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SUMMARY 

The First Regional Meeting on Reducing Alcohol-Related Harm in the Western Pacific 
Region was held at the WHO Regional Office for the Western Pacific in Manila, Philippines, 
from 3 to 5 June 2008. It was attended by representatives from 24 Member States as well as four 
temporary advisers from four WHO collaborating centres in the Region, WHO staff from 
Headquarters, the Regional Office and three country offices, and a consultant (see Annex 1). 
A majority of the country representatives had been previously nominated as National Focal 
Points for the Reduction of Harmful Use of Alcohol. 

The objectives of the meeting were: 

(1) to review developments related to the Regional Strategy to Reduce 
Alcohol-Related Harm at country level as well as internationally; 

(2) to finalize a draft Regional Plan of Action to Reduce Alcohol-Related Harm and 
specify its implications for key components such as data collection, monitoring 
and evaluation, capacity-building and community involvement; and 

(3) to discuss and agree on effective mechanisms for country support, regional 
cooperation and resource mobilization. 

In the course of the meeting, WHO staff from Headquarters and the Regional Office 
presented updates on global and regional WHO activities. Representatives of Member States 
introduced recent developments in their respective countries. Following the agenda for the 
meeting, a number of issues of special concern were addressed: public health-oriented alcohol 
policies, building up information systems, capacity-building, community mobilization and the 
control of drinking and driving. Two case studies were presented--{)ne on drinking among 
young people and one on the development of a national policy. Working groups were formed to 
review the situation in the Region and to identify priority needs for further alcohol policy 
development. 

Participants reconfirmed that harmful alcohol consumption is a major public health 
problem in the Region. In many Member States, efforts are underway to strengthen the health 
sector response, but more action has to be undertaken to have a substantial impact on the harmful 
use of alcohol. Current common concerns include: the relative lack of reliable data, drinking and 
driving, violence associated with harmful alcohol consumption, drinking among young people, 
and the amount of advertising and other alcohol marketing. 

In discussing a draft Regional Plan of Action to Reduce Alcohol-Related Harm, 
participants felt that it was appropriate to identify actions proposed for countries and actions to 
be undertaken by WHO. While agreeing in principle to the overall draft Regional Plan of 
Action, participants proposed specific points to take into account for the final draft of the Plan of 
Action. The Regional Office will send the draft Regional Plan of Action to the Member States 
for comments. Upon their receipt, the draft will be finalized. 



1. INTRODUCTION 

The First Regional Meeting on Reducing Alcohol-Related Harm in the Western Pacific 
Region was held at the WHO Regional Office for the Western Pacific in Manila, Philippines, 
from 3 to S June 2008. It was attended by representatives from 24 Member States; four 
temporary advisers from four WHO collaborating centres in the Region; WHO staff from 
Headquarters, the Regional Office and three country offices; and a consultant (see Annex 1). 
A majority of the country representatives had been previously nominated as National Focal 
Points for the Reduction of Harmful Use of Alcohol. 

At the beginning of the meeting, Ms Jennifer Lorraine Shortt of the Department of 
Health and Ageing, Australia, was elected Chairperson, Dr Tsetsegdary GombodOlj of the 
Ministry of Health, Mongolia, as Vice-Chairperson, and Dr Odille Chang of the Ministry of 
Health and Social Welfare, Fiji, and Dr Yamamoto Hidenori of the Ministry of Health, 
Labour and Welfare, Japan, as Rapporteurs. 

1.1 Background 

Harmful use of alcohol causes considerable public health problems and is ranked as the 
fifth leading risk factor of premature death and disability worldwide. Alcohol-related harm 
accounts for 3.7% of global mortality and 4.4% of global disease burden. In addition to its 
impact on public health, harmful use of alcohol bas negative social and economic 
consequences through lost productivity and costs to social welfare, transportation and 
judiciary systems. 

The growing awareness of the substantial threat posed to public health by harmful use 
of alcohol led the World Health Assembly in 200S to adopt resolution WHASS.26 on public 
health problems caused by harmful use of alcohol, followed in May 200S by resolution 
WHA61.4 requesting the Director-General to prepare a draft global strategy to reduce harmful 
use of alcohol. 

In the Western Pacific Region, S.S% of the burden of disease is attributed to 
alcohol-related harm. So far, however, public health policy responses are missing, limited or 
outdated in many countries of the Region. 

In September 2006, the fifty-seventh session of the Regional Committee for the 
Western Pacific endorsed the Regional Strategy to Reduce Alcohol-Related Harm 
(WPRJRCS7IRS). Thereafter, a draft Regional Plan of Action to Reduce Alcohol-Related 
Harm was developed. The First Regional Meeting on Reducing Alcohol-Related Harm was 
organized by the Regional Office to support the implementation of the Regional Strategy and 
to agree on the Plan of Action. 

1.2 Objectives 

(1) To review developments related to the Regional Strategy to Reduce 
Alcohol-Related Harm at country level as well as internationally. 

(2) To finalize a draft Regional Plan of Action to Reduce Alcohol-Related Harm 
and specifY its implications for key components such as data collection, 
monitoring and evaluation, capacity-building and community involvement. 

(3) To discuss and agree on effective mechanisms for country support, regional 
cooperation and resource mobilization. 
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1.3 Opening remarks 

Dr Linda Milan, Director, Building Healthy Communities and Populations, 
WHO Regional Office, addressed participants on behalf of Dr Shigeru Omi, the Regional 
Director. She pointed at the synergistic effects of regional and global developments to reduce 
alcohol-related harm, highlighting the adoption of a resolution on reducing the harmful use of 
alcohol at the World Health Assembly just 10 days prior to this meeting. She went on to look 
at the critical role of data collection and analysis at the national and community level and 
voiced her opinion that more work needs to be done in these areas throughout the Region. 
In welcoming the participants, she expressed her satisfaction with the role that the 
WHO collaborating centres were playing in this meeting and emphasized the critical role that 
National Focal Points could play to reduce harmful use of alcohol within their own countries 
and the Region as a whole. She was confident that the participants would agree on an 
effective plan of action for the Western Pacific Region to reduce alcohol-related harm. 

2. PROCEEDINGS 

2.1 Update on global and regional WHO activities 

In his presentation, Dr Vladimir Poznyak, Coordinator, Management of Substance 
Abuse, WHO Headquarters, informed the participants about resolution WHA61.4, "Strategies 
to reduce the harmful use of alcohol", which was adopted by the Sixty-first World Health 
Assembly in May 2008, and the milestones leading to the decisions regarding harmful use of 
alcohol. Dr Poznyak felt that the resolution's call for developing a draft global strategy to 
reduce harmful use of alcohol by 2010 provided a new global context for this First Regional 
Meeting on Reducing Alcohol-Related Harm in the Western Pacific Region and for a 
Regional Plan of Action to Reduce Alcohol-Related Harm in Western Pacific Region. 
He also believed that the various regional, subregional and national processes would yield 
vital contributions to a global strategy, and that the outcomes of this meeting would have 
direct relevance to the global processes initiated by resolution WHA61.4. Successful 
implementation of the Regional Strategy and the envisaged Plan of Action in the Western 
Pacific Region would bring new experiences and best practices to the global scene, and would 
contribute to the objective, formulated in the WHO Mid-Term Strategic Plan 2008-2013, 
to increase the number of countries that have reduced or stabilized the levels of harmful use of 
alcohol in their populations. 

In his review of regional developments, Dr Wang Xiangdong, Regional Adviser, 
Mental Health and Control of Substance Abuse, WHO Regional Office for the Western 
Pacific, referred to the processes that led to the endorsement of the Regional Strategy to 
Reduce Alcohol-Related Harm, including a technical consultation, a consultation with 
Member States in 2006 as well as a consultation with industries. The Regional Strategy 
consists of four main components: (1) reducing the risk of harmful use of alcohol; 
(2) minimizing the impact of the harmful use of alcohol; (3) regulating the availability and the 
accessibility of alcohol; and (4) establishing mechanisms to facilitate and sustain the 
implementation of the strategy. Following the endorsement of the Regional Strategy by the 
Regional Committee, the Regional Director asked the ministers of health in the 
Member States to nominate National Focal Points to Reduce Alcohol-Related Harm. 
Almost all countries now have a National Focal Point. In cooperation with 
WHO Headquarters, a regional information system is being set up and efforts are underway 
to strengthen the Regional Office's capacity to carry out the alcohol programme. 



- 3 -

Mr Dag Rekve, Technical Officer, Management of Substance Abuse, 
WHO Headquarters, reported on the Global Information System on Alcohol and Health 
(GISAH), which has been built up since 1997 by the Management of Substance Abuse team 
in the WHO Department of Mental Health and Substance Abuse. The information 
system provides a reference source of information for global epidemiological surveillance of 
alcohol use, alcohol-related problems and alcohol policies, based on passive epidemiological 
surveillance. It also gathers published data and information about the alcohol situation in 
WHO Member States, the consequences of alcohol consumption in individual countries and, 
wherever possible, includes trends in alcohol use and related mortality for the last decades. 
It has three main components: (I) levels of alcohol exposure; (2) alcohol-related health 
burden; and (3) policy responses. Information on alcohol production as well as on national 
alcohol control measures and policies has also been collected. The GISAH and the Global 
Burden of Disease project are now the main sources of information and the Global Status 
Report on Alcohol and Health is, together with the web-based portal, the main reporting 
mechanism. 

2.2 Update on developments in individual Member States 

2.2.1 Australia 

In Australia, the National Alcohol Strategy forms the centre-piece of alcohol policy 
development. It outlines four priority areas for coordinated action to develop drinking 
cultures that minimize alcohol-related harms: (1) intoxication; (2) public safety and amenity; 
(3) health impacts; and (4) cultural place and availability. Earlier this year, the Australian 
Government announced the National Binge Drinking Strategy to address 'binge drinking', 
especially among young people. The National Binge Drinking Strategy is aimed at young 
people and consists of three practical measures: (1) community-level initiatives to confront 
the culture of binge drinking, particularly in sporting organizations; (2) a programme to 
intervene earlier to assist young people and ensure that they assume personal responsibility 
for their binge drinking; and (3) an advertising campaign that confronts young people with the 
costs and consequences of binge drinking. The Australian Government has also announced 
that a National Preventative Health Strategy will be developed to add a preventative focus to 
the health system, with an emphasis on alcohol, tobacco and obesity. 

2.2.2 Cambodia 

Along with economic growth, alcohol consumption has been increasing steadily in 
Cambodia over the last decade. The volume of advertising by the alcohol industry in 
Cambodia is considerable: in the first four months of this year, approximately 
US$ 2.4 million has been spent for TV and print materials. According to the Cambodia 
Economic Institute, alcohol consumption in 2006 amounted to 66.3 million litres and the 
trend is increasing year by year. 

Some indication of the harm associated with alcohol use can be derived from recent 
surveys. The Cambodia Demographic Health Survey 2000 found that 23% of married women 
had experienced some levels of violence, while 57% of women with husbands who got drunk 
frequently were subjected to violence. The National Youth Risk Behaviours Survey in 2004 
showed that 25% of youth had experienced domestic violence in the last 30 days and 65% 
blamed alcohol. According to the Road Traffic Accident and Victim Information System 
2004,18% to 20% of road traffic accidents are associated with alcohol. 

The Health Sector Strategic Plan 2008-2015 of the Ministry of Health has prioritized 
noncommunicable diseases (NCD), including alcohol abuse. As part of the NCD strategy for 
2007-2010, monthly or bimonthly meetings with stakeholders are being organized. 
An alliance has been established with the Population Centre for Democracy and Peace, 
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the Cambodia Movement for Health and local nongovernmental organizations (NGOs) 
working to advocate alcohol policy change. Last month, the National Centre for Health 
Promotion and Preventive Medicine Department of the Ministry of Health, with support from 
the WHO Representative Office in Cambodia, initiated the establishment of a working group 
for alcohol policy development. 

2.2.3 China 

In recent years, alcohol consumption and related harms have been increasing steadily in 
China. Since 2002, the country has been the largest beer-producing country in the world. 
Per capita alcohol consumption among adults aged 15 and above is about 4.5 litres per year. 
Unrecorded alcohol consumption accounts for about 14.9% of total alcohol consumption in 
some areas in southern China. Chinese males, who prefer to drink distilled spirits, drink more 
frequently and greater amounts than their female counterparts; as such, men experience more 
drinking-related negative consequences. A WHO-sponsored study of the general population 
aged 15 and above revealed that the proportions of people who drank in the past three months 
were 63.8% for males, 18.3% for females and 43.8% for the total sample. Given the pattern 
of drinking, harm associated with intoxication episodes is typically predominant. Types of 
harm include violence, crime and economic problems to the drinker and to others, especially 
family members. Also of great concern are the long-term medical, psychological, 
public-health and social consequences. Nevertheless, only a few studies have documented 
these issues in China. Policies and legislation that aim to reduce drinking-related problems 
include: taxation to limit consumption levels (especially for high ethanol degree beverages), 
specific licensing of alcohol outlets, minimum-age sale limits, advertisement regulation, and 
drinking-and-driving countermeasures. However, licensing of outlets and licensing hours are 
still not controlled by the Government, and alcohol promotion is not regulated. 
Furthermore, there is no national prevention programme for reducing drinking-related harm 
in China. Finally, no government sector has been identified as the coordinator of the 
development, implementation and evaluation of alcohol policy or legislation. 

2.2.4 Hong Kong (China) 

In Hong Kong (China), alcohol consumption among people aged 15 and above 
remained stable at about 2 litres of pure alcohol per capita per year from 2002 to 2006 (based 
on import/export data). The Population Health Survey in 2004 showed that 9.5% of people 
aged 15 and above drank at least once a week; about 60% of the population never drank. 
Beer (66.5%) and table wine (19.6%) were the most popular choices. About 14.4% had 
experienced binge drinking in the previous month. In 2006, a hospitalization rate of 33.3 per 
100 000 population due to an alcohol-related complaint was recorded. Age-standardized 
mortality due to alcohol was 0.8 per 100 000 in 2006. About 10.3% of road traffic deaths 
were associated with alcohol in 2001. The Government fully acknowledges the importance of 
collaborated and community efforts in reducing the harmful use of alcohol. A multifaceted 
approach comprising health education, surveillance, legislation and law enforcement, 
treatment and rehabilitation, research and capacity-building has been adopted. Control of 
alcohol misuse will be included as a priority area of work in the upcoming strategy 
framework on prevention and control of noncommunicable diseases. 

2.2.5 Macao (China) 

Over the past five years, sales of alcoholic beverages have increased in Macao (China). 
Currently, there are no restrictions on alcohol. A written national or subnational policy on 
alcohol does not exist and there is no legal definition of an alcoholic beverage. 
The Government does not have a specific budget line for the prevention and treatment of 
alcohol use disorders. In 2008, the quarterly injury monitoring system of Macao (China) 
recorded a total of 4679 incidents, among which 39 (0.83%) were suspected to be 
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alcohol-related. In the last three years, some nationwide awareness-raising activities on 
young people's drinking and on alcohol's impact on health have taken place. 
In 2008, drinking-and-driving laws were passed at the national level of Government. 
The maximum legal blood alcohol concentration (BAC) when driving a vehicle has been set 
at 120mg%. The maximum penalty for drinking and driving is one-year imprisonment and a 
three-year suspension of the driver's license. A minimum legal drinking age does not exist 
yet. It is assumed that there is a great need for more intensive interventions. 

2.2.6 Cook Islands 

In Cook Islands, the consumption of all forms of alcoholic beverages has been 
increasing steadily, as can be inferred from the increasing revenues from excise duties 
collected by the Government over the past five years. Concomitant to the increase in 
consumption is an increase in alcohol-related harm, most notably in the form of 
drinking-related accidents, domestic violence, social disturbances, under-age drinking, and 
incidence of mental and physical disorders. Although measures to reduce alcohol-related 
harm are in place, there is a need for more stringent and updated measures, the establishment 
of low-cost and effective strategies, and the inclusion of other stakeholders in policy-making 
and implementation. 

2.2.7 Fiji 

Alcohol is readily available and easily accessible in Fiji. The average annual 
consumption of beer and spirits per capita for the six-year period from 2000 to 2005 was 
23.14litres and 1.37 litres, respectively. Binge drinking is becoming widespread. Studies 
have also indicated that young people are starting to drink at an earlier age. Alcohol-related 
social harm in Fiji is well-documented and includes road traffic accidents, domestic violence 
and crime. 

Fiji's new Liquor Act 2006 and its regulations, which came into effect as of 
April 2008, are mainly concerned with the control of the sale and the consumption of alcohol. 

Positive changes brought about by the new Act and its regulations include the 
following: (1) prohibition of sale of alcohol to persons less than 21 years of age with a 
five-fold increase in penalty in place for this offence (fine of up to 2000 Fijian dollars); 
(2) a 10-fold increase in license fees (from 1000 to 2500 Fijian dollars); and (3) stricter 
requirements for issuance of licenses, including reports from several government departments 
prior to approval being granted. On the other hand, the new Act does not provide for any 
Social Awareness Programmes on the adverse effects of harmful use of alcohol, as was 
recommended in the consultations. On a positive note, the 2008 Fiji Government budget saw 
a 3% increase in excise tax on alcohol. Also, the Public Service Commission has recently put 
into effect a "Health Promoting Workplace Policy", which prohibits the consumption of 
alcohol at all government workplaces. The Pacific Island Countries Trade Agreement 
(PICT A) parties meeting held this year has decided to defer its decision to include 
liberalization of alcohol in PICT A and national consultations regarding this matter will be 
undertaken. 

2.2.8 Japan 

In Japan, alcohol consumption trends show a slight decrease over the last 10 years 
(from 19.2 grams per day in 1997 to 17.3 grams per day in 2005). In 2005, about 20% of 
drinkers were habitual, i.e. drank alcohol more than three days per week. Broken down by 
gender, 36.7% of male drinkers and 7.3% of female drinkers were habitual. The ages of 
junior and senior high school students who have drinking experience have been decreasing. 
Some indicators of alcohol-related harm have experienced decreases, e.g. the number of 
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people driving under influence of alcohol dropped to 74 000 in 2007 from 220 000 in 2001, 
and the number of traffic accidents associated with alcohol fell to 7500 in 2007 from 25000 
in 2001. In 2005, hospitals admitted approximately 44000 male and 7000 female patients for 
alcohol-related mental health disorders; while some 48 000 male and 6000 female patients 
were admitted for alcohol-related liver disease. Health Japan 21 includes a national public 
health-oriented alcohol policy aiming at: (1) reducing the number of heavy drinkers; 
(2) promoting information about moderate and proper amounts of alcohol intake; and 
(3) eliminating under-age drinkers (the age limit for purchasing alcoholic beverages is 
20 years). Restricting alcohol advertising is implemented through self-regulation by the 
industry. 

2.2.9 Kiribati 

In Kiribati, as elsewhere, factors associated with excessive alcohol consumption 
include unemployment, peer pressure, and rapid social change. Statistics on consumption 
show relatively great fluctuations over the last five years, e.g. total beer consumption going 
up from I 375 128 litres in 2002 to 2 121 848 litres in 2004 and decreasing to 840 976 litres 
in 2006. Drinking-and-driving arrests show a downward trend from 96 in 2005 to 44 in 2007. 
There is grave concern, however, over the amount of violence occurring in association with 
alcohol, in the form of domestic violence, fighting among young people and rape. 
Legislation to control alcohol-related harm exists in the form ofthe Traffic Ordinance, 
the Liquor Act and the National Youth Policy. Efforts are underway to further reduce 
alcohol-related harm, e.g. a Road Safety Committee was established in 2004 to reduce road 
accidents related to alcohol; the Ministry of Health provides counselling and workshops 
through the Adolescents Health Programme. Church groups play an active role in preventive 
action as well as the nongovernmental Alcohol Awareness and Family Recovery Programme. 

2.2.10 Lao People's Democratic Republic 

Few reliable statistics on alcohol production, consumption and alcohol-related harm are 
available in the Lao People's Democratic Republic. In 2003, the National Institute of Public 
Health, in collaboration with WHO, conducted a World Health Survey and found that 1.9% of 
the population were frequent heavy drinkers, 11.7% were infrequent heavy drinkers, 38.8% 
was non-heavy drinkers and 47.5% were lifetime abstainers. Over the last 10 years, 
the Government has initiated a process of regulation and legislation in this area. 
In 2000, the Ministry of Justice introduced the Road Traffic Law, which has been approved 
by the National Assembly. In cooperation with the police, the Ministry of Transport and 
Communication has developed a poster campaign entitled, "If you drink, don't drive". 
The campaign is aimed at raising awareness of drinking and driving, focusing in partiCUlar on 
the main national holidays. In addition, the police have put in place periodical action to 
control drinking and driving and to test BAC with breathalysers. The Minister of Health has 
nominated a National Focal Point for reducing alcohol-related harm and participation in the 
WHO Global Survey on Alcohol and Health 2008 is taking place. 

2.2.11 Malaysia 

Though prohibited by some religions, alcohol is freely available in Malaysia. 
Data collection on alcohol use and related harms is not well-developed yet; minimal and 
proxy indicator diseases like chronic liver cirrhosis and injuries are used to measure the harm 
caused by alcohol use. Beer, toddy, samsu, stout, ale, wine and whisky are among the types 
of alcohol consumed. Currently, alcohol-dependence syndrome accounts for about 800 cases 
per year. The Third National Health and Morbidity Survey 2006 revealed that males 
accounted for 47.2% of drinkers and that the state of Sa bah had the highest proportion of 
drinkers. The NCD Risk Factors Survey in 2005 showed that 20% of males and 3.9% of 
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females were current ddnkers. Motor vehicle accidents due to the influence of alcohol 
accounted for 3% of total accidents in the country. 

Health promotion and enforcement play important roles in curbing these problems. 
Malaysia's efforts to address alcohol-related issues include liaising with hospitals, police, 
Ministry of Education and nongovernmental organizations. Activities undertaken include 
networking, sharing of data and awareness-raising for various target groups. There is a great 
need for a comprehensive database of alcohol use and its related health and economic 
consequences. Further development of counselling services, and combined efforts by the 
related agencies are needed for improved early detection and for the provision of 
community-based treatment. Integration with other activities of hann reduction and NCD 
programmes is indicated, in view also of the restdcted manpower and the already expanding 
scope of the NCD programme in the Ministry of Health. 

2.2.12 Federated States of Micronesia 

Alcohol control policy at the national level in the Federated State of Micronesia is 
limited, consisting of an Import Taxation Act and a recently revised law to increase taxes on 
alcoholic beverages. The legal minimum age for alcohol consumption is 21 years. 
Legislation is in place to determine where alcohol consumption is allowed and where and 
when it is forbidden. A license is needed for the sale of alcohol, and driving while intoxicated 
is also against the law. Any offences against these policies are punishable by fine, 
imprisonment or both and may involve revocation of licenses; however, implementation and 
enforcement of these policies are lax and there is no one entity to regulate their effectiveness. 
While there is no local production of alcohol, imported alcohol is available and very 
accessible. Within a five-year period, 40.8 million litres of alcoholic beverages were 
imported into the country. The main sources for alcohol importations in the country lie in 
China, Japan, the Philippines, and the United States of America. Alcoholic beverages account 
for 2.42% of all imported products. 

Alcohol-related hann is on the rise. Alcohol use can be attributed to the increasing rate 
of divorce, increasing rates of parasuicide and suicide, and increasing numbers of student 
drop-outs. Eighty per cent of motor vehicle accidents are alcohol-related. 

Current responses to alcohol-related harm are fragmented and their effectiveness is 
questionable. Information and data to support formulation, implementation, regulation and 
evaluation are sporadic and non-consistent. There is little awareness of the hann alcohol is 
causing in the country. Thus, there is a great need in the Federated States of Micronesia to 
bring awareness of alcohol-related hann to the entire community. Leaders must also facilitate 
an interagency collaborative effort involving all community sectors in policy formulation, 
implementation, monitoring, regulating and evaluation. 

2.2.13 Mongolia 

In Mongolia, there is a strong upward alcohol consumption trend. While in 1998, 
the average per capita consumption was 4.7 litres of absolute alcohol, in 2000, this figure 
was 7.65, and in 2005, 9.3 litres. Good data on the effects of alcohol use exist as a result of 
various studies, including the STEP survey on NCD risk factors in 2005 and an 
epidemiological study carried out in 2005 by the Mental Health and Narcological Centre on 
the prevalence of consumption, patterns of drinking and alcohol-related hann in the country. 
It is estimated that 2.8% of women and 10% of men can be regarded as harmful drinkers; 
5% of women and 22% of men are alcohol dependent. Some 84% of traffic accidents and 
30% of industrial accidents are associated with alcohol drinking. Numbers of deaths 
registered as due to alcohol are rising. A recent wave of methanol poisoning resulted in 
14 deaths. It is estimated that 45% of marital breakdowns, 60% of domestic violence and 
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20% of total crime are associated with harmful use of alcohol. Governmental regulations to 
control harmful use of alcohol are in place and include the Law on Fighting against 
Alcoholism (1994, revised in 2000 and 2003) and a Technical Regulation for the Production 
of Alcoholic Beverages (2008). Under the current legislation, for example, alcohol 
sponsorship of public events, sport and cultural activities is forbidden; alcohol use for young 
people under the age of 21 years is also prohibited. Implementation of current legislation is 
challenged by such factors as poverty and unemployment, lack of resources, and lack of 
cooperation and collaboration. National institutional arrangements are also in place and 
include the National Program on Prevention and Control of Alcoholism, chaired by the 
Vice-Minister of Health. All relevant governmental agencies are involved. A good legal 
environment has been created, but this is obviously not enough. Raising awareness, improved 
enforcement oflegislation, improved community and NGO involvement plus increasing taxes 
are foci for future development. 

2.2.14 New Caledonia 

Among the nine major public health problems identified by the Government of 
New Caledonia in 1994, harmful use of alcohol ranked first. In 2001, the Government created 
a programme to reduce the harmful use of alcohol and developed an action plan with defined 
objectives for 2002-2004. In 2005, this programme was turned into an addiction programme 
that lead to the creation of an addiction and prevention care centre in 2006 and a new action 
plan for 2005-2008. 

Current regulations include restricting the sale of alcohol to young people under the age 
of 18 years; it is also illegal to sell or to serve alcohol to drunken people. The legal BAC for 
driving is 0.4 mg!I. Alcohol tax is based on the alcohol content by volume. In 2006, the 
Government decided that revenue from alcohol and tobacco taxes would be used to reduce 
harmful use of alcohol, tobacco, drugs and other psychoactive substances. These measures 
probably explain some of the decrease of the total annual pure alcohol consumption since 
2006. The Government is intensifYing its measures through the increase of random breath 
testing, and through the establishment of a reduced legal BAC limit to 0.1 mg!l for bus drivers 
and 0.25 mg/l for other drivers. The Government also focuses on (1) prevention actions 
(information campaign targeted at vulnerable groups such as youth and pregnant women; 
information about the risk of alcohol misuse in secondary schools, private enterprises, and 
communities); (2) screening and brief interventions at the public hospital; and (3) training of 
health and social welfare professionals (to facilitate early identification of alcohol-use 
disorders). Further, consideration has been given to: (1) increasing alcohol taxes (in an effort 
to curb the recent rise in prevalence of binge drinking among young people); (2) restricting 
alcohol advertising in the media; (3) improving partnerships with NGOs; and (4) improving 
data collection and collaboration between national and local levels of government and 
between the various sectors. 

2.2.15 New Zealand 

Alcohol is widely consumed in New Zealand with 82% of New Zealanders consuming 
alcohol regularly. Alcohol causes a significant level of harm, including road accidents, 
violence, crime, and other social, economic and health harms. Consumption per capita has 
steadily increased from a historic low of just less than 9 litres of pure alcohol per annum in 
1997 to just above 9 litres per annum. Alcohol-related trauma is a leading cause of death for 
young people under 25 years of age, with one third of all deaths in this age group being 
alcohol-related. This is of particular concern as one fourth of all New Zealanders drink large 
amounts on typical drinking occasions. 

Recently, New Zealand has developed legislative proposals to address secondary 
supply to young people and to establish an enforced self-regulation regime for alcohol 
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advertising. It is also currently developing a National Alcohol Action Plan to help guide 
cross-government, community, and individual efforts to address alcohol-related harm. 
The country has well-established institutional arrangements to address alcohol-related harm. 
These include a dedicated alcohol policy and programme capacity in the Ministry of Health, 
cross-government and ministerial committees on drugs and alcohol, and a crown entity 
(The Alcohol Advisory Council) that is focused on minimizing alcohol-related harm. 

2.2.16 Commonwealth of the Northern Mariana Islands 

Alcohol use and abuse in the Commonwealth of Northern Mariana Islands is rampant. 
Typical manifestations of alcohol abuse (alcohol-related driving accidents, family violence 
due to alcohol, increased numbers of individuals undergoing alcohol rehab) are significantly 
under-reported in the current hospital data system. For the vast majority of motor vehicle 
accidents, no formal measure of alcohol intake is taken by police or in the Emergency Room. 
A Youth Risk Behaviour Survey (YRBS) done in 2007 showed that about 70% of high school 
students, both male and female, have tried drinking alcohol. More than a third of those 
surveyed in the high school stated that they, at least one time, drank alcohol within the past 
30 days. The Department of Public Safety closely monitors criminal activities resulting from 
alcohol intake, including: driving under the influence, assault and battery, domestic violence 
and even murder. Traffic offences caused by driving under the influence of alcohol have 
decreased significantly over the past five years because of the prevention and education 
efforts of the Department of Public Safety. Efforts are underway to come up with a 
comprehensive Alcohol Policy that is part of the mainstay of the government. 
CNMI Public Law 13-38, which was passed in December of 2002, calls for increasing the 
excise tax for alcohol. This was the very first attempt to increase the tax on alcohol. 
Funds collected from the taxes would be used for alcohol harm reduction programmes. 
The plan is to continue to work with the leaders of the Commonwealth of the Northern 
Mariana Islands so that a comprehensive Alcohol Policy can be realized in the near future. 

2.2.17 Palau 

In Palau, binge drinking and drunk driving are problems for both adults and youth. 
Alcohol is a leading cause of premature death, directly from injury and indirectly from 
cirrhosis and liver disease, cancer, heart disease and other diseases attributable to harmful use 
of alcohol. Many emergency admissions after midnight are alcohol-related. Legislation is in 
place to control drinking by young people, drinking and driving (0.10 BAC) and overall 
availability (licensing system and alcohol taxes); however, enforcement of the legislation has 
been a challenge. Weak enforcement has led to partnerships with traditional chiefs who 
implemented a traditional decree (also known as bul) in 2007 to ban underage drinking in 
support of the existing national law. Community mobilization with states and villages is 
ongoing so as to educate the community about the ill-effects of harmful use of alcohol. 
Recently, drinking hours were shortened and stiffer penalties for drinking under the influence 
were passed by Congress and presented to the President for final approval. Comprehensive 
legislation on alcohol is being considered by the Council on Substance Abuse Prevention. 

2.2.18 Papua New Guinea 

In Papua New Guinea, alcohol is readily available from licensed outlets and black 
markets. In remote areas, home brew is accessible to a large extent. Production and 
consumption of alcohol have followed the trend of increased marketing. Alcohol advertising 
and promotion are common at sporting events, both live and televised. In response to the 
escalating consumption levels, the Government has been trying to raise awareness of the 
harmful effects via high frequency radio shows. The Government has enacted various 
regulations on liquor licensing, but regrettably enforcement is poor. Mental Health Services, 
NGOs and churches have joined together in mitigating the negative effects. 
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The National Broadcasting Corporation has introduced talk-back shows, and the local TV 
network has intermittent advertisement on the harmfulness of alcohol. The psychiatric clinics 
have constantly introduced treatment and education programmes. The national Government 
has taken positive steps to develop a Mental Health Policy that explicitly addresses the 
harmful use of alcohol. 

2.2.19 Philippines 

During the period 1995-2000, alcohol consumption in the Philippines declined. 
Alcohol experts estimate that the proportion of adult males and females who had been 
abstaining from alcohol use the year preceding the survey in 1995 was 10% for males and 
70% for females. The availability of alcoholic beverages is regulated through: controls on the 
retail sale and production of alcohol, an age limit for purchasing, restrictions on consumption 
in public domains, and the defInition of a BAC for driving. The Government is controlling 
alcohol-related problems by implementing healthy lifestyle campaigns, enforcing existing 
laws, decreasing advertising for alcoholic beverages and increasing prices. 

2.2.20 Republic of Korea 

Recent developments in epidemiological data on alcohol consumption, drinking 
patterns and alcohol-related harm indicate that current efforts need to be strengthened. 
Over the last 15 years, alcohol consumption per capita has remained fairly stable with some 
fluctuation around the relatively high level of nine litres per capita per year. Prevalence rates 
of current drinkers continue to increase among students, young adults and adults. 
Of particular relevance is the growing number of female adults who are drinking more, 
resulting in a convergence between genders in this regard. The monthly prevalence rate of 
drinking among female students in the 11th and 12th grades is higher than that offemale 
adults (36.6%). The proportion of alcohol-related traffIc accidents continues to increase, 
while the number of fatalities and injuries decreases. The Korean Composite Diagnostic 
Interview, a nationwide epidemiological study in 2007, reported that the annual prevalence 
rate of alcohol use disorders is 5.7%. 

In 2006, the Ministry of Health and Social Welfare developed a national alcohol action 
plan called the Bluebird Plan 2010. The plan sets out the following national objectives to be 
achieved by 2010: (1) increased awareness of harms of alcohol use; (2) minimization of 
harms through the promotion of healthy lifestyles; (3) reduction of alcohol-related traffIc 
accidents and protection of vulnerable groups, such as youth and pregnant women; 
(4) provision of services for those at risk and in need; and (5) support for a social environment 
that is conducive to health and safety. 

2.2.21 Samoa 

Alcohol is now widely available in Samoa. The Liquor Control Board is under the 
jurisdiction of the Ministry of Revenue and the Minister of Revenue chairs the Board. 
The Committee is made up of the CEO of the Police, the CEO of Health, the CEO of Finance, 
the CEO of Revenue and three community representatives. 

Alcohol is being dealt with as one of the SNAP factors (smoking, nutrition, alcohol and 
physical inactiveness) contributing to noncommunicable diseases. A STEP-wise approach 
survey was carried out in 2002 under the guidance of WHO. It showed that over 50% of men 
and 5% of women drank, and that drinking levels were most heavy during early adult years 
and diminished as the person aged. Statistics from the Ministry of Police and Prisons show 
that approximately 50% of all traffIc accidents in 2007 involved alcohol consumption by 
drivers. The Ministry of Health has developed a noncommunicable diseases strategy and a 
plan of action that identifIes strategies to combat harmful use of alcohol and its consequences. 
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A new draft Liquor Bill, including new measures on licensing and marketing, has been 
developed recently. It is envisaged that this bill will be passed before the end of this year. 

2.2.22 Singapore 

Per capita consumption of alcohol in Singapore remains low at 1.63 litres to 1.76 litres 
between 2003 and 2006. The numbers and rates of discharges and deaths from 
alcohol-related conditions showed no appreciable increase between 1989 and 2006, 
suggesting that alcohol-related illnesses and diseases are currently not important issues in 
Singapore. However, there has been a significant increase in alcohol consumption among 
females, as well as binge drinking among adults aged 18-69 years. Over recent years, 
the number of drinking-and-driving arrests has risen significantly. 

Against a low prevalence background, Singapore's health education programmes target 
those most at risk, such as females, children and young adults. Providing supportive 
environments and regulating accessibility and availability of alcohol through legislation and 
fiscal measures will continue to be key pillars ofthe national efforts to control alcohol-related 
harm. Singapore will continue to monitor trends in alcohol use, drinking patterns and 
alcohol-related harm so that effective strategies can be put in place. 

2.2.23 Solomon Islands 

There is only one alcohol manufacturing company in the Solomon Islands, while 
various companies are involved in the importing of alcoholic beverages; no data, however, are 
available on the quantity of imports. The traditional production of home-brew remains 
unrecorded. Sponsorship by the Solomon Islands Brewery Company includes support to 
sports teams, sports events and community programmes. According to F AO data, 
consumption of pure alcohol in 2007 anlounted to 0.7 litres per capita over 15 years of age. 
Locally produced beer accounts for some 80% of the total alcohol consumption. 
The NCD STEPS survey will provide some quality data on behalf of policy planning and 
programmes. It is estimated that about 53% of crimes are alcohol-related, more than 80% of 
road traffic accidents are due to drinking and driving, and about 70% of assaults are 
alcohol-related. 

Various alcohol-related legislations are in place, such as the Liquor Licensing Act, the 
Road Traffic Act, the Customs and Excise Act and the Goods Taxation Act. Enforcement of 
legislation, however, is weak. The country has yet to develop a national alcohol policy. 

2.2.24 Tonga 

In 1994, alcohol consumption among Tongans over 15 years of age amounted to 
1.3 litres per capita. A study carried out in 2005 found that 13 % of young people 
(aged between 10 and 20 years) had been drunk at least once; 5% at least twice. 
Alcohol is seen as a major cause of traffic accidents and public and domestic violence. 
There is grave concern over weekend binge drinking and over uncontrolled advertising of 
alcoholic beverages. Legislation in the form of the Liquor Act (1988) provides some legal 
control over the availability of alcohol; however, the enforcement of this legislation is not 
very strong. The same applies to drinking and driving; to date, no blood alcohol 
concentration limit has been set. Alcohol abuse is addressed in the National Strategy to 
Prevent and Control NCD (2004-2009); however, limited human resources and competition 
among the various health priorities put serious limitations on the intensity of the efforts to 
control harmful use of alcohol. Alcohol-specific strategies being considered include: 
social marketing of responsible drinking; strengthening support to victims of alcohol abuse; 
promotion of alcohol-free environments; and working with NGOs to mitigate the synergistic 
effects of unemployment and abuse of drugs and alcohol. Church groups play an important 
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role in advocating a healthy alcohol-free life, and NGOs (e.g. Salvation Army) provide 
counselling and other services for people with drinking problems. One of the challenges to be 
resolved remains the identification of a lead agency for implementing strategies outlined in 
the National Strategy to Prevent and Control Noncommunicable Diseases. 

2.2.25 Viet Nam 

Alcohol consumption in Viet Nam is estimated at about 3.5 litres per capita. 
In 2003, a WHO survey found that 39.3% of men and 3.5% of women drink alcoholic 
beverages; 10.2% of men 0.3% of women drink at least once per week. While there is a 
history of traditional alcohol use in Viet Nam (for example use in medicines), the apparent 
increase in alcohol-related harms over recent years suggests that action is urgently required to 
assess and address the negative consequences to society of harmful use of alcohol. As wealth 
increases, people are increasingly seeing alcohol as a symbol of affluence and status. 

Viet Nam does not have an alcoholic beverage licensing scheme. However, there is a 
ban on driving under the influence of alcohol and a ban on advertising liquor that contains 
over 18% alcohol content. A 1986 document issued by the Ministry of Health on Prohibition 
of drinking in working hours to eliminate drunkenness and limit alcoholism and limit smoking 
in health staf!(06fI986fBYT-CT) essentially bans drinking during working hours and 
promotes non-smoking by health staff. However, there are no controls on the sale of alcohol 
to minors, and no controls on where alcohol can be sold. This means that alcoholic products 
can be (and are) sold from every manner of retail outlet to anyone who wants them. 
Furthermore, there are no controls on the manufacturing (fermentation, distillation) of 
alcohol, meaning that people can make their own alcohol and sell it to the pUblic. This poses 
immediate and obvious public health risks. There appears to be no agency taking the lead on 
alcohol policy or legislation. 

The National Program of Noncommunicable Diseases Control was recently 
established. The Ministry of Health plans to set up a National Program on Reducing 
Alcohol-Related Harm in 2008. 

2.3 Matters of special concern 

Following the agenda for the meeting, the following themes of special concern were 
addressed: public health-oriented alcohol policies, building up information systems, 
capacity-building, community mobilization and the control of drinking and driving. 

2.3.1 Public health-oriented policies 

Professor Sally Casswell, Director, WHO Collaborating Centre, Centre for Social and 
Health Outcomes Research and Evaluation, Auckland, New Zealand, in her presentation on 
public health-oriented alcohol policies felt that the mandate provided by the endorsement of 
the Regional Strategy to Reduce Alcohol-Related Harm in the Western Pacific Region 
provided a good starting point for the development of national-level alcohol policies and 
action plans as well as an opportunity to raise awareness of the extent and nature of 
alcohol-related harm and potential solutions. Interaction between stakeholders, 
both collaborative and conflicting, can be a useful part of the process. Countries will adopt 
different structures. Some will have comprehensive Alcohol Control Acts; others will have a 
mix oflegislation and regulation. It is important to ensure a broad scope to involve all the 
sectors that playa role in alcohol policy, e.g. trade and finance as well as health and 
enforcement. It is also essential that the responsibility for the development and 
implementation of the policy is held at the highest possible level, e.g. prime minister's office, 
to ensure that cross-sector collaboration is effective. NGOs also have a crucial role in the 
development process and at the implementation stage. Evidence-based strategies that need to 
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be included in national policies are those of taxation, regulating availability, managing the 
drinking context, drinking-and-driving countermeasures, treatment especially early 
intervention and regulating alcohol marketing. There are examples of good practice within 
the Region and these provide stimulus for developments elsewhere. 

2.3.2 Building up an alcohol information system 

Dr Hao Wei, Director, WHO Collaborating Centre, Mental Health Institute, 
Second Xiangya Hospital, Changsha, China, gave a presentation on information gathering and 
alcohol database building in developing countries. In reviewing the current status of data 
collection on drinking and alcohol-related harm, he pointed at some of the most urgent 
problems, those being: the lack of systematic data collection in developing countries, 
the unreliability of data collected, the different ways of recording, and the absence of critical 
information such as on illicit or unrecorded production and consumption. Regarding the 
latter, he mentioned that in Chengdu, for example, 14.9% of the total alcohol consumption 
was unrecorded; in Hengyang, 25.5% was not documented. In selecting indicators, 
Dr Hao recommended that they should be simple, sensitive, special, reliable, comparable and 
relatively cheap to gather. He went on to refer to the various indicators for alcohol-related 
diseases as they are being described in the literature. Finally, he pointed at some of the 
problems surrounding the measurement of social harms related to alcohol use. 

2.3.3 Capacity-building 

In his introduction on capacity-building, Dr Susumu Higuchi, Deputy Director, 
WHO Collaborating Centre, National Hospital Organization, Kanagawa, Japan, pointed at the 
fact that capacity-building has been conceptualized in diverse ways and associated with many 
meanings. However, it is basically a broad concept covering not only human resources 
development, but also the creation of an enabling environment and institutional development. 
Sustainability after capacity development is often emphasized. 

Although many different measures to build capacity have been suggested, basic 
concepts seem to be common across the reports. Crisp and colleagues (Health Promotion 
International, 2000) identified four distinct but interrelated approaches: (1) top-down 
approach, (2) bottom-up approach, (3) partnerships and (4) community involvement. 
When these approaches are translated into primary health care, comprehensive policy 
development and appropriate resources allocation should be considered in the first approach. 
The central action of the bottom-up approach is workforce development that includes not only 
education and training of individuals, but also a diverse range of micro- and macro-level 
concepts and strategies. The partnership approach can facilitate information and knowledge 
sharing, efficient use of resources and referrals to specialist treatment. In the fmal approach, 
primary health care can raise public awareness of alcohol-related harm by engaging in various 
actions. 

Primary health care can provide various alcohol actions such as screening and brief 
intervention (SBI), referrals to specialist management and potential contributions to raising 
public awareness. Among these, SBI is particularly important because accumulated evidence 
has shown that SBI is effective in reducing alcohol consumption in hazardous and harmful 
drinkers, is associated with reduction in associated costs, and has the potential to reduce 
alcohol-related harm at the population level. However, challenges such as lack of resources 
including skilful manpower and culturally appropriate SBI methods and low implementation 
rates are identified in this Region. Cooperation between Member States and WHO can assist 
in addressing these challenges effectively. 
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2.3.4 Community mobilization 

Professor Steven Allsop, Director, WHO Collaborating Centre, National Drug 
Research Institute, Perth, Australia, defined community mobilization as a process that 
requires supporting communities with resources and expertise to develop their understanding 
and skills to identify, prevent and respond to locally relevant alcohol-related problems. 
Strategies will be embraced by communities to the extent that they perceive a risk or threat of 
alcohol-related hann and they believe possible interventions can be adopted. Factors that 
increase the likelihood of effective community mobilization include the following: 

(I) the issues concerned are locally relevant; 

(2) community concern is harnessed and community members and groups are 
empowered to take action; 

(3) strong local leadership is engaged or developed and supported with cross-sector 
or multiagency approaches; 

(4) responses are tailored to local circumstances and needs, are 'doable' and use 
local resources and expertise (supported by external resources); 

(5) the focus is not just on alcohol-issues such as transport and drinking settings 
are also involved; 

(6) strategies are locally relevant and' doable' using local resources and expertise; 
and 

(7) strategies are evaluated. 

The impact of community mobilization responses does not endure unless: 

(1) they are multi-dimensional (e.g. restricting availability should be coupled with 
demand-reduction strategies and building social capital); 

(2) supporting resources are provided over the longer term; and 

(3) political and legislative support (where indicated) are gained and maintained. 

2.3.5 Control of drinking and driving 

Dr Hisashi Ogawa, Regional Adviser in Healthy Settings and Environment and 
Mr Jonathon Passmore, Technical Officer, WHO Representative Office in Viet Nam, gave a 
presentation on the control of drinking and driving. Road traffic crashes are estimated to 
cause 1.2 million deaths and a further 50 million injuries, making it a leading cause of global 
death and disability. The majority of this burden is already from low- and middle-income 
countries, but the situation is projected to worsen in the absence of urgent intervention. 

Alcohol is a major risk factor for road traffic crashes, with data suggesting that up to 
40% of fatalities are associated with alcohol. Data on alcohol-related crashes are limited in 
many low- and middle-income countries; however, information that is available is indicative 
of a major problem. Research indicates that crash risk increases significantly when the BAC 
is 40mg% or above. The BAC thresholds for many countries in the Region range from 
20mg% to 80mg%, increasing the crash risks by up to 2.7 fold compared to a BAC of zero. 
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WHO is supporting global, regional and country efforts to prevent drinking and driving 
through publication of best practice guidelines as well as implementation of these in selected 
countries, e.g. China and Viet Nam, particularly focusing on the collection of data, advocacy 
and social marketing for prevention, development of legislation and capacity-building and 
equipping for enforcement. 

2.4 Case studies 

Two case studies were presented-one on drinking among young people and one on 
the development of a national policy. 

2.4.1 Drinking among young people 

Professor Steven Allsop reviewed the case of drinking among young people in 
Australia. For a variety of biological and social reasons, young people are more at risk of 
some alcohol-related problems. A large proportion of young (under 18) Australians drink and 
a significant proportion of these people experience adverse outcomes. Most problems are 
associated with intoxication, e.g. injuries and accidents. While alcohol-related mortality 
among young Australians has been decreasing over the last decade or so, hospitalizations 
have increased. It is important to note that young people are not just affected by their own 
drinking-they may be at risk from other people's drinking (parents, other adults, peers). 
There are various risk factors for alcohol-related harm among young people. These relate to 
individual risk factors (e.g. poor school connectedness), familial risks (e.g. parental skills; 
conflict resolution skills) and environmental risks (e.g. alcohol availability; enforcement of 
legislation). Earlier hazardous alcohol use may be a predictor of later life problems 
(heavy alcohol use; mental health problems, etc.). The various risk factors indicate the need 
for diverse interventions, such as family-based interventions, school engagement, 
interventions with vulnerable people and families and strategies that address accessibility of 
alcohol. 

2.4.2 Development of a national policy 

Dr Tsetsegdary Gombodorj, Senior Officer, Ministry of Health, Ulaanbaatar, 
Mongolia, reviewed the case of alcohol policy development in her country. In Mongolia, 
the process of developing a national alcohol policy started with the establishment of a 
working group by the Minister of Health. The working group drew up a national programme 
which, after extensive consultations, was approved by parliament in November 2003. 
The goal of the national programme was formulated as follows: reduction of alcohol 
consumption; forming correct and rational use by improving control over demand, supply, 
strength and quality of alcoholic beverages; and creating legal, economic and social 
environment conducive to decreasing negative consequences caused by harmful use of 
alcohol on the health of the population and on society. The programme is foreseen to run in 
two phases: the first stage until 2007, and the second stage from 2008 to 2012. Among the 
principles identified in the programme figure are: (1) activities on prevention of harmful use 
of alcohol shall be based on studies and evidence, and (2) negative preventive action shall be 
uncomplicated and effective. As part of the programme, and in response to a wave of 
methanol poisonings in districts of Ulaanbaatar, the sale of alcoholic beverages was restricted 
for one month. The temporary ban resulted in a number of clear outcomes, e.g. a decrease in 
the number of crimes by 20%, a three-fold decrease in the number of admissions to the 
trauma hospital. The programme ascribes responsibility for the various actions to various 
sectors in the administration. 
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2.5 Working grOUPS 

Working groups were fonned to review the situation in the Region and to identify 
priority needs for further alcohol policy development. Discussions in the working groups 
may be summarized as follows: 

The Western Pacific Region is a region with a great diversity. From a socioeconomic 
point of view, many countries in transition, others are under-resourced, and others are highly 
developed. Alcohol consumption levels and trends also vary greatly. In Japan, for example, 
consumption has decreased, in the Republic of Korea and Viet Nam consumption levels have 
remained fairly stable over the last few years, and in China and Mongolia alcohol 
consumption has increased. There are many common elements between countries in the 
Region as well-a lack of reliable data, a lack of consistency in measuring data, alcohol being 
associated with sports in many countries, alcohol being associated with violence, limited 
resources for treatment and prevention, an unknown but presumably high volume of 
unrecorded production and consumption of alcohol, growing concern over expanding 
promotion of alcoholic beverages, and a lack of comprehensive public health-oriented 
alcohol policies. Positive developments include the recent establishment of high-level lead 
agencies for alcohol policy-making and implementation, such as in Japan and Mongolia. 
Another positive development was the integration of alcohol approaches in NCD strategies, 
as in Cambodia, Hong Kong (China), and Viet Nam. Young people's drinking, drinking and 
driving, alcohol-related injury and violence, and mental health problems associated with 
drinking were mentioned as priority areas for action. It was felt that WHO should playa 
prominent role in advocating for alcohol issues and that technical support in capacity-building 
in the countries is a much needed investment. It was also argued that better collaboration 
within the Region was needed between professional organizations and NGOs and that WHO 
should support this. 

3. CONCLUSIONS 

At the end of the meeting the following conclusions were agreed upon: 

3.1 Participants reconfinned that harmful alcohol consumption is a major public health 
problem in the Region. 

3.2 In many Member States, efforts are underway to strengthen the health sector response, 
but more action has to be undertaken to have a substantial impact on the harmful use of 
alcohol. 

3.3 The Regional Strategy is a good framework for action at country and at regional level 
and it is indicated to establish a regional plan of action in order to boost action in the Region. 

3.4 A common concern is the relative lack of reliable data. Many countries in the Region 
do not systematically collect and analyse relevant data. This is a priority to be addressed at 
national level. 

3.5 Drinking and driving is another common concern in many countries in the Region. 
Controlling drunk driving and responding to violence associated with hannful alcohol 
consumption are issues that are important from a public health point of view; they also are felt 
to be appropriate entry points for raising awareness in more general tenns about hannful 
alcohol consumption. 
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3.6 Available information on drinking trends among young people show commonalities in 
the Region too: continuous lowering of age of onset of drinking and binge drinking are 
witnessed in many communities. 

3.7 The need for capacity-building to reduce harmful use of alcohol is great in the majority 
of the countries in the Region, both within the health care sector and in other relevant sectors. 
The introduction of screening and brief interventions in primary health care have not yet taken 
place in many countries or are still not widely adopted. Infrastructure to address harmful use 
of alcohol is either not in place yet or is weak in many countries. 

3.8 Another common concern, which was expressed repeatedly, is the pervasiveness of 
advertising and other alcohol marketing in many countries. Particularly worrisome is the 
association of alcohol consumption with sports. 

3.9 In discussing a draft Regional Plan of Action to Reduce Alcohol-Related Harm it was 
deemed appropriate to identify actions proposed for countries and actions to be undertaken by 
WHO. 

3.10 While agreeing in principle to the overall draft Regional Plan of Action, participants 
proposed to take into account for the final draft of the Plan of Action the following points: 

to give appropriate emphasis to the need for intersectoral cooperation; 

to give due attention to the importance of illegal and unrecorded production, 
which in a number of countries in the Region is very substantial and needs to be 
addressed; 

to encourage WHO to be proactive in advocating the issue of reducing harmful 
alcohol consumption, ensuring that it is kept high on the public health and on the 
political agenda and consider the organization of a high level regional conference for 
that purpose; 

when rightly prioritizing accident and violence prevention, care must be taken 
not to limit policies and programmes to this, but to include the whole range of other 
health-related problems as well; 

to re-enforce the importance of international cooperation with a view to the 
opportunities in the form of regional networks and to the development of a global 
strategy; 

to give due attention to the impact of international trade agreements on harmful 
use of alcohol at national and international levels; 

the need for developing standards for monitoring and surveillance to facilitate 
comparability of data; 

to give due recognition to the need to adapt interventions to different levels of 
alcohol consumption and associated levels of harmful consumption in communities, 
and in general the need to adapt measures to the varying needs and situations; and 

to ensure that the text of the final draft incorporates suggested improvements, 
including a short text on the vision and the mission of the plan of action. 
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3.11 Cooperation among the National Focal Points and with WHO is potentially important 
for policy and programme development, which is to be expanded. Subregional opportunities, 
such as ongoing cooperation between Pacific island countries, can be utilized also for other 
parts of the Region. On international cooperation concerning the global strategy, it is 
proposed to organize a Regional consultation. 

The Regional Office will send the draft Regional Plan of Action to the Member States 
for comments. Upon their receipt, the draft will be fmalized. 
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Distinguished experts, colleagues from Headquarters, ladies and gentlemen, 

It is a great pleasure to welcome you here to the Regional Office. I am very pleased to 
see we have representatives from most Member States in the Region, temporary advisers from 
four WHO collaborating centres and colleagues from Headquarters. 

Some of you were here two years ago when we were preparing a draft regional strategy 
to be discussed at the fifty-seventh session of the Regional Committee held in Auckland. 
Your ministers of health, at that Regional Committee in Auckland in September 2006, 
unanimously endorsed the Regional Strategy to Reduce Alcohol-Related Harm. 

You will recall that the Strategy was intended to support and guide alcohol policy 
development in countries in the Region. Some countries already have taken up the challenge 
by designing new national strategies and national public health-oriented alcohol policies. For 
other countries, the Regional Strategy has served to strengthen already existing policies. And 
in other countries, work is under way to produce public health-oriented alcohol policies. 

At this point, I am happy to report to you that two weeks ago, the reduction of harmful 
use of alcohol figured prominently on the agenda of the WHA. A Resolution was passed that 
called on the Director-General to draw up a draft global strategy over the next two years on 
how best to tackle the harmful effects of alcohol. I feel that the Resolution constitutes a very 
important decision which will be a great support for what we are trying to do at the Regional 
level. I trust that the reverse is also true, namely, that a strong Regional Action Plan - on 
which you will be working here in this meeting - will be a great support for a global 
strategy. 

It is now time to accelerate and strengthen this movement. We must rapidly have 
public health-oriented alcohol policies in place in all countries in the Region. We also must 
translate our Regional Strategy into concrete action plans, both for individual Member States 
and for the Region as a whole. A regional action plan cannot be an accumulation of national 
plans; it must serve as an umbrella, creating a safe environment for national policy and 
programme development. I am confident that by the end of this meeting you will have 
reached a consensus on a regional action plan and have collected fresh ideas for the further 
development of national action plans. 

The very foundation of these action plans - both at national and at regional levels - has 
to be sound information, evidence! Over the last few years there has been important progress 
on data collection and analysis on alcohol. But we are still missing a good deal of 
information - such as data on illegal production and trade, as well as the impact of trade 
agreements. For most countries in our Region, we do not have a reliable picture of the full 
impact of harmful alcohol use on public health or on social and economic welfare. Nor do we 
have a full understanding of the relative effectiveness of different measures that can be taken. 
Much of our knowledge on the effectiveness of the various policy options originates from 
research in developed countries. Most likely, these options also apply in developing 
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countries, but we need to know for sure. Thus, there is a lot of work to be done on data 
collection and analysis. Without a strong data base, without robust evidence, any action plan 
is unlikely to proceed. 

Most of you are the national focal points for your government's alcohol programme. 
Your role as a national focal point presents great opportunities for yourself and for your 
agency. You will be working in close cooperation with the WHO Regional Office. You will 
learn a lot about alcohol in other countries and you'll interact with your counterparts around 
the world. You'll have easy access to national and international data. You are now part of a 
global and regional network. But your role also brings great responsibilities. As national 
focal points, you will have to take the lead in your countries towards effective policies and 
programmes. And that is the real challenge. We in the Regional Office will do everything we 
can to support you. 

I trust that at the end of this meeting, we will have an agreement on a regional plan of 
action, including how we at the Regional Office can best support you at the country level and 
you yourselves can establish an effective network in the Region to provide mutual assistance. 
I'm certain you will have a very successful meeting, and I look forward to learning of the 
outcome. 

Thank you. 
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PROVISIONAL AGENDA 

1. Opening session 

2. Update developments WHO globally 

3. Update developments in countries 

4. A regional action plan, introduction 

5. Common elements for action plan development 

6. Programmes/Issues of special interest 

7. Global survey on alcohol and health 

8. Discussion on conclusions and recommendations 

9. Closing session 
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TENTATIVE TIMETABLE 

Time Tuesday,3 June Time Wednesday, 4 June 

08:00-08:30 REGISTRATION 08:30-08:45 4. A regional action plan, introduction 

08:30-09:00 I. Opening session 08:45-10:15 5. Common elements for action plan 
- Opening remarks development: 
- Self-Introduction - Public health-oriented policy 
- Election of officers - Building up an alcohol information 

system 
09:00-09:30 Group photo and coffee break - Capacity building 

- Community mobilization 
09:30-09:45 Introdudion of the meetinl: 

10:15-10:45 Coffee break 
09:45-10:00 2. Update developments WHO globally 

10:45-12:00 2nd group work on regional action plan 
10:00-10:15 Update in the Region: From strategy to 

action 

10: 15-12:00 3. Update developments in countries 
(in three groups) 

12:00-13:30 LUNCH BREAK 12:00-13:00 LUNCH BREAK 

13:30-15:00 Continuation-Update developments in 13:00-15:00 Continuation - 2nd group work on 
countries (in three groups) regional action plan 

15:00-15:30 Coffee break 15:00-15:30 Coffee break 

15:30-16:30 1'1 group work (priority areas of 15:30-16: 15 6. ProgranunesfIssues of special interest 
regional action plan) - Overview of regional activities to 

control drinking and driving 
16:30-17:30 Plenary summary report of update in - Case study: Drinking in young people 

countries and I" group work - Case study: Development of national 
policy, plan and progranune 

Plenary report and discussion of feedback 
16:15-17:30 from working groups 

17:30 Reception 

Time 

08:30-08:45 Global survey 

08:45-08:50 Introduction 

08:50-10:00 3rd group 

10:00-10:30 Feedback 

10:30-11:30 Discussion 

11:30-12:00 Closing session 

12:00-13:00 
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