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NOTE 

The views expressed in this report are those of the Members of the 
Working Group and do not necessarily reflect the policies of the World 
Health Organization. 

This report has been prepared by the Regional Office for the Western 
Pacific of the World Health Organization for governments of Member States 
in the Region for the participants in the Working Group on Community
based Approach to Alcohol-related Problems, which was held in Yokohama 
City. Japan, from 1 to 7 July 1987. 
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1. INTRODUCTION 

The Regional Working Group on the Community-based Approach to 
Alcohol-related Problems was held at Yokohoma City, Kanagawa Prefecture, 
Japan, from 1 to 7 July 1987. 

The National Kurihama Hospital, National Institute of Alcoholism, 
Japan, acted as the host institution for the Working Group and was 
responsible for the local preparation. 

Dr N. Shinfuku, Regional Adviser in Mental Health and Drug 
Dependence, opened the meeting on behalf of Dr Hiroshi Nakajima, Regional 
Director of the Regional Office for the Western Pacific of the World 
Health Organization. In his opening speech, the Regional Director 
expressed his sincere gratitude to the Government of Japan for agreeing 
to host the regional meeting and thanked Dr H. Kono and staff members of 
the National Institute of Alcoholism for their dedication as national 
coordinators to enable the WHO meeting to take place in Yokohama City. 
His opening speech is attached as Annex 2. 

Dr H. Kobayashi, Director, Division of Mental Health, Bureau of 
Public Health and Medical Services, Ministry of Health and Welfare, 
Tokyo, representing the host country, welcomed the members. 

Dr H. Kono, Director of the National Institute of Alcoholism and the 
National Coordinator for the meeting, also expressed his gratitude and 
welcomed the members. 

The Working Group was attended by thirteen members from ten 
countries or areas of the Region, namely, Australia (2 members), China, 
Fiji (2 members), Japan (2 members), New Zealand, Papua New Guinea, 
Philippines, Republic of Korea, Republic of Palau and Tonga. 

Dr H. Kono, Japan, and Dr J. Rankin, Canada, provided support in the 
preparation and conduct of the meeting as consultant and resource person 
respectively. 

Experts from the host country who are leading authorities on 
alcohol-related problems in Japan attended as observers. 

The list of members, consultant, resource person, observers and 
secretariat is given in Annex 1. 

The Regional Adviser proposed the election of the following members 
as officers for the meeting and his recommendations were accepted 
unanimously by the members. 

Chairman: 
Vice-Chairman: 
Rapporteur: 

Dr Antonio Polloi (Republic of Palau) 
Dr Shen Yucun (China) 
Dr John Saunders (Australia) 

The meeting was conducted both in plenary sessions and in small 
groups. 
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2. OBJECTIVES OF THE MEETING 

It was agreed that the objectives of the meeting should be as 
follows: 

(1) to identify advances in approaches to prevention, early intervention 
and management of alcohol-related problems, which can be used to 
develop a community-based approach to alcohol-related problems; 

(2) to review the application of appropriate techniques in countries or 
areas of the Region, taking into account the different behavioural 
and cultural patterns of alcohol consumption; 

(3) to prepare guidelines for health planners and managers, and primary 
health care workers, respectively. to be used to develop a 
community-based approach in countries or areas of the Region. 

It was agreed by members that the development of national policies 
on prevention of alcohol-related problems was implicit in these 
objectives. 

3. SUMMARY AND DISCUSSIONS OF REPORTS FROM COUNTRIES OR AREAS 

3.1 General Perceptions 

The representatives of all ten countries or areas were concerned 
about the rise in alcohol consumption which is continuing or has occurred 
in recent years and the presence of significant alcohol-related problems. 
However, the nature and extent of the problems differ greatly, as does 
the potential for effective solutions in the foreseeable future. 

Four countries, Australia, Japan, the Republic of Korea and New 
Zealand, could be classified as economically and industrially developed. 
All four have levels of alcohol consumption per capita well in excess of 
all the remaining countries, except one (Australia 9.7, Republic of Korea 
5.2, Japall 6.2 and New Zealand 8.2 litres per annum). These four 
countries have had rising levels of consumption since the late 1940s and 
concerns about alcohol problems have developed during the same period. 
These countries have a very significant political and bureaucratic 
infrastructures, and economic, social, and health resources have been 
available which are being, or could easily be, applied to the 
stabilization or reduction of alcohol consumption and alcohol problems. 
They appear to share a general concern about alco~ol problems across a 
wide age range, both sexes, and all SOCial classes. Alcohol dependence 
is seen as an important health problem. 
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By contrast, four countries represented at the workshop (Fiji, Papua 
New GUinea, Palau and Tonga), are small Pacific island nations in which 
the availability of commercially produced alcohol to their indigenous 
peoples has been a more recent occurrence. Although the per capita 
consumption in three, Fiji, Papua New Guinea and Tonga, is relatively low 
(less than two litres per capita), the increases that have taken place 
recently and the associated problems are of great concern. In the case 
of Palau the level of consumption is much higher (5.7 litres per capita 
per annum). In all four nations, there is little concern about alcohol 
dependence, which is not considered to be a common occurrence. However, 
there is great concern about the adverse acute, and predominantly social, 
effects of alcohol consumption. Although there are national differences, 
in general problem drinking is considered to be concentrated among young 
men in urban areas. 

Fiji, Papua New Guinea and Tonga already have, or are developing, 
significant political and bureaucratic infrastructures, and social and 
health resources that could be effectively applied to a reduction or 
stabilization of alcohol consumption and alcohol problems. 

Palau, in contrast to its island neighbours, is tiny (population 
less than 14,000) and completely dependent financially for its survival 
on a grant from the United States. Palau appears to be in a parlous 
situation with its uncontrolled importation of alcoholic beverages, an 
already relatively high level of consumption and no policies. No 
infrastructures or resources are available to effectively tackle its 
alcohol problems. 

The last two nations, China and the Philippines, present different 
scenarios again. China as a nation has a very low level of per capita 
consumption (probably less than 1.0 litre per annum, although accurate 
statistics are unavailable). However, there are concerns about an 
increasing level of consumption associated with industrial and economic 
development, and particular concerns about alcohol problems in certain 
minority groups (for example, the E Lunchun minority in Hei Longjiang 
Province, the Bai minority in Yunnan Province, and the Hezhe minority in 
Hei Longjiang Province) that have a long history of higher levels of 
consumption and alcohol problems than occur in the Chinese population 
generally. There seems little doubt that China has the infrastructures 
and resources to prevent or reduce alcohol problems within its boundaries 
as it has dealt with problems of opiate use in the past. 

The true nature and extent of alcohol consumption and alcohol 
problems in the Philippines cannot be defined. There is concern over 
increasing consumption of alcohol. The political turmoil and the poor 
economic state of this nation and its general social and economic 
concerns make it highly unlikely that the prevention of alcohol problems 
will have a significant priority in the foreseeable future. 
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3.2 Need for comprehensive national programmes for the prevention of 
alcohol problems 

The emphasis of the meeting was on community-based health services 
for the early identification of and intervention with people suffering 
from or at risk of developing alcohol-related problems, i.e. preventive 
health services concerned with secondary and tertiary prevention. 
A comprehensive plan should involve health protection and health 
promotion strategies as well. 

Of the three strategy areas, health protection is the one with the 
greatest potential to reduce alcohol problems. However, because such a 
strategy would involve stabilizing or reducing alcohol consumption, it is 
one which is most difficult to implement effectively because of the 
opposition of those with vested interests in alcohol production and 
sales. Controls are also seen as being in opposition to the principles 
of personal freedom. 

Health promotion is unlikely to be particularly effective in the 
absence of effective control policies and strategies. In particular, 
public information and education programmes, as a means of reducing 
consumption, have not been shown to be effective. This is not surprising 
given the relatively miniscule investment in health promotion compared 
with the major investment in the marketing of alcoholic beverages. 

In this context, therefore, preventive health services appear to 
offer an alternative line of action to the Western Pacific countries of 
WHO at a time when other preventive strategies are likely to be non
existent, ineffective or inadequate. Furthermore, the development of 
such initiatives can serve as an effective way of highlighting and 
developing a community appreciation of the nature, origins, magnitude and 
seriousness of alcohol problems and, as such, potentially provide a 
better basis for the development of other effective strategies in the 
future. 

3.3 Early identification and intervention 

(1) Availability of effective methods 

Currently effective methods are available for the early detection of 
individuals with, or at risk of, alcohol-related problems. They include 
tested and validated questionnaires that can be self-administered, 
health-worker administered, and computer-administered. These methods can 
be supplemented and complemented by laboratory tests and the use of a new 
dipstick which detects and gives a semi-quantitative measure of alcohol 
in body fluids such as urine, tears and saliva. The Working Group, in 
considering ·the many approaches, only recommended those methods that 
could be used effectively by primary care workers in any of the Western 
Pacific nations. 

Because of disillusionment with the generally unproven and usually 
expensive methods of treatment used in special treatment centres and 
programmes for individuals who are alcohol dependent, WHO and clinical 
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workers have turned their attention increasingly to the potential value 
of simple forms of intervention. These methods could be applied 
generally by primary health care workers and might be particularly 
effective when used with individuals in the early stages of their harmful 
use of alcohol. To the extent that results are available, this 
alternative approach certainly appears to be effective, at least in some 
groups. It is hoped that a research programme being carried out in 
eleven countries under the auspices of WHO will provide more definitive 
results. However, in the interim, there is adequate evidence to justify 
the use of these brief intervention techniques. 

(2) Application of identification and early intervention programmes in 
community settings 

With regard to effective intervention, the problem is not with 
availability of effective methods, but rather whether they can and will 
be applied optimally in community settings. 

For the purposes of the Working Group the focus was on early 
identification and simple interventions that could be carried out by a 
primary health care worker. A primary health care worker was defined as 
an individual with the ability and responsibility of providing general 
health care to individuals and families. The term was considered to 
include community health workers working in the community or community 
settings such as general hospitals and psychiatric hospitals. 

A particular point brought out by countries with significant rural 
populations was that in these areas it is very difficult, if not 
impossible for an individual with an alcohol problem to remain 
undetected. The problem these nations face is not that of detection but 
of intervention. On the other hand, in general, it was considered far 
more difficult to identify such individuals in urban settings where they 
can go undetected indefinitely, or until they develop severe problems 
requiring health care. The exception is Fiji where those with alcohol 
problems in urban areas are usually known because they drink publicly and 
in groups. 

Community health workers 

Although all ten participating countries have community health 
workers, only three indicated that their workers are involved in early 
identification and intervention (Ell) (Australia, Fiji and New Zealand). 

Community health centres 

Even though community health centres are present in most of the ten 
countries, only two provide early identification and intervention 
services through such locations (Japan and New Zealand). 

Primary care physicians 

Only two countries indicated that primary care physicians provide 
early identification and intervention. This is not surprising, and is 
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similar to most, if not all countries. Generally speaking physicians 
have not been trained for such a role and regard treatment of alcohol
related problems as inappropriate, ineffective and unproductive. This is 
particularly important as there is a great deal of evidence emerging that 
physicians could playa very important role in early intervention. In 
the United States there is a great deal of interest in providing early 
identification and intervention through physicians. 

General hospitals 

In developed nations, general hospitals usually represent the 
greatest concentration of health personnel, financial investment and 
resources. Characteristically, in these settings, individuals with 
alcohol problems are undetected or ignored, and frequently differentiated 
against. For example, a diagnosis of an alcohol-related problem is 
usually made in about 10% or less of patients. At the same time, these 
same hospitals have the largest concentration of patients with alcohol 
problems to be found in any single health location. If these 
hospitals had effective early intervention programmes involving early 
identification and intervention, they could make a major contribution to 
helping individuals and families with alcohol problems, and reduce 
absenteeism, hospital readmissions and deaths. 

Three countries indicated that they have early identification and 
intervention programmes in general hospitals - Australia, Republic of 
Korea and New Zealand. Pacific island nations said that they have the 
same experience of underdiagnosis or failure to detect alcohol problems 
in hospital patients. 

Psychiatric hospitals 

Only one country, the Republic of Korea, indicated that its 
psychiatric hospitals are a setting for early intervention. 

Alcoholic Anonymous 

Alcoholic Anonymous was considered to have a significant presence in 
five countries (Australia, Japan, New Zealand, Republic of Korea and the 
Philippines) and in two (Japan and New Zealand) to be involved in early 
intervention. 

Other resources and programmes 

In Japan and New Zealand other resources and programmes were 
identified as being involved in early identification and intervention 
(Japan - Danshukai; New Zealand - Justice Department) 
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4. PREPARATION OF GUIDELINES 

4.1 Introduction 

One of the major tasks assigned to the Working Group was to prepare 
regional guidelines for a community-based approach to alcohol-related 
problems. 

In order to achieve this objective, it was decided to divide the 
Group into two small groups, one to prepare guidelines for health 
administrators and health planners and the other to prepare guidelines 
for primary health workers. 

This section sets out brief summaries of the two sets of guidelines 
as formulated. The complete guidelines are to be published separately. 

The composition of the small groups was as follows: 

GROUP I 

GUIDELINES FOR HEALTH PLANNERS 
AND MANAGERS 

Dr A. Polloi (Palau) 
* Dr A. Rotem (Australia) 

Professor Shen Yucun (China) 
Ms M. Rokosawa (Fiji) 
Dr M. Ogata (Japan) 
Dr B. Andrew (Papua New Guinea) 

# Mr S. Wolfgramm (Tonga) 

GROUP II 

GUIDELINES FOR PRIMARY HEALTH 
CARE WORKERS 

Dr H. Kono (Japan) 
Dr J. Saunders (Australia) 
Dr J. Cavu (Fiji) 
Dr H. Suwaki (Japan) 

* Dr G. Robinson (New Zealand) 
# Dr B. Reyes (Philippines) 

Dr C. K. Kim (Korea) 

Dr J. Rankin 
Dr N. Shinfuku 

Dr H. Harai 
Dr T. Shirasaka 

# Chairman 
* Rapporteur 

Dr S. Murakami 
Dr M. Iwasaki 

4.2 Guidelines for health planners and managers 

Purpose 

These guidelines are to assist planners and managers to devise or 
promote programmes for alcohol-related problems (ARP) with the aim of 
reducing or controlling these problems within a particular area. The 
guidelines will identify the main issues the manager has to consider. 
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Assessing a situation 

Managers will assess the present situation regarding alcohol-related 
problems in their area of responsibility by first obtaining information 
on the composition and age-distribution of the population. From this 
they will work out the size of the group most likely to experience ARP. 
In many countries this will be in the 15-54 age range. It is also useful 
to work out the proportion of this group who live in urban areas. 

It is important to review what information is available about 
morbidity and mortality related to alcohol consumption. Mortality from 
cirrhosis of the liver is one indicator of ARP prevalence but a limited 
one. It is important to try to measure the relationship between alcohol 
use and trauma of all types, including motor vehicle accidents, accidents 
at work, fighting, domestic violence and child malnutrition. 

Managers will take note of changes in socioeconomic status which may 
affect the quantities and types of alcoholic beverages used. They will 
also identify particular occupational groups and social groups which have 
a high rate of alcohol consumption. 

Managers will study information about criminal activities as an 
estimate of the impact of alcohol abuse. Child abuse and other social 
problems will also be important in planning prevention and control 
programmes. 

Review of resources 

Managers will review the resources available to them for the 
development of adequate programmes. They will also identify gaps in the 
services. They will look beyond the health services and evaluate the 
help which can be obtained from special interest groups such as religious 
organizations and other nongovernmental social welfare agencies. 

Setting priorities 

When the manager has made an assessment of the situation he (or 
she) will set priorities to develop a programme. 

The major effects of alcohol abuse in his area will be noted. He 
will identify groups at special risk. The main thrust of a programme 
will be directed to these groups. 

Managers may have to choose between several different ways of 
developing a programme. They will find out about programmes which have 
been used elsewhere and will decide which will be effective in their 
particular situation. 

Setting of objectives and strategies 

Managers will want to select methods which seem realistic. They 
will also need to choose realistic objectives which are attainable, even 
if difficult. 
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They will break the chosen programme into manageable steps with a 
limited objective for each step. 

Conclusion 

These guidelines include examples of objectives and methods which 
managers may be able to apply in their situations. 

4.3 Guidelines for primary health care workers 

In the Western Pacific Region of WHO there is a very considerable 
variation in the range of alcohol-related problems, primary health care 
workers, and supporting resources available to assist persons suffering 
from alcohol-related problems. Despite this variation, it is widely 
accepted that primary health care workers have a responsibility to 
respond to these problems and are in a particularly advantageous position 
to do so, given their identification with, and knowledge of, local 
communities. They should be involved in early intervention and 
management and, in some cases, with preventive education in their 
communities. In undertaking these tasks, they should bear in mind that 
attitudes to persons with alcohol-related problems should not be 
judgemental but rather accepting, similar to their attitudes to other 
health issues. 

Too often primary health care workers and, indeed, all levels of 
health-care providers do not suspect alcohol misuse as the basic 
underlying cause of social and medical problems and it therefore remains 
undetected. The primary health care worker is ideally placed to identify 
problem drinkers at an early stage. This should be a priority so that 
interventions of a less intense, but effective nature can be made by the 
health worker before problems and dependency become advanced, at which 
point complex and expensive therapies are usually needed. 

There are many methods of detection of problem-drinkers including 
questions that can be incorporated into clinical interviews, 
questionnaires, signs on clinical examination, the alcohol dipstick and 
biochemical tests. They vary in their usefulness, technological resource 
requirements and applicability for primary health care workers of 
different professional backgrounds. A ten-item questionnaire devised as 
a result of a WHO-coordinated study involving both developing and 
developed countries is recommended as suitable for the use of primary 
health care workers. 

Assessment is the next step after detection and should include an 
assessment of the nature of the alcohol-related problems, the drinking 
behaviour of the individual and any other consequences of this. A proper 
assessment can be enormously helpful. It can help the primary health 
care worker set goals for the client and can lead to the best possible 
approach in managing the problem drinker and helping the family. 

There are several simple therapies which can be undertaken 
appropriately by a primary health care worker with basic training in 
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alcohol problems. Among these are explaining the link between the 
presenting problem and alcohol consumption and developing the client's 
commitment to reduce or cease drinking, counselling in problem-solving 
strategies, and developing alternative interests to drinking. The 
primary health care worker should be able to enlist the support of 
families, welfare agencies and community groups in helping the person 
with alcohol-related problems. Knowledge of and linkages with alcohol 
treatment resources (if available in the wider community) are important. 
More complex problems will require referral to these services. 

Long-term support is a vital component of treatment for persons with 
alcohol-related problems by preventing or minimizing relapse and harm. 
The primary health care worker is in a particularly favourable position 
to offer this long-term support. 

The principles outlined here should have application in certain 
countries to many other drugs of abuse. Increasingly, other drugs (for 
example sedatives and stimulants) are being taken with alcohol. 

5. RECOMMENDATIONS 

The Working Group adopted the following recommendations: 

(1) WHO should publish and disseminate the guidelines prepared at the 
meeting in order to promote the community-based approach to alcohol
related problems. A manual should be developed as a WHO 
publication. 

(2) Member States should seek the collaboration of WHO in testing the 
guidelines in regional and national training programmes with a view 
to adopting the guidelines to the unique needs and conditions of 
their countries. 

(3) WHO should seek to collaborate with Member States who wish to 
conduct training programmes for primary health care workers, and 
should offer support through the recruitment of consultants, 
training of educators and the provision of funds to meet local 
costs. Primary health care workers should have at least two weeks' 
specific training in alcohol-related problems wherever appropriate. 

(4) Member States should establish mechanisms for ascertaining the 
prevalence of alcohol-related problems using uniform methods 
wherever possible, and seek the advice of WHO to this end. A 
standardized screening instrument, as developed in the WHO 
collaborative study on early detection and intervention should be 
adopted in the Region to ascertain the magnitude of alcohol-related 
problems. 
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(5) Member States should develop as a matter of priority national 
policies and strategies for the promotion of community-based 
approaches to alcohol-related problems. 
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ANNEX 2 

OPENING SPEECH OF THE REGIONAL DIRECTOR OF THE WHO REGIONAL OFFICE 
FOR THE WESTERN PACIFIC TO THE WORKING GROUP 

ON COMMUNITY-BASED APPROACH TO ALCOHOL-RELATED PROBLEMS 
YOKOHAMA CITY, JAPAN, 1-7 JULY 1987 

Distinguished Guests, Dear Participants, Colleagues, Friends, 
Ladies and Gentlemen: 

It gives me great pleasure to say a few words on behalf of 
Dr Hiroshi Nakajima, Regional Director of the WHO Regional Office for the 
Western PacifiC, on the occasion of the opening of this WHO Working Group 
on the Community-based Approach to Alcohol-related Problems, which is 
being held here in Japan from 1 to 7 July 1987. 

To begin with, I would like to express my sincere gratitude to the 
Government of Japan, particularly the Division of International Affairs, 
Division of Mental Health, and Division of National Sanatorium of the 
Ministry of Health and Welfare, for kindly agreeing to hold this meeting 
in Japan. Also, my special thanks go to Dr Hiroaki Kono, Director of the 
National Institute of Alcoholism, and his staff members for their hard 
work and dedication as national coordinators to enable this WHO meeting 
to take place in Yokohama City. 

I am very pleased to note that this Working Group has brought 
together a large number of distinguished experts on alcohol-related 
problems in the Region. 

In addition, we have been able to avail ourselves of the services of 
Dr H. Kono, Japan, as consultant and Dr J. Rankin, Canada, as resource 
person. We have also a number of observers from the host country who are 
leading experts on alcohol-related problems in Japan. 

As you well know, there has been a tremendous increase in the 
consumption of alcohol and consequently in the prevalence of 
alcohol-related problems, both in developed and developing countries of 
the Western Pacific Region. 

In recognition of this situation, the Regional Office for the 
Western Pacific organized the first Working Group on Alcohol-Related 
Problems in Tokyo in 1980. The recommendations of this Working Group 
together with a number of resolutions adopted at the World Health 
Assembly and the Regional Committee form the basis of alcohol programmes 
in the Region. 
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Annex 2 

The Regional Office has developed various activities on alcohol, 
including the organization of two regional and several national 
workshops, provision of consultant services, and research project. It is 
important that we review the advances in technologies which will be used 
to develop a community-based approach to alcohol-related problems. We 
are convinced that the increase in alcohol consumption and alcohol
related problems is incompatible with the achievement of health for all 
by the year 2000 and that an effective strategy to tackle these problems 
calls for a concerted effort at the community level consisting of a wide 
variety of measures for prevention and appropriate services for 
management with emphasis on the primary health care approach. 

The Working Group will also be required to study the application of 
these technologies in countries of the Region, taking into account the 
different behavioural and cultural patterns of alcohol consumption. 
Another important objective of this Working Group is to prepare 
guidelines for use in developing a community-based approach to alcohol
related problems. These guidelines should be an invaluable tool for 
health administrators, physicians and primary health care workers in 
dealing with alcohol problems. 

I look forward with keen interest to receiving your findings and 
recommendations as to how WHO can effectively collaborate with Member 
States in alleviating and minimizing alcohol-related problems in the 
Region. You may rest assured that the World Health Organization will 
continue to collaborate with you in the fight against alcoholism. 

I wish to reiterate my thanks for the efforts of so many persons 
which has allowed this meeting to be organized. 

Let me wish you all successful and fruitful discussions and a 
pleasant stay in this city. Thank you. 
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REVIEW OF EPIDEMIOLOGY AND NATIONAL POLICIES 
AND PROGRAMMES ON ALCOHOL-RELATED PROBLEMS 

ANNEX 3 

Australia is a large country with a relatively small population of 
16 million concentrated in a few major cities in the coastal regions; the 
centre is arid and largely uninhabited. The indigenous people, the 
Aborigines, form approximately 1% of the population. 

Alcohol consumption and related problems 

The consumption of alcohol dates back 200 years to the time of the 
first European settlement. For much of the time since then Australians 
have been characterized by a high level of alcohol consumption and a 
generally permissive attitude to heavy drinking. Average per capita 
consumption is approximately 10 lit res per year and this accounts for 6% 
of total personal expenditure at an approximate cost of A$500. Per 
capita consumption increased by 50% from the mid 1950s to the mid 1970s; 
since 1980 it has fallen by 10%. It remains the highest of all English
speaking countries. Government committees have concluded that alcohol
related problems represent the fourth most serious public health problem 
in Australia. 

In recent national surveys 10%-14% of men and 4%-6% of women 
reported hazardous levels of drinking (defined as more than 60 g per day 
for men or 40 g per day for women or intoxication at least twice weekly 
as do 10%-40% persons attending hospitals and general practices. There 
are approximately 3,500 deaths each year (3.2% of all deaths) attributed 
to alcohol, although this may be an underestimate. The commonest causes 
of death are trauma from road traffic accidents and alcoholiC liver 
disease. The cost of alcohol-related problems to the national economy 
has been estimated at A$2,500 million per annum. 

National policies and programmes 

There is a range of existing legislation which imposes minimum ages 
for purchasing alcohol, governs licensing of outlets and opening hours, 
and allows for breath testing of motorists with penalties for those with 
high blood alcohol concentrations. Although laws have existed that 
provide for compulsory treatment of alcoholics they have either been 
repealed or are rarely enforced. 

There is a range of preventive education programmes and treatment 
services. Prevention programmes are directed especially at teenage 
drinkers. A national media campaign on alcohol is to be launched shortly 
as part of the "National Campaign Against Drug Abuse". Treatment 
services include detoxification units, counselling services, self-help 
groups (e.g. Alcoholics Anonymous), hospital-based units and crisis 
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intervention centres. There has been a shift to intervening at an early 
stage and a WHO collaborative study is centred at Royal Prince Alfred 
Hospital, Sydney. 

A draft National Health Policy on Alcohol was issued in 1986 and 
recommends controls on the availability of alcoholic drinks, regulating 
advertising and marketing of alcohol, coordination of preventive efforts, 
training of health professionals in alcohol-related problems, ensuring 
that a range of treatment services is available in communities, 
coordination of non-governmental agencies and expansion of the research 
effort. It is currently being reviewed by a government committee. 

3.2 China -----
China is the world's most populous country with an estimated 

population exceeding 1,000 million. There are significant minority 
groups including the Tai and Bai peoples. 

Alcohol consumption and related problems 

A low prevalence rate of alcoholism among the majority of the 
Chinese population has been consistently demonstrated by various 
epidemiological studies within the country and among overseas Chinese. 
The rate of alcohol dependence and alcoholism was 0.02% in the national 
collaborating study on mental disorders carried out in 1982, covering 
over 38,000 inhabitants aged 15 and over. 

With the advance of industrialization in the country and improvement 
of living conditions, production and consumption of wines, beers and 
spirits are increasing. The risk of alcoholism has increased in the 
general population and in some minorities in particular, where people 
have the tradition of drinking. They drink not only in happiness but 
also in sadness; they think that the more they drink, the better they are 
able to express their feelings. 

In a recent survey covering a population of 106,230 inhabitants from 
four provinces, the prevalence of alcoholism was 0.04%, 0.23%, 0.46% and 
0.61% respectively. In seven minority areas, the prevalence rate ranged 
from 0.03% to 4.3%. Higher rates of alcohol dependence and alcoholism 
were found in the Tai (3.5%) and Bai (3.0%) minority from Yunnan 
province in the south-west of China and in East Luncheu (4.3%), and Hezhe 
(1.3%) in the north-east of China. 

The proportion of patients admitted to mental hospitals for alcohol 
dependence also increased from 0%-4% before 1980 to 0.38%-20.58% from 
1981-1985 as reported by three mental hospitals from four provinces. 
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National policies and programmes 

Perhaps because of the relatively low prevalence of alcoholism in 
China until the 1980s there are no national policies or programmes. 
In order to raise the awareness of the public to alcohol problems. a 
national collaborative study on alcohol dependence and alcoholism is in 
preparation. 

3.3 Fiji 

Fiji is a collection of 322 islands in the South Pacific with a 
total population of 714.000. Approximately half of the people are 
indigenous Fijians. half are Indians and there is a small proportion 
(approximately 5%) of other races. 

Alcohol consumption and related problems 

During the 1970s there was a steady increase in the prevalence of 
alcohol-related problems arising from a concomitant increase in the level 
of alcohol consumption. However. towards the middle of the 1980s. 
declining trends became apparent both in the consumption of alcohol and 
in related problems. Trends were probably due to a series of hurricanes 
which seriously damaged Fiji's economy, forcing the diversion of the 
"beer-dollar" into repairs and renovation of family homes and other 
properties, and also to a wage-freeze imposed by the Government 
throughout the country in 1986, thus restricting the drinker's capacity 
to increase his purchase of alcohol. 

The decline in alcohol-related problems was assessed in four 
specific categories of problems - crime, road accidents, marital 
conflicts, and diseases. While the first three problems displayed 
definite declining trends in line with the declining consumption, trends 
in diseases were not as clear. It is suspected that there is much under 
recording of alcohol-related diseases in hospitals. Because the general 
decline in problems is forced by factors external to the drinker's 
habits and requirements, it is believed that the decline is only of a 
temporary nature, and that an upswing in the country's economy and 
political climate will bring back an increase in consumption of alcohol 
and its resultant problems. 

National policies and programmes 

Currently, Fiji does not have national coordinated alcohol policies 
except for those that are built into current legislation and for the 
policies of individual departments. However, proposed national policies 
have already been drafted by a multisectoral committee operating within 
the Ministry of Health and Social Welfare. They include the following: 
the establishment of a funded multisectoral body to identify alcohol
related problems, develop ameliorative policies. be responsible for 
relevant community education, conduct research and/function as an 
advisory body to the Government. 
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Among the preventive policies are the enforcement of existing 
legislation, maintenance of appropriate control on alcohol outlets, 
promotion of low alcohol content beer and alternative beverages, 
influencing taxation policies, the review of advertising policies and 
promotion of the use of breathalysers and other technologies. 

Health promotion approaches will focus on the development and 
implementation of positive educational programmes, anti-alcohol 
campaigns, moderate drinking, reinforcement of cultural, religious and 
family values and improvement in employment opportunities 

Policies on treatment are designed to facilitate training of health
care personnel, to promote support for affected families, to promote 
rehabilitation of ex-offenders and the management of medical, surgical 
and psychiatric illnesses, and to encourage integration of treatment and 
management into primary health care. 

Under the research programme it is hoped to collect data and 
evaluate relevant programmes. It is also hoped to identify and provide 
funding for a multisectoral body and to collaborate with other local and 
overseas agencies concerned with alcohol-related problems. 

3.4 Japan 

Japan is a highly industrialized country of 120,000,000 people with 
a well-developed health system. In recent years there has been a 
conceptual shift from a medical model appropriate for infectious diseases 
to a broader one which recognizes the environmental and lifestyle 
contributions to chronic diseases. 

Alcohol consumption and related problems 

The percentage of current drinkers among women increased from 13% in 
1954 to 61% in 1984, and among men from 68% to 92%. As a result of this 
change, alcohol-related problems in women have become a major social 
problem. The aged and young populations have also become involved in 
this type of problem. It is no longer limited to adult men as in the 
past. 

The estimated mean per capita consumption of absolute alcohol in 
1965 was 3.8 litres, while that in 1984 was 6.2 litres. As part of the 
survey which was conducted jointly by the U.S. and Japan in 1984, the 
KAST (Kurihama Alcoholism Screening Test) was administered to Japanese 
samples. The result revealed that there are at least 2.2 million 
alcoholics in Japan. 

In 1982 heavy drinking was declared as the reason for divorce by 
17.6% of wives and 2.3% of husbands. According to a survey performed in 
1983, 19.8% of total cases of child abuse were attributed to alcoholic 
parents. The proportion of cases of cirrhosis that were alcoholic in 
etiology increased from 11.1% in 1968 to 16.9% in 1977. 
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National policies and programmes 

General legislative provisions include the Law Prohibiting Minors 
from Drinking (1922), the Mental Health Law (1950), the Control of 
Inebriates Act (1961) and the Road Traffic Law (1970). Among the four 
laws, the Road Traffic Law is the most strictly enforced and effective. 
Frequent road checks are made and if the driver shows any sign of having 
drunk alcohol, it leads to a suspension of his or her driving licence. 
Since 1984, the number of offences due to drunken driving have decreased, 
owing to this law. 

The National Institute on Alcoholism (Kurihama National Hospital) 
was established as a centre for alcoholism under the direct control of 
the Japanese Ministry of Health and Welfare. Training courses on 
alcohol-related problems for medical doctors, nurses, public health 
nurses and social workers are held biannually at this facility. 

In 1983, an expert committee on alcohol-related problems was 
organized by the Government to discuss and determine the future direction 
of its policy. In 1985, recommendations concerning countermeasures for 
alcohol-related problems were submitted to the Minister of Health and 
Welfare. These recommendations can be briefly summarized as follows: 

(1) Promotion and strengthening of prevention policies 

(2) Coordination and establishment of regional integrated treatment 
systems 

(3) Establishment of rehabilitation policies 

(4) Establishment of alcohol-related problem policy liaison councils 

(5) Improvement of education and training 

(6) Establishment of research systems, etc 

3.5 New Zealand 

New Zealand is a country consisting of two main islands with a total 
population of 3.2 million, of whom 11% are Maoris. 

Alcohol consumption and related problems 

Alcohol is pervasive in New Zealand society. In a large 1978 survey 
9% of the adult population were estimated to be drinking in excess of 
60 mls of absolute alcohol daily. Alcohol consumption increased 
progressively from 5.4 litres per capita in 1955 to 8.7 litres in 1982 
(56% as beer). There has been a 500% increase in wine consumption. 
Since 1982 there has been a small decrease in the per capita 
consumption. 
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The increasing use of alcohol over the past twenty years has been 
paralleled by rising health and social problems. Between 1960 and 1980 
admissions to psychiatric hospitals for alcoholism increased from 14.1 to 
94.7 per 100,000. A wide spectrum of alcohol-related medical disorders 
is seen at general hospitals and hospital emergency departments. It is 
widely acknowledged that alcohol misuse and dependence are significantly 
associated with social dysfunction in families, occupational impairment, 
violent crime and about 50% of road traffic accident fatalities and 50% 
of drownings. 

National policies and programmes 

The Alcoholic Liquor Advisory Council Act (1976) provided for the 
formation of this body, charged with the duty of encouraging moderation 
in the use of liquor. The Council makes grants for research and 
treatment, prepares public education material and carries out information 
campaigns. It is supported by a levy on all alcohol. 

The Sale of Liquor Act governs the availability of alcoholic 
beverages and the licensing of outlets, hours of sale, age restrictions 
and standard of licensed premises. This Act is currently under review 
during which process the opportunity may arise for the development of a 
New Zealand national policy on alcohol. 

The Alcoholic Liquor Advisory Council produced a prevention policy 
(1983) and a treatment policy document (1987). Recently the Department 
of Health has produced Hospital Board Service Planning Guidelines for 
alcohol and drug services, which have endorsed a community-based approach 
to these problems. 

3.6 Palau 

The Palau Islands form the westernmost part of the Micronesian group 
and are situated east of the Philippines and directly south of Japan. 
The population is approximately 14,000 with 50% under 25 years of age. 
Palau is the only remaining trust territory under the administration of 
the Interior Department of the United States of America and the 
Government is run by yearly grants from the U.S. Government. 

Alcohol consumption and related problems 

The first alcohol was brought to the islands by missionary priests 
and subsequently was imported by Japanese. Palauans were not allowed to 
drink alcohol but trade and smuggling occurred between U.S. military 
personnel and the native people. More recently Palauans have learnt the 
art of home brewing. Nowadays many proprietary alcoholic drinks are 
imported. Per capita consumption increased by 50% from 1979 to 1983, 
when it reached 5.7% litres per year, excluding importations by military 
personnel. 
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Not surprisingly, Palau is experiencing an epidemic of drunkenness 
and other alcohol-related problems. Culturally Palauans are new to the 
use of alcohol in moderation. The tendency is to drink to get drunk. 
The Palauan man is usually excused by those around him; society appears 
generally very tolerant of this. Perhaps a more accurate summing up is 
that Palauan society is bewildered at this situation. In essence, 
Palauans are overwhelmed at the explosion of freedom, expression of 
information and materialism. 

Drinking is most prevalent among young single males aged 18-38 
years, living near the towns. Many are school dropouts, jobless and have 
had problems with the law. A survey of elementary school children showed 
that at an average age of 11.5 years 64% of children had experimented 
with drinking. 

There has been a sharp increase in the number of alcohol-related 
problems, such as various crimes, illness, loss of life, and social 
problems. Medical complications seen in Palau include cirrhosis, 
gastritis, stomach ulcer, withdrawal syndromes and dependence. 

National policies and programmes 

There is no real control of importation of alcohol. Any Palauan may 
purchase a $250 importation licence and for a small extra fee may start 
selling alcohol. Traditional controls in the form of fines or seasonal 
deportation are sometimes imposed but these methods are fast falling into 
disuse. 

There is now an attempt to rectify the situation by introducing 
educational programmes directed at elementary school students and youth. 
Public education is at times a frustrating experience. For example, it 
is rather difficult to define "responsible drinking". Most health 
workers are not given enough training for their own work, let alone for 
educational techniques. The alcohol-drug abuse and mental health 
services are attempting to inform the community about the proper use of 
alcohol and it is hoped that WHO may urge the alcoholic beverage industry 
to sponsor seminars and films and that beer with a low alcohol content 
will be produced. 

3.7 Papua New Guinea 

Papua New Guinea is situated in the south-west Pacific with a land 
border with the Republic of Indonesia's Irian Jaya province and sea 
borders with Solomon Islands and Australia. It has a population of 3.2 
million, mainly consisting of indigenous Melenesians. 

Alcohol consumption and related problems 

The epidemiology of alcohol-related problems is related to 
availability in a significant manner. It is less clearly related to the 
availability of money. However, where the cash economy is sufficient to 



- 26 -

Annex 3 

attract commercial enterprise or the private entrepreneur, alcoholic 
beverages become readily available. Outside these areas alcohol is 
available only to public servants who have the facilities to bring it 
from outlets. 

Alcohol availability is high in towns, along the main trunk routes, 
for example the Highland's Highway, and in and around mining sites, 
particularly B.C.I. (North Solomon's Province), LK Ledi (Western 
Province), and Porgera Mine (Enga Province) 

From time to time a large quantity of alcoholic beverages reaches 
the remotest areas. This is usually for a festive occasion (perhaps an 
exchange of bride-wealth) and does not present the same problems as in 
places where it is regularly available. 

Areas of high alcohol availability report a high incidence of motor 
vehicle accidents associated with alcohol use. Overall this is about 25% 
of cases; where emergency surgery is required and fatalities occur, one 
study reported that 85% of drivers had consumed alcohol. 

Alcohol-related medical problems are less easy to quantify. There 
has been little change in the incidence of liver cirrhosis, but the 
etiological factor is now more frequently alcohol use, where previously 
it was hepatitis B. 

Few figures are available for alcohol related social problems but 
one nongovernmental agency reported that 80% of family problem cases were 
alcohol-associated and of these 69% involved physical violence. 

There is also an increase in motor accidents and other trauma when 
public servants receive their pay. 

National policies and programmes 

The National Health Plan contains a statement of policy in regard to 
alcohol-related problems. In the sense that the Plan has received the 
approval of the National Executive Council (Cabinet), it can be said to 
be the present National Alcohol Policy. The Health Department recognizes 
the need for a more comprehensive policy statement which would provide 
guidelines for all organs of government. 

3.8 Philippines 

The Philippines comprises 7,100 islands situated directly south of 
Japan. The population is currently 58 million and is relatively 
homogeneous ethnically. 
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Alcohol consumption and related problems 

There has been a steady increase in the consumption of alcohol in 
the country for the past 15 years; between 1971 and 1980 it was 80%. 
The figures do not include consumption of indigenously prepared alcoholic 
beverages. The San Miguel Corporation, the biggest brewery in the 
country, reported a 15% increase in sales from 1984 to 1986. 

Significant social problems related to alcohol include crimes; for 
the period January - June 1982, 12.2% of all types of crimes nationwide 
were directly or indirectly related to alcohol intake. Other social 
problems are marital, occupational and academic ones, occupational 
difficulties and accidents, both vehicular and industrial. 

National policies and programmes 

With the present change in government and following the 
reorganization of the Department of Health under the leadership of the 
present Secretary, a task force on mental health has been created to 
develop a national programme for mental health. One of the 
responsibilities of the task force is to address the issue of alcohol and 
alcohol-related problems. As envisaged by the group, the following 
activities should be undertaken: 

Formulation of a National Mental Health Code. 

Review of existing national policies and control measures. 

Commission of research studies on epidemiological aspects of 
mental health problems including those due to alcohol; 
attitudinal factors in Filipino drinking habits; and 
formulation of educational programmes, prevention and 
management. 

Presently there is no organized community-based programme for the 
control and management of alcohol-related problems. The Task Force, in 
setting up community-based programmes for the control and management of 
alcohol-related problems, will consider the following: 

(1) Identification of problem localities where centres may be piloted. 

(2) Use of anthropological and sociological studies for better 
understanding of Filipino attitudes in the formulation of control 
measures and educational packages. 

(3) Integration of mental health programmes with established education 
and health centres to maximize personnel utilization. 
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(4) Recognition of the family unit and the barangay organization as 
potent structures for individualized approaches. 

3.9 Republic of Korea 

The Republic of Korea is in the northern area of the Western Pacific 
Region between Japan and China. Its population is 41.5 million and is 
predominantly Korean with a diverse minority population. 

Alcohol consumption and related problems 

Annual alcohol consumption calculated as pure ethanol was 240,000 kl 
in 1981. From 1972 to 1981, the consumption increased more than 
10% each year, but since 1981 there has been little change. In 1986, 
total consumption of 219,000 kl was reported from government sources. 
Alcohol consumption per capita in 1981 was 5.2 1 of pure ethanol. 

Alcohol drinkers were estimated to comprise 41% of the total 
population over 14 years old in 1986, that is, 68% of the male population 
and 17% of females. In t he same survey 9% of males and 0.8% of females 
were daily drinkers and 17% of males and 1.2% of females had two to four 
drinking episodes in a typical week. 

Before 1977 less than 1%-2% of hospital inpatients were alcoholics. 
This proportion has now increased among psychiatric inpatients to 7%-8%. 
The male to female ratio is about 15 to 1 or 20 to 1. The average age of 
alcoholic patients was formerly about 41 years but it has declined to 
37.4 years over the last decade. 

National poliCies and programmes 

The brewery industry belongs entirely to private enterprise. 
Medical insurance does not pay for the treatment of alcoholism because 
the social attitude toward alcoholism is similar to that shown towards 
crlminal activities. The national policy on drug abuse also treats the 
user as a serious criminal. Drunken driving is strictly prohibited. It 
is the policy to send such drivers to a correction house. 18% of total 
traffic accidents occurred because of drunken driving in 1980. 

3.10 Tonga 

The Kingdom of Tonga lies in the Central South Pacific, east of Fiji 
and south of Samoa, straddling the international dateline. Thirty six of 
some 150 islands are inhabited and the total population is approximately 
100,000. 
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Alcohol consumption and related problems 

The consumption of alcohol over the past ten years (1975-1986) has 
increased by 18% annually based on the volume of beer imported to the 
country. In 1984 over $1 million of beer alone was imported. Likewise, 
there has been an annual increase of 12% in the tax imposed on beer and 
in 1984 government revenue from tax amounted to almost $1 million 
dollars. There was no significant increase in the consumption of spirits 
but there has been a ten-fold increase in the consumption of wine over 
the same period. 

At present knowledge of the effects of alcohol consumption among 
Tongans is scanty. Recognized diseases include cirrhosis of the liver 
and certain cardiovascular diseases. However, the problems that are 
social in nature need more immediate attention. These include marital 
disharmony, assault and bodily injury, indecent assault and rape, being 
drunk in public places and incapable or disorderly behaviour. 
Furthermore, most traffic accidents and damage to property, domestic 
disputes and broken marriages have been traced directly to one or both 
parties over-indulging in alcohol consumption. 

It is presumed that alcohol consumption will continue to increase, 
particularly as the availability of alcohol is likely to do likewise. It 
is unfortunate that the economic development strategy adopted will weaken 
any alcohol control programme because there will be a marked increase in 
consumption and the number of alcohol consumers. The introduction of a 
fiscal pricing policy will no longer be a favoured option. 

National policies and programmes 

The Controlling Authority for Intoxicating Liquor Act is the 
Minister of Police. A Tongan in order to consume alcohol must obtain a 
liquor permit. Unfortunately, this act is not adequately enforced at 
liquor outlets such as hotels and motels. 

The Ministry of Health noted that the current policies and 
educational programmes in controlling and maintaining the level of 
alcohol consumption is far from being satisfactory. The problem of 
alcohol will be further aggravated by a number of factors: 

the increased percentage in the 15-44 age group 

the urban drift from the rural and outer islands to the main 
capital town 

the absence of any alcohol control programme 

the approval in the economic development plan of the 
construction of a brewery. 
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Policies to be developed for the future control of alcohol-related 
problems will focus mainly on the following: 

Education: This will increase public awareness of the hazards of 
alcohol consumption and its health consequences. This will also 
include staff development at all levels of the health care system. 

Control: The Government should adopt policies on the availability 
of alcohol, price, proportion and advertising of this particular 
commodity. 

Investment: The Ministry of Health should playa more active role 
in the development of control measures and treatments which should 
include early detection, intervention, assessment and rehabilitation 
programme. The transfer of such services into community-based 
services must be explored. 
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