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Foreword

I am pleased to present this timely publication on Global Status Report: Alcohol Policy. The
report is a first attempt by WHO to provide a comprehensive overview highlighting the
current state of alcohol policies world-wide.

This report is part of the continuous work coming out of the WHO Global Alcohol Database,
the world's largest single source of information on alcohol which was initiated in 1996.
Earlier reports from the database are the Global Status Report on Alcohol (1999) and the
Global Status Report on Alcohol and Young People (2001). The report presents in a
comprehensive way the current status of alcohol policies in much of the world and provides
an objective first baseline on which to monitor and build relevant alcohol polices globally.

The growing recognition that alcohol consumption is a significant contributor to the global
burden of disease means that alcohol requires greater attention by the public health
community than it is receiving at present. Appropriate policy responses are needed to address
the various health and social problems associated with use of and dependence on alcohol.
This global report on alcohol policy will serve as a resource for Member States that are
seeking ways to formulate and implement evidence-based and cost-effective measures to
reduce the burden associated with alcohol consumption that are culturally and legally
appropriate.

With growing awareness of alcohol consumption as one of the major risk factors to public
health, countries and communities should search for policies that protect and promote health,
prevent harm and address the many social problems associated with alcohol use. Ideally,
scientific evidence should inform both policymaking and public debate. One of the issues to
debate is the extent to which successful public health measures are transferable between
different cultures, and the different situations in developed and developing countries.

I am grateful to the many professionals and officials in countries and WHO offices who
contributed to this report. I am confident that the report will help countries to influence both
levels of alcohol consumption and drinking patterns, and consequently reduce alcohol-related
harm.

Dr Catherine Le Galés-Camus
Assistant Director-General
Noncommunicable Diseases and Mental Health
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Introduction

The World Health Organization (WHO) estimates that there are about 2 billion people
worldwide consuming alcoholic beverages and 76.3 million with diagnosed alcohol use
disorders. From a public health perspective, the global burden related to alcohol consumption,
both in terms of morbidity and mortality, is considerable in most parts of the world. Globally,
alcohol consumption causes 3.2% of deaths (1.8 million) and 4.0% of the Disability-Adjusted
Life Years lost (58.3 million). Overall, there are causal relationships between alcohol
consumption and more than 60 types of disease and injury. Alcohol consumption is the
leading risk factor for disease burden in low mortality developing countries, and the third
largest risk factor in developed countries (for more data please refer to WHO, 2002). In
Europe alone, alcohol consumption was responsible for over 55 000 deaths among young
people aged 15 to 29 years in 1999 (Rehm & Gmel, 2002). Besides the numerous chronic and
acute health effects, alcohol consumption is also associated with widespread social, mental
and emotional consequences. These are reflected, for example, as absenteeism or abuse in
workplaces and in relationships.

On a population level, alcohol-related harm is not confined to the relatively small number of
heavy drinkers or people diagnosed with alcohol use disorders. Even non-drinkers can
become victims of alcohol-related aggression, for example. Light and moderate drinkers, i.e.
the majority of the population in many countries, who occasionally drink at high risk levels,
while being individually responsible for fewer harms than heavy drinkers, are collectively
responsible, due to their greater numbers, for the largest share of alcohol’s burden on society.
To alleviate this burden of alcohol consumption, many countries have, across time, employed
a great diversity of strategies. Alcohol policy, i.e. measures by government to control supply
and demand, minimize alcohol-related harm and promote public health, is among the most
important strategies. At the same time there are other factors influencing consumption and
harm, such as level of production, political liberalization, marketing, and demographics,
which are mostly outside of government control. In short, alcohol control measures affect
alcohol consumption levels and drinking habits, which in turn have an effect on alcohol-
related social and health problems. Research evidence shows that it is possible to develop and
implement comprehensive and effective alcohol policies. In the past twenty years,
considerable progress has been made in the scientific understanding of the relationship
between alcohol policies, alcohol consumption and alcohol-related harm. Ideally, this
cumulative research evidence should provide a scientific basis for public debate and
governmental policymaking in search of policies that protect health, prevent disability and
address the social problems associated with alcohol consumption.

This report presents data collected from Member countries to strengthen the WHO Global
Alcohol Database in the field of alcohol policy with data which are as comparable as possible.
The report includes two parts:

® Global overview of each alcohol policy area
®  Country profiles on alcohol policy

This report is intended to inform WHO Member States of the status of existing alcohol
policies and to provide them with a baseline for monitoring the situation. It is hopefully also
useful as an advocacy tool for identifying existing gaps and raising awareness about the need
for alcohol policies.



Alcohol policy: background and definition

When perusing the alcohol Irure, one tends to find adk of overall consistency or
coherence in the usage of the term alcohbtpgsometimes called abtol control policy). It

Is worth noting that the term alcohol policyis,tself, quite complexand one would be hard-
pressed to find a universal definition or coommagreement that would encompass the many
facets and uses of the term. However, with gheeat of modern medicine and the rise of the
global Temperance Movement in the nineteenthurgnalcohol policy began to be viewed as
a potential instrument for improving public héalThe term ‘alcohol policy’ in itself had its
roots in the Nordic countrieand has progressively spreaduse and importance since the
1960s. Looking at the history of alcohol polidgywould be unwise to simply view alcohol
policies from the narrow perspedaiof prohibition — one should nfiirget that a great part of
policy formation during the past century has been incremental, deliberate, and accepting of
adults drinking in moderation (Babor et,&003). More recently, there has been a growing
interest in the scientifistudy of alcohol policy as a usefally in combating the ill-effects of
alcohol-related problems, anckasion-makers are now bettequipped to make informed
policy choices in light of the curreatientific evidence on alcohol policy.

The publication of a seminal monograph entitiddohol Control Policie in Public Health
PerspectivgBruun et al., 1975) highlighted the fabat alcohol problems could be prevented
and that national governmentsdainternational agencies andjanizations should take a firm
role in shaping effective andtional alcohol policie. Here, Bruun and his colleagues defined
alcohol control policies as all lsant strategies itiated by the state to influence alcoholic
beverage availability, excluding the following: attitude change, health education and informal
social control. In the monogragkicohol Policy and the Public Godqédwards et al., 1994),
Edwards and his colleagues took a more inclugiee of alcohol policy, seeing it as a public
health response dictated in part by natiormad &istorical influencesAs a result, alcohol
policy, in this case, included policy responseshsas alcohol taxation, deslative restrictions
on alcoholic beverage awNability, age restrictions on alcolw beverage purchasing, alcohol
education and media information campaign®asures affecting drinking within specific
contexts and measures taggkat specific alcohol-relatguioblems like drink driving.

Alcohol policy then could beoughly defined as being measugad in place to control the
supply and/or affect the dem for alcoholic beverages apopulation, including education
and treatment programs, alol control and harm-reducticstrategies (Babor, 2002). The
implementation of publipolicies seeking to address thekls between alcohol consumption,
health and social welfare woutus be considered as alcolpallicies, bearing in mind the
main purpose of alcohol policies in the first plateserve the interesiof public health and
social well-being through their impact on headthd social determinants, such as drinking
patterns, the drinking environmemnd the health services available to treat problem drinkers
(Babor et al., 2003). This definition is thus baurt of a recognition ofhe fact that alcohol-
related problems are the result of a complaerrplay between indidual use of alcoholic
beverages and the surroundindtuw@al, economic, physical eneinment, political and social
contexts.

Godfrey & Maynard (1995) have classified theéde range of policy options available to
reduce the public health burden of alcohomhsumption into three main groups: population-
based policies, problem-direct policies and direct interventions. The first group, or
population-based policse are policies aimed attering levels of alohol consumption among
the population. They include policies on taxatiodyextising, availabilitycontrols including



prohibition, rationing and state monopolies, pation of beverages with low or no alcohol
content, regulation of densitgf outlets, hours and days oflesadrinking locations, and
minimum drinking age, health promotion gaangns and school-based education. Such
strategies are usually seen as relativelynbl instruments, because, rather than being
directed at only those people withinking problems, they affeall drinkers. However, it is
worth noting that, except for school-basedadion and health promotion campaigns, these
are generally the policies where effectivemas been most clearly demonstrated.

The second group of policies are those aimedpeatific alcohol-relatk problems such as
drink driving (e.g. promoting widespread randbmeath testing) or ebhol-related offences.
These policies are more focused and, hencdessdikely to affect the non-problem drinker.
However, there is a risk that focusing oniaglng reductions in one problem only might, in
turn, cause others to go unnoticed andylmeaeven worsen in magnitude (Godfrey &
Maynard, 1995).

The third group of policies involves intervems directed at indidual drinkers. These
include brief interventions, treatment and rehabilitation programs. Except for brief
interventions, many such ‘treatments’ are administered only to those individuals with the
most severe problems. Successful interventions have potentially a major impact in improving
the individual’'s quality of life,but would have to encomgs a sizable population of this
particular group in order to kia a noticeable impact on theaomo level of problems (Godfrey

& Maynard, 1995).

Whereas, in the past, efforts focused mor@apulation-based ficies aimed at reducing the
overall per capita consumptioof alcoholic beverages, ¢he has now been a general
international trend away from attempts to merely reduce alcoholic beverage consumption in
the general population and towards efforts ddrass harmful drinkingn certain groups or
particular settings (Sewel, 2002n many countries, and increasingly on a global basis,
economic and commercial interests and their political ability to influence policy also play an
important role. According to Babor, in hisview of internationk collaborative alcohol
research (2002), there seems to be a fundahecompatibility between the economic and
political values of free tradeinfettered marketin@gnd open access to alwlic beverages, on

the one hand, and the public health valuedevhand reduction, harmeduction and primary
prevention on the other hand. In fact, it shoulddmognized that alcohol policy as a concept
may not even exist in the official terminologn many countries. Often, alcohol is largely
defined within agricultural anahdustrial policy and, nt@ rarely as health and social policy
(adapted from Holder et al., 1998).

With the wealth of scientific evidence currently available, decision-makers are now better
placed to make informed public policy choic&ke following basic conclusions can be drawn
from a review of the research (Klingemann,|dév & Gutzwiller, 1993, Holder & Edwards,
1995, Babor, 2002, Ludbrook et al., 2002):

® alcohol problems are highly correlated wilr capita consumption and reductions in
per capita consumption producecdeases in alcohol problems;

* the greatest amount of evidence with regargublic policy has been accumulated on
the price-sensitivity of alcolioc beverage salesuggesting that alcoholic beverage
demand is responsive to price movementshabas price increases, demand declines
and vice versa;













































































































































































































































































































































































































































































































































































































































