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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;



® heavy drinkers have been shown to be@#d by policy meases, including price,
availability and atohol regulation;

® alcohol policies that affect drinkingatterns by limiting access and discouraging
drinking under the legal purchasing age areljiko reduce the hariinked to specific
drinking patterns;

® individual approaches to prevention (egchool-based prevention programs) are
shown to have a much smaller effemt drinking patterns and problems than do
population-based approaches that affectditieking environmentaind the availability
of alcoholic beverages;

® legislative interventions toeduce permitted blood alcohol lésdor drivers, to raise
the legal drinking age and to control outtlnsity have been effective in lowering
alcohol-related problems.

It has also been found that alcohol policy iseha dictated by scidific evidence, despite
major advances in the understanding oinkirig patterns, alcohaklated problems, and
policy interventions. Though a gap exists betwé®n research and subsequent translation
into policy action, it is worth noting that reselarcan provide policy-nkars with concrete
evidence as to which policies are most likelyathieve their desiregioals. Whether alcohol
policies result from science alone or some combination of other factors, it is important that
their outcome be subjected to scientific scrutiny. It is only by doing so that one can determine
where policies are successful in attaining airgel outcome and deseng of replication,

where modifications may be needed to improve the success of a policy, or where policies
should be discarded (Natidrastitute on Alcohol Abusand Alcoholism (NIAAA), 1993).

The existence of a wide range of alcohol pofigeclear. And it is evident from research that
measures are availalileat can significantly reduce alcol-related problems and the resulting
harm. These policies are enforced and combinerelntly in differentcountries to meet the
needs of that particular country. However, éhex clearly no single policy measure that is
able to combat and reduce all alcohol probleRether, it is more effective to incorporate a
range of measures in a compnesige alcohol strategy. It is the policy ‘mix’ or finding the
right balance that is the key in reducitige overall public healthburden of alcohol
consumption. The goal of a comprehensifgeative and sustainablk@cohol policy can only
be attained by ensuring the active and comnhitteyolvement of all revant stakeholders.
Alcohol strategies need a high degree poblic awareness andugoort in order to be
implemented successfully. Without sufficigmipular support, enforceant and maintenance
of any restriction is jeopaizkd, and resistance and circuention are likely to develop.
Many types of restrictions iy however, bring improvements ipublic health if there is a
tradition of public support (Edwards et al., 1994).

A policy mix which makes use of taxatiomdacontrol of physical access, supports drink
driving countermeasures, and, whiavests broadly in treatmeat alcohol use disorders and
particularly in primary care, advertisingstactions and public aareness campaigns, is,
based on all the research evidence, likely taesehsuccess in reducirige level of alcohol
consumption problems (Edwards et al., 1994). Thusrder to be effective, a comprehensive
alcohol policy must not only incporate measures to educate gublic about the dangers of
hazardous and harmful use of alcohol, orrieations that focus primarily on treating or
punishing those who may be putting at risk tteein or others’ healtland safety, but also



must put in place regulatory and other envirental supports that promote the health of the
population as a whole.



WHO Global Alcohol Database

In 1996 WHO started developing the world'sgkst single source that documents global
patterns of alcoholic verage use, health consequenaesd national policy responses, by
country. This monitoring system and dzae enable WHO to disseminate data and
information on trends in alcohol consumptitmade, production and@hol-related mortality,
including details of policy rggnses in countries. The systattows WHO to provide a state-
of-the-art assessment of thenls in and health consequencéslcohol use worldwide, and
to respond to requests from Member Statesrdagg comparative data and the status of
alcohol consumption and allcol problems within their bders, regionally and globally.

The database brings together a large amouinf@imation on the alcoh@nd health situation

in individual countries and, whever possible, includes trenatsalcoholic beverage use and
related mortality since 1961. WHO has alsdlemted information on alcoholic beverage
production, trade, consumptiomdihealth effects, as well @& national alcohol measures,
policies and programmes. In addition to large international databases maintained by other
international governmentabrganizations, more than 1300 published sources have been
identified and consulted.

Based on the global alcohol databathis report is the thirth a series of information
products. The earlier publications include Glebal Status Report on Alcohol (WHO, 1999)
and Global Status Report: Alcohanhd Young People (Jernigan, 2001).

Part of the database can be accessed aWH®@ website (www.who.itlalcohol), where data
for example on per capita consumption, dmgkpatterns and locakverages is shown.

Despite efforts made by WHO tibtain and validate data andarmation, many gaps in and
uncertainties about the actuat@thol policy situation in WHOMember States remain. WHO
therefore encourages comments and additional information from readers of this report, in
order to improve the reliability of its global epidemiological surveillance and thereby increase
the usefulness of this information in suppagtiefforts to reduce alcohol related problems
worldwide. Any information, comments or ggestions may be sent to: World Health
Organization, Management of Substanceuge, 20 Avenue Appia, CH-1211 Geneva 27,
Switzerland.



Data sources and methods

In 1967, the expert committee on mental lteeecommended that WHO should promote
interdisciplinary investigabtins and international exchangef information on alcohol
consumption, problems, treatnteand control (WHO Expert Committee on Mental Health,
1967). Consequently, a number of exercises teaoinformation in this field were made
over the years. In 1974, WHO published a repor “Problems and Bgrammes Related to
Alcohol and Drug Dependence in 33 Countri@doser, 1974). In 1980, a larger study was
published jointly by WHO and Addiction Rearch Foundation involving 80 countries:
“Prevention of Alcohol-Rlated Problems: An Internatidrideview of Preventive Measures,
Policies and Programes” (Moser, 1980). The next majeffort was the publication of the
Global Status Report on Alcohol in 1999 (WHT®99). On a regional level, the European
Region of WHO has published seakstudies about existingaahol policies in connection,
for example with ministeriatonferences on alcohol (Moser, 1992, Harkin et al., 1995, Rehn,
Room & Edwards, 2001). Other actors have gsmluced overviews or funded research of
differing magnitude, e.g. the European Comsion in 1998 (Oberlé, Craplet & Therre, 1998)
and in 2002 (Osterberg & Karlsson, 2002). Alsome alcoholic bevage companies and
market research firms have untéen studies relating tocahol consumption and policies
(e.g. Brewers of Canada: Imtational Survey - Alcoholi@everage Taxation and Control
Policies, and Productschapor Gedistilleerde DrankeiVorld Drink Trends).

The data on alcohol policies for the Globalcéthol Database and rfahis report were
collected from WHO Member 8tes by means of a questionnaire. The World Health
Organization designed a four-page questionnaireafure data related the main areas of
alcohol policy. Within the confines of keepitthe questionnaire short, the questionnaire came
to include guestions mainly gorice and taxation, restrictioren availability, drink driving

and advertising (see copy of gtiennaire in Annex 1). The choa of policies to be included
was based partly on di@r data collection experiences, and partly on research evidence on
effectiveness of different polgs. In developing the quisnnaire, comments on the draft
were solicited from WHO Region@ffices and a group of focal points. Besides English, the
questionnaire was translated ifieench, Russian and Spanish.

The data collected were intended to refleet $iatus of alcohol policies as of 1 May 2002.
Between July and September 2002, the WHO RegiOffales in four of the six regions - the
African Region (AFR), the Region of the Americas (AMR), the European Region (EUR) and
the Western Pacific Region (WPRsent out the questionnaiegther to the official WHO
Representatives in the countries or to otlertact people working in éhfield of alcohol. In
the European Region the offiti counterparts network dhe EAAP (European Alcohol
Action Plan) was consulted. In total, thegimal Offices sent the questionnaire to 161
countries. In the remaining 32 countries ie thastern MediterranedBMR) and South-East
Asian (SEAR) Regions, an effontas made to directly locat®untry experts and send them
the questionnaire. In total, éhquestionnaire was sent out1@5 countries (in many of the
EMR countries no focal pointouald be located) and a rephas received from 118 countries
(a response rate of 67%). Most of the focahpoare individuals working in their respective
Ministries of Health. A list of the fmal points is attached as Annex 2.

The regional distribution of the responsexaived appear in Table 1, which shows the
coverage of the survey per WHO Region anc gercentage of the population reached. The
overall global coverage wagood, including countries with roughly 86 percent of the world’s
population.



Table 1:  Geographic coverage the survey data

WHO Region Replies/total number of countries % population covered
AFR 27146 70
AMR 25/35 99
EMR 3/21 29
EUR 43 /52 94
SEAR 5/11 86
WPR 15/27 98
Total 117* /192 86

* the 118th country in the report is French Polynesia, a French overseas territory, which is not a Member State of
WHO, but whose data are presented under the Western Pacific Region.

Note: The data for India and Nigeria refer to certain regions only, United Kingdom refers to England and Wales,
for Uruguay and Venezuela the data represent their respective capital cities, United States of America is
represented by the state of California and Canada by the province of Ontario.

During data entry into Globalcohol Database, basic validan of the data took place and

also elimination of apparerdrrors and conflicting infornteon. An attempt was made to
check for the accuracy of the data by retugntine individual country profiles to those focal
points or WHO Representatives who could be reached by electronic means. The Regional
Offices were also consulted about the daaréing their respective Member States. This
report includes country dataaeived by the beginning of April 2003. Not all the information
collected in the questionnaires is presented is réport, e.g. some of the types of media in

the advertising section and the geographicstrithution of Random Brela Testing were not
included. The full set of datand data for countries receivéater are available upon request
from the Database andliAbe displayed on the web at www.who.int/alcohol.

Obviously there are some shortcomings related to the report, to the sources of data and the
methodology. Among the limitations of the repore tlollowing five main issues have been
identified:

®* Coverage of data

® Cross-sectionality of data

® Federalism andegional data

* Reliability of data

® Limited ability to measure policy enforcement

The coverage of the data which the report is based on were somewhat limited, both
geographically and policy-wise. Wall countries were reached by the survey, and the length
of the questionnaire did not allow for all possilreas of alcohol policy to be included. Many
important policy areas that dwarrant attention could nobe included: prevention or
education efforts and campaigns in schoots mass media, community projects, brief
interventions, treatment or H#wa promotion in general, search and funding, accurate
product information, i.e. alcohol content/concation printed on bevages, responsible
server training, codes of practice of self-fagjon on marketing, packaging etc., server or
product liability, vending machines, unligad outlets, penaltieor sanctions for
irresponsible serving of alcolo beverages (e.g. to under-age intoxicated people), and
regulating alcopops or designer drinks.eThack of space and the generality of the



questionnaire also excluded the possibility esfamining details which are important for
effective policyimplementation.

The data are cross-sectional,yoldoking at currently existing alcohol policies. As it does not
include any longitudinal data, at least at thagst it is not possible to draw any conclusions
about the direction of possible clyas in alcohol policies over time.

Another limitation is the difficulty to analyse federal states or regional data in the realm of
this report. Countries with lge differences between regions states should ideally be
treated separately. Unfortunately, this was not possible, due to lack of availability and
coverage of regional data and focal points, and the complexity of analysing multiple data sets
per country.

Some general caution should be exercised imgreééng all data, as ¢hreliability could be
brought into question. In most cases, the ddyaheavily and exclusively on the focal points.
It should be recognized that besides basic viaidabf inconsistencies ¢éhdata have not been
checked against the actual alcolegjislation in the countries.

Having laws and regulations isnly one part of alcohol fioies; enforcing those laws
effectively is a prerequisite for a comprehgasalcohol policy. The question of enforcement

is thus crucial (also for the whole legal system), while unfortunately the data are often scarce
and the methods of monitoring enforcemenémfunderdeveloped. In this survey, two of the
alcohol policy areas, sales restions and advertising, inaled a question on the level of
enforcement. However, both enforcement questions were subjective estimates of the focal
points measured on a simple rating scale.



Regional overviews of data availability

In analysing the data, besides individuauwtries, the officialWHO Regions already
mentioned above are used. Focamplete list of countries thare included in this report,
please refer to Table 2. The definite article \odlowing the country names is generally not

used in the report.

Table 2:  List of countriegicluded in the report
WHO WHO WHO
Region Country Region Country Region Country
AFR Algeria Honduras Luxembourg
Benin Jamaica Malta
Cape Verde Mexico Netherlands (the)
Central African Rep. (the) Nicaragua Norway
Comoros (the) Panama Poland
Congo (the) Paraguay Portugal
Equatorial Guinea Peru Republic of Moldova (the)
Eritrea Suriname Romania
Ethiopia Trinidad and Tobago Russian Federation (the)
Gabon the United States Slovakia
Gambia (the) Uruguay Slovenia
Ghana Venezuela Spain
Guinea Sweden
Guinea-Bissau EMR Egypt Switzerland
Kenya Isl. Rep. of Iran TFYR Macedonia
Malawi Jordan Turkey
Mauritius Turkmenistan
Mozambique EUR Armenia Ukraine
Namibia Austria the United Kingdom
Niger (the) Azerbaijan
Nigeria Belarus SEAR India
Seychelles Bosnia and Herzegovina Indonesia
South Africa Bulgaria Nepal
Togo Croatia Sri Lanka
Uganda Czech Republic (the) Thailand
UR Tanzania (the) Denmark
Zambia Estonia WPR Australia
Finland Cambodia
AMR Argentina France China
Belize Georgia French Polynesia
Bolivia Germany Japan
Brazil Greece Lao PDR (the)
Canada Hungary Malaysia
Chile Iceland Micronesia (Fed. St.)
Colombia Ireland Mongolia
Costa Rica Israel New Zealand
Dominican Republic (the) Italy Palau
Ecuador Kazakhstan Philippines (the)
El Salvador Kyrgyzstan Republic of Korea (the)
Guatemala Latvia Singapore
Guyana Lithuania Viet Nam




1. Africa (AFR)

The African Region of WHO consists of 46untries on the African continent and nearby
islands, from which 27 replies were received. The data for Nigeria are valid only for the
southern part of the country, as the nomhgart has a predomindgyMuslim population and

has a total prohibition on alcoholizeverages. For the tables in this report, the names of
Central African Republic and United Republic of Tanzania will be abbreviated to Central
African Rep. and UR Tanzania respectivelyatidition, Republic of # Congo (also referred

to as Congo-Brazzaville) will be abbreviated to Congo.

2. The Americas (AMR)

The Region of the Americas consists of 3miries on the American continent and island
states in the Caribbean, from which 25 replies were received. For Venezuela and Uruguay the
data received are valid for the region arouhdir respective capitatities, Caracas and
Montevideo. No information could be obtainedviify whether the alcohol policy situation
differs for the other parts dhese two countries. In federabuntries, such as Canada and
United States of America, modécisions on alcohol policy ateken at subnainal level, and

they might have as many alcolmlicies as there are stategjioms or provinces. In the case

of data for the United States of Ameridhe APIS — Alcohol Policy Information System,
tracks alcohol policies at statand federal leveand provides summariesnd text of all
alcohol-related  bills rd regulations enacted or adopted since 2002
(http://alcoholpolicy.niaaa.nih.gov/l Canada, the Alcohol PolidNetwork (Ontario Public
Health Association) also keeps an index aofrrent alcohol-relatedbills and legislation
(http://www.apolnet.org/). For this exercigbge most populous region in both countries was
chosen as representing them nationally. In the United States of America, it is the state of
California with almost 35 milliorpeople (about 13% of total popition), and in Canada the
province of Ontario with about 12 million peoglene third of the Gaadian population). For

the purposes of this report, the namesUniited States of America and the Bolivarian
Republic of Venezuela will be abbreviated to United States and Venezuela respectively.

3. The Eastern Medite rranean Region (EMR)

The Eastern Mediterranean Regisrmade up of 21 countries ¢time Arab peninsula, eastern
Mediterranean and North Africa. The majortythese countries have predominantly Muslim
populations and have tal prohibitions on alsholic beverages. Irtountries with total
prohibition most of the survey questions aret applicable. The auntries reached were
Egypt, the Islamic Republic of Iran and Jordan. In the sections on policy measures, the three
countries will not be dealt wites representing the Easterndvierranean Region, due to the
small number of countries. For the tables of thjgort, the name IslamRepublic of Iran will

be abbreviated ttsl. Rep. of Iran.

4. Europe (EUR)

The European Region covers 52 countries fid@stern Europe to the Russian Federation
and the Central AsiaRepublics, and repliesere received from 43 countries. The data for

the United Kingdom of Great Britain and Nonthdreland refer to England and Wales. For

the purposes of this report, the names themiéo Yugoslav Republic of Macedonia and the

United Kingdom of Great Britain and Northern Ireland will be abbreviated to TFYR
Macedonia and United Kingdom respectively.



5. South-East Asia (SEAR)

The WHO South-East Asia Region refersthe Indian subcontinent and the neighbouring
countries. Out of the eleverountries in SEAR, replies wereceived from five. India is a
federal state with large differences between the different states. The data in this study are
from the southern parts of India and is not espntative of the entire country. Because of the
small number of countries in SEAR the dataehdeen combined witthe Western Pacific
countries for the regional analysis of the data.

6. Western Pacific (WPR)

The Western Pacific Regiondludes 27 countries from Auslkiea and New Zealand in the
south to China, Japan and Republic of éorn the north, from which 15 replies were
received. French Polynesia ig~eench overseas territory (téoire d'outré-mer) and, as such,

part of France. It is not a WHO Member Stdiat in this case the data are presented under
the Western Pacific Region, whetds geographically located. Fdine tables of this report,

the names of the following two countrieckao People’s Democtia Republic and the
Federated States of Micronesia will be abbreviated to Lao PDR and Micronesia (Fed. St.)
respectively.



Areas of alcohol policy

The following part of the report presents théadeollected from the qg@onnaires separately

for each alcohol policy area. The areas cesteare definition ofalcoholic beverage,
restrictions on availability, dnk driving, price and taxationgaertising and sponsorship, and
alcohol-free environments. Excefoir the first area, definitiomf alcoholic beverage, which
was included as a background icatior, the different policy areaverviews also include short
descriptions of their effectiveness as expressed in the research literature. For easy reference
the full set of data per country presented within each corresponding section. In many cases,
the results are summarized by WHO Regioithvhe exception of SEAR and WPR which
have been combined into one, due to the fmumber of countries aiable for analysis.
EMR, having data for only three countries,nist presented as a seg@ region. The data
presented reflect the statusabéohol policies as of 1 May 2002.

1.  Definition of an alcoholic beverage

An integral part of the legislation on alcohokl® definition of an algholic beverage, as that
definition sets the limit for when the laws apply and to what beverages they apply. The
definition is usually not considered as aeaaof alcohol policy, but it can potentially have
important repercussions. The consequence of a limit that is set very high is that some
beverages with lower alcohobitent are not subject to arggulation. For example, the limit

of alcohol by volume could be set at such weleghat beer is not considered an alcoholic
beverage, leaving it outside ofyasales or advertising restrictions. Beverages just below the
legal limit are also not subject to an alcohol-spedax, which, justifiably, can be used for
promoting beverages witbwer alcohol content.

Despite the legal limit, it is still possible to circumvent legislation in different ways. The
example of Sweden can illustrate one of the ways the legal limit can be exploited in
advertising. Most alcohol aduesing in Sweden is banned, htts allowed to advertise for

beer with low levels of atthol (up to 2.2% alcohol by volume), i.e. under the legal limit. The
brand name and the appearance of the different strengths of beer are identical, ensuring that
the consumer makes the right asation, and thus the advertigiban is partly circumvented.

The questionnaire asked for the definition ofatcoholic beverage, i.e. how much alcohol by
volume must a beverage contairb® considered as “alcoholidh this section the number of
missing answers was quite high (20), includs@me where, apparty, the question was
misunderstood. Only seven countries stated tleat do not have a definition of an alcoholic
beverage: Comoros, Jamaica, Lao Peopletmd@eatic Republic, Phiipines, Peru, Slovakia
and United Republic of TanzaniA further ten countries, Alge, Honduras, Jordan, TFYR
Macedonia, Niger, Nigeria, Rmania, Uganda, Venezuela addmbia, have, instead of an
alcohol by volume limit, a differg definition of an alcoholidbeverage. In Zambia, for
example, the definition states that any drinkttban intoxicate is considered an alcoholic
beverage.

The definitions ranged from 0.1 to 12.0%addlol by volume, with the mean being 1.95%
(median 1.2%, SD=1.93). For this report the limit #ohigh definition of alcohol was set at
4.5% alcohol by volume and above, becausewioisid leave a considerbpart of average
barley beer outside the definition, as wellsasne home brewed beverages such as sorghum
beer (on average 3.5% alcohol\mfume) and unbottled palm wine (3%).



Table 3 shows that, from the responding coesiria clear majority (85%) have a legal
definition that is below 4.5%. Countries wikhgher limits are Hurgyy (5%), Eritrea (5%),
Belarus (6%), Suriname (6%), DominicanpRblic (9%), and Nicaragua (12%). Ukraine
presents an interesting case: dedinition of alcohol is set &% alcohol by volume, but beer
is legally not considered an alcoholic beage. Regionally, no majalifferences are found,
the means vary from 1.7% in SEAR/WPR, 1.6%4&£UR to 2.4% in AFR and 2.5% in AMR.
Table 4 presents the ddta each country separately.

Table 3:  Legal definition of an alcoholic beverage
Alcohol by volume % of responding countries (n =88)
Low 0.1-2% 62.5
Middle 2.1-4.49% 22.7
High 4.5% > 6.8
No alc. /vol. definiton e 8.0
Table 4:  Definition of alcone beverage, by country
Definition Definition
(in % alcohol by (in % alcohol by
WHO Region  Country volume) WHO Region Country volume)
AFR Algeria N.A Guyana .
Benin 4 Honduras N.A
Cape Verde 0.5 Jamaica NO
Central African Rep. . Mexico 2
Comoros NO Nicaragua 12
Congo 4 Panama 3.8
Equatorial Guinea . Paraguay 1
Eritrea 5 Peru NO
Ethiopia . Suriname 6
Gabon 4.2 Trinidad and Tobago .
Gambia 25 United States 0.5
Ghana 1 Uruguay 0.5
Guinea . Venezuela N.A
Guinea-Bissau 0.5
Kenya EMR Egypt 1
Malawi . Isl. Rep. of Iran 1
Mauritius 25 Jordan N.A
Mozambique .
Namibia 3 EUR Armenia 1
Niger N.A Austria 0.5
Nigeria N.A Azerbaijan 1
Seychelles 1 Belarus 6
South Africa 1 Bosnia and Herzegovina 2
Togo . Bulgaria .
Uganda N.A Croatia 2
UR Tanzania NO Czech Republic 0.75
Zambia N.A Denmark 2.2
Estonia 0.5
AMR Argentina 0.5 Finland 2.8
Belize 35 France 12
Bolivia 2 Georgia 25
Brazil 0.5 Germany 12
Canada 0.5 Greece .
Chile 1 Hungary 5
Colombia 0.5 Iceland 2.25
Costa Rica 0.5 Ireland 0.5
Dominican Republic 9 Israel 2
Ecuador 2 Italy 0.1
El Salvador 2 Kazakhstan
Guatemala 0.5 Kyrgyzstan .
Latvia 1.2



Definition Definition

(in % alcohol by (in % alcohol by
WHO Region  Country volume) WHO Region Country volume)
Lithuania 1 SEAR India
Luxembourg 1.01 Indonesia 1
Malta 2 Nepal 4
Netherlands 0.5 Sri Lanka
Norway 2.51 Thailand
Poland 0.5
Portugal 0.5 WPR Australia 1.15
Republic of Moldova 3.8 Cambodia 2.6
Romania N.A China 2
Russian Federation 15 French Polynesia 2
Slovakia NO Lao PDR NO
Slovenia 12 Malaysia .
Spain 12 Micronesia (Fed. St.) 25
Sweden 2.25 Mongolia 25
Switzerland 0.5 New Zealand 1.15
TFYR Macedonia N.A Palau 0.5
Turkey 0.5 Philippines NO
Turkmenistan . Republic of Korea 1
Ukraine 3 Singapore 0.5
United Kingdom 0.5 Viet Nam

Note: For this and subsequent tables and country profiles in this report, dots (.) indicate missing data, and N.A
means not applicable, in this case the definition is not in per cent alcohol by volume. NO means that there is no
legal definition.

2. Restrictions on the availa bility of alcoholic beverages

Restricting availability means putting obstacles and regulations on how easy it is to obtain
alcoholic beverages, or whewhere and to whom it is sold and served. Restricting the
availability of alcoholicbeverages thus includes a variet measures from sales monopolies

to sales restrictions and age limits, all measures that are generally considered to be quite
effective. The availability can be restrictéy either physical or economic means. This
section covers the physical @adility, while the economic aviability is examined under the
section on price and taxation. Geally, in most countries, thelie some form of legislation

that deals with the production asdle of alcoholic beverages, they are usually regarded as

a special commodity. The rationale behind these regulations varies from quality control of
products and public healtbonsiderations to elimination dhe private—profit interest and
religious considerationsll of which can provide support fstringent restrictions (Osterberg

& Simpura, 1999)

The data were collected by asking a numbeqguedstions about the level of state control on
the sale and production of alwlic beverages, and restrams on off-premise retail sale,
including level of enforcement and the leggke limits for buying alcoholic beverages, both
on-premise and off-premise. Off-pnése retail sale refers to tkelling of alcohbic beverages
for consumption elsewhere and not on the sitesale. Off-premise sale takes place, for
example, in state monopottores, wine shops, supermarketsg petrol stations or kiosks,
depending on the regulations of the country-pgBemise retail sale rafe to the selling of
alcoholic beverages for consungotiat the site of the sale,rgeally in pubs, bars, cafes or
restaurants.



2.1 State monopolies a nd licensing systems

One of the choices available to government=lation to alcoholic bevages is to decide on

the level of control over theale and production dadlcoholic beverage Governments can
elect full control (state monopolypartial control (licensingystem) or no control (which
could entail that anybody is allowed to sell serve alcoholic bevages). A retail state
monopoly usually means that a body run by tlaesis the main or only body allowed to sell
alcoholic beverages off preses. A retail monopoly reducdmth physical and economic
availability by reducing privatprofit opportunity ad marketing and promotion efforts, and
by lowering incentives and motivation for private entrepreneurship, which in turn eliminate
price competition and enable higétail prices (Holder et al1998). Often a system of state
monopoly stores also meaasmaller number of outlegsd limited hours of sale.

A licensing system entails that anyone whatsao sell or produce @holic beverages has

to apply for a licence granted by the municipality, local government or the state, usually
paying a fee. The report is thus referring to a specific system of licences to sell alcoholic
beverages, and not to gendraénces to conduct a business; iiasstance. The alcohol sales
licence can be conditioned, for example, on the seller having no criminal record, on the
suitability of the premises fasale or on an absence of nuisance for the neighbourhood. The
licence can be suspended or removed in easeof the conditions or the alcohol sales
regulations are breached.

Traditionally, the state monopoly approach hagrbcharacteristic ahe Nordic countries,
(except Denmark), Canada, paofsthe United States, and some of the central and eastern
European countries and therrfter Soviet Union. Recent |ical developments, however,

have led to changes that have deregulated the market and opened up availability in some of
these countries (Rehn, Room &kakds, 2001). Existing evidence is fairly strong that off-
premise state monopolies limit both alcohol eonption and relategbroblems, and that
abolishing monopolies can increase alcatmisumption (Babor et al., 2003).

The questionnaire asked abou tbvel of state control bottn the productionrad retail sale

of alcoholic beverages. However, this analysis concentrates on the retail sale restrictions and
not production, as the former is assumed to feawauch greater impact on the availability of
alcoholic beverages for the average consumer.

In summary, from Table 5 it can be seen th&% of countriesndicate having a state
monopoly on the sale of beer, wine or spirikable 6 shows the courgs that have state
monopolies on the retail sale otaholic beverages. The datown are for off-premise sales
of alcoholic beverages. Genlyacountries that monopolize dicense off-premise sales also
license on-premise sales (irstaurants, taverns, etc.).



Table 5: Existing state monopolies and licagsisystems on off-premise retail sale in
responding countries (in % by WHO region)

WHO Region Monopolies* Licences** No restrictions
AFR 13.6 (n=3) 81.8 (n=18) 45 (n=1)
AMR 8.0 (n=2) 88.0 (n=22) 4.0 (n=1)
EUR 19.0 (n=8) 57.1 (n=24) 23.8 (n=10)
SEAR/WPR 15.0 (n=3) 80.0 (n=16) 5.0 (n=1)
Total 14.7 (n=16) 73.4 (n=80) 11.9 (n=13)

* for at least one beverage
** for at least one beverage and not any monopoly

Table 6: Countries with state monopolies dilpremise retail salef alcoholic beverages

Countries with state monopolies on all alcoholic beverages

Bosnia and Herzegovina Malawi
Cambodia Mauritius
Canada’ Mongolia
French Polynesia Sweden
Iceland

Countries with beverage-specific state monopolies

Beer Spirits Wine and spirits

Gambia Colombia Finland

TFYR Macedonia Turkey Kyrgyzstan
Norway

Apart from the monopolies, some 73% of thepa@nding countries reqei a licence for the

sale of at least one alcoholic beverage. Generally, this system applies for the sale of all three
categories of beverages (69 countries), theepttons being that two countries require a
licence for the sale of beer and wine, five fax Hale of wine and sjitis, two countries for the

sale of spirits, one country fdreer and spirits, and one counfoy the sale of beer only.

Table 7 shows the countriesathrequire licences for theleaf alcoholic beverages.

! In Canada, Ontario’s retail monopoly (LCBO) sells spirits, wine (which is also sold in winery stores), and beer.
Most beer, however, is sold by a monopoly run by the breweries jointly under a provincial licence.



Table 7:  Countries with no &te monopolies that require licees for off-premise sale of

alcoholic beverages

Countries that require licences for sale of all alcoholic beverages

AFR Guatemala Luxembourg
Algeria Guyana Malta
Cape Verde Honduras Poland
Central African Rep. Mexico Portugal
Comoros Nicaragua Romania
Congo Panama Russian Federation
Eritrea Paraguay Spain
Ghana Peru Turkmenistan
Mozambique Suriname United Kingdom
Trinidad and
Namibia Tobago
Niger United States SEAR
Nigeria Uruguay India
Seychelles Venezuela Indonesia
South Africa Sri Lanka
UR Tanzania EUR Thailand
Zambia Armenia
Azerbaijan WPR
AMR Belarus Australia
Argentina Bulgaria China
Belize Denmark Japan
Bolivia France Micronesia (Fed. St.)
Chile Hungary New Zealand
Costa Rica Ireland Palau
Dominican Republic Israel Philippines
Ecuador ltaly Republic of Korea
El Salvador Lithuania Singapore

Countries that require beverage-specific licences

Beer and wine Wine and spirits
Gabon Jamaica
Guinea-Bissau Latvia

Nepal Malaysia

Republic of Moldova

Beer and spirits Ukraine
Nepal

Spirits
Beer Netherlands
Benin Viet Nam

Finally, in the remaining 12% of countriehere are no specific s&ictions on the off-
premise sale of alcoholic berages. All but three courgs (Brazil, Ethiopia and Lao
People's Democratic Repid) of this group belong to the Eapean Region: Austria, Croatia,



Czech Republic, Estonia, Georgia, GermaByeece, Slovakia, Slovenia, and Switzerland.
One explanation is that theseuntries may have geral sales restricins that cover all
goods, that are not alcohol-sgexi This happens to be thease in Austriafor example,
which requires a licence for retaillsaf consumer goods, which et specific to the sale of
alcoholic beverages. From a pubtiealth perspective, alcohsihould be considered a special
commodity (Babor et al., 2003) that should dmntrolled by specific regulations. However,
the strictness of these generdesaestrictions may vary togreat degree from one country to
another.

Regionally, countries in the Americas almostlasgively have licensing systems, while retail

monopolies are virtually unknown south of tbiaited States. Both AFR and SEAR/WPR

have also a large majority of countries wahéicences are required, while more than 10% in
both regions also have state monopolies. EUlRagegion with the largest variation — on one
hand, 19% have a state monopoly, while on therp24% have no regttions in place.

Although not analysed further in the repofable 8 shows the courgs that have state
monopolies on the production of alcoholicvbeges. Productiomonopolies are often
mainly intended to assure that taxes are collected effectively, rather than having any great
public health purpose.

Table 8:  Countries with state monopol@sthe production of alcoholic beverages

All beverages

Bosnia and Herzegovina

Cambodia Wine
Malawi Ethiopia
Mauritius
Mongolia Beer
Micronesia (Fed. St.) Gambia

Lao PDR
Spirits TFYR Macedonia
Azerbaijan Seychelles
Colombia
Costa Rica Beer and wine
El Salvador Cape Verde
Lithuania
Luxembourg Wine and spirits
Norway Kyrgyzstan
Slovakia Turkmenistan
Switzerland
Turkey
Conclusions

Off-premise state monopolies are quite effectiveurbing alcohol ansumption and related
harm, as illustrated by the faittat several time-series analysesded an increase in alcohol
consumption as monopolies were abandonedvauiaof private retail outlets (Wagenaar &
Holder, 1995, Her et al., 1999). However, one emsume that differences exist in the
practical implications of chooxy a retail monopoly or a licemg system, depending, for



example, on the number of stores or outletere alcoholic beveragecan be bought, or on

the level of difficulty to obtain a retail licence or the cost of a licence. From a public health
perspective, particularly for a licensing systearkey issue is effective enforcement of laws
around retail sale of eholic beverages. A breach afstate monopoly would probably be
rather obvious, but for a licensing systembi effective a comphensive and continuous
check of licences in retail outlets is necessary.

Overall, one could suggest sealecomponents to a comprehersiicensing system, such as

the requirement of a substamti@e to be paid (which codlbe used to fund treatment,
prevention or policy activities), that licences are not granted automatically, that licences are
effectively enforced, that sanctions can bedudor violations such as selling alcoholic
beverages to underage or clearly intoxicated peapig also that the licensing system is used
for limiting the density of licensed outlets. bases where monopolies are not politically
viable, such a comprehensive licensing eystcould be effects&y in minimizing alcohol-
related harms, as part of atcohol policy mix. However, in countries where much of the
alcohol consumption is unrecorded, homelme or smuggled, neither a monopoly nor a
licensing system alone would be likely tasmthe level of government control.

In conclusion, state retail mondpes are presently rather umomon, while a large majority
of countries require a licence for the retail safealcoholic beverage Only a handful of
countries, almost exclusively in Europe, hagither a monopoly nor a licensing system. In at
least some of these countriese ttetail sale of attholic beverages isogerned by general
sales restrictions that apply &l consumer goods. The comigleset of country data on the
control of retail saland the production of alcoholic\erages can be found in Table 9.
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2.2  Restrictions on off-premise retail sale

There are many ways in which countries may geelestrict the sale adlcoholic beverages,
besides monopolies and licensing. The mostnment are restrictions on hours, days and
places of sale, and the densihyddocation of outlets. Studies ohanges in hours or days of
sale have often demdrated increased drinking or imased rates of alcohol-related harm
with increased number of hours or days desand vice versa (Ckiitzhs & Stockwell,
2002). Babor and colleagueste that reductions in the hoursdadays of sale, and number of
outlets are associated with a reduction imlaéd consumption and re&d problems (Babor et
al., 2003).

The specific details of restrictions on the sale of alcoholic beverages are sometimes decisions
taken at the municipal level, such as in Netherlands, thus rendering comparisons at the
national level impossibleHours of sale can vary across the days of the week and can also
include banning the sale ofcaholic beverages at certgiaces during specific hours. For
example, France and Germany ban alcoholicetzge sales at higlay petrol stations
between 10 p.m. and 6 a.m. (Rehn, Room & Edwards, 2BfEquently, a restriction on days

of sale means that it is not allowed to sell alcoholic beverages off the premises on Saturdays
and/or Sundays. Density of outlds often limited by controlligp the number of retail outlets

in a specific area, e.g. allowing only a certain number of outlets for a certain number of
inhabitants. Restrictions on the place of satdude a multitude of options, from regulating
factors like the size or location of the outletwhere and how the beverages must be shelved.

In general, restrictions on places of sale pbbpaefer mostly to the kind of store in which
off-premise sales are allowed, e.g. whether osks, supermarkets or only in specific liquor
stores. Some restrictions on location, e.g.aloge by a school or ligious place of worship

may also be included.

Table 10 summarizes the findings on existing restrictions on off-premise retail sale for the
responding countries, broken down lbgverage type. As the tablristrates, the majority of
countries have set restrictiomggarding the place of sale of beer (56%), wine (60%) and
spirits (61%), whereas restrictions on hourssale (around 45%) amdhays of sale (around
26%) are less common. Especially restricting the ilengoutlets as a measure is rather rare
(16 to 22% of countries). Berage-specific diffeneces are small, but spirits sales are
somewhat more restricted.

Table 10: Restrictions ooff-premise retail sale

Restrictions on: Beer % (n/N) Wine % (n/N) Spirits % (n/N)

Density of outlets 16.4 (18/110) 20.0 (21/105) 22.0 (24/109)
Places of sale 55.5 (61/110) 59.8 (64/107) 60.9 (67/110)
Days of sale 255 (28/110) 27.1 (29/107) 275 (30/109)
Hours of sale 446 (50/112) 47.3 (52/110) 46.8 (52/110)

To explore whether there is a tendency for the sales restrictions to be clustered in a limited
number of countries with mamgstrictions, the restrictionfor each country were summed.

One point was attributed for each type of satsdriction and each type of beverage, giving

12 points maximum (see Table 11). From the Idintries included, the exercise shows that,
overall, the restrictions indeed tend taowgp under a fairly smakhumber of countries. 28
countries or 24% have all or ngaall (9 to 12 points) of the &s restrictions in place, while
another 19 (or 17%) have about hailfthe restrictions (4 to goints). At the other end of the
spectrum, 68 countries or 59% have few or naigtgins (0 to 3 points) in place. Table 11



shows the complete country data for off-prensiates restrictions fahe different beverages
and the reported level of enforcement.

Regional differences in sales restrictions affipremise retail sale are shown in Figure 1.
Since sales restrictions vary only slightly when it comes to beverage types, the results are
presented for beer only. The AMR shows thghkst overall frequency &ales restrictions,
except in the case of limiting the density of outlets. This is followed by SEAR/WPR, while
EUR and AFR have generally fewveountries with different saerestrictions. For example,
restrictions on the days of sale exist in closth®omajority of countries in AMR (48%), while

it is quite uncommon (12%) in AFR.
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