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ABSTRACT
This article summarizes the contents of Alcohol: No Ordinary Commodity (2nd edn). The first part of the book describes
why alcohol is not an ordinary commodity, and reviews epidemiological data that establish alcohol as a major contributor to the global burden of disease, disability and death in high-, middle- and low-income countries. This section
also documents how international beer and spirits production has been consolidated recently by a small number of
global corporations that are expanding their operations in Eastern Europe, Asia, Africa and Latin America. In the
second part of the book, the scientific evidence for strategies and interventions that can prevent or minimize alcoholrelated harm is reviewed critically in seven key areas: pricing and taxation, regulating the physical availability of
alcohol, modifying the drinking context, drink-driving countermeasures, restrictions on marketing, education and
persuasion strategies, and treatment and early intervention services. Finally, the book addresses the policy-making
process at the local, national and international levels and provides ratings of the effectiveness of strategies and
interventions from a public health perspective. Overall, the strongest, most cost-effective strategies include taxation
that increases prices, restrictions on the physical availability of alcohol, drink-driving countermeasures, brief interventions with at risk drinkers and treatment of drinkers with alcohol dependence.
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SETTING THE POLICY AGENDA
From a public health perspective, alcohol plays a major
role in the causation of disability, disease and death on a
global scale. With the increasing globalization of alcohol
production, trade and marketing, alcohol control policy
needs to be understood not only from a national perspective but also from an international purview. The same is
true of alcohol science, particularly policy research. In
the past 50 years considerable progress has been made in
the scientific understanding of the relationship between
alcohol and health. Ideally, the cumulative research evidence should provide a scientific basis for public debate
and governmental policy making. However, much of the
scientific evidence is reported in academic publications
and the relevance of this information for alcohol policy
often goes unrecognized. To address the need for a policyrelevant analysis of the alcohol research literature, the

authors published the first edition of Alcohol: No Ordinary
Commodity in 2003, continuing in the tradition of integrative reviews dating back to 1975 [1,2].
The revised, second edition of Alcohol: No Ordinary
Commodity [3] reflects the considerable expansion of scientific evidence for effective alcohol policy since the original publication. The second edition also responds to the
fact that many parts of the world that have traditionally
had relatively low aggregate levels of alcohol consumption and weak alcohol controls (e.g. sub-Saharan Africa
and parts of Asia) are experiencing an expansion of
commercial production and sophisticated marketing
campaigns by the alcohol industry.
NO ORDINARY COMMODITY
Alcoholic beverages are an important, economically
embedded commodity. Alcohol provides employment for
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Figure 1 Why alcohol is no ordinary commodity; relationships
among alcohol consumption, mediating factors and alcohol-related
consequences (reprinted with permission)

people in bars, restaurants and the agricultural sector,
brings in foreign currency for exported beverages and
generates tax revenues for the government, but the economic benefits connected with the production, sale and
use of this commodity come at an enormous cost to
society. Three important mechanisms explain alcohol’s
ability to cause medical, psychological and social harm:
(1) physical toxicity, (2) intoxication and (3) dependence.
Alcohol is a toxic substance in terms of its direct
and indirect effects on a wide range of body organs and
systems [4]. With chronic drinking and repeated intoxication a syndrome of interrelated behavioural, physical
and cognitive symptoms develops, referred to as alcohol
dependence. As illustrated in Fig. 1, the mechanisms of
toxicity, intoxication and dependence are related to the
ways in which people consume alcohol, referred to as
‘patterns of drinking’. Drinking patterns that lead to
elevated blood alcohol levels result in problems associated
with acute intoxication, such as accidents, injuries and
violence. Drinking patterns that promote frequent and
heavy alcohol consumption are associated with chronic
health problems such as liver cirrhosis, cardiovascular
disease and depression. Sustained drinking may also
result in alcohol dependence, which impairs a person’s
ability to control the frequency and amount of drinking.
For these reasons, alcohol is not a run-of-the-mill consumer substance.

ALCOHOL CONSUMPTION TRENDS AND
PATTERNS OF DRINKING
Alcohol consumption varies enormously, not only among
countries but also over time and among different population groups. Alcohol consumption per capita is highest in
the economically developed regions of the world. It is generally lower in Africa and parts of Asia, and is particularly
low in the Indian subcontinent and in Moslem countries

and communities. Western Europe, Russia and other
non-Moslem parts of the former Soviet Union now have
the highest per capita consumption levels, but levels in
some Latin American countries are not far behind [4,5].
With a few exceptions, there has been a levelling-off or
decline in drinking in many of the high alcohol consumption countries from the early 1970s to the early 2000s,
particularly in the traditional wine-producing countries
in Europe and South America [6]. In contrast, increases
in per capita consumption have been noted in emerging
markets for alcohol in many low- and middle-income
countries [5].
As the per capita consumption in a population
increases the consumption of the heaviest drinkers also
rises, as does the prevalence of heavy drinkers and the
rate of alcohol-related harm [7,8]. Much of the variation
in alcohol consumption from one part of the world to
another is attributable to differences in the proportions of
adults who abstain from drinking altogether. This suggests that per capita consumption will increase steeply if
the proportion of abstainers declines, particularly in the
developing world, where abstention is common.
Men are more likely to be drinkers, and women
abstainers. Among drinkers, men drink ‘heavily’ (i.e.
to intoxication, or large quantities per occasion) more
often than women. Older age groups favour abstinence
and infrequent drinking while young adults have higher
levels of frequent intoxication [9].
The composition of social and health problems from
drinking in any particular country or region is related to
the drinking patterns and total amounts consumed in
that country or region. These differences may help to
explain why prevention and intervention strategies vary
from one society to another. However, with the spread of
commercial alcohol increasing homogeneity in drinking patterns, alcohol policy needs are likely to become
increasingly similar.

THE GLOBAL BURDEN OF
ALCOHOL CONSUMPTION
Alcohol accounts for approximately 4% of deaths worldwide and 4.65% of the global burden of injury and
disease, placing it alongside tobacco as one of the leading
preventable causes of death and disability [4,10]. In
high-income countries, alcohol is the third most detrimental risk factor, whereas in emerging economies such
as China alcohol ranks first among 26 examined. Some of
the most important individual harms related to alcohol
are coronary heart disease, breast cancer, tuberculosis,
motor vehicle accidents, liver cirrhosis and suicide.
Overall, injuries account for the largest portion of the
alcohol-attributable burden. Volume of drinking is linked
to most disease outcomes through specific dose–response
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relationships. Patterns of drinking also play an important
role in the disease burden. Coronary heart disease (CHD),
motor vehicle accidents, suicide and other injuries have
all been linked to heavy episodic drinking [4]. Moderate
drinking has CHD benefits for some individuals, but has
also been linked to an increased risk of cancer and other
disease conditions.
Alcohol consumption is also a risk factor for a wide
range of social problems [11]. Although there is plausible
evidence for a direct causal link between alcohol consumption and violence [12], the relationship is more
complex for problems such as divorce, child abuse and
work-related problems. Alcohol consumption can impact
negatively people other than the drinker through alcoholrelated crime (e.g. domestic violence), family dysfunction,
traffic accidents and problems in the work-place. In sum,
alcohol contributes to both social and health burdens.

GLOBAL STRUCTURE AND STRATEGIES
OF THE ALCOHOL INDUSTRY
The alcohol industry is an important but understudied
part of the environment in which drinking patterns are
learned and practised, especially with the growth of
modern industrial production, the proliferation of new
products (e.g. caffeinated alcohol ‘energy drinks’ and
alcopops) and the development of sophisticated marketing techniques. At the national level, the industry comprises beer, wine and spirits producers and importers, as
well as bars, restaurants, bottle stores and often food
stores that sell alcohol to the public. Alcohol is seen as an
important contributor to business opportunities and jobs
in the hospitality and retail sectors.
In recent years the international alcohol market has
become dominated by a few large corporations [13,14].
In 2005, 60% of the world’s commercially brewed beer
was produced by global companies, with 44% made by
the largest four: Inbev, Anheuser Busch, SABMiller and
Heineken. A similar trend has occurred in the spirits
sector, with Diageo and Pernod Ricard now managing
some of the world’s leading brands.The size and profitability of these companies support integrated marketing on
a global scale. Size also allows considerable resources to
be devoted, directly or indirectly, to promoting the policy
interests of the industry. These developments challenge
the public health sector and governments to respond with
national and global public health strategies to minimize
the health consequences and social harms resulting from
the expanding global market in alcoholic beverages.
It is often assumed that an industrialized alcohol
supply will have positive economic effects in low-income
countries, but the evidence for this is equivocal, particularly concerning job creation [15]. Research suggests
that alcohol problems increase with economic develop-
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ment [16]. Many developing countries have alcohol laws
and policies but often do not have the resources to enforce
them adequately.

THE INTERNATIONAL CONTEXT OF
ALCOHOL POLICY
Alcohol control policies at the national and local levels
have come increasingly under pressure because of conflict with international trade policies, which tend to
treat alcoholic beverages as ordinary commodities such
as bread and milk [17]. At the beginning of 2000 there
were 127 trade agreements registered at the World Trade
Organization, most of which apply to trade in alcoholic
beverages. Trade agreements generally require governments to reduce and eventually abolish all tariff and
non-tariff barriers to international trade.
When alcohol is regarded as an ordinary commodity, these agreements often hamper the effectiveness of
alcohol control policies. With the growing emphasis on
free trade and free markets, international organizations
such as the European Union have pushed to dismantle
state alcohol monopolies and other restrictions on the
availability of alcoholic beverages, and disputes under
trade agreements have resulted in reduced taxes and other
increases in availability [18,19]. Nevertheless, the impact
of international trade agreements and economic treaties
cannot be blamed entirely for the lack of effective alcohol
control policies at the national level. Although trade
agreements constrain how domestic regulations are
designed, they also allow government measures to protect
human and environmental health specifically. Policies
restricting the supply and marketing of alcohol have been
defended successfully against challenge as both necessary
and proportionate to achieving a clearly stated government health goal. However, restrictive policies often have
an aspect that is protective of local economic interests,
which makes them difficult to defend. At the international
level, public health considerations concerning alcohol
must have precedence over free trade interests [17].

STRATEGIES AND INTERVENTIONS TO
REDUCE ALCOHOL-RELATED HARM
Alcohol policy is defined broadly as any purposeful effort
or authoritative decision on the part of governments
to minimize or prevent alcohol-related consequences.
Policies may implement a specific strategy with regard to
alcohol problems (e.g. increase alcohol taxes or controls
on drinking and driving) or allocate resources toward
prevention or treatment services.
Effective policies are evidence-informed and based
upon sound theory, which increases the likelihood that
a policy that is effective in one place will be effective in
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Table 1 Theoretical assumptions underlying seven broad areas of alcohol policy, and the ‘best practices’ identified within each policy
area.
Policy approach

Theoretical assumption

Best practicesa

Alcohol taxes and other price controls

Increasing economic cost of alcohol
relative to alternative commodities will
reduce demand
Restricting physical availability will
increase effort to obtain alcohol, and
thereby reduce total volume consumed
as well as alcohol-related problems

Alcohol taxes

Regulating physical availability through
restrictions on time and place of sales
and density of alcohol outlets

Altering the drinking context

Ban on sales, minimum legal purchase
age, rationing, government monopoly
of retail sales, hours and days of sale
restrictions, restrictions on density of
outlets, different availability by alcohol
strength
Enhanced enforcement of on-premises
policies and legal requirements

Creating environmental and social
constraints will limit alcohol
consumption and reduce alcohol-related
violence
Drink-driving countermeasures
Deterrence, punishment and social
Sobriety checkpoints, random breath
pressure will reduce drink driving
testing, lowered BAC limits,
administrative licence suspension, low
BAC for young drivers (‘zero tolerance’),
graduated licensing for novice drivers
Education and persuasion: provide
Health information that increases
None
information to adults and young people
knowledge and changes attitudes will
especially through mass media and
prevent drinking problems
school-based alcohol education
programmes
Regulating alcohol advertising and other Reducing exposure to marketing which
Legal restrictions on exposure
marketing
normalizes drinking and links it with
social aspirations will slow recruitment
of drinkers and reduce heavier drinking
by young people
Conduct screening and brief intervention Alcohol dependence will be prevented by
Brief interventions with at-risk drinkers,
in health care settings; increase
motivating heavy drinkers to drink
detoxification, talk therapies, mutual
availability of treatment programmes
moderately; various therapeutic
help/self-help organization attendance
interventions will increase abstinence
among people who have developed a
dependence on alcohol
a

Based on consensus ratings of effectiveness, amount of scientific evidence and cross-national testing, these strategies and interventions received two or
more plusses (on a scale of 0–3) in all three categories. BAC: blood alcohol concentration.

others. Research has the capacity to indicate which strategies have demonstrated successful achievement of their
public health intentions and which have not. Table 1 lists
the seven main areas within which alcohol policies have
been developed and describes the theoretical assumptions
behind each policy approach as well as the specific
interventions that have been found to be ‘best practices’
because of the evidence of effectiveness, amount of
research support and extent of testing across diverse
countries and cultures.

CONTROLLING AFFORDABILITY:
PRICING AND TAXATION
Governments have long used customs tariffs on alcohol
imports and excise duties on domestic production to

generate tax revenue and to reduce rates of harm from
drinking. Dozens of studies, including a growing number
in developing countries, have demonstrated that
increased alcohol prices reduce the level of alcohol consumption and related problems, including mortality rates,
crime and traffic accidents (see [17,20,21]). The evidence
suggests that the effects of pricing apply to all groups of
drinkers, including young people and heavy or problem
drinkers, who are often the focus of government attention.
Some governments have restricted discounted sales or
established minimum sale prices for alcoholic beverages.
While somewhat limited, the evidence suggests that
raising the minimum price of the cheapest beverages is
effective in influencing heavy drinkers and reducing rates
of harm [22]. Other research [23] shows that alcohol
consumption can be reduced by increasing the price of
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drinks (e.g. alcopops) that are designed and marketed in a
way that appeals to young adults.
Despite its apparent effectiveness, taxation as a
method of reducing harm from drinking appears to
have been under-used. In recent decades, the real price
of alcoholic beverages has decreased in many countries, at a time when other alcohol control measures
have been liberalized or abandoned completely
[19,24,25]. Prices have declined partly because governments have not increased tax levels in accordance
with inflation and rising incomes. In some cases alcohol
taxes have been reduced to compete with cross-border
imports and smuggling, or to comply with trade dispute
decisions.

REGULATING THE PHYSICAL
AVAILABILITY OF ALCOHOL
Restrictions on alcohol availability focus upon regulating
the places, times and contexts in which consumers can
obtain alcohol, and include both partial and total bans on
alcohol sales. There is great variability in regulation of
access to alcohol. A number of countries have monopolies for at least some form of retail sale, and many Islamic
states and some localities elsewhere practice total prohibition. In contrast, there is concern in many developing
countries that cheap, informal-produced and illegal
alcohol is largely unregulated [17].
Research indicates strongly that as alcohol becomes
more available through commercial or social sources,
consumption and alcohol-related problems rise. Conversely, when availability is restricted, alcohol use and
associated problems decrease. The best evidence comes
from studies of changes in retail availability, including
reductions in the hours and days of sale, limits on the
number of alcohol outlets and restrictions on retail
access to alcohol [16,26–28]. Consistent enforcement of
regulations is a key ingredient of effectiveness. Licence
suspensions and revocations often provide the most direct
and immediate enforcement mechanism.
Government ownership of alcohol outlets can regulate alcohol availability in a comprehensive way. There is
strong evidence that off-premises monopoly systems
limit alcohol consumption and alcohol-related problems
if alcohol control is a central goal, and that elimination of
those monopolies can increase total alcohol consumption, especially when privatization leads to increased
outlets, expanded hours of sale and reductions in the
enforcement of policies such as not selling to underage
customers [29,30].
For young people, laws that raise the minimum purchase age reduce alcohol sales and problems, if they are
enforced at least minimally. This strategy has strong
empirical support, with research indicating substantial
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impacts on traffic and other casualties from changes to
the purchase age [23,31,32].
In general, the regulation of availability can have
large effects. The cost of restricting physical availability of alcohol is cheap relative to the costs of health
consequences related to drinking, especially heavy
drinking. The most notable adverse effects of availability
restrictions include increases in informal market activities (e.g. home production, illegal imports). Nevertheless, where a legal supply is available, informal
market activities can generally be limited by effective
enforcement.

MODIFYING THE DRINKING CONTEXT
Alcohol is consumed in a variety of places. Research suggests that licensed premises provide an opportunity for
preventing alcohol-related problems through training
bar staff in both responsible beverage service and managing or preventing aggression [33,34]. However, responsible beverage service is only effective if accompanied by
enforcement. Enhanced enforcement of laws and regulations by police, liquor licensing, municipal authorities
and other methods is likely to have impact through
situational deterrents, in particular the threat of suspending or revoking the licence to sell in cases of irresponsible selling and, where laws permit, through
holding servers and owners liable for the harms resulting
from over-service.
Community action programmes, wherein local organizers work with the police, are an effective strategy for
reducing problem behaviour when focused upon licensed
premises, possibly because these are able to incorporate
broad multi-component approaches [35,36]. However,
these programmes require extensive resources and longterm commitment, including enhanced and sustained
enforcement.

DRINK-DRIVING PREVENTION AND
COUNTERMEASURES
Alcohol is a major risk factor for traffic fatalities and injuries and an issue of great concern in emerging alcohol
markets with rapidly expanding ownership of motor
vehicles. Traditionally, law enforcement directed at
drink-driving has been designed to catch offenders on
the assumption that such practices will deter people
from driving after drinking. There is limited evidence
to support the positive impact of these laws, perhaps
because they are enforced inconsistently and the punishment is often delayed. The one punishment that seems
to have a consistent impact on drink-driving offences
is administrative licence suspension or revocation for
drink-driving [37,38].
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The evidence indicates that laws setting a reasonably
low level of blood alcohol concentration (e.g. 0.05%)
at which one may drive legally, combined with wellpublicized enforcement, reduces drink-driving and
alcohol-related driving fatalities significantly. This is
a required first step for effective drink-driving policy
[39,40].
The evidence is strong that frequent highly visible,
non-selective testing (and selective testing if carried out
with sufficient intensity) can have a sustained effect in
reducing drink-driving and the associated crashes, injuries and deaths [41,42]. The most effective approach is
random breath testing or compulsory breath testing.
Sobriety checkpoints also increase the public perception
of likelihood of apprehension.
Several approaches reduce recidivism of drinkdriving, including counselling or therapy plus licence
suspension and ignition interlock devices that prevent a
vehicle from being started until the driver passes a breath
test [43]. While ‘designated driver’ and ‘safe ride programmes’ may have some effect for people who, presumably, would otherwise drive while intoxicated, no
overall impact on alcohol-involved accidents has been
demonstrated [44].
Effective interventions for young drivers, who are at
higher risk for traffic accidents, include a policy of zero
tolerance [i.e. setting a blood alcohol concentration
(BAC) level as close to 0% as possible] and the use of
graduated licensing for novice drivers (i.e. limits on the
time and other conditions of driving during the first few
years of licensing) [45,46]. Traditional countermeasures
such as driver training and school-based education programmes are either ineffective or yield mixed results.

RESTRICTIONS ON MARKETING
Alcohol marketing is a global industry. Many countries
are now subject to unprecedented levels of exposure to
sophisticated marketing, through traditional media (e.g.
television, radio and print), new media (e.g. internet and
cell phones), sponsorships and direct promotions, including branded merchandise and point-of-sale displays.
Evidence shows that exposure of young people to
alcohol marketing speeds up the onset of drinking and
increases the amount consumed by those already drinking. The extent of research available is considerable
(e.g.[47–49]), and shows effects consistently with
young people. Marketing contributes undoubtedly to the
ongoing recruitment of young people to replace older
drinkers and to expand the drinking population in emerging markets.
Legislation restricting alcohol advertising is a wellestablished precaution used by governments throughout
the world, despite opposition from the alcohol industry.

However, many bans have been partial, applying only to
spirits, to certain hours of television broadcasting or to
state-owned media. They have covered only the measured
media, which represents only about half the marketing
currently in force. These bans often operate alongside
codes of industry self-regulation that specify the content
of permitted forms of alcohol advertising.
Imposing total or partial bans on advertising produce,
at best, small effects in the short term on overall consumption in a population, in part because producers and
sellers can simply transfer their promotional spending
into allowed marketing approaches. The more comprehensive restrictions on exposure (e.g. in France) have not
been evaluated.
However, the fact that exposure to marketing produces an effect on alcohol consumption puts the question
of controls on advertising high on the policy agenda. The
extent to which effective restrictions would reduce consumption and related harm in younger age groups
remains an open question. The most probable scenario,
based upon the theoretical and empirical evidence
available, is that extensive restriction of marketing would
have an impact.
Despite industry claims that they adhere to codes of
responsible advertising, the detrimental influences of
exposure to marketing messages are not addressed
adequately by the voluntary codes on the content of
alcohol advertisements adopted by the industry under a
self-regulation approach. Self-regulation by means of
industry voluntary codes does not seem to prevent the
kind of marketing that has an appeal to younger people
[17,49,50].
The evidence demonstrating the impact of current
levels of marketing on the recruitment of heavierdrinking young people suggests the need for a total ban to
restrict exposure to alcohol marketing, one that is able to
cross national boundaries.

EDUCATION AND
PERSUASION STRATEGIES
Education and persuasion strategies are among the most
popular approaches to the prevention of alcohol-related
problems. Some school-based alcohol education programmes have been found to increase knowledge and
change attitudes toward alcohol, but drinking behaviour often remains unaffected [51]. Many programmes
include both resistance skills training and normative education, which attempts to correct adolescents’ tendency
to overestimate the number of their peers who drink or
approve of drinking. Scientific evaluations of these programmes have produced mixed results, with generally
modest effects that are short-lived unless accompanied by
booster sessions [52]. Some programmes include both
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individual-level education and family- or communitylevel interventions. Evaluations suggest that even these
comprehensive programmes may not be sufficient to
delay the initiation of drinking, or to sustain a small
reduction in drinking beyond the operation of the
programme. The strongest effects have been found in
programmes directed at high-risk groups, an approach
akin to assessment and brief intervention [52–54].
Media campaigns prepared by government
agencies and non-governmental organizations (NGOs)
that address responsible drinking, the hazards of drinkdriving and related topics are an ineffective antidote
to the high-quality pro-drinking messages that appear
much more frequently as paid advertisements in the mass
media [17].
In sum, the impact of education and persuasion programmes tends to be small, at best. When positive effects
are found, they do not persist and a focus upon educating
and persuading the individual drinker to change his or
her behaviour without changing the broader environment cannot be relied upon as an effective approach.

TREATMENT AND EARLY
INTERVENTION SERVICES
During the past 50 years there has been a steady growth,
primarily in high-income countries, in the provision of
specialized medical, psychiatric and social services to
individuals with alcohol use disorders. Typically, treatment involves a range of services from diagnostic assessment to therapeutic interventions and continuing care.
Researchers have identified more than 40 therapeutic
approaches evaluated by means of randomized clinical
trials [55]. These are delivered in a variety of settings,
including freestanding residential facilities, psychiatric
and general hospital settings, out-patient programmes
and primary health care. More recently, treatment services in some countries have been organized into systems
that are defined by linkages between different facilities
and levels of care, and by the extent of integration with
other types of services, such as mental health, drug
dependence treatment and mutual help organizations.
Regarding the clinical management of non-dependent
high-risk drinkers, the cumulative evidence [56] shows
that brief interventions, consisting of one or more sessions of advice and feedback provided by a health professional, can produce clinically significant reductions in
drinking and alcohol-related problems. Despite evidence
of the benefits of brief interventions, it has been found
difficult to persuade practitioners to deliver such care.
Specialized or formal treatment consists of detoxification, out-patient counselling and residential care. Detoxification services are directed mainly at patients with a
history of chronic drinking (especially those with poor
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nutrition) who are at risk of experiencing withdrawal
symptoms. Administration of thiamine and multivitamins is a low-cost, low-risk intervention that prevents
alcohol-related neurological disturbances, and effective
medications have been used for the treatment of alcohol
withdrawal. Treatment that obviates development of the
most severe withdrawal symptoms can be life-saving.
Following detoxification, a variety of therapeutic
modalities have been incorporated into different service
settings to treat the patient’s drinking problems, promote
abstinence from alcohol and prevent relapse. In most
comparative studies, out-patient and residential programmes produce comparable outcomes [57]. The
approaches with the greatest amount of supporting evidence are behaviour therapy, group therapy, family treatment and motivational enhancement.
Despite advances in the search for a pharmacological
intervention that could reduce craving and other precipitants of relapse (alcohol-sensitizing drugs, medications
to directly reduce drinking and medications to treat
co-morbid psychopathology), the additive effects of pharmacotherapies have been marginal beyond standard
counselling and behaviour therapies [58,59].
Mutual help societies composed of recovering alcoholics are inexpensive alternatives and adjuncts to treatment. Mutual help groups based on the Twelve Steps of
Alcoholics Anonymous (AA) have proliferated throughout the world. In some countries other approaches, often
orientated to the family as well as the drinker, are also
flourishing. Research suggests that AA itself can have an
incremental effect when combined with formal treatment, and that AA attendance alone may be better than
no intervention at all [60].

THE POLICY ARENA
Alcohol policies are developed and implemented at many
different levels of government. National or subnational
laws often establish the legislative framework, including
an oversight by the state of production, export and
import of commercial alcohol products; control of
wholesaling and retailing; legal minimum purchase ages
for alcoholic beverages; apprehension of drivers with
specified blood alcohol levels; alcohol marketing restrictions; and the support of treatment and prevention services. For this reason, policy systems at the national level
are dominated rarely by one decision-making authority,
but tend rather to be decentralized, with different aspects
of policy delegated to a variety of different and sometimes
competing decision-making entities, such as the health
ministry and the taxation agency.
Public interest groups, often represented by NGOs,
contribute to the policy-making process in many countries. More recently, alcohol issues have become increas-
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ingly the concern of health professionals, mirrored by a
change in the organization of health and welfare services
as well as increasing professionalization in the ‘caring’
occupations. International agencies, such as the World
Health Organization, can also play an important role.
In many nations there is a vacuum in advocacy for the
public interest. Commercial interests have moved increasingly into this vacuum in the policy arena. Although the
alcohol industry is not monolithic in terms of its motives,
power or operations, in most instances the industry’s
producers, retailers and related groups share a common
commercial imperative to make a profit. To promote
their policy objectives, over the past 25 years the largest
alcohol companies have set up more than 30 ‘social
aspects’ organizations, mainly in Europe, the United
States and, more recently, in the emerging markets of
Asia and Africa [61,62]. Typically, social aspects organizations promote a set of key messages that support
ineffective policies for reducing harm [61,63]. Experience
suggests that working in partnership with the alcohol
industry is likely to lead to ineffective or compromised
policy and is best avoided by governments, the scientific
community and NGOs [64].
An appreciation of the various players in the alcohol
policy arena can heighten our understanding of the following fundamental conclusion: alcohol policy is often
the product of competing interests, values and ideologies.

ALCOHOL POLICIES: A
CONSUMER’S GUIDE
Table 1 lists 20 ‘best practices’ that represent the most
effective, evidence-based policy approaches to reduce
alcohol-related harm. Many of the interventions are universal measures that restrict the affordability, availability
and accessibility of alcohol. Alcohol taxes and restrictions limiting the opening hours, locations and density of
alcohol outlets have a considerable amount of research
support. The enforcement of a minimum purchase age
for alcohol is another very effective strategy. Given their
broad reach, the expected impact of these measures on
public health is relatively high, especially when the informal market and illegal alcohol production can be controlled. Many drink-driving countermeasures received
high ratings as well, especially those that increase the
likelihood of apprehension and are part of a core alcohol
policy mix.
Alcohol treatment services have good evidence of
effectiveness but they can be expensive to implement and
maintain, with the exception of mutual help organizations. At the population level, their impact is limited relative to other policy options, as full treatment for alcohol
problems can benefit only those individuals who come
to treatment. Nevertheless, these programmes have the

potential to impact the heaviest drinkers in a society, and
could lower population levels of alcohol consumption
and harm if they could be disseminated widely.
Although the evidence is limited by the relative lack
of research, it is likely that a total ban on the full range
of marketing practices could affect drinking by young
people, particularly if diversion of the promotional
spending to other channels were blocked. There is no evidence that the alcohol industry’s favoured alternative
to marketing restrictions—voluntary self-regulation—
protects vulnerable populations from exposure to alcohol
advertising and other marketing practices.
The amount of evidence on the effects of altering the
drinking context has been growing, and we now think
that strategies in this area can have modest effects. The
fact that these strategies are applicable primarily to
on-premises drinking in bars and restaurants somewhat
limits their public health significance, as a high proportion of alcohol is purchased more cheaply for consumption elsewhere.
Despite a growing amount of research using randomized controlled research designs, there is only weak evidence for the effectiveness of programmes that combine
alcohol education with more intensive family and community involvement. Similarly, the expected impact is
low for mass media ‘responsible drinking’ campaigns.
Although the reach of educational programmes is
thought to be excellent, the population impact of these
programmes is poor, and effectiveness is limited to several
of the more recent college programmes.
Policy options are often moulded to existing conditions and are implemented typically over time in a way
that is fragmented, piecemeal and uncoordinated, in
part because of the range of policy areas covered, in
part because different ministries, departments and
administrative agencies each have some aspect of
alcohol policy under their purview. As a result, most
countries do not have a single comprehensive policy
towards alcohol but rather fragmented regulations and
practices that sometimes are based upon profoundly different assumptions about the role of alcohol in society
and the nature of alcohol-related problems. To enhance
the likelihood of effectiveness, alcohol policies would
benefit from greater public health orientation, integration and coordination.
In sum, opportunities for evidence-based alcohol
policies that serve the public good more effectively are
more available than ever before. However, the policies
to address alcohol-related problems are too seldom
informed by science, and there are still too many
instances of policy vacuums filled by unevaluated or ineffective strategies and interventions. Because alcohol is no
ordinary commodity, the public has a right to expect a
more enlightened approach to alcohol policy.
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