a
questioning of the fidelity of the partner. Condoms are also
associated with HIV, which carries a stigma of disgrace and
abhorrence, and can lead to prejudice and discrimination.
This may discourage their use. Whilst their use may have
been effective in the sex trade as a ‘stop-gap’ measure, it is
obviously more effective to stop the sex trade through
behavioural change, thus not only preventing the
transmission of disease but also remedying the abuse,
indignity and exploitation of people, along with the
significant human trafficking31 that often accompanies the
sex trade. Risk compensation is also a reality. And whilst
the evidence is not strong, the question as to whether
concentrating on condoms hinders the success of other
more effective strategies32 also needs to be considered.

Socioeconomic Determinants
A holistic medical approach would also assess the
socioeconomic context of HIV transmission. The
challenges involved in changing the behaviour of a society
are enormous. In societies where sexuality and fertility is
inherent in people’s identity, self-esteem, and socioacceptability, change is difficult. Where polygamy, sex
regarded as pleasurable recreation, and pregnancy as
indicative of one’s fertility and hence marriageability, are
accepted cross-generational norms, it is difficult for many
to accept the teaching that promiscuity is wrong. Even if
infection with HIV and death is a possibility, some will still
choose promiscuous sex, perhaps out of a mistaken idea
that they will be loved for having done so. Further, whilst
HIV infection remains a social stigma, there is little
encouragement to be tested for it. Poverty, food insecurity,
years of drought, low levels of education, unemployment,
illness, abandonment and abuse issues, poor self-esteem
and distrust of foreign aid are significant issues that can
impede the acceptance of behavioural change.33 It is
through loving fidelity, respecting the dignity of
individuals, being inclusive and non-judgemental,
providing integrative, comprehensive services which
address social, physical, mental and spiritual health, and
“reuniting and strengthening families who have been
overwhelmed by sickness, death and loss,”34 that change
can eventually happen.

Conclusion
UNAIDS approximates35 that 35.3 million people are living
with HIV worldwide.36 The impact of this goes beyond the
infected individual, to the family and community. Children
are orphaned and possibly infected themselves;
grandmothers become the sole parents; life-expectancies are
shortened, resulting in a limited workforce, and
communities without food. If we are serious about
preventing the sexual transmission of HIV infection, we
must first address the foundational issue of human sexuality
and its expression in sexual intercourse. Our sexuality is
integral to who we are as human beings and how we relate
to each other. Ultimately, the choice lies in whether we
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relate to each other with respect and love, intending the
good of self and others, and ultimately reach our highest
good; or instead seek limited and short-term often insatiable
self-fulfilment, without moral constraints, that result in the
destruction of self and society. The HIV pandemic is an
example of the effect of promiscuity and the banalisation of
sexuality. The evidence is strong that pre-lifetimecommitment abstinence and mutual fidelity in a
monogamous relationship is the key to the prevention of
sexual transmission of HIV.
Changing entrenched behaviour and attitudes can be both a
short- and long-term endeavour depending on the individual
and society. Where it becomes a long-term endeavour,
shorter term responses to the HIV pandemic may become
necessary. These might involve such strategies such as
ABC, VCT, treatment of STIs, male circumcision, and early
and continued ARTs.37 If the ABC strategy is considered,
evidence now strongly indicates that the emphasis must be
not abC but ABc – that is, that the greatest priority must be
to promote the behavioural change of abstinence and
fidelity.
Whilst education is key, it is only possible and effective if
the conditions are right for its reception, integration and
application. Gender inequality, social stigma, alienation,
discrimination, partner abuse,38 poverty, unemployment,
racism, inadequate nutrition, poor access to health services,
and cultures and traditions that reinforce physical,
psychological and sexual abuse, powerlessness and poor
self-esteem, all mitigate against behavioural change.
…The evidence is strong that pre-lifetime-commitment
abstinence and mutual fidelity in a monogamous
relationship is the key to the prevention of sexual
transmission of HIV....
Ultimately it is people at grassroots who work with the
community, and who have gained an understanding of their
philosophies and values, who will effect the greatest
change. Through loving fidelity, they gain the trust of the
people. Resourced by multinationals, not demanding
unreasonable conditions, they are able to not only treat
those infected with HIV but also address the social
determinants that mitigate healing. In doing so, they provide
the fertile ground in which necessary behavioural change
can happen and so prevent the transmission of HIV.
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Problem Drinking in Australia
The widespread over-consumption of alcohol in Australia has shaped its high tolerance to drinking culture. Australia
has a complex socio-cultural relationship with alcohol and it is challenging to reduce high alcohol intake when it is so
ingrained in our society. The substantial harms associated with over-consumption not only affect the drinker, but also
impact upon the wider community. This article discusses the available evidence about the health and social harms for
individuals that may result from an over-consumption of alcohol and how these impact on society. More so, it discusses
how effective alcohol policy strategies such as decreasing the availability of alcohol, increasing its price as well as
promoting public awareness of the associated risks may help to reduce these harms.
Worldwide, alcohol consumption is the fifth largest cause
of preventable death and injury. The World Health
Worldwide, alcohol consumption is the fifth largest cause
of preventable death and injury. The World Health
Organisation (WHO) reports that approximately 3.3
million deaths are attributable to its use per year.1 A recent
report of alcohol usage by the Australian Bureau of
Statistics (ABS) states that alcohol consumption in
Australia, though having fallen slightly over the last few
years, now sits at an average of 9.9 litres per capita,2
making Australia one of the heaviest drinking nations in
the world.3
In 2010, approximately 88% of Australians aged over 14
had tried alcohol in their lifetime with more than half of the
population (60.4%) consuming it at a ‘low level’ of risk.4
However, there is still a significant proportion of
Australians (20.1%) who consume alcohol at a ‘high risk’
level. One in five Australians 14 years or over place
themselves at an increased health risk over their lifetime
due to their drinking.5 Those living in remote areas are
more likely to drink at ‘risky’ or ‘high risk’ levels than
those living in urban areas.6
The propensity for an individual to drink results from a
complex interactional process. Genetic predisposition,
personality traits (for example, impulsivity) and contextual
factors (such as family and peer drinking habits) all
contribute to this process.7
The likelihood of drinking to excess often begins at
adolescence when drinking is ‘normalised’ as part of the
social group culture. This is shaped by the influence of
peers as well as family members.8 For a proportion of
individuals in this age group, this process becomes
problematic as they develop through to young adulthood
and establish their drinking habits. They may progress to
episodic bouts of heavy or ‘binge drinking’9 leading to
intoxication.10 The literature highlights that these drinking
patterns often lead to health and social problems at the time
of drinking excessively as well as later on in life.

A. HARMS TO INDIVIDUALS
Health status and physiological effects
The literature paints a vivid picture that excessive exposure
to alcohol contributes to adverse health outcomes. Alcohol
has been causally linked to over 200 different medical
conditions including cardiovascular problems, liver
cirrhosis, some types of cancers, sleep disorders, and
alcohol dependence.11 The physiological effects of an
increase in alcohol consumption also impact upon mental
co-ordination, judgement and reaction time. Alongside
these effects, impairments in conflict resolution and
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problem solving are evident.12
In self-reported studies, moderate drinkers usually report
better health status as opposed to those who report being
abstinent13 - an effect which is arguably related to their
subjective appraisal of wellbeing. This subjective
perception of health status can also be identified in risky
drinkers, with a large proportion (78.3% for males, 64.8%
for females) not being aware of the risk of harm due
alcohol intoxication14 and only likely to reduce their intake
when faced with a chronic health diagnosis such as
diabetes and/or hypertension.15 A lack of appraisal may
also increase the likelihood of undertaking risky
behaviours such as engaging in driving whilst intoxicated
and being involved in physical altercations, leading to an
increased risk of injury, hospitalisation and crime.
Emergency department data is often used in the literature
to provide statistical evidence for alcohol’s involvement in
injury and death.16 Research has shown that the risk of
injury is greater in patients who consume alcohol as
opposed to those who do not.17 Co-morbidity with mental
illness and other forms of drug use increases the risk
further.18 Additionally, police data indicate that alcohol is a
leading contributing risk factor in crimes such as road and
traffic offences and assaults.19

Alcohol-related harm
A vast majority of research has focused on the negative
consequences of consuming alcohol to excess and how it
impacts upon individual health and the wider community.20
These have been characterised as alcohol-related harms - a
broad range of events occurring as a consequence of
drinking to excess.21 These are highlighted in conflicts that
arise when an individual fails to acknowledge and consider
the negative impact their drinking has on broader society,
leading to physical, emotional and associated monetary
costs.

B. IMPACTS ON TO SOCIETY
Societal costs
It has been estimated that up to 70% of individuals are
affected by someone else’s drinking behaviour.22 From
Indigenous Australians, to first time mothers, to children
and the elderly, most Australians experience some sort of
consequence as a result of someone’s excessive drinking.23
One of the main negative consequences examined in the
literature is the relationship between alcohol and violence.
Alcohol-related violence is one of the most significant
issues faced by Australia today. This is particularly due to
alcohol’s dis-inhibitive properties, resulting in a rise in
aggressive tendencies and a reduction in impulse control.24
CHISHOLM HEALTH ETHICS BULLETIN

9

Alcohol-related violence causes substantial negative
consequences to society including injury, death and
hospitalisations. Toxicology reports indicate that it is the
most reported substance found in homicides25 and increases
in per capita consumption are correlated positively with
homicide rates.26 Furthermore ‘king hit’ (single blow,
traumatic brain injury) fatalities have been shown to be
largely attributable (73%) to alcohol intoxication.27
Excessive alcohol use has also been known to cause
intimacy and relationships problems resulting in domestic
violence, child abuse and neglect. These relationship
problems impact upon the quality of care for children as
well as the ability of caregivers to protect children from
harm.28 Australian research has shown that alcohol
intoxication is a risk factor in almost 20,000 cases of child
abuse.29 As the Victorian Child Protective Services (CPS)
has identified, a large proportion of children whose
caregivers abuse alcohol, experience either single or
repeated incidents of maltreatment.30 This pattern of abuse
negatively impacts upon the developing child, causing
further negative consequences later in life to him/her and to
others.31

Economic costs
Further to interpersonal violence, it is estimated that in 2010
the financial cost in Australia associated with the harmful
effects of alcohol was approximately $36 billion.32 This
estimate is based on the expenditure of both tangible (e.g.
out-of-pocket expenses, loss of productivity at workplaces)
and intangible (e.g. lost quality of life) costs. Inversely, the
economic gains for reducing alcohol intake by 3.4 litres per
capita include a possible one third reduction in the cases of
disease and premature death, and an increase of $789
million towards the healthcare sector.33 Furthermore, other
resources (i.e. time, police/hospital staff presence) that could
otherwise be used for other needs would not be wasted.

C. STRATEGIES TO REDUCE HARM
Alcohol guidelines established by the National Health and
Medical Research Council (NHMRC) highlight the
importance of regulating alcohol intake in order to minimise
risk to individuals and communities.34 In the same way,
Catholic healthcare guidelines promote a sense of
moderation, which permits the legitimate use of alcohol but
which regards its abuse as “reprehensible.”35 Harm
minimisation and risk reduction approaches towards
excessive alcohol consumption are important to lessen its
negative impact upon society. Government legislation and
policy could provide the framework for this.

Restriction of access to alcohol
One of the policies recognised in the literature as being
effective is restricting access to alcohol. Clearly, easier
access to alcohol exacerbates the level of risk. In 2008,
legislation passed in Newcastle required 14 establishments
in the CBD to close at 3.30 am and not to admit any new
patrons (‘lockout’) after 1.30am. Analysis of this
intervention showed a 37% decrease in assaults.36 A further
analysis showed that this intervention had had a sustained
effect in the area.37 However, this was not the outcome when
the ‘lockout’ intervention was applied to other areas of
Australia such as Ballarat (VIC)38 and Brisbane (QLD),39
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indicating that lockouts alone cannot be the sole strategy for
reducing the rate of alcohol-related assaults.
In a broader perspective, Livingston40 argues that an
examination of alcohol outlet densities around suburbs
provides a clearer view of the social impact of the problem
and its subsequent harms. He argues that previous research
has indicated that stand-alone bottle shops are positively
associated with higher rates of assault, domestic violence,
chronic disease and heavy episodic drinking.41 Reducing
their numbers and proximity within neighbourhoods would
subsequently lessen the impact of alcohol-related harms
within the wider community. This notion ties in with the fact
that most Australians (73%) prefer drinking at home or at a
friend’s home42 and that parental supply of alcohol at home
aids in initiating sensible drinking habits in adolescence.43

Public awareness of supposed health benefits and
risks of alcohol consumption
While some studies have found some health benefit from
moderate alcohol consumption, these benefits are
questionable, as meta-analyses of findings are unclear about
the validity of these claims.44
These possible health benefits in turn are far outweighed by
the clear and insidious dangers of high-risk alcohol
consumption, with the evidence of harmful effects far
stronger than any proposed beneficial effects.45 Abstinence
from alcohol is the recommended guideline for young
people under the age of 15,46 pregnant women47 and those
with a mental illness.48

… There is a current problematic social ‘normality’
associated with excessive alcohol consumption in
Australian culture. In order for effective behavioural
change to occur, there must be a direct and clear
message to the government to change alcohol access
policy, by restricting its availability and increasing its
price....
Similarly to the public being aware of NHMRC alcohol
guidelines, education about the dangers associated with
drinking alcohol to excess is important. Some strategies may
include promoting school-based programs which educate
about the risks of excessive alcohol consumption as well as
those which help to develop decision-making skills. More
so, parental participation in explaining the associated
dangers of alcohol use to their children is vital, as they
influence the development of drinking habits within
families. These in turn will promote widespread attitudinal
change which may help in leading to behavioural change.49
Furthermore, Australia at present has no mandatory health
warning label requirements for alcohol products,50 making it
more difficult for individuals to make an informed decision
about alcohol consumption. This is despite public opinion
polls indicating high levels of support for warning labels on
alcoholic beverages.51

Increasing the price of alcohol
Increasing the price of alcohol may cause risky drinkers to
reduce their alcohol consumption52 and may thereby also
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have an impact on the rates of assaults and violence. A
recent longitudinal study in England and Wales found that a
decrease in alcohol affordability led to a reduction in per
capita alcohol consumption and a subsequent decrease in
violent attacks.53
More so, recommendations by the National Alliance for
Action on Alcohol (NAAA) have highlighted the
importance of pricing and taxing alcohol based upon the
respective percentage of alcohol found within the product
(in effect a volumetric tax).54 Compared to other
interventions such as drink- driving campaigns and
treatment for alcohol dependence,55 this has been
recognized as the most cost-effective measure to reduce
alcohol-related harm.
Whilst an excise on all alcoholic beverages does exist in
Australia, it is applied and calculated differently based on
whether the product is beer, wine or spirits. It is recognised
in the literature that changing the tax per volume of alcohol
content is a politically sensitive issue. There are clearly
vested interests which seek to influence these policies, with
the alcohol industry seeking to modify or delay any such
regulation.56

Conclusion
Whilst some may find the notion of an alcohol-free society
tempting due to the major economic and social benefits,
prohibiting the use of alcohol is not the answer, if only
because it is not a practical strategy at the present time in
Australia. The contentious issue then is to try to limit
intake of excessive amounts of alcohol while still achieving
a balance which permits sensible use of alcohol. Even this
goal, however, may only be achieved with widespread
societal change. There is a current problematic social
‘normality’ associated with excessive alcohol consumption
in Australian culture. In order for effective behavioural
change to occur, there must be a direct and clear message to
the government to change alcohol access policy, by
restricting its availability and increasing its price. More so,
the modest health benefits associated with alcohol
consumption should not be as strongly emphasised in the
marketing of alcohol, while associated risks should be
displayed to allow individuals to make a proper and
informed decision in regards to their alcohol consumption.
Changing attitudes and behaviours at the societal level will
undoubtedly be a long and arduous process. Even so, the
progress which has been made in changing societal attitudes
toward smoking and tobacco use remind us that change is
indeed possible.
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