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1. INTRODUCTION 

1.1 Topic for Technical Discussions 

Selection of topic 

"Alcohol consumption and alcohol -related problems" was proposed as a topic for Technical 

Discussions 1 in a World Health Assembly resolution which declared that "problems related to 

alcohol, aid particularly to its excessive consumption, rank among the world's major public 

health problems" and "constitute serious hazards for human health, welfare and life" (reso- 

lution WHА32.40). Supporting statements by numerous delegates reflected the grave concern of 

governments about rising trends in consumption and in harmful consequences. 

Focus on national alcohol policies and programmes 

An enormous volume of information and experience has accumulated concerning 
alcohol 

problems, their causes and effects, but still there are great gaps in the 
understanding of 

the complex underlying factors, and of the sociocultural and economic 
context within which 

programmes are to be applied. Consideration of the complexity of the alcohol problems to be 

faced, and the need to plan responses to them in relation to the local context, 
led to the 

proposal that the Technical Discussions should focus on the development of national alcohol 

policies and programmes. The findings would contribute to the formulation and implementation 

of Strategies for health for all by the year 20002. 

1.2 Preparation, Scope and Purposes of Background Document 

Preparation 

The most important preparation for the Technical Discussions was considered to be the 

review, within each Member State, of the national situation concerning alcohol problems and 

the relevant national policies and programmes. Exchange of information on these matters 

could assist not only countries just starting to plan national action, but also those aware 

of the need for continued readjustment. 

A "Guide for consideration at national level" of the topic for the Discussions was there- 

fore drafted and incorporated as Annex 13, in an Outline document4 which summarizes 

available international information on the range and extent of alcohol problems; factors 

associated with high risk of their occurrence; determination of national policy concerning 

alcohol availability and alcohol problems; development of programmes to alleviate such pro - 

blems; and coordinating mechanisms for relevant policy and programme development. This docu- 

ment was circulated to all Member States and to intergovernmental and nongovernmental inter- 

national organizations. An accompanying letter from the Director -General drew attention to 

the main focus of the Discussions, and requested comments on the document and responses to 

the questions raised in the Guide. 

1 The decision to hold the discussions on this topic at the Thirty -fifth World Health 
Assembly was taken at the sixty -sixth session of the Executive Board. 

2 
To be debated at the Thirty -fifth World Health Assembly (see section 7.1) 

3 Also appended here as Annex 1 

4 
WHO document TDs /ALС /81.1 
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The valuable proposals and information received were analysed and used as the basis for 
the preparation of this Background document1. Additional material has been taken from earlier 
responses to WHO inquiries, from the Outline document, and from previous WHO publications. A 
short list of references is included here and a more extensive bibliography will be provided 
separately. In connection with the Discussions, a display will be prepared comprising publi- 
cations listed in the bibliography and references, together with the responses and additional 
material supplied by Member States and various organizations. 

Purposes and contents 

The main purposes of the Background document are: 

(a) to promote discussion on the development of national alcohol policies and the 

action required for their implementation; 

(b) to provide some summary information, with examples and reference to current 

debate, concerning alcohol consumption, alcohol -related problems, and strategies 
for prevention and management. 

In view of the very limited time available for the Discussion Groups (about 5 hours) it 

is proposed to focus on the consideration of 6 questions related to (a) above. The list of 

questions is set out in Section 2. Section 7 provides some suggestions concerning the require- 

ments. as well as the constraints, to be met in formulating and implementing an alcohol policy. 

Sections3 -6 of this document are devoted to the topics mentioned under (b). They are 

intended merely as background to the main questions and cannot be looked upon as providing a 

complete review. 

1.3 Outcome of Technical Discussions 

Responses to the Outline document show that the preparations for the Technical Dis- 
cussions have already stimulated interest in the topic selected. 

It has become clear that many governments are aware of the serious threat to public 
health and possibly to national development created by a wide range of alcohol problems. 
In some areas important efforts have been made to compile information on their prevalence 
and distribution in the population, to study the changing trends and to look for clues to 
the complex causes of alcohol problems within specific sociocultural settings. This 
has led,in a few countries, to the formulation of an explicit national policy that is being 
translated into a vigorous programme of action. 

In most countries, however, even where alcohol problems are recognised as creating a 
serious situation, little relevant information is available and the few steps taken to relieve 
the burden on the population are considered to be far from adequate. 

1 

Since information is still being received at the time of writing, a document providing 
fuller summaries of responses concerning national alcohol policies is being prepared for the 
Discussions. 
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It is expected that the material gathered for the Technical Discussions, and the oppor- 

tunity provided for exchange of experience, will help to stimulate greater interest and 

action among Member States in: 

reviewing and monitoring the situation concerning alcohol availability and 

alcohol -related problems; 

considering and testing alternative strategies for preventing or alleviating 

such problems; 

formulating an explicit and comprehensive national alcohol policy; and 

acting on such policy to plan and implement effective programmes. 

Some countries may also wish to benefit from continued exchange of experience with other 

countries on these matters and may at times request WHO collaboration in doing so. Other 

ways in which WHO might contribute to following up the work of the Technical Discussions 

are outlined in Section 8. 

1.4 Meaning of Terms Used 

There are wide variations both between and within countries in the significance attached 

to many of the terms concerning alcohol use and its consequences. Without attempting to 

provide detailed or standardized definitions, the following paragraphs outline the way 

several of the terms are used here. 

"Alcohol consumption" is taken in this document to imply the drink- 

ing of any beverage containing alcohol. There is a wide variety of 

alcoholic drinks produced in the world, but they can all be included 

under the categories of fermented beverages - beers and wines - distilled 

spirits, and mixed drinks (often made by adding alcohol to non- alcoholic 

preparations). The alcohol content can be described in various ways but 

is here generally defined as the percentage of ethyl alcohol in the bev- 

erage. When considering amounts drunk, the term "alcohol consumption" 

refers to the quantity of 100% ethyl alcohol ingested, since obviously 
the consequences of drinking a litre of beer or a litre of whisky are 
not the same. 

When estimating the average alcohol consumption by total populations 

it has, of course, to be borne in mind that varying percentages of 
populations may be abstinent and this depends partly on age -structure. 

It is recognized that in many areas of the world alcoholic beverages are 
looked upon as drinks for normal everyday use, as an agreeable accom- 

paniment to meals, as well as for enhancing enjoyment during celebra- 
tions and for intoxication. 
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"Alcohol- related problems" (also referred to as "alcohol problems ") 
is admittedly an imprecise term that has been increasingly used in 
recent years to designate damaging consequences of alcohol consumption. 
Such consequences may harm not only the individual drinker, but also his 
family and the community in general. The damage may be physical, mental 
or social and may result from acute episodes of heavy drinking or from 
prolonged drinking. The wide variety of resulting alcohol problems 
include liver cirrhosis, absenteeism, traffic accidents and family 
disruption. 

This broad view of alcohol problems extends the earlier focus 

on alcoholism as a disease requiring medical attention. Undoubtedly, 
many alcohol problems are related to the development of the "alcohol 
dependence syndrome" but, as pointed out in an Expert Committee report (15) 
"Alcohol dependence, while prevalent and itself a matter for serious 
concern, constitutes only a small part of the total of alcohol -related 
problems ". 

"Alcohol dependence syndrome" and "alcoholism ". There is little 
international agreement as to the significance of the term "alcoholism" 
and definitions from early WHO Expert Committee reports are not now 
widely accepted. More recently, the term "alcohol dependence syndrome" 
has come to be favoured for scientific use. The concept is discussed 

in the report of a WHO Group of Investigators (3, p. 5) and is described 

briefly in the report of an Expert Committee (15 ). "Alcohol dependence 

syndrome" has now been incorporated into the ninth revision of the 

International Classification of Diseases where it replaces the rubric 

"alcoholism ". Further consideration is being given to the definition 
of these terms through an ongoing WHO project on classification of 

mental disorders (23). 

"Alcoholism" will, of course, continue to be employed as well as 

the "alcohol dependence syndrome" and in this document both terms 

are used. 

"National alcohol policy" is a term used here to refer to an 

official statement, either published or implied, concerning the 

availability of alcohol to the general population, and the handling 

of alcohol problems. Such a statement would be expected to include 

consideration of whether production, trade and consumption of alcoho.l- 

ic beverages should be subject to regulation and, if so, how this 

could be achieved. A comprehensive alcohol policy would also propose 
measures for the prevention and management of alcohol problems, to be 

implemented through national programmes. 

The terms "prevention" and "management" are considered in 

section 6. 
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2. QUESTIONS FOR DISCUSSION GROUPS 

It is proposed that, in each Discussion Group, consideration should be given to all the 
following main questions. The speakers may wish to illustrate their points with reference 

to experience in their own countries, including examples already provided in the responses 

to the WHO inquiry. 

(1) TO WHAT EXTENT AND IN WHAT CIRCUMSTANCES IS IT DESIRABLE FOR A COUNTRY TO 
ESTABLISH AN EXPLICIT AND COMPREHENSIVE POLICY CONCERNING THE PREVENTION 

AND MANAGEMENT OF ALCOHOL PROBLEMS? 

This would be seen as a general introductory discussion. Criteria to 

be considered might include the following: 

i) availability of information on the situation (see section 7.2) 

ii) indicators of alcohol problems, e.g. alcohol availability, consumptioп(3.1;3.2) 
iii) extent of alcohol problems, and changing trends (3.3; Annex 2) 

iv) conditions of accelerated social, cultural and economic change (4.1) 

v) the specific sociocultural and economic situation (4.2) 

vi) burden of high -risk groups (5) and costs of management of problems (6.2) 

vii) possibilities of implementing a policy (7.3) 

(2) WHAT IS THE RANGE OF ALCOHOL PROBLEMS TO BE DEALT WITH IN A NATIONAL 
ALCOHOL POLICY? 

Consideration might be given to whether such a policy should focus on 
individual health consequences of alcohol consumption, or should be concerned 
also with the repercussions on the community (see section 3.3 and Annex 2) 

(3) IN DEVELOPING NATIONAL ALCOHOL POLICIES,WHAT RELATIVE EMPHASIS SHOULD BE 
PLACED ON PREVENTION AND ON MANAGEMENT? 

See section 6, particularly 6.4 

(4) WHAT IS LIKELY TO BE THE MOST EFFECTIVE COMBINATION OF MEASURES FOR 
PREVENTION POLICIES? 

See section 6.1 

(5) HOW ARE NATIONAL ALCOHOL POLICIES TO BE PLANNED AND PUT INTO ACTION? 

See section 7 

(6) HOW CAN WHO COOPERATE FURTHER WITH COUNTRIES IN DEVELOPING ALCOHOL 
POLICIES? 

See section 8 
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3. RELATION BETWEEN ALCOHOL AVAILABILITY, RATES OF CONSUMPTION AND PROBLEMS 

It is now widely accepted that there is a direct relationship between quantities of 

alcohol available and the general level of alcohol consumption in a population. There is 
also suggestive evidence that the higher the average consumption, the higher the rate of 

at least some of the alcohol problems considered, particularly overall mortality, cirrhosis 
of the liver, and cancers of the oesophagus and larynx (2, p. 30; 12). 

The quantities of alcoholic beverages available depend, of course, on production and 

trade, as well as on the distribution network and regulations concerning sale. 

3.1 Trends in Alcohol Production and Distribution 

In general, there has been a constant increase in the production of alcoholic beverages 
in recent years. Between 1960 and 1972, production increased by 19% for wine, 68% for beer 

and 61% for spirits in 177 countries in 6 areas of the world, as shown in figure 1. 
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PERCENTAGE INCREASE IN PRODUCTION OF WINE, BEER AND SPIRITS 

IN 6 AREAS OF THE WORLD BETWEEN 1960 AND 19721 
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Between 1960 and 1980 the global increases in production reached 40% for wine and 124% for 

beer. The increase in the latter was particularly rapid in developing countries. For example, 
the registered output of commercially produced beer grew by over 50% in 46 countries (of which 
43 in the developing world) and by over 100% in 17 (of which 16 were developing countries). 

Beer production increased by nearly 200% in Latin America, more than 400% in Africa and 500% 
in Asia in the period 1960 -1980. Some of this increase resulted from the establishment 0f 

subsidiary companies, joint ventures and licensing agreements with foreign corporations. 

All the major wine -producing regions of the world showed increases in wine production 

between 1960 and 1980 except Africa, where output dropped precipitously, mainly through a fall 

in Algerian wine production from nearly 16 million hectolitres in 1960 to one- seventh of 

that quantity in 1980. 

Small -scale home production of alcoholic beverages (both legally and illegally) does not 

appear to be statistically important in developed countries, although this situation could 
change, for example with increase in official prices of commercially produced beverages. In 

some developing countries, this domestic source of supply is very important and may be 
increasing, in some cases as a result of a general increase in demand for consumer goods. • As shown in figures 2, 3 and 4, the rate of increase of beer production and, in some cases, 

wine production has far outstripped population growth over the last 20 years. 
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PERCENTAGE INCREASE IN PRODUCTION OF BEER AND WINE 

IN 6 AREAS OF THE WORLD BETWEEN 1960 AND 1980, 

COMPARED WITH PERCENTAGE POPULATION INCREASE1 
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73% for beer. Since the major producing countries are included, the understatement is minimal. 
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FIG. 3 

AVERAGE ANNUAL PERCENTAGE INCREASE IN WINE PRODUCTION 
COMPARED WITH POPULATION GROWTH IN TOP TEN 
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FIG. a 
AVERAGE ANNUAL PERCENTAGE INCREASE IN BEER PRODUCTION 

COMPARED WITH POPULATION GROWTH IN TOP TEN 
BEER -PRODUCING COUNTRIES BETWEEN 1960 AND 19801 
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The quantities of alcoholic beverages available are affected not only by production with- 
in a country, but also by importation and exportation practices. The volume of such imports 
and exports may depend on national and regional economic interests, as well as the marketing 
efforts of multinational enterprises, and movements towards free trade or lowering of tariffs. 
In some of the less industrialized areas importations of wines and spirits have shown a consi- 
derable increase in recent years, partly because of energetic promotion on the part of the 

producers, especially since the levels of alcohol consumption in developed countries have 
started to decline despite increased production. 

Regulations concerning individual tax -free importation of alcoholic beverages may have 
a sizeable effect on quantities available within a country. In one country, for example, it 

was estimated that in 1976 one-third of the total volume of imported alcoholic beverages came 
through a single free port. 

Over the last ten to twenty years, many countries have seen a great expansion in the 
number of places permitted to sell alcoholic beverages to take away, including stores selling 
other commodities. In Finland, for example, a law came into force in 1969 permitting general 
stores for the first time to sell medium beer, thus suddenly raising the number of retail 
outlets by nearly 17500. By 1975, though, this number had dropped by about a third. 

In some countries supermarket chains are devoting considerable space to alcoholic 
beverages that are being sold at much lower prices than elsewhere. Well stocked supermarkets 
are springing up all over the developing world. Alcoholic beverages are now being sold through 
automatic vending machines as well in some places. 

The distribution of goods has been greatly facilitated by improvement in communications 
and transport, which in turn has contributed to an enormous growth in the tourist trade. For 
example, international receipts from tourism doubled between 1975 and 1979 (from 41 to 81 

thousand million US$, excluding international fares)1. 

Such changes have contributed to the loosening up of regulations controlling alcohol 
distribution and sales. 

3.2 Trends in Rates of Alcohol Consumption 

There have been considerable increases in average rates of alcohol consumption per 
head of populations in recent years. Between 1950 and 1972 the consumption levels doubled for 

each beverage category in some countries and for certain beverage categories consumption 
increased fivefold to twentyfold in other countries. 

Some more recent statistics are available for several countries (see figure 5) and show 
that trends in levels of per capita consumption have continued to rise in most countries, 
although in some there has been a slackening in the rate of increase in recent years and in 

a few, there has been a slight decline. 

1Source of data: World Tourism Organization (1981) Regional breakdown of 
world tourism statistics, 1975 -1979, Madrid 
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FIG. 5 

PER CAPITA CONSUMPTION OF ALCOHOLIC BEVERAGES AS LITRES 100 % ETHANOL, 

TOTAL POPULATION „FOR 25 COUNTRIES, 1960 and 19801 
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Although in producing areas the dominant type of alcohol beverage consumed is still 

closely related to the type produced and accounts for most of the increases in consumption, 

use of additional beverage types contributes to the increase. In countries with traditional 
heavy wine consumption, for instance, there has been a marked increase in consumption of beer 
and spirits, whereas in countries where beer was the preferred drink, the consumption of wine 
and spirits has become more general. 

It is more difficult to obtain reliable data on changes in consumption levels in the 

developing world, but the following example from a report received may be indicative of 

trends elsewhere. In a rather slowly developing country, a highly efficient brewing industry 

was established, with two multinational firms as principal shareholders. At the same time 

the number of sales points increased considerably and improvements were made, with the help 
of the industry, in the transport network. The average consumption of beer per head of the 
indigenous population increased more than tenfold between 1962 and 1978. 

3.3 Trends in Rates of Alcohol Problems 

A proposed listing of alcohol -related problems was given in the Outline document aid 

is reproduced here in Annex 2. The list includes physical, mental and social problems for 

the individual drinker, his family and the general community. As suggested under 1.1, such 
problems may be consequences either of acute episodes of heavy drinking, or of prolonged 
drinking. They are not necessarily linked with dependence on alcohol: in fact, they may 
result from drinking at inappropriate times, for example before driving. 
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Among the main problems mentioned in response to the Outline document inquiry, in addi- 
tion to the alcohol dependence syndrome (alcoholism), were liver cirrhosis, impairment of 
working capacity, absenteeism, traffic accidents, family disruption and repercussions on 
children, family impoverishment, and heavy financial and manpower burdens on services concern - 
ed with the treatment and management of drinkers, and of situations arising from inappro- 
priate drinking. Some information on trends in rates of such problems is provided in Annex 2. 

Many of the countries responding to the Outline document inquiry cited official statements 
to the effect that alcohol problems constituted either the primary public health problem in 

the country, or one of the primary problems (for example, Chile, Canada, USA, Central African 
Republic, Australia, New Zealand). Although numerous respondents referred to evidence of 
increasing problems, others mentioned an impression of rising rates but deplored the lack 
of evidence on which to base policies. Some countries, however, appear to have escaped the 
threat of serious alcohol problems: for example Iran, whose response affirms that there is 

no alcohol problem in Iran except, possibly, sporadic, illegal, small scale home production 
and consumption which does not constitute a social problem. The same may hold true for other 
countries. There is, for instance, no evidence that alcohol problems are any cause for 
serious concern in China. 

No country is in a position to compile complete statistics on the incidence and preva- 
lence of all the alcohol problems mentioned, but almost everywhere some estimates and reported 
data are available from a variety of sources (e.g., hospital admissions, rates of arrests for 

drunkenness, absenteeism and accidents). 

Reports from many of the developed countries refer to evidence of rising trends in the 

prevalence of health damage, and some indications of increasing social disruption, related 

to alcohol consumption over the last 30 -35 years. In some cases, however, a plateau seems 
to have been reached in recent years (for example, in Australia, Canada, USA and some Europe - 

an countries) and in at least one (France) there appears to have been a decline in the rates 

of at least some of the problems, e.g. mortality from alcoholism and liver cirrhosis. In the 

developing world, again little statistical evidence is available for the study of trends, but 

the reported observations suggest that, far from experiencing a slowing down, some developing 

countries are now faced with a rapidly increasing rate of problems. 

3.4 Conclusions concerning Relationships 

Few countries have collected enough relevant statistics for a sufficiently long period 

to show any precise relationship between average rates of alcohol consumption and of a 

range of alcohol problems. The most striking connexion is found between alcohol consumption 
and liver cirrhosis mortality but, in some countries well supplied with health facilities, 

such a link is clearly seen also with hospital admissions with diagnoses of alcoholism or 
alcoholic psychosis, with arrests for drunkenness and with some other índices of alcohol - 

related harm, as exemplified in figures 6, 7 and 8. 
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FIG. б 

DEATHS FROM ALCOHOLISM AND CIRRHOSIS, OFFENCES 
OF DRUNKENNESS AND CONSUMPTION OF ALCOHOL 

(UK). ENGLAND AND WALES 1860 -1978 
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Reproduced from: Office of Health Economics (1981) Alcohol: reducing the 
harm, London, with the kind permission of David Taylor. 

3.5 Policy Implications 

Countries may consider that the evidence of the relation- 
ships discussed above is sufficiently strong to suggest the need 

for a policy to restrict the availability of alcohol in the 

interest of the health and welfare of their populations. Such 

a principle might well have to be linked with improved monitoring 
of the situation. 
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FIG. 7 

ALCOHOL CONSUMPTION PER CAPITA, ARRESTS FOR DRUNKENNESS (THOUSANDS) 
AND DEATHS FROM LIVER CIRRHOSIS, PER 100000 POPULATION, FINLAND, 1950.1975' 
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FIG. 8 
LIVER CIRRHOSIS MORTALITY AND ALCOHOL CONSUMPTION, SELECTED COUNTRIES MID 197031 

Cirrhosis of liver 

Iceland 

Norway 

Sweden 

Finland 

England & Wales 

Poland ® Netherlands 

German Dem. Rep. 

Yugoslavia 

Denmark 

Czechoslovakia 

Belgium 

Switzerland 

Hungary 

Austria 

Germany, Fed. Rep. 

Spain 

France 

% / / / / / / / // / / / / // / / / / / //// / / / / / /// / / / /// / / / /// / / / i e 

40 30 20 10 

Cirrhosis deaths per 100000 population 
0 

Alcohol consumption 

% / / / / / / / / / / / / / / //% /. 

% / / / / / / / / / / / / / / / / / / / / / / / / /// 
в 

% / / / / / / / / / / / / / / / / / / / / / / / // / / % в 

% / / / / / / / / / / / / / 
%////// / / / / / / / / / / / / / / / / / / / / / / / / / / / / //. 

% / / // / / / / / / / / / / / / / / / // / / / / /// // / / / / / /// / // // 

Change in alcohol 
consumption 

since 1959-52 

+236% 

+ 105% 

+ 48% 

+ 191% 

+ 74% 

+ 165% 

+337% 

% // // // / / / / / //// // /// / / / / /// / / /// / //// ////// // / /// / / // / / / в : 
0 

+337% 

+230% 

+ 130% 

+ 88% 

+ 55% 

+ 56% 

+ 123% 

+ 107% 

+241% 

+ 73% 

- 6% 

5 10 15 20 
Litres pure alcohol per capita 

WHO 83756 

1Sources of data: ref. 19, p. 5 and WHO (1979) World health statistics annual,Geneva 

Repreduced from: Office of Health Economics (1981) Alcohol: reducing the harm,London, 

with the kind permission of David Taylor. 



А35 /Technical Discussions /1 
page 17 

4. SOCIOCULTURAL AND ECONOMIC FACTORS AFFECTING ALCOHOL CONSUMPTION AND PROBLEMS 

4.1 Rapid Social, Cultural and Economic Change 

Many developing countries, as well as specific groups within the highly industrialized 
nations, are undergoing rapid social, cultural and economic change. During this process, 

populations may be exposed to suddenly increased availability of alcohol. This has occurred, 

for example, in some areas where new sources of wealth have recently been discovered. 

Historically, among certain population groups, introduction to alcoholic beverages was 

part of a first confrontation with an alien culture. Alcohol was widely used during periods 

of colonial expansion to establish friendly relations and trade. The demand grew fast, and 

alcohol became an important means of influencing and even of gaining control over populations. 
It was used in this way not only by traders and colonial powers, but also by local leaders. 

There are many reports of enormous increases in alcohol problems among such population 
groups but, as pointed out in reference 8, not all are well founded. However, the situation 

became at times sufficiently alarming to force action to be taken. 

In certain countries strong measures were instituted that discriminated between the 
local populations - viewed as beírg unable to control their behaviour under the influence of 
alcohol - and the colonial or other power in authority. In a swing back of the pendulum, 
many of these controls were suddenly removed, with the result quite frequently of another 
large increase in supply of alcoholic beverages - often with an additional attraction as a 

status symbol - followed by increase in related problems, and a resurgence of concern. The 
situation is now complicated by the rapid march of the processes of "modernization" which entail 
greater ease and volume of production, advertising and distribution of alcoholic beverages, 
the spread of a cash economy that simplifies the acquisition of alcohol, and changes in living 
and working conditions that are apt to alter drinking patterns. Such changes are only a 

part of general sociocultural movements transforming conditions of life so rapidly in certain 
parts of the world that there has been little time for adjustment. Massive increase in 
alcohol problems has been a major indicator of a more general maladaptation to new conditions 
aid an obstacle in the path to improved health and development. 

Awareness of such hazards may help communities and governments to resist current strong 
рrеssur.es to increase the availability of alcoholic beverages. • 4.2. Sociocultural Factors and Controls 

Sociocultural factors are found to be involved in both the causes and consequences of 
drinking and heavy consumption, and will also determine whether the consequences are labelled 
as problems. Among the factors that have been studied are the cultural definitions and 
significance of drinking; beliefs about the value aid symbolic functions of alcohol and the 
consequences of drinking; drinking contexts, such as use in rituals, on public occasions 
and within the family; and use by different social and occupational groups. 

Sociocultural studies of alcohol consumption in defined populations are concerned with 
understanding the context of drinking in the everyday life of the community. They provide 
important basic data for planning strategies of prevention and management in a particular 
setting (22). 

In a search for preventive implications, investigators have tried to find sociocultural 
reasons for differences in rates of "alcoholism" and alcohol -related social problems among 
a variety of groups. For example reported low rates of alcoholism among some populations 
are explained as due to the fact that the use of alcohol is learned at a young age, in a 
family setting, as part of a religious ritual, or as a normal part of a meal. Among some 
other groups, where drinking is not well integrated with the rest of the culture, alcohol 
problem rates are found to be high. 
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In most societies cultural controls have helped to prevent behavioural excesses of many 

kinds, including excessive alcohol consumption. Among many groups, for example, the use of 

alcoholic beverages is confined mainly to older persons and those of high status, and drinking 

by women of childbearing age and by young people is condemned. In some societies, alcohol 

consumption is more widely permitted, but on specific occasions only and often following a 

certain ritual that may prevent rapid consumption of large quantities of alcohol. Heavy 

drinking at other times may be socially inacceptable. 

The possibility of exclusion from the social group may be sufficient to prevent the 

disapproved behaviour. Religious injunctions may act in a similar way and be strengthened 

by a belief in exclusion from the benefits of after -life. Other sanctions may be imposed 

for contravening the norms of acceptable behaviour. 

With changing sociocultural conditions, resulting partly from the impact of opposing 

cultures, many forms of sociocultural control seen to be beaking down. Possibilities of 

alternative customs are observed and the limits of acceptable behaviour are no longer clear. 

The expected sanctions may no longer be applied. Such factors, together with increasing 

pressures to drink, have contributed to the rapid increases in alcohol consumption in some 

population groups. 

In determining national alcohol policies, countries may wish to examine means of rein- 

forcing sociocultural controls on excessive alcohol consumption that are still in use in 

their populations or have lost their effectiveness. 

4.3 Policy Implications 

The factors outlined above suggest that, in determining 

alcohol policies, there may be need for particular consider- 

ation of the following points: 

(a) the specific sociocultural situation, and variations 

between population groups; 

(b) possibilities of maintaining and strengthening 

social controls; 

(c) the hazards of permitting increase in availability 

of alcohol in situations of rapid sociocultural 

and economic change. 
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5. HIGH RISK GROUPS AND INDIVIDUALS 

5.1 Persons Consuming High and Moderate Levels of Alcohol 

Although it may seem obvious, it has to kept in mind that persons who consume high levels 
of alcohol run a greater risk of suffering from ail causing harmful consequences than temperate 

consumers. This holds true in general not only for long -term consumption but also for acute 

episodes. 

In any population where alcohol is socially acceptable, there is a far higher percentage 

of moderate drinkers than of heavy consumers. Evidence is accumulating that a number of 

pathological conditions may be related to lower levels of alcohol consumption and may cause 

a much greater burden on the community than results from the alcohol dependence syndrome. 

The upper "safe" level of daily consumption is not known, and depends partly on physiological 

factors, but also on psychological and social vulnerability. An effect on rates of damage 

has been observed even from a level of intake of 20g of 100% ethanol a day. There is clear 

epidemiological evidence of the association between some cancers aid the use of alcohol (12 ). 

It has been shown also that there is close relationship between the risk of developing liver 

cirrhosis, cancer of the oesophagus and delirium tremens, and the daily intake of alcohol. 

Less clear evidence suggests that cardiomyopathy, coronary atherosclerosis, angina pectoris, 

and myocardial infarction increase with heavier consumption levels, but the risk of ischaemic 

heart disease may be lower in light drinkers than in abstainers (15 ). 

Even a moderate intake of alcohol сап affect motor coordination and thus increase the 
risk of accidents. A recent review of road traffic accidents1 notes that above a level of 

0.8g ethanol per 1000g blood the risk of accident involvement increases appreciably for most 
drinking drivers. 

5.2 Women and Young Persons Potentially at High Risk 

Relaxation of cultural controls and emancipation of certain sociodemographic groups 
probably account in part for the tendency of young people and women to enter the population 
groups at high risk of suffering from - and causing - alcohol problems. In most countries 
the rates of heavy drinking, alcoholism, and other alcohol problems among men are higher, and 
often considerably higher, than among women. However, the finding in some countries that most 
young women now drink - even where there is a dominant pattern of abstention among older women 
is a possible signal of future serious risk for both female drinkers aid their offspring. One 
response suggests that the changing role of women in present -day society, with new respon- 
sibilities but without relief from traditional obligations, may be related not only to changing 
drinking patterns, but also to high rates of underlying neurosis among female alcoholics. 

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

1Organization for Economic Cooperation and Development, Road Research Group (1978) Report, 
New research on the role of alcohol and drugs in road accidents, Paris, OECD 
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5.3 Variations in Social and Occupational Groups at Risk 

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

hazards affecting the nervous system and the liver, conditions of isolation and monotony and 
work involving migration. The alcohol consumption of persons in charge of mass transport 
appears to be well controlled in some countries, but the potential risk is high because of 
the large number of persons that may be involved in an accident. Many countries consider 
that the armed forces are at particularly high risk. 

5.4 Vulnerable Individuals 

A mass of information - and opinions - has accumulated concerning individual differences 
in reasons for drinking and responses to alcohol consumption. Improved understanding of 
these matters would certainly be valuable for determining preventive and treatment strategies. 
So far, however, no consistent differences have been identified between alcoholic and other 
populations concerning individual factors. The search for particular types of personality 
susceptible to alcohol dependence or other alcohol -related problems does not seem to have 
been successful either. The evidence from twin studies for a genetic determinant of alcohol- 
ism is inconsistent, although genetic control over the metabolism of alcohol is indicated. 
Studies attempting to replicate findings of an association with a genetic marker have given 
contradictory results. Adoption studies have indicated that children of alcoholics, especial - 
ly sons, are particularly vulnerable to alcoholism (often as an early age) whether raised 
by their parents or by non- alcoholic foster parents. It cannot be stated with any certainty 
that any specific factor is inherited, but genetic and environment factors may combine to 
produce what has been termed "familial alcoholism ". 

A selective review of recent research on psychobiological contributions to the alcohol 
dependence syndrome ( 3 , p.107) shows that a clearer understanding has emerged of the mechan- 
isms of toxicity, tolerance and dependence, and the role of quantity and duration of consump- 
tion and blood -alcohol concentration reached. Some evidence of direct cytotoxic effects of 
alcohol on the central nervous system suggests that the alcohol itself, rather than an initial 
psychic dependence, may be extremely important in the development of the alcohol dependence 
syndrome in cultures where high alcohol intake is customary. Research on critical threshold 
of blood -alcohol concentrations has thrown light on possible reasons for individual variations 
in reaction to alcohol, for example the wide range of differences in blood -alcohol concentra- 
tion that may result from the intake of similar quantities of ethanol. 

5.5 Policy Implications 

In considering where to lay emphasis in developing 

alcohol policies, countries may find it important to 

determine the groups and individuals at the greatest risk 

of causing or being affected by alcohol problems. 

Although the experience from other populations can 

be helpful, local conditions can influence vulnerability 
and would need to be taken into account in estimating 
extent of risks. 
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6. POSSIBILITIES OF PREVENTION AND MANAGEMENT OF ALCOHOL PROBLEMS: RESEARCH IMPLICATIONS 

Throughout history, people have appreciated alcoholic beverages for their flavour, their 

convivial and euphoric effects, their cultural and religious significance and their powers of 

intoxication. A mere knowledge of the potential hazards of heavy and prolonged drinking is 

unlikely to deter those who are convinced of the advantages of moderate use. 

Only when the facts thave been marshalled, revealing extensive damage incurred, do govern- 
ments begin to show concern, spurred often by voluntary groups. 

Strong anti -alcohol movements have arisen at times when indiscrimate consumption has 
become rampant and has been seen to threaten the fabric of society. Among the well known 
examples are the development of temperance ideologies linked with social reform, Calvinist 
religious revival, and industrialization (7); and the evolution and spread of the Islamic 
doctrine under conditions of sociocultural change (1). 

In recent years, two important trends in the alcohol situation have given a new signal 
for alarm. One has been the rapid increase in the availability of alcoholic beverages on a 
world level, with the particular threat to nations undergoing accelerated technological 
development, as discussed in section 3 and 4. The other has been the growing recognition of 

the broad range of hazards, with serious repercussions on the community, associated not only 

with high levels of individual drinking, but also with the much more widespread moderate 
consumption. These questions are considered in sections 3 and 5 and Annex 2. 

In developing a national alcohol policy to deal with this situation, many countries have 
realized the need to examine the range of measures that might be used, and the likelihood of 
their being effective. 

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

For the discussion in this section, such efforts are considered under the headings of 

"prevention" and "management" of alcohol problems. 

The meaning ascribed in this document to these terms could be outlined roughly as follows: 

"Prevention of alcohol problems" is used here to signify 
reduction of the occurrence of alcohol problems (but not 
necessarily prohibition of consumption). 

"Management of alcohol problems" is the term used here 

to include both treatment of health consequences of alcohol 
consumption and the employment of social measures to reduce 
the impact of alcohol problems on the individual drinker and 
the community. 

In carrying out programmes aimed at reducing alcohol problems, there will be considerable 
overlap between preventive and management efforts. 

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

them to their own specific social, cultural and economic context. 
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6.1 Reducing the Occurrence of Alcohol Problems: Prevention (2,8,9,13,16,19,21) 

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

(j) Reducing the availability of alcoholic beverages 

A great variety of controls have been imposed in various countries on the production, 
trade distribution and consumption of alcoholic beverages - though not always for the purpose 
of preventing damaging consequences. Reviews of research suggest that whereas minor variations 
in regulations have little effect on consumption rates, the latter rise significantly when 
there has been a rapid relaxation of control policies and control measures. This happened in 
many countries as part of general socioeconomic changes, and a desire to throw off constraints, 
after the second world war. On the other hand, there are strong indications that controls, 
properly enforced, may be the most effective tools for reducing many of the problems associated 
with the consumption of alcoholic beverages. In a swing back of the pendulum, some communities 
and states have started to reintroduce or reinforce controls. The economic and political con- 
straints on the imposition of controls have to be weighed against the expected advantages. 

These questions are considered briefly below and more extensively in reference 7, chapter 
4, and reference 8, chapter 4. 

Control of production and importation. As set out in section 3, increases in the amounts 
of alcoholic beverages available to a population have been accompanied by an increase in the 
percentages of the population consuming alcohol, an extension of the variety of alcoholic 
beverages available in any one place, and a rise in the levels of aggregate consumption. 

In attempting to decrease alcohol availability, countries may need first to consider 
the feasibility of controlling production and importation. Such efforts would have to be 

closely linked with an examination of the types of raw materials used locally for making 
alcoholic beverages, and of agricultural policies concerning both domestic crops and external 
trade. The possible effects on nutrition, employment and state revenues of limiting alcohol 
production and importation would need to be taken into account as well. 

Where the implantation of a new brewery is being favoured, for example, there may be a 

danger of monoculture, to the detriment of the nutritional status of a local farming community, 

quite apart from the hazards to health and welfare of increased alcohol consumption. The 

benefits in term of increased revenue and employment have to be set against the costs of 

dealing with problems arising. 

Where limitations on production of alcoholic beverages are envisaged, consideration might 

be given to alternative employment such as production of non- alcoholic beverages. 

With the stabilization or decline of alcohol consumption in the producing countries, 

pressure to create new markets is building up, and the developing countries are an obvious 

target. Recognizing this threat, several governments in the developing world have taken, or 

are considering, strong measures to limit the importation of alcoholic beverages. Although 

the original purpose may be to reduce the need for foreign currency exchange, the effect may 

well be to limit alcohol consumption too. Alternative means may have to be found to maintain 

trade balances with countries wishing to export alcoholic beverages. 
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In some areas of the world, small -scale "home" production is still the main source of 
alcoholic beverages and in many places complicated legislative provisions have been enacted 
for the control of such production - often for the purpose of ensuring taxation and revenue. 
If examined from the point of view of health and welfare, local production may be found less 
damaging than the development of large commercial enterprises. 

Control of distribution. There is also a great variety of legal and administrative 
controls on the density, location and types of places of sale of alcoholic beverages, as well 

as on times and context of sale and minimum permissible age for buying and consuming alcoholic 
beverages. The purposes, effectiveness and possibilities of enforcement of such controls may 

require examination. 

The proliferation of places of sale, particularly through the licensing of general stores, 
has been seen as an important cause of increased and more widely distributed consumption. There 

have been several recent examples of reestablishment of controls aimed at limiting numbers of 

outlets and hours of sales. 

After lowering the legal age -limit for purchase and consumption of alcohol, some countries 

have raised it again in an effort to reduce traffic accidents, violence and other alcohol - 

related problems involving young people. 

Price regulations. Reviewsof evidence (e.g. reference 2) indicate that, other factors 

being constant, a rise in the cost of alcoholic beverages has usually led to a decline in 

consumption, and a rise in the income of consumers had led to an increase in alcohol consumption. 

A policy of controlling price relative to average income has therefore been applied in some 

areas of the world. In most countries where this question has been studied, however, the 

relative price of alcoholic beverages has continued to decline over many years. 

General conclusions. The recent report of an Expert Committee on alcohol problems points 

out (15, p.34) that "While no single type of control effort can be urged as likely to be effect- 

ive in all circumstances or for all countries irrespective of their cultural and economic back- 
ground, three important generalizations can be made. 

(1) The effectiveness of any specific type of control effort will depend in part on 

its integration into a clear governmental policy position that has been carefully 

defined and coherently expressed. 

(2) The effectiveness of any single control measure probably depends on its being 

embedded in a series of mutually supportive efforts that together constitute a 

comprehensive and coordinated programme of prevention. 

(3) Control measures are likely to be more effective if preparation has been made for 

their acceptance by the public through appropriate public education and information" 

Recent investigations have shown that more stringent pricing 

only limit consumption, but also increase state revenue (7). 

Other measures. Changes in the occupational environment may 

problems arising from the combined effects of alcohol and specific 

The more widespread availability of non- alcoholic beverages 

water - is also seen as an important preventive measure. 

and tax policies may not 

be necessary to prevent 

toxic substances. 

- including safe drinking 
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Certain additional preventive measures might be implemented locally. For instance, on 

occasions when heavy drinking may be expected because of festivities, special arrangements can 

be made to provide transport by those not involved in drinking. A step towards the prevention 
of alcohol related traffic accidents might be the tightening up of standards for the licensing 

of drivers. Some countries have made arrangements to prevent drinking among drivers of mass 

transport, including trains and ships, and among plane pilots, as well as among those respons- 

ible for traffic safety and signals. 

(ii) Reducing the demand for alcohol 

Information and education on alcohol and alcohol problems. These are widely seen as 
important means of reducing the demand for alcohol (8, chapter 7; 13). Considerable experience 
has accumulated on a suitable framework for alcohol education and information programmes (e.g., 
within broader programmes for health and sociocultural development). Much expertise is also 
available concerning specialized techniques for improving communication effectiveness and 
information transfer as well as for promoting changes in attitudes. 

In efforts to change behaviour, mere provision of information is likely to be of limited 
value. Emphasis is therefore increasingly being laid on educational efforts that focus on 
the need to develop responsibility for personal health and welfare and that of the community. 
Whether or not a national education policy and programmes concerning alcohol problems have 
been defined, it may be considered important at local level to involve community members in 
shaping such programmes according to the significance attached to alcohol use locally, to the 
existing drinking patterns, and to the prevailing social controls as well as to the social 
changes underway (15). 

In several countries important efforts have been made to develop and test, 
ration with teaching staff, alcohol education programmes for schoolchildren that may prove 
more effective than in the past for reducing demand and subsequent problems. Alcohol infor- 
mation is beginning to be included in driver education curricula in secondary schools and in 
driving schools in a few places. Attention has also been given to the special needs and 
opportunities for providing such education to other target groups, such as pregnant women and 
persons in certain occupations and professions, including those involved in coping with alcohol 
problems, such as the health and welfare professions. 

Restriction of advertising. It has been pointed out that unlimited advertising of 
alcoholic beverages may counteract the kind of educational efforts outlined above. In some 
countries all such advertising is banned. In others, advertising through certain media only 
may be banned or restricted. The restrictions issued are generally aimed against the en- 
couragement of drinking by young people, or the presentation of strong drink as a challenge, 
a stimulant, a sedative or as beneficial to health. Advertisers in some areas have found 
ways of getting round such controls and constant vigilance may be required for enforcement. 
In some countries, however, active steps have been taken to involve the alcohol beverage 
producers in establishing a code for taking a more responsible attitude towards advertising 
and sales promotion. Table 11 of reference 8 summarizes advertising restrictions in various countries. .. 

Moral and religious forces. Such forces are considered in some parts of the world to be the strongest deterrents to the use and abuse of substances likely to have harmful consequences for the individual and the community. The Islamic approach to alcoholism (described in ref.1_), for example, was initially applied step by step in a process involving education about harmful and moral consequences, but which left the individual in a position to make a rational choice. Finally, prohibition was accepted voluntarily by the majority of believers. A high degree of success in maintaining abstinence has lasted for fourteen centuries. 

As in the case of other social and cultural controls on behaviour, there may be a need for careful investigation of means of arresting the breakdown of such regulatory forces in the face of rapid and widespread sociocultural change. 
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6.2 Reducing the Impact of Alcohol Problems: Treatment and Management (15; 8, chapter 8) 

Treatment and management of many of the damaging consequences of drinking depend very 

much on the resources available and have frequently been found not only expensive, but of 

limited efficacy. A strong plea was therefore made by the WHO Expert Committee on Problems 

Related to Alcohol Consumption for according priority to preventive measures. At the same 

time many countries may recognize an urgent need to seek and implement low cost and more 

effective ways of coping with an existing heavy burden of alcohol problems. 

(i) Treatment and management of persons identified as "alcoholics" and "heavy drinkers" 

A great variety of provisions have been made in various countries for the management of 

persons identified as "alcoholics ". . 

Attempts to assess the efficacy of different methods of treatment have so far been 
unable to show any clear advantages of complex and costly management régimes compared with 

simpler strategies. Increased attention has recently been given to the value of specialized 
detoxification centres for dealing with public drunkenness, thus providing at least temporary 

shelter, as well as opportunities for physical care, simple counselling and possibly social 
assistance to the drinker's family. It would seem important to examine the measures currently 
employed at the local level, whether or not such techniques are formally structured or 
labelled as treatment, in order to make a preliminary assessment of their effectiveness. At 

both community and national levels there may be opportunities for stimulating or reinforcing 
the support offered by self -help groups, like Alcoholics Anonymous. There is a great need 
for investigation of other possibilities of community involvement in the management of 
alcohol -dependent or heavy drinking community members along the lines of primary health care. 

In attempting to evaluate therapeutic and other management techniques, it should be 
recognized that even with little or no treatment some persons labelled as alcoholics may stop 
drinking completely or go back to a socially acceptable level of drinking. 

(ii) Family support 

There is some evidence that undesirable consequences of alcohol problems are particularly 
damaging for the family of the heavy drinker. Children of "alcoholic" parents appear to be at 

especially high risk of both mental and physical health hazards. The vulnerability of families 
may be increased by the tendency in some populations towards more widespread and heavier drink- 

ing among women. There is a great need to consider how existing possibilities of family and 
community self -help can be maintained and strengthened, and how available services can be 
used more effectively to prevent or alleviate alcohol -related problems in the family setting. 

(iii) Management in the occupational setting 

Most people with alcohol problems have some kind of regular occupation. In many areas 
the work setting provides motivation and possibilities for identifying and attempting to 
reduce such problems, which often come to attention through absenteeism, illness, accidents, 
and lowered production and quality of work. 

Countries may find it feasible to initiate discussions with key personnel in a range of 

occupational settings, including persons engaged in occupational health programmes and, where 
appropriate, with representatives of trade unions. Opposition to such inquiry may be 
encountered but there has now been experience in a number of countries of success in countering 
opposition and in reducing alcohol problems, to the satisfaction of both workers and employer. 
Some programmes deal with these problems in a broader context of general behaviour problems 
affecting work performance. 
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(iv) Programmes in the traffic safety setting 

Legislation on drinking and driving. Recognition of the high risks entailed in driving 
after drinking has led many countries to stipulate the limit of blood- alcohol level at which 
a detected driver is punishable and to pass laws on permissible testing. 

There is general agreement that such legislation is of little value unless it is enforced 
and perceived to be enforced. Under such conditions, it has been shown to be successful in 
lowering road accident rates. Scientific methods of assessing blood -alcohol levels from a 
breath sample are now available and could be used to increase detection rates and to affect 
drivers' awareness of increased probability of detection. Routine testing through "random" 
tests appears to be an inefficient use of resources and intensive campaigns of testing at 
selected places and times have been suggested as a preferable method of enforcement. 

High risk drivers. A number of studies have concluded that a high percentage of 
alcohol -related traffic accidents are caused not by drinking drivers who once in a while 
exceed the blood -alcohol limit, but by those who drink very heavily. It has been proposed 
that priority should be given to dealing with this very high risk group of drivers, 
together with persons convicted for a second time within ten years, many of whom were found 
to have levels of over 1.5 g. ethanol per 1000g. blood. For such offenders, the driving 
licence might be restored at the end of the ordinary disqualification only upon proof by the 
offender that he no longer presented undue danger to himself or other road users by reason of 
his drinking habits. Some countries already have at least partial provisions of this kind. 

Rehabilitation programmes for convicted drivers have been initiated in a few countries, 
but they are mainly informational. Probably driver rehabilitation programmes cannot be 
expected to result in dramatic reductions in alcohol -related traffic accidents since they deal 
only with known offenders, who constitute only a small proportion of those involved in such 
accidents in any one year. 

The major obstacle to the effectiveness of measures taken to reduce such accidents seems 
to be public attitudes towards drinking and driving. Long -term educational efforts would be 
required to attempt to change such attitudes. 

6.3 Research Implications 

Both policy determination and programme development are hampered by limitations of 

knowledge. 

There is a great need for improved understanding of the causes of alcohol problems 
and the mechanisms of action of various preventive and palliative measures. Involvement in 
the necessary investigations is likely to imply heavy outlay in terms of manpower highly 
trained in specific fields (for example, biomedical and sociological research) over long 

periods of time, without any assurance of the applicability of findings within a foreseeable 
future. A considerable volume of such research is being undertaken in a variety of centres 
in the world. It is looked upon by some national authorities as having high priority and 

entails allocations of an important percentage of available budgets. 

Some discussions on priorities, however, have emphasized the need to promote operational 

research whose findings can be rapidly applied with reference to defined populations. Action - 

research of this kind needs to be based on a review of alcohol use and problems in the specific 

demographic and sociocultural context, leading to more detailed epidemiological studies of 

the extent and distribution of alcohol problems, and to investigation of how existing resources 

are being used to respond to the problems arising. Community collaboration in such research 

can be expected to promote local involvement in policy determination, arid in programme planning, 
implementation and assessment. Engagement in this type of research will also necessarily be 

affected by the isources available. A current WHO project has, however, demonstrated (2) 
that countries in very different sociocultural situations and conditions of technological 

development can carry out operational research on community and national response to alcohol 

problems, whose findings can be of considerable value. 
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There is clearly a need for both types of research, which are certainly closely linked. 

6.4 Selecting Priorities 

A historical review of the development of policies and programmes concerning alcohol 
problems suggests that at different times emphasis has been placed on prevention, or on 

treatment and management, or on research. From the national responses to the WHO inquiry for 
the Discussions it is clear that each of these alternatives has been favoured in different 
parts of the world. 

There has been increasing concern about the apparently meagre results of the more widely 
employed dissuasive, educational and treatment measures and consideration is being devoted 

to ways of making such measures more effective. Renewed attention is being given also to 
establishing and implementing control policies that mightmore rapidly reduce the incidence 
of alcohol problems in total populations (7, 11). 

It does not seem possible to recommend any single method of reducing availability and 

demand to prevent alcohol problems, but there are indications that a series of restrictions, 

est«blished after careful consideration of local cultural and economic factors, and imposed 

after widespread public education, discussion and investigation of public attitudes, are 

likely to result in improvement in the situation. 

Countries may wish to give serious attention to the Expert Committee's recommendations 

(15, p.65) that: 

"In view of the wide diversity of the medical and social ills and human suffering 

resulting from the consumption of alcoholic beverages, the limited efficacy and 

high cost of the existing treatment or management of most of these problems, and 

their high prevalence in many parts of the world, ... 

(a) prevention should be given clear priority; 

(b) further investment in treatment should be concentrated on developing 

inexpensive and cost -effective services." 

Some recent statements of policy have emphasised the need for a concerted approach. 

Treatment and management of individual and social problems related to alcohol consumption 

would continue to receive attention, but only within the context of a policy aimed at 

reducing occurrence. At the same time there is recognition of the uncertain state of knowledge 

about the complex causes of alcohol problems and the efficacy of preventive and treatment 

measures. There is therefore need for continuous monitoring of the situation and for assess- 

ment and modification of policies in the light of experience and research findings. 

6.5 Policy Implications 

-In developing national alcohol policies, countries may 

wish to determine: 

(a) the degree of priority to be accorded to prevention, 

management and research; 

(b) the preventive and management measures likely to be 

most effective in reducing alcohol problems in their 

populations; 

(c) the most urgent types of research to be promoted, 

with the aim of alleviating alcohol problems in the 

national setting; 

(d) the need for a concerted approach, involving 

prevention, management and research. 
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7. ESTABLISHING A NATIONAL ALCOHOL POLICY 

7.1 Need for a policy statement 

In most parts of the world, no official statement of national policy concerning alcohol 
availability and the handling of alcohol problems has ever been developed. A review of the 

situation at national level may reveal that alcohol production and use are being promoted 
to increase state revenues, provide employment, encourage private enterprise, or to meet 

what are considered to be legitimate demands. At the same time, the extent and severity 
of damaging consequences of alcohol consumption may be increasing, with resultant rising 
public expenditure on services for dealing with these problems. The lack of an explicit 
policy may have helped to perpetuate an ambivalent state of affairs and conflicting Pressures. 

If it has been determined that the situation is so serious that urgent action is 
required, it may be valuable to formulate, at high level, the principles that should underly 
the action to be taken and to establish priorities and strategies. 

A policy statement concerning alcohol availability and problems may be seen as an 
essential contribution to the formulation of national health policies, strategies and plans 
of action. This topic is outlined in a WHO document which states that "Each country will 
have to develop its health policies as part of overall socioeconomic development policies 

and in the light of its own problems and possibilities, particular circumstances, social 
and economic structures, and political and economic mechanisms "1. The broad lines of action 
are further described in a publication reflecting national and regional strategies in a 

global perspective2. A plan of action for implementing the strategy3 will be debated at 

the Thirty -fifth World Health Assembly. 

7.2 Information Basis for Policy Determination 

In the Guide annexed to the Outline document, questions were raised concerning the 
adequacy of the available evidence of the nature and extent of alcohol problems as a basis 
for policy and programme development (point 1 iv) and the existence of national services 
that collect, analyse and monitor such data (1 v). 

Among the responding countries, a number considered that, although there was always 
room for improvement in the quality, amount and analysis of the information available, the 

evidence was sufficient at least to initiate such processes. Examples are given in a 
separate document4. In some cases extensive material has recently been compiled specifically 
as a contribution to discussion at national level. At the other end of the scale, some 
responses deplore the fact that, apart from subjective impressions, no data on the alcohol 

situation have ever been compiled. 

An enormous volume of information and experience has accumulated concerning alcohol 

problems, their causes and effects, but still there are great gaps in the understanding of 

the complex underlying factors and their relationships. Application of the available know- 

ledge to efforts at prevention entails investigation of the sociocultural and economic context 
within which programmes are to be applied and of the prevailing drinking habits. The avail- 
ability of alcohol to the population has to be known - in terms of production, imports, exports 

and alcohol content of the beverages used - as well as existing controls on distribution, 
purchase and consumption. Not only is there a need for estimates of amounts and frequency 
of consumption by different demographic groups, and of the changing trends, but also an under- 

1 

World Health Organization (1979) Formulating strategies for health for all by the 

year 2000. Guiding principles and essential issues, Geneva, "Health for All" Series, No. 2, 

p. 15 

2 World Health Organization (1981) Global strategy for health for all in the year 2000, 

Geneva, "Health for All" Series, No. 3 

Document А35/3 

4 
See footnote on p. 4 
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standing of local attitudes to drinking and drunkenness and of sociocultural factors - 
including religion - that promote, preclude or moderate the use of alcohol. Data will need 
to be accumulated not only on the possible harmful physical, mental and social consequences 

of drinking for the individual and society, but also the extent of these consequences, and 

the changing trends, within the populations concerned. 

Utilising previous experience, a WHO Outline for collection of information on alcohol - 

related problems and preventive measures, policies and programmes was prepared in 1976 as 

part of a project on prevention. On the basis of this Outline, profiles were completed for. 

29 countries, with examples from each of the Regions (9). 

For at least half of the countries concerned, collaboration in this project provided 

the first occasion for bringing together the relevant information. It gave also an oppor- 

tunity for noting the most serious gaps in the data available. 

A further basis for collection of relevant data was developed in connexion with a 

WHO project on "Community Response to Alcohol- related Problems" (10). There an attempt was 

made to collect much more detailed information at both national and community levels in 

three collaborating countries (Mexico, Scotland and Zambia). Not only was readily avail - 

able information compiled as a first effort, but specific studies were then carried out to 

obtain complementary information. The findings are being utilised as a basis for planning 

local and national programme development. 

An important contribution to the consideration of policy formulation is provided by 

the recently published reports of the International Study of Alcohol Control Experience (7,11). 

The objectives of this project were to examine the post -war historical development of 

alcohol control policies and their effect on alcohol consumption in seven developed countries: 

Canada (Ontario), Finland, Irеlапд, Netherlands, Poland, Switzerland, USA (California). 

For this purpose the collaborating research groups agreed upon a detailed set of guidelines 

concerning investigation of the trends in alcohol consumption, alcohol -related problems 

aid alcohol control systems. 

When considering question 5 of Section 2, the Discussion Groups may wish to refer to 

the suggestion made by the Expert Committee on Problems related to Alcohol Consumption (15) 

that the information collected might include: 

" (1) national and local statistics concerning the production, exportation, 

importation and distribution of alcoholic beverage; the economic significance of 

the alcoholic beverage industry and trade; the level of alcohol -related problems 

and their economic and social effects; 

(2) results of surveys and other special studies to provide more detailed 

descriptions of individual attitude and behaviour patterns, as well as the nature 

and prevalence of problems, and to promote understanding of sociocultural factors 

that may be important in determining changing attitudes and behaviour and the 

incidence of problems; 

(3) details of the current policies and resources for dealing with such 
problems, projections concerning their future prevalence and the options and 

feasibilities for future responses." 
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7.3 Constraints on Policy Formulation and Implementation 

Many countries are now expressing concern about increasing alcohol problems. Much 
effort is being made in the search for means to counteract them. Yet still in most parts 
of the world policies and programmes related to alcohol consumption reflect conflicting 
interests and values. Recent statistics for several countries show the high expenditure 
on alcohol by the population, the importance of alcohol for the national economy and as a 
source of trade revenue, the large number of outlets for sale of alcoholic beverages and 
the considerable percentage of populations employed in production and sale. Economically, 
alcohol is an important commodity. On the other hand, there are high costs: hospital 
and other health service costs for treatment of drinkers with physical and mental problems 
and for the care of those affected by alcohol -related accidents; social security costs; 
expenditure in terms of police and penal services. Certain other costs may be high but can 
hardly be estimated, such as the costs involved in loss of production and in dealing with 
families of alcoholics: and the human costs are incalculable. 

Only á few countries have attempted to face this situation squarely. To do so involves 
careful and continuous collection and analysis of data: but this is not enough. Mechanisms 
are required for utilising the data, ensuring not only assessment of the current situation 
and the probable outcome of trends in trade, consumption and consequences of drinking, but 
also assessment of preventive policies, programmes and measures, and feedback of findings 
into action. 

It is in this last phase that the greatest difficulties may be experienced. The 
prevention of alcohol -related problems is not only of concern to public health and social 
welfare, it is also confronted by strong vested interests - economic, intellectual, and 
emotional; preventive action is not merely a question of technical ;manipulation: public 
attitudes and public opinion must be taken into account as well. 

Looked at from the public health angle, it might appear that the most feasible way of 
attempting to limit the extent and severity of alcohol -related problems in total populations 
would be to reduce the availability of alcoholic beverages. The most drastic means of 

achieving this objective is of course prohibition, and where it has been enforced it has led 
to a reduction of certain problems, such as cirrhosis of the liver. Other problems, however, 
may tend to increase because of illegal production and importation, related criminal activity, 
high prices and the attraction of "forbidden fruit ". Where there is a strong cultural or 

religious backing for prohibition, as in parts of India and certain Moslem countries, there 
is no doubt greater likelihood of the objectives being attained. In most other parts of the 
world where prohibition has been in force, however, changing sociocultural conditions and 
public attitudes have led to repeal. 

A very powerful constraint to the implementation of a policy of reducing availability 
is the resistance of producers, fearing declining profits. Such opposition is likely to be 
particularly difficult to counteract when persons involved in alcohol production and trade 
are strongly represented at governmental level and at times when economies are threatened. 

Even where the State has a monopoly of production, or takes responsibility for control 
of production, it may rely heavily on alcohol sales as a source of revenue. This contri- 

bution to revenue is of considerable importance in many countries. 

Another aspect of attempts to reduce - or even stabilize - production is the effect on 
employment. In some parts of the world, where a sizeable proportion of the employed popula- 
tion is engaged in the production or sale of alcoholic beverages, what alternative means of 

livelihood could be offered, especially in the face of rising unemployment? 

A further constraiit on reducing availability of alcohol within national borders may 
be international trade agreements stipulating free trade between groups of countries, as in 

the European Economic Community. Pressure may also be put on countries to import larger 

quantities of alcoholic beverages to counterbalance exports. 
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One more reason for hesitation may be the fear that reduction of alcohol availability 
will lead to increase in use of other drugs, or to alternative behaviour patterns, with 
possibly more harmful consequences. 

Apart from economic and political considerations, a preventive programme will have to 
be acceptable to the population if it is going to work. Proposals for limiting availa- 
bility of alcoholic beverages, through control of outlets and price increases, may meet with 
strong objections on the part of those who drink moderately, as being an attack on their 
personal liberty. They may not agree that they should be penalized because of the behaviour 
of immoderate drinkers and may argue that the latter will not change their drinking habits 
but will merely spend more time and money on obtaining their alcohol. However, a swing back 
of public opinion, away from complete liberalization and towards a reasonable degree of 
alcohol control, has been noted in recent years. 

7•4 Context of Policy and Programme Development 

(1) Health and development framework, or separate focus 

Alcohol problems can hardly be solved if looked at as isolated phenomena. In fact they 
may be considered as indicators of much more pervasive individual and social pathology. 
Many references have been made to the complexity of their origins and consequences. It is 

becoming increasingly accepted that a comprehensive programme on alcohol -related problems 
would need to be situated within the general framework established to promote not only the 
health and welfare of a community or nation, but also their total socioeconomic development. 
It may be found necessary, however, to set up or strengthen a "focal point" with one or 

more persons responsible for ensuring that alcohol problems are considered within a variety 
of relevant contexts. Alternatively, some administrations may prefer to develop a more 

specialized programme on alcohol problems with strong links to other more general programmes 
concerned with health, welfare, etc. 

(ii) Focus on substance abuse, or on alcohol problems 

Whatever the response to the above points, it may be necessary for decisions to be taken 

on how far problems related to the consumption of alcohol should be considered together with 

problems associated with the use and abuse of tobacco, narcotics and pharmaceutical substances. 

In fact, such decisionsare likely to depend partly on the relative magnitude of the 

various types of рroblеnsin the country concerned. In many parts of the world the main sub- 

stance -abuse problems relate to alcohol. Where consumption of alcohol is legal and widely 

accepted, where the production and distribution involve an important segment of the working 

population, and alcohol sales make a substantial contribution to national revenue, policies 

and programmes may require a different focus from that adopted in countries recognising 

widespread dependence on narcotic drugs and related illegal trade and criminal activities. 

Although many persons affected by alcohol problems do not use other dependence- producing 

substances, there is evidence that heavy drinkers are more likely than the rest of the 

population to smoke tobacco and use other drugs. There are similarities in both the causes 

and the consequences of these behaviours. Moreover, the prominent use of different substances 

may vary within individuals, or within total populations at different times. In a number of 

countries, therefore, bodies concerned with the development of prevention, treatment and 

management of alcohol problems have responsibility also for programmes relating to other 

drug use. A 1967 WHO Expert Committee report ( 14 ), considering problems related to 

alcohol and those related to other drugs, noted that "a combined approach will apply most 

usefully to research and will be less applicable to control measures, with treatment and 

education falling in between ". 
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Even where parts of programmes focus on different substances the approaches required 
may be similar. The example of smoking control endeavours might well be applied to pro - 
grammes aimed at reducing alcohol consumption and changing relevance of drinking in public 
places, and heavy drinking in general. The logic of coordinating alcohol and tobacco 
policies is particularly compelling in countries with high levels of output and consumption 
of both substances, especially where there is joint production and marketing. In three such 
developed countries one of the leading tobacco corporatioгs is also among the major brewers. 
In another large country, one of the main tobacco companies is both a major international 
beer company and a major shareholder in the country's largest wine company. 

In assessing priorities in national programmes, there is a need to consider 
the extent of adverse consequences of substance abuse. The health hazards of drinking 
are considerably higher than those related to smoking; and the social consequences of heavy 
drinking, for both the individual and those he affects, are much greater than the reper- 
cussions on- society of heavy smoking. 

The use of pharmaceutical products for non -medical purposes has reached disturbing 
proportions in some countries and might have to be considered in the development of a 
"combined programme ". 

7.5 Participation in Policy Development 

(i) Range of participants 

Responses to question 1 vii of Annex 1 of the Outline document revealed that a variety 

of representatives of governmental agencies and voluntary associations, as well as religious, 

educational and research institutions, have been involved in some way with discussion and 

formulation of national alcohol policy. Among the national bodies most frequently 
concerned are those responsible for health and welfare, social affairs, education, labour, 

trade and justice; and among voluntary bodies, religious and temperance movements have been 
prominent. In a few countries, research institutions have played a strong role in guiding 
policy definition. 

Recent years have seen a growing involvement in national policy development of groups 
concerned initially with local action. In their efforts to find solutions to pressing 
alcohol -related problems they have become aware of the need for national intervention 
including, for instance, legislation and other control measures. 

In some countries, private interest in the production and sale of alcoholic beverages 
is a powerful factor in the definition of alcohol policies. A decision may need to be taken 
at top level on whether representatives of such interests should participate in defining 
national alcohol policy. 

The collaboration of all the above groups could be invaluable also for programme planning 
aid implementation. 

(ii) National coordinating body 

In developing policies and programmes concerning alcohol use and alcohol problems, the 

need for coordination of efforts has been accepted in many countries and considerable 

experience is now available on the establishment and functioning of national instruments for 
this purpose (8, tables 1 and 13). The work of these coordinating bodies may come under the 
responsibility of a ministry of health, or possibly of a special unit, institute or 

commission attached to a ministry, or of a special governmental advisory body, w1iich may 
eventually develop into a national institute. 
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In several countries such coordinating bodies comprise members representing various 

branches and levels of government, in many cases complemented by voluntary bodies and 

sometimes by representatives of economic interests. In some countries such bodies have 

been set up at sub -national level. Examination of these various experiences may be found 

of value to countries newly considering the establishment of a national coordinating body. 

Depending on the national context, a coordinating body may be empowered to take respons- 

ibility for investigating, carrying out or merely promoting the activities necessary for 

programme development. 

An early task of this body might well be to formulate a policy statement as described 

in section 7.1, or to consider the need to amend existing policies. 

A national coordinating body may need to take the responsibility for preparing a review 
of the alcohol situation, as outlined in section 7.2 , or for ensuring that an existing 
draft is made more comprehensive. Where the review is being undertaken for the first time, 

the preparation process may provide valuable experience in collaboration between a variety 
of disciplines, interests and power structures. 

The history of alcohol problems among populations indicates that the situation is 

unlikely to remain stable, especially where sociocultural conditions are rapidly changing. 

То be of use, both programmes and policies need to be adjusted to new conditions, taking into 

account assessments of their effectiveness .1 Arrangements would need to be made for ensur- 
ing continuing information collection and assessment and follow through into action. In 
taking on such responsibility, the central body would need to spend much time in consul- 

tation, explanation, debate and securing agreement on recommendations. It might have to 
meet and overcome resistances at many levels from groups that might at first see their 
concern as incompatible with health and social interests. It might be responsible for 
ensuring that programmes concerning alcohol problems are adequately linked with other health 
and development programmes. A major task could be to secure political commitment to the 
proposed programme development. 

(iii) Community involvement 

Reference has been made in several parts of this document to the need for collabor- 
ation at local level in reviewing alcohol problems and planning appropriate policies and 
programmes to deal with them. In attempting to promote such involvement, consideration 
could be given to the strategies discussed in Alma Ata in 1978 by the International Confe- 
rence on Primary Health Care. 

Primary health care is stated in the report of the conference2 to be "a practical 
approach to making health care universally accessible to individuals and families in the 

community in an acceptable and affordable way and with their full participation ". Health 
care is described as being an integral part of overall social and economic development 
and emphasis is laid on the need for proper coordination between public health efforts 
and other sectors, such as education, anti- poverty measures and food production. 

1 See: World Health Organization (1981) Development of indicators for monitoring 
progress towards health for all by the year 2000, Geneva, "Health for All" Series, No. 4; and 

World Health Organization (1981) Health programme evaluation, Geneva, "Health for All" 
Series, No. 6 

2 
WHO /UNICEF (1978) Primary health care: Report of the International Conference on 

Primary Health Care, Alma Ata, USSR, 6 -12 September 1978, Geneva, p. 38 
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It is becoming widely accepted that individuals and families can acquire a capacity for 
assuming considerable responsibility for the health and welfare of themselves and the 
community, becoming "agents of their own development instead of passive beneficiairies of 
development aid ". 

An attempt has been made to involve communities in such ways in the WHO Project on 
Community Response to Alcohol -related Problems (22). Initially some difficulties had to be 
overcome, since one of the mistakes in carrying out action research projects of the kind 
envisaged in the project has sometimes been to study the community and its requirements from 
the outside, with the result that proposals for action may not be taken up. If the community 
is to participate in planning and applying more adequate responses to alcohol problems, it 
will need to be involved from the outset in studying the nature and extent of these problems 
and of the existing means of responding to them. 

As a preliminary step, it may be necessary to raise the level of awareness in the 
community of the possible harmful consequences of alcohol consumption by providing relevant 
information and education. This process too should involve members of the community who can 
adapt the educational material and the means of disseminating it to the local requirements. 

It may be necessary first to promote the establishment of a local group concerned with 
alcohol problems, which can be helped to become a local expert resource and planning body. 
Representatives of such groups might be consulted at national level. In some areas a group 
of this kind may already exist, but may profit from additional support from local and national 
administrative levels and from the experience in other areas. 

A group dealing with alcohol problems may be concerned solely with this topic or may have 
several areas of interest. Many countries now have community development structures which 
might be considered ideal settings for action concerning alcohol problems in the total frame- 
work of health and development. Elsewhere a local health team may serve as a focus for 
planning and action or, alternatively, religious or voluntary welfare organizations: but it 

may be necessary to ensure that such bodies are relevant to the sociocultural setting and 
acceptable to the community. 

In some areas where none of the above structures exist, action might start by discussion 
with key members of the community, for example a village headman, who may already have a 

group of advisers. It may be appropriate in some settings to foster the nomination by the 
community of a local person who can serve as the focus for action and select others to assist 

in the tasks, as has been done in some of the experiments in provision of primary health care. 

These questions are discussed in the Guidelines developed for the extension of the 
project (10) and the project teams in the three collaborating countries are now concentrating 
on ways of mobilising community support in studying and responding to alcohol problems and 
monitoring the changes that occur. The material will be brought together in a subsequent 

report. A progress report from Zambia sets out the experience of working with the local 

health services, with the police and with committees of local residents. Similar examples 

of community action have been reported from the other two countries. It is expected that 

such work will be extended to further countries, such as those that sent participants to the 

national meetings for discussion of the findings of the first stage of the project. 
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8. WHO COOPERATION WITH COUNTRIES IN DEVELOPING ALCOHOL POLICIES 

8.1 Developing Methods for Reviewing and Monitoring the Alcohol Situation 

A first step that can be taken by WHO towards promoting alcohol policy development is to 

collaborate in the planning and trial of methods for carrying out national reviews of the 

situation concerning: the availability of alcohol; patterns of drinking; the consequences 

of alcohol consumption; and the means currently employed to deal with alcohol problems. As 

described in section 7.3, efforts of this kind have been made in collaboration with a number 

of countries. Others may wish to carry out a similar exercise and may be assisted by the 

descriptions provided in certain of the references listed (9,10,11) or may request more direct 

cooperation with WHO. 

The WHO Project on Community Response to Alcohol -related Problems has gone further by 

developing and testing - in collaboration initially with three countries - methods of obtaining 
more precise information on which to base alcohol policies. This work is now moving into the 

stage of monitoring the implementation of plans put forward by the communities and discussed 

at national level (22). 

In developed countries, the ISACE project may be found to provide suitable models for 

national reviews to give impetus to further action (7,11). 

8.2 Contributing to Training and Exchange of Experience between Countries 

In the above exercises, the participating countries profited from the possibilities 

of inter -country exchange of experience. WHO is well placed to contribute to such exchange 

by organizing working group meetings and seminars, providing fellowships, preparing inter- 
national reviews and publications and arranging for the collaboration of advisers. Examples 

of such action are given in the references (6,8,16,18,19,20,21). 

It is hoped that some of the Centres that have been involved in the projects mentioned 

will themselves collaborate further with neighbouring countries in the development of national 

alcohol policies and programmes. 

8.3 Promoting Consideration of International Aspects 

Although the focus of the Technical Discussions is on national action, the international 

implications cannot be left out of account. A resolution passed at the Thirty- second World 

Health Assembly (WHA32.40) included a request to the Director -General "to encourage greater 

intercountry collaboration with respect to the prevention and treatment of alcohol -related 

problems" one of the proposed means being by "reviewing existing trade practices and agree- 

ments related to alcohol ". An intercountry WHO project on this topic has been started. 

Emphasis has been laid on the need for coordination of efforts at national level in 

developing effective and comprehensive alcohol policies. At international level the same 

requirement has to be considered. The Technical Discussions will provide an opportunity not 

only for Member States but also for International Organizations to express their views on 

the action required to promote the development of the type of alcohol policies that will be 

of greatest benefit to the populations of the world. 
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ALCOHOL CONSUMPTION, ALCOHOL- RELATED PROBLEMS 

AND RELEVANT POLICIES AND PROGRAMMES 

Guide °:or consideration at national level and during the 1982 Technical Discussions 

Purpose of Document 

The attached list of items is intended not as a formal questionnaire, but primarily as a 

guide for national consideration of whether adequate attention is being devoted to alcohol - 

related problems. 

If such an exercise has recently been undertaken in your country, this Guide may be used 

as a check list and it would be appreciated if a reference to any relevant report could be 

provided. 

If there has been no such previous or recent review, the Guide may serve as a focus for 

discussion within your country. For this purpose, it may be feasible to bring together rep- 
resentatives of a range of disciplines and affiliations (including, for example, various govern- 
mental departments) who would be in a position to offer information and advice on the complex 
aspects of alcohol problems and how they can be confronted. 

The findings may be of considerable value, not only within your own country, but also as a 

stimulus to action in other parts of the world where governments have expressed concern about 

the damaging consequences of increasing alcohol consumption. 

It would, therefore, be much appreciated if a summary of relevant information, either in 

narrative form, or as notes providing brief responses to the list of items, could be sent to 

your WHO Regional Office for transmission to the Secretary of the 1982 Technical Discussions. 
Extracts of this material will then be incorporated into the expanded Background Document for 

the above Discussions. This revised document will be completed by the end of 1981 and made 

available to Member States in March 1982. Although the focus of the Technical Discussions 
will be on the points raised in item 3 of this Guide, some preliminary consideration of items 1 

and 2 may be found essential. 

Many countries have already provided WHO with a considerable volume of relevant information 

which has been utilized in the compilation of the WHO documents numbered 1 to 14 in the attached 

list of references.1 If copies of the documents are not already available in your country, most 

of them can be supplied by your Regional Office. In order to simplify the preparation of your 
response to the following list of items, you may wish to insert references mentioning where such 
detailed information relevant to your country can be found. You may, however, wish to provide 

some additional and more recent information. 

1. Review and monitoring of alcohol consumption and alcohol -related problems at national level 

(i) Has there been any recent official recognition in your country (e.g., governmental 
statements, reports by a commission of inquiry or other nationally recognized body)2 
that consumption of alcoholic beverages is giving rise to serious problems (e.g., 

health, social, economic problems)? 

(ii) If so, which are considered to be the main problems affecting (a) the drinker; 
(b) the drinker's family; (c) society in general; or certain sectors (e.g., 

in connexion with transport - road, rail, sea and air traffic; in the employment 

setting; in health and welfare services; in specific sex, age and occupational 
groups)? 

1Annex 4 

2Kindly supply references 

*Previously circulated as Annex 1, 

p. 15 of TDs/ALC/81.1 
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(iii) Do these problems appear to be increasing? 

(iv) Is the available evidence of the nature and extent of such problems adequate as a 

basis for policy and programme development? 

(v) Are there any national agencies that collect and analyse information on the nature 

and extent of alcohol problems and monitor the situation in a continuous way in your 

country? 

(vi) If not, is there a need for such information collection and monitoring at national 

level in your country? How could such work be promoted? 

(vii) Is there a coordinating mechanism, (for example, an inter -agency commission that 

brings together representatives of various ministries and other bodies) for carrying 

out periodic reviews of the situation concerning alcohol problems in your country, 

formulating appropriate recommendations, and ensuring the implementation of proposed 

action? 

Prevention and ménagement of alcohol -related problems at national level 

(i) Has there been any consideration at governmental or other national level of the 

extent to which alcohol -related problems can be prevented or alleviated ?1 

(ii) What specific preventive measures are taken or are needed in your country, for 

example: 

- reduction in availability of alcoholic beverages: administrative, legislative and 
economic measures; 

- reduction in demand for alcoholic beverages: educational measures; moral and 

religious measures; provision of alternatives (e.g., alternative beverages, 
recreational alternatives); 

- other measures (e.g., reinforcement of existing legislation, specific measures 
aimed at high -risk groups). 

(iii) Do programmes concerning the management of alcohol problems need to be reinforced 
in your country? For example: 

- management of the individual drinker: treatment to reduce disability; 
rehabilitation; 

- management of problems in the family setting: measures aimed at preventing and 
alleviating problems for the spouse and children of the drinker; 

- management of problems in the employment setting. 

3. Development of policies and programmes concerning alcohol -related problems at national 
level 

(i) Is there an explicit policy statement in your country concerning alcohol availability 
and the prevention and management of alcohol problems ?1 If not, should such a state- 
ment be formulated? Under whose responsibility? 

1Kindly supply references 
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(ii) What are, or should be, the main principles of such a policy? 

Emphasis on 

(a) unrestricted production, sale 
(b) total or partial prohibition, 
(c) attempts to introduce certain 

and welfare of the individual 

For example: 

and distribution of alcoholic beverages, or 
or 

restrictions in the interest of the health 
and society 

- Emphasis on 

(d) prevention through controls, education, or other measures, separately or in 
combination, or 

(e) treatment by trained staff, in specialized or general institutions, or 
efforts towards development of alternatives (e.g., self -reliance, primary 
health care other general community services), or 

(f) priority research requirement - e.g., priority accorded to operational 
research leading to action (as in the WHO Project on Community Response to 
Alcohol- Related Problems), or to biomedical and other research, aimed at 
achieving a better understanding of the causes of alcohol problems and 
possibilities of their resolution, or 

(g) a concerted approach involving prevention, treatment and management of 
alcohol problems and relevant research. 

(iii) Are there any additional important principles that should guide programme development 
in your country? For example: 

- programmes on alcohol problems seen in a perspective of health and development 
programmes: or as separate ( "vertical ") programmes; 

- multidisciplinary approach: or responsibility of a defined category of specialists; 

- consideration of repercussions of preventive efforts on trade, employment and 
revenue; 

- continued monitoring of situation and assessment of effects of action attempted. 

(iv) How is the necessary action for development of policies and programmes promoted and 
coordinated at local and national levels in your country and what, further steps are 
required? (Reference could be made here to the response to 1. (vii),, p.16.) 

4. Summary of recommendations for most urgent action in your country 
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ALCOHOL- RELATED PROBLEMS: TYPES, EXTENT AND TRENDS IN RATES 

1. Types of Alcohol Problems 

Alcohol problems affect not only the individual drinker but. also the family and society 

in general. They can usefully be viewed in the perspective of the public health model of 

complex interaction between the agent (ethanol), the host (drinker) and the environment 

(physical, mental and sociocultural setting: the family and the general community). 

The problems for the individual may include the development of "alcoholism" or, to use 

the term introduced into the ninth revision of the International Classification of Diseases, 

the'klcohol dependence syndrome ", with "impaired control over intake of the drug ethyl alcohol" 

and "a probably impaired responsiveness of his behaviour to social control" ( 3, p.17). However, 

there are many additional physical, mental and social problems that are not necessarily related 

to dependence (as suggested in Figure I). 

Figure I. Alcohol -related problems: for the drinker 

Consequences of acute episode of heavy drinking: short -term impairment of functioning 

and control: aggressiveness, accidents; exposure to climatic conditions: physical 

disorders; arrest for drunkenness; alcohol poisoning 

Consequences of prolonged heavy drinking: increased risk of liver cirrhosis, certain 

cancers and cardiovascular disorders, brain atrophy, aggravation of other physical 
disorders, malnutrition, prolonged impairment of functioning and control, accidents, 

impairment of working capacity, alcohol dependence syndrome, alcoholic psychosis, 

premature death, suicide 

Possible concomitants: loss of friends, family, health, self -esteem, job, means of 

support, liberty, life 

In considering the possible repercussions of drinking on the family (see Figure II) it 

has to be kept in mind that there are likely to be additional causes of the problems and that, 

in fact, the family problems may have contributed to the reasons for the excessive drinking. 

Figure II. Alcohol -related problems: for the drinker's family 

Family disruption: 

marital discord 

child and spouse abuse 

loss of esteem for drinker 
Mental disorder 

Poverty 

Foetal damage from maternal drinking 

Child neglect 
Child development problems 

School dropout 
Juvenile drinking and delinquency 

The community ‚an be affected in a variety of ways by problems bearing some relationship 

to inappropriate or heavy use of alcohol (Figure III). 

Figure III. Alcohol -related problems: for general community 

Effects on public order: Output losses 

rowdy behaviour e.g. on farm, in factory 

violence administrative inefficiency 

property damage loss of skilled manpower 

Victims of drinker -caused accidents (premature death) 

Manpower and economic costs of services (health, welfare, law -enforcement) 

for: drinker, family, affected others 
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2. Rates and Risks of Alcohol Problems 

"Alcoholism" and "heavy drinking ". Estimates of rates of alcoholism are sometimes based 
on estimation formulae using liver cirrhosis mortality rates or total alcohol consumption by 

the population, variations between individuals being assumed as distributed according to a 

log -normal curve (8, p. 47). Population surveys have been used as a more direct technique of 

estimating prevalence of "alcoholism ", "heavy drinking" and other alcohol -related problems, 

but the methods used and definitions of what is being measured vary greatly (3, p. 61). 

The prevalence of certain alcohol- related problems is estimated also from census material 
(e.g., hospital admissions, arrest rates, absenteeism rates, accident rates where tests are 

made for blood alcohol content). The types of inaccuracies to be expected here are not only 
misdiagnosis, but under -reporting in an attempt to preserve the individual from stigma. 

Moreover, the completeness of reporting will depend on the availability of treatment and 
other facilities and the number and vigilance of reporting persons (e.g., physicians, police 

officers) as well as prevailing attitudes to indicators of alcohol -related problems. 

Table 5 of Reference 8 attempts to summarise information available from surveys and 
estimates on rates of "drinkers ", "heavy drinkers" and "alcoholics" among populations, It is 

obvious that the rates are not comparable and that the wide variations depend on the 
definitions employed, the age and sex groups surveyed, and the intensity of the search. 

Criteria based on quantity and frequency of alcohol consumption are used in a number of 
surveys based on interview questionnaires or on assembled data from various sources (3, p. 64). 

In some studies an attempt has been made to measure the intake of alcoholic beverages in terms 

of "heavy consumption ". It should be kept in mind that, among other factors, body weight will 
affect the blood -ethanol level resulting from a given alcohol intake. The level at which 
drinking becomes "unsafe" is therefore also partly dependent on body weight. 

Alcohol problems may constitute a heavy burden for medical services. In several 

countries or sub -national areas, patients with a primary or secondary diagnosis of alcoholism 
or alcoholic psychosis account for 20% - 30% of all first admissions to psychiatric hospitals 
(8, table 6). In a few areas these diagnoses account for even higher percentages of total 
admissions to psychiatric establishments. General hospitals, too, may admit a considerable 

percentage of patients with a diagnosis of alcoholism. 

Excess mortality. Heavy users of alcohol have a substantially elevated risk of premature 
death (2, p. 41) although the mortality ratio may vary with the mode of indentification 
(e.g., clinical, case -finding survey, drunkenness arrest record, or reported drinking habits). 

Cirrhosis of the liver. Cirrhosis can be an important consequence of prolonged drinking 
and has often been used as an index of the magnitude of alcohol problems generally. Of 49 

countries for which mortality rates were available in 1974, the rates per 100 000 total 

population were below 5 in 8 countries and above 25 in 8 (8, tables 7 and 8). Between 1955 

and 1977, most countries showed increasing rates for both sexes. In nearly all of the countries 

for which valid data can be obtained, cirrhosis now ranks among the five leading causes of 

death among males aged between 25 and 64 years. 

Cancer. Consumption of alcoholic beverages increases the risk of developing cancer of 

the liver, larynx, pharynx, mouth and oesophagus. In the last two cases, the increased risk 
has been shown to be proportional to the quantity of alcohol consumed. An additive effect on 

cancer rates is noted when alcohol consumption is combined with tobacco smoking. 

Cardiovascular disorders. Risks of higher levels of alcohol consumption affecting the 

cardiovascular system include hypertension, stroke and alcoholic cardiomyopathy, but there is 

little information about the degree of risk. Coronary artery disease occurs apparently more 

often among abstainers than among persons consuming up to 60g. ethanol a day, but also more 

often among those consuming more than that level. 
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Nutritional deficiency. Persons with a high alcohol intake often suffer from nutritional 
deficiencies because of an unbalanced diet, which may be complicated by vomiting and diarrhoea, 
or because of gastrointestinal changes caused by alcohol consumption. 

Brain damage and dysfunction. Brain damage and alterations in brain functioning are well 
known consequences of long -term high levels of alcohol consumption. Recent research ' 

(including studies by computerized tomography) has confirmed that such damage is much more 
prevalent among heavier drinkers than among the general population. There is some new evidence 
that, contrary to previous belief, the damage may be reversible after abstinence. 

Alcoholic psychosis. From hospital admission statistics, it appears that rates for 

diagnosed alcoholic psychosis are much lower than for alcoholism. There is some evidence 
that the psychosis rates tend to be higher where alcohol consumption is mainly in the form of 

undiluted spirits. 

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

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

Crime. There are wide variations in what is considered a crime and in many countries it 
is difficult to separate out the role of alcohol. There may be a higher prevalence of 

violent crime among "alcoholics" as compared with "non- alcoholics ". Very high rates of 
alcoholism may be found among convicted offenders. 

Accidents. There are some indications that regular drinkers suffer more accidents than 
non- drinkers. According to an OECD reparti, between 30% and 50% of fatal traffic accidents 
in industrialized countries involve drivers with a high level of alcohol or other drug in the 

blood. Persons inexperienced in driving and drinking, that is especially young persons 
recently granted driving licences, are at a particularly high risk of road accident involve- 
ment. The rise in road accident rate among young males in several countries is considered 
to be largely a result of increase in drinking at an increasingly early age, accompanied in 

certain countries by a lowering of the permissible age at which alcohol can be bought and 
consumed and at which a driving licence can be obtained. Alcohol has been incriminated in 

some air accidents. The role of alcohol in industrial accidents is not well documented but 
may be lower than expected because of high absenteeism rates among heavy drinkers. 

Family problems. A range of family problems has been associated with heavy drinking or 
"alcoholism" in one or more of the family members, although it is often not clear whether the 
drinking has been the cause or the outcome of the interpersonal and other family problems. 
Little systematic information is available on which to base an assessment of the role of 
alcohol in marital violence and child neglect and abuse. Job instability and financial 
insecurity within the family may be exacerbated by heavy drinking. There is evidence of much 
serious disturbance in wives of alcoholics, although it may not be clear whether the 
disturbance was present before the heavy drinking problems or as a consequence. Higher rates 
of poor marital relations, marital conflict and marital separation are reported for families 
with alcoholics compared with controls and may help to explain the higher incidence of 
disturbance among the children of alcoholic parents than among controls. However, there is 
a paucity of evaluative studies on the effects of parental alcoholism on children (see 8, 
p. 208) . 

1 
Organization for Economic Cooperation and Development. Road Research Group (1978) New 

research on the role of alcohol and drugs in road accidents, Paris, p. 106 
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Fetal defects and growth anomalies. The relationships between alcohol consumption among 
pregnant women and the possible effects on the offspring are being studied. The fetal 
alcohol syndrome - comprising central nervous system dysfunction, growth deficiency, a cluster 
of facial abnormalities and certain other malformations - has been identified among the 
newborn infants of women who drank at high levels during pregnancy. Two European studies 
showed incidence rates of about one in 600 births, and this syndrome may be the most common 
birth defect frequently associated with mental retardation. There is some epidemiological 

evidence that among children not only of women who drank at high levels during pregnancies, 
but also of those whose consumption was more moderate, there may be a higher incidence of 
low birth weight, congenital birth defects, birth anomalies and altered development. It is 

suspected that spontaneous abortion may be positively associated with alcohol consumption. 

Occupational problems. It was estimated in one large industrialized country that more 

than 5% of the labour force suffered from alcoholism, which lowered their productivity by 
about 25%. Alcoholic employees may have a considerably higher number of days off work for 

sickness and accidents than controls. 

There are few statistics on the extent of alcohol problems in various occupations or 

how far persons prone to alcoholism select specific types of work. Certain occupations, 

such as those related to the production and sale of alcoholic beverages, and those involving 

prolonged separation from the normal sexual and social relationships, (e.g., seamen, the 

armed forces) seem to be associated with high rates of drinking and alcoholism. 

The high rate of alcohol problems among company directors and other management groups 

noted in some countries may be related to the general acceptance of drinking as a social 

need in business life. Women among these and other professional groups may have much higher 

rates of alcohol problems than controls. Among those in executive power with the future of 

the country in their hands, similar high prevalence may be seen and may be associated with 

the stress of shouldering new and heavy burdens in rapidly changing countries. 

In some areas, unemployment seems to be a factor associated with high rates of alcohol 

problems. 

There are some reports of increased prevalence of heavy drinking among housewives, 

alone all day, and with easy access to alcoholic beverages through supermarkets and grocery 

stores. 
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Part I. Examples of various aspects of national alcohol policy development 

1. Prohibition and Islam 

The responses from two countries illustrate situations where the most extreme type of 
control is part of the national policy. In Iran, enforcement of prohibition of production, 
consumption and marketing is stated to have reduced the availability of alcoholic beverages 
to a negligible amount, with the result that alcohol problems are practically non- existent. 

Although laws prohibiting the sale of alcoholic beverages to those of Moslem faith still 
exist in Bahrain, they are not enforced and along with rapidly changing socioeconomic 

conditions alcohol consumption and problems are increasing, especially among young men. 

Baasher (reference 1) shows how, fourteen centuries ago, a step -by -step approach was 
adopted by Islam in "transforming animistic beliefs and pagan traditional practices into a 

new religious system and a completely different way of life ". In relation to the prohibition 
of wine, a distinction was made first between strong drink and good nourishment. The 
question of sin and harm attaching to the wine was then raised, but the decision to abstain 
was still a matter for personal decision. A next major step was partial prohibition to ensure 

sobriety during prayers (five times a day). The stage was thus set for complete prohibition, 
involving not only abstinence but also banning of production and trade. As pointed out by 

Baasher, these injunctions are embedded in the Koran which, "besides being a religious doctrine, 

constitutes a code of civil and criminal law as well as social and behavioural codes ". 

Where there is widespread adherence to such a doctrine, prohibition is likely to be an 

effective control policy. Within the Eastern Mediterranean Region, production, importation, 

sale and consumption of alcoholic beverages are still completely prohibited in Saudi Arabia, 

Libya, the Yemen Arab Republic, Kuwait and Qatar, whereas in Bahrain and probably Pakistan 

production and consumption by Moslems are prohibited but importation and use by foreigners is 

permitted. Prohibition is not in force in other countries of the Region, some of which have 

considerable non- Moslem populations (e.g. Iraq, Egypt, Lenanon, Sudan). 

The oil- producing countries of this area are undergoing profound sociocultural and 

economic changes and adjusting to the impact of other cultures, through increased communica- 

tions, availability of consumer goods and influx of alien workers and tourists. This has 

led in some of the countries to a widening gap between the former abstinence aid the present 

situation where smuggling, illegal production and consumption of non- beverage alcohol are 

causing grave concern. The reaction in some cases has been the tightening up of regulations 

and imposition of heavy punishment for infractions. Elsewhere, there has been a general 

relaxation of laws and customs. 

In some African countries where the Islamic influence is powerful, abstinence is observed 

by some, though not all, of the groups proclaiming the faith. In Senegal, for example, where 

80% of the population are Moslem, traditional drinking habits have been retained among some 

ethnic groups, such as the Serer, whereas among the Toucouleurs and the Peuls, Islam has 

merely reinforced a pattern of non -use of alcoholic beverages. No study has so far been made 

on how far such influence may have affected national policy. 

2. Prohibition and abstinence in South -East Asia 

Public disapproval of alcohol consumption has had a long history in India and was wide- 

spread during the Buddhist era. Islamic influence led to a first attempt at prohibition 

during the Moghul period, but alcohol use spread during colonial times. Since independence, 

prohibition in India has become a matter of national policy, enshrined in the Constitution as 

a Directive Principle aimed at raising the level of nutrition, the standard of living and the 

improvement of public health among the people. Here again, the aim has been gradual reduction 

of availability, the implementation of measures being a responsibility of the separate State 

governments. Detailed guidelines for immediate and long -term measures were drawn up by a 

Central Prohibition Committee in 1955 and advocated by the Government. Whereas prohibition 

was gradually being instituted in some districts and States, the objective of complete 

prohibition in the whole country within a few years has met with opposition, especially where 

modernization and Westernization have tended to confer high status on alcohol consumption. 
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In some other countries of the South -East Asia Region religious influences have had a 

restraining effect on drinking but without leading to any national proclamation of prohibition. 
The five Buddhist principles include an injunction not to drink alcoholic beverages, and this 
has been widely observed for example in Thailand and Sri Lanka, although the custom of 
abstinence is now declining, except on days of religious functions. 

3. The temperance movement aid alcohol controls 

In other parts of the world, the development of prohibition was linked with the Prot- 
estant ethic and the rise of the temperance movement. Among the countries responding to the 
WHO Outline document, several still carry the imprint of a period of prohibition, including 
two North American countries - Canada and the USA; two Nordic countries - Finland and Norway; 
and two Socialist countries - Bulgaria and Hungary. In other European countries there was a 

strong temperance movement - Germany, the Netherlands, Switzerland and the United Kingdom - 
without a period of prohibition. The recent Review of Alcohol Control Experience in seven 
countries (reference 2) describes how the temperance ideology of bourgeois self -discipline 
expanded to a concern with working class conditions and an emphasis on the establishment of 
alcohol control systems. 

Prohibition, where it had been instituted, gradually broke down and in other countries 
controls started to become less strict in the 1920s and 1930x. Especially after the second 
world war, there has been an increasing liberalization of controls, partly as a reaction to 
the constraints of the war years and partly in line with general social, economic and 
political changes and a decline in the influence of religious and moral example. At the same 
time, increasing production and marketing have extended pressure to reduce controls not only 
within but between countries. In the most recent years, however, there has been a notable 
tendency in some of the above group of countries for a swing back in policies towards 
stricter controls as public opinion has become alerted to the damage accompanying increasing 
alcohol availability and consumption. 

Countries such as Finland, Norway and Sweden, where the production of alcoholic beverages 
is not among the major industries, have apparently encountered less opposition to the enactment 
and enforcement of control measures than the big producing countries. In Norway, for example, 
the major objective of alcohol policies, as defined in a 1980 white paper, is the reduction 
of the total consumption of alcoholic beverages in the interest of health. A similar state- 
ment appears in the Swedish Government Bill of 1978. 

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

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

4. Consideration of controls in Latin cultures 

Some of the highest levels of per capita alcohol consumption are seen in the Latin 
cultures of Europe (France, Italy, Luxembourg, Spain and Portugal) and in some of the Latin 
American cultures. These are, in the main, cultures where alcohol use has long been part of 

meals and of normal everyday life and has not been linked with religious proscription or 
attempts at prohibition. In recent years, with rising consumption levels, and increasing 
awareness of accompanying damage to the health and welfare of populations, the governments of 
such countries have started to show concern about the situation. So far, the action taken has 
in general been desultory. 
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Among the responding countries in Europe, France is outstanding in having prepared 
detailed proposals for a coordinated national policy based on a review of the existing 

situation. A main objective is protection of the health of the population. It is recognized 
that this can be achieved only through a policy prepared jointly with other members of the 

European Community. One proposal is to improve the quality and lower the production of wines. 
Another is for the improved application of existing legislation. 

The high proportion of responses from the Latin American countries may be indicative of 

strong governmental concern about alcohol problems, and this is reinforced by the emphasis 

laid on the extent and seriousness of the problems. Many of the responses show the beginning 
of an interest in the need to reduce consumption by controlling availability, but there is 

little evidence of effective action in this direction or as yet of any possibilities of public 
support for the necessary steps. As pointed out in the Regional paper (reference 3), however, 
a number of important discussions on these matters have taken place in Latin America in 

recent years that have stimulated greater consideration of control policies. The National 
Meeting on Community and National Response to Alcohol -related Problems, held in Mexico in 
1981 (in connection with the WHO Prevention Project), has already had repercussions in 

national proposals, not only in Mexico but also in several additional countries from the Region 
invited to send participants (Argentina, Brazil, Costa Rica, Honduras, Panama and Venezuela). 
An important paper on planning and action at national level in relation to alcohol problems 
(reference 4), based on long experience in the Region, points to the varied requirements but 
also the constraints on action. 

5. Recognition of need for controls in other developing countries 

During preliminary consideration of the topic for the Technical Discussions at the 

Thirty -first Session of the Regional Committee for Africa, in 1981, the numerous interventions 

revealed strong concern at the rising levels of alcohol consumption and the gravity of the 

related problems. The socioeconomic aspects of production and consumption were seen to be 

particularly disturbing. Among the important preventive measures required, mention was made 

of limitation of importation of alcohol. It was recognized that certain interrelated politi- 

cal decisions and actions were needed to achieve control of the complex range of alcohol 

problems. 

In Zambia a National Conference on Community Response to Alcohol -related Problems was held 

in November, 1981, as part of the collaborative WHO project (ref. 5). Major national orga- 

nizations were represented and participants from Botswana, Kenya, Lesotho, Swaziland, aid 

Tanzania were invited as observers. The aims of the meeting were to present the findings of 

the first phase of the project, to consider the implications, to formulate practical realistic 

policy recommendations concerning the identified problems, and to discuss possibilities for 

their implementation with the Zambian authorities concerned. In summary, the final recommen- 

dations included: 

i) establishment of a "Drink and Drugs" commission; 

ii) revival of the Zambia National Council on Alcoholism and Addictions; 

iii) establishment of procedures by each Government ministry and even other public 

institutions for identifying and responding appropriately to alcohol -related 

problems affecting individual members of its staff or (where appropriate) the 

students in its care; 

iv) in addition to iii) the carrying out of specific tasks concerning alcohol 

problems by the Public Service Commission. The Ministries of Health, Home 

Affairs, Education and Culture, Finance and Labour and Social Services; as 

well as the Judiciary, the Division of Provincial and Local Government in 

the Office of the Prime Minister, and the University of Zambia; 

v) the institution and/or implementation of specific control measures concerning 

the alcohol industry and retail distribution of alcohol. 
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Further important recommendations were made concerning other strategies to alleviate 
alcohol problems. 

Despite the reference by a number of additional African countries to the rapidly increa- 
sing consumption of alcoholic beverages,there was little mention of the need to reduce 
availability by controls on production and importation. In fact, however, several countries 
have imposed very heavy taxes on imported alcoholic beverages (e.g. Senegal, Ivory Coast) or 
barred them almost entirely (e.g. Zambia) but the main reason seems to be to economize foreign 
exchange rather than to reduce consumption. At the same time, the proliferation of new 
breweries (mostly branches of large foreign companies) is rapidly increasing the availability 
of commercially produced beer, which is reaching the most distant villages. Although several 
African countries have regulations concerning the opening hours for places selling alcoholic 
beverages, enforcement is very difficult: the same is true concerning regulations prohibiting 
the local production of fermented and distilled beverages. 

In the Western Pacific Region, a response from Papua New Guinea refers to research 
revealing damaging consequences of continuing increase in alcohol consumption that has led to 
a strong recommendation to reduce accessibility to and availability of alcohol. 

6. Policies concerning alcohol education 

Almost all the responses to the WHO inquiry refer to the existence of, or the need for, 
alcohol education programmes as a means of preventing alcohol problems. In many cases main 
reliance is placed on education, although mention is not always made in the responses of 

efforts at assessing the effectiveness of the measures taken. Some countries, such as Australia, 
stress the need for control measures and educational measures to go hand in hand. 

UNESCO has done much to stimulate the development of educational campaigns suited to the 
local situation, in both developed and developing countries. In Africa, for example, workshops 
have been organized for both French -speaking and English -speaking countries to encourage the 
preparation of programme materials and methods. Thus, in the Ivory Coast the UNESCO national 
committee has established a detailed programme for education in schools and for the non- school 
population, and has carried out several mass -media campaigns. Among Latin American countries, 
Chile and Costa Rica have designed and tested school educational programmes for use nation- 

wide. Most of the European and North American countries, as well as Australia and New Zealand, 
have laid emphasis on the development of improved alcohol education for the general public, 

school children and special groups. Canada, for example, has organized a national public 

education campaign that has led to community- focused programmes. A project in the United 

Kingdom aims to promote healthy living by helping young people to make a positive approach 

to the challenges and anxieties of everyday life, and to make responsible decisions about 

such matters as the use of alcohol. An extensive educational campaign on the dangers of alcohol 

has been carried out in Mongolia with the help of medical workers. In Romania a strong 

educational programme covers most of the population, with different approaches suited to 

particular sociodemographic groups. 

7. Policies concerning treatment and management 

The responses from a number of countries reveal that the main emphasis of any policy or 

action related to alcohol use is at present on the treatment and rehabilitation of the 

alcoholics. This is true in several countries, including some in Latin America, where the 

resources are recognized as being deficient. On the other hand, it is clearly stated in the 

response from Australia that a major investment in special programmes for the management of 

alcohol problems is neither required nor envisaged. Instead, there is a great need for 

training of staff - especially general practitioners - in early identification and intervention. 

In Hungary, however, considerable emphasis is laid on the development of a network of services 

for the identification, treatment and rehabilitation of alcoholics. Over the last ten years 

there has been a major emphasis in the USA on the development of treatment services and 29 

states now have laws requiring some degree of health insurance coverage for alcoholism treat- 

ment. The value of Alcoholics Anonymous, Alateen and Al -Anon groups is widely appreciated in 

both developed and developing countries. 
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Some countries, for example Bulgaria, the Netherlands and Paraguay, have emphasized the 
need for greater attention to the management of problems arising in the families of alcoholics. 
A project has been initiated in WHO for collaborative consideration of possibilities of further 
work in this area. 

The development of programmes for managing alcohol problems in the employment setting 
has been promoted particularly in Canada, the USA and Australia. A WHO /ILO project aims to 

extend the exchange of experience on such programmes to additional interested countries. 

Policies aimed at reducing alcohol -related traffic accidents refer to the need for enfor- 
cing legislation concerning legal blood -alcohol limits for drivers, as in France; and for 

education concerning alcohol and traffic, for example in Denmark. 

8. Establishment of national policies 

Information basis. Nearly all the responding countries agree that there is a need to 
improve the information basis for the development of policies, although in many it is stated 
that sufficient evidence is available for initial policy definition. It is gradually being 
recognized that routinely collected data on numbers of persons diagnosed as alcoholics and • admitted to hospital services are only a small part of the information required. An example 
of extensive collection of information that has been discussed at national level for policy 
purposes can be found in the response from Australia. Additional examples of information 
review are contained in reference 6. 

Research. Several countries referred to the need for additional research to obtain 
adequate information for policy definition, including the type of operational research carried 
out through the WHO project on Community Response to Alcohol -related Problems. Other responses 

mentioned the need for biomedical and sociological research to elucidate the causes of such 
problems. Research focused on the assessment of preventive and management efforts was stres- 

sed by others. 

Context of health and development. It is difficult to find an example of a country that 

has attempted to develop an alcohol policy as an integral part of health and development 

policies, although a number of responses point to close links. The reply from Cuba mentions 

that any alcohol programme that might be needed would have to be integrated into the national 

health system as a part of general health programmes. In Bulgaria, it is stated, there is 

recognition of the need for extension and improvement of social action, for example in the 

work place, and in the development of leisure activities. A 1978 Government Bill in Sweden 

emphasizes that the necessary action for limiting total consumption should be taken primarily 
through socio- political measures to improve conditions within working life, family life, 

schools, housing and leisure. 

Community involvement. An important way of involving communities in the development of 

policies is through voluntary national associations, such as the National Council on Alcohol- 

ism in the USA, with affiliates in more than 100 counties; the National Committee for Defence 

against Alcoholism ( Comité national de Défense contre l'Alcoolisme) in France, with 90 district 

branches and many local ones; the Central German Office against Dangers of Addiction (Deutsche 

Haupstelle gegen dis Suchtgefahren); other national councils on alcoholism in various parts 

of the world, many of them collaborating through the International Council on Alcohol and 

Addictions; aid extensive networks of other international nongovernmental organizations, 

such as the International Blue Cross Union. In federally organized countries, such as Canada 

and Switzerland, as well as the USA, much of the impetus and often responsibility for policy 

development is decentralized. Examples of efforts to develop policies at the level of smaller 

communities are mentioned in the Background document with reference to the WHO project on 

Community response to Alcohol -related Problems. 

Coordination. Over the last twenty years a large number of countries have either set up 

or proposed specific coordinating bodies for the development of alcohol policies. Numerous 

examples are given in table 1 of reference 7. Among the most recent efforts mentioned in the 

responses are the National Antialcoholism Council, established in Mexico in 1981, and a working 

group brought together under the auspices of the Ministry of Public Health and Population In 

Gabon. 
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Part II. Summaries of national alcohol policies 

A F R I C A N R E G I O N 

B E N I N 

The possibilities of severe consequences of alcohol consumption for the individual and 

for society are recognized in Benin. A multisectoral and multidisciplinary group met in 

February 1982 at the Ministry of Public Health to consider these problems. 

No special study has been made that could provide statistics on the occurrence of such 

problems, but it is known that trade in alcohol beverages has greatly increased in recent 

years. Imported beverages are freely available at reasonable prices but a proportion is 

re- exported illicitly. Locally prepared and consumed beverages are also exported illicitly. 

A decree dated 1905 prohibits distillation and free circulation of alcohol. The above 

group proposed that these regulations should be brought into force again, that importation 

should be controlled, that alcohol taxes should be raised, that regulations should be 

instituted concerning sales places and the use of alcoholic beverages during ceremonies and 

that a control programme concerning alcohol -related road accidents should be established 

involving alcohol testing. 

Proposals were made also for public education through mass media and prohibition of 

alcohol advertising in the media. 

In 1976 a campaign was started for systematic case -finding of alcoholics in industry. 

An additional recommendation was to raise the standard of living of the population. 

Reference 

Benin. Ministry of Public Health (1982) Response to WHO Outline document for Technical 

Discussions, WHA35, typescript 

C E N T R A L A F R I C A N R E P U B L I C 

Over the last fifteen years there has been a continually increasing trend in alcohol 
consumption and according to the Ministry of Public Health this has created a public health 
problem. 

Within the Ministry of the Interior there is a service for social and cultural affairs 
that has the responsibility of collecting and analysing information on alcohol problems and 
of continued monitoring of the situation. Although very few data are available on which to 
base a policy, it is known that alcohol consumption is leading increasingly to health, social 
and economic problems, including traffic accidents; lowered output among civil servants 
(Agents de l'Etat) and the rural populations, with increase in malnutrition; and disciplinary 
sanctions leading to loss of work. 

A Presidential ordinance of 1968 contained disposition for the control of trade in 
alcohol, including limiting the number of outlets by population to be served. 
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The Ministry of Public Health and Population and the Ministry of Transport provide some 
public education through the mass media. 

An interministerial commission was established by Presidential decree in 1972 under the 
responsibility of the Ministry of the Interior to study information concerning places of sale 
of alcoholic beverages, but the commission is not operational. 

All the questions concerning alcohol problems require further investigation. 

Reference 

Central African Republic. Ministry of Public Health and Population (1981) Response to 
WHO Outline document for Technical Discussions, WHA35, typescript 

G A B O N 

The President of the Republic directed the Department of Public Health to reinforce 

measures against alcohol in collaboration with WHO. In February 1981, a working group meeting 

was held at the Ministry of Public Health and Population to study a strategy for a campaign 

against alcoholism and drugs in Gabon. The participants included representatives of various 

Departments of the Ministry of Public Health and Population concerned with occupational 

medicine, drug dependence and social affairs. The group recognized that the consumption of 

alcohol aid other drugs is a public health problem in Gabon and that a concerted approach of 

prevention, treatment, control and education should be defined. 

An assessment is being made of the extent of alcohol problems in the country and various 

measures will be considered for a national policy following submission of the group's 

conclusions. 

Reference 

Gabon. Ministry of Public Health and Population (1981) Response to WHO Outline document 

for Technical Discussions, WHА35, typescript 

I V O R Y C O A S T 

It was recently officially recognized in the Ivory Coast, through a declaration by the 

Minister of Public Health and Population in 1978, that alcohol consumption is causing serious 

problems. 

Some information has been compiled on these problems, which continue to increase. The 

data available give a sufficient basis for the development of policies and programmes, 

although there are no national institutions that collect and analyse such information or 

monitors it. However, this is indispensable and urgent, and could be done by the new 

Department of State for Internal Security, which deals with the drug programme. 

In 1978, a Grand Interministerial Commission was established for prevention of alcoholism, 

and in 1979, a UNESCO National Committee for prevention of alcoholism and drugs through 

education. These two bodies are not as yet functioning as coordinating mechanisms, although 

this might become possible. 

There are few measures tending to restrict the availability of alcoholic beverages. 

Although taxation on imported beverages is high, this is not primarily for preventive purposes. 

However, certain restrictions might be imposed in the interest of health, such as prohibition 

of wine in hospitals, schools and universities. 
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Emphasis is laid on education as a preventive measure. During a working group organized 

in 1978 the UNESCO National Committee prepared a programme of prevention for schoolchildren 

and those not in schools, but this has not yet been implemented. 

As regards management measures, the Ivory Coast has a very active centre, run with the 

collaboration of the Blue Cross, for the treatment of alcoholics who are then followed up 

and support offered to their families. There is a need to interest employers in such 

programmes. 

Recommendations for urgent action include: the establishment of a national committee 

against alcohol, to carry out programmes already planned and initiated by the Blue Cross; 

public information campaigns; local involvement in alcohol programmes; and integration of 

alcohol programmes into primary health care. 

Reference 

Ivory Coast. Ministry of Health (1982) Response to WHO Outline document for Technical 

Discussions, WHA35, typescript 

М A D A G A S C A R 

A review has recently been prepared, analysing the importance of alcohol problems in 

Madagascar. These problems are stated to have serious effects on all aspects of life, in 

both rural and urban areas. The measures taken up to now have proved not to be effective 
and proposals are made for additional educational programmes, the organization of healthy 
leisure occupations and a possible legalization of home distilling to facilitate quality 

control and to reduce the attraction of prohibited commodity. 

The available statistics on consumption, production and problems have been carefully 
compiled as well as information on social and demographic aspects. 

At present, measures taken include some regulation of production and sale of alcoholic 

beverages. 

Educational measures include health and moral education in primary classes, public 

•education through mass media under the responsibility of the Ministry of Health, and Blue 

Cross temperance groups. 

Alcoholics are admitted to general medical services or sent to specialized neurological 

or psychiatric departments. Owing to shortage of personnel, follow -up is brief and return to 

care is frequent. 

Reference 

Madagascar. Ministry of Health (1982) Response to WHO Outline document for Technical 

Discussions, WHA35, typescript 
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MAL I 

There has been no official statement on recognition in Mali that alcohol consumption is 
leading to serious problems, no data are available on which to base a policy and no 
provisions have been made for prevention or management. 

Recommendations for urgent action include the following: 

i) evaluation of the extent of alcohol problems through a survey and collection of 
information from hospitals, police, customs, Departments of Agriculture, Justice, 
etc; 

ii) establishment of an interministerial commission against alcoholism (for planning, 
coordination, implementation, evaluation, etc.); 

iii) legislative measures aimed at reducing availability and demand; 

iv) prevention through education and information (school and community programmes), 
using popular organizations such as: the Democratic Union of the Mali People, the 
National Unions of Mali Women, of Youth, of Workers, the Association for the 
Progress of Islam, Parents of Pupils; 

v) establishment of structures for care, treatment, rehabilitation and resocializatioт 
of alcoholics; 

vi) suppression of publicity for alcohol. 

References 

Mali. Ministry of Health (1981) Response to WHO Outline document for Technical 
Discussions, WHA35, typescript 

М O Z A М В I Q U E 

Alcohol consumption is recognized as causing many problems in Mozambique and the Party 
and the State intend to take action. 

So far there has been no study of the prevalence of alcohol problems, but some data are 

collected through Mass Democratic Organizations. Among the health services, only psychiatric 
hospitals have information on individual alcohol problems. 

Of first importance in the reduction of alcohol problems is the development of a 

society responding to the aspirations and needs of mankind. A preventive policy should include 

state control of production, distribution and sale of alcoholic beverages. 

Another important approach is education on alcohol problems, integrated into general 

health education. Campaigns against alcoholism are being developed in Mozambique in places 

of work, schools and among groups (members of the Party, of the State and of the Democratic 
Man Organization). 

Treatment of alcoholics is carried out in the hospitals. 

Studies are under way on preventive and management measures integrated into health 

programmes. 
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The development of concrete programmes is under the responsibility of the Ministry of 
Health, through the Mental Health Committee, which has a section devoted to drug dependence. 

Reference 

Mozambique. Ministry of Health (1981) Response to WHO Outline document for Technical 
Discussions, WHA35, typescript 

S E N E G A L 

A number of alcohol -related problems are clearly recognized in Senegal. 

Certain preventive measures have been taken with the aim of reducing the availability of 

alcoholic beverages. They include increases in taxation; control of importation of alcohol 
for pharmaceutical purposes; and regulations concerning sales places for alcoholic beverages, 
administered under the direction of the Ministry of the Interior, with systematic supervision 
in each region, control of clandestine production and suspension as from February 1982 of all 

new authorization for opening new places where alcohol can be bought. 

A plan has been made for education on alcohol in schools, and new methods are being 

tried out. Representatives from Senegal have collaborated in UNESCO meetings on this topic. 

Some treatment facilities are available in general and psychiatric hospitals, but medical 

problems related to alcohol consumption are lower than in most developing countries. 

National action related to alcohol problems is focused on family health, particularly the 

health of workers, of the mother and child, family mental health, and the protection of youth. 

The resulting activities concern a variety of Ministries, including those dealing with public 

health, economics, trade, education, scientific research, social action and the armed forces. 

Reference 

Senegal. Ministry of Public Health (1982) Response to WHO Outline document for Technical 

Discussions, WHA35, typescript 
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R E G I O N 0F T H E A M E R I C A S 

ARGENTINA 

A Technical Advisory Committee on Alcoholism (COTESAL), established in 1977 in the 
Department of Public Health,has recognized the serious extent of alcohol problems and their 
health and socioeconomic aspects. A policy on the prevention and treatment of alcohol 
problems is being formulated at Government level, based on the National Plan of Primary, 
Secondary and Tertiary Prevention of Alcoholism. 

Information of relevance to such planning is regularly collected by COTESAL, which has 
an official delegate in each Province, and close relationships with mental health, health 
education and other sectors. A variety of alcohol problems are recognized and known to be 
increasing in extent. 

There are few controls on the availability of alcoholic beverages, apart from licensing 
of places of sale and restriction of sale to minors. It should be noted that the wine 
industry is the main source of revenue and employer of labour in the Provinces of the Andean 
region. 

Much emphasis is laid on preventive educational programmes within education establishments, 
in community development centres, in places of work and among the general public, with 
emphasis on damaging consequences of alcohol consumption. A draft law aims at limiting the 
advertising of alcoholic beverages by prohibiting incitement to consumption. At present, 
advertising attempts to attract new consumers, particularly among young people. 

COTESAL has established unified diagnostic and treatment procedures for application 
to alcoholics and is developing means of rehabilitation. Health teams are being trained to 
assist in the prevention and management of alcohol problems in the family and community setting. 

A commission within COTESAL has considered biomedical and epidemiological research 
methods that could lead to combined prevention, treatment and rehabilitation efforts. 

COTESAL is the main body for coordination of data collection, research, training, and 
educational and management programmes throughout the country. 

References 

1. Argentina, Ministry of Public Health and Environment (1981) Response to WHO Outline 

document for Technical Discussions, WНАз5, typescript 

2. Arengo, A.D. (1979) Profile of policies and programmes for the prevention of alcohol - 

related problems. In WHO document MNН /80.18 
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B R A Z I L 

The Government of Brazil, through the Ministry of Health, recognizes that alcohol 
consumption constitutes a serious public health problem among the population, with social and 
economic repercussions. Alcohol problems appear to be increasing as a result of urbanization 
and the economic crisis in the country. 

Available information on the situation has been reviewed (reference 2) as a basis for a 

national programme. Proposals have been made for improved information collection and for 

further epidemiological studies in defined areas of the country. 

The Ministry of Health is concerned with reducing alcohol -related problems. Preventive 
and management measures include at present legislative provisions; some public education 

programmes related, for instance, to traffic safety; local and voluntary efforts at 
stimulating family collaboration in treating alcoholics; and treatment through hospitals and 

Alcoholics Anonymous. A restructuring of these measures is considered to be urgently 
necessary. 

In September 1981, the Ministry of Health, on the initiative of the Division of Mental 
Health, convened working groups to consider the situation and to propose action. These groups 
comprised specialists, from several Ministries and other bodies, concerned with legislation; 

education, information and motivation; public health; coordination of formal and informal 

services; and epidemiology aid evaluation. The findings and proposals are now under study 
with a view to defining a national alcohol policy. Emphasis is laid on the need for 

integration of a future alcohol programme with other health activities. 

Recommendations for urgent action include: 

i) restructuring of tertiary care 

ii) reformulation of legislation 

iii) implementation of provisions in the areas of education, information and public health 
action. 

References 

1. Brazil, Ministry of Health (1982) Response to WHO Outline document for Technical 

Discussions, WHA35, typescript 

2. Freitas, J. & Pereira, C.A. (1981) Subsidios para o programa nacional de prevençao e 
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C A N A D A 

In Canada there has been continuing official recognition that consumption of alcoholic 
beverages is giving rise to serious problems (ref. 5). The Canadian_Medical Association 

recently described the alcohol problem as "the greatest public health problem in Canada ". 
Various provincial alcohol commissions have formulated alcohol policy statements (ref.8, 9 and 

10). At the national level there is no such explicit statement, but pronouncements and 
documents produced by the Federal -Provincial Sub -Committee on Alcohol and Drug Problems might 
consitute the basis for such a policy. Its main principles would be likely to emphasize the 
following (ref. 3): 

i) attempts to introduce certain restrictions in the interest of the health and 
welfare of the individual and society; 

ii) establishment of alcohol prices on the basis of health as well as economic 
considerations; 

iii) a concerted approach, involving prevention, treatment, and management of alcohol 
problems and relevant research. 

The available evidence of the nature and extent of alcohol problems is considered to 

be reasonably adequate as a basis for policy and programme development. It is noted, for 

example, that "a primary trend in alcohol behaviour over the most recent decade has been that 
of escalating national consumption" (ref. 4, p. 1). This has been accompanied by increases 
in rates of problems. There has, however, been a stabilization in per capita consumption in 
the last two or three years. The recommendations of a task force on Alcohol -related Statistics 
(ref. 4) are being implemented to improve the quality of the information available. Such data 

are monitored continuously at both central and provincial levels and certain bodies collect 
information on specific aspects of alcohol problems (e.g. the Traffic Inquiry Research 
Foundation). 

There has been detailed consideration at national and provincial levels of means of 

preventing alcohol problems, and some measures for reducing availability are being taken 
(ref. 3), particularly licensing, and regulation of prices and places of sale at the provin- 
cial level (ref. 8, 9 and 10). 

Much attention is being given to prevention through reducing demand (ref. 2) including 

a national public education campaign ( "Dialogue on drinking program ") that has led to commu- 

nity- focused programmes; carefully developed and evaluated school education programmes; 
programmes for young people included in health promotion efforts (ref. 6); and training 
programmes for staff working on prevention of alcohol problems. 

There is a continued need to support and reinforce programmes concerning the management 
of alcohol problems, as considered in ref. 7. Programmes are being developed in the employment 

setting, for example through the Canadian Labour Congress. 

The major mechanism for research and evaluation of programmes is the Addiction Research 
Foundation, Toronto. 

Coordination of alcohol policies and programmes is carried out at national level by the 

Federal -Provincial Sub -Committee on Alcohol and other Drug Problems and at provincial level 

by Provincial alcohol commissionsor foundations. At national level a voluntary body, the 

Canadian Addiction Foundation, also has a coordinating role. 

The recommendations for most urgent action in Canada are: to implement recommendations 

of Federal -Provincial Sub -Committee on Alcohol and other Drug Problems; to consider develop- 

ment of an integrated, national policy statement on alcohol problems; and to attempt to 

promote community -based efforts to improve responses to alcohol -related problems. 
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C H I L E 

Statements by governmental authorities have recognized for some time that problems • related to excessive alcohol consumption constitute the top national public health problem. 

This has been confirmed by clinical, epidemiological aid socio- anthropological investigations. 
At present the most important efforts at counteracting these problems are directed at 
moderating consumption through education. 

Fairly satisfactory evidence is available as a basis for policy determination, through 
data collection and epidemiological investigations. Further studies are required of drinking 
patterns among women and adolescents. 

In considering the reduction of alcohol availability as part of a prevention policy, it 

would be necessary to develop collaboration with sectors concerned with agriculture, economics 
and trade. 

So far, the emphasis of any preventive action has been placed on education for modera- 
tion in drinking. A school programme of alcoholism prevention, designed jointly by educat- 
ional and health authorities, is now officially implemented throughout the country at primary 
school level. A programme of prevention of excessive drinking and drug abuse among adolescents, 
designed jointly by judicial and health authorities, is being applied experimentally. 
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As for management strategies, local action is being stimulated at the level of general 
health teams to provide treatment and complicated cases are referred to specialists. Action 
by rehabilitation groups (AA, abstinent clubs) is promoted. The development of programme 
models, assessment of results and stimulation of investigations have been stimulated through 
continuing discussion at local levels and have led to the refinement and coordination of 
strategies. 

Preventive efforts among families and in the employment situation include provision of 
information and support requested by groups directly concerned. 

The only effective coordinating mechanism is the Intersectoral Committee for Primary 
Prevention of Alcoholism in the Schools, which brings together the sectors of the Interior 
(National Department of Women's Affairs) Defence (Police and Investigations) Education, Justice, 
Health and Planning. The establishment of a broad intersectoral body, which would bring 
together those concerned with the availability of and demand for alcoholic beverages, is 

put forward as an urgent recommendation. 

References 

Chile. Ministry of Health (1981) Response to WHO Outline document for Technical 
Discussions, WHA35, typescript 

C O S Т A R I C A 

In 1954, alcoholism was declared by Presidential decree to be a disease and a Committee 
on Alcoholism was establsihed as an official institution. This became the National Institute 
on Alcoholism (INSA) by a law of 1973. In 1976, the Ministry of Health published a document 
entitled "National policy on alcohol and alcoholism ". 

Information of value for policy- making has been collected through INSA's statistical 
unit and compiled for the WHO prevention project (reference 2). According to these data. 

alcohol problems are increasing in extent. Some initial epidemiological studies have been 

carried out. It is considered that data collection and monitoring need to be reinforced with 

the help of other bodies, e.g. the Ministry of Health. 

Production and importation of alcoholic beverages are controlled by the State. By a 1973 

decree, the use of alcoholic beverages on festive occasions in offices of the Central 

Government was prohibited. There are few legal restrictions on the sale of alcoholic 

beverages but stronger measures for reducing the availability of alcohol are included in a law 

drafted by INSA, which has been before the legislative assembly since 1977. 

INSA, together with its Centre for Studies on Alcoholism (CESA), and with the help of 

WHO, have developed an educational programme on alcohol problems for primary schools, for 

integration into the teaching of other subjects. Teachers were involved in the development 

and testing of the programme. The objective in the first three grades is to stimulate and 

develop ideals, attitudes, values and goals in the children. In later grades, the pupils 

become progressively acquainted with alcohol problems and the way they can affect the 

individual, family and society. Public education through the mass media is promoted by INSA, 

which also has special information programmes for rural areas, linked to the development of 

social welfare and family casework. The National Security Institute is concerned specifically 

with campaigns relating to drinking and driving. 

Apart from training programmes for teachers, courses have been provided for various 

professions and congresses arranged with neighbouring countries. 
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Special attention in the INSА programme has been given to the control of advertising 
on which a number of restrictions were introduced by a 1974 law. 

There has been a notable tendency to focus on chronic alcoholism in the development of 
programmes. Care is available through hospitals and outpatient services and some rehabilitation 
centres for alcoholics have been opened. A programme with social workers has started in 

industry. 

There is a recognized need for better coordination of policies and action. 

The recommendations for urgent action refer to: new legislation on alcohol and 
alcoholism; care for alcoholics in the social security health services; better involvement 

of the Ministry of Education in applying the approved education programmes; increased 
financial support for community programmes; development of a national policy focused on a 
range of problems related to alcohol consumption, with emphasis on excessive drinkers rather 
than on alcoholics. 
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CUB A 

There is no evidence that alcohol consumption is giving rise to serious health, social 
or economic problems in Cuba, nor has any explicit alcohol policy been defined. Consideration 
has, however, been given to the possible need for preventive measures. 

Data on health -related alcohol problems are collected through the national health statis- 
tical system and information about trends in alcohol sales and distribution could be compiled. 

If at any time it should be found necessary to establish a policy, it might need to 
include some restrictions on production of alcoholic beverages and increase in prices. 

Information is provided through the mass media on the dangers of excessive alcohol 
consumption particularly before driving. 

Although there is only a low prevalence of alcoholism, where it presents there would be 
a need for the reform of management measures, with consideration of individual treatment, 
detoxification and rehabilitation, family intervention, and dealing with problems in the 
place of work. 

Any alcohol programme would have to be integrated into the national health system as 
part of general health programmes. 

It is not considered that any urgent action -is required, but studies should be made of 
the extent of need for care of alcoholics and of the levels of alcohol consumption in the 
population. 
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D O M I N I C A N R E P U B L I C 

A Press statement by the Ministry of Public Health and Social Welfare in 1981 referred 
to alcoholism as one of the most serious health problems in the country and affirmed that 
permanent preventive action was required. 

The range of alcohol problems, and attempts to confront them, have been reviewed 
(reference 2). Alcohol production and consumption continue to increase, without any 
effective control and publicity for alcoholic beverages is constant and widespread. A Depart- 
ment of Alcohol and Drugs was established in the Division of Mental Health in 1976 and is in 

a position to collect and analyse information on which to base a policy. There is a dearth of 
epidemiological studies. 

Two legislative measures tend to reduce alcohol availability: one prohibiting sale to 
and consumption by minors; the other prohibiting importation of alcoholic beverages. 
Interested groups are attempting to revoke the latter on the grounds that it has diminished 
revenues. 

As regards reducing demand, the Department of Alcohol and Drugs has developed educational 
measures directed mainly at persons considered to be at the highest risk of alcohol problems. 

Some hospital treatment services are available but the care provided is generally limited 
to detoxification. The only institution dealing with rehabilitation is Alcoholics Anonymous. 

In proposals made for a national policy (reference 2) emphasis has been placed on the 
need for community involvement in dealing with alcohol problems. 

Recommendations for urgent action include: implementation of a school programme of 
prevention of alcohol -related problems; establishment of units for treatment of alcoholism 
in hospitals and community centres; training of personnel for prevention; and legislation on 
availability of alcohol and commercial publicity. 
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E L SALVAD 0 R 

In 1976, at the initiative of the Ministry of Public Health and Social Welfare, a study 
was started concerning alcohol problems, and in 1977 a Technical Commission was convened to 
develop a national programme concerning the abuse of alcohol and alcoholism. 

This programme contains a report which points to the seriousness of the problems of use 
and abuse of alcohol, their repercussions on the individual, the family and society in general, 
and their impact on the economy of the country. So far, very little has been done to develop 
preventive or management programmes. 
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Proposals are put forward for reducing morbidity and mortality related to alcohol abuse 
and alcoholism by establishing the necessary mechanisms for the investigation of alcohol 
problems; determining the factors contributing to the problems; and establishing the 

necessary means for providing full care to the population, including preventive, curative and 

rehabilitation measures. The proposals comprise the establishment of a statistical system 
within the Statistical Department of the Ministry of Public Health; a permanent programme of 

information and education; coordination of bodies and groups concerned with the programme; 
development of adequate legislation; and establishment of an institute for study of alcohol 
abuse and alcoholism. 
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G U A T E M A L A 

Alcohol consumption is known to cause serious health and family problems in Guatemala, 
but this has not lead to any official statement or policy development. 

Some evidence is available on which to base a policy but it would be important to promote 
information collection monitoring. 

No specific measures have been taken to reduce alcohol availability, but the Ministry of 
Labour, the Guatemala Institute of Social Security and the Antialcoholic Foundation, a private 
body that receives State support, organize national public information programmes. 

Some programmes concerning the managemnet of alcohol problems are carried out within the 
capital city by the Antialcoholic Foundation, which is broadening its field of action and 
expects to work more closely with the Institute of Social Security. In 1982, multidisciplinary 
health teams will be trained for the Metropolitan area. It is proposed to prepare the teams 
for the recognition of alcoholics and their referral to Alcoholics Anonymous. 

The most urgent action is considered to include: 

i) development of a programme at the level of the Ministry of Public Health; 

ii) establishment of a coordinating committee for action concerning alcohol problems 
under the chairmanship of the Minister of Public Health; 

iii) through this committee, planning, coordination and later introduction of legislation. 
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H O N D U R A S 

Alcohol problems have been recognized as serious in Honduras, as reflected in article 
104 of the new Constitution which deals with the regulation of the advertising of alcoholic 
beverages. There is a tendency towards increase in the extent of the problems as a result 
of factors affecting many developing countries, such as population growth, with highest birth 
rates in the socioeconomically deprived strata; alarming increase in slums around big cities; 
limited or non -existant primary prevention by the State; lack of regulation of alcohol 
advertising; the social conflicts of the contemporary world. Up to now there has been no 
explicit alcohol policy in Honduras. 

Some information on which to base such a policy is available, but most of the data are 
dispersed. There is a need for organized collection and monitoring of data and for assessment 
of programme measures. 

Very little has been done in the way of prevention or management of alcohol problems. 

An Inter -Institutional Committee has just been established and officially recognized. 

Its first task is to prepare the infrastructure for a Honduras Institute for the Prevention 
and Treatment of Alcoholism and Drug Dependence. 

The most urgent additional measures are: 

i) to plan studies through the Department of Investigation of Behaviour Disorders 

of the Division of Mental Health of the Ministry of Health; 

ii) to complete the organization of the Institute and to plan activities on the three 

levels of prevention. 
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J A М A I C A 

Excessive alcohol use and alcoholism have long been recognized as posing serious problems 
in Jamaica, particularly among the work force and in the family. However, such problems have 
never been regarded by the Government as being of priority concern. 

No reference is made in the response to a collection of information on which a policy 
might be based, nor is there mention of measures for reducing alcohol availability. 

As for reduction of demand, a private body, the Jamaica National Council on Alcoholism 
(JNCA) arranges regular lectures and discussions in high schools and has initiated some mass 
media programmes. A committee was formed in 1981 with representatives of the Ministries of 
Health, of Education, and of Youth, Sports and Community Development, and of the advertising 
field and JNCA concerning preventive drug education. 

Treatment of alcoholics is available through two hospitals. There are nine AA groups. 

So far, there has been little research on alcohol problems. 

The response makes proposals for policy and action, which might include: education for 
youth, the general public, pregnant women and drivers; a critical review of existing laws 
and introduction of legislation concerning drinking and driving; government support of treat- 
ment and rehabilitation centres, and coordination of public and private efforts to deal with 
alcohol problems. 
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M E X I C O 

The Federal Government's concern with alcohol problems led to the establishment of a 

National Antialcoholism Council in March 1981, to act as an advisory, evaluation and coordi- 
nation body, according to a Decree of the Department of Health and Welfare. This Council is 

expected to become the body responsible for developing an alcohol policy. Alcohol problems 
are recognized as already representing a serious burden and are likely to continue to increase 
in view of the demographic explosion in Mexico and widespread conditions of poor nutrition, 
illiteracy, unemployment and massive emigration from rural to peni -urban areas. 

Important information on which to base a policy has already been compiled (reference 2). 
The results of the investigations carried out in the framework of the WHO project on Community 
response to alcohol -related problems have been summarized in a report (ref. 3) and presented 

at a national meeting in 1981 for discussion of policy development. The above Council would 
have responsibility for coordinating continuing data collection and monitoring. 

At present several measures are taken to reduce the availability of alcohol, including 
limitation of the number of sales places and of times of sale, sale only with food in some 
cases, and taxation. However, in general the existing provisions are not adequate to prevent 
increase in alcohol consumption since the relative price of alcoholic beverages is very low, 
and there is a wide variety of authorized places of sale. At the same time national commercial 
production is increasing and traditional controls on consumption are being abandoned (ref.4). 

As regards reducing demand, legislative measures have been taken to limit advertising, 

some public education campaigns have been carried out and in schools, some attention is given 
to alcohol use and consequences in courses on hygiene. 

The Mexican Institute of Psychiatry and various decentralized institutions develop treat- 
ment programmes and, following up the "community response" project, attention is being given 

to community involvement in dealing with alcohol problems. 

In order to coordinate alcohol policy and programme development, the National Antialcoholism 

Council brings together representatives of the Departments of Health and Welfare, Environmental 
Health, Government, Commerce, Labour and Social Insurance, Public Education and various insti- 

tutions, councils, and scientific and educational bodies. 

Recommendations for urgent action include the development of systematic epidemiological 

studies, and of a national alcohol programme with the collaboration of all health ingitutions, 

as well as periodic assessment of programmes. 
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P A R A G U A Y 

In Paraguay there is a general consensus of official and private bodies about the 
seriousness of alcohol problems, which are increasing with accelerated socioeconomic change. 
No explicit official statement has been made about policy. 

It is considered that sufficient information is available on which to base a policy, but 
there is a need for improved data collection. 

The importance of measures aimed at reducing the availability of alcoholic beverages is 

recognized, but few measures have been implemented up to now. There is extensive publicity 
for alcoholic beverages which are freely available, although a regulation in the Health Code 
prohibits sale in public places to minors. 

So far, no educational or other measures have been taken to reduce the demand for alcohol. 

As regards management of alcohol problems, there is a need to improve treatment and 
rehabilitation services as well as measures to reduce problems in the family of the alcoholic. 

The formulation of an alcohol policy as well as programme development should be co- 
ordinated through the Ministry of Public Health and Social Welfare. 

Major recommendations for urgent action are: surveys of attitudes to alcohol and 
problems; epidemiological study of alcoholism in Paraguay; national programme with aim of 
developing complete and coordinated service of education, prevention, investigation and 
treatment. 
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PERU 

Alcohol consumption is recognized as leading to serious problems in Peru but there is no 
explicit national alcohol policy. 

Some data have been collected concerning the consumption of legally produced beverages, 
and it appears that there is a tendency towards increase. It has been proposed that COPASFA, 
a permanent commission for the control of drugs, should systematically collect and monitor 
information on alcohol use and alcoholism. 

The preparation of alcohol control legislation, including measures concerning 
advertising and sales places, is under consideration. 

A committee of the Ministries of Health and Education has reviewed the content of 
educational programmes aimed at prevention of alcohol problems. 

Some services for the treatment of alcoholics are available through mental hospitals and 
some general hospitals. 

There is a proposal for the establishment of a body to coordinate efforts at alcohol 
policy and programme development. 
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in Peru are stated to be the 

health policy, to be carried out 
State services for quality control. 

Peru. Ministry of Health (1982) Response to WHO Outline document for Technical 

Discussions, WHA35, typescript 

U N I T E D S T A T E S O F A M E R I C A 

As stated recently by the Secretary of Health and Human Services: "Alcoholism and 
problem drinking are among the most serious public health problems in the country today. 
In addition to their economic impact, they continue to have serious personal and social 

consequences" (reference 1). The Comprehensive Alcohol Abuse and Alcoholism Prevention, 
Treatment and Rehabilitation Act of 1970 set out a US policy for approaching "alcohol abuse 

and alcoholism from a comprehensive community care standpoint" which would involve Federal 
assistance to the development of preventive, treatment and research programmes. 

The Act also established the National Institute on Alcohol Abuse and Alcoholism (NIAAA) 
to promote a major national effort of investigating and dealing with alcohol problems. Since 
1981 the responsibility for the delivery of services concerned with alcohol problems has 
returned to the State and local government levels, with the help of volunteer groups. The 
new Federal role is to provide a national focal point for conducting research, disseminating 

knowledge, providing technical assistance and promoting collaborative efforts. A publication 
on promoting health and preventing disease contains specific objectives set for 1990 

concerning alcohol problems (reference 2). 

Over the last decade, detailed information has been compiled on alcohol use, alcohol 
problems and their prevention and treatment, with special reference to the USA (references 1, 

3 and 4) and to separate States (e.g. reference 5). Such information continues to be 
monitored by NIAAA and is used for consideration of policy development. Alcohol consumption 
and alcohol problems no longer seem to be increasing, but there is now a greater awareness 
than ten years ago of their extent. 

In connection with prevention there is no clear statement of US policy, but it has been 

noted that fresh assessments are required of the variety of preventive theories and findings 

for the purpose of establishing better prevention policy. A few years ago, a national proposal 

was made to aim at preventing further increase in alcohol consumption, but strong dissent was 

voiced. The 21st Amendment to the Constitution, repealing prohibition, gave powers to the 

States, through alcohol Beverage Control agencies, to regulate production, distillation, 

marketing and taxation. These agencies have generally considered their main function to 

provide for an orderly market, but in the last few years some have started to reassert 

interest in public health concerns. 

Considerable attention has been given to reducing demand for alcohol, for example through 
specific demonstration projects funded by NIAAA directed at young people and sponsored by 
schools, colleges, universities and youth organizations. A large programme to deter children 
and adolescents from using alcoholic beverages and smoking, initiated in 1980, is being 
continued by Centres for Health Promotion and Education. Some experimental alcohol education 
programmes have aimed to promote personal decisions about use and some of the concepts and 
methods have been brought together in a recent publication for use in school education 
(reference 6). 
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Over the last 10 years there has been major emphasis, promoted by NIAAA, on developing 
treatment services for alcohol problems: about 1.7 million persons were treated in 1980 and 
29 States now have laws requiring some degree of health insurance coverage for alcoholism 
treatment. There are more than 5 500 occupational alcoholism programmes compared with fewer 
than 100 before 1970. Self -help programmes through AA, Al -Anon, Alateen and volunteer 
networks provide extensive preventive and management services (references 1 and 2). There is 
increasing interest in the integration of the treatment and management of alcohol problems 
into the primary health care system. 

There is a continued investment in research on biomedical and clinical aspects of alcohol 
problems, together with strong efforts at evaluation of preventive and management measures. 
The nine NIAAA supported national research centres contribute to this work. 

According to the 1970 Act mentioned above, NIAAA is the body established to "seek to 
coordinate efforts undertaken to deal with alcohol abuse and alcoholism in carrying out 
Federal health, welfare, rehabilitation, highway safety, law enforcement and economic 
opportunity laws ". Coordination between agencies is also the responsibility of a Statutory 
Interagency Committee on Federal Activities for Alcohol Abuse and Alcoholism. There are 
special coordinating bodies also at State and local levels. 
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U R U G U A Y 

Serious alcohol- related problems are recognized in Uruguay and there is concern about 

reducing their impact. 

In 1978 the Department of Mental Health carried out a survey of alcohol consumption which 

suggested that about a quarter of the population are habitual drinkers. Alcoholics occupy 

one -third of beds in general hospitals and 48% of psychiatric hospital beds. Alcohol -related 

traffic accidents have shown a recent increase. It is considered that before defining an 

alcohol policy, further data should be collected. 

No mention is made of measures to control the availability of alcohol, but legislation 

on testing of blood alcohol at the time of accidents is proposed. 
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Educational programmes are required, directed to specific professional groups and to 

parents, as well as to the general public. 

Among services available for the management of problems, the Alcoholics Anonymous groups 
are important for rehabilitation. 

A Commission was set up within the Ministry of Health to prepare a project on the 

prevention of alcohol -related disabilities. In order to develop realistic programmes, this 

Commission works with the Ministry of Health, the road traffic police, municipal authorities, 

the State Insurance Bank and the Faculty of Medicine. 
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V E N E Z U E L A 

Alcohol consumption has been officially recognized as leading to serious problems in 
Venezuela which have increased with rising production and importation of alcoholic beverages. 
Although as yet no explicit policy has been defined, this would be a task for the proposed 
Foundation against Excessive Use of Alcohol. 

Information on alcohol availability and use, and related problems, has been reviewed 
(references 2 and 5) and would provide an initial basis for policy development. At present 
data are compiled by the Division of Mental Health of the Ministry of Health, some information 
being collected by other ministries. 

There are some controls on the availability of alcoholic beverages, such as licensing, 
control of opening hours for sale, and prohibition of sale in establishemeлl located along 
main roads. 

Educational campaigns have been carried out by the Ministry of Health, Division of Mental 
Health and in 1978 an important international congress on alcoholism and drug dependence was 
organized by the Division (ref. 4). By a law of 1910, alcohol education mustbe provided in 
all public and private elementary and secondary schools; courses are arranged also for 
professional groups. 

As for treatment and management measures, the service for alcoholics in the Caracas psy- 
chiatric hospital is being reorganized and it is proposed to do the same in other parts of 

the country. AA, Alateen and Al -Anon are active. Industrial services have been proposed. 

An alcoholism programme for 1982 has been drafted by the Division of Mental Health of the 
Ministry of Health and Social Welfare (ref. 1 and 3). Its main objectives are to reduce damage 
to health caused by the alcohol dependence syndrome and excessive alcohol consumption. Sub- 
sidiary objectives include: educating children and adolescents in the moderate and rational 
use of alcoholic beverages; developing a programme of early detection of alcoholism in the 
employment setting; promoting early detection of drivers with a history of traffic accidents; 
protecting the community and the family against the consequences of alcoholism; establishing 
crisis intervention for alcoholics and services for their families; reducing health damage 
consequent to prolonged and excessive drinking; rehabilitation of alcoholics. 

Much of the work involved would be under the responsibility of the Foundation, for the 
establishment of which detailed proposals have been drafted. This Foundation would also 
function as a coordinating body. 
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E A S T E R N M E D I T E R R A N E A N R E G I O N 

B A I R A I N 

Policies concerning alcohol use and problems have changed in recent years. Although 
the old laws prohibiting the sale of alcoholic beverages to Bahrainis and other of Moslem 

faith still exist, they are no longer enforced and since 1971 alcohol problems have increased, 
especially among young people. 

Some information has been brought together (reference 2) on the basis of 

an earlier WHO inquiry (see WHO document MNН /80.18). Alcohol consumption per head of 
population has risen in recent years, being seen mainly during celebrations and at weekends, • and mainly among young men with increased economic resources and leisure time but few leisure 
occupations. Statistics from the psychiatric hospital and from accident records suggest 
increases in problem rates. The need for improved data collection and monitoring is recognized. 

Before 1971 alcoholic beverages were sold only to Europeans and other of Christian faith, 

but alcohol is now freely available to the population though licensed places. Taxation has 
increased slightly in recent years but alcoholic beverages are still cheaper in Bahrain than 
in surrounding countries. 

The only educational measures are occasional television programmes. There is no school 

education on alcohol problems nor printed information available to the public. However, 

Bahrain is an Islamic country and religion plays the most important role in the decision of 
individuals whether to drink or not. Yet among the younger generation, especially in the 

cities and because of the mixed nature of the inhabitants, social factors and group pressure 
tend to encourage drinking. 

Alcoholics are admitted to the general psychiatric wards but recently the psychiatric 
hospital has started a community -based programme which includes attention to alcohol problems. 

There is no mechanism at present for coordination of alcohol policies and programmes. 

Recommendations for urgent action include expanded research on alcohol problems; 

increased taxation on alcoholic beverages and limitation of quantities and types available; 

establishment of a National Board for Alcohol and Drug Addiction with interministerial 
representation; and introduction of education on alcohol and drug problems in schools. 

References 

1. Bahrain, Ministry of Health (1981) Response to WHO Outline document for Technical 

Discussions, WНАЭ5, typescript 

2. Al- Haddad, M.K. (1978) Alcohol and opium addiction in Bahrain, typescript 



А35 /Technical Discussions /1 

Addendum 1 

page 30 

IRAN 

Alcohol problems are pratically non -existant in Iran because of the implementation - 
particularly following the 1979(1357) Islamic revolution - of total prohibition, together 

with education. 

The response to the 1981 WHO inquiry states that there is strong evidence that alcohol 

consumption has actually decreased since 1979. There may be sporadic illegal, small -scale 
home production and consumption, but this does not constitute a social problem. 

Enforcement of prohibition of productíon,consumption and marketing has reduced the 

availability of alcoholic beverages in the country to a negligible amount. 

Decrease in demand for alcohol is related to the culture, beliefs, and social, historical 
and economic conditions. In this sense the sanctions and education concerning alcohol use 

in Islamic communities have been highly effective. 
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E U R O P E A N R E G I O N 

B U L G A R I A 

Alcohol problems are of considerable concern to the Government and various official bodies 
have made statements on the importance of these problems and the measures necessary for their 
limitation and control: for example, the 1976 Government resolution on a nation wide campaign 
for temperance. 

Relevant information from health and social services is collected and analysed by the 

Unified Social Information System Committee. The present response to the Outline document 
(reference 1) constitutes an important summary of information on alcohol availability and 

problems on which to base national policy. There are clear indications of rising trends in 

both alcohol consumption and related problems. It is recognized, though, that further 

epidemiological and other types of survey are required to provide additional data on the 
situation. 

Various laws impose restrictions on the production, marketing and sale of alcoholic 

beverages. It is recommended in the response to the 1981 WHO inquiry that measures to restrict 

the manufacture of, and access to, alcoholic beverages should be tightened, and that new 

controls should be introduced to limit consumption by young people and other risk groups. 

One of the principal means of reducing consumption is considered to be education and 

information activities and the 1981 response recommends the development of an effective health 

education and information policy in keeping with the cultural and psychosocial situation in 

Bulgaria. 

At the same time, there is recognition of the need for extension and improvement of social 

action,for example in the work place, and in the development of leisure activities, as well as 

health and social measures for vulnerable groups, such as the strengthening of legal protection 

and economic interests of families of alcohol abusers. 

Such activities are considered to be part of temperance action to be carried out by 

State bodies and social organizations according to a 1976 resolution (ref. 2). The Ministry 

of Public Health and the Health Workers Trade Union Central Committee have particular responsi- 

bility for health education on alcohol problems, for training of personnel in the prevention 

and treatment of alcoholism and for preventive and treatment activities. A research programme 

has been planned including epidemiological studies and investigation of treatment measures. 

Following a 1976 order, the Medical Academy has taken steps to organize undergraduate 

and postgraduate courses on questions related to alcoholism, including specialist training 

abroad. 

Although the struggle against alcoholism in Bulgaria is organized on a broad basis the 

nature of the problems to be dealt with complicates the task and preventive action is now being 

focused on certain target groups including schoolchildren, students, workers and women. 

Experiments are under way to identify the most appropriate approaches to management of alcohol 

problems. 
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D E N М A R К 

A national review of the alcohol situation (reference 2) points to the general opinion 

in Denmark that: 

i) the alcohol consumption of the population should not be subject to more restrictions 
and prohibition than the majority of the population is willing to accept; 

ii) that a taxation policy together with information on alcohol is probably the most 
reasonable way of regulating the alcohol consumption of the population ; and 

iii) the restrictions and prohibition on statutory rules that are necessary in this 
field should form part of the legislation where they most naturally belong. 

Information on alcohol use and problems was brought together on the basis of a WHO 
outline for inquiry (ref. 2). It includes data from two large surveys: one on school- 

children and the other an Omnibus Inquiry on a representative sample of the population. 

In 1917, a high government tax on alcohol was introduced and its maintenance has been 
generally accepted as an appropriate way of limiting the alcohol consumption of the population, 

but this policy if now affected by EEC membership. 

An adviser on questions concerning alcohol and narcotics is attached to the Ministry 
of Education and since 1975 information on alcohol and its damaging effects has been part 

of health education in primary schools. Public information campaigns are carried out as well 
and the Road Safety Council has concentrated on education concerning alcohol and traffic. 

Training courses for vocational groups are now mainly decentralized. Temperance societies 
train instructors in collaboration with the Ministry of Education's adviser. 

Responsibility for the care of alcoholics rests with the county authorities with the 
Ministry of the Interior as the highest central authority. 

An important interdepartmental coordinating body has been set up, entitled the 

Government's Commission on Alcohol and Narcotics. Its tasks include coordination and advice 
in relation not only to the State but also to local government authorities. Carrying out and 

collaborating in relevant research also come within its mandate, including investigations to 

assess the effectiveness of treatment and management measures. 
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FRANC E 

A working group was set up in 1979, at the request of the former President, to define a 

ten -year programme against alcoholism, stated to be among the most important and disturbing 

social scourges. Noting that the inquiry could not be limited to concern with individual 

pathological problems, the group concluded, in its 1980 report, that the first objective should 

be a considerable reduction in the French population's alcohol consumption. 

Adequate information is available on which to base a policy, including reports prepared 

by the National Committee of Defence against Alcoholism, and the High Committee for Study 

and Information on Alcoholism. These bodies have done much to promote policy and programme 

development and steps are being taken to ensure closer collaboration. Important research on 

alcohol problems has been carried out through the National Institute of Science and Medical 

Research. 

The working group's main proposals for a national policy were: 

i) to improve the application of existing legislation and to prepare, jointly with 

other members of the European Community, a common alcohol policy aimed at protecting the 

health of the populations; 

ii) to encourage improved quality and lower production of wines and to reduce the 

alcohol content of other beverages; 

iii) to index the price of alcoholic beverages by cost of living, reinforce measures 

against advertising, reform legislation on places of sale and promote production and 

consumption of non- alcoholic beverages; 

iv) to develop alcohol education, integrated in general health education, with special 

attention to the employment setting and to high -risk groups; 

v) to promote training concerning alcohol problems among medical personnel, school- 

teachers and other professional groups called upon to deal with alcohol problems. 

After May, 1981, further proposals were made, and action taken, to strengthen medico -social 

programmes for heavy drinkers, including professional training, extension of care through 

nutrition centres and health services, and establishment of rehabilitation centres. Increased 

emphasis was laid on preventive programmes in places of work and on locally organized 

educational campaigns. 

The proposals of the working group to establish a coordinating mechanism for the develop- 

ment of alcohol policies and programmes has been followed up by the creation of an Inter - 

ministerial Committee against Alcoholism under the Chairmanship of the Prime Minister. 
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G E R M A N Y , F E D E R A L R E P U B L I C 

In view of widespread concern about alcohol -related problems in the Federal Republic of 
Germany, an "Action programme for the control and prevention of alcohol abuse" was agreed upon 
in 1975 by the ministers and senators of health and welfare of the counties ( "Lunde ") and the 
Federal Minister for Youth, Family and Health, (reference 2 ). The programme proposals are 
limited to short and medium -term measures, and the main objective is to persuade young people 
in particular, but also adults, to control their drinking in the interest of health. 

Information is regularly collected on alcohol availability and, although after 1960 the 
average per capita consumption increased fairly rapidly, between 1975 and 1980 it rose only 
very slightly, reaching 12.67 1(as 100% ethanol) in 1980. Consumption of spirits has continued 
to rise. There is no reliable indication that the number of persons with alcohol -related disor- 
ders is now increasing. Drinking among young people had risen sharply, but in recent years has 
levelled off and even shown a slight decline. In order to obtain up -to -date data for a campaign 
against alcohol abuse, a survey is under way and the results will be available in 1982. 

Several measures are proposed in the action programme to control the availability of 
alcoholic beverages. They concern particularly the enforcement of existing legislative 
provisions, with campaigns to stimulate collaboration in such action; and examination of laws 
concerning automatic dispensing machines supplying alcohol - including along highways and in 
factories - with special concern for the law protecting young people. Labelling to include 
reference to the alcohol content is suggested. 

Particular attention is given to public information and education on alcohol problems, 
especially through the efforts of the Federal Ministry of Youth, Family and Health and the 
Federal Centre for Health Information . The action programme proposes wide distribution of 
the report to people at all levels of political responsibility and extensive collaboration 
with communities, voluntary organizations, the retail trade, employers, and police in imple- 
menting the proposals. The Federal Office for Health Education has developed a curriculum 
concerning alcohol education for pupils aged 12 -14 years. 

Recognition of alcohol dependence as a disease led to health insurance funds taking 
over responsibility for treatment and rehabilitation. The action programme calls for the 
extension of methods and services for early detection of alcohol problems, advice and crisis 
centres, outpatient services and special departments in public psychiatric hospitals. The 
opening of attractive alcohol -free clubs and youth centres is suggested. 

Among the proposals for further research, apart from the coordination of the results of 
individual surveys, are studies on optimum treatment measures and further epidemiological 
investigations. 

Since 1971 there has been a standing committee concerned with drugs on the national and 

county level. This committee was involved in developing the action programme on alcohol abuse. 

Together with the Federal Ministry of Family, Youth and Health it serves as the national body 
for studying alcohol problems and developing and coordinating the necessary action. 

The most urgent tasks are to continue and intensify the work of public information and 

health education on alcohol problems, with special reference to young people. 
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G R E E C E 

Over the last 20 years, there has been a change from the traditional use of alcoholic 
beverages as an accompaniment to meals or for facilitating social contact. There has also 

been a shift in the type of drinks, towards increasing use of spirits and heavy beer 

consumption. This situation has resulted in the increasing appearance of a variety of 
alcohol -related problems. So far, there are no explicit national policies concerned with 

these problems, but it is considered desirable that such policies should be formulated in 

relation to the country's socioeconomic conditions, and integrated into the general health 

plan. 

Data on which to develop an appropriate policy are not at present available, although the 
increasing number of persons admitted to hospitals with a diagnosis of alcoholism has been 

noted. 

Greece is a wine -producing country and there is no control over trade in alcoholic 

beverages, except for taxation of imported spirits. State controls over alcohol availability 

could be considered only within a context of general improvement of social measures and 

financial stability. 

Treatment and management measures need to be improved and extended with community 

involvement. 
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H U N G A R Y 

A Government decree was passed in 1977 promoting the temperance movement in Hungary to 
deal with health, social and economic aspects of alcohol problems. 

Relevant data are collected by the Central Statistical Office and analysed by expert 
groups of the National Committee against Alcoholism (established in 1962) and by the various 
local antialcoholism committees. In the health sector, the Scientific Methodological Centre 
for Alcohology collects, analyses and utilises data concerning prevention, treatment and 
rehabilitation. The above National Committee regularly prepares reports and programmes which 
are considered annually by the Government. 

There are several legal provisions aimed at reducing the availability of alcoholic 
beverages, including prohibition of their sale and consumption in places of work, in 

restaurants before 9 a.m. and on public territory, as regulated by local councils; a ban 
on serving alcoholic beverages to minors and inebriated persons; and complete prohibition 
of alcohol consumption while driving. 

Reference is made also to educational measures in the development of an alcohol policy. 

At present, considerable emphasis is laid on the development of a network of services for 
the identification, treatment and rehabilitation of alcoholics through hospitals, independent 
departments for alcoholics with detoxification centres, protected workshops and homes, 

temperance outpatient departments, primary health care and an occupational therapeutic 
temperance institute. The 1981 response states that local experiments on such programmes are 

being carried out and experience collected in order to develop a national programme through 
the Scientific Methodological Centre for Alcohology, which will issue methodological 
instructions. 
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It is admitted, however, that a significant number of psychologists show scepticism 
about the treatment, or treatability, of alcoholism and many psychiatrists become discouraged 
Physicians and psychiatrists alone, it is stated, will never be able efficiently to combat 
alcoholism and its physical, mental and social complications. 

Alcohology is defined as comprising all systems, processes and phenomena - production, 
sale, economy, cultural anthropology, social psychology - and their countermeasures - 
connected with the consequences of the production, marketing and consumption of alcohol. 
The above Methodological Centre is expected to deal with alcohology in its broadest 
sense. 

Psychiatric and psychological clinical investigations have more recently been 
complemented by sociological, anthropological and epidemiological studies. Research is 

supported and collated by the National Committee against Alcoholism. 

Coordination of policies and programmes is ensured by the above National Committee, whose 
President is the Minister of Health. The secretary is the Secretary General of the Hungarian 
Red Cross and members are delegated by the ministries and other governmental bodies. Similar 
coordinating committees exist in various parts of the country. 
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L U X E M B O U R G 

It has been officially recognized that alcohol consumption is leading to serious problems 
in Luxembourg, but as yet there is no explicit comprehensive alcohol policy. 

The information available is considered to be adequate as a basis for developing policies 
and programmes. Various national bodies collect and analyse the necessary data on a 
continuing basis (Central Statistical Service, State Neuropsychiatric Hospital, Therapeutic 
Centre for Alcoholics, League of Mental Health). 

Policy questions concerning alcohol availability will have to be considered jointly with 
other EEC countries. It is agreed that among the main principles for policy development is 
the adoption of certain restrictions in the interest of the health and welfare of the 
individual and society in general. At present a draft law to restrict advertising of 
alcoholic beverages (as well as tobacco) is being studied. 

There is need to expand educational measures directed at young people. Material for 
courses on alcohol and tobacco problems is supplied to schools on request. 

Measures requiring particular emphasis with respect to management include: medico - 
social care of drinkers, especially women; support in the family setting (some programmes are 
carried out with the help of social workers); close collaboration between the various medical 
services of large enterprises. 

At present there is no official body designated to coordinate national efforts at 
investigating and dealing with alcohol problems, but the establishment of a national committee 
for the study of alcoholism is recommended as an urgent step. 
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MALTA 

Although there is a general impression that alcohol consumption is rising in Malta - 

apart from that resulting from increasing numbers of tourists visiting the country - there 

are no indications of consequent serious problems. 

The available evidence is not comprehensive but the alcohol situation is under study, 

in conjunction with investigation of experimental use of drugs, which seems to be increasinc. 

Some legislative provisions exist concerning the availability of alcohol, and emergency 

and psychiatric hospital services can be used for patients with alcohol problems. 

These questions are being considered by the government with advice from a medical expert. 

If a policy statement is formulated, emphasis is likely to be placed on preventive measures - 

primarily educational - enforcement of legislation on drinking and availability of alcohol 

to certain age groups and training of health and social welfare staff to deal with alcohol 

problems. Interdepartmental action would be coordinated as a health responsibility. 

References 

Malta. Department of Health (1982) Response to WHO Outline document for Technical 

Discussions, WHA35, typescript. 

N E T H E R L A N D S 

In 1975 the Minister of Public Health and Environmental Protection requested the Health 

Council, an independent advisory body, to inform and advise the government on the consequences 
of the dramatic recent rise in alcohol consumption in the Netherlands and to submit suggestions 

on how to stabilize or even lower the current trend. A special Commission of the Health 
Council, comprising members from central government, treatment agencies, traffic safety and 

public relations prepared a draft report. The related question concerning availability of 
alcoholic beverages could be considered by the Interdepartmental Steering Group on Alcohol 
Policy. Such information might be used to formulate an explicit alcohol policy, under the 

responsibility of the Ministry of Health and Environmental Protection. 

Considerable information is already available on which to base a 
including a profile on alcohol problems and prevention based on a WHO 

official health statistics, the material collected regularly by SWORD 
Study of Alcohol and Drug Use) the results of surveys (e.g. reference 

the Dutch Foundation for the Scientific Study of Alcohol and Drug Use 

national alcohol policy, 
Outline (reference 1) 

(Foundation for the 
4) and work supported by 
(e.g. reference 2). 

At present, efforts at reducing the availability of alcoholic beverages are limited, 
partly because heavier use and its consequences have only recently started to become more 

widespread, partly, perhaps, because brewing and distilling are important industries, and 
partly because popular pressure has not yet made clear the need for restrictive measures. 
However, in 1981 there was a move to review the laws governing the distribution of alcoholic 
beverages that had been relaxed in 1967 (reference 3). 

Educational measures are considered to be important in the preventive field. Various 
private institutions, such as the National Commission against Alcoholism, are involved in 

educational efforts. In the design of school programmes, both teachers and pupils are 
involved. 

A Federation (FZA) is concerned with the coordination of the work of treatment facilities, 
many of which are community based. There are extensive social welfare and subsidized treatment 
provisions in the Netherlands that can be used to deal with alcohol -related problems. However, 
it is considered that there is need for reinforcement of programmes concerning the management 
of problems in the family setting, and in the employment setting. 
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The development of national alcohol policies and programmes is promoted and coordinated 

partly by the Ministry of Public Health and Environmental Protection, the Interdepartmental 

Steering Group on Alcohol Policy and the FZA (Federation of Institutions for the Care of 

Alcohol and Drug Patients) together with various voluntary organizations (reference 3). 
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N O R W A Y 

The major objective of alcohol policies in Norway, as shown in a 1980 white paper 
(Parliamentary document based on the report of a group of secretaries of State is the reduction 

of total consumption of alcoholic beverages. Measures are being taken to strengthen the control 

of marketing and to discourage demand by means of improved information. 

A review of the alcohol situation in Norway was made along the lines of the WHO Outline 

of inquiry (reference 3) and further information was brought together and considered for the 

above alcohol policy debates (ref. 2). 

Among the proposed more recent policy measures for reducing alcohol availability are: 

i) at a minimum, maintenance of prices and taxes at present levels; 

ii) abolition of tax -free importation, or at least increase in minimum absence before 

such importation; 

iii) abolition of serving of tax -free alcohol on ships, aircraft etc. 

iv) strengthening of controls on home brewing,numbers of outlets, distribution, etc. 

v) restriction on alcohol use at official receptions; 

vi) enforcement of regulation that alcohol outlets should serve also non- alcoholic 

beverages. 

A new nation -wide public education campaign is suggested, to be based on community 

involvement and to be run by the temperance organizations in collaboration with voluntary bodies 

working in a broader health and social framework. School education on alcohol and narcotics 

will be reviewed and strengthened. Special support is proposed for alcohol -free meeting 

places for young people. 

An increase in resources for the detoxification and further inpatient and outpatient 

treatment of alcohol -dependent persons is suggested, as well as decentralization of care and 

research on alternative treatment measures. 
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All the above proposals are currently under consideration by Parliament. Their imple- 
mentation will depend in many cases on the priorities decided upon within communities, but 
additional government support will be available, 

Coordination in reviewing alcohol problems, formulating appropriate recommendations and 

ensuring the implementation of proposed action are the responsibility of the Directorate for 
Alcohol Problems. The National Institute for Alcohol Research collaborates in the compilation 

and analysis of information and carries out additional investigations (ref. 1). 
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R O M A N I A 

Alcohol consumption is not considered to be giving rise to serious health, social or 
economic problems in Romania. Nevertheless, a number of control and educational measures 
have been taken as part of the overall national health and health education plans. 

The available information is considered to be adequate as a basis for the development of 
policies and programmes and has been used for this purpose. Results of investigations on 
alcohol consumption are presented to the Ministry of Health and the Ministry of the Interior. 

Measures taken to limit the availability of alcoholic beverages include state planning 
of production; limitation of sale; limitation of access to alcoholic beverages by young 
people; reduction in the quantity and variety 6f spirits available; prohibition of 
alcoholic beverages in the place of employment; and improvement in the variety and quality 
of non- alcoholic beverages. 

There is a strong educational programme concerned with counteracting various consequences 
of alcohol consumption. This is carried out within the framework of the single national health 
education plan and involves more than 20 state bodies, central and local mass and social 
organizations, which cover most of the population, with different approaches suited to 
special sociodemographic groups. High -risk heavy drinkers are approached through individual 
discussions. 

Questions concerning health damage as a consequence of alcohol consumption are dealt 
with as a part of long -term health plans, for example in programmes concerned with cardiovascular 
diseases, cancer and neuropsychiatric disorders. Advanced cases of alcoholism, with serious 
repercussions on the individual, his family or his work, are rare and not considered to 
constitute an important problem in the country. Moreover, increase in drinking, especially 
of spirits, is not seen among women in Romania. On the contrary, they exert a positive 
influence on men and young people, towards moderation in drinking. 

It has not been found necessary to establish a special coordinating body at national 
level for the development of the above policy and programme measures. 
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SWEDE N 

A Governmental Committee on Alcohol Policy was appointed in 1965 and presented its final 

report in 1974, preparing the way for alcohol legislation reform in a Government Bill which 
came into force in January 1978. This Bill defines the aims, focus and allocation of 
responsibilities in connexion with public alcohol policy. The overriding policy is to limit 

total consumption of alcohol in order to reduce drinking and alcohol -related damage. As 

emphasized in the Bill, the necessary action should be taken primarily through socio- political 
measures to improve conditions within working life, family life, schools, housing and leisure. 

Extensive information required as a basis for national policy has been brought together 

in several recent publications (references 1 -5) and various agencies are engaged in 

continuing information collection and review (National Board of Health and Welfare (NBHW), 

State Liquor Monopoly, Swedish Council for Information on Alcohol and other Drugs (CAN), 

Central Bureau of Statistics). It is recognized that alcohol consumption is leading to serious 
and increasing social and health problems in Sweden, but that a more comprehensive review of 
the extent of the problems is needed for policy purposes. 

Measures for reducing the availability of alcoholic beverages are incorporated in various 

acts concerning manufacture, sale and taxation. The maintenance of relatively high prices is 

considered to be probably the most effective of the policy measures taken for restraining 

consumption. Other restrictions, such as the limitation of sale of spirits, wines and strong 
beer to the retail stores of the State liquor monopoly have not been lifted. In the summer 

of 1981, these stores were experimentally closed on Saturdays and the effect on consumption is 
being evaluated. 

Great importance is attached to public education as a means of affecting public opinion 
and influencing drinking habits. Such education is organized both by public authorities 
(e.g. the Committee on Health Education of the NBHW, in collaboration with regional and local 
councils, the National Board of Education, the Swedish Board of Road Safety, CAN, and the 

Alcohol and Narcotics Council, with representatives from employer organizations and trade 

unions) and by voluntary organizations (e.g. temperance bodies). 

A report on the care of alcoholics (references 1 and 3) provides a basis for planning 

improved services, with consideration of local responsibility. New social welfare legislation 
(1982) contains a provision expressly obliging municipal social welfare committees to 
collaborate in preventing and counteracting the abuse of alcohol and other habit -forming 
substances. 

Most research on alcohol problems in Sweden has been biomedical, but greater attention is 

now being given to operational research leading to action and evaluative research on treatment 
measures. 

The main responsibility for coordination of efforts concerning the development of an 

alcohol policy and programmes devolves upon the NBHW. Under its aegis, a Joint Agency for 

Alcohol Questions (SAMO) was established in 1980. It includes the Under - Secretaries of the 

Government Departments concerned and the heads of certain administrative boards. Its task is 

to put forward proposals concerning, for example, information, legislation and care concerning 

alcohol and alcohol problems (references 4 and 5). 
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T U R K E Y 

Alcohol consumption is recognized by the health, social and economic sectors as 

potentially leading to major public health problems, but this is not yet the case. 

Some information on these questions has been brought together. The rate of increase in 
alcohol consumption, for example, is twice the rate of population growth and there has been a 

disturbing increase in alcohol -related health problems recently. The available evidence is 

sufficient for initial policy development. 

There are various administrative, legislative and economic regulations that could be used 
as preventive measures, but they are not actively implemented. For instance, the beer industry 
has been successful in obtaining exemption from restrictions against drinking in the employment 
setting. Further restriction of advertising is required. 

There are considerable cultural safeguards against the use of alcohol within the family 
among many social groups, especially in rural areas. However, in urban areas, changing social, 
ethical and religious values are probably contributing to a higher prevalence of alcohol 
problems. 

Further attention is needed to development of treatment and rehabilitation centres and to 
management of alcohol problems in the general context of primary health care. 

A number of proposals are made for research priorities, including epidemiological and 

evaluative studies. 

These topics were discussed during a recent meeting of health authorities and the 
recommendation for most urgent action was the establishment of a national interministerial, 
interdiscipliniary coordinating body to deal with mental health and alcohol- and drug -related 
problems, with a subsection devoted to the latter two topics. 
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U N I T E D K I N G D O M 

The United Kingdom Government has recently reviewed its policies on alcohol and the Health 
Departments published in December 1981 a discussion document entitled "Drinking sensibly" 
(reference 2). The objective of the document is to widen understanding of the problem and of 

the issues involved. A crucial issue in tackling alcohol misuse is how far Governments can 
and should seek to intervene in what is seen by many people as a matter of individual choice 

and responsibility. The document highlights elements of a preventive strategy which can be 
undertaken now, such as improved health education, and training for professional groups. The 

UK Government wishes to encourage informed debate before considering the scope and need for 
further specific preventive measures of a more controversial nature. 

"Drinking sensibly" identifies a number of problems relating to alcohol misuse including 

health problems, impaired relationships and loss of means of support as problems for the 

drinker; family disruption, child development problems, and loss of income as problems for 

the drinker's family; and misuse of health service resources, the economic costs of lost 

production, and increased numbers of accidents and morbidity as the consequences for society 

in general. These problems appear to have been increasing over the last 10 -15 years, 

particularly among the young and women, but the quality of data in particular on the social 

and economic consequences of misuse could be improved. Considerable additional information 

has been compiled (reference 3). 

The Health Departments monitor the situation along with the organized voluntary sector 

and the Government funded Health Education Council and the Scottish Health Education Group. 

In view of the need to promote informed public debate on, among other things, whether 

increased alcohol -related harm is linked to increased availability of alcohol, the UK 

Government has no plans to relax existing liquor licensing laws, despite pressures to do so. 

The UK Government also takes into account the public health and social implications among 

other factors when changes in taxation rates on alcoholic drinks are considered. 

Key elements of the Government's preventive strategy which is set out in Chapter IX of 

"Drinking sensibly" are the provision of factual information on alcohol, and encouragement of 

training initiatives for professional groups who are able to influence public attitudes. 

Measures have been taken to highlight the risks of drinking and driving and arrangements 

are being worked out to check on whether certain high -risk drink and driving offenders who 

lose their licences are fit to have their licences returned to them. 

The Health Departments' approach towards the management and treatment of alcohol problems 

is founded on the need to develop a coordinated response within the community and multi- 

disciplinary professional involvement, and to move away from automatic reliance on medical 

treatment. To promote early identification and effective intervention, local initiatives by 

employers and unions to help problem drinkers at work are being encouraged. 

Adequate arrangements for policy coordination between Government departments exist, but 

coordination between the efforts of health education interests, voluntary organizations, and 

the drinks industry at a national level could be improved. This area of activity is currently 

the subject of review. 
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S O U T H - E A S T A S I A R E G I O N 

I N D I A 

Prohibition is included among the Directive Principles of State Policy set out in the 
Constitution of India, Article 47, as follows: 

"The State shall regard the raising of the level of nutrition and the 
standard of living of its people and the improvement of public health among its 

primary duties and, in particular, the State shall endeavour to bring about 
prohibition of the consumption except for medical purposes of intoxicating drinks 
and of drugs which are injurious to health." 

Much information relevant to alcohol policy development was brought together in a review 
(reference 3) as part of a WHO project on prevention of alcohol -related problems. This review 
refers to data compiled under government auspices (reference 2) and research findings. There 
is no national level agency to collect, analyse and monitor alcohol -related information, but 
indications suggest that alcohol consumption is increasing in some States. In the absence of 

proper information it cannot be established that consumption of alcoholic beverages is giving 
rise to serious problems in India. 

The implementation of measures to reduce the availability of alcoholic beverages is a 

responsibility of State Governments, but the Government of India has sought to persuade the 
States to adopt a uniform prohibition policy. The production of alcoholic beverages is 

regulated by licence and home distilling is illicit (except by tribal populations, for non- 

commercial purposes). Importation of alcoholic beverages is controlled by customs and excise 

laws and is very heavily taxed. Purchases have to be made through licensed shops. 

Measures taken to reduce the demand for alcoholic beverage include publicity through the 
mass media on harmful consequences of alcohol consumption, inclusion of courses in school 

curricula, and financial assistance to voluntary organizations to promote prohibition. 

There are no special service programmes for the treatment of persons with alcohol problems, 

who are dealt with mainly in the psychiatric departments of general hospitals in cities. 

Several research studies have been made to assess the effects of alcohol consumption on 

health and nutrition and some important epidemiological and operational research has been 

carried out in both urban and rural areas (e.g. references 4 and 5). 

The coordination of policies and programmes is promoted mainly by the Central Prohibition 

Committee, attached to the Ministry of Education and Social Welfare. The Committee comprises 

all the Ministers in charge of Prohibition in the various State Governments together with 

representatives of voluntary organizations. Periodical reviews of prohibition policy and the 

progress of its implementation are made by the Committee. In 1955, detailed guidelines for 

immediate and long -term measures for achievement by the States of total prohibition were 

drawn up by the Committee and advocated by the Government. They included: 
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í) introduction and gradual increase in proportion of "dry days" (no sale of 

alcoholic beverages); 

ii) stoppage of drinking in public places; 

iii) discontinuance of advertising; 

iv) non- renewal or withdrawal of certain licenses, withholding of new licenses; 

v) personal example of non- drinking by leaders of public opinion; 

vi) assistance to de- addiction centres and to families of addicts; 

vii) reduction of allocation of alcohol for consumption and greater diversion for 
industrial pruposes; 

viii) promotion of alcohol education. 

In order to promote prohibition, the Union Government offered to compensate the State 
Governments to the extent of 50% of their loss in excise revenue resulting from introduction 
of prohibition. 
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M O N G O L I A 

Alcohol consumption is recognized as creating a threat to the health of mankind, but 
alcohol problems and chronic alcoholism do not constitute serious problems in Mongolia. The 

main efforts needed against alcoholism are therefore seen as preventive. 

It is known that there has been a recent tendency towards increase in consumption in towns. 

An annual review is made of data from the addiction departments of outpatient clinics. 
However, it is considered that there is need for extended collection and monitoring of alcohol 
information, which would entail the strengthening of the narcological office with qualified 
personnel. 

Measures to reduce the availability of alcoholic beverages include limitation of the sale 
of spirits on holidays and the preceding day, and restriction of sale to defined specialized 
shops. 

An extensive campaign was carried out with the help of medical workers, concerning the 
dangers of alcohol, especially among young people. Efforts are made to persuade people to • limit alcohol consumption during holidays and festivals. There is a need to carry out health 
education in families of alcoholics, and also in the community, so as to provide collective 
supervision and control of the alcoholic after treatment. 

As for treatment and management measures, the central narcological office with a State 
psychoneurological outpatient clinic (dispensary) deal with questions of treatment and out- 
patient follow -up of cases of chronic alcoholism and alcoholic psychosis. A resolution of the 
Council of Ministers and Legislative Bodies concerns compulsory treatment of deteriorated 
alcoholics. 

A recommendation for urgent action is to provide training to prepare a highly qualified 
narcological specialist. 
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W E S T E R N P A C I F I C R E G I O N 

A U S Т R A L I A 

The seriousness of alcohol -related problems is well recognized, but it appears that a 
plateau of consumption and problems has been reached in recent years. 

In 1977, the Senate Standing Committee on Social Welfare reported (reference 2) on an 
inquiry into the use of drugs in Australia, with detailed references to alcohol. The Govern- 
ment, after considering the report,announceithat it had "adopted a specific policy on alcohol 
and alcohol abuse" ... "and will employ preventive and curative measures to combat alcohol 
abuse ". ... and "will use both general and specific approaches ". Among the latter, the 
Government will "take health considerations into account when formulating levels of excise 
on alcohol in future Budgets" (ref. 3). 

The available evidence is adequate as a basis for formulating general policies and 
programmes (see e.g. refs 4 and 5). Responsibility for collection and analysis of alcohol 
information and for monitoring change comes under the Department of Health in association 
with other Federal and State authorities. In 1980, the Australian Health Ministers' 
Conference established a National Standing Committee on Alcohol, one of its tasks being to 
improve data collection and processing. 

Alcohol availability is controlled through local and state bodies responsible for 
administering liquor licensing acts and there is some emphasis on careful introduction of 

restrictions which might reduce some problems with minimum infringements of personal liberties: 
pricing mechanisms,for example, have hardly been used as control measures, except for a 
lowering of taxes on low- alcohol beer. 

Attempts to reduce demand have focused on education in schools and public education on 
alcohol on the roads. Community programmes stressing positive values - "healthy life styles" - 
have been organized. The impact of moral and religious influences, on the other hand, has 
considerably diminished in recent years. Alcohol advertising is subject to a voluntary code. 

As for management programmes, it is considered that a major investment in special pro- 

grammes is neither required nor envisaged. In managing the drinkers' alcohol problems there 

is need for early identification and intervention. For this to be done requires training of 

staff - particularly general practitioners - to develop the necessary attitudes and skills. 

There is interest in preventing the development of brain damage by the addition of thiamine 

to alcoholic beverages. 

The need to see "alcoholism" as a family problem is well recognized and bodies such as 

AA, Al -Anon and Alateen provide support. 

Occupational programmes are relatively well developed (ref. 6). 

The response states that priorities in research demand a balance between operational 
research directed at improving immediate response to current needs and biomedical research 
directed at long -term improvements in treatment and in prevention. 

It is agreed that a comprehensive approach to alcohol problems is required, but that it 

will be moderated by community attitudes and demands, which are affected not only by efforts 
at public information but also by contrary pressures. 

Among the most urgent requirements noted is the establish 

ministerial and interdepartmental mechanisms for evaluating the impact of alcohol on society 
and for developing optimal policies, taking a wide variety of issues into account. 
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R E P U B L I C O F K O R E A 

There are some indications that problems related to alcohol consumption are rising, 
(e.g. traffic accidents and delinquency) but there is no explicit alcohol policy. 

Although there are no national agencies concerned with the collection and monitoring of 
relevant data, some statistics have been compiled suggesting that alcohol consumption may 

lead to serious problems. The per capita ethanol consumption in 1981 for the age -group 

14 -55 years was estimated at 9 1. Two epidemiological studies revealed high rates of alcohol 

dependence among males and the mortality rate from chronic liver diseases and liver cirrhosis 

is high among males. 

Existing preventive measures include a law against drinking by adolescents, use of breath 

testing by police, and pressure for abstinence by the Protestant church. There is need to 

reinforce educational campaigns. 

The main recommendations for urgent action are: 

i) to conduct multidisciplinary operational research on alcohol problems in order to 

develop comprehensive preventive measures; 

ii) to ensure the implementation of the proposals under the responsibility of the 

Ministry of Health and Social Affairs. 
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N E W Z E A L A N D 

Various Ministers of the Crown have referred to the serious nature and extent of the 
health, social and economic problems resulting from alcohol abuse in New Zealand. In a recent 
speech the Minister of Health stated that "Misuse of alcohol is a major public health problem 
... of grave concern to all those involved in the planning and delivery of health care 
services ... ". 

The Government has not yet issued an explicit alcohol policy statement but a comprehensive 
policy is being worked out by the Health Department and by the Alcoholic Liquor Advisory 
Council (ALAC) which was established in 1977 with the statutory functions of encouraging 
moderation in the use of alcohol, discouraging its misuse and minimizing the personal, social 
and economic evils resulting from the misuse of alcohol: 

Important reviews of alcohol consumption and alcohol problems have been compiled 
(references 2 and 3). Data collection is improving with the help of ALAC and continued 
monitoring of the situation is being planned. 

A great deal of consideration has been given to the prevention and management of alcohol 
problems at national level between ALAC and the Health Department. 

As regards reducing availability, a principal aim is first to hold, and then reduce the 
per capita consumption of alcohol. This is still rising at present, and about $1 000 million 
were spent in 1981 on alcohol in New Zealand, i.e. about $450 per head of the population over 
the age of 16 years. Efforts should be made to restrict production of alcoholic beverages, 
especially of wine, whose output is likely to double in about 5 years from now. 

Total, or even partial prohibition would not be politically feasible or expedient, but it 

is hoped that the public can be persuaded to accept some restrictions on production, sale and 
distribution of alcoholic beverages in the interest of health and welfare of the individual 
aid society. At the end of the last Parliamentary session, a Bill was introduced that would 
have increased availability, lowered drinking age, etc.. There is strong pressure for alcohol 
to be made available in grocery supermarkets, for example. These liberalising efforts were 
successfully resisted. The Planning Council have recommended that alcohol price increases 
take place in line with general inflation. The granting of ancillary licences to sporting 
clubs has been the cause of the latest considerable increase in the number of outlets for 
alcohol in the past 3 years. 

Some progress has been made in implementing measures aimed at reducing demand for 
alcoholic beverages. The combined efforts of ALAC and the Health Department have already 
raised the awareness of the public as to the great extent of alcohol problems of all kinds 
in the community, and the huge cost to them as taxpayers (estimated at being about $5 000 
million annually, the revenue being about half that amount). Recently, the Education 
Department launched a carefully planned alcohol education scheme in all the schools, with 
a comprehensive resource kit for the use of teachers. This is part of an integrated scheme 
devised by the Health Education Resource Project team of the Department. There has been a 
campaign by ALAC in which people giving parties are advised to provide alternatives to 

alcohol; not to be heavy -handed with alcohol; not to insist that people drink alcohol; 
always to provide food when serving alcohol. 

By 1981, all Health Districts had planned, and many had already arranged for appropriate 
education and in- service training to achieve reasonable competence among all health workers 
as to preventive steps, effective early intervention for secondary prevention, and proper 
management of incipient or established alcohol problems. 

More support is needed for programmes for the management of alcohol problems in the 

individual, the family and industry. Programmes concerned with the individual and with 
industry are furthest ahead. Very little has so far been done in the family setting except 
through the Alanon Family Groups. It is hoped that more formal efforts through statutory 
health service personnel will be instituted in the near future. Several treatment programmes 
have, however, been incorporating the spouse so far as possible. 
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Various programmes, statutory and voluntary, are being developed on a multidisciplinary 
basis, to help specific groups, such as unemployed young people who, if living at home, are 
relatively affluent because of the unemployment benefit. It is expected that both drug and 
alcohol problems will increase in such groups unless positive preventive and management 
measures are taken. 

ALAC and the Health Department have done much to coordinate efforts aimed at defining and 
implementing an alcohol policy. There are local coordinating committees on alcoholism in most 
districts in New Zealand, and several more are being established. 

Recommendations for urgent action include: 

i) all possible steps must be taken to reduce consumption, by curtailing supply, 
distribution and availability, and, as far as possible by reducing demand; 

ii) a greater awareness of the immensity of alcohol problems must be produced by 
education and information campaigns using all media; • iii) every effort must be made to control alcohol -related accidents, in industry, on 
the roads, on the water, and in connection with dangerous sports and recreations. 
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P A P U A N E W G U I N E A 

Reports of rapid increases in alcohol consumption and of related problems led the 
government to initiate a project to carry out nationwide research on alcohol use and abuse 
and to make specific policy recommendations. 

An alcohol research team was established in early 1980 within the Institute of Applied 
Social and Economic Research (LASER) to take charge of the project. The team collected and 
analysed available data and made surveys in rural and urban areas. This material was 
discussed at a conference in which Provincial Liquor Board representatives participated. 

The major findings confirmed the continuing increase in alcohol consumption and damaging 
consequences, both social and biomedical. 

Strong recommendations were made to the government concerning the urgent need 

i) to reduce accessibility to aid availability of alcohol; 

ii) at the same time, to begin a strong programme of alcohol education; and, 

iii) to establish a National Alcohol and Drug Abuse Research Centre. 
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By limiting the present number of licensed premises the government and local communities 
could reduce consumption and better control enforcement; by banning take -away sales the 
purchase of enormous quantities of alcoholic beverages for ceremonial exchanges could be 
checked. Apart from developing educational material in the vernacular for use with modern 
educational methods, authorities might institute mandatory training courses for arrested 
drunken drivers reapplying for a driving licence, which might help to reduce one of the 
world's highest death rates for motor vehicle accidents (67 per 10 000 registered vehicles in 
1979). The proposed research centre could extend the work of the IASER alcohol project by 
continuously monitoring the alcohol and drug situation and helping the government to take 
immediate and appropriate action. 
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T O N G A 

Although no studies have been carried out concerning alcohol consumption and the extent 
of various alcohol problems, it is fairly clear that the incidence of such problems is 
increasing. 

The only data at present available concern charges for drunkemess which is seen mainly 
among unemployed males of 20 -25 years, but, increasingly, high school students are starting 
to consume alcoholic beverages. It is considered essential to carry out a study of alcohol 
problems and this could be done through the Ministry of Health. 

The only restrictions on alcohol availability are the licensing of dealers and the 
requirement of an annually renewable permit for purchase. If a study confirms that the 
extent of alcohol problems is increasing, such restrictions should be maintained and no 
authorization should be given to establish breweries in the country (there are none at present). 
In addition, intensive educational programmes should be carried out through interministerial 
cooperation. 

Management of health -related alcohol problems is available at the hospitals. Any further 
policy should include planned programmes involving the community. 

An effective approach to programme development would require Government approval and 

support at high level and should be managed by social workers, psychologists and a well 

prepared surveillance committee. 
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PROPOSED QUESTIONS FOR DISCUSSION GROUPS 

It is proposed that, in each Discussion Group, consideration should be given to all the 
following main questions. The speakers may wish to illustrate their points with reference 
to experience in their own countries, including examples already provided in the responses 
to the WHO inquiry. 

(1) TO WHAT EXTENT AND IN WHAT CIRCUMSTANCES IS IT DESIRABLE FOR A COUNTRY TO 
ESTABLISH AN EXPLICIT AND COMPREHENSIVE POLICY CONCERNING THE PREVENTION 
AND MANAGEMENT OF ALCOHOL PROBLEMS? 

This would be seen as a general introductory discussion. Criteria to 

be considered might include the following: 

i) availability of information on the situation (see section 7.2) 

ii) indicators of alcohol problems, e.g.,alcohol availability, consumption(3.1;3.2) 

iii) extent of alcohol problems, and changing trends (3.3; Annex 2) 

iv) conditions of accelerated social, cultural and economic change (4.1). 

v) the specific sociocultural and economic situation (4.2) 

vi) burden of high -risk groups (5) and costs of management of problems (6.2) 

vii) possibilities of implementing'a policy (7.3) 

(2) WHAT IS THE RANGE OF ALCOHOL PROBLEMS TO BE DEALT WITH IN A NATIONAL 

ALCOHOL POLICY? 

Consideration might be given to whether such a policy should focus on 
individual health consequences of alcohol consumption, or should be concerned 
also with the repercussions on the community (see section 3.3 and Annex 2) 

(3) IN DEVELOPING NATIONAL ALCOHOL POLICIES,WHAT RELATIVE EMPHASIS SHOULD BE 
PLACED ON PREVENTION AND ON MANAGEMENT? • See section 6, particularly 6.4 

(4) WHAT IS LIKELY TO BE THE MOST EFFECTIVE COMBINATION OF MEASURES FOR 
PREVENTION POLICIES? 

See section 6.1 

(5) HOW ARE NATIONAL ALCOHOL POLICIES TO BE PLANNED AND PUT INTO ACTION? 

See section 7 

(6) HOW CAN WHO COOPERATE FURTHER WITH COUNTRIES IN DEVELOPING ALCOHOL 

POLICIES? 

See section 8 


