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NOTE 

The views expressed in this report are those of the participants in the Technical 
Consultation on the Development of a Strategy to Reduce Alcohol-Related I Iarm 
and do not necessarily retlect the policies of the Organization. 

This report has been prepared by the World Health Organization Regional Office for the 
Western Pacific for governments of Member States in the Region and for those who 
participated in the Technical Consultation on the Development of a Strategy to Reduce 
Alcohol-Related Harm, which was held in Manila, Philippines from 
15 to 17 March 2006. 



SUMMARY 

From 15 to 17 March 2006, a Technical Consultation on the Development of a 
Strategy to Reduce Alcohol-Related Harm took place at the WHO Regional Office for 
the Western Pacific in Manila, Philippines. Participants included 34 temporary advisers 
from 18 countries in the Region. 

The objectives of the consultation were: 

(I) to review alcohol use and alcohol-related harm in the Region and to identify 
effective approaches to address alcohol-related harm in the Region that can 
be incorporated into the draft strategy; and 

(2) to review the draft strategy document and to make recommendations on how 
it can be improved. 

The consultation consisted of technical and country presentations and group 
discussions. A thorough discussion took place on all of the elements of the draft, which 
was judged to be generally sound. Consensus was reached on how all of the items 
included in the draft could best be presented in the next draft, which is to be submitted 
to the Regional Committee for the Western Pacific for discussion at its meeting in 
September 2006. The WHO secretariat was mandated to utilize the suggestions made 
to make alterations in the text. The consultation concluded that endorsement of the 
Strategy by the Regional Committee would give great support to the efforts undertaken 
by individual countries. 
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I. INTRODUCTION 

Alcohol has become one of the most significant risks to health globally. 
Harmful use of alcohol is associated with a variety of adverse health and social 
consequences and with more than 60 types of disease and injury, including 
liver cirrhosis, mental illness, several types of cancer, pancreatitis and damage to 
the fetus among pregnant women. 

Alcohol-related harm is a major issue in the WHO Western Pacific Region. 
Data from the World Health Organization (WHO) Global Status Report on Alcohol 2004 
show that alcohol accounted for 5.5% of the disease burden in the Region. It also shows 
that there has been a steady increase in per capita consumption of alcohol in the Region 
since the mid-1980s. 

The global and regional alcohol situations and the gap in alcohol policy in the 
Region both demonstrate the need for a consistent, comprehensive and effective 
approach to addressing alcohol-related harm, both among countries in the Region and at 
the regional level. This consultation was proposed to consult with experts in the Region 
on a draft of a strategy to reduce alcohol-related harm. 

Technical advisers from goverrunents, research institutes and universities, health 
and alcohol foundations, intergoverrunental organizations and civil society in the 
Western Pacific Region attended the Technical Consultation on the Development of a 
Strategy to Reduce Alcohol-Related Harm, which was held in Manila, Philippines, 
from 15 to 17 March 2006. A full list of participants is attached as Annex I. 

1.1 Objectives 

The objectives of the consultation were: 

(1) to review alcohol use and alcohol-related harm in the Region and to identify 
effective approaches to address alcohol-related harm in the Region that can 
be incorporated into the draft strategy; and 

(2) to review the draft strategy document and to make recommendations on how 
it can be improved. 

1.2 Opening remarks 

In the opening remarks of the Regional Director, which were delivered by the 
Director for Programme Management. Dr Richard Nesbit, reference was made to the 
progress that has been made in recent years in understanding the huge impact on public 
health caused by harmful use of alcohol. The Regional Director pointed out the 
complexity of the subject and emphasized the need for balance in the strategy to be 
proposed, in view of the diversity in the Region and of the sensitivities surrounding the 
subject. He felt that presenting a strategy at the next meeting of the Regional Committee 
for the Western Pacific would also be a logical follow-up to Resolution WHAS8.26, 
adopted at the 58th World Health Assembly, and that the decisions taken by 
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the Regional Committee and in the World Health Assembly would be mutually 
reinforcing. 

1.3 Appointment of Chairperson, Vice-Chairperson and Rapporteur 

Professor Sally Casswell was appointed as Chairperson for the consultation. 
Professor Susumu Higuchi was Vice-Chairperson and Dr Helen Tavola acted as 
Rapporteur. 

2. PROCEEDINGS 

2. I Introduction 

After introductions, Dr Wang Xiangdong, Regional Adviser in Mental Health and 
Control of Substance Abuse, presented the background of the consultation and the need 
for a regional strategy to reduce the harmful use of alcohol. He sketched the process that 
had been used in deVeloping a draft regional strategy and indicated a number of topics 
that required particular attention, such as the existence of stakeholders' potentially 
conflicting interests and the need to ensure that the strategy would fit widely varying 
countries. He led participants through the agenda and timetable of the consultation 
(attached as Annexes 2 and 3). 

2.2 World Health Assembly (WHA) Resolution on Public Health Problems Caused bv 
Harmful Use of Alcohol 

Dr Vladimir Poznyak, Coordinator, Substance Abuse, WHO Ileadquarters, 
reviewed the global alcohol situation and discussed in detail the Resolution adopted at 
the 58th World Health Assembly on public health problems caused by the harmful use of 
alcohol (WHA58.26). He finished his presentation by quoting Dr Lee .Tong-Wook, 
WHO Director-General: "Many gaps remain to be filled in our understanding of the 
issues related to substance use and dependence, but we already know a great deal about 
the nature of these problems that can be used to shape policy responses". 

2.3 Harmful alcohol use and risk of noncommunicable diseases: Implications for 
integrated interventions 

Dr Gauden Galea, Regional Adviser in Noncommunicable Diseases, in his 
presentation, connected a regional alcohol strategy with the conceptual framework of 
noncommunicable diseases (NCO) prevention and control. He referred to the prominent 
place alcohol has in the top 10 list of risk factors for NCO, appearing as the number one 
in low-mortality developing countries and number three in developed countries. He paid 
particular attention to the discussion on the protective effects of alcohol consumption and 
showed that such an effect applies only to ischaemic heart disease, adding that this is 
obviously less important for younger age groups and that, in addition, the effect does not 
apply for population groups where the norm is "drinking to get drunk". He demonstratcd 
the integration of the alcohol issue into NCO tools, such as the STEPwise framework, 
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the WHO STEPwise Approach to Surveillance (STEPS), and the national NCO plans 
that are currently being applied in the Region. 

2.4 The social costs of drinking 

A review of the social costs of harmful use of alcohol was presented by 
Mr Derek Rutherford, Director, Institute for Alcohol Studies. The economic loss 
to society resulting from harmful alcohol use includes the cost to health services and 
to social welfare and criminal justice systems; lost productivity; and reduced economic 
development. A number of studies have been carried out to assess the tangible costs 
associated with the harmful use of alcohol, including some in the Western Pacific Region 
(Australia, Japan and New Zealand). Mr Rutherford emphasized the difficulty 
of assigning a monetary value to intangible costs and pointed out that, in the 
European Union (EU), the value of pain and suffering and loss of life have been 
estimated to be at least double that of tangi ble costs. Furthermore, many costs are borne, 
not by the drinkcr, but by others; he emphasized the importance of taking into account 
the effects on the fmnily. 

2.5 Alcohol harm control policy: The evidence for effectiveness 

Professor Sally Casswell reviewed the scientific evidence for the effectiveness of 
policies to reduce alcohol-related harm. She concluded that alcohol policies that increase 
the price of alcohol, limit access to alcoholic beverages, alter the drinking enviromnent 
and deter drinking and driving are likely to reduce alcohol-related harm. 
Treatment, especially brief interventions, shows evidence of effectiveness, whereas 
educational approaches, such as school- and college-based education and public service 
campaigns, show none. Restrictions on alcohol marketing are also likely to have an 
impact. 

2.6 A draft Regional Strategy to Reduce Alcohol-Related Harm 

A revie\\' of existing policies included the lessons learnt from the WHO European 
Region experiences in fostering alcohol policies, and analyses of current alcohol policies 
in Australia and Thailand. Australia is an example of a country with a relatively long 
history of alcohol policy-making, which also shows that policies need constant updating. 
The situation in Thailand is of great interest because of the rapidly growing awareness of 
the impact of alcohol on public health; effective responses have been formulated in a 
rather short time and policy measures have apparently had a significant impact on 
consumption levels and alcohol-related harm in the country. One of the measures taken 
to resource alcohol prevention efforts was to allocate part of the excise duties levied on 
alcohol beverages for health promotion. 

2.7 Country presentations 

Participants were divided into two groups to review recent developments in their 
individual countries regarding consumption and trends in alcohol-related harm and 
policy development, including obstacles arising from conflicts of interest. Reports were 
received from Australia, China, French Polynesia, Guam, Japan, Malaysia, Mongolia, 
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New Zealand, Papua New Guinea, the Philippines, the Rcpublic of Korea, Samoa and 
Viet Nam, as well as a summary on the Pacific island countries and areas. Despite the 
great variation between countries in the Region, some common features emerged. 
Even although per capita alcohol consumption in some countries is declining or 
levelling off, particularly in some developed, high income level countries, there is grave 
concern over existing high consumption levels and escalating use in most developing 
(low and medium level income) countries. Many country reports included indications of 
increasing levels of harm. In particular, accidents and fatalities associated with drink 
driving are showing an upward trend in almost all countries. Another common feature in 
the reports was the rclative lack of public-health-oricnted alcohol policies. 

2.7.1 Australia 

Per capita alcohol consumption has gone down over recent years, while patterns of 
drinking have remained fairly stable. The highest proportion of drinkers is in 
the 20-29 year-old age group. Where available, statistics show that indigenous people 
are at least twice as likely to die from risky and high-risk consumption of alcohol as their 
non-indigenous counterparts. The most common cause of death due to risky and 
high-risk drinking among Australian youth is non-pedestrian road injury. Suicide is the 
second most common cause and, for young women, death from violent assault is almost 
as frequent. The draft national alcohol strategy 2005-2009 addresses four priority areas: 
intoxication; public safety and amenity; health impacts; and cultural place and 
availability. Random breath testing is carried out intensively, with about 50% of drivers 
being tested each year. 

2.7.2 China 

The amount of alcoholic beverages produced and consumcd in China is increasing 
steadily and China is now the second largest beer-producing country in the world. 
Drinking of alcohol by young people is a new concern and needs more attention. 
Alcohol-related harm has not been studied and reviewed systematically. Nonetheless the 
rise in the prevalence of alcohol dependence has paralleled similarly dramatic increases 
in commercial alcohol production. The health service response to alcohol-related harm 
has traditionally focused on treatment of complications, with little attention to the 
underlying causes. A concern is that China has not developed a comprehensive public 
health policy on alcohol so far. 

2.7.3 French Polynesia 

Although the average per capita consumption in French Polynesia is comparable to 
other medium-to high-consumption-Ievel countries, the overall impression is that 
patterns of drinking (including high levels of binge drinking) are more detrimental. 
In 40%-50% of road accidents with fatalities, 40% of all physical and sexual acts of 
violence and 70% of sexual assaults against women in public areas, alcohol is involved 
(implicated). Moreover there are indications of a dramatic increase in intoxication 
among young people. A government committee for the prevention of drug ahuse, 
including alcohol, has been established and is preparing for stronger government 
measures to supplement those aimed at regulating the alcohol market and reducing 
drink driving. 
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2.7.4 Guam 

Recent years have seen an increase in alcohol consumption in the population. 
The 2003 Youth Risk Behavioural Survey showed that, of the high school students 
interviewed, 8.5% had had their first alcoholic drink at eight years of age or younger; 
17% of those interviewed had experienced binge drinking; and 10% had driven a car 
after drinking alcohol. In the juvenile drug court, 30% of juveniles indicated that alcohol 
was their primary substance of abuse. Based on the Uniform Crime Report 2003, 
62% of all murder cases were associated with alcohol and 27% of all arrests were 
alcohol-related. A recent initiative to raise the legal drinking age to 21 was defeated, 
among other reasons, because of the opposition by the Guam Hotel and Restaurant 
Association. Currently a council established by the Governor of Guam is preparing a 
strategic plan to address, among other things, the issue of underage drinking. 

2.7.5 Hong Kong (China) 

Recent surveys have been carried out on the proportion of people who had ever 
consumed alcohol and on the frequency of binge drinking. One of the findings is that 
binge drinking peaks in the 25-34 year-old age group, after which it decreases. 
According to the Healthy Living Survey 1999,8.3% of the males surveyed were drinking 
on four days or more each week, while only 1.1 % female surveyed were doing so. 
Liver cancer is the third most common cancer in men and the eighth most common in 
women. Information and educational material on alcohol is widely available, including 
on the Internet. 

2.7.6 Japan 

In Japan, alcohol consumption had increased steadily since the end of 
Second World War, but a decline has been noticeable in recent years. Surveys show that 
the percentage of female drinkers has increased markedly. Surveys among young people 
show a decline in consumption over the last three years, but it is too early to draw 
definite conclusions regarding a possible trend. Drink driving offences and the numbers 
of total and fatal traffic accidents caused by drink driving have declined following 
amendments and tougher enforcement of the law. The number of admissions for acute 
alcohol intoxication in the Tokyo metropolitan area has slightly, but steadily increased 
for the last several years. Several legal initiatives have been taken recently against 
underage drinking. "Health Japan 21" aims at reducing the number of heavy drinkers, 
to promote information about moderate drinking and to eliminate underage drinking. 

2.7.7 Malaysia 

Malaysia, like other developing countries, is facing an increasing problem of 
harmful use of alcohol. Indications from the number of licenses for selling alcoholic 
drinks and from taxes on alcoholic beverages show a strong upward trend. The national 
health and morbidity survey of 1996 showed that 20.2% reported a medium intake of 
alcohol and that 32.5% of drinkers reported a high intake. The national alcohol control 
programme is managed by the Injury and Substance Abuse Prevention Unit in the 
Ministry of Health and develops health education materials and training modules and 
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is involved in advocacy and collaboration with other agencies and nongovernmental 
organizations (NGOs). 

2.7.8 Mongolia 

Per capita consumption of alcohol is rapidly increasing in Mongolia 
(from 4.7litres in 1998 to 9.03 litres in 2005), and 54.7% of young people below the age 
of 16 drink alcoholic beverages. Alcohol use is a causative factor in 20%-30% of NCO 
and is involved in 52.5% of accidental death. In 84% of traffic accidents and 82% of 
homicide cases, alcohol is involved. It is estimated that in 18.4%-23.3% of all crimes, 
alcohol plays a role. Legislation to curb the harm from alcohol has been revised several 
times over recent years. The latest revision of the law on fighting alcoholism dates from 
2003. Reduction of alcohol-related harm also figures prominently in the current 
State Policy on Public Health. A national programme on alcohol prevention and control 
was established in 2003. 

2.7.9 New Zealand 

Although still lower than the early 1990s, alcohol consllmption levels have been 
rising since 1998. The average per capita consumption in 2005 was 9.38 Iitres. A survey 
among young people in 2003 showed that nearly halfthought it "OK to get drunk". 
Thirty per cent of all road deaths are in drink-driving crashes. Using the Comparative 
Risk Assessment (CRA) methodology developed by WHO, it was estimated that, 
in 2000, alcohol-related causes represented 3.9% of all deaths and 17200 years of life 
lost. The national drug policy, the National Alcohol Strategy, constitutes the 
government's action plan "to minimize alcohol-related harm to individuals, families 
and society". An update to the National Alcohol Strategy is planned for 2007. 

2.7.10 Papua New Guinea 

Some 80% of the disease burden in Papua New Guinea is from communicable 
diseases and thus issues such as alcohol do not receive the attention they perhaps 
deserve. Patterns of drinking show an increase in teenage drinking and binge drinking, 
while 90% of trauma admissions and cases seen in accident and emergency units, 
and most road traffic accidents, are related to drink driving. Factors that are thought 
to contribute to increased consumption include: easy access; aggressive advertising; 
massive sponsoring of sports events; a lack of research capacity, information and 
education; and overall weak policy and a lack of resources for implementation of policy. 

2.7.11 Philippines 

Recorded alcohol consumption in the Philippines is around four litres 
per capita (adults). A 2001 survey of 15-74 year-olds found that the rate of regular 
drinking was 11.1 %. There are few available data on the extent of alcohol-related harm. 
However, the consequences are obvious in the community or inside homes. To date, 
there are no drink-driving laws, while there is drug testing for all drivers. Some partial 
restrictions on advertising do exist, but are rarely enforced. 
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2.7.12 Republic of Korea 

Per capita alcohol consumption levels are high and have had a slight tendency 
towards further increases in recent years (2000: 8.9 litres; 2003: 9.3 litres pcr capita). 
All prevalence rates of drinking among young people show an increasing trend for both 
sexes, with the gap between the sexes narrowing. Traffic accidents and casualties related 
to drink driving showed an upward trend until 2000, after which there has been a trend 
towards levelling off. Mortality rates due to alcoholic liver cirrhosis showed a dramatic 
increase from 1991 to 200 I (in males from 2.3 to 7.2). A national alcohol plan is likely 
to be established by the end of 2006. It is expected that this plan will entail restrictions 
on alcoholic beverage consumption in public places and a requirement for all health 
centres across the nation to undertake action to reduce alcohol-related harm. 

2.7.13 Samoa 

Over half of the male population (5\. 7%) are current drinkers. Many people 
in Samoa binge drink, placing them at a very high risk for NCD. A study on violence 
against women showed that alcohol was the second most frequent cause. There are plans 
to scale up alcohol policies and an alcohol and drugs strategy is being developed. 

2.7.14 Viet Nam 

Research carried out in 2000 in one of the provinces showed that 62.8% of the 
population drank alcoholic beverages. A national survey has just been carried out, 
but the results are not available yet. To date, there are few data available on 
consumption and patterns of drinking, or on alcohol-related harm. Current legislation 
prohibits driving under the influence of alcohol and a ban exists on advertising of 
alcoholic beverages of over 18% alcohol. There are plans to develop a national alcohol 
strategy. 

2.7.15 Pacific island countries and areas 

Drinking populations in the Pacific vary considerably: some countries, such as 
Cook Islands, French Polynesia, Guanl and New Caledonia, have relatively high 
per capita alcohol consumption levels, while others have relatively low levels. 
The percentage of heavy drinkers is consistent at around 10% of the drinking population; 
binge or episodic drinking is very high, with an average intake at one session of between 
10 and 30 standard drinks. Alcohol consumption is implicated in many motor vehicle 
accidents: in 50% or more in French Polynesia, New Caledonia and Papua New Guinea. 
The Secretariat of the Pacific Community (SPC). in cooperation with WHO, 
has organized activities to strengthen a response, starting with ajoint meeting 
in Noumea, New Caledonia, in September 2004. This has also led to specific country 
actions. The SPC-led programme is ongoing and focuses on networks of collaboration 
between governments and NGOs, providing technical support and monitoring trends in 
use and progress in reducing alcohol-related problems. 
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2.8 Group discussions 

After an introduction to the draft strategy as prepared by the WHO secretariat, 
discussion groups were created to review in detail the major components of the draft and 
propose suggestions for amendments to the text. 

The conclusions of the group discussions can be summarized as follows: 

Group I: Reducing the risk of harmful use 

There was general support for this section. The group felt that education was 
needed about the legal consequences of the harmful use of alcohol, as well as the health, 
social and economic consequences. They suggested expanding the recommendations 
regarding restriction of advertising to include sponsorship and other aspects of marketing 
and to require an independent agency to monitor and enforce the restrictions. 
They requested the inclusion of support for advocacy for public health. 

Group 2: Minimizing the impact of harmful use of alcohol 

Group 2 was supportive of this section. They suggested broadening the 
recommendation for the provision of training and capacity building on prevention, 
screening/detection, treatment and rehabilitation of persons with alcohol-related 
problems and their families to include those in other sectors in addition to those in the 
health and social welfare sectors. They also proposed that strategies to reduce 
alcohol-related harm related to intoxication should be expanded elsewhere in the 
document. 

Group 3: Regulating the accessibility and availability of alcohol 

This group emphasized the importance of ensuring the enforcement of existing 
legislation. This applies in relation to licensing systems covering the regulation 
of production, importation, retail and wholesale of alcohol and also to the laws 
prohibiting the sale of alcohol to underage people and those already intoxicated. 

Discussion in this group acknowledged that taxation policy was not the domain 
of the health sector and would need to be subject to collaboration between the health 
sector and the other relevant sectors in order to allow the use of an alcohol taxation 
system as a means of reducing problems from the harmful use of alcohol. In addition to 
the suggestion that taxation policy take into consideration the ethanol content 
of beverages, the group suggested that the role of low alcoholic beverages and the 
attractiveness of specific beverages to vulnerable groups should be taken into account. 
It was also acknowledged that specific country circumstances, particularly the role of the 
informal sector (either legal or illegal) in producing and selling alcohol, need to be taken 
into account when designing and implementing alcohol taxation policies with 
an alcohol harm-reduction goal. 

In relation to the recommendation regarding trade agreements, it was also 
acknowledged that this would need to be subject to cross-sectoral discussions. 
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The group recommended referring more broadly to participation in economic 
agreements, since this would include all relevant international agreements. 

Group 4: Establishing mechanisms to facilitate and sustain implementation 
of the Strategy 

. The group suggested that sustainable national mechanisms for appropriate 
Illtersectoral government cooperation should have the involvement of relevant civil 
society groups and institutions to ensure effective coordination and implementation of 
the Strategy at both the national and local levels. In addition, they recommended the 
establishment of a mechanism of national counterparts nominated by governments 
of Member States to exchange information and support for implementation 
of the Strategy. Data collection was deemed to be important and it was suggested that 
the Strategy should encourage the development of regional alcohol information systems 
through further collection and analysis of data on alcohol consumption and its health and 
social consequences, with teclmical support provided to Member States where necessary. 

2.9 Closing session 

In summarizing the consultation, the Chairperson reiterated the need for 
the Strategy to meet the wide diversity in the Region as well as the range of sectors 
to be involved in implementing it. She also referred to the robust, but always good 
humoured discussions that had taken place on complex issues, such as the role of policies 
on taxation and the role of the industry in reducing harmful consumption. She reiterated 
the consensus of the consultation that the industry, as producers, marketers and retailers, 
obviously has an important role to play, but that their special position means that it 
would be inappropriate for them to be involved in the development of public health 
policy. She reflected the feeling of the consultation that the draft with which it had 
started was a very good document and that it, with some modification, as had been 
discussed in the course of the consultation, could be submitted to the 
Regional Committee. A decision on this issue in the meeting of the Regional Committee 
would contribute to better health in the Region. 

In his closing remarks, Dr Shigeru Omi, WHO Regional Director, commended 
the participants for their open and frank discussions on controversial issues, such as 
the regulation of the availability of alcohol in certain venues and under certain 
circumstances. He said he was also pleased to know that the consultation had 
successfully found a balance between efforts to effectively reduce alcohol-related 
problems while also preserving the positive social role alcohol offers some societies 
and individuals. He closed the consultation by expressing his sincere thanks for the 
work done. 
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3. CONCLUSIONS 

Discussions in the plenary session, following feedback from the group discussions, 
led to the following overall conclusions: 

(I) The consultation indicated that the structure of the draft Western Pacific 
Regional Strategy to Reduce Alcohol-Related Harm was generally sound. It was 
acknowledged that the Strategy needs to reflect the social, cultural and economic 
diversity of the Region. 

(2) Recognizing the inherent economic and cultural diversity within the Region, 
the participants reconfirmed their concern over the impact on public health, 
economic development and social welfare in the countries of the Region 
from alcohol-related harm. 

(3) It was noted with particular concern that young people across the Region are 
especially vulnerable to excessive consumption of alcohol and its related harms. 

(4) The negative effects of alcohol consumption on people other than drinkers were 
highlighted, in particular women and children in the families of drinkers and 
the fear and violence they suffer. It was felt that these aspects should be given 
adequate attention in the Strategy. 

(5) It was further felt that it is important to emphasize a multi-stakeholder approach 
that includes health and welfare authorities; police and law enforcement agencies; 
and taxation, finance and trade officials .. In addition, civic society groups, 
particularly NGOs, can playa vital role. 

(6) It was agreed that emphasis should also be placed on the cultural aspects 
surrounding the use of alcohol, including widespread tolerance of excessive 
consumption in some countries. 

(7) Discussion took place on the complex issue of the role of the alcoholic beverage 
industry and the hospitality sector. It was generally agreed that there needs to be 
communication with the industry, but that this does not imply a role in formulating 
public health policy. 

(8) The consultation agreed that the possible positive aspect of alcohol consumption 
should be acknowledged. However, it should be made clear that the possible 
protective effects of moderate consumption on coronary heart disease cannot be 
used as a justification to drink. 

(9) It was acknowledged that thc issue of homemade and illicit alcohol poses 
particular difficulties in terms of control and regulation in a number of countries in 
the Region. 

(10) The synergies with other Regional Strategies were noted, in particular those on 
NCD; Mental Health and Adolescent and Reproductive Health. Alcohol policies 
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may be framed within wider public health policies and integrated with, for 
instance, health promotion, NCD strategies and violence- and injury-prevention 
programmes. Some countries have framed alcohol policies within the wider 
context of substance abuse policies that also cover illicit psychoactive substances. 

(11) It was recommended that the future role of the Western Pacific Regional Office in 
implementing the Strategy further in terms of coordination and assistance to 
Member States should be made explicit. 

The secretariat indicated that the comments and suggestions made in the 
consultation would be incorporated into a future version of the draft, which would be 
circulated among Member States for review prior to tabling the Strategy at the meeting 
of the Regional Committee in September 2006. 
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PROVISIONAL AGENDA 

(1) Opening session 

(2) Background for a regional strategy to reduce alcohol-related harm 

(3) Review of the situation in the Region and individual countries and areas 

(4) Review of examples of policy responses 

(5) Discussion of a draft regional strategy 

(6) Future developments 

(7) Closing session 



Time Wednesday, 15 March 

08:00-08:30 REGISTRATION 

08:30-09:00 I. Opening session 
, - Opening remarks 

- Self-Introduction 
- Election of officers 

09:00-09:30 Group photo and coffee break 

09:30-09:45 Introduction of the meeting 

09:45-10:15 2. Background for a regional alcohol strategy 

The World Health Assembly (WHA) 
Resolution on Public Health Problems Caused 
by Harmful lise of Alcohol 

10:15-12:00 3. Review of the situalion in the Region and 
individual countries and arca<; 

Reports from countries/areas in two groups 

12:00-\3:30 LUNCH BREAK 

13:30-15:00 Continuation~Rcports from countries/areas 
in two groups 

15:00-15:30 Summary ofrcports from countries/areas 
(plenary) 

15:30-16:00 Coffee break 

16:00-17:30 4 Review of examples of policy responses 

Lessons learnt in the WIIO European Region 

The social costs of drinking 

Harmful alcohol use and fisk of NeD 
Implications for lntegrated Interventions 

Controlling alcohol-related harm: The ease 
of Thailand 

The development of the national 
Alcohol Strategy in Australia 

18:00 Reception 

TENTATIVE TIMETABLE 

Time Thursdav, 16 March 

08:30-09:00 Alcohol harm control policy' The evidence tor 
effectiveness 

09:00-09:30 5. Discussion ofa draft regional strategy 

A draft WPRO regional strategy to 
reduce alcohol-related hann 

09:30-10:00 Cotfee break 

10:00-1\ :30 General discussion of draft Western Pacific 
Regiunal strategy to reduce alcohol-related harm 
(in two groups) 

\I :30-12:00 Report of discussion on overall structure 

1200-\300 LUNCH BREAK 

13:00-14:30 6 Future developmenl", 

Review of priority areas for action 
(in small groups) 

14:30-15:00 Coffee hreak 

15:00-1700 Continuation - Review of priority areas for action 
(in small groups) 

17:00-17:30 Wrap-up of the day 

Time 

08:30-09:30 

09:30-10:00 

10:00-12:00 

1200-\330 

13:30-15:00 

15:00-15:30 

Friday, 17 March 

Presentation and discussion on recommendations from 
working groups on priority action areas 

Coffee break 

Continuation ~ Presentation and discussion on 
recommendatIOns from working groups on priority action 
areas 

LUNCH BREAK 

The way forward: What to do to make a difference 

7 Closing ceremony 
- Comments fi"om participants 
- Concluding remarks by the Chair 
- Closing remarks 

(Coffee aVailable after closing ceremony) 
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