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This paper has been prepared in response to resolution WHA28.81. It 

contends that the situation with respect to alcohol -related problems 

throughout the world is such as to require major and urgent action on the 

part of WHO. 

The evidence of increasing damage in a large number of developing 

countries suggests that alcohol -related problems constitute an important 

obstacle to their socioeconomic development and, in addition, are likely 

to overwhelm their health resources unless appropriate measures are taken. 
At the same time there are currently available techniques of prevention 

and treatment which, if widely and consistently applied, could alleviate 
this damage. WHO has the responsibility of providing leadership in the 

advocacy of these techniques and their more pervasive implementation. 

An outline of national and international responses to alcohol -related 
problems is also given. 
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I. WHY CHOOSE THIS MOMENT? 

There are persuasive reasons for contending that there is a pressing need for further 

action on drinking problems.1 

1. The problem goes beyond the traditional concept of "alcoholism" 

1.1 Alcoholism, defined as advanced physical dependence on alcohol, while prevalent and 

itself a matter for serious concern, constitutes only a small part of the total of alcohol - 

related problems. What must now be recognized is that the excessive use of alcohol leads to 

a host of problems of extraordinary and subtle pervasiveness. If the role of alcohol in 

these problem areas is neglected, interventions, both at a personal and public health level, 

will be costly and ineffective. Alcohol programmes are therefore not to be seen as vying 

with other health programmes for priority, but as being inevitably linked with other health 

endeavours. 

1.2 There is an acknowledged association between alcohol and crime, particularly crimes of 

violence. Some countries report that 50% of their crime is alcohol -related. In addition 

to its contribution to traffic accidents, excessive drinking is related to many home and 
industrial accidents. Industrial absenteeism aid low productivity at work have also been 
shown to be related to excessive drinking. 

1.3 In many developing countries2 the diversion of family income to a parent's excessive 
drinking may seriously contribute to secondary poverty and the malnutrition of children. 
Excessive drinking contributes to the prevalence of cirrhosis, pancreatitis, certain forms of 

heart disease and cancer. It significantly lowers resistance to infection, is associated 
with tuberculosis, and exacerbates the consequences of hepatitis where that condition is 

endemic. Excessive drinking by pregnant women has been shown to be associated with 
developmental retardation in their progeny. Excessive drinking may lead to dependence, brain 

damage, hallucinatory states, and other severe mental disorders. People with serious 
drinking problems have a suicide rate of up to 80 times that of the general population. 

1.4 If the medical, psychiatric and social costs of drinking are all put together, the total 

impact in many countries must now be recognized as one of major proportions. For example, 
calculations suggest that the annual cost may be of the order of US$ 25 thousand million in 

the United States of America and Aust.$ 1.1 thousand million in Australia. 

1.5 There is no reason to believe that such massive costs are confined to developed 
countries. On the contrary, it appears that developing countries may be particularly 
vulnerable to alcohol -related problems. 

2. Alcohol problems are greatly on the increase in many parts of the world 

2.1 The extent and seriousness of drinking problems in the developing countries are only 
now beginning to be realized. Unless action is taken with respect to these problems they 
will constitute a serious obstacle to the socioeconomic development of these countries and a 

severe burden on their available services. 

2.2 The occasion for alarm is not merely an endemic of large proportion, although the long - 
established scale and tolerance of alcohol problems in many parts of the world should in fact 
be cause for considerable anxiety; what is profoundly disturbing is that the world picture is 

far from static. 

1 The basis, in terms of resolutions adopted and WHO's programme in this area, is given 
in the Annex. 

2 The bases for these and other assertions made in this paper are provided in the 

background document entitled "Alcohol problems in developing countries ", Geneva, 1978, copies 
of which are available to members of the Executive Board. 
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2.3 The detailed evidence to support this contention is to be found in a number of reports;1 

while it would be inappropriate to rehearse all that evidence in detail here, it may be 

useful to give a few illustrative examples of the magnitude of change involved. Although the 

evidence which can be assembled is inevitably incomplete, reflecting the inadequacy of 

information systems in many countries, the reports available reveal a remarkable consistency. 

2.4 Health facilities are among those experiencing an increasing burden from alcohol -related 

health problems. In Brazil, first admissions with a diagnosis of alcoholism trebled between 

1960 and 1970. In Chile 30% of the budget for medical and psychiatric services is spent on 

medical care of "alcoholism" and its consequences. In Yugoslavia 50% of all male admissions 

to psychiatric hospitals in 1972 had "alcoholism" as their first diagnosis - as did between 

257. and 45% of male admissions to general medical wards in France. In England and Wales the 

increase in admissions with a relevant primary or secondary diagnosis of alcoholism or 
alcoholic psychosis was 20 -fold over the last 25 years. 

2.5 The contribution of alcoholic cirrhosis to total cirrhosis rates in Sri Lanka rose from 

24% in 1948 to 55% in 1968; cirrhosis death rates in Anchorage (Alaska) increased by 142% 
between 1959 and 1975. In most countries for which valid data can be obtained cirrhosis now 
ranks among the five leading causes of death for persons between the ages of 25 and 64 years. 

2.6 Road accidents data give further indication of the extent of the problem. Over the 

years 1965 -1975 road accident rates in Kuwait have tripled, with alcohol very clearly 
implicated, while a study of autopsies in Zambia revealed that 27% of road accident victims 
had ethanol levels above 0.8 g per 1000 g blood, and in two - thirds of these cases the level 

was above 2.0 g. Traffic accidents are the fifth leading cause of death in Venezuela, with 
alcohol being implicated in 36 -60% of cases. In Alaska 80% of all traffic fatalities involved 
heavy alcohol intake. 

2.7 Studies of the relationship between alcohol and crimes of violence implicate alcohol in 
13 -50% of rapes, 24 -72% of cases of assault and 28 -86% of cases of homicide. Alcoholic 
intoxication has been found in one nationwide survey to be a precipitating factor in 13% of 

child abuse cases. 

2.8 On the basis of what is definitely known or may fairly be presumed, it would be 
sanguine in the extreme to ignore the warnings or to plead only for more research. 

3. Developing countries are particularly vulnerable 

3.1 While alcohol problems have the same basic types of medical, psychiatric and social 
impact whatever the country, evidence now emerging2 suggests that countries in a state of 
rapid socioeconomic development may, in addition, be vulnerable to certain special types of 
damage. The very fact of rapid development brings about sociocultural changes which loosen 
old forms of informal control on the individual. New wealth is suddenly available, and there 
is money to spend on drink. The real cost of alcohol has gone down in most parts of the 
world despite increased taxation. Industrial technologies of liquor production and the 
activities of multinationals supplant traditional methods of brewing or distilling, and vastly 
increase the supply. 

3.2 World statistics of recorded production show that in the years 1960 -1972 the quantities 
of wine produced increased by 20 %, of distilled beverages by 60 %, and of beer by 80 %. In 

25 countries with fairly complete statistics, annual per capita consumption of alcohol 

1 The international review of prevention of alcohol -related problems, which has so far 

compiled information collected from over 70 countries in all WHO regions; and the review of 
alcohol problems in developing countries, referred to in the footnote to paragraph 1.3. 

2 
See sources referred to in the footnote to paragraphs 1.3 and 2.3, and paragraph 2.4 of 

the Annex. 
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increased by between 30% and over 500 %. In Nigeria the amounts of beer available from 

recorded production and importation rose from 106 to 448 million litres between 1970 and 1976, 

while the importation of Scotch whisky to Venezuela increased from 3.7 million litres in 1970 
to 6 million litres in 1975, with an estimated additional 1 -10 million litres of spirits 

imported illegally each year. Beer consumption increased by 400% in Tahiti between 1958 and 

1971, while whisky consumption increased 26 -fold, with public drunkenness and traffic accidents 
assuming serious proportions. In Hong Kong the rate of alcohol consumption doubled between 

1972 and 1977, with a parallel increase in the incidence of liver cirrhosis. 

3.3 In many countries individuals are subjected to new demands and stresses at a time when 

old forms of family and community support are diminishing. Drinking often becomes a symbol 

of prestige and success, as well as being a ready tranquillizer. The consequences can be 

understood partly in terms of the special vulnerability to alcohol -related problems of 

particular groups within these countries. A combination of circumstances makes emergent 
professional and managerial sectors of the population one such group; as one informant from 

Africa put it, the first generation of doctors in his country was wiped out by alcoholism. 
This impact on highly trained and key personnel represents a devastating loss for a country 

where such resources are scant and vital to national development. There is no doubt that 

these problems are also highly prevalent in urban areas where rural dwellers have migrated and 
have been caught up in a way of life different from anything they had experienced before: 

young people, alienated from traditional values, are often at particular risk, and also women, 

who may be exposed for the first time to the possibility of drinking, previously forbidden by 

cultural tradition. 

3.4 Excessive drinking also has a special impact in communities where nutritional standards 

are at best marginal. This is apparent not only in terms of physical damage, but also in 

the frequency with which organic psychoses are precipitated in such circumstances. Toxic 

substances present in certain home -produced alcoholic beverages may add to these dangers. 

3.5 The lack of adequate policing and the erosion of informal social controls in situations 

characterized by transitoriness and anonymity are factors that contribute to an association 

between crime and excessive drinking. The diversion of scant health care resources to deal 

with alcohol - related problems - traffic accidents or injuries from drunken brawls burdening 

casualty departments and operating theatres, cirrhosis patients occupying beds, delirium 

tremens' demanding emergency care - may put a serious strain on medical services that are 

already overburdened. 

4. Possibilities for effective intervention are now available 

It would be of little profit if all that could be done was to describe the growing 

awareness, of the range and complexity of alcohol -related problems, and to delineate the 

evidence for the increasing extent of these problems, and the seriousness of their impact on 

developing countries in particular. No matter how serious or extensive a health problem 

might be, these aspects alone do not dictate the necessity for WHO initiative unless it can at 

the same time be demonstrated that appropriate technology exists for the prevention and 

treatment of these problems. 

4.1 The possibility of prevention 

4.1.1 Evidence accumulated over recent years points to an established and close relationship 

between a country's per capita alcohol consumption and its experience of alcohol -related 

problems. While this might seem to be no more than the scientific substantiation of common- 

sense experience, it runs counter to traditional thinking that has seen alcoholism as 

something innate in the individual rather than as a problem related to the degree of exposure 

to drinking. It is also an association that indicates the possibility of prevention, since 

it suggests that any reduction in per capita consumption will be attended by a significant 

decrease in alcohol -related problems. 
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4.1.2 This relationship is dramatically demonstrated by mortality statistics collected in 

France in the years 1907 to 1956. These reveal a rapid decline in cirrhosis mortality rates 

at times of severe restriction on the availability of alcoholic beverages during the two 

world wars, and an equally rapid increase when alcohol again became available: for France as 

a whole the decline in cirrhosis mortality among middle -aged males was of the order of 50 %, 
while in Paris, where there was less possibility of circumventing the rationing system, the 

decline was more than 80 %. 

4.1.3 In the many countries where alcohol is an accepted substance and prohibition is 

neither acceptable nor feasible, it is desirable that the level of alcohol consumption be 

controlled in a manner compatible with health interests, rather than that the matter be left 
to uncontrolled market forces. Among the interventions that have been found to be effective 
in reducing or at least stabilizing consumption, the following may be listed: increasing the 

price of alcohol in relation to disposable income; quota regulations on production; control 

of importation; and restrictions on the number of sales outlets. In countries in which 

alcohol is not widely available and prohibition is culturally acceptable, even this solution 

may be feasible. 

4.1.4 These interventions will clearly have economic consequences, and their application will 

require the political determination to give greater priority than in the past to the health 

consequences of alcohol consumption. 

4.1.5 It is of immense importance that it be recognized that these measures must be taken 

in the context of community education and planning in the broadest sense. To deal with the 

problems associated with the excessive use of alcohol, functional alternatives to excessive 

drinking will have to be found. Those responsible for the provision of amenities and 

education therefore have a vital role to play. 

4.1.6 To discuss the possibilities of prevention of alcohol problems as if they were utopian 

would be to ignore a mass of evidence concerning etiological aspects and a set of levers which 

are potentially available to influence problem rates. What is needed is the political will to 

use these levers. 

4.2 The possibility of effective and low -cost treatment 

4.2.1 If, on the evidence amassed to date, prevention is a distinct possibility, so is the 

treatment of secondary complications of alcohol use. There are a number of physical 

complications of excessive drinking (for example, delirium tremens, acute intoxication, and 

peripheral neuritis) for which simple and inexpensive remedies are available. While it is 

not suggested that these techniques resolve the problems related to excessive drinking, they 

offer the possibility of preventing serious disability and may even save lives. 

4.2.2 There are also a number of indicators of problem drinking which, if identified as 

such, allow effective intervention, provided that the necessary legal sanctions exist. 

Recidivism has been shown to be reduced if traffic offenders are required to attend a series 

of lectures and consultations as part of their sentence. Absenteeism, declining 

productivity and wastage can be reduced if firms make attendance at occupationally - linked 

rehabilitation services a condition of continued employment. 

4.2.3 Of greatest significance, perhaps, is the evidence that simple advice, if given by a 

credible source, can be as effective as prolonged and intensive therapy in reducing the 

problems associated with drinking. The possibility of dealing with problems related to 

alcohol use thus comes within the province of different types of health workers, including 

those involved in providing primary health care, who, if trained to discern such problems and 

skilled in persuasive communication, can be effective in their reduction. It has been 

demonstrated that the skills involved in recognizing and managing a variety of diseases can be 

brought within the competence of primary health care workers through the use of decision 

matrices and diagnostic flow charts; the skills involved in diagnosing alcohol -related 

conditions might similarly be cultivated. 
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4.2.4 The fact that seemingly simple interventions can be as effective as more intensive 

treatment regimes means that effective treatment of alcohol -related problems can be undertaken 

in countries lacking specialized medical services. It also suggests that it is not the 

exclusive province of the health services, and that other credible persons can exercise a 

beneficial influence. Traditional healers and acknowledged community leaders become 
potential therapeutic allies if their influence is tempered by a knowledge of the ways in which 
alcohol - related problems manifest themselves. 

4.2.5 The fact that effective treatment inevitably means involving others, apart from the 
individual concerned, emphasizes the importance of community participation, and suggests that 

means might be found, even in countries with scarce medical resources, of responding to 
alcohol -related problems. The proven efficacy of self -help groups in the amelioration of 
alcohol - related problems is of special relevance in this connexion. 

4.2.6 It is contended, therefore, not only that the means are available for minimizing the 
risk of problems occurring, but also that in those instances where problems are displayed 
there are simple and effective means of dealing with them - means that are available to 

developing as well as to developed countries. 

II. FROM AWARENESS TO ACTION: AN OUTLINE OF A RESPONSE 

5. General considerations 

While it would be false to pretend that "easy solutions" can be found, an analysis of the 
experience reported by a number of countries suggests some general principles. 

5.1 Responses to alcohol -related problems must be culturally sensitive. Alcohol -related 
problems are deeply embedded in countries' cultural and social circumstances, and drinking 

• itself is regulated by a host of formal and informal controls. These considerations, and the 
economic and political investment in beverage alcohol, mean that the response to alcohol - 
related problems must conform to the social, cultural, and economic context - perhaps to an 

even greater extent than is the case for other problems. 

5.2 Responses to alcohol -related problems must be planned with consideration for their wider 
social and economic implications. Alcohol -related problems cross all ordinary boundaries of 
social concern; this paper has already referred to factors as diverse as the foetal alcohol 
syndrome, secondary poverty, cirrhosis, car crashes, criminality, and the influence of rapid 
socioeconomic change. The appropriate response systems must therefore have a similarly wide 
organizational base, and rest on political commitment so as to be able to integrate the 
efforts of many sectors, including those relevant to dependence on other drugs. 

5.3 Existing technologies must be applied immediately, and new ones developed. The 
programmes envisaged here are not only concerned with the application of existing 
technologies, but should lead to the development of better technologies. "Technologies" means 
matters as diverse as the design of methods for better treatment of the individual at the 
primary level of care; -the formulation of political and economic arguments that win support 
for preventive measures; the development of research methods that can help in the 
implementation of policy -oriented epidemiological and evaluation studies; and the preparation 
of curricula for the training of personnel. 

5.4 Intercountry and interregional cooperation is imperative. As many of the resources for 
training and the development of technologies are at present in short supply, especially in 

developing countries, there is an imperative need to foster intercountry and interregional 
cooperation. Subsumed here are such possibilities as developing joint training programmes, 
the adoption of comparable information systems, the exchange of information with respect to 

the effects of particular policies, and the standardization of tariff regulations. Alcohol - 
related problems provide prime examples of the need for intercountry cooperation and the 
pooling of resources. 
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5.5 The need for evaluation and monitoring of country experiences. While there is a need 
to resist the temptation to face difficult problems by resorting to endless discussions and 
review, it is clear that the evaluation of programmes and techniques is essential. Appropriate 
means for this purpose need to be further developed. 

6. Components of a country response to alcohol -related problems 

6.1 It will be clear from what has been said above that country responses to alcohol -related 

problems must be incorporated into national programmes which include not only general mental 
health components but also consideration of such diverse matters as traffic regulations and 
tariff levels. A response which is integrated with other relevant sectors of planning, 
including those concerned with dependence on other drugs, is regarded as an absolute 
prerequisite for an effective response to alcohol -related problems. 

6.2 Beyond this assertion of a general principle, it is assumed that a country response will 
include the following four components: a concern for developing manpower; the provision of 

an organizational structure; the collection of appropriate information; and the 

establishment of the necessary legislative framework for effective action. 

6.3 The development of the necessary manpower. There is a need, particularly in developing 
countries, to train and support different types of health workers so that they can recognize 
and deal with the wide range of drinking problems that occur in nonspecific situations. There 
is also a need to educate other personnel who, while they may have no direct responsibility 
for health, are in a position to identify incipient alcohol problems (e.g. the police, foremen, 
elders, and community workers). Although most of the care will be given by nonspecialized 
staff, it will be necessary to develop specialized training because of the leadership and 
support required by general health and social service staff and the need to develop new 
technologies appropriate to particular countries. 

6.4 The provision of an organizational structure. Two essential components of any 
organizational structure will be the provision of treatment for people with drinking problems 
and the establishment of intersectoral lines of communication. In addition, the provision 
of treatment calls for the identification and rationalization of existing services and lines 
of referral. The success of mental health coordinating groups in a number of countries 
suggests that they may be a mechanism for ensuring intersectoral representation. 

6.5 The collection of appropriate information. Effective planning and the monitoring of 
programmes will be hampered if data on the key aspects of alcohol use and alcohol problem 
rates are not available. While action cannot await the setting -up of comprehensive data 
collection systems, a component of any national response must be the collection of data 
relevant to the objectives of the programme. Another component will be the dissemination of 
information about "safe levels" of drinking and the design of persuasive health education 
messages. 

6.6 The establishment of the necessary legislative sanctions. Many of the suggested 
interventions for prevention and treatment (for example, the raising of the real cost of 
alcohol; the enforcement of regulations regarding blood alcohol levels, the detention of 
traffic offenders found to be intoxicated at the time of the offence, the regulation of tariff 
barriers) require legislative sanction. Moreover they require sanctions that are enforceable 
and are in fact enforced. An essential aspect of any country response, therefore, is the 
political determination to promote and adhere to policies that are bound to be controversial 
and that will need to contend with powerful interest groups. Some of the policies to be 
recommended from a health point of view will inevitably have implications for the alcohol 
industry, which probably sees alcohol as a commodity to be sold in as large quantities as 

possible at prices low enough to ensure an expanding market. 
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7. Components of an international response to alcohol -related problems 

7.1 Any international response will be effective only in so far as it supports, and is 
based on information concerning country responses. Activities at the two levels are 

therefore complementary. 

7.2 Facilitating national manpower development 

7.2.1 It has already been emphasized that it will be necessary to pool resources because of 
their scarcity, particularly in developing countries. A component of the international 
response might be the development of intercountry training programmes and the establishment 
of regional resource centres. The development of common treatment guidelines together with 
means for identifying people with drinking problems which are amenable to simple explanation 
and incorporation into the training programmes of a variety of health workers are activities 
to be included under this heading. 

7.3 Development and transfer of information concerning apprópriate technologies 

7.3.1 There is a need both to develop new technologies and to ensure the transfer of such 
technologies between countries. International criteria for reporting national alcohol - 
related problems are among the technologies to be developed. Manuals might also be drafted 
describing the methodology of surveys of drinking, the assessment of attitudes related to 
drinking, and the community response to drinking after the model provided by the current WHO 
project on community responses to alcohol -related problems (see paragraph 2.2 of the Annex). 

7.3.2 The international review and evaluation of preventive measures currently being carried 
out by WHO demonstrates the advantages of collating different countries' experiences with 
various preventive and treatment measures aid making such experience available on a continuing 
basis. 

7.4 Consideration of health implications of international trade in alcohol 

7.4.1 While legislation relevant to alcohol- related problems will remain the prerogative of 

individual countries, there is a need to examine existing trade relations between countries 
from the point of view of their health implications. It has already been observed that the 

production of alcohol has moved rapidly from a village to a national basis and in some cases 
to a multinational basis; the consequences have been a marked increase in the amount of 

alcohol consumed, and a need to monitor the effects on health. 

7.4.2 The fact that different tariffs are applied to alcohol by different countries 
contributes to illicit importation; consideration should be given to the advantages of 

rationalizing tariff systems. 

7.4.3 The desire to harmonize regulations governing the hours of sale in different countries 
has almost invariably led to a liberalization of these hours and a proliferation of outlets. 
Some economic communities, in requiring the harmonization of trade agreements, have promoted 
a freer movement of goods between countries, including in some cases the freer movement of 

alcohol. The analysis of these trends and their possible regulation is a necessary component 
of any international response. 

7.4.4 The review of international statistics on alcoholic beverages carried out by the 
Finnish Foundation for Alcohol Studies in collaboration with the WHO Regional Office for 
Europe provides a basis for further inquiry regarding the import, export and consumption of 

alcohol. There is also a need to develop methods of estimating the extent of illicit alcohol 
production arid home production. 
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7.5 Analysis of economic consequences of reduced consumption 

7.5.1 Any proposal to reduce consumption, if successful, will have considerable economic 
consequences in those countries in which a significant proportion of the work force is 

employed in alcohol -related industries, or where considerable revenue is earned on the sale or 
export of alcohol. It will be important to analyse those consequences if interventions of the 

kind recommended are contemplated. 

8. Conclusions 

8.1 It has been argued in this paper that alcohol -related problems manifest themselves in a 

variety of ways. Alcohol is implicated in problem areas as diverse as traffic accidents and 
secondary poverty. The excessive use of alcohol contributes to the prevalence of some health 
problems and exacerbates the effects of others. The evidence available to WHO shows that 

alcohol -related problems are increasing rapidly in most countries and that developing countries 
may be particularly vulnerable to their effects. At the same time, there is evidence that 
effective interventions are available to prevent and manage many of these problems. 

8.2 Such interventions, if they are to succeed, must be culturally sensitive. They should 
be integrated into country health programmes and must relate to the several sectors involved 

at both country and international levels. In the latter respect WHO has a role to play in 

facilitating joint action by the United Nations, the specialized agencies aid interested 

nongovernmental organizations. 

8.3 Resolutions adopted by the Executive Board, the Regional Committees and World Health 
Assemblies demonstrate that Member States desire a more intensive effort in this area, and 

current national and international activities demonstrate the possibility of such action. 

8.4 An outline of actions to strengthen national and international responses to alcohol - 
related problems has been proposed, and the advice of the Executive Board is sought on the 

implementation of these responses. 

• 
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ANNEX 

CONSTITUTIONAL BASIS FOR WHO ACTION AND CURRENT INTERNATIONAL 
ACTIVITIES CONCERNING ALCOHOL -RELATED PROBLEMS 

1. Resolutions adopted by the World Health Assembly, the Executive Board and Regional 

Committees 

1.1 The immediate precedent for introducing a discussion of alcohol - related problems at the 

sixty -third session of the Executive Board is provided by the Health Assembly's resolution 

WHA28.81, in which the Director -General is requested "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." 

1.2 There have, however, been earlier resolutions adopted by the Health Assembly or the 

Executive Board calling for action in this field. As early as the First World Health Assembly 

it was resolved that the Executive Board be asked to establish an Expert Committee on Habit - 

Forming Drugs, later referred to as the Expert Committee on Drugs Liable to Produce Addiction. 

Resolution EB8.R45 noted the report of the Alcoholism Sub -Committee of the Expert Committee on 

Mental Health and requested the Director -General" to cooperate in any programme concerned with 

the social and legislative aspects of the problem of alcoholism ... ". Resolution WHA27.28 

concerned itself particularly with health education with respect to, among other things, drug 

dependence and alcoholism, while resolution WHA27.59 recognized that the use of alcohol and 

other psychoactive drugs contributed significantly to the heavy toll taken by road traffic 

accidents. 

1.3 Regional committees have indicated their concern with the problem not only by 

acknowledging the relevance of resolutions passed by the Health Assembly but also by initiating 
resolutions of their own. The Region of the Americas has accepted a number of resolutions in 

this area (CSP 17/36, CSP 1939 and CE 70/22) and implemented them in a series of projects. 

Countries in the South -East Asia Region recognized the need to address mental health problems, 
including alcoholism and drug dependence, by developing strategies for intervention based on 
the relationship between social action and mental health (resolution SEA/RC2$ /19). 

• 

1.4 Countries in the Western Pacific Region have specifically acknowledged the importance of 

alcohol -related problems. Resolution WPR /RC26.R11 recognized that alcohol consumption and drug 

dependence remain a major cause of concern in the Region, while resolution WPR,RC25.R3 urged the 
inclusion of alcoholism in the expanded regional drug dependence programme and requested that • 
studies on the epidemiology of drug dependence and alcoholism be pursued and training programmes 

be supported. Resolution WPR/RC26.R11 urged governments to initiate and intensify programmes 

of education, legislation, treatment and rehabilitation and to maintain effective monitoring 

systems, develo ing and improving action programmes to combat drug dependence and alcoholism. 

Resolution WPR/RC27.R5 was particularly explicit, requesting the Regional Director to 

cooperate with Member States in giving full attention to the seriousness of alcohol -related 

problems within the context of overall health programming. 

1.5 Alcohol -related problems have been known to be prevalent in a number of developed 
countries for some considerable time. It is not surprising therefore that the European 
Region's long -term mental health programme has given such prominence to alcoholism and drug 
dependence and that activities in this sphere constituted an important part of the programme 
during the period 1971 -1976. This emphasis was in accordance with wishes expressed at the 
twentieth session of the Regional Committee. In discussing the second progress report on the 
long -term programme, almost all the speakers at the twenty - second session emphasized the 
importance of developing Regional Office activities in the field of drug dependence and 
alcoholism. At its twenty -third session, in proposing an extension of the long -term programme 
for the years 1976 -1980, the Regional Committee put forward a programme on alcohol and drug 
dependence including three specific proposals: (i) epidemiological studies of alcoholism and 
drug dependence; (ii) assessment of the influence of social and psychological factors on the 
incidence and prevalence of alcoholism; and (iii) provision of services for those afflicted 
with alcohol -related problems and drug dependence. 
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2. Current WHO activities 

2.1 A number of WHO's current activities are relevant to the expectations expressed in 

resolution WHA28.81. Some of the more recent of these activities are described in the 

following paragraphs, which do not in any way represent an exhaustive account. 

2.2 A study of community responses to alcohol -related problems aims at stimulating countries 

to make careful assessment of the nature and extent of the problems related to alcohol 

consumption at national and local levels, to examine how such problems are being dealt with at 

present, and to develop plans for a more effective response within the limitation of available 

resources. Initially collaboration was arranged, through governments, with research teams in 

three countries with very different socioeconomic conditions: Mexico, the United Kingdom 

(Scotland) and Zambia. The studies are being carried out in both urban and rural communities. 

It is expected that the research instruments developed for such a range of settings and the 

experience acquired will be of value to a variety of communities and countries wishing to carry 

out similar studies as a basis for the development of programmes. • 2.3 A closely related project concerns the prevention of alcohol -related disabilities. It 

seeks to investigate the nature of current measures, policies and programmes aimed at preventing, 
or reducing, alcohol -related problems, and to assess their impact. This is being done through 
consultation with Member States, through review of the literature, and in consultation with 
experts from a variety of countries. A review of experiences in preventing alcohol -related 
problems will be published in mid -1979. 

2.4 The results of a project carried out in collaboration with the Finnish Foundation for 

Alcohol Studies and the Addiction Research Foundation of Toronto make a strong case for the 

contention that variations in the per capita alcohol consumption of a population bear directly 
on levels of alcohol -related mortality and morbidity, thus providing evidence crucial for 
preventive programmes.l This work was followed up by the compilation of those statistics on 

international production, trade and consumption of alcoholic beverages that are considered 
essential for the formulation of national public- health -oriented alcohol policies.2 

2.5 Resolution WHA28.81, in addition to calling attention to the extent and seriousness of 
problems associated with alcohol, requests the Director -General "to take steps, in cooperation 
with competent international and national organizations, ... to develop comparable information 
systems on alcohol consumption and other relevant data needed for a public -health -oriented 

alcohol policy." Several important steps had in fact already been taken by WHO to promote 
such work. One example was the preparation of a review of responses to alcohol -related 
problems in 33 countries.3 

2.6 Discussions have also been held with the Finnish Foundation for Alcohol Studies regarding 
its offer to make available to WHO the international statistics it has collected relating to 
the production, trade and consumption of alcohol. Consultations held with the United Nations 
Statistical Office and relevant United Nations agencies confirm that they would be willing to 
make available the data they have collected. The responsibility for collating and 
disseminating this information would, however, be WHO's, and adequate funding would need to be 
found for this purpose. 

1 Bruun, K. et al. (1975) Alcohol control policies in public health perspective, Helsinki, 
Finnish Foundation for Alcohol Studies, Vol. 25. 

2 Finnish Foundation for Alcohol Studies and WHO Regional Office for Europe (1977) 

International statistics on alcoholic beverages; production, trade and consumption, 1950 -1972, 
Helsinki, Finnish Foundation for Alcohol Studies, Vol. 27. 

Moser, J. (1974) Problems and programmes related to alcohol and drug dependence in 33 

countries, Geneva, WHO Offset Publ. No. 6. 
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2.7 National statistics concerning mortality from alcoholism and cirrhosis of the liver are 

already regularly collected and published by WHO. Attention has been focused in the past on 
mortality rather than on other health effects in relation to alcohol consumption. Within 
the framework of a project on the monitoring of mental health needs, however, methods are 
being developed and tested for collecting patient -oriented statistical data, including those 
concerning alcohol -related problems. 

2.8 At the regional level there have been a number of activities over the years. The 

following are a few examples. In the European Region a study of the patterns of services for 

alcoholism and drug dependence has been carried out in eight countries.1 Participants from 

22 countries attended a symposium on the planning and organization of services in 1975,2 and 

in August 1978 nearly all countries of the Region were represented at a conference on the 

public health aspects of alcoholism and drug dependence, held in Dubrovnik, Yugoslavia. The 

European Region has global responsibility for programmes concerning traffic accidents, and has 

particularly considered the relevance of alcohol and other drugs to traffic accidents. In 

the Region of the Americas a training course on alcoholism was held in 1973 in Costa Rica for 

health and social personnel from 12 Central and South American countries, and studies have 

continued on the epidemiology of alcoholism. An initial step was taken in the Western 

Pacific Region with the circulation of a questionnaire in 1975 and the discussion of the 

replies at the twenty - seventh session of the Regional Committee.3 In Africa WHO collaborated 

in a workshop on drug addiction and alcoholism organized in Nairobi in 1974 by the Association 

of Psychiatrists in Africa. 

2.9 These activities have laid a firm basis for further work in this area and demonstrated 

the commitment of countries to take seriously problems associated with the excessive use of 

alcohol. They also confirm the existence of an international network of centres and 

collaborators who would be involved in the further development of WHO's efforts. 

1 Ozarin, L. R. (1973) Existing patterns of services for alcoholism and drug dependence, 

Copenhagen, EURO 5437 IV. 

2 WHO Regional Office for Europe (1976) Planning and organization of services for 

alcoholism and drug dependence (report on a symposium, Albi, France, 1975) Copenhagen, 

ICP/MNH 024 IV. 

Document WPR/RC27/8 (Progress report by the Regional Director). 


