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INTRODUCTION
Delegates from more than a hundred countries and representatives of international

organizations met in Geneva in May 1982, on the occasion of the Technical Discussions during
the Thirty-fifth World Health Assembly, to consider alcohol consumption and alcohol-related
problems, The participants came well prepared, each with detailed information from his own
part of the world, to exchange views on what was meant by alcohol problems, what were their
likely causes, what ravages they might create, and what action, if any, needed to be taken by
governments. The highlights of the deliberations are summarized below.

A large measure of agreement was reached that alcohol problems affect the health and
development of individuals and nations and that they have social, economic and political
implications. If health is to be looked upon as an integral part of economic and social
development, measures to solve alcohol problems must be a part of general health programmes
and must be planned with the primary health care approach in mind; responding to alcohol
proplems must be a joint responsibility of people and governments.

In his opening address, the General Chairman of the Technical Discussions, Dr Al-Awadi,
stressed the "imperative need to seek effective means of tackling these problems in view of
their serious consequences in a world suffering from lack of qualified manpower, from
unemployment and from.scarcity of financial resources - a world striving for construction and
progress, not destruction and backwardness"

Priorities for action on the prevention and control of alcohol problems1 emerged from the
debate.

The need for national alcohol policies2 was accepted. At the same time it was
appreciated that the process of developing a policy and the solutions proposed were bound to
be specific to each country.

In mobilizing political will to negotiate action, it was recognized that the establish-
ment of national inter-sectoral advisory groups could be invaluable. Such bodies would be
able to stimulate research and education and would have the important task of integrating
alcohol policies into the health and economic plans of the country.

Attention was drawn to the need for more accurate data on the nature and extent of
alcohol-related problems as a foundation for developing national alcohol policies and
programmes. Studies of the relative effectiveness of various prevention and treatment
strategies were seen as another urgent requirement. It was also realized that much further
research is required on the development of alcohol problems in individual countries, and on
the role of psychosocial factors in determining the types and extent of these problems.

There was general agreement on the need for measures to reduce both the supply and
availability of alcoholic beverages and the demand for them. The promotion of social aware-
ness of alcohol hazards through education geared to the requirements of various population
groups was considered to be of great importance. Such educational measures are likely to be
most effective when they are developed as an integral part of a national policy which also
includes suitable control measures,

1
The terms "alcohol-related problems" and "alcohol problems" refer to the damaging
consequences of alcohol consumption and various adverse effects on the individual drinker as
well as on his family and the society at large.

The term "national alcohol policies" is used here to signify an official published
statement or a line of action upheld by legislation and regulations concerning the availability
of alcoholic beverages to the public and the handling of alcohol problems by the responsible
authorities. A comprehensive alcohol policy should also propose measures for the prevenfioh

and management of alcohol problems and should state how those measures would be 1mp1emented
through national programmes.
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The immediate implementation of various short-term measures - such as reviewing
advertising practices and stopping the serving of alcoholic drinks at official functions
of national and international health agencies - could provide a symbolic guarantee of action.

Several speakers referred to the proven health hazards and doubtful economic benefits of
alcohol. The need to regulate international alcohol trade for reasons of health was debated.

Recognition was given to the importarce of a coordinated health focus for international
efforts in responding to alcohol problems. At the same time, it was emphasized that action
to deal with alcohol problems requires a serious and sustained commitment on the part of
governments, - There is evidence of increase in such commitment.

Already' in the 1950s, reports prepared by the World Health Organization reflected
international concern about alcoholism as a disease and as a social problem, with implications
for public health action. Recent years have seen a growing recognition of the broader range
of problems related to alcohol consumption. In 1975, a resolution was adopted by the World
Health Assembly requesting the Director-General "to direct special attention in the future
programme of WHO to the extent and seriousness of the individual, public health and social
problems associated with the current use of alcohol in many countries of the world and the
trend toward higher levels of consumption" (resolution WHA28.81) (1). Continued examination:
of these questions led to a further resolution in 1979, declaring that problems related to
alcohol, and particularly to its excessive consumption, rank among the world's major public
health problems and constitute serious hazards for human health, welfare and life. The same
resolution (WHA32.40) proposed alcohol consumption and alcohol-related problems as a topic for
the Technical Discussions during a future World Health Assembly (1).

The Technical Discussions were the culmination of a long process of national and regional
consideration of the problems related to alcohol consumption, followed by an international
review of the findings. In order to sharpen the focus on possibilities of action, it was
decided beforehand that the Discussions should concentrate on the development of national
alcohol p011c1es and programmes.

The scope of this publication

This publication draws upon the background documents prepared for the Technical
Discussions - including responses from 57 WHO Member States to a 1981 WHO inquiry (see
Annex 1) - together with the statements and reports from the Discussions. Some of the
material has been taken from the responses to earlier WHO inquiriesl and from previous WHO
publications that were prepared with international collaboration (see list of references on
page 49). Several of these publications, especially references 2, 4, and 19, refer to much
more extensive literature on which many of the statements in this publication are based.

Part I of this publication reviews the evidence concerning the development of alcohol
problems, possibilities of reducing their prevalence and severity within populations, and the
implications of such information for defining and implementing a national policy on alcohol.

Section 1 presents statistical and other information about trends in the amounts of
alcoholic beverages available to populations, average rates of alcohol consumption, and
their consequences in terms of a wide range of alcohol problems. Only partial data
are available on which to base conclusions concerning relationships between these trends.
The evidence may, however, be considered sufficiently strong to suggest to governments that
there is a need for policies to restrict the ava11ab111ty of alcohol in the interest of the
health and welfare of total populations,

'S s Moser, J., ed Prevention of alcohol-related problems, National and sub-national
Exofilas of alcohol use. ~ Alcohol-related problems and preventive measures, policies and
programmes, Compiled with the help of the six WHO Regional Offices and contributions from
29 pountries. Geneva, World Health Organization, 1980 (unpublished WHO document,

No. MNH780.18).
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In considering where to lay emphasis in developing alcohol policies, governments may find
it important to identify the population groups likely to be at greatest risk of developing
alcohol problems and the psychobiological, social, cultural and economic factors contributing
to such risk. These issues are discussed in section 2.

An attempt is made in section 3 to review the methods of lowering the occurrence of alcohol
problems (prevention) by reducing the availability of, and demand for, alcoholic beverages.
The section also provides some examples of preventive measures in alcohol policies from
countries with very different sociocultural and economic situations, As regards treatment
and management measures, public health models suggest that there is a need to concentrate on
high-risk groups and situations., The discussion on research priorities emphasizes the need
for studies on the causes of alcohol problems and on ways of limiting them, It is suggested
that, in developing national alcohol policies, governments might consider an approach that
links prevention, management, and research.

Section 4 concentrates on some outstanding points to be considered by any country in the
process of establishing or restructuring a national alcohol policy. As a basis for policy
and programme development, there is a need for continuing collection and analysis of data on
alcohol availability and alcohol problems, as well as on the possibilities of reducing their
occurrence and severity, Reference is also made in section 4 to the possible structures for
such a review, Emphasis is laid on the importance of community involvement and on action-
oriented research, which aims at: (a) increasing understanding of the alcohol situation
within specific sociocultural settings; (b) predicting trends; and (c) evaluating alterna-
tive measures for reducing harmful consequences.

Part II of this publication sets out examples of national alcohol policies, in the form
of summaries of information provided by national authorities in response to the WHO inquiry,
The countries are grouped by WHO Region.

Even though few countries have formulated an explicit alcohol policy, it is clear that
many have established the elements of such a policy and that, in yet others, the foundations
for policy-making are being laid,.

It is expected that the national summaries will be of particular interest to countries
seeking to formulate or recast their own alcohol policies.

Annex 1 reproduces the original text of the WHO inquiry, which took the form of a guide
for national consideration of alcohol consumption, alcohol-related problems, and relevant
policies and programmes. This guide, prepared in collaboration with consultants and the WHO
Regional Offices, was sent out in 1981 to all WHO Member States, with a request for a
response, in preparation for the 1982 Technical Discussions. Responses were received from
57 Member States and these were used in preparing both parts of this publication,

In order to save time during the Technical Discussions the delegates were divided into
six groups and a list was made of six main questions for discussion by each group. This
list is reproduced in Annex 2, The list of officers of the Technical Discussions is given
in Annex 3.
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AN INTERNATIONAL REVIEW OF ALCOHOL-RELATED PROBLEMS AND POLICIES
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1. ALCOHOL AVAILABILITY, RATES OF CONSUMPTION, AND PROBLEMS

It is clear that there is a direct relationship between the quantity of alcohol available
in a country and the general level of alcohol consumption of tlie population. There is also
evidence to suggest that the higher the average consumption of alcohol, the higher the
incidence of at least some of the problems considered to be alcohol related, particularly
higher rates of overall mortality, cirrhosis of the liver, and carcinoma of the oesophagus (2).

The quantities of alcoholic beverages available in a country depend not only on the
production and trade, but also on the distribution network, and the regulations concerning the
sale of those beverages in that country. Policy-makers therefore need to monitor changes in
such factors.

1.1 Trends in Alcohol Production and Distribution

In recent years, the production of alcoholic beverages has continued to rise in most
parts of the world, Between 1965 and 1980, the global commercial production of alcoholic
beverages (in terms of 100% ethanol) rose by almost 50%. A question needs to be asked
whether growth in production is merely keeping pace with population growth., The answer is
that even on a per capita basis, the global commercial production of alcoholic beverages
increased by 157 between 1965 and 1980. 1In some parts of the world, the increase was even
greater: 707% in North America, 90% in Japan, and 667% in Australia and New Zealand. Table 1
shows particularly striking increases in per capita commercial production of beer in Africa,
Asia, Oceania and South America, all of which previously accounted for the lowest percentages
of world per capita beer production, Fig. 1, 2, 3 also show that during the last 20 years
the rate of increase in beer production, and in some cases wine production, has far outstripped
the rate of population growth, On the other hand, statistics for 1970-77 show that the
production of spirits on a per capita basis, while increasing in three WHO Regions, has
declined in two others and remained stable in one (Fig. 4).

TABLE 1. PER CAPITA PRODUCTION (IN LITRES) OF BEER (1960 AND 1980),
WINE (1965 AND 1980), AND SPIRITS (1965 AND 1980)
IN DIFFERENT REGIONS OF THE WORLD

Beer Wine Spirits
Region
1960 1980 1965 1980 1965 1980

Africa (including north Africa) 1.8 9.3 7.4 2.3 0.1 0.1
Asia (excluding Japan) 0.2 1.0 0.1 0.1 0.1 0.3
Australia and New Zealand 1 102.4 130.3 12.9 25.8 1.3 0.4
Canada and USA 61.4 101.4 4.3 8.0 3.8 6.7
Europe (excluding USSR) 46.4 76.2 46.6 49.3 2.9 5.3
Japan 9.9 38.7 - - 2.9 5.5
Oceania (excluding Australia

and New Zealand) 0.0 32.0 - - - -
South America (including

Central America and the

Caribbean) 11.8 20,1 10.0 8.9 2.3 1.3
USSR 11,7 23.0 5.8 12.1 7.9 8.2
World total 13.4 20.2 8.4 7.7 1.5 1.9

Sources: 1, The Brewers' Society., International statistical yearbook., Third edition.
London, Brewing Publications Ltd,, 1983,

2. Production yearbook, Rome, Food and Agriculture Organization of the United
Nations, various years,

3. Yearbook of industrial statistics, Volume 2: Commodity production data.
New York, United Nations, various years,

4, Demographic yearbook, New York, United Nations, various years.

5. World drinks report, No. 22, London, Agra Canadian Publications Ltd., 1981,
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Small-scale home production of :alcoholic beverages (both legal and illegal) does not
appear to be statistically important in developed countries, although this situation could
change if, for example, the official price of commercially produced beverages were to increase,
In some developing countries, however, this domestic source of supply is already substantial
and may be increasing, in some cases as a result of a general rise in demand for consumer
goods. In reviewing the situation concerning the availability of alcohol, countries will
need to make determined efforts to estimate the quantities and trends of non-commercial
production. It is possible that the latter is declining in countries where commercial
production or importation of alcoholic beverages are rising.

The quantities of alcoholic beverages available in a country are affected not only by
their production within the country, but also by the national import and export policies with
regard to alcoholic drinks. The volume of imports and exports may depend on the national and
regional economic interests, as well as the marketing efforts of multinational companies, and
movements towards free trade or lowering of tariffs. In some of the less industrialized areas
of the world, importation of wines and spirits has shown a considerable increase in recent
years. Between 1970 and 1977, for example, on a per capita basis, wine imports increased by
50% in Oceania and spirits imports by 2007 and 607 in Africa and South America, respectively.
This occurred partly because of energetic promotion on the part of the producers, especially
since the levels of alcohol consumption in developed countries have started to decline, despite
increased production.

Regulations concerning individual tax—free importation of alcoholic beverages may also
have an effect on the quantities available within a country. In one country, for example, it
was estimated that in 1976 one-third of the total volume of imported alcoholic beverages came
through a single free port.

Over the last 10-20 years, many countries have seen a great expansion in the number of
establishments permitted to sell alcoholic beverages for home consumption, including stores
selling other commodities. In Finland, for example, a law came into force in 1969 permitting
general stores for the first time to sell medium-strength beer, thus suddenly raising the
number of retail outlets by nearly 17 500, though by 1975 this number had dropped by about
one-third.

In some developed countries supermarkets are devoting considerable space to alcoholic
beverages, often selling them at much lower prices than other stores. Such supermarkets are
springing up in many developing countries as well. Alcoholic beverages are also being sold
through automatic vending machines in a growing number of countries.

The distribution of goods has been greatly facilitated by improvement in communications
and transport, which in turn has contributed to an enormous growth in the tourist trade. For
example, international receipts from tourism doubled between 1975 and 1979 (from
US$ 41 000 million to $ 81 000 million, excluding the amount spent on internatiomal travel) (3)
The above changes have contributed to the relaxation of regulations controlling alcohol
distribution and sales.

! Adrian, M. International trends in alcohol production, trade, and consumption, 1970 to
1977; an analysis by continent, WHO Regions and economic regions. Toronto, Addiction
Research Foundation, 1982 (unpublished document).
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FIG. 1. PERCENTAGE CHANGE IN PRODUCTION OF BEER AND WINE
IN SIX AREAS OF THE WORLD BETWEEN 1960 AND 1980a
COMPARED WITH THE PERCENTAGE POPULATION INCREASE—

Latin North Australasia/

. b . )
Africa America America Asia Europe Oceania
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2 Sources of data: (i) International statistics on alcoholic beverages: production,
trade and consumption, 1950-1972, Helsinki, Finnish Foundation for Alcohol Studies, 1977
(Volume 27); (ii) Production yearbook, Rome, Food and Agriculture Organization of the United
Nations, 1981.

b
— Including north Africa.

c
~ The production figures on which these percentage changes are based may be underestimates
since they cover only 40% and 73%, respectively, of the world's population.
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FIG. 2. AVERAGE ANNUAL PERCENTAGE CHANGE IN WINE PRODUCTION COMPARED WITH
POPULATION GROWTH IN THE TOP TEN WINE-PRODUCING COUNTRIES a
(in decreasing order of 1980 production) BETWEEN 1960 AND 1980~

7 7
ol WINE | ]
_ JroruLaTion i

Average change per annum (%)

Average change per annum (%)

WHO 83993

2 Sources of data: (i) International statistics on alcoholic beverages; production,
trade, and consumption, 1950-1972, Helsinki, Finnish Foundation for Alcohol Studies, 1977
(Volume 27); (ii) Production yearbook, Rome, Food and Agriculture Organization of the United
Nations, 1981. ‘
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FIG. 4. PERCENTAGE CHANGE IN PER CAPITA COMMERCIAL PRODUCTION OF DISTILLED SPIRITS
(IN TERMS OF 100% ETHANOL) IN SIX WHO REGIONS BETWEEN 1970 AND 19772,b

AFRICA
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EASTERN
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:\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\N\§ PACIFIC §

(No change)

1 1 1 1 1 1 1 1 1 i 1 ! 1 1 L | 1 1 1 1 1 i |

-22-20-18-16-14-12-10-8 -6-4 -2 0 2 4 6 8 10 12 14 16 18 20 22 24 26 2
' Percentage change

a . ‘ . . .

£ Source of data: Adrian, M. International trends in alcohol productiom, trade and
consumption, 1970 to 1977; an analysis, by continent, WHO regions and economic regionms,
Toronto, Addiction Research Foundation, 1982,

1 Information on production was available from 164 countries. The data were compiled
mainly from statistical reports of international and governmental statistical agencies and
marketing boards, supplemented by data from regional and national statistical reports. In
some cases these included estimates of home production, especially of beer. However, no such
estimates were available from developing countries, and the actual figures may be nuch, higher
than shown here. Also, in considering the percentages of populations actually consuming
alcohol, it should be remembered that in many developing areas about 50% of the population is
below the age of 15 years.

1.2 Trends in Rates of Alcohol Consumption

The most striking finding from a comparison of rates of alcohol consumption throughout
the world is the wide variation between countries and regions. Some of this apparent variation
is due to the lack of statistical information from certain countries for specific years.

Estimates of average alcohol consumption rates are calculated by the following formula:
quantities produced and imported minus the amounts exported and in stock (both in terms of
1007 ethanol) divided by the total population. As regards commercial production, few
countries provide data concerning spirits and some have only incomplete data on wine and beer
production. Moreover, in the developing world, almost no estimates are available of the non-
commercial production of alcoholic beverages, which is still the major source of supply in
some areas. -

Nevertheless, it is certain that there have been considerable increases in average rates
of per capita alcohol consumption in recent years. Between 1950 and 1972 the consumption
levels doubled for each category of alcoholic beverages in some countries and the consumption
of certain alcoholic beverages increased between fivefold and twentyfold in others.

Recent data available for certain countries (see Fig. 5 and 6 and Table 2) show a high
rate of increase in per capita consumption of alcohol in most of those countries, although in
some there has been a slackening in the rate of increase in recent years, and in a few others
there has been a slight decline. In response to the WHO inquiry, an additional number of
countries reported notable increases in per capita consumption in recent years; however, the
statistical evidence for these increases was incomplete.
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TABLE 2. PERCENTAGE CHANGE IN PER CAPITA CONSUMPTION OF ALCOHOLIC BEVERAGES
(AS 100% ETHANOL) BY TYPE OF BEVERAGE IN SIX WHO REGIONS, 1970-77%

Beverage Africa Americas ?aSter“ Europe SOUthanSt WesFe§n
Mediterranean Asia Pacific
Wine ~16.7 6.9 0.0 - 4.2 0.0 200.0
Beer 9.1 17.1 8.3 15.6 100.0 20.7
Spirits 11.1 8.8 71.4 4.3 20.0 - 24.3
All alcohol 7.3 11.3 12.5 3.0 25,0 - 4.4

a See footnote b to Fig. 4.

In considering the changing trends of consumption within individual populations it is, of
course, necessary to take account of the changing demographic structure. At present, in many
developing countries 507 of the population is aged less than 15 years. The average consumption
level of those over that age is likely to be double the computed level for the total population.
Where most females do not drink, the average consumption level for adult males may be four
times that for the total population.

The 25 countries considered in Fig. 5 were able to provide fairly reliable census figures
and statistics on production, imports, exports and stocks, from which to derive consumption
estimates. These estimates are probably reliable since non—commercial production of alcohol
in those countries is likely to be low. It is more difficult to obtain reliable data on
changes in consumption levels in the developing world, but the following example may be
indicative of the trends there. In a rather slowly developing country, a highly efficient
brewing industry was established, with two multinational firms as principal shareholders. At
the same time the number of sales points was increased considerably and improvements were made,
with the help of the industry, in the transport network. Soon after these changes the average
per capita consumption of beer in that country increased by more than tenfold between 1962 and
1978.

Although in alcohol-producing areas the dominant type of alcoholic beverage consumed is
the type produced and accounts for most of the increases in consumption, the use of additiomal
beverage types also contributes significantly to the increase. In countries with traditional
heavy wine consumption, for instance, there has been a marked increase in consumption of beer
and spirits, whereas in countries where beer was the preferred drink, the consumption of wine
and spirits has become more general.

1.3 Types and Extent of Alcohol-related Problems1

As suggested earlier, alcohol problems affect not only the individual drinker but also the
family and society in general, and may be the consequence of either acute episodes or heavy
drinking or of prolonged drinking. They are not necessarily linked with dependence on alcohol.
In fact, they may result from drinking at inappropriate times, e.g., before driving. The
development of alcohol problems can be viewed in the perspective of the public health model
of complex interaction between the agent (ethanol), the host (drinker), and the environment
(physical, mental, and sociocultural setting: the family, and the general community).

Tables 3, 4, and 5 give an idea of the range and complexity of alcohol problems to be
considered in drawing up health policies.

In considering the possible repercussions of drinking on the family (Table 3) it has to
be kept in mind that there are likely to be additional causes of the problems and that, in
fact, the family problems may have contributed to the reasons for the excessive drinking,

! This section is based largely on references 4 and 22.
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FIG. 5. PER CAPITA CONSUMPTION OF ALCOHOLIC BEVERAGES AS LITRES OF 100% ETHANOL,

FOR 25 COUNTRIES, 1960 AND 19802
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Countries listed below, ranked by 1980 consumption
1 Luxembourg © 8 Austria ‘ 14 New Zealand
2 France 9 Portugal 15 Czechoslovakia
3 Spain ¢ 10 Belgium 16 Denmark
4 Italy 11 Switzerland 17 Canada
5 Germany, Federal Republic of 12 Australia 18 Netherlands
6 Hungary 13 German Democratic Republic 19 Poland
7 Argentina

2 Sources of data: (i) Produktschap voor Gedistilleerde Dranken.

1980

AT T TN..
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20 USA

21 Romania

22 Bulgaria

23 Ireland

24 Yugoslavia

25 United Kingdom

. WHO 83996

Hoeveel alcoholhoudende

dranken worden er in de wereld gedronken? at amounts of alcoholic beverages were drunk in
the worldl/, Schiedam, Netherlands, 1981; (ii) International statistics on alcoholic beverages;

production, trade and consumption, 1950-1972, Helsinki, Finnish Foundation for Alcohol Studies,

1977 (Volume 27).

b . s
— Much of this increase is probably due to increase in consumption by tourists.

£ Includes estimate for spirits.
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FIG. 6. ANNUAL PER CAPITA CONSUMPTION OF ALCOHOLIC BEVERAGES AS LITRES OF
100% ETHANOL, FOR SIX WHO REGIONS, 1970 AND 19772-b
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2 Source of data: Adrian, M. International trends in alcohol production, trade and
consumption, 1970 to 1977; an analysis, by continent, WHO Regions and economic regions,
Toronto, Addiction Research Foundation, 1982 (unpublished document).

L] See footnote b to Fig. 4,

TABLE 3. ALCOHOL-RELATED PROBLEMS FOR THE DRINKER

Consequences of acute episodes of heavy drinking

Short-term impairment of functioning and control, with aggressiveness and
accident proneness

Exposure to climatic conditions:
Physical disorders

Arrest for drunkenness

Alcohol poisoning

Consequences of prolonged heavy drinking

Increased risk of certain disorders, including liver cirrhosis, certain
cancers, cardiovascular diseases, and brain atrophy

Aggravation of other physical disorders, e.g., malnutrition

Prolonged impairment of functioning and control with increased proneness to
accidents and impairment of working capacity

Alcohol dependence syndrome
Alcoholic psychosis
Premature death

Suicide

Possible concomitants

Loss of friends, family, self-esteem, job, means of support, and liberty
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TABLE 4, ALCOHOL-RELATED PROBLEMS FOR THE DRINKER'S FAMILY

Family disruption: Fetal damage from maternal drinking

marital discord Child neglect

child and spouse abuse .
d t bl

loss of esteem for drinker Child development problems

Mental disorder School drop-out

Juvenile drinking and delinquency

Poverty

The community can be affected in a variety of ways by problems bearing some relationship
to inappropriate or heavy use of alcohol (Table 5).

TABLE 5. ALCOHOL-RELATED PROBLEMS FOR THE GENERAL COMMUNITY

Effects on public order: : Output losses (e.g., on farms,
. in factories, etc.) due to
rowdy behaviour , ..
X inefficiency
violence
property damage Loss of skilled manpower (from

premature death or impairment of

Persons involved in drinker-caused i N ,
working capacity of drinkers)

accidents

Manpower and economic costs of
services (health, welfare, law-
enforcement) for the drinker,
family, and others affected by
the drinker's problems

Among the main problems mentioned in response to the WHO inquiry, in addition to the
alcohol dependence syndrome (alcoholism),’' were liver cirrhosis, impairment of working
capacity, absenteeism, traffic accidents, family disruption and repercussions on children,
family impoverishment, heavy financial and manpower burdens on public services concerned with
the treatment and management of drinkers and control of situations arising from inappropriate
drinking.

Many of the responding countries cited official statements to the effect that alcohol
problems constituted either the primary public health problem in the country or one of the
primary problems (for example, Australia, Canada, Central African Republic, Chile,

New Zealand, and the United States of America). Although numerous respondents referred to
evidence of increasing alcohol problems, others mentioned an impression of rising incidence of
those problems, but deplored the lack of evidence on which to base policies. Some countries,
however, appear to have escaped the threat of serious alcohol problems: for example, the
Islamic Republic of Iran, whose response affirms that there is no alcohol problem in that
country except, possibly, sporadic, illegal, small-scale home production and consumption which
does not constitute a social problem. The same may hold true for some other countries. There
is, for instance, no evidence that alcohol problems are any cause for serious concern in China.

1‘In scientific work, the term "alcohol dependence syndrome" (see reference 22) is being
increasingly used in place of the term "alcoholism". The International Conference for the
Ninth Revision of the International Classification of Diseases adopted the term alcohol
dependence syndrome (category 303) in place of alcoholism. In this publication, however,
both terms are used.
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No country is in a position to compile complete statistics on the incidence and
prevalence of all the alcohol problems mentioned, but almost everywhere some estimates and
reported data are available from a variety of sources (e.g., hospital admissions, number of
arrests for drunkenness, absenteeism, and accidents).

Reports from many of the developed countries refer to evidence of rising trends in the
prevalence of health damage, and some indications of increasing social disruption related to
alcohol consumption over the last 30-35 years. In some cases, however, a plateau seems to
have been reached in recent years (for example, in Australia, Canada, the United States of
America, and in some European countries) and in at least one (France) there appears to have
been a decline in the rates of some of the problems (for example, mortality from alcoholism
and liver cirrhosis). In the developing world, little statistical evidence is available for
the study of trends, but the reported observations suggest that, far from experiencing a
slowing down, some countries are now faced with a rapidly increasing incidence of alcohol-
related problems.

The following paragraphs provide a summary of available information on the rates and
risks of a range of alcohol problems.

Alcoholism and heavy drinking. Estimates of rates of alcoholism are sometimes based on
estimation formulae using liver cirrhosis mortality rates or total alcohol consumption by the
population, variations between individuals being assumed as distributed according to a
log-normal curve (4, p. 47). Population surveys have been used as a more direct technique of
estimating the prevalence of "alcoholism'", "heavy drinking' and other alcohol-related problems,
but the methods used and definitions of what is being measured vary greatly (22). The
prevalence of certain alcohol-related problems is estimated also from census material
(e.g., hospital admission records, arrest rates, absenteeism rates, accident rates where tests
are made from blood-alcohol content). Considerable under-reporting may result from wrong
diagnosis and from attempts to preserve the individual from stigma. Moreover, the complete-
ness of reporting will depend on the availability of treatment and other facilities and the
number and vigilance of reporting persons (e.g., physicians and police officers) as well as
prevailing attitudes towards indicators of alcohol-related problems,

An attempt was made to summarize the information available from surveys and estimates on
rates of "drinkers'", '"heavy drinkers'", and "alcoholics" among populations in different
countries (4, Table 5). It became clear that the rates are not comparable and that the wide
variations depend on the definitions employed, the age and sex groups surveyed, and the
intensity of the search.

Criteria concerning the quantity and frequency of alcohol consumption are used in a
number of surveys based on interview questionnaires or on data collected from various
sources (5, p. 64). In some studies, an attempt has been made to measure the intake of
alcoholic beverages in terms of "heavy consumption'. It should be kept in mind that, among
other factors, body weight will affect the blood-ethanol level resulting from a given alcohol
intake. The level at which drinking becomes "unsafe'" is therefore also partly dependent on
body weight.

Alcohol problems may constitute a heavy burden for the medical services. In several
countries or areas, patients with a primary or secondary diagnosis of alcoholism or alcoholic
psychosis account for 20-30% of all "first admissions" to psychiatric hospitals (4, Table 6).
In a few areas these diagnoses account for even higher percentages. In general hospitals
too, patients with a diagnosis of alcoholism may constitute a considerable percentage of all
patients admitted.

Excess mortality. Heavy drinkers have a substantially elevated risk of premature
death (2, p. 41), although the recorded mortality rate may vary with the mode of identification
(e.g., clinical, case-finding survey, drunkenness arrest record, or reported drinking habits).
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Cirrhosis of the liver. This can be an important consequence of prolonged drinking and
has often been used as an index of the magnitude of all alcohol problems in a population.
Of 49 countries for which cirrhosis mortality rates were available in 1974, the rates per
100 000 total population were below 5 in 8 countries and above 25 in another 8 (4, Tables 7
and 8). Between 1955 and 1977, most countries showed increasing rates for both sexes. In
nearly all of the countries for which valid data can be obtained, cirrhosis now ranks among
the five leading causes of death among males aged between 25 and 64 years.

Cancer. Consumption of alcoholic beverages increases the risk of developing cancer of
the liver, larynx, pharynx, mouth, and oesophagus. In the last two cases, the increased risk

has been shown to be proportional to the quantity of alcohol consumed. An increase in cancer
incidence is noted when alcohol consumption is combined with tobacco smoking (é).

Cardiovascular disorders. Risks of higher levels of alcohol consumption ‘affecting the
cardiovascular system include hypertension, stroke, and alcoholic cardiomyopathy, but there is
little information about the degree of risk involved. Coronary artery disease occurs
apparently more often among abstainers than among persons consuming up to 60 g of ethanol each
day, but also more often among those consuming more than that level.

Nutritional deficiency. Persons with a high alcohol intake frequently suffer from
nutritional deficiencies because their diet is often unbalanced; these may be complicated by
vomiting and diarrhoea or by gastrointestinal changes caused by alcohol consumption.

Brain damage and dysfunction. Brain damage and alteration in brain functioning are well
known consequences of prolonged heavy drinking. Recent research (including studies by
computerized tomography) has confirmed that such damage is much more prevalent among heavy
drinkers than among the general population. There is some new evidence that, contrary to
previous belief, the damage may be reversible after a period of abstinence,

Alcoholic psychosis. From hospital admission statistics, it appears that occurrence
rates for diagnosed alcoholic psychosis are much lower than those for alcoholism. There is
some evidence to suggest that psychosis rates tend to be higher in areas where alcohol is
drunk mainly in the form of undiluted spirits.

Alcohol poisoning. This is a rare cause of death in most countries, the rate being in
the order of perhaps one or two cases per million population per year.

Public intoxication. Statistics on public drunkenness depend very much on whether this
state is considered a punishable offence. Where the regulations have remained fairly
constant, trends in arrest figures may provide valuable indications of the frequency of heavy
alcohol use, :

Crime. There are wide variations in what is considered a crime, and in many countries
it is difficult to define the role of alcohol. There may be a higher prevalence of violent
crime among "alcoholics'" as compared with '"mon-alcoholics'". Very high rates of alcoholism
may be found among convicted offenders.

“Accidents. There are some indications that regular drinkers suffer more accidents than
non-drinkers. According to an OECD report (7), between 30 and 50% of fatal traffic accidents
in industrialized countries involve drivers with a high level of alcohol or other drug in the
blood. The rise in road accident rate among young males in several countries is considered
to be largely a result of an increase in drinking at an early age, accompanied, in certain
countries, by a lowering of the permissible age at which alcohol can be bought and consumed
and at which a driving licence can be obtained. Alcohol has been incriminated in some air
accidents also. The role of alcohol in industrial accidents is not well documented, but may
be lower than expected because of high absenteeism rates among heavy drinkers.

Family problems. A range of family problems has been associated with heavy drinking or
"alcoholism'" in one or more of the family members, although it is often not clear whether the
drinking has been the cause or the outcome of the interpersonal and other family problems.
Little systematic information is available on which to base an assessment of the role of
alcohol in marital violence and child neglect and abuse. Job instability and financial
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insecurity within the family may be exacerbated by heavy drinking. There is evidence to
suggest that wives of alcoholics frequently suffer from mental disturbances, although it is
not clear whether the disturbances were present before the husband started drinking heavily or
whether they appeared as a consequence. Higher rates of poor marital relations, marital
conflict and marital separation are reported for families with alcoholics compared with
controls, and may help to explain the higher incidence of mental disturbance among the
children of alcoholic parents than among those of non-alcoholic parents. However, there is a
paucity of evaluative studies on the effects of parental alcoholism on children (4, p. 208).

Fetal defects and growth anomalies. The relationships between alcohol consumption among
pregnant women and the possible effects on the offspring are being studied. The fetal
alcohol syndrome - comprising central nervous system dysfunction, growth deficiency, a cluster
of facial abnormalities and certain other malformations - has been identified among the
newborn infants of women who drank heavily during pregnancy. Two European studies showed
incidence rates of about one in 600 births, and this syndrome may be the most common birth
defect frequently associated with mental retardation. There is some epidemiological
evidence that among children not only of women who drank heavily during pregnancy, but also
of those whose consumption was more moderate, there may be a higher incidence of low birth
weight, congenital birth defects, birth anomalies, and altered pre- and post-natal develop-
ment. It is suspected that spontaneous abortion may be positively associated with alcohol
consumption.

Occupational problems. It was estimated in one large industrialized country that more
than 5% of the labour force suffered from alcoholism, which lowered their productivity by
about 25%. Alcoholic employees may have a considerably higher number of days off work for
sickness and accidents than controls.

There are few statistics on the extent of alcohol problems in various occupations or on
how far persons prone to alcoholism select specific types of work. Certain occupations seem
to be associated with high rates of drinking and alcoholism, as mentioned under section 3.3.

1.4 Relationship between Alcohol Consumption and Alcohol Problems

Only a few countries have collected enough relevant statistics for a sufficiently long
period to show a clear relationship between the average rates of alcohol consumption and the
occurrence of various alcohol problems. The most striking connection is found between alcohol
consumption and liver cirrhosis mortality (Fig. 7), but in some countries well supplied with
health facilities, such a link is clearly seen also with hospital admissions with diagnoses
of alcoholism or alcoholic psychosis, arrests for drunkenness, and with some other indices of
alcohol-related harm.

1.5 Policy implications

Countries may consider that the evidence for the relationships
discussed above is sufficiently strong to suggest the need for a policy
to restrict the availability of alcohol in the interest of the health
and welfare of their populations. Such a principle might well have to
be linked with improved monitoring of the situation.




FIG. 7. LIVER CIRRHOSIS MORTALITY AND ALCOHOL CONSUMPTION
IN SELECTED COUNTRIES IN THE MID-1970s
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2. HIGH-RISK GROUPS AND HIGH-RISK FACTORS

2.1 Persons Consuming Large and Moderate Amounts of Alcohol

Although it may seem obvious, it has to be kept in mind that persons who consume large
amounts of alcohol run a greater risk of suffering ill effects and causing harm than moderate
drinkers. This holds true in general not only for long-term consumption but also for acute
episodes of heavy drinking.

In any population where alcohol is socially acceptable, there is a far higher percentage
of moderate drinkers than of heavy drinkers. Evidence is accumulating that a number of
pathological conditions may however be related to the consumption of small amounts of alcohol,
and may cause a much greater burden on the community than that resulting from the alcohol
dependence syndrome. The upper "safe' level of daily consumption is not known; it depends
partly on physiological factors, and partly on psychological and social vulnerability.

An increase in rates of damage can be observed above the level of intake of 20 g of

100% ethanol a day (12). It has been shown also that there is a close relationship between
the risk of developing liver cirrhosis, cancer of the oesophagus, and delirium tremens, and

the daily intake of alcohol. Less clear evidence suggests that risks of being affected by

various cardiovascular disorders increase with higher levels of consumption, but the risk of
ischaemic heart diseases may be lower in light drinkers than in abstainers.

Even a moderate intake of alcohol can affect motor coordination and thus increase the
risk of accidents. A recent review of road traffic accidents notes that above a level of
0.8 g ethanol per 1000 g of blood, the risk of being involved in a road traffic accident
increases appreciably for most drinking drivers @.

2.2 Vulnerable Individuals

A mass of information - and opinions - has accumulated concerning individual differences

in reasons for drinking and in responses to alcohol consumption. Improved understanding of
these matters will certainly be valuable in determining preventive and treatment strategies.
So far, however, no consistent differences concerning individual factors have been found that
could serve to differentiate between the so-called "alcoholic" and non-alcoholic persons,

The search for particular types of personality susceptible to alcohol dependence or other
alcohol-related problems does not seem to have been successful either. The evidence from
twin studies for a genetic determinant of alcoholism is inconsistent, although genetic control
over the metabolism of alcohol is indicated. Studies of genetic markers have given
contradictory results, It cannot be stated with any certainty that any specific factor is
inherited, but genetic and environmental factors may combine to produce what has been termed
"familial alcoholism'.

A review of research on psychobiological contributions to the alcohol dependence
syndrome (8) shows that a clearer understanding has emerged of the mechanisms of toxicity,
tolerance and dependence, and of the role of quantity and duration of consumption in the
blood-alcohol concentration reached. Research on critical threshold of blood-alcohol
concentration has thrown light on possible reasons for individual variations in reaction to
alcohol, for example, the wide range of differences in blood-alcohol concentration that may
result from the intake of similar quantities of ethanol.

2.3 Sociodemographic and Occupational Groups

The relaxation of cultural controls and emancipation of certain sociodemographic groups
probably account in part for the increasing number of young people and women taking up
drinking and consequently running a risk of suffering from the adverse effects of
alcohol consumption and of causing alcohol problems. In most countries the prevalence of
heavy drinking, alcoholism, and other alcohol problems is higher among men, and often
considerably higher, than among women. However, the finding in some countries that most
young women now drink - even where there is a dominant pattern of abstinence among older
women ~ is a possible signal of future serious risk for both female drinkers and their
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offspring. One country's response suggests that the changing role of women in present-day
society, with new responsibilities but without relief from traditional obligations, may be
related not only to the changing drinking patterns, but also to the high prevalence of
underlying neurosis among female alcoholics.

Children of families in which one or both parents are heavy drinkers appear to be at a
much higher than average risk of suffering from certain problems, such as becoming
school drop-outs and suffering from anxiety and malnutrition; they also run a high risk of
becoming drinkers themselves. There is evidence in some countries of an increasing tendency
for young people to drink with rising frequency and in increasing amounts. Certain studies
have provided alarming data on the frequency of drunkenness among young people. Particular
concern has been. expressed about increase in traffic accidents caused by young drinking
drivers. There is a risk that if heavy drinking starts early, associated problems may set in
earlier, last longer, and become more serious than among groups in which drinking starts at a
later age. A few recent follow-up studies have noted, however, that the prognosis of the
outcome of drinking by the young may not be as pessimistic as might have been expected.
Moreover, in countries where a plateau in average consumption rates has been reached, there
seems to be no evidence of recent increase in drinking problems among young people.

Population groups at high risk of alcohol problems may be found among particular social
groups, but in view of the many other contributing factors,. the vulnerable groups vary from
one country to another. The same is true to some extent of occupational groups, although
persons concerned with the production, distribution and sale of alcoholic beverages tend
everywhere to be at higher risk than the general population, and so do seamen. Physical and
psychological conditions in the place of work may affect the likelihood of alcohol problems
developing in particular work groups, for instance conditions inducing thirst, exposure to
hazards affecting the nervous system and the liver, conditions of isolation and monotony, and
work involving living in an alien culture.

The drinking of alcohol by persons in charge of mass transport appears to be well
controlled in some countries, but the potential risk is high because of the large number of
persons that may be involved in an accident. Many countries consider that the armed forces
are at particularly high risk. The high prevalence of alcochol problems among company
directors and other management groups noted in some countries may be related to the general
acceptance of drinking as a social need in business life. Among women directors and
managers, and among women in other professional groups, the prevalence of alcohol problems may
be much higher than among controls. Similarly, a high prevalence of alcohol problems may also
be seen among those in executive positions. The reason for this may be related to the stress
of shouldering new and heavy burdens under conditions of rapid change.

In some areas, unemployment seems to be a factor associated with a high prevalence of
alcohol problems.

There are some reports of increased prevalence of heavy drinking among housewives who
stay at home alone all day and have easy access to alcoholic beverages through supermarkets

and grocery stores.

2.4 Sociocultural Factors and Controls -

Sociocultural factors are involved in both the causes and consequences of moderate
and heavy drinking. Such factors also determine whether or not the consequences of drinking
are labelled as problems. Among the factors that have been studied are the cultural beliefs
about the value and symbolic functions of alcohol and the consequences of drinking, drinking
contexts (such as use in rituals, on public occasions, and within the family), and use of
alcohol by different social and occupational groups.
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Sociocultural studies of alcohol consumption in defined populations are concerned with
understanding the context of drinking in the everyday life of the community. For example,
reported low rates of alcoholism among some populations are explained as being due to the fact
that the use of alcohol is learned at a young age either in a family setting or as part of a
religious ritual; or that alcoholic drinks form a normal part of a meal. Among some other
groups, where drinking is not well integrated with the rest of the culture, alcohol problem
rates are found to be high.

In most societies cultural controls have helped to prevent behavioural excesses of many
kinds, including excessive alcohol consumption. Among certain groups, for example, the use
of alcoholic beverages is confined mainly to older persons and those of high status, and
drinking by women of child-bearing age and by young people is condemned. In some societies,
alcohol consumption is more widely permitted, but on specific occasions only and often
following a certain ritual that may prevent rapid consumption of large quantities of alcohol.
Heavy drinking at other times may be socially inacceptable.

The possibility of being excluded from the social group may be sufficient to prevent the
disapproved behaviour. Religious injunctions may act in a similar way and may be
strengthened by a belief in exclusion from the benefits of an after-life. Other sanctions
may be imposed for contravening the norms of acceptable behaviour.

With changing sociocultural conditions, resulting partly from the impact of opposing
cultures, many forms of sociocultural control seem to be breaking down: alternative customs
are being followed, the limits of acceptable behaviour are no longer clear, and the expected
sanctions may no longer be applied. Such factors, together with increasing pressures to
drink, have contributed to the rapid increases in alcohol consumption in some population
groups.

In determining national alcohol policies, countries may wish to examine the means of
reinforcing sociocultural controls on excessive alcohol consumption that are still in use in

their populations or that have lost their effectiveness.

2.5 Rapid Social, Cultural, and Economic Change

Many developing countries, as well as specific groups within the highly industrialized
nations, are undergoing rapid social, cultural, and economic change. During this process,
populations may be exposed to suddenly increased availability of alcohol. This has occurred,
for example, in some areas where new sources of wealth have recently been discovered.

In certain countries, alcoholic beverages were first introduced by traders and colonial
powers in order to establish friendly relations with the local populations, But the demand
for alcohol grew rapidly, and alcohol soon became an important means not only of influencing
them, but even of gaining control over them. The rapid rise in alcohol consumption was
accompanied by enormous increases in alcohol problems 4. The situation in some countries
became so alarming that the colonial governments had to take action to control the consumption
of alcohol, the control measures being enforced only in local populations. When the colonial
powers left, such controls were suddenly lifted, and this led to a rapid rise in the
consumption of alcoholic beverages (which by then had an additional attraction as a status
symbol) followed by an equally steep rise in alcohol-related problems.

Recent socioeconomic changes have been accompanied by increases in production, advertising,
and distribution of alcoholic beverages, and the spread of the cash economy has simplified the
acquisition of alcohol. Such changes are only a part of general movements transforming
conditions of life so rapidly in certain parts of the world that there has been little time for
adjustment. The massive increase in alcohol problems is a major indicator of a more general
maladaptation to the new conditions and is an obstacle in the path to improved health and
development. Awareness of such hazards may help communities and governments to resist current
strong pressures to increase the availability of alcoholic beverages.
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2.6 Policy Implications

In considering where to lay emphasis in developing alcohol
policies, countries may find it important to identify the population
groups and individuals at greatest risk.

Although the experience of other countries can be helpful, the
influence of local conditions on alcohol consumption would need to be
taken into account in estimating the extent of risks.

There may be a need for particular consideration of the following
points:

(a) the specific sociocultural situation and variations between
population groups;

(b) the possibilities of maintaining and strengthening social
controls;

(¢) the hazards of permitting the availability of alcohol to
increase in situations of rapid sociocultural and economic change.
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3. PREVENTING AND MANAGING1 ALCOHOL-RELATED
PROBLEMS: RESEARCH IMPLICATIONS

In developing a national alcohol policy to deal with the situation concerning alcohol
consumption and the range of consequences, many countries have realized the need to examine the
types of measure that might be taken, and the likelihood of their being effective.

From historical reviews, it is clear that measures aimed at the complete elimination of
alcohol problems are unlikely to reach their objective. A more realistic goal would be
reduction of the extent, gravity, and duration of problems.

For the discussion in this chapter, such efforts are considered under the headings of
"prevention" and "management" of alcohol problems. It is clear that, in carrying out
programmes aimed at reducing alcohol problems, there will be considerable overlap between
preventive and management efforts.

When reviewing possibilities of prevention and management, as discussed below, policy-
makers will, of course, have to lay great stress on the need to test such measures and adapt

them to their own specific social, cultural, and economic context.

3.1 Reducing the occurrence of alcohol problems : prevention?

Programmes directed at prevention of alcohol problems usually include one or more of the
following objectives (and means of implementation): reduction in the availability of alcoholic
beverages (through administrative, legislative, and economic controls); reduction in demand
for alcoholic beverages (through educational, moral, and religious efforts and through provision
of alternative beverages, and opportunities for a more satisfying life-style); and a
combination of the above for programmes concerned with specific high-risk groups.

3.1.1 Reducing the availability of alcoholic beverages

A great variety of controls have been imposed in various countries on the production,
trade, distribution, and consumption of alcoholic beverages - though not always for the purpose
of preventing damaging consequences. Reviews of research suggest that consumption rates rise
significantly when there has been a rapid relaxation of control policies and control measures.
This happened in many countries after the Second World War, as part of general socioeconomic
changes, and a desire to throw off constraints. On the other hand, there are strong
indications that controls, properly enforced, may be the most effective means of reducing the
prevalence of alcohol problems. In recent years, some communities and states have started to
reintroduce or reinforce controls. The economic and political constraints on the imposition
of controls have to be weighed against the expected advantages.

These questions are considered briefly below. For more detailed information the reader
1s referred to references 4, chapter 4, and 11, chapter 4.

In this publication, the term management includes both the treatment of the health
consequences of alcohol consumption and the use of social measures to reduce the impact of
alcohol problems on the individual drinker and the community.

This section is based on information from references 2, 4, 9, 10 and the following
documents :

(i) Moser, J., ed. Prevention of alcohol-related problems: national and sub-national

profiles of alcohol use, alcohol-related problems and preventive measures, policies and
rogrammes. Geneva, World Health Organization, 1980 (unpublished WHO document,

No. MNH;80.18).

(ii) Working Group on the Prevention and Control of Alcohol-related Problems, Tokyo,
27 May - 25 June 1980. Final report. Manila, WHO Regional Office for the Western
Pacific, 1980 (unpublished WHO document, No. ICP/MNH/004).

(iii) Draft report of the Regional Committee. , Brazzaville, WHO Regional Office for
Africa, 1981 (unpublished WHO document, No. AFR/RC31/20).
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(a) Control of production and importation. As set out in section 2, increases in the
amounts of alcoholic beverages available to a population have been accompanied by an increase
in the percentages of the population consuming alcohol, an extension of the variety of
alcoholic beverages available in any one place, and a rise in the levels of aggregate
consumption, ' '

In attempting to decrease alcohol availability, countries may need first to consider the
feasibility of controlling production and importation. Such efforts would have to be closely
linked with an examination of the types of raw material used locally for making alcoholic
beverages, and of agricultural policies concerning both domestic crops and external trade.

The possible effects on nutrition, employment, and state revenues of limiting alcohol
production and importation would need to be taken into account as well,

Where the setting up of a new brewery is being favoured, for example, there may be a
danger of monoculture, to the detriment of the nutritional status of a local farming community,
quite apart from the effects of increased alcohol consumption on the population's health and
welfare, The benefits in terms of increased revenue and employment from alcohol production
have to be weighed against the costs of dealing with problems associated with alcohol
consumption.

In areas where it is proposed to limit the production of alcoholic beverages, it may be
necessary to consider possibilities of providing alternative sources of employment, such as
production of non-alcoholic beverages.

With the stabilization or decline of alcohol consumption in the producing countries,
pressure to create new markets is building up, and the developing countries are an obvious
target, Recognizing this threat, several governments in the developing world have taken, or
are considering, strong measures to limit the importation of alcoholic beverages. Although
the original purpose may be to reduce the need for foreign currency exchange, the effect may
well be to limit alcohol consumption too. Alternative means may have to be found to maintain
trade balances with countries wishing to export alcoholic beverages.

In some areas of the world, small-scale "home" production is still the main source of
alcoholic beveragés,‘and in many places complicated legislative provisions have been enacted
for the control of such production - often for the purpose of ensuring taxation and revenue.

If examined from the point of view of health and welfare, home production may be found to be
less damaging than the development of large commercial enterprises., On the other hand,
several countries have pointed to the need for controlling home production in order to ensure
the safety of such beverages; alarming outbreaks of poisoning have been traced to contaminants

such as methanol in home-distilled spirits,

(b) Control of distribution, There exist a great variety of legal and administrative
controls on the demnsity, location, and types of establishment permitted to sell alcoholic
beverages, as well as on times and context of sale and the minimum permissible age for buying
and consuming alcoholic beverages, The purposes, effectiveness, and means of enforcement of

such controls may require examination,

The proliferation of sales outlets, particularly as a result of allowing general stores
to sell alcoholic beverages, has been seen as an important cause of increased and more widely
distributed consumption, There have been several recent examples of re-establishment of
controls aimed at limiting the numbers of outlets and hours of sales.,

After lowering the legal age-limit for purchase and consumption of alcohol, some countries
have raised it again in an effort to reduce traffic accidents, violence, and other alcohol-
related problems involving young people.

(c) Price regulations. Reviews of evidence (e.g. reference 2) indicate that, other
factors being constant, a rise in the cost of alcoholic beverages has usually led to a decline
in consumption, and a rise in the income of consumers has led to an increase in alcohol
consumption. A policy of controlling price relative to average income has therefore been
applied in some areas of the world, In most countries where this question has been studied,
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however, the relative price of alcoholic beverages has continued to decline over many years.
Recent investigations have shown that more stringent pricing and tax policies may not only
limit consumption, but also increase state revenue (11).

3.1.2 Reducing the demand for alcohol

(2) Information and education on alcohol and alcohol problems, These are widely seen
as important means of reducing the demand for alcohol (4, chapter 7; 9. Considerable
experience has accumulated on a suitable framework for alcohol education and information
programmes (e.g., within broader programmes for health and sociocultural development). Much

expertise is also available concerning specialized techniques for improving communication
effectiveness and information transfer as well as for promoting changes in attitudes.

In efforts to change behaviour, the mere provision of information is likely to be of
limited value. Emphasis is therefore increasingly being laid on educational efforts that
focus on the need to develop in people a sense of responsibility, not only for their own
health and welfare but also for the health and welfare of the community. Whether or not a
national education policy and programmes concerning alcohol problems have been defined, it may
be considered important at the local level to involve community members in shaping such
programmes on the basis of: (i) the significance attached to alcohol use locally, (ii) the
existing patterns of drinking, and (iii) the prevailing social controls and trends of change
in the community (12).

Almost all the responses to the WHO inquiry refer to the existence of, or the need for,
alcohol education programmes as a means of preventing alcohol problems. In many cases the
main reliance is placed on education, but mention is not always made in the responses of whether
suitable action is being taken to assess the effectiveness of the educational programmes,

Some countries, such as Australia, stress the need for control measures and educational
measures to go hand in hand.

A response from the Council of Europe emphasizes that individuals and communities need
to take increasing responsibility for the prevention of alcohol problems, and should be
stimulated to participate in health information and education programmes, including
consideration of this topic (13).

In several countries strong efforts have been made, in collaboration with teachers, to
develop and test alcohol education programmes for schoolchildren that may prove more effective
than their predecessors in reducing demand and subsequent problems, Among Latin American
countries, for example, Chile and Costa Rica have designed and tested school education
programmes for nation-wide use. A project in the United Kingdom aims to promote healthy
living by helping young people to make a positive approach to the challenges and anxieties of
everyday life, and to make responsible decisions about such matters as the use of alcohol.

Most of the European and North American countries, as well as Australia and New Zealand,
have laid emphasis on the development of improved alcohol education for the general public,
schoolchildren and special groups. Canada, for example, has organized a national public
education campaign that has led to community-focused programmes. An extensive education
campaign on the dangers of alcohol has been carried out in Mongolia with the help of medical

workers., In Romania, a strong educational programme covers most of the population, and uses
different approaches suited to particular sociodemographic groups. In some countries,
alcohol information is beginning to be included in driver education and in curricula in
secondary schools. Attention has been given also to the special needs and opportunities for

providing such education to other target groups, such as pregnant women and persons in certain
occupations and professions, including those involved in coping with alcohol problems, such
as the health care and social welfare personnel,
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UNESCO has done much to stimulate the development of educational campaigns suited to
specific local situatioms, in both developed and developing countries. In Africa, for
example, workshops have been organized for both French-speaking and English-speaking countries
to encourage the preparation of programme materials and methods. In the Ivory Coast, a
national committee sponsored by UNESCO has established a detailed programme for education in
schools and for the non-school population, and has carried out several mass-media campaigns.

(b) Restrictions on advertising. It has been pointed out that unlimited advertising
of alcoholic beverages may counteract the kind of educational efforts outlined above. In
some countries all such advertising is banned. In others, advertising through certain media

only may be banned or restricted. The restrictions issued are generally aimed against the
encouragement of drinking by young people, or the presentation of strong drink as a challenge,
a stimulant, a sedative, or as beneficial to health, Advertisers in some areas have found
ways of getting round such controls, and constant vigilance may be required for enforcement
of restrictions. In some countries, however, active steps have been taken to involve the
alcohol beverage producers in establishing a code for taking a more responsible attitude
towards advertising and sales promotion. (Table 11 of reference 4 summarizes advertising
restrictions in various countries.)

(¢) Moral and religious forces. Such forces are considered in some parts of the world
to be the strongest deterrents to the use and abuse of substances likely to have harmful
consequences for the individual and the community (some examples of moral and religious forces
are outlined in section 3.2). Rapid and widespread sociocultural changes are leading in
some areas to the breakdown of such regulatory forces. There may now be an urgent need for a
careful investigation of the means of arresting such breakdown and reinforcing cultural
controls.

3.1.3 Additional preventive measures

The development of alcohol problems can be viewed in the perspective of the public health
model of complex interaction between the agent (alcohol), the host (drinker), and the
environment (physical, psychological, and sociocultural conditions). Any preventive action
would involve concern with the links between these three factors.

Control measures focus mainly on limiting the amounts of alcohol available to the drinker.
Educational measures concentrate on building up the host's resistance and reducing demand for
alcohol. A number of additional measures might be developed from consideration of the links
between the putative drinker and his environment. For instance, changes in the occupational
environment may be necessary to prevent problems arising from the combined effects of alcohol
and certain toxic substances. The more widespread availability of non-alcoholic beverages -
including safe drinking-water - is also seen as an important preventive measure. An
improved understanding not only of sociocultural factors, such as local drinking habits and
customs promoting or restricting heavy drinking, but also of the relationship between general
social conditions and life-styles and the development of alcohol problems, may help in the
search for appropriate preventive measures, such as the strengthening of cultural controls.

Some preventive measures may focus on reducing the hazards that may arise from excessive
drinking. For instance, on occasions when heavy drinking may be expected, e.g., during
festivities, special arrangements could be made to provide safe transport for the drinkers.

A step towards the prevention of alcohol-related traffic accidents might be the tightening up
of standards for the licensing of drivers. Some countries have made arrangements to prevent
drinking among drivers of mass transport, including those of trains and ships, and among
aeroplane pilots, as well as among those responsible for traffic safety and signals.
Emergency provisions may be required for the shelter of the spouse and children of heavy
drinkers and longer-term provisions may have to be envisaged to reduce the severity of
repercussions on the family.
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3.2 Examples of Preventive Measures in Alcohol Policies

The recent report of an Expert Committee on alcohol problems points out (12, p. 34) that;

"While no single type of control effort can be urged as likely to be effective in all
circumstances or for all countries irrespective of their cultural and economic background,
three important generalizations can be made.

(1) "The effectiveness of any specific type of control effort will depend in part
on its integration into a clear governmental policy position that has been carefully
defined and coherently expressed.

(2) "The effectiveness of any single control measure probably depends on 1ts being
embedded in a series of mutually supportive efforts that together constitute a
comprehensive and coordinated programme of prevention,

(3) "Control measures are likely to be more effective if preparation has been
made for their acceptance by the public through appropriate public education and
information."

The following examples of a combination of controls on alcohol availability, and efforts
at reducing demand for alcoholic beverages, are taken from countries in very different

sociocultural and economic situations.

3.2.1 Prohibition and Islam

The responses from two countries illustrate situations where the most extreme type of
control is part of the national policy. In the Islamic Republic of Iran, enforcement of
prohibition of production, consumption, and marketing is stated to have reduced the
avéilability of alcoholic beverages to a negligible amount, with the result that alcohol
problems are practically non-existent. In Bahrain, on the other hand, although laws
prohibiting the sale of alcoholic beverages to those of Moslem faith still exist, they are not
enforced and, along with rapidly changing socioeconomic conditions, alcohol consumption and
problems are increasing, especially among young men.

Baasher (14) shows how, fourteen centuries ago, a step-by-step approach was adopted by
Islam in "transforming animistic beliefs and pagan traditional practices into a new religious
system and a completely different way of life'. In relation to the prohibition of wine, a
distinction was made first between strong drink and good nourishment. The question of sin and
harm attached to the use of wine was then raised, but the decision to abstain was still a
matter for personal decision. A next major step was partial prohibition to ensure sobriety
during prayers (five times a day). The stage was thus set for complete prohibition,
involving not only abstinence but also banning of production and trade. As pointed out by
Baasher, these injunctions are embedded in the Koran which, "besides being a religious
doctrine, constitutes a code of civil and criminal law as well as social and behaviour codes'.

Where there is widespread adherence to such a doctrine, prohibition is likely to be an
effective control policy. Within the WHO Eastern Mediterranean Region, production,
importation, sale, and consumption of alcoholic beverages are still completely prohibited in
the Islamic Republic of Iran, Kuwait, Libyan Arab Jamahiriya, Qatar, Saudi Arabia, and the
Yemen Arab Republic, whereas in Bahrain and probably Pakistan production and consumption by
Moslems are prohibited, but importation and use by foreigners are permitted. In other
countries of the Region, some of which have sizeable non-Moslem populations, the situation
varies. While in Egypt, Lebanon and Tunisia, for example, prohibition is not enforced, in
certain parts of the Sudan it is.
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The oil-producing countries of this area are undergoing profound sociocultural and
economic changes and are adjusting to the impact of other cultures through increased
communications, availability of consumer goods; and influx of alien workers and tourists.
This has led, in some of the countries, to smuggling, illegal production, and consumption of
non-beverage alcohol, which are causing grave concern. The reaction in some cases has been
the tightening up of regulations and imposition of heavy punishment for infractions.
Elsewhere, there has been a general relaxation of laws and customs.

In some African countries where the Islamic influence is powerful, abstinence is
observed by some, though not all, of the groups proclaiming the faith. In Senegal, for
example, where 80% of the population are Moslem, traditional drinking habits have been
retained among some ethnic groups, such as the Serer, whereas among the Toucouleurs and the
Peuls, Islam has merely reinforced a pattern of non-use of alcoholic beverages. ' No study
has been carried out on how far such influence may have affected national policy.

3.2.2 Prohibition and abstinence in the WHO South-East Asia Region

Public disapproval of alcohol consumption has had a long history in India and was
widespread during the Buddhist era. Islamic influence led to a first attempt at prohibition
during the Moghul period, but alcohol use spread during colonial times. Since independence,
prohibition in India has become a matter of national policy, enshrined in the Constitution as
a Directive Principle aimed at raising the level of nutrition, the standard of living and the
improvement of public health among the people. Here again, the aim has been gradual
reduction of availability, the implementation of measures being a responsibility of the
separate state governments. Detailed guidelines for immediate and long-term measures were
drawn up by a Central Prohibition Committee in 1955 and advocated by the Government.

Whereas prohibition was gradually being instituted in some districts and states, the ObJeCthE
of complete prohibition in the whole country within a few years has met with opposition,
especially where modernization and Westernization have tended to confer high status on alcohol
consumption. '

In some other countries of the WHO South-East Asia Region religious influences have had
a restraining effect on drinking but without leading to any national proclamation of
prohibition. The five Buddhist principles include an injunction not to drink alcoholic
beverages, and this has been widely observed for example in Thailand and Sri Lanka, although
the custom of abstinence is now declining, except on days of religious functions.

3.2.3 The temperance movement

In other parts of the world, the imposition of prohibition was linked with the
Protestant ethic and the rise of the temperance movement. Among the countries responding to
the WHO inquiry, several still carry the imprint of a period of prohibition. These include:
two North American countries - Canada and the USA; two Nordic countries - Finland and
Norway; and two socialist countries - Bulgaria and Hungary. In other European countries
there was a strong temperance movement - Germany (before the Second World War), the
Netherlands, Switzerland, and the United Kingdom - without a period of prohibition. A recent
review of alcohol control experience in seven countries (l5) describes how the temperance
ideology of bourgeois self-discipline expanded to a concern with working class conditions and
an emphasis on the establishment of alcohol control systems.

In the 1920s and 1930s, prohibition in the above-mentioned countries gradually broke
down, and in certain others the controls started to become less strict. Moreover, since the
Second World War there has been an increasing liberalization of controls, partly as a
reaction to the constraints of the war years and partly in line with general social, economic,
and political changes and a decline in the influence of religious and moral example. At the
same time, increasing production and marketing have extended pressure to reduce controls
not only within but between countries. In very recent years, however, there has been a
notable tendency in some of the above group of countries for a swing back in policies towards
stricter controls as public opinion has become alerted to the damage accompanying increasing
alcohol availability and consumption.
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Countries such as Finland, Norway, and Sweden (where the production of alcoholic
beverages is not among the major industries and where the alcohol industry is run by the state)
have apparently encountered less opposition to the enactment and enforcement of control
measures than the big producing countries. In Norway, for example, the major objective of
alcohol policies, as defined in a 1980 government report, is the reduction of the total
consumption of alcoholic beverages in the interest of health. A similar statement appears
in a Swedish Government bill of 1978.

On the other hand, where economic interests in alcohol production are strong, and where
the temperance tradition has died down, there has been much hesitation as to "how far
governments can and should seek to intervene in what is seen by many people as a matter of
individual choice and responsibility". This statement, from the United Kingdom response,
might be found to apply also in, for example, Australia, New Zealand, and thé United States of
America.

In two of the responding socialist countries - Bulgaria and Hungary - government
resolutions were passed as recently as 1976 and 1977 promoting temperance, but there appears
to have been greater stress on measures to reduce demand for alcoholic beverages than on
those aimed at reducing availability.

3.2.4 Consideration of preventive measures in Latin cultures

Some of the highest levels of per capita alcohol consumption are seen in the Latin
cultures of Europe (France, Italy, Luxembourg, Portugal and Spain) and in some of the
Latin American cultures. These are, in the main, cultures where alcohol has long been part
of meals and of normal everyday life and has not been linked with religious proscription or
attempts at prohibition. In recent years, with rising consumption, and increasing
awareness of the adverse effects of alcohol consumption, the governments of those countries
have started to show concern about the situation. So far, the action taken has in general
been desultory.

Among the responding countries in Europe, France is outstanding in having prepared
detailed proposals for a coordinated national policy based on a review of the existing
situation. A main objective is the protection of the health of the population, It is
recognized that this can be achieved only through a policy prepared jointly with other
members of the European Economic Community., One proposal is to improve the quality and
lower the production of wines. Another is for the improved enforcement of existing
legislation.

The high number of responses from the Latin American countries may be indicative of
strong governmental concern about alcohol problems, and this is reinforced by the emphasis
laid on the extent and seriousness of the problems, Many of the responses show the
beginning of an interest in the need to reduce alcohol consumption by controlling its
availability, but there is little evidence as yet of any effective action being taken in this
direction or of any possibilities of public support for the steps necessary. As pointed out
in a regional paper,l however, a number of important discussions on these matters have taken
place in Latin America in recent years that have stimulated greater consideration of control
policies. The National Meeting on Community and National Response to Alcohol-related
Problems, held in Mexico in 1981 (in connection with the WHO Project on Community Response to
Alcohol-related Problems), has already had some impact on the formulation of national
proposals not only in Mexico but also in several other countries of the region invited to send
participants (Argentina, Brazil, Costa Rica, Honduras, Panama, and Venezuela).

Katatsky, M. Region of the Americas, WHA 35 Technical Discussions contribution.
Washington, DC, Regional Office for the Americas, 1982 (unpublished document) .
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3.2.5 Recognition of need for preventive measures in other developing countries

During preliminary consideration of the topic for the Technical Discussions at the
Thirty-first Session of the WHO Regional Committee for Africa, in 1981, the numerous
interventions revealed a strong concern for the rising levels of alcohol consumption and the
gravity of the related problems. The socioeconomic aspects of production and consumption
were seen to be particularly disturbing. Among the important preventive measures required,
mention was made of limiting importation of alcohol. It was recognized that certain
interrelated political decisions and actions were needed to achieve control of the complex
range of alcohol problems.

In Zambia a National Conference on Community Résponse to Alcohol-related Problems was
held in November 1981, as part of the WHO Project on Community Response to Alcohol-related
Problems. Major national organizations were represented and participants from Botswana,
Kenya, Lesotho, Swaziland, and the United Republic of Tanzania were invited as observers.
The aims of the meeting were to: (a) present the findings of the first phase of the project;
(b) consider the implications; (c) formulate practical and realistic policy recommendations
concerning the problems identified; and (d) discuss possibilities for their implementation
with the responsible Zambian authorities. In summary, the final recommendations included:
(a) establishment of a "Drink and Drugs" commission; (b) revival of the Zambia National
Council on Alcoholism and Addictions;‘ (c) establishment of procedures by each ministry and
other public institutions for identifying and responding appropriately to alcohol-related
problems affecting individual members of their staff; (d) execution of specific tasks
concerning alcohol problems by the Zambian Public Service Commission, the ministries
concerned with health, home affairs, education, culture, finance, labour, social services,
and justice, the Division of Provincial and Local Government, and the University of Zambia;
and (e) institution and implementation of specific control measures concerning the alcohol
industry and retail distribution of alcohol.

A number of other African countries responding to the WHO inquiry referred to the
rapidly increasing consumption of alcoholic beverages, but there was little mention of the
need to reduce their availability by controls on production and importation, Although
several countries have imposed very heavy taxes on imported alcoholic beverages
(e.g., Ivory Coast) or barred them almost entirely (e.g., Zambia), the main reason for doing
so seems to be to economize foreign exchange rather than to reduce consumption. At the
same time, new breweries (mostly branches of large foreign companies) are rapidly increasing
in number and so is the availability of commercially produced beer, which is reaching even
the most remote villages. 'Although several African countries have regulations concerning
the opening hours for places selling alcoholic beverages, enforcement is very difficult: the
same applies to the regulations prohibiting the home production of alcoholic beverages.

In the WHO Western Pacific Region, the response from Papua New Guinea (see page 94)
refers to research revealing damaging consequences of continuing increase in alcohol
consumption which has led to a strong recommendation to reduce accessibility to and availa-
bility of alcohol.

3.3 Reducing the Impact of Alcohol Problems: Treatment and Management1

Even if the planning bodies appreciate the pressing need for preventive efforts, they
will need to face the realistic situation that a variety of alcohol problems will continue to
place a heavy load on society. The question then arises of how to respond to these problems.
in ways that will reduce their severity, their repercussions on the community, and their
duration. Viewing these matters from a standpoint of public health and development, it will
be necessary to determine the most effective means of reducing the total burden, rather than
considering merely the treatment of the individual drinker. In doing so, however, it will
be essential to take into account the availability not only of suitable techniques, but also
of the necessary human and financial resources. Planning for the management of alcohol

This section is largely based on information from references 4 (Chapter 8) and 12.
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problems in the broader perspective of other health, psychosocial, and economic problems
would lead to emphasis on using the existing resources to deal with various aspects of
alcohol problems rather than on establishing separate services. It would also imply
improved information and training concerning alcohol problems and their management for a
variety of professions and service providers as well as the general community.

The responses from a number of countries reveal that the main emphasis of any policy or
action related to alcohol use is at present on the treatment and rehabilitation of alcoholics.
This is true in several countries, including some in Latin America, for example, where the
resources required to deal with alcohol problems are recognized as being deficient. On the
other hand, in the response from Australia (see page 92), it is clearly stated that a major
investment in special programmes for the management of alcohol problems is neither required
nor envisaged. Instead, there is a great need for training of staff - especially general
practitioners - in early identification and intervention. In Hungary (see page 80), however,
considerable emphasis is laid on the development of a network of services for the identifica-
tion, treatment, and rehabilitation of alcocholics. In the USA over the last 10 years there
has been a major emphasis on the development of treatment services, and 29 states now have
laws requiring some degree of health insurance coverage for alcoholism treatment. The value
of Alcoholics Anonymous, Alateen, and Al-Anon groups is widely appreciated in both developed
and developing countries.

The treatment and management of many of the damaging consequences of drinking depend very
much on the resources available, and have frequently been found to be not only expensive, but
of limited efficacy as well. A strong plea was therefore made by the WHO Expert Committee on
Problems Related to Alcohol Consumption (12) for according priority to preventive measures.

At the same time many countries may recognize an urgent need to seek and implement low-cost
and more effective ways of coping with an existing heavy burden of alcohol problems.

Public health models would suggest the desirability of concentrating on high-risk groups
and situations, Some countries, for example, Bulgaria, the Netherlands, and Paraguay, have
emphasized the need for greater attention to the management of problems arising in the
families of alcoholics.

The development of programmes for managing alcohol problems in the employment setting has
been promoted particularly in Australia, Canada and the USA. A joint ILO/WHO project aims to
extend the exchange of experience on such programmes to other interested countries,

Policies aimed at reducing the severity of alcohol-related traffic accidents refer to the
need for enforcing legislation concerning legal blood-alcohol limits for drivers (as in
France) and for prompt attention to victims of traffic accidents (as promoted by the
International Association for Accident and Traffic Medicine).

3.3.1 Treatment and management of persons identified as being "alcoholics" and "heavy
drinkers"

A great variety of provisions have been made in various countries for the management of
persons identified as "alcoholics".  Attempts to assess the efficacy of different methods
of treatment have so far been unable to show any clear advantages of complex and costly
management regimes compared with simpler strategies. Increased attention has recently been
given to the value of specialized detoxification centres for dealing with public drunkenness,
thus providing at least a temporary shelter, as well as opportunities for physical care,
simple counselling and possibly social assistance to the drinker's family.

It would seem important to examine the measures currently employed at the local level,
whether or not such techniques are formally structured or labelled as treatment, in order to
make a preliminary assessment of their effectiveness. At both community and national levels
there may be opportunities for stimulating or reinforcing the support offered by self-help
groups, such as Alcoholics Anonymous. There is a great need for investigation of other
possibilities of community involvement in the management of alcohol-dependent or heavy-drinking
community members along the lines of primary health care.



