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“There are four primary sources to the-liquor problem based upon fundamental traits in human nature and social organization. These are first, the
desire for stimulants and the appetrte for intoxicating liquors; second, economic gain; third, social custom, and fourth, government sanction. ....All
these operale to make it what it is today... The practical point is that each has an important bearing upon the final solution of the question, and all
st be considered as important factors in dealing with it.”
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This background paper on alcohol has been prepared for the Nafional Preventative Health Taskforce to provide up-to-date and evidence-based ..
information on policies and programs to prevent alcohol misuse and related harms in Australia. While the paper is intended as an overview of the |
most relevant and generally available evidence, in the interests of brevity and within the constraints of time for preparation, it covers many issues in
summary only.

The paper attempts to answer three questions:

e  What are the key trends in alcohol consumption and related harm inl Australia?
+  What are the most effective approaches to preventing and reducing alcohol related harm?

o What are the gaps and opportunities for preventative action in Australia?

The paper is informed by the most current and readily available information on alcohol consumption and related harm, and the scientific fiterature on
approaches to preventing and reducing alcohol related harm. The paper draws upon evidence and examples of approaches from both within
Australia and internationally. The paper summarises and acknowledges preventative work on alcohol misuse already underway in Australia,
including some commentary on its effectiveness, and attempts to highlight gaps and opportunities for further preventative action.

The range of interventions that are reviewed in some detail in the paper include:

»  Regulating physicalavailabﬂity,

e Taxation.and pricing.

¢ Drink driving counter-measures. %
o Treatment and early intervention. _ i
«  Altering the drinking context. N
¢ Regulating promotion. ;i f :

¢ Education and persuasion.

An emerging theme from the paper is that there is currently a unique wmdow of opportunity in Australia for a significant expansion of activity iii:the’
prevention of alcohol misuse and related harm. In part, this opportunity grows from increased community and pohttcal concern about alcohiol mistise
{espaaia ly focussed on youth drinking) and a heightened willingness from all fevels of government to take action in the area.

Furthermore, there is an increasingly solid base of evidence upon which policy decisions can be made — even from the brief review présented in this
paper it is clear which of the various policies and programs hold the most promise of being effective, and those which offer the least.

It is also apparent that there are potential synergies with other public health efforts to address tobacco, obesity and a range of chionic diseases.

The priorities for preventative action that are suggested in this paper for further consideration and exploration include the following broad areas: he

*  Volumetric taxation and minimurn pricing.

*  Restricting the availability of alcohol on- and off-premises..

#  Restricting and countering of aicohol promotions.

»  Briefinterventions in primary health care, workplaces, and with drink-drive offenders. -
¢ Social marketing to support and complement a comprehensive preventative strategy.

e Engage with the community to inform and advocate for alcohol policy and programs. : i

e Explore untapped interest and expertise across various public and private sectors %;

A number of priorifies for research are also put forward for consideration, including:
*  [mproving alcohol statistics. .
s Studies of heavy drinking subcultures. % :
»  Pre-gliocated funding for policy impact evéluations. ‘
e  Studies of the organization and funding of the alcohol reatment system.

»  Heavy drinking, stigma and marginalization.




A:4: " The historical and cultural place of alcohol ih Asiralian society ~ 71 o

Alcohiol plays many roles in society — as a relaxant, as an accompaniment to socialising and celebration, as a source of employment and exports,
and as a generator of tax revenue. From a public health perspective, it is alcohal's role as a drug bearing toxic effects and other intrinsic risks 1o
health, such as intoxication and dependence that aré of utmost concern. In Australia, concem in the general community about alcohol's adverse

health and social effects is also prominent. A recent survey of Australians revealed. that 84 per cent of people are concerned about the impact of
alcohol on the community (ANCD 2008).

Beyond its impacts on the health and wellbeing of individuals and communities, alcohol misuse also impacts significantly across a range of other
areas such as workforce productivity, healthcare services such as hospitals and ambulances, road acciderits, law enforcement, property damage,

and insurance administration. The annual cost to the Australian community from alcohol misuse and related harm is estimated to be more than $15
billion, '

Many of the dangers of alcohol for Australians who misuse alcohol, and for those around them, are misunderstood, tolerated or ignored, This is
particularly apparent with regards to intoxication. Today there is nota single drinking culture in Australia, but a great diversity, reflecting the varied
and changing meanings that alcohol occupies in our lives. Common among many of these drinking cultures, however, is an unsafe approach to
alcohol. Many Australians now partake in ‘drunken’ cultures rather than drinking cultures.

A reputation for heavy drinking has been part of white Australia’s national myth from rum corps during iniial British colonisation, to drunkenness in
¢ :gold diggings, to the lasting traditions of bush workers' “shouts " and the end of week “work and burst ” drunken blowouts {Room 1988). In the
early days of white setfiement in Australia alcohol performed many functions. Midford (2005: 891) recalls how ‘both convicts and gaolers were in &
harsh environment, far from home, so alcohol, in the form of rum,. provided enterfainment-and éscape’. He also notes that alcohol had a most
devastating impact on Aboriginal people: ‘during (early white) settlement alcohol was used to engage Aboriginal people, to exchange for sexual

favours, as payment for labour and to incite fighting as street entertainment. More than 200 years later symbolic stereotypes of drunken aborigines
and real harms associated with the drinking of some are potent issues: o .

In the late 19th and early 20th centuries, a substantial temperance movement arose in réaction to Australia’s heavy-drinking traditions. Drinking was
o longer acceptable for a middle-class woman, and public drinking establishmerits became almost entirely male. After votes for six o'clock closing
in several Australian states in the late 1910s, hotels (public houses) became tiled establishments oriented to crowds of after-work drinkers downing
their beers as quickly as possible. The economic depression drove down per capita alcohol consumption levels even further, to a low of 2% litres of

per-annum in 1932. However, a contrarian cultural tradition epitomised by those around the Sydney Bulletin kept up a resistance to the temperance
wave (Room, 1988). ‘

In the period from 1945 to 1975, consuaption rose steadily to reach 9% litres per annum in 1975. Beer lost some of its dominance, and increasing
primary production, export-and substantial consumption of wine emerged. A rise of a restaurant culture increased the number-and variety of places
for public drinking. Restrictions on drinking were gradually removed. It became acceptable for women to drink in public. Hours of sale were
extended, initially to 9 or 10 &t night, and more recently to 3 of 5 in the morning. In recent years; as in- other developed societies, a “‘night-fime
economy” fuelled in considerable part by alcohol has become a feature of Australian cities and holiday locations. Meanwhile, after having beeri

~nuflawed for aborigines earlier in the century, drinking became legal in the 1980s, at around the same time as the granting of full citizenship, and in
.= context took on a disastrous cultural connotation of freedom and autonomy. The commercial push to promote drinking in more and more

circumstances was supported by an ideology of consumer sovereignty and favouring competition, in which alcohol was increasingly treated as just
one more-item of consumption. Parficularly for young adults in their late teens or their twenfies, drinking — and often intoxication - became more than
ever a medium of sociability and of courtship.

A reaction to the long upward wave of consumption has emerged in recent years after peaking in 1875, falling a little, it has since been fairly level.
In urban Australia, reconsideration of alcohol policy at the state level is beginning to halt or reverse the steady relaxation of sales controls of the
recent decades. At the community level, many local communities are interested in establishing more control over alcohol sales, and “liquor bans” on
drinking in public places are now widespread with the pattems of weekend intoxication, with the heavy burden of assault and injury entailed,
increasingly a focus of public discussion. Efforts by remote Indigenous communities to stem the flow of alcoho! were initially resisted by suppliers, .
but have more recently received state and territorial supgart The current national alcohol strategy (MCDS 2006) is a national expression of concern
in Australia about harms from drinking, not only to the drinker but to others and to the broader community. -

In parallel with the relatively liberal attitudes to alcohol consumption in our country, traditionally there has been considerable stigma associated with
heavy drinking; especially those who have become alcohol dependent. This burden of stigma is usually greater for the poor heavy drinker. Patterns
of drinking, and the social responses to them, contribute 1o social marginalization, which in turn adds fo the very high burden of disease and other
harm often found among poor heavy drinkers. In general, it is common for poorer people fo be harmed more than richer people by a given amount of
drinking. Thus Australian manual workers have consistently experienced fiver cirthosis mortality rates that are twice or more the rates of other
workers {Najman ef al. 2007). While the higher rates of harm may be a reflection of more’ heavy episodic drinking among poorer people, they also
reflect the generally lower social and health status of the poor (less well insulated from risks of social and health harm). Measures to prevent
alcohot-related harm in the population as a whole are thus likely fo reduce health inequalities.
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he rangs of determinants of alcohol misuse = .

History teaches that while the determinants of contemporary drinking patterns and beverage preferences can be complex, they can also be
explained by a combination of influences, including the availability of local agricultural products for brewing, the presence or absence of religious
injunctions, the level of economic development, and the expanding influence of the global alcohol producers who are increasingly targeting
'emerging markets' in the developing world with highly sophisticated western marketing techniques (Babor & Winstanley 2008).

The current nafional alcohol strategy (MCDS 2006) observes that Australia’s drinking cultures are driven by a mix of powerful, intangible social
forces - such as habits, customs, images and norms, and other interlocking and equally powerful, tangible forces relating to the social, economic and
physical avallability of alcohol - such as promotion and marketing, age restrictions, price, outlets, hours of access and service practices (MCDS
2006) (see Figure 1). Certainly there is no single factor that determines the why people drink or how they drink. Loxley et al (2004: 66) report that
‘there is little research that elucidates the precise mechanisms by which social factors such as income, employment and education influence
excessive alcohol and other drug use. Rather, health-damaging behaviours related to poor diet, inadequate exercise, cigarette smoking, excessive
drinking and illicit drug use, appear to be embedded in a compleX network of social determinants and risk and protective factors. These behaviours
are also mediated by cultural influences’.

Figure 1, Alcohol-refated harm: determinants, behaviours, and outcomes.
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Even from a broad scanning of the research literature on various alcohol policy interventions, as in this paper, provides us with a good sense of the
main determinants of alcohol misuse. Among the most effective interventions, are those that change the economic availabifity (i.e. price) and the

- physical availability (i.e. access) of alcohol. With is in mind then, it is essential that consideration be given to the various factors that infuence price
and access to alcohol in contemporary Australia.  Respectively, these factors are the current alcohol taxation system, which is a federal
responsibllity, and liquor licensing systems, which are the responsibility of states and territories.

Alcohol taxation is discussed in some detail in this paper, particularly given its national application, and fikewise, the national purview of the.
preventative health taskforce. Liquor licensing is perhaps not as fully discussed in this paper as taxation, largely because of the complexities that
arise when considering the issues in all 8 Australian jurisdictions. However, some broad comments are worth making. Although governments in
most jurisdictions now embrace harm minimisation principles in their respective liquor acts, there remain a number of impediments to implementing
of the harm minimisation objectives in practice (NDRI 2007). One of the major problems is with the acts themselves. With imprecise definitions of
intoxication and inadequate scope, liquor legislation often lacks the legal ‘teeth’ fo ensure systematic, ongoing and wide ranging application of harm
minimisation principles. Police have also identified the enforcement of liquor legislation and regulation as a difficult task which is rarely pursued in
garnest because of limited police resources and poor knowledge and understanding of liquor laws, and concern about profecting the commercial
viability of licensed premises (NDRI 2007).

Perhaps most significantly, liquor licensing systems are currently undergoing review and change throughout Austrafia in response to National
Competition Policy {NCP). The current enthusiasm for eliminating anti-competitive practices has created incompatibilities between federal and
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“M_'te/territory policy and, despite the recognition in principle by states and territories that harm minimisation is an objective of liquor licensing

systems, the effectiveness of such regufatory approaches is increasingly undermined by conflicting national policy.

e,

:Alcohol consumption in Australia and other countrie

Information on levels and patterns of alcohol consumption is diverse and it can be difficult to identify the key features for purposes of monitoring
trends in drinking and related harm and the possible opportunities for intervention. The review of interventions in the second section of this paper
has generally framed the selection of information presented below. Unfortunately, in Australia at the current time, some of the most significant and
valuable data is not readily available to the public health field. For example, alcohol sales data, while it is known to be collected and analysed by the
alcohol beverage industry, is not available for the purposes of this paper, nor indeed is it easily accessed for public health research purposes in
general. The authors note with some concem that continuation of the most accessible data sets on alcohol consumption levels in Australia,
collected and compiled by the Australian Bureau of Stafistics, is currently under review. Efforts are therefore urgently required fo seek the

continuation of this valuable data set,

Figure 2. Apparent Per Cépita Consumption of Alcohol (litres of alcohol),
Australian persons aged 15+ years, 1994 to 2007 (years ending 30 June).
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Per capita consumption of alcoho! is an important measure
from a public health perspective because it is o a
considerable extent, related to the prevalence of heavy use,
which in turn is associated with negative effects’ (Babor et
al. 2003: 31). Total per capita consumption of alcohol in
Australia alcohol grew rapidly in the 1970s and has not
returned to low levels since then, estimated to be 9.88 litres
of alcohol per capitain 2007 (see Figure 2).

Among the different alcoholic. beverage categories, there.
have been significant changes in per capita consumption
over the past 70 years. Since peaking at over 6.4 litres of
alcohol per capita in the mid 1970s, per capita consumption
of beer has steadily declined and is now at a level similar o
that of the late 1950s. This reduction partly reflects changes
in consumer tastes towards wine, and the incresse in
availability of relatively low-priced wine. Consumption of
wine has increased almost fourfold since the late 1940s
when intake was 0.77 litres of alcohol per capita. In 2005,
wine consumption in Australia reached an all fime record of
3.13 litres of alcohol per capita,

When interpreting the trend in per capita consumption in Australia, it should be noted that the data does not take account ageing of the population
and that as people age, they generally consume less alcohol. Hence, as the Australian population continues to age over the coming decades, it is
expected that per capita alcohol consumption will most likely decrease,

o _Par capita consumption of alcohol in Australia remains high by world standards. Australia is ranked within the top 30 highest alcohol consuming
«.4ions among 180. Table 1 shows Australia’s level of per capita alcohol consumption and ranking compared fo other selected countries,

Table 1. Per capita consumption of alcohol by country and rank {out of 180 countries), selected countries*.

Luxembourg.. . 31 Greece 901
Jreland 33 USA 861
7o i Germany 37 ltaly 8.02
8 ..United Kingdom 1175 42 Japan 7.59
10 Spain 1168 52 South Africa 672
14 France 1143 63 Sweden 5.96
220 .1 Russian Federation 10.32.. 70 Thailand . 5.59
9.68 74 China 5.20
9,08 120 Papiia New Guinea 1.62
9.02 ies indonesia 0.09
saford and inCiuding 2003
ren of pars sleohol} ammong adulis,
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Algohol prices and consumer spendin

Figure 3, Prices of alcoholic beverages relative to ather consumption (June 1999 = 1.0), Australia, ' i
September 1980 to March 2008. '
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The affordability of alcohol in Australia today is reflected in the fact that on average, Australian households are spending proportionately less on
alcohol now compared to what they spent twenty years ago, despite total per capita consumption of alcohol changing fittle over the same period.
The proportion of average weekly expenditure by Austrafian households on alcoholic beverages in 1984 was 3.4 per cent {$12.30), compared to 2.6
per cent ($23.32) in 2003-04 (ABS 2005).

‘Patterns of frequency-and quantity of drinking among Australians
Tablei. Ftrerl:!uqu)é 1°I .azlc{:]%t;ol consumption, proportion of the population aged 14+ ¢ cetimated that 83% of Australians are drinkers,
years, Austraia, 02007 and that 1.4 million Australians consume alcohol on & £

T daily basis (AIHW 2008). In 2007, males (10.8%) were
R 1 almost twice as likely as females (5.5%) to drink daily.
385 M2 43 Two in every five Australians drink on a weekly basis. g
- . MB350 335 However; there is a sizable proportion of the population 44
Excdrinker 120 800 L TAL L T0 {10.1% in 2007), who for various reasons, have never
. Nevet .85 W98 831 101 drunk alcohol at all (see Table 2).
Sourcs: ARV, warious venrs i
Figure 4. Morithly drinking at risky/high risk of harm in the Figure 5. Monthly Drinking at risky/high risk of harm in the
short-term™ by age and year, proportion ofthe male pop short-term* by age and year, proportion of the female pop
aged 14+ years, 2001 to 2007, - aged 14+ years, 2001 to 2007.
50 50 -
-
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“wriile almost half (48.3 per cent) of the Australian population drink at low risk levels, one in five Australians {20.4 per cent) drink at shortterm
risky/high-risk levels at least once a month. This pattern of drinking is the equivalent of consuming 7 or more standard drinks on any one day for
males, and consuming 5 or more standard drinks on any one day for females. In short, this generally equates to drinking to the paint of intoxication
or what is also often termed as "binge” drinking. This sort of drinking is most prevalent among adults aged 20 to 29 years, one quarter (24.9 per
cent) of who do so on at least a monthly basis. Overall, Australian males are more likely than females to drink at short-term risky/high-risk levels on
regular (at least once a month) occasion (17.1 per cent of females compared to 23.6 per cent of males). However, among teenagers; females are
more likely than males to regularly drink at levels of risky/high-risk of harmi in the short-term (28.3 per cent of female teenagers compared to 24.5 per
cent of male teenagers) (see Figures 4 and 5). Between 2001 and 2007, there have been only slight changes in the prevalence of drinking at
tisky/high risk of harm in the short-term across the age groups. '

s + Figure 6. Drinking at risky/high risk of harm in the long-term by age and Almost three quarters (72.6%) of Australians drink below levels

year, proportion of the population aged 14+ years, Australia, 2007. for long-term risk of harm. However, among young adults {aged
16 - : - 20-29 years), the prevalence of drinking at levels for long-term
risk of harm is significantly higher (16.0 per cent) than among
other age groups (see Figure 6). This pattern of drinking is the
equivalent of consuming 29 or more standard drinks per week for
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g Among Australian teenagers in 2007, this drinking pattern is
2 3 @ 2004 considerably higher among females (10.6 per cent) than among
b= males (7.0 per cent). '
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Itis important to consider both the short-term and long-term health impacts of harmful consumption of alcohol, as both result in significant morbidity
and mortality. The typical effects of moderate alcohol consumption are those upon the brain, such as feelings of relaxation, wellbeing and loss of,
inhibitions, However, as intake Increases, pleasant effects ‘are lessened by adverse effects such as drowsiness, loss of balance, nausea and
vomiting, other more:serious harmful effects such as aggressive behaviours, unconsciousness, kidney failure, and increased risks of accidents and
injury (NHMRC 2007: 20). Overall, more people die from the acute effects of alcohol than the long term or chronic effects. In fact, more people die
ffrom alcohol caused road injury alone than from all alcohol related cancers, cardiovascular disease and alcohol dependence combined (NHMRC.
2007:.23). o

The effects of alcohol consumption go beyond diseases, accidents and injiries to a range of adverse social consequences, both for the drinker and
for ofhers in the community. These consequences include harm to family members (inclding children) and to friends and workmates, as well as fo
_bystanders and strangers. Alcohol related disturbance and assault ranges from acts of vandalism, offensive behaviour, disturbance and disruption to
/more serious antisocial behaviour, which can résuit in violence o injury to others (NHMRC 2007: 23). »

\\\\\\

Alcohol consumption -accounts for 3.2 per cent of the total burden of disease and injury in Australia: 4.9 per cent in males and 1.6 per cent in
females (Begg ef-al. 2007). It should be noted that although this is lower than the contribution from tobacco smoking (7.8 per cent) and high body
mass (7.5 per cent), there remains some debate over the method to calculate the disease burden attributable to alcohol because it takes into
account estimates of some of the health benefits of corisuming alcohol. This is reflected by the higher reported burden of disease from alcohol for
New Zealand (10 per cent for men and 4 per cent for women) (Connor ef al. 2005). '

Table 3. Deaths and burden (DALYS) atfributable to alcohol by specific cause, Australia, 2003.

Alcohol has been causally finked to more than
roportio P10 60 different medical conditions (Rehm et al,
iotal {%) 2003).

In Australia, alcohol was linked o 3,430 deaths
per year and 85,435 disability-adjusted life
years (DALYs) per year (see Table 3).

wh?fv:)’tai harm,

In-the ten vears between 1992 and 2001, over 31,000 Australians died from alcohiol atfributable injury and disease - a greater number died from
acute {usually in context of acufe intoxication) than chronic conditions (often related to longer term dependence on alcohol). The most common
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cause of death due to intoxication was road crash injury and among the chronic conditions, alcohol-related fiver cirrhosis accounted for the majoﬁt’§
of deaths (Chikritzhs et al. 2003). Deaths from acute causes are most common among young people, particularly those aged between 15 and 29
years, while deaths from alcohol-attributabie chronic diseases are more common among people aged over 45 years. More males than females died
from both acute and chronic alcohol-attributable conditions (Chikritzhs ef al. 2003).

Over half a million hospitalisations were caused by risky and high risk drinking in Australia in the eight years between 1993/94 and 2000/01
{Chikritzhs et al. 2003). The most numerous conditions among these were for alcohol dependence (87,186), injuries caused by assault (76,115),
road crash injuries (47,167) and attempted suicide (20,374). As many as 10,094 hospitalisations were attributed to some form of ‘alcoholic overdose'
from very high blood alcohol levels, including alcohol poisoning and aspiration vomitus. Overall, the majority of hosputahsatxons were for acute
conditions (67.8%) (Chikritzhs ef al. 2003),

Figure 7. Leading causes of burden (DALYs) in males, Australia, 1993 fo 2023.

11993 £ 2003 @ 2013 W 2023  Future projections of the leading causes of
disease burden predict that the proportion due
to alcohol will remain stable and within the top
14 leading causes among Australian males by
2023 {see Figure 7). The proportion of disease
burden caused by anxiey and depression is
also expected to remain stable by 2023, while
ischaemic heart disease and lung cancer are
expected fo decline. Type 2 diabetes is
predicted to be the leading cause. of disease
burden armong Australian males by 2023. s

Percent of {otal DALYs

Ischaemic heart ~ Type 2 diabefes Anxiety & Lung cancer Aicohol

disease depression dependenceé &
hamful use

The total social cost of alcohol abuse is estimated to be more $15
billion each year (Collins and Lapsley 2008). The major part of these

< Type of ot
Reduction in workforce and absenteensm

18 Treatmentor chronic aicohil problems

_Labourin the household__ v I 1571 costs ‘are for tangible social costs such as crime ($1.6 billion), health
Medicd .o e DAL {$1.9 billion}, productivity in the workplace ($3.5 billion), productivity in
_Hospital 662 the home (§1.5 billion), and road accidents ($2.2 billon) (see Table 4).
Nursing homes 401 ‘
. iba{mace”t'cais ; S SR The Commonwealth government collects close to $6 billion gach year
mbulances . : 75
.Road accidents » v ] 2202 from alcohol taxes.
Police _ 747
Criminal-courts ' » . 88
Prisons . ) e . 142 .
. Properly . e 67
Insurance adr_ninistration ‘ v 14
Productivity. of prisoners ' - : 38
Resources used in abusive consumption. s 1,689
Loss of life . ' . 4,135
.Pain and Suffering (road accndents) _ 354 Soujee: Coliing & Lapsley 2008

In 2005-06 there were a total of 145,000 drug treatment episodes recorded in Australia, of which 56,000 (or 38 per cent) were treated for alcohol
problems (AIHW 2008b). While this figure is high, itis perhaps relatively low given the estimated 585,000 Austratians who drink at levels considered
to be high risk o health in the long-term, many whom might be Considered the potential target group for treatment (AIHW 2008b). Females
accounted for 31 per cent of alcohol treatment episodes 2005-06. Persons aged 20 to 29 years received 22 per cent of treatment episodes. For
persons aged 10 to 19 years receiving treatment, the proportion.that are treated for alcohol problems has increased from 15 per cent fo 23 per cent
between 2001-02 and 2005-06.

The interactions between other drugs (tobacco, illicit and prescription) and alcohol are complex. Australian studies reveal a close association
between heroin overdose and alcohol consumption at harmful levels at the fime of overdose. Australian research has also found that among
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‘wweinabis users, alcohol was almost universally used on a regular basis, with most users consuming alcohol at harmful levels. There are also
parallels in aefiological research regarding the uptake of one psycho-active substance increasing the fikelihood of use of others, There has also
been some work done regarding parents’ atfitudes and behaviour as a factor in influencing tobacco, alcohol and other drug use. It is regarded as
important for all of these substances that prevention efforis focus on delaying the up take of regular use. This paper does not attempt to deal with
the obvious cross-over between mental health issues and aleohol misuse, and the increasing problem of poly-drug use, meaning that any preventive
action does need to bear these factors in mind.

ssault, anti-social behaviour, arid reduced perceptions of safety

* In Australia, it is estimated that 47 percent of all perpetrators of assault and 43 percent of all victims of assault were mtoxmated prior to the event
(English et al. 1995), while it has been reported that 34 percent of homicide perpetrators and 31 percent of homicide victims were alcohol affected at
the time of the homicide. In addition, it has been estimated that alcohol is an important factor in 50 percent of cases of domestic physical and sexual
violence (SCRGSP 2005). In a single year (1988-99), there. were 8,661 people admitted to Australian hospitals with injuries from alcohol-related
assaults; 62,534 alcohol-related assaults were reported to police in the same year, and it is estimated that many more went unreported. Of the
hospitalisations with injuries from alcohol-related assaults, 74 percent were male and two thirds were aged 15 to 34 years {Matthews ef al. 2002).

An important factor in alcohol-related violence is the setting where drinking occurs. Australian studies have generally confirmed that alcohol-related
violenge most commonly occurs in and around inner-city hotels, in the early hours of Saturday and Sunday momings, and usually among young
adult males (Doherty & Roche 2003), Furthermore, it has been shown that the majority of alcohol-related incidents occur in a mmonty of high-risk
licensed venues {Briscoe & Donnelly 2003).

It is not surprising that much of the time and resources of policing in Australia is refated to incidents involving alcohol. One study reported that
;‘ﬂoho! is involved in 62 percent of all police attendances, 73 percent of assaults, 77 percent of street offences; 40 percent domestic violence
...4dents, and 90 percent of late night.calls (10 pm to 2 am) (Doherty & Roche 2003). A dstailed study of policing in New South Wales, estimated

that in 20085, police spent on average 82% of their work time dealing with alcohol-related issues, .at a cost of approximately $50 million (BOCSAR
2008).

While it is not a perfect description of the wider social impacts alcohol misuse, some commentators have coined the term ‘passive drinking’, akin to
passive, smoking, to refer fo the impact of drunken behaviour on third parfies. It is a reality that the most visible effects of drinking on others,
including children; result from accidents and injury (including violence) during or after diinking occasions (NHMRC 2007: 23). When families have to
deal with a relative’s alcoholism, vislence, injury or even death, these serious consequences can cause great suffering (NHMRC 2007: 30).

There are marked differences in the levels and patterns of alcohol consumption across Australia.. It is estimated that per capita alcohol consumption
varies significantly across Australian state and territory jurisdictions..In 2001-02, the Northem Territory (14.2 litres) and Western Australia (11.5
litres) had consumption levels which were 35 per cent and 19 per cent respectively higher than the national average (9.15 litres), while Tasmania
and Victoria typically have per capita consumption levels lower than the national average (Chikritzhs ef al..2003).

Alcohol consumption levels (and alcohol atiributable mortality and morbidity) are consistently found to bet’!ower for people living within major cities
© when compared to outer regions. In 2004, it was estimated that the proportion of Australians who drank at risky/high risk levels for short term harm
./ siding in outer regional (24%) and remotefvery remote locations (28%) was between 20 per cent and 40 per cent greater than for residents of

>djor ciies, The proportion of the population residing in outer regional and remote/very remote locations who drank at risky/high tisk levels for long
term harm were 11 and 16 per cent respectively, compared to 9.5 per cent in major cities.

Not surprisingly, there are also geographic differences in the rates of alcohol refated harm in Australia. The Northern Territory has the highest rate
of alcohol-atiributable deaths and hospitalisations in the country. While Western Australia and Queensland have the highest rates of alcofiol-
attributable hospitalisations.

Highiskgroups

Aboriginal and Torres Strait Isfander Peoples

Indigenous Australians are about twice as fikely to abstain from alcohol as non-Indigenous Australians, but those who do drink may be up to six
times more likely to drink at high risk ievels than non-Indigenous people (Chikritzhs & Brady 2006). It has been estimated that 38 per cent of
Indigenaus people aged 14 and over drank at risky/high risk levels for acute harm, compared to 20 per cent among non-Indigenous people;.and that
23 per cent drank at risky/high risk levels for chronic harm, compared to about ten per cent of non-Indigenous people (AIHW 2005). However, a less
recent, but better designed, Indigenous specific survey of substance misuse found that about 58 per cent of all Indigenous respondents drank at
risky/high risk levels {NDRI 2007). Among Indigenous people who live in remote parts of Australia, levels-of alcohol consumption are pamcularly
high.

In 2002-03, the rate of hospital admission among Indigenous males for conditions refated to high levels of alcohol use such as; acute alcohol
intoxication, alcohalic liver disease, harmful use and alcohol dependence, was between two and seven times greater than for non-Indigenous m_ales;
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In addition, between 1999 and 2003, about 71 per cent of Indigenous homicides occurred in situations where both perpetrator and victim were
drinking {as opposed to 19% of non-Indigenous homicides) (SCRGSP 2005). Other studies have shown that the rates of death from wholly alcohol-
caused conditions among residents of Western Australia, South Australia and the Northern Territory are almost eight times greater for Indigenous
males than for non-Indigenous males and 16 times greater for Indigenous females (Chikritzhs ef al. 2000). The level of alcohol-attributable death
among young Indigenous Australians (15-24 years) has also been shown to be almost three times greater than for their non-Indigenous
counterparts - with the divergence between the two populations apparently increasing in recent years (Chikritzhs & Pascal 2004).

Young people

Rates of risky drinking in Australia peak amongst young people (AIHW 2008a), and alcohol-related harm is substantial for both adolescents and
young adults. Drinking contributes to the three leading causes of death among adolescents - unintentional injuries, homicide and suicide, along with
risk-taking behaviour, unsafe sex choices, sexual coercion and alcohol overdose (NHMRC 2007: 41). A recent study of self-reported harm found
that drinkers under the age of 15 years are much more likely than older drinkers fo experience fisky or antisocial behaviour connected with their
drinking, and the rafes are also somewhat elevated among drinkers aged 15 - 17 years (Room & Livingston, in press). Furthermore, inifiation of
alcohol use at & young age may increase the likelihood of negative physical and mental health conditions, sociatproblems and alcohol dependence.
Regular drinking in adolescence is an important risk factor for the deveiopment of dependent and risky pafterns of use in young adulthood.
Childhood and adolescence are critical times for brain dévelopment and the brain is more sensitive to alcohol-induced damage during these times,
while being less sensifive to cues that moderate alcohol intake.

Like adolescents, young adults continue to be greater risk takers than older adults, but still have poorly devefoped decision-making skills — factors
that are reflected in fhe high levels of injuries sustained by this age group; and alcohol affects brain development in young people; thus, drinking,
particularly “binge drinking”, at any time before brain development is complete (which is not until around 25 years of age) may adversely affect later
brain function. In addition, young aduits are also the adult age group most likely to take mood-altering drugs {AIHW 2008a).

Trends in youth drinking are unclear, with neither school survey data (ASSADS) nor the NDSHS surveys demonstrating clear trends in drmé;g
amongst adolescents or young adults in the last decade. A recent examination of Victorian data relating to young people aged between 12 and.24
found that, while the survey data found no clear trend in rates of risky drinking, the rates of hospitalisation and presentation at emergency
departments have increased dramatically over recent years. The study suggests that the relationship between survey-derived estimates of afcohol
consumption and rates of alcohol-related harms is not as clear-cut as expected, and raises concerns about the sensitivity of population surveys; in
detecting changes in harmful drinking patterns (Livingston, in press). ’

Other groups at risk

Drinking can lead to poorer outcomes for people who have a mental health condition, whether it is a high prevalence condition stich as depression
or a low prevalence condition such as schizophrenia.

There has been little analysis of the patterns. of consumption and trends in alcohol related dysfunction or harm in older people in Australia. Older
people are more vulnerable to the effects of alcohol due to changes in their body composition, decreased metabolic capacity, the presence of ¢o-
morbid conditions and the medications that regulate these conditions. Older people express concern about reduced perceptions of safety
associated with public.place drinking. Women in the baby boomer cohort, now aged in their 50-70's are more likely than their parents to be alcohol
consumers and it might be anticipated that this will produce an increase in alcohol related morbidity in their older years, but this is' yet to be
documented.

Certam occupational groups are known to regularly drink at riskyrhigh risk levels, especially tradespeople. and unskilled workers, and the hospita
agricultural, and mining industries. ]

442 Gaps and Limitations -
Alcohol sales data

Until the mid 1990s, data on alcohol seles were collected by all Australian states at a premise level. Small area alcohol sales dafa, including

“information on product types would allow a range of crucial alcohol policy questions fo be examined. For example, while recent Australian studies
have shown that the number of alcohol outlets in an area are related to rates of violence and that there's a link between outiet density and risky
consumption. Chikritzhs ef /. (2008) have demonstrated that alcohol-related sales data are the best predictors of alcohol-related problems. In
addition, data that allow estimates of the amourit of alcohol scld at a local level will provide an opportunity to analyse what happens to fotal alcohol
sales when new outlets are opened. Furthermore, these data would allow rigorous evaluation of changes to local-alcohol policy in terms of their
effects on alcohol consumption, for example the recently proposed lockouts in central Melbourne. Additionally, these data could help determine
whether measures like these increase off-premise consumption at the expense of on-premise. Al a broader level, sales data provide a more
accurate picture of consumptioni than the current best data available (ABS measures of alcohol available for consumption) and could provide
evidence on how national or state-level changes (e.g. the recent increase in tax on pre-mixed spirits) impact on consumption, including evidence
around product substitution, changes in on-versus off-premise consumption. Finally, clearer links between alcohol consumption and harm could be
determined from ecological data combining sales and health/social outcomes. In other words, is the volume and type of alcohol sold in a region
predictive of problematic outcomes? This would provide evidence of whether particular beverage types {e.g. cask-wine, pre-mixed spirits) are
disproportioriately related to harm
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i3 omplexissues: -

Health benefits of alcohol

At low levels of consumption, alcohol may also have some benefits - various studies have found reductions in some kinds of heart disease
{particularly in middle aged and older males) and ischaemic stroke (in older females), diabetes, galistones and dementia. The exient and ever the
existerice of such benefits remain controversial (e.g., Jackson et al., 2005; Fillmore et al. 2006). In terms of population health, heart disease and
stroke are the most important of these potential benefits. Nearly all the potential benefits are confined to males over the age of 45 and women past
menopause, and can be gained with a drinking pattern of as litlle as one drink every second day. Since altemiative means of preventing heart and
vascular disease are available, the clinical consensus is that people need not take up or maintain drinking for health benefits.

Feta] Alcohof Syndrome

Rates of drinking during pregnancy are high, with recent Australian surveys reporting rates of 47 per cent. Between 19 and 44 per cent of Aboriginal
women drink alcohol in pregnancy and befween 10 and 19 per cant drink at harmful levels (NHMRC 2007). Matemnal alcohol consumption can result
in a spectrum of harms to the fetus. Although the risk of birth defects is greatest withi high, frequent materrial alcohol intake during the first trimester,
alcohol exposure throughout pregnancy (including before pregnancy is confirmed) can have consequences for development of the fetal brain. It is
not clear whether the effects of alcohol are related to the dose of alcohol and whether there is a threshold above which adverse effects occur
(RCOG 2006). This uncertainty is reflected in policy regarding alcohol use in pregnancy within Australia and overseas (O'Leary ef al. 2007).
Although the risks from low-level drinking (such as one of two drinks per week) during pregnancy are likely to be low, 8 ‘no-effect’ Jevel has not been
established, and limitations in the available evidence make it impossible to set a ‘safe’ or ‘no-risk’ drinking level for women to avoid harm to their
unborn baby.
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There is considerable activity in this area in Australia currently; some funded by governments; much of it centred on 'top of mind' or readily observed
phenomena such as young people’s drinking and efforts to contain public nuisance, violence and disruption. There are extensive compendiums of
activity emanating from governments describing how they are actively involved on many fronts in responding to alcohol issues: from summits,
workshops and funding programs, to public education and persuasion and local area initiatives, Various benevolent, community service, non-
govermment organisations, peak bodies and community-based groups, together with particular interest groups such as parents, schools and the
powerful alcohol beverage and related industry groups including hospitality, tourism, entertainment, advertising, media, recreation including sporting,
gambling and other industries variously cooperate andlor compete in a somewhat crowded space in relation to policy advocacy and program
devalopment. Much of the rhetoric is aimed at prevention and there is a mood to address-the downside of alcohol use at the moment, but there is
great difficully in gaining coherent, cooperative, strategic, and effective action. This situation might be compared to the place of and responses fo
tobacco smoking in Australia in the 1960s.

Australfians play a role in various international alcoho! policy arenas including WHO Expert Working Group{s) and our research tfrack record includes

some outstandmg contribufions to public health framing and preventative work. At the same fime, Australig’s alcohol beverage industry has been
active in the development and promotion of alcohol in a number of neighbouring Pacific (and other) countries, many of which are not well placed fo
respond to the hanms associated with increasss in alcohol use.

National initiatives o
Reduging harms from alcohol misuse is. a responsibility shared among all levels of governmerit. The Commonwealth Government collects significant
revenue from fax on alcohol and generally has respohsnbmty for broad population preventative efforts including’ poténtial leadership in policy
direction, taxation, and hence opportunity to influence price - perhaps the most potent preventative lever, research, and national social marketing
campaigns. The Commonwealth and the States and Territories work together through the mechanisms of the Ministerial Council on Drug Strategy to
implement initiatives as part of the National Alcoho! Strategy 2006-2009 (MCDS 2008). The Strategy is a plan for action developed collaboratively
between governments, industry, and community partners,

Key action areas initially identified for the Strategy include:

Monitoring and review of alcohol promotions {report completed to MCDS; meefings with alcohol advertising bodies and gngoing monitoring);
Increase community awareness and understanding of the extent and impacts of intoxication {limited systematic or programmatic effort but with
some jurisdictions making an effort to support and guide community concern);

» Improve enforcement of liguor licensing regulations (variable across jurisdictions; some interest in Queensland’s civil liquor license inspectors);
Support whole-of-community initiatives to reduce alcohol-related health probiems (mixed responses; little clear support for local government
role; patchy funding; overall limited systematic attention); and,

. = Development and implementation of social marketing campaigris to reduce alcohol-related harms {comprehensive davelopmental research and

planning done but awaifing approvals and roll out).

Comments in parenthesis are those of one of the principal author’s observations on progress, merely as a guide fo the state of play while evalu;
of the overall National Drug Strategy, which includes consideration of the alcohol strategy, is currently underway (see Siggins Miller, in progress)

It is difficult to assess the application, impact or outcomes of the NAS given that there is considerable difficulty in ensuring Integrated programme
focus across all levels of government and all jurisdictions and few clear, agreed targets or monitoring of outcomes associated with the strategy. In
addition some. relevant reports (such as the report on the government’s monitoring of alcoho! advertising) are not publicly available.

State and Territory roles and responsibilities

Key alcohol related responsibififies of state and territory governments:

»  liquor licensing regulation,

* provision of freatment services.

Also: law enforcement; health promotion; community programs; research; drug education in schools. All states and territories have strategic plans to
address alcohol, which vary in scope and funding. Because they have a responsibility for faws, regulations, policy, and enforcement in relation to
the physical availability of alcohol, they play a critical role in Australia in influencing many of the key determinanis of alcohol misuse and related

harm.
Local Government

Given the diverse range of adverse outcomes of drinking most often experienced in person at a local level, local government departments including
environmental health officers, planning, rangersipark officers, community development, waste disposal and youth services afe all irivolved in
responding. The Capital Cities Lord Mayors and the National Local Government Drug and Alcohol Advssory Committee have identified preventing
and responding fo alcohol problems as central fo the role of local government. A recent assessment in Western Australia found that focal
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' iv\,\y(/}arnments believe that they can contribute fo management of the physical availability of alcohol, the creation of safer drinking setfings, and
engage in environmental design and planning that contributes to and supports community wellbeing. There are examples of innovative, locally

responsive measures in Australia, in part fo respond to the modem phenomena of night time economies described in the recent book Bar Wars
{Hadfield 2007).

In spite of the levels of concern and the plethora of activity, it might be said that each leve! of government and each organisation or business
~  generally has stronger levers available to it than are utilised; in part reflecting the community’s considerable ambiguity with regard to alcohol.

L Community level action

"1 Throughout Australia there is also a considerable amount of community based activity underway that is related fo the issues of alcohol misuse and
| related harm, some of which is government funded and some led by charitable groups. In Australia, the contribution of community levels action to
) the prevention and reduction of alcohol related harm is significant and is integral to the effective implementation of federal, state and local pofices
. and programs. While it is known that community participation can increase the effectiveness of iniiatives, it also important that this be done well.
. Done poorly, participation may have negative health impacts. Communities may resist paricipating in local initiatives when their past experience of it
i1 has been negative — such as when expectations are foo high and when foo much reliance is placed on the abifity of local structures to alleviate
problems which actually require macro solutions, or when there has been unrealistic emphasis on the pursuit of consensus, thus sfifling progress.

National Binge Drinking Strategy

On 28 March 2008, the Prime Minister announced a new national strategy to address the binge drinking epidemic among young Australians. This
national strategy will begin with three new practical measures to help reduce-alcohol misuse and binge drinking among young Australians, including:

{ -y $14.4 million to invest in community level inifiatives to confront the culture of binge drinking, particularly in sporting organisations;

= $19.1 million to intervene earlier to assist young people and ensure that they assume personal responsibility for their binge drinking; and,
.- $20milion to fund advertising that confronts young people with the costs and consequences of binge drinking.

The Prime Minister stated that the early intervention inifiatives will focus not only on cultures and environments, but also a new emphasis on

r  personal responsibility. It was also announced that the new strategy wil link with the National Preventative Health Taskforce (Rudd 2008).

Council of Aus't_rglian Governments {COAG) Binge Drinking Agreement

. The Council of Australian Governments (COAG) recently agreed on the importance of tackling alcohol misuse and binge drinking among young
i people and asked the Ministerial. Coundil on Drug Strategy to report to it in December 2008 on options o reduce binge drinking including in refation
w10 closing hours, responsible service of alcohol, reckless secondary supply and the alcohol content in ready to drink beverages. The Australia New
Zealand Food Regulation Ministerial Council fo request Food Standards Australia New Zealand to consider mandatory health warnings on packaged

1. alcohol (COAG.2008). :

Ministerial Council on Druyg Strategy (MCDS) -

Atits meeting on 23 May 2008, the Ministerial Council on Drug Strategy (MCDS) agreed to fast track the development of the federal goverment's

$53.5 million National Binge Drinking Strategy, including community level initiatives. They expect to provide an interim report in July. Acknowledging

the-significant foundation work already being done by all governments and the contribution of palice commissioners, this national approach aims o
, reduce the incidence of alcohol-related violence and the impact of alcohol abuse on individuals, the community, and the health system. . 1t includes
a focus on assessment of late night lock-outs for ficensed premises and development of a preferred framework fo more sffectively target police
L1 { sources on binge drinking hot spots. 1t will also focus on:

anational policy framework for Responsible Service of alcohot;

a preferred regulatory medel to address secondary supply of alcohol to minors;

options for reducing alcohol content in products including those aimed at young people;
possible standards and controls for alcohol advertising targeting young people; and,
advice regarding the impact of health warnings on drinking (MCDS Press release, 2008).

P

Senate Inquiry into Afcoho! Toll Reduction Bill 2007

On 14 February 2008, the Senate of Australian Parliament, on the recommendation of the Selection of Bills Committes, referred the Alcohol Toll
: | Reduction Bill 2007 to the Senate Community Affairs Committee for inquiry and report by 18 June 2008. The Bill's stated aim is o create a culture of
«+  regponsible drinking, and to facilitate a reduction in the alcohol toll resulting from excessive alcohol consumption. To achieve this aim the Bil

proposes {o;

- Require health information labels on all alcohol products;

- Restrict TV and radio alcohol advertising fo after 9pm and before 5am, to stop alcohol being marketed to young people;

- Require all alcohol ads fo be pre-approved by a government body comprising an expert from the medical profession, alcohol and drug support

sector, accident frauma support sector and the alcohol industry; '
- Ban alcohol ads which are aimed at children or which fink drinking to personal, business, social, sporting, sexual or other success.
86 wriiten submissions from interested parties were received by the Committee which is due to report in late June 2008 {Senate 2008a).

Senate Inguiry info Ready-fo-Drink Alcohol Beverages
On 15 May 2008, the Senate referred fo the Community Affairs Committes for inquiry and report by 24 June 2008:
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- The effectlveness of the Government's proposed changes to the alcohot excise regime in reducmg the claims of excessive consumptlo 6”f
ready-to-drink alcohol beverages;

- The consumption patterns of ready-to-drink alcohol beverages by sex and age group;

- The consumption patterns of all alcohol beverages by sex and age group;

- The impact of these changes on patterns of overall full strength spirit consumption, including any increased consumption of standard drinks of
alcohol;

- The evidence underpinning the claims of s;gmﬁcant public health benefit in the increase of excise on this category of alcohol;

- Applicability of incentives to encourage production and consumption of lower alcohol confent beverages;

- The modelling underpinning the Government's revenue estimates of this measure;

- The effectiveness of excise increases as a tool in reducing the levels of alcohol related harm,

- The empirical evidence on which the government's decision to increase the excise on ready-to-drink alcohol beverages was based; and

< The effect of alternative means of limiting excessive alcohol consumption and levels of alcohol related harm among young people.

34 wriiten submissions from interested parfies were received by the Committee which is due to report in late June 2008 (Senate 2008b).

Northern Territory initiative and other ATSI specific initiatives

Perhaps the most radical experiments in responding fo problems especially among aboriginal Australians have been carried out in the NT. The
Living with Alcohol program which operated for many years has been subject to careful, independent evaluation and most recently the NT Inffiative
implemented by the then Minister for Aboriginal Affairs of the previous Australian government; that is just now to be reviewed after one year of
implementation. This is & complex arena and this paper will not attempt fo summarise interventions specific to indigenous Australians or presume
to provide comprehensive information in this area. There are however some important points fo note. For oo long ATS! peoples have not had
access to and often not been even encouraged fo seek soundly evidence based responses to alcohol problems; instead they have been left to
garmer thelr own experience with litle support or appropriate mentorship. Efforts fo redress this have emerged and in recent imes more analytic and
systermatic offort has been apparent in addressing issues specific to ATSI peaples; while borrowing and utifising the evidence of what works{»\%%
mary others from evaluation based texts and case studies of successful interventions (e.g. Strempel et af. 2003). Another important resource is
Grog Book {Brady 2005) which provides guidance for community based policy, programmes and specific action, as well as information about
evidencs based, individually focussed intervenfions and clinical guidelines specific to Aboriginal and Torres Strait Istander peoples. This resource is
currently being updated. .

In addition, groups such as the Aboriginal Medical Services Aliance Northern Territory (AMSANT) have produced policy documents including ‘A
Model for integrating alcohol and other drug, community mental health and primary health care in Aboriginal Medical Services in the Northern
Territory' and ‘Options for Alcoho! Control in the Northem Territory' that, they suggest, “proposes a number of considered, evidenced-based alcoho!
policy measures relevant to the NT which were developed through a collaborative process with our member health services™. This policy pape
canvasses the spectrum of preventative interventions available. it must be remembered that the majority of Aboriginal and Torres Strait Islanders
live in the major metropolitan cities of Australia; far removed geographically and often culturally from the environment that the NT initiative and
related policies address. Some care is necessary in ‘franslation’ and in recognising that there are many indigenous Australian cultures just as there
are many different non-indigenous Australian cultures.

As detailed above, a considerable amount of activity is in Australia in relation to the issues of alcohol misuse and related harms. The extent fo which
the considerable preventative desire and activity currently planned or underway is likely to be effective, and how well this activity reflects an

evidence-based approach is considered in the next secfion of this paper.

&

in general, the measures that are most often called for by community members tend to be the least effective, while the most effective measures &
the least popular, and are thus probably the most difficult for governments to introduce; usually requiring strong leadership and well planned
implementation.

»

What is Prevention in this area?

The stated aim of Australia’s current national drug Strategy is to prevent the uptake and minimise the harmful effects of drug use in Australian
society’. Known as ‘harm minimisation’, this approach has been defined as encompassing:

° Supply reduction strategies designed to restrict the harmful supply of drugs;

o Demand reduction strategies designed to prevent the uptake of harmful drug use, and

. Harm reduction strategies to reduce drug-related harm for individuals and communities.

The approach of harm minimisation, while complex and requiring continuing support from public advocates, is based on scientific evidence and
underpins the definition of prevention adopted for the review of alcohol related interventions in this paper. It can encompass universal as well as
targeted interventions (both selective: particular high risk sub-populations; and indicated: those with emerging problems).

Though not explored in detail in ihis paper, the concept of the prevention paradox assists in understanding prevention approaches in the areas of
public health and public safety. This approach suggests ihat more {net) harm may be prevented through universal interventions - focusing on the
majority who are less seriously involved in harmful alcohol/drug use, rather than through interventions that farget the smaller proportion of high-risk
users. Considerable debate ensues in finding an appropriate’ mix of universal and targeteci interventions and there is a fendency for people
preferring fo focus on other people’s/groups’ drinking.
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What works in aicohol rélated prevention

The following discussion is informed by recent reviews of the avaflable research evidence. This includes especially;

. the World Health Organisation's (WHO) international review of alcohol related research and public policy (Babor et al. 2003);
. a recent Australian research monograph on the prevention of substance use, risk and harm (Loxley ef al. 2004); and.

. a recent update of the latter, with a focus on prevention interventions targeting adolescents (Toumbourou et af. 2007).

Other recent reviews have also been drawn upon, to a lessor extent, including Stockwell 2004, Loxley ef al. 2005, and NDRJ 2007.

The conclusions reached in the WHO report (Babor ef al. 2003) with regards to the respective strengths and weaknesses of different types of
interventions, according the available intemational research evidence, are summarised in Table 8. Included in this table are Australian-authored
evaluations of the equivalent interveritions provided by Loxley ef al. (2004) and Toumbourou ef al. {2007). The scales used to rate the interventions
by the respective authors are summarised in Table 5 below.

readth of research suppo 201083 culfure liart evaluation?
‘ fective No studies undertaks oo Nottested imited investigation
WX .. Limited effectiveness . 1 well designed study completed . | Tested in 1 country vidence for implementation
* % . Moderate effectiveness . 2-4 studies completed 1 Tested in 2 - 4 countries : Evidence for oufcome effectiveness
X k% . High degree of effectiveness | 5+ studies completed sted in 5+ countries  ; Evidence for effective dissemination
- N/A

7 ' No evidence available

- Warrants further research
_Evidence is contra-indicaive

Of the 39 interventions listed in Table 6, approximately half (21) are universal (targeted at the whole population) and half (20) are targeted at high
risk groups. The intemational review by Babor e al. concludes that interventions targefing the whole population generally have higher effectiveness
ratings and are less costly to implement and maintain, on average, than those targeting high risk groups. In general, the types of interventions that
are considered most effective according to the ratings are, in order:

1. Regulating physical availability.
2. Taxation and pricing.

-3, Drink driving counter-measures.

4. Treatment and early intervention.
The types of interventions for which there is somewhat less evidence of effectiveness are, in order:
5. Altering the drinking context,

8. Regulating promotion.
7. Education and persuasion.

"l:_w‘jhou!d be noted, hoWever; that there are differences in the ratings of some interventions between the international review (Babor ef al. 2003) and

the Australian review (Loxley et al. 2004) (e.g. alcoho! problems treatment; mass media campaigns). Also, importantly, it should be recognised that
although the effectiveness of some interventions do not rate highly, in some cases this may be due to the limited research evidence that is available
to inform the rafing (e.g. advertising content controls).
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egulating the Physical Availability of Alcohol -~

Regulating physical availability refers to the accessibility or convenience of the alcohol products, and relates fo policies which aim to prevent alcohol
related harm though controls on the condition of sale to the drinker as a retail customer (Babor ef al. 2003). In Australia, there has been a recent
review of the evidence for restricting the sale and supply of alcohol by the National Drug Research institute (NDRI 2007). While regutation of the
‘economic’ availability of alcohol (i.e. the price of alcohol) is, currently, exclusively a federal responsibility in Australia, via. measures such as taxation,
the physical availabifity of alcohol is generally regulated by state and territory governments, along with local governments also to a limited extent.

Restricting the hours and days of sale of alcohol is a standard component of alcohol policy and regulation and there is a substantial body of
international and Australian work which has examined the impact of changes to trading hours for licensed premises on levels of alcohol consumption
and rates of related harms. Most Australian studies have shown that increased trading hours have been accompanied by significantly increased
levels of alcohol consumption and/or harms (NDRI 2007). A recent Australian study by Chikritzhs and Stockwell (2006) found that small extensions
of trading hours for licensed hotels in Perth, Western Australia significantly increased numbers of drink-driver road crashes, More specifically, this
study demonstrated that the relanonshlp between trading hours and increased drink driver road crashes was mediated by the quantity of alcohol .

purchases made by hotels. NDRI (2007) report that several studies have indicated that young males and regular heavy drinkers are especially likely
to take advantage of longer trading hours.

Restrictions on density of outlets can be achieved hy requiring minimum distances between outlets or limiting the number of outlets in a particular
location. Liquor ficensing systems or planning controls can potentially be used o fimit the number of places where alcohol can be sold. In recent
years in Australia there has been a significant liberalisation of licensing laws and a corresponding growth in outlets, both on- and off-premise.
Recent research from three states (Chikritzhs ef al. 2008, Donnelly ef al..2008, Livingston 2007; 2008) has demonstrated consistent links between
the availability of alcohol in a region and the alcohol-related problems experienced there. In particular, these studies have linked rates of viclence to
density of alcohol outlets, with a longitudinal study in Melbourne highlighting that changes in the numbers of outlets in an area is directly related to
rhanges in the rates of night-time assaults ocourring thers. The links between outlet density and other outcomes are less clear cuf, aithough some
_amational evidence suggests higher outlet density is refated to higher rates of: risky alcohol consumption (eg Weitzman et al.. 2003), motor
vehicle accidents (e.g. Gruenewald and Ponicki 1995), risky sexual behaviour (Cohen ef al.. 2006), pedestrian injury (LaScala et al.. 2001), child
raltreatment (Friesthler et al.. 2004) and neighbourhood amenity problems (Wechsler et al.. 2002). The results of this research are clear
fiberalising alcohol availability is likely to increase alcohol-refated problems. However the practical policy implications are less clear — most of these
studies have treated all outlets of a particular type as equivalent, while there is good evidence that certain premises contribute disproportionately to
problems {Briscoe and Donnelly 2001) highlighting the need to further-examine the types of outlets that are related to assaults.. Further data, such

as alcohol sales, opening hours, capacity and venue style, could provide substantial insights into how different outlets contribute to the effect of
outlet density on assault.

quure 8, Number of ilquor licences by vear, Victoria, 1986 to 2006.

18,000 - While not completely deregulated, liquor licensing laws and
' regulations -in most jurisdictions have been significantly
relaxed over the past decade generally coinciding with the
tequired reviews under the Nafional Competition Policy.
One of the effects of this has been a proliferation in the
number of new licensed premises in some: jurisdictions {see
Figure 8).
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1 Restricting availability by alcohol strength is known to be an effective intervention both internationally and in Australia. In Australia, it has been

-~ gstimated that full strength beer makes the largest single contribution to all risky and high risk alcoho! consumption (39 per cent) (Chikritzhs ef al.
2003). NDRI (2007) report that studies which have examined the relationship between alcoholic beverage type and levels of alcohol-related harm
have found increasing evidence that beer consumption is more commonly associated with drink-driving. NDRI also observe that while most studies
identify wine as a comparatively low risk beverage, a study by Stockwell ef al. (1998) found that certain types of wine which offer high alcohol
content at a relatively low price were strongly associated with hospitalisations for alcohol-related road injuries, falls, assaults, and suicides. Some
small regional or remote communities in Australian, with relatively large indigenous populations, have introduced sales bans on cask wine and cask
fortified wine. According to NDRI (2007); evaluations of some of these bans show that such restrictions can result in reduced alcohol misuse and
related harm in the communities where the bans exist.

The most preferred types of alcoholic beverages among Australian female drinkers, in descending order, are bottled wine, bottled spirits and
liqueurs, RTDs in a bottle, and RTDs in a can. Over the 2001 to 2007 period, preference for botlled wine increased the most among females,
growing from 57.3 per cent to 63.8 per cent. Among males, the most preferred types of alcoholic beverages, in descending order, are full strength
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beer, bottled wine, bottled spirits and fiqueurs, and RTDs in a can. Over the 2001 to 2007 period, preference for RTDs in a can increased the rfﬁf t
among males, growing from 18.2 per cent to 24.3 per cent {see Figures 9 and 10).

Figure 8. Preference for selected alcoholic beverages by year, Figure 10. Preference for selected alcoholic beverages by year,
proportion of the male population, Australia, 2001 to 2007. proportion of the female poputation, Australia, 2001 to 2007,
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‘With regards fo which types of alcoholic beverages are most cofmmonly involved in alcohol misuse, Stockwell {2008) has estimated that straight
spirits (79.7%), alcoholic cider (78.9%), pre-mixed spirits {71.8%) and regular strength beer (72.6%) are the fop four types of beverages consu

by Australian drinkers on days when they drank 2t risky/high-risk levels. Among 12 to 17 year olds, the top three are straight spirits (98.9%), reg W
beer (78.9%) and RTDs (76.7%). Spirit-based beverages held the highest market share, representing 62.7% of total alcohol consumpt:on among. -
this age group, with slightly more consumed as straight spirits than as RTDs.

In recent years, there has been a gradual resurgence in overall per capita consumption of spirits in Australia, following several years of decline in the

mid 1990s, The major part of this growth has come from increased consumption of RTD products, which now represent 48% of all per capita

consumption of spirits in Australia (see Figures 11 and 12). Consumption of mid- -strength beer and wine has also grown, while low strength beer
has declined.

Figure 11. Annual change (%) in Alcohol Available for Consumption (litres of beverage) Figure 12. Alcoho! Available for Consumption
by Beverage Type, Australia, 2005 to 2007. {litres of beverage) by Beverage Type, 2007.
@2005 @ 2008 M 2007
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Recent Australian research has found the palatability of some RTDs is highly appealing to the taste preferences of young people (Copeland ef al.
2005). This research found that 12 to 17 year-olds could not taste the difference between some RTDs and non-alcohol beverages (e.g. chocolate
milk containing vodka and normal chocolate milk). The research also pointed to othér studies that found RTDs are packaged in containers that are
similar in appearance to highly popular soft drinks that appeal fo young people (MacKintosh ef al, 1997). An Australian study (Smith ef a/. 2005) has
highlighted similar concerns regarding RTD packaging. It found that alcohol rétail staff generally agreed that RTDs were designed for under age
drinkers and often termed "kiddie drinks”. Some Australian commentators have recently expressed concern about the increasing availability of high
alcohol content RTDs and the potential appeal of such beverages to young people (Munro & de Wever 2008). Internationally there is also emerging
evidence of the risks posed by RTDs that contain energy ingredients, which can mask some of the effects of alcohol and lead to increased risk of
adverse events such as physical injuries, riding with drink drivers, and unwanted sexual contact (O'Brien ef al. 2008).

The issue of the server liability for injuries to intoxicated people or third parties affected by the actions of a person affected by alcohel is a complex
-and controversial area of the law {DCPC 2008). In the United States, Dram Shop laws i in many states aflow people injuréd through the actions of an
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©wwxicated person {0 recover damages from a licensee or licensed premises owner. Such licensees are in most Dram Shop legislation also

vicariously liable for their employees’ actions in serving an (intoxicated) patron (DCPC 2006). Loxley et al. (2004) report that studies show Dram
Shop laws have a modest deterrent effect and that the underlying rationale for discouraging service of intoxicated persons is sound and there is no
likelihood of adverse consequences. A recent Australian review of the key aspects of law and implications of recent court decisions has reported
that there is now a less onerous duty of care imposed upon licensees and their staff with regard fo the consequences from the serving alcohol. [See
also the discussion of responsible service of alcohol (RSA) interventions further below in this paper].

Minimum legal purchase age refers to the age at which alcohol can actually be purchased by a person. This is distinct from the age at which
alcohol can be consumed, sometimes referred to as the legal drinking age. The distinction is important because while all state and territory laws in
Australian prohibit a minor from purchasing alcohol, they do not necessarily prohibit consumption in certain circumstances. Babor af al. {2003)
emphasise that consistent enforcement of laws regarding purchase age is critical if reduced alcohol consumption and related harm among young
people is to be achieved. Although the minimum legal purchase age for alcohol in all Australian jurisdictions is 18 years, the average age at which
Australians have their first full serve of alcohol is 17 years, and as detailed earlier in this paper, there is a high prevalence of underage drinking
which has not changed significantly in the past twenty years. In the United States, where minimum legal purchase age for some time ranged
between 18 and 21 years, several studies have found that increasing the age limit is an effective means of reducing road crash death and injury
among teenagers and young adults. NDRI (2007) report that some studies have also found that higher ie’ga! minimum drinking age is. associated
with reductions in alcohol consumiption @mong young people. There is, therefore, some evidence that raising the purchase age to 21 can reduce
teenage drinking, as well as harms. Kypri's (2008) account of recent attempts to increase the minimum purchase age in New Zealand to 20
demonstrated that popular debate convinced a majority of the public that raising the age would be an appropriate way to reduce young people’s
harm from drinking. Toumbourou ef al, (2005) here in Australia have recommended that a first step in this direction would be better monitoring of
alcohol-related developmental harms using longitudinal and other developmental researcti,

It must be acknowledged that consumption of alcohol by children and adolescents in the home and in certain social settings is often sanctioned by
,harents, often in the belief that it is relatively harmless or might be helpful in educatmg yourig people about alcohol (Ward and Snow 2008). The

. & Jority of young Australians who report drinking at home also report parents as the primary suppliers of their alcohol (White and Hayman 2006). In

New South Wales, itis now an offence to supply alcohof to minors in a private home without the direct approval of a parent or guardian. This has
often been referred to as the NSW secondary supply law. Whilst the impact of this law upon youth drinking is not yet known, legislation of this kind
has been welcomed by advocates against alcohol-related harm and there is currently considerable lobbying of government to support the
introduction of similar laws in other Australian jurisdictions (Ward and Snow 2008)

Another example of restrictions on the physical availability of alcohol which is known to be effective in reducing alcohol misuse and related harm in
some Australian indigenous communities, aré referred to as dry community declarations (NDRI 2007).. Some remote Indigenous communities in
Western Australia, the Northern Territory and South Australia have declared themselves ‘dry’ using provisions of state/territory legislation. The key
glement of such dry area declarations is a combination of Indigenous community control and statutory authority, along with police enforcement for
-ensuring that dry community declarations reach their potenhal Evidence suggests- although there are short-comings (e.g. sly grogging) and
associated costs to this approach, overall there are reductions in consumption and alcohol-related harm. It should be noted that dry community
‘ declaranons are distinct from local dry area alcohol bans, as the latter relate to restrictions on drinking in designated public places and are usually
imposed where there are high rates of alcohol-related public disorder (NDRI 2007). While focal dry area bans have been found fo decrease public
order problems in designated areas, overall they do not reduce in public order offences, alcohol-related hospitalisations or police detentions of
intoxicated persons. Often dry area restrictions simply displace drinkers to other areas where there are no, or fewer, restrictions and dry area

declarations are often seen as inherently discriminatory because of the negative impacts upon Indigenous people already at risk of alcohol problems
{NDRI 2007).

Purrently receiving considerable attention in some Australian jurisdictions are measures related to restiicting the hours of sale of alcohol known as
*_.ckouts. These do.not restrict trading hours per.se, however, because outlets are permitted to continue trading until their usual closing fimes.

However, after a certain time, such as 2:00am or 3:00am, new patrons and those wishing fo re-enter the premises are not permitted to do so.
Lockouts aim to reduce the movement of people between clubs after a certain time since it is this movement of people between venues which police
report as a major cause of alcohol related incidents late at night. There are examples of lockout programs in operation in locations throughout
Australia, such as in Ballarat and Bendigo in Victoria, and across Queensland where 3.60am lockout now applies to all tate night licensed premises.
The Victoria government is also currently trialling a 2.00am lockout throughout four inner city municipalities of Melbourne. NDRI {2007) report that as
yet, there is limited formal evidence of the effectiveness of lockout programs, in part because they often occur as one element within a range of
programs aimed at reducing late night alcohol related problems (e.g. CCTV cameras, street lighting, public transport, police presence).

While they are not usually focused solely on issues that relate to the physical availability of alcohol, community-based prevention programs have
betome increasingly popular in recent years because of emerging understandings of how environmental and social conditions contribute to alcohol

problems (Loxley ef al. 2004). A detailed discussion on the range and scope effects of community based programs is not provided here, but can be
obtained elsewhere (see Loxley ef al 2007: 166-167).

28

axation and Pricing

The price of alcohol clearly impacts on consumption pattemns. There are more than 50 studies from around the world showing that when alcohol
increases in price, consumption is reduced (WHO 2006; Kenkel & Manning 1996; NIAAA 1997; Babor et al. 2003; Osterberg 2006). The WHO is
one of many international and national health organisations that strongly endorse the use of increased alcohiol taxation (higher prices for alcobol
products) as an effective preventative strategy to reduce alcohol related harm (WHO 2004). At the same time, it is important to recognise that there
is a complex relationship betwsen price and consumption {Gruenewald ef al. 2006; Chaloupka ef al. 2006). Patterns of alcohol consumption can
vary considerably according to individual factors such as the age, sex, and income levels of the drinker. Other factors such as availability, the
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cultural setfing, the marketing and image of the product are also important. Studies consistently show that lower socio economic groups and people
with limited disposable income {young people, indigenous groups, and heavy drinkers) are more directly impacted by the price of alcoho! products.
Higher income drinkers tend to drink more expensive alcohol, and while price may lead them fo reduce their consumption marginally, they are also
able to alter drinking preferences to cheaper alternatives (Kenkel & Manning 1996, Osterberg 2006). The nature of the alcohol product is also a key
variable. An Australian study identified considerable variations in price elasticity (the amount price needs to change before it impacts on
consumption) for different alcohol products. It concluded that spirits are twice as price sensitive as wine and beer (Econtech 2004).

Given the complexity of the relationship between alcohol price and consumption, increasing alcohol taxation does riot necessarily lead to a linear
reduction in the levels of alcohol related harm. 1t is important that the relationship between the price of individual alcohol products and gonsumption
amongst particular groups of drinkers is carefully modelled against known price elasficity and existing consumption patterns. While increasing the
price through taxation is likely to lead to a reduction in per capita consumption, increasing the price of individual products may not necessarily
achieve this goal. In some cases, product based changes can create opportunities for new products and drinking patterns that increase levels of
harm (DSICA 2008) .

Australia’s alcohol tax system can best be understood as a constantly changing reflection of the history of alcohol consumption in Australia, and the
status of various alcohol products. It also reflects changing powers of taxation between State and Territory governments and the Federal
government. As a consequence, different products — wine, spirits, beer, ciders, fortified wines, are all taxed differently. The excise duties
arrangements can generally be described as a velumetric tax system, because the amount of excise duty depends on the volume of alcohol
contained in the particular product. Wine equalization tax can be described as an ad valorem tax system, because the rate of tax depends on the
value of the retail selling price of the particular product. Customs duties are a combination of both volumetric and ad valorem system. GST applies
is set at a fixed rate of 10% of the produgct price, top on of all other taxes (see Table 7).

fjable 7. Summary of the types of

aloohol taxes applied by catego

. o Spints & RTDS.

GST Yes Yes & Yes ; Yes
Excise duty ' Yes 1 Yes ] No No
WET i No . i No .. o Yes i Yes
. Customs duty (ad valorem) No_ Yes (imported) | Yes (imported) No
Customs duty (vofumetric) | Yes (imported) | _ Yes {imported) No ' No

Within some categories there are various concessions and exceptions. Smaller wineries for instance, are largely exempt from their value added tax
(the Wine Equalisation Tax) for all cellar door sales. ' '

Recent estimates show that the Australian government will collect over $6 billion as a result of the production and consumption of alcohol during the
2008/09 financial year (DSICA 2008). However, a substantial disparity exists between the amount of tax revenue received by the Australian
government from risky drinking compared with the overall amount spent in attempting to prevent alcohol misusé. For example, it has been
estimated that Australian adolescents (aged between 12 and 17 years) spent approximately $217 million on alcoholic beverages in 2002, netting the
Australian government approximately $112 million in. tax revenue (Doran et al: 2006). This translates that tor every dollar spent ori alcohol
interventions aimed at adolescents, the government receives around $7 in alcohol tax revenue (Doran ef al. 2006). '

The current taxation rates translate into a wide variety of taxation per standard drink of alcohol (see Figure 13).

Figure 13. Tax payable per standard drink* of alcohol, various products, Austrafia, June 2008
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: rof: those who argue that alcohol should be taxed according o the amount of alcohol in each product and container, the current system obviously

represents a massive distortion of this principle.

As noted above, Australia has been through a continuous process of chiange in relation fo the taxation and pricing of various alcohol products.
There are three changes that are parficularly inferesting fo note. In the late eighfies in Australia, states and territories adopted various forms of
licensing for all alcohol sales. As part of this system, most jurisdictions offered low alcohol beer (less than 3:5% alc by vol) a significant concession
in fees, The combination of the license fee concession which franslated into cheaper low alcoho! beer, intense market competition in the beer
market, and introduction of harm reduction measures such as random breath testing all created an ideal environment for low alcohol -beer.
Producers recognised the benefit of investing considerable developmental and marketing investment into low alcohol beer. As a consequence, low
alcohol beer increased its sales very significantly and captured approximately 20% of the total Australian beer market (Stockwell & Crosbie 2001),

The Northern Territory *Living With Alcohol’ program provides another example of how changes in price through govemment taxation increases
contributed to a reduction in per capita consumption. In 1992, the Northemn Territory (NT) government used a hypothecation approach by placing a
levy of § cents per standard on the sale of alcohol products with more than 3% alcohol by volume and used the revenue to fund a range of alcoho!
prevention measures in the teritory (Gray ef al. 2000). Evaluations of the Living With Alcohol program found that the increase in price had
contributed to a major reduction in the Jevel of alcohol related harm within the NT {Stockwell 2007; Chikritzhs 2005).

Over the last 15 years, there have been a series of changes in the level of excise and taxation applied to various forms of the RTD product segment

‘of the Australian alcohol market. These changes have resulted in major shifts in drinking pattems across Australia particularly in refation to brown

spirit pre-mixed drinks {mostly-around 5%. al¢ by vol in 375 mi cans) and white spirit pre-mixed bottled drinks {mostly around 5% alc by volume in
375 mi botfles). With each price change, sales of these RTDs have increased or decreased quite significantly. While there is considerable evidence
that these increases and decreases in sales represent shifts in product preferences (market share) rather than shifts in per capita drinking, the

patterns of consumption have clearly been directly influenced by taxation and pricing. There is substantive evidence that the higher the price, the

Jnwer the consumption of these products, and the lower the price, the higher the consumption of these products. Perhaps just as importantly, the
.. Afts in consumption patterns-are more marked amongst the young and lower social economic groups (DSICA 2008; DSICA 2006; AIHW 2008).

The principles of alcohol taxation reform most often discussed by public health advocates is usually about taxing alcohol as alcohol in a purely
volumetric alcohol taxation system. Some economists question the merit of using alcohol price as a lever for consumption amongst higher income
groups { Leung & Phelps 2008; Easton 2004). As a consequence they argue for alcohol taxation and pricing strategies to concentrate on the
cheapest forms of alcotiol, what is referred to as the floor price. Given that price is being used as the lever, itis the floor price that should be given
more attention in order fo achieve a real shift in per capita consumption rather than just product preference Within this context, it is important fo -
acknowledge that the impact of any increaseé in the floor price for alcohol will impact more on young people, indigenous communities, heavy
drinkers, and lower socio economic groups.

While there are different views among the authors and expert advisors for this paper, it appéars that the most likely model that can effe¢hveiy reduce
alcohol related harm would be based on a volumetric model, that also includes regulating the floor (minimum) price, especially with regards fo small

‘containers. The volumetric tax could be scaled within different product types to ensure there were strong financial incentives for the production of

jower alcohol products (e.g. low strength beer, wine and RTDs), and so that the h;ghest-nsk alcohol products (i.e. spirits, which can more easily
cause overdose) are taxed at an appropriately higher rate, Thought should be given to ensuring that, for example, no alcohol product could besold
in less than 300m! containers, as a way of supporting floor price approach. In combination with a volumetric taxation system, in which alt prodticts
are taxed according 1o alcohol content, all products could effectively have a foor price based on their alcohol content in a 300 mi container.

Modeling this alcohol taxation system would be a very challenging exercise, particularly when health advocates have very limited access to actual

. ~les data. As nofed above, competing in the alcohol market requires extensive market testing and monitoring. This generates a level of detailed

- ...ormation that is not available fo health researchers and policy makers. Perhaps just as importantly, this model would have a negafive impact on

some segments - parficularly cask wine and cider, while advantaging other market segments — spirits and spirit based Ready to Drink products. It
would be very difficult to gain broad polifical support for such a model given the level of public and political opposition from powerful alcohiol
producers. There has been some modelling undertaken which considered a range of alcohol taxation scenarios that would move the alcohot excise
and taxation system closer to-a true volumetric base while remammg revenue neutral within each market segment These models are publicly
available, but have attracted limited support as they increase the price of cask wing and ciders while more expensive wines are reduced in price.
(NDRI 2007} Untit public heaith researchers and advocates have access to accurate sales data, and economic modelling can be implemented on
the combination of floor price and a more volumetric approach to alcohol taxation, it is difficult to strongly put forward a particular model. At the same
fime, there is a substantive history in Australia that illustrates the danger of changing taxation levels of particular products without considering the
implications both on consumption patterns and the development and marketing of alternative alcohol products.

 Drink Driving Countermeasures

Drink-driving laws and the associated programs of enforcement and social markefing are considered to be one of the great pubhc health success
stories of the late 20™ century. In Australia, state and territory laws allow a Blood Alcohol Content (BAC) of up to 0.05 per cent while driving for full
licencs holders, 0.00 per cent for learner drivers, and 0.00 per to 0.02 per cent for provisional drivers, depending on the state or territory. Those who
operate commercial aircraft, public or heavy vehicles, commercial vessels, machinery, and mobile plant or farm equipment must observe BAC
restrictions required by their employer as well as those required by law. For most adults, drinking no more than two standard drinks on an occasion
will maintain their BAC below 0,05 per cent. The evidence for the deterrent effect of such laws is strong, although the effects can erode over time,
and hence some countries have continued to lower BAC limits (Babor &t ], 2003). From the 1970s, Australian states were world leaders in driving
down rates of drink-driving through random breath fests and other means.
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There is some evidence, albeit tentative, that having lower BAC limits for young drivers reduces the risk of road fatalities, especially if the BAC
limit is 0.00 per cent (Loxley ef af. 2004). More broadly, there is good evidence that lower BAC limits, delayed access to full ficense, and curfews for
young drivers can be effective in reducing drink driving among young people ~ graduated licensing schemes can potentially incorporate all of
these measures within a single system {Babor et a/. 2003).

Random breath testing (RBT) has been shown to be effective in several countries, including Australia, in reducing road crashes, injuries and
fataliies (Loxley et 2004). The defining feature of RBT is that any motorist at any fime may be required to take a breast test, and there is nothing
that he or she can do to influence their chances of being tested (Babor et al. 2003). Research suggests that there is a strong tendency for motorists
to comply with drink driving laws in jurisdiction that use RBT programs because of the uncerfainty about the real risk of detection (Babor ef al. 2004).
Herein lies part of the impressive cost effectiveness of random breath testing. RBT is considered a superior method of enforcing drink driving laws
than sobriety check points which only check drivers who are judged to have been drinking (Babor et al. 2004). In Australia, creating the public
perception that there is a high chance of being caught drink driving through RBT has been achieved by a combination of high-visibility policing (road
blocks, ‘booze buses’) and frequent social marketing campaigns that emphasise the likelihood of drink-drivers being detected (Loxley ef al. 2004).

Among the range of punishments for drink driving, the one that appears fo have had the most consistent impact is license suspension (Babor ef al.
2003). On the other hand, increasing the severity of fines and imposing penalties such as imprisonment for drink driving have not been shown to
result in reduced rates of drink driving or car accidents (Babor ef al. 2003). However, it is estimated that up to 70 per cent of people who lose their
license continue to drive while unficensed, as the risk of apprehension is relatively low (Loxley et al. 2005). The major concerns with disqualified
drivers continuing to drive are that it obviously undermines the effectiveness of Jicense suspension and is also linked fo a range of other high-risk
behaviour such as repeated drink driving and speeding {Loxley ef al. 2005). Court diversion of drink drivers to educative and mandatory treatment
interventions and incapacitation of vehicles using ignition interlock devices are regarded as effective means of increasing compliance with license
suspicion and reducing recidivism (Babor ef al. 2003; Loxiey et al. 2004).

While thete Is no evidence that on-premise designated drivers programs produce negative effects, the impact of such programs is very modest %«%«
even with concerted promotions they only produce a small effect (Babor et af. 2003). An Australian review of these schemes was somewhat mti&
supportive, pointing to research findings that the programs do have some positive influence on behaviour of young people in selecting a sober
driver, and that given the cost of such programs is usually bome by licensed premises, there is no opportunity cost is recommending such schemes
{Loxley ef al.:2004).

7

This paper considers treatment and early intervention as essential components of a preveritafive approach to alcohol misuse. While freatment and
prevention are traditionally viewed s separate and sometimes unrelated activities, it is critical that they be embraced as part of a holistic approach
to tackling alcohol problems from a public health perspective. While treatments are primarily designed to serve the needs of individuals, there are a
number of ways that treatment can also have a positive impact at a whole-of-population level:

- By raising public awareness of alcohol problems;

Influencing national and community agendas;

Involving health professionials in advocacy for prevention; and,

Providing secondary benefits for families; employers, and road users {Babor ef al. 2003).

T

Brief interventions in primary health settings for early stage alcohol problems are consistently idenfified as a key ingredient in a comprehensive
alcohol prevention strategy because they are regarded as relatively inexpensive, take very fittle time, and can be implemented by a wide range of
health and welfare professionals (Loxley et al. 2004), Their benefit as preventative measures arises from the relative effectiveness in treating early
stage problem drinking, obviating the need for later more intense and costly treatment (Loxley ef al. 2005). Brief interventions are designe¢’ »
motivate high-risk drinkers to moderate their alcohol consumption and typically involve one to three sessions before or soon after the onset o
problem drinking {Babor et al. 2003). In Australia, brief interventions, as yet, are a relatively untapped opportunity due-in part to the need for greater
recognition of the role that the primary health workforce can play (Loxley et al. 2005). Efforts during the 1980’s and early 90's f0 introduce more
systematic screening, early identification and potentially brief or extended responses were variously tried. These included the Coordinator of Alcohol
and Drug Education in Medical Schools (CADEMS) that supported curriculum development for undergraduate medical students, a range of General
Practice trials (especially in NSW sometimes in association with other specific interventions including tobacco and even efforis to develop a
combined risk screening instrument for a number of conditions) and studies of the use of screening instruments (especially AUDIT) in hospital
settings. Follow up has been patchy and even where the uptake and utility under experimental conditions was promising, the longer term effort and
cost required to achieve widespread involvement has not been sustained. With a sense of déja vu, the authors note a recent study of the
effectiveness of brief interventions in hospital emergency departments that suggests that these can potentially reduce subsequent alcohol-related
injuries significantly (Havard et al. 2008). '

While this paper addresses. primary prevention especially, it is worth nofing that there remains 4 serious lack of accessible and available evidence
based treafment services for later stage alcohol dependence and other alcohol related disorders across Australia (in private and public as well as in
¢ty and remote locations).  With a still evolving specialist clinical workforce there remains a relative vacuum for training and professional
deveiopment at senior clinical levels, and it is this group that ultimately set the standard and nature of practice in any field. A comment from a senior
clinician on the more recent development of Medicare support for private practice GPs and clinical psychologists: ‘it means that | get all these
patients treated under the mental health items with fundamental alcohol related problems where alcohol was not properly managed. (Paul Haber

2008, pers. comm.}.

Australian workplaces are another setfing with great potential for brief interventions with at risk drinkers. There are two main rationales for
workplace interventions with regards to alcohol misuse: (i) to improve productivity, and (ii) to improve workplace safely (Loxley et al. 2004). In the
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: .(u;straﬁan context, approaches to workplace alcohol issues are influenced by occupational health and safety laws and polices, and devising

prevention strategies must be considered in this context. Historically, alcohol problems in the workplace have been dealt with through employee
assistance programs (EAPs) and employers’ policies on alcohol and drug use, however there has been insufficient research to determine the
effectiveness of EAPs in responding to and/or preventing alcohol issues in the workplace (Loxley et al. 2004). Nonetheless, EAPs do provide the
potential opportunity for interventions that are known to be effective, such as brief interventions for high-risk drinkers. A recent study of alcohol
consumption by Australian workers and the impact on ahsentesism has pointed to the need for workplace educafion to influence young employees’
attitudes and behaviours regarding alcohol use (Roche ef al, 2008). The study also suggests that there is a need to take a whole-of-workplace
approach when designing and implementing prevention strategies that target both ‘problem drinkers' and workers who drink at short-term risk levels,
even infrequently, because the latter have an elevated risk of alcohol-related work-place absenteeism (Roche et @l 2008). Others have pointed o
the need for addressing structural factors in the workplace as a more sustainable prevention measure, such as reducing stressful working conditions
that may lead to health damaging behaviour such as alcohol misuse (LaMontagne 20086),

Internationally, and particularly in Australia, the evidence base with regards to alcohol problems treatment is very well developed and is now at the
stage of determining what is best practice rather than attempting to determine if treatment can work (Loxley ef al. 2004). Effective alcohol treatment
options include motivational interviewing, brief interventions, social skills training, community reinforcement. approach, refapse prevention and some
aversion therapies (Lox!ey et al. 2004). There is evidence that mutual help programs such as 12-Step Fadilitation Therapy, which encourages
attendance at Alcoholics Anonymous {AA) meetings, are particularly effective for severely dependent drinkers with low levels of social support
(Loxley et al. 2004). Although popular and widely used, there also treatments which have little evidence of efficacy including insight orientated
psychotherapy, confrontation counseliing, relaxation training, general ‘alcoholism counselling’, education and milieu therapy {Loxley ef al. 2004).
Pharmacotherapies for alcohol dependence include disulfiram, naltrexone, and dcamprosate. Reviews have found that naltrexone and
acamprosate are the safest and most effective of the three pharmacotherapies in the long and mtermedxate terms, respectively {Loxley et al. 2004).

A unique preventive measure to address risk of serious brain damage from thiamine deficiency {known as Wernicke-Korsakoff's syndrome) that can

_Jesult from heavy consumption of alcohol over many years, along with poor nutrition, is thiamine supplementation. Since 1891, all baking flour in

Jstralia has been supplemented with thiamine as & universal method-to increase thiamme levels in the diet of at risk populations (Loxley et al.
2004) This however is included here as an example of a preventative measure that requires ongoing consideration since there has since been
advocacy for removal of supplements (including thiamine) by the puré food advocates and there is concern that the reach of thiamine in bakers flour
might not be the most cost-effective population measure in preventing this condition (Harper 1998).

Since the 1980s, sobering-up centres have been established in many parts of Australia, particularly Indigenous communities, as humane forms of
care for publicly intoxicated. individuals, and as an alternative to individuals being arrested and held in police celis and watch houses (Brady ef al.

2006). Howaver, there have been very few evaluations of sobering up centres, despite their popularity in Australia {Gray 2006). In many ways,

sobering up centres function primarily as-a broad harm reduction measure, rather than as a.treatment program. As Brady ot al. (2006) describes
them, sobering-up centres are not a defoxification centre, nor are they aimed at long-term rehabilitation, but rather their role is to keep people out of
police custody to reduce alcohol-related harm and to offer practical care in a safe environment for a limited time, including protection, shelter and
food. ‘Nevertheless, they could provide an opportunity for interventions that can be effective, Sometimes related to these are night patrols, which
are a particularly common alcohol harm reduction ‘strategy in many Indlgenous commumtles {Loxley et al. 2004) Night patrols provide transport fo
safe locations for intoxicated persons, particularly in yemote areas (Loxley et al, 2004). Evaluations of the effectiveness of night patrols, on their
own, as an intervention is somewhat equivocal although they have been rated effective in communities where they exist in reducing alcohol-related
violence and getting intoxicated people off the streets (Loxley let al: 2004).

Altering the Drinking Gontex

;~"ecause drinking takes place in a social, cultural, and community context, it follows that alcohol misuse or the harmful consequences of this may be
..7evented or ameliorated though strategies which madify this context (Babor et af. 2003). Such harm reduction measures are important eleménts.of

an overall alcohol policy as they are generally more socially and politically palatable. However, harm reduction measures should ot be considered
as an equal substitute for the measures known to be most effective, as measures that aim to alter the drinking context are comparatively under-
evaluated and generally possess less potential for reducing alcohol misuse and related harm (Babor et al. 2003).

it is clear that effective law enforcement is the key ingredient to ensure the efficacy of strategies that aim fo alter drinking contexts as a way of -
preventing alcohol misuse and reducing harms, While all Australian jurisdictions do have bans on serving intoxicated persons and underage
persons, it.is the extenit to which these laws are adequately enforced that determines their effectiveness. Similarly, although very popular, the
effectiveness of responsible service of alcohol (RSA) programs (also referted o as responsible beverage service (RBS)) is also contingent on
proper enforcement (NDRI 2007). Without concerted efforts by police and/or liquor licensing authorities to enforce existing liquor laws, the
imposition of RSA policies andfor training, while potentially raising awareness of relevant issues, has limited impact on the behaviour of servers or
intoxication levels of patrons (NDRI 2007). When highly publicised, the threat of substantial financial penalty has been shown to be particlarly
effective at motivating behaviour change among licensees which has in tum resulted in reduced levels of alcobolrelated harms, but it is not clear
whether such financial penalties remain ffective in the long-term without frequent and highly visible examples of enforcement (NDRI 2007). There is
evidence RSA programs being effective when they include a mandatory component combined with effective enforcement (Babor et al. 2003). While
mandatory server training has led fo an increase in the number of servers undertaking fraining, program quality and content differ significantly
between jurisdictions and the high mobility of the work force makes it difficult fo sustain and monitor.

Mosher ef al. {2002) assessed training progranis offered by states and territories that have either mandatory or incentive based laws, and found that
the quality of programs is generally low, with only two jurisdictions meefing minimum standards. A further criticism of RSA training programs has
been that they focus solely on training servers, and.do not include a more comprehensive community plan to address wider environmental issués, 2
factor that limits their potential {Mosher & Jemigan 1989). To date, only a limited number of RSA training programs have been evaluated in

SIRICTLY CONFIDENTIAL Preventative Health Taskforce Working Group Only Background Paper on Algohol 21




Australia (NDRI 2007). In addition fo fraining bar staff in responsible service of alcohol, there have also been programs designed to frain sta g
managing aggressive behaviour, given the reality that some patrons may- have become already intoxicated elsewhere and that some aggressive
behaviour may not be necessarily alcohol related at all (Babor ef al, 2003). There have been very few evaluations of such programs, although there

is evidence that they can improve staff and patron interactions generally, but the long-term sustainability of these improvements relies of maintaining g‘g
training and standards of practice (Babor ef al. 2003). &

Proactive policing or intelligerice led policing, involving monitoring alcohol related incidents in and around licensed premises combined with
regular police visits to the licensed premises that are most often linked to aicohol problems has been successful in some parts of the world and has
been partially adopted in some Australian jurisdictions (Babor et a/.:2003). For example, the New South Wales police have adopted a system of
enforcing liquor laws through collection of data such as feedback to police about alcohol-related crimes that have followed drinking at a specific
licensed premises (Wiggers et al. 2004). Known as the Alcohol Linking Program, the intelligenice led enforcement system has been shown to
reduce alcohol related crime and similar approaches are now being trialled and implemented in other jurisdictions.

Voluntary codes of bar practice typically take the form of ‘fiquor accords’ in Australia. The emergence of liquor accords as a means of reducing g
aleohol-related problems in late-night entertainment centres began in Victoria in the early 1990s, and since then there has been a rapid proliferation
throughout several states (NDRI 2007). Accords are focal, community-based initiatives to involve licensees, other businesses, local government =4
authorities, community representafives and police, but which are implemented and largely to-ordinated by the latter o reduce aloohol-related harm
in the late-night drinking environment (NDRI 2007). There are many possible components of accords such as RSA, dfink discounting bans, trained
securify personnel, provisions of food, use of safe glassware and alcohol containers, and environmental modifications to reduce conflict and thereby ¢
reduce risk of violence (Loxley et al. 2004). Few accords have been formally evaluated and among those that have, most have been unable to
demonstrate effectiveness in either short- or (particularly) long-term reduction of alcohol-related harms (NDRI 2007). The appeal of accords probably
Tests more on the development of local communication networks, the facilitation of local input, a sense of local ‘controf, and improving public
refations through open negofiations, than in the actual reduction of harm. Even so, improved communication and participation may also be perceived
as desirable and worthwhile outcomes in some circumstances. Loxley. ef al. (2004) acknowledge that there is no doubt that accords can be,es,
effective vehicle for introducing some harm reducing practices into icensed drinking venues, however it is recommended that voluntary regulaﬁi?
such as this is accompanied by effective faw enforcement (Loxley ef al. 2004).

Promoting alcohol-free events, whilst popular in many counties, including Australia, have not been found on their own to be effective in reducing
alcohol problems (NDRI 2007). Alcohol restrictions for large sporting and leisure events have usually been implemented as one part of a range of
initiatives, thus making it difficult to determine their specific impact (NDRI 2007). Based on evidence that some injuries from alcohol related violence
were linked to the use of drinking glasses and bottles weapons, a number of licensed premises around the world now serve alcohol only. in
toughened glass or plastic containers (Babor ef al. 2004). However, the soundness of this approach has been called into question by a study
which found that injuries to bar staff actually increased when toughened glass was used (Babor ef al. 2003). Providing food service on premises
which serve alcohol, as a way of encouraging eating while drinking and hence reduce the effects of alcohol, is a popular element in liquor-accords
(Loxley et af. 2004). However, the specific contribution of making food available on licensed premises as a way of preventing intoxication has not
been determined, and in the case of some certain food (e.g. salty snacks) there may actually be a risk of the opposite effect on alcohol consumption
(Loxley ef al. 2004). '

o

e

Community mobilisation has been used to raise awareness of problems associated with on-premise drinking, develop specific solutions to
problems, and pressure licensees 1o take responsibility for some of the impacts on local the community such as noise, litter; and anti-social
behaviour (Babor ef al. 2003). There is no set formula by which community action projects operate, with each having differing aims and objectives,
often ini response to. localised problems (NDRI 2007). Studies overseas support the view that when community mobilisations are implemented as
comprehensive research evidence-based strategies and well funded, they can influence server behaviour, drinking behaviour and levels of alcohol-
related harms associated with licensed premises {NDRI 2007). Although some relatively small community mobilisation projects are curr
underway in Australia, results from evaluative studies are yet to be published (NDRI 2007). In general, community mobilisation approaches havésa
least a temporary effect on licensed premises in terms of serving practices and patron behaviour but in the longer term they often tend not o be
implemented in systematic way and prove to be expensive and difficult to sustain (Babor et al. 2003).

o

29 . ¢ ‘RegulatingPromotion ¢

Alcohol marketing and promotion is a global activity, with the largest corporations promoting their products across the world {Babor ef al. 2003).
Marketing strategies include an integrated mix of advertising on television, radio, print media, point of sale promotions, product design including the
packaging and naming of alcoho! beverages, and the internet. Sponsorship of sports and cultural events is also a common marketing strategy used
by alcohol companies, particularly in Australia. The key questions from a public perspective are what is the impact of marketing and promotion on
overall consumption and particularly misuse of alcehol in the community, and what are most effective measures for preventing the adverse impacts
of alcohol marketing and promotion.

Total alcohol advertising expenditure in Australia in 2007 was reported to be $128 million (see Table 8). This figure is probably conservative given
that it does not include ‘below the line’ advertising or internet advertising, the latter being a significant growth area in recent years. I Australia, the
main sectors in which alcohol adverting expenditure occurs, and through which the greatest exposure is achieved, are through commercial television g
advertising (38 per cent) and outdoor advertising (32 per cenf). Globalised alcohol manufacturers (e.g. Diageo; Pernod Ricard Pacific) are among g
the biggest spending adverfisers in Australia. The amount spent on advertising by spirits and wine producers combined now equals that of the
traditionally dominant beer market in Australia, reflecting an increasingly competitive alcohol beverage market.

: ) : 2
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", aole 8, Alcohol advertising in Australia by sector, advertiser, and beverage category, 2007.

‘Begtor -0 i Peentage CRank T

S I | “Share - b PR hange: e 3 o
Metro TV 33% 1 Diageo . 18.1. 29% Beer A%
Regional TV 5% 2 Carlion & United Beverages _ 144 -24% Spirits ' 26%
Metro Press 5% 3 i TooheysBrewery. .. . 1 140 10% Wine 2%
Regional Press 1% 4 Boag J & Son 9.9 13% Premix / cider 5%

_Magazines 14% 5 Pernod Ricard Pacific , 6.9 80%.

_.Radie ‘ . 5% 6 Beringer Biass Wine Estates . 5.3 . 93%

_Ginema 5% 7 Southcorp Wines 48 191%
Qutdoor . 32% 8 Suntory . 48 1. 421%..
Direct Mail 1% 9 Carlton Special Beverages 47 238%

o 10 | Heineken 394 36%

. Others notintop 10 , 398 5%

Bouree: Nislsen Metdie Rossarsh &JFx 2008

The impact of advertising upon individuals can be seen as having both immediate effects, such as influencing decision making with regard to brand
preference, as well as longer term effects such as reinforcing pro-drinking messages (Babor ef al. 2003). In this way, it is both the content of, and.
the frequency of exposure to adverfising that can have an impact on individuals atfitudes and behaviours. The impact of alcohol adverfising on
young people is an aréa where there has been considerable research, but of somewhat poor quality, yielding conflicing results that range from
positive associations between young people who hiave béen exposed to and/or enjoy alcohol advertising and an increased risk of alcohol misuse, o
negative associations or inconglusive results (Loxley ef al. 2004). Numerous studies have found a link between alcofiol advertising and alcohol-
related knowledge, befiefs and intentions of young people (Jones & Doriovan 2001). However, causal evidenice linking advertising and promotion,
with young people's drinking behaviour in experimental or longitudinal studies are lacking {Loxley ef al. 2004). :

{ like tobacco advertising, which was banned in Australia in 1995, there are no alcohol advertising bans in Australia, although some restrictions,
roluding advertising content controls, do apply {see further below). In Australia, alcahol advertising is subject to a number of different laws and
codes of practice. The Australian Association of National Advertisers Code of Ethics covers general advertising issues. Other applicable laws and
codes include: : :

- The Trade Practices Act;

- State and tefritory fair trading legistation;

- The Cominercial Television Industry Code of Practice;
- The Commercial Radio Code.of Practice; and

- The Qutdoor Advertising Cade of Ethics.

The Commercial Television Industry Code of Practice states. that advertisements can only be'shown during M, MA, or AV classification periods.
However, on weekends and public hofidays alcohol advertisements can be shown as an accompaniment to the live broadcast of a sporting event.

" Alohol advertising is covered in detall by the Alcohol Beverages Advertising Code (ABAC) Scheme. The main aims of the Scheime are fo ensure
that alcohol advertising presents a responsible approach to drinking, .and does not have appeal to children or adolescents. Among other rules in the
code, the adrministration of the following is often questioned by community members: ‘Advertisements for alcohol beverages must not depict the
consumption or presence of alcohol beverages as a cause of or contributing to the achieveient of personal, business, social, sporting, sexual of
other success’ {ABAC 2008, Clause C (7).

The ABAC Scheme is funded and adrinistered entirely by the alcohol industry. Commonwealth and state and territory governments are involved

H through one government representative on the ABAC Management Committee.

“"D‘éspite the ABAC Scheme's rules which discourage advertising that has “strong or evident appeal to children or adoléscents®, research shows hat
a substantial amount of alcohol advertising is communicated to young people. For example, several adverfisements for alcoholic beverages
screened on television in metropolitan Melbourne were found to be more likely to reach 13 to 17 year olds than adults (see Table 9).

Table 9. Advertising on metro Melbourne television, year fo March 2005

Produets Total ofads {of 1397
__Heineken Lager 594000 114 142
Cougar Bourbon____ $45000 Y103 . 1104
_ Avchers Spri Schnagps § 57,000 110 10
..Bundaberg Rum Dy & Lime Mix -.$.36,000 .1 88 . 1.06
...Orlando Jacobs Creek Sparkling Rose | $ 89000 . 4. 111 e
Soteck: King, Ty and Carall 20058

As a self-regulatory scheme, ABAC's effectiveness largely depends on the independence. of its complaints body with powers fo sanction (Loxley ef
al. 2005). Recent research has revealed that less than three in ten (28%) people surveyed reported an awareness of restrictions or regulations
covering the advertising of alcohol, in terms of what can be said or shown. Itis estimated that only 3 per cent of total adult population are aware of
the existing ABAC scheme and know what it relates to (King, Taylor, and Carroll 2005b p.2). Among the 30% of people who reported being
concemned about any alcohol advertising, only 2 per cent had made a formal complaint. Some of the reasons why those who were concerned but
who did not make a complaint included the belief it would not achieve anything (30%), not having time (25%), and not knowing who how/where to
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complain (15%). ABAC currently has no powers to sanction advertisers who breach the code rules, however a Senate Committes inquiry currentiy
underway is considering proposed federal legislation that would infroduce sanctions on advertisers who breach the code, which would be
determined by an independent adjudicating panel (Senate 2008a).

In 2003, the Ministerial Council on Drug Strategy considered a report on the effectiveness of the ABAC Scheme which identified the following issues

of concern:

- the current system does not address public health concemns about alcohol advertising and use. In particular, most complaints about alcohol
advertising are dealt with under the general advertising complaints resolution system rather than the alcohol-specific system.

- the high dismissal rate for complaints about alcoho! advertisements heard by the ASB does not engender community confidence in the
complaint system arid may discourage people from making complaints about alcohol advertisements.

- the general public is largely unaware of the complaint resolution system and, in particular, how to make complaints.

- the system lacks transparency. In particular, there is insufficient reporting of the outcomes of complaints.

- the current system does not apply fo all forms of advertising, for example, packaging, electronic advertising, sponsorships, point of sale
advertising and promotions.

- the effectiveness of the current system is compromised by the amount of time taken to resolve complaints (MCDS 2003, unpublished).

While some of these concerns have been addressed, pressure remains to move to a more tightly regulated advertising environment with strict

‘government controls. The WHO recently recommended that govemments be supporied:

- to effectively regulate the marketing of alcoholic beverages, including effective regulation or banning of adverfising and of sponsorship of
cultural and sports events, in particular those that have an impact on younger people;

- to designate statutory agencies to be responsible for monitoring and enforcement of marketing regulations; and, ,

- towork together to explore establishing a mechanism to regulate the marketing of alcoholic beverages, including effective regulation or banning
of advertising and sponsorship, at the global level.

One of the most formidable obstacles to effective education and persuasion strategies regarding alcohol (which are discussed in the next seciar

below) is product advertising by the alcohol industry that intentionally promote pro-drinking messages to the general population, much of which also

reaches young people. In response, the governments of some countries have sponsored counter-advertising programs (Babor ef al. 2003).

These might include public services announcements, or warning messages within actual product advertisements. However, studies suggest that

counter-advertising usually has only limited effectiveness, often because it is communicated at low frequencies and in poorer quality productions

compared to alcohol beverage advertising (Babor et al. 2003) Nonetheless, counter advertising may be a more politically realistic option than
banning advertising altogether and should therefore not be completely ruled out from a public health perspective and, although rare, there are
examples of well planned and implemented ‘hard-hitting’ counter advertising programs that have had some success (Babor et al: 2003).

International reviews of education and persuasion strategies suggest that even with adequate resources, such approaches, on their own, have
fimited potential for success (Babor ef al. 2003). Part.of the reason for this is the counter effect of powerful forces that underpin unsafe and

urthealthy drinking cultures such as the price, availability and promotion of alcohol products. Recent Australian research for the development of

national alcohol social marketing initiative reports that ‘the challenge for communication is that intoxication is closely linked to alcohol per se, When

‘we simply asked participants about their earliest memories in relation to alcohol there was an overwhelming tendency to leap to their first drunk

expetience. Further these experiences were recalled with a sense of pride and nostalgia, even though the stories- inevitably involved some
embarrassment' (Woolcott Research 2007). A key element to the success of social marketing in the public health area is effective integration with
and reinforcement by other complimentary strategies (Loxley ef al. 2004). For instance, the success of social marketing in promoting quit smoking
and road safety, including anti-drink driving campaigns, is indicative that education and persuasion sirategies can be effective when coupled
other measures such as support services, changes to the environment, regulation and enforcement.

‘Throughout the world, alcohol education in schools is an enormously popular approach to addressing the. issue of alcohol misuse among young
people. The traditional alcohol education programs that are based on an informational approach, while stilf very common, have not bgen shownto
prevent or reduce alcohol misuse by young people, and in some cases have actually been counter productive by stimulating an interest in drinking
amony young people (Babor ef al. 2003). In recent years, there has been a shift towards normative education which aims to correct young people's
perceptions about their peers’ drinking and thus de-normalise alcohol misuse (Babor et al. 2003). While this makes intuitive senss, it has been
found that such school based educational interventions, in general, produce only modest results that are short-ived unless accompanied by ongoing
booster sessions. Importantly, given there are considerable risks involved in school based education, it has been recommended that investment in
such programs be accompanied by a proportionate investment in evaluation (Loxley et al. 2004). There are some examples of sound outcomes but
these are relatively unusual. These generally involve whole-of-community efforts and they are usually associated with & close evaluation gaze that
ensures they are implemented (with modifications through feedback) as planned. In Australia these includeé the Schoof Health and Harm Reduction
Project (SHAHRP) in Western Australia (Loxley ef al. 2005).and the Gatehouse Project in Victoria whose primary target.was reduced school bullying
(but where the side benefit was a comparative reduction in use of tobacco and alcohol) {(Bond et al. 2004) ., Related to alcohol education programs
for school students, are parent education programs. While some reviews cite promising signs of effectiveness, in general there remains a lack of
research fo fully determine the value of such programs (Loxley ef al. 2004).

Low risk drinking guidelines have been adopted in many countries, including Australia, to provide advice on the health risks and benefits of
drinking at various levels for the general adult population, and for particular sub-groups. Despite their popularity, there is very litfle research that
demonstrates the effectiveness of quidelines (Babor et al 2003). However, guidelines do potentially fulfil an important function as supporting
information for other measures known to be effective such as brief interventions in primary care, and as the basis for health promotion messages
and social marketing campaigns. In Australia, the current alcohol guidelines (see NHMRC 2001) are under review. New draft guidelines have been
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“wepared for public consultation are due to be finalised and released in fate 2008. The new draft guidelines have been informed by updated
modeliing on the health risks of drinking, which have produced new estimates of the lifetime risks of alcohol related harm. Emierging evidence also
indicates that previous studies claiming significant health benefits of alcohol consumption have tended to overestimate the effects. As a result, the
proposed new guidelines differ significantly from the existing version. The main changes includé a new simplified, universal guideline Jevel for
alcohol intake for both short-term and long term risks (8 maximum of 2 standard drinks per day, for both men and women), a new guideline with
$pecial precautions for children and adolescents, and a new guideline for pregnant or breastfeeding women (NHMRC 2007).

Warning labels on alcohol products, while not required in Australia, have a high level of public support. Evaluations alcohol warning labels are
generally limited fo the US experience, where labels were implemented in 1988. While there is. some evidence of effects on knowledge and
attitudes, there is no evidence that warning labels influence drinking behaviour (Wilkinson and Room 2007). By contrast, the tobacco labelling
experience offers strong evidence that warning labels can be effective not only in increasing information and changing atfitudes, but also in changing
behaviour, These suiccesses of tobacco waming labels suggest that alcohol warning labels should be graphic and attention-getting, should occupy a
considerable portion of the package surface, and should involve rotatihg and changing messages (Wilkinson and Room 2007). Perhaps most
importantly, they should complement, and be complemented by, a wider range of sirategies aimed at changing drinking behaviour.
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“The moral, then, is this. Since societies, like individuals, get the sorts of drunken comportment that they allow, they deserve what they get.”
(Mackndrews & Edgenon, 1988: 173, concluding their s sy of drunken behaviowrd gg

The state of alcohol policy in Australia. .

A recent report by the WHO warns that ‘the difference between good and bad alcohol policy is not an abstraction, but very often a matter of life and
death’ (Babor ef al. 2003: 263). Nonetheless, internationally, it is acknowledged that ‘alcohol policy is often the product of competing interests,
values and ideologies’, and hence is not always based entirely on scienfific evidence (Babor et al. 2003; 255). More specifically, the cultural
significance of alcohol in many societies, its economic importance, and the polifical influgnce wielded by the global and domestic alcohol beverage
industries create a hostile environment for public health polices; especially those aimed at reducing consumption overall as a way of preventing and
reducing alcohol related harm.

PN,
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While we can see that is polifically necessary to have “collaborative and cohesive” alcohol policy where aff interested parties and included, this
poses significant impediments to implementation of the most effective preventative interventions. Notwithstanding this, Australia has been assessed

i

#

as being comparatively progressive and among the best in the world in terms of evidence based alcohot policy (Brand et al. 2007) and in a recent
commentary on national alcohof control policies in 18 colintries, Babor and Winstanley (2008: 724) report that ‘contrary to the generally pessimistic )
reports about alcohol policies, the case of Australia provides cause for optimism. This assessment probably speaks to the relative low level of well- %

integrated policies globally rather than an opportunity for complacency in Australia.

Stockwell (2004: 378) has judged that while there are ‘some significant disappointments’; there are also ‘some wonderful examples of succetdl  §
Australian public policies around alcohol from the past two decades’. Among the population-wide strategies that have been successful in reducing g
alcohol misuse and related harm in Australia, Stockwell highlights taxation and drink driving legalisation/enforcement. For high-risk groups, the
compulsory fortification of bakers’ flour: with thiamine and liquor licensing restrictions in some Aboriginal communities are considered as successes. E

Q2

.Among the strategies not likely to have been effective, Stockwell points to the dissemination of national drinking guidelines, the introduction of
standard drink labelling on alcohol containers, and efforts to encourage GPs to deliver brief interventions and advice about low risk. drinking.
Stockwell also underlines some significant ‘setbacks' in Australian alcohol policy, such as the relaxation of fiquor licensing laws which has led to the
profiferation of outlets in many Australian jurisdictions, changes to the tax rate on wine which has encouraged the production and harmful
consumption of cheap wine, and since 1997, the inability of states and territories in Australia to collect levies on the sale of alcohol products.

The recent review of alcohol policies in 30 OECD nations rated Australia as fifth overall, behind Norway (1st), Poland (2nd), lceland (3rd), and .
Sweden (4th) (Brand ef al. 2007). The study rated the state of alcohol policy in each of the 30 countries by creating a composite score based on the §
extent to which the country had adopted polices in various policy domains such as physical availability of alcohol, prices, drinking context, alcohol
advertising, road safety. The study also examined the relationship between each country’s score and per capita alcohol consumption and found &
strong negative correlation that implied a decrease in consumption of one litre of alcohol per year for each 10-point increase in the score. In other
words, as alcohol policies increased in strength (L. effectiveness), alcohol consumption decreased. :

-

Since the late 1980s Austrafia has adopted several national strategies to tackle alcohol misuse. Australia’s first national alcohol strategy was
completed in 1989 (see MCDS 1989), followed by subsequent iterations in 1996, (see DHFS 1996), in 2001 (see MCDS 2001), and most recently in é
2008 {see MCDS 2008). If the success of these is to be measured on the basis of any change in rates of overall per capita drinking, rates ofagr .
binge drinking, rates of underage drinking, and outcomes such as hospitalisations and crime, then these strategies appear to have had only mo Bl
success. One Australian commentator has said that ‘while these documents provide the basis for a cotierent and legitimate national approach to g
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alcohol there has been poor follow-through on implementation’ (Midford 2005: 895). A recent summary of the state of alcohol policy in Australia
reported that ‘what is needed now is not so much an understanding of what works, but an. appreciation of how to make it work in the various

contexts in which it is implemented’ {Loxley ef ai, 2005: 566) [emphasis added]. Essentially, even the most effective sirategies in the world wil not
be effective if they are not properly implemented as intended.

32 The best mix of interventions .

While some interventions are more effective than others, there is no one single strategy that can offer a “quick fix" or “silver bullet” to the prevention
of alcohol misuse and related harms. The review undertaken by Babor et al. (2003) concludes that an integrated approach is required that includes
a combination of the strategies that are known to be effective and suitable for the particular context in which they are to be implemented. NDRI g
{2007} emphasise that it is important to consider t the quality, rather than the quantity, of interventions. For example, 2 single targeted restriction

(e.g. hotel closing at midnight) may be more effective than an entire suite of half-heartedly implemented, watered-down or ill-considered restrictions’
{NDRI 2007: xviii). Importantly, choosing high quality interventions does not mean choosing the most expensive. In fact, many of the most effective ...
strategies are the cheapest. E
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" aule 10. Cost-effectiveness (average cost per DALY) of
interventions for reducing the burden of alcohol in three WHO sub-
regions (at different levels of economic development)

A tecent analysis of studies into the cost effectiveness of varicus aicohul
prevention measures found that there are very substantial differences in
costs and effects both between interventions and between world regions
(Chisholm ef al. 2006) (see Table 10). Random breath testing {due to
the need for regular sobriety checkpoints administered by police} and
brief advice in primary care (the infervention itself, plus costs associated

AW with training) are the most costly inferventions. With regards to taxation,

, 370 . cost effectiveness appears to depend in part on the efficiency of the tax

i 326 .82 7414 system and the degree of anti-drinking sentiment. In the Americas and
\ 207 | 287 9418 Europe, where the.prevalence of heavy drinking is high, taxation was the
‘ 484 | 1208 most effective and costefficient strategy. However, by contrast, tax is
P } 536 actually least effective and least efficient in SE Asia, where low rates of
Source: heavy drinking appear to favour more targeted approaches such as
random breath-testing and brief physician advice (Chisholm ef al. 2006).

With Australia’s international score card in the area of alcohol policy appearing quite impressive, as the reviews mentioned above fesiify, many

: would argue that incremental policy change, rather than anything radical, is the most appropriate way fo proceed. However, some have caufioned
* against faking comfort in this approach because of the ‘cultural inertia’ surrounding alcohol policy in Australia, which can be a formidable barrier to
meaningful policy changes (Midford 2005; 895): ‘Drinking forms part of the romantic Australian legend and there is good precedent in Australian
history to suggest that a radical alcoho! reform agenda can provoke commiunity backlash — beware the ‘wowser’ label.’ An example of radical poficy
change that has been successful is the introduction of random breath testing, thanks in part to the accompanying social marketing campaigns that
#"ye highlighted both the seriousness of the problem and effectiveness of the policy response. The level of public support in Australia for new
.«Johol policy interventions and/or the extension of existing interventions is encouraging in some areas (see Figure 14). The level of public support
for some measures known to be effective is relatively high, such as strict monitoring of late night licensed premises (75 per cent). While support for
measures such as increasing tax on alcohol fo pay for health, education, and treatment of alcohol-related problems is relatively lower (41 per cent),

it Is a reasonably sufficient base of public support in which to build through public education and social marketing about the rationale and potential
benefits of such a measure. '

Figure 14. Support for alcohol measures, proportion of the population aged 14+ years, Australia, 2007
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There are some specific challenges that go beyond public understanding and atfitudes. These have been mentioned above and include:
/s National Competition Policy, as it relates to liguor licensing systems, regulating alcohol prices, and restricting alcohol promotions;

¢ The division of responsibilities between levels of governments for key alcohol policy areas and the historic complexity in achieving coordinated
action;

»  The economic and political importance, and thus influence, of the alcohol beverage and related industries.
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These challenges arise in the context of broad, community-wide changes in the nature of work, education, social connectedness and occur at a time
when:

& Alcohol sponsorship of sporfing and cultural activities has replaced and is now prominent in many areas previously occupied by the tobacco
industry;

*  Alcohol consumplion is symbolically associated with positive and pleasurable life in porfrayals of Australia’s history and cuiture including the
ongoing promotion of alcohol as a necessary ingredient of entertainment, celebration and all 'rite of passage' life course fransitions;

= The menu of psychoactive and performance enhancing substances is increasing in scope and complexity within a society which is encouraged
to focus on pleasure and performance and where alcohol is seen comparatively as the *known' cormmodity and thus “unchallengeable” {or at
least acceptable);

»  The debate regarding the positive health benefits of small doses of alcoho! makes forthright messages for social marketing purposes awkward

and less memorablé, and where compromise is extracted in every effort to implement effective alcohol harm prevention measures;
* Intoxicated behaviour is regarded by many community members as ‘normal’ and by many young people as desirable;

»  The significantly lower lifé expectancy of Aboriginal people is intrinsically finked fo layered aetiology including historic and structural issues,
social and service exclusion and also to patterns of alcotiol consumption and where there is great sensitivity fo progressing evidence based
approaches in some communities and where the consequent immobilisation and inaction from the broader society is the maost ready response.
There is a paralle] dilemma of too much too fast and the possibility of even greater broad dysfunction if not managed carefully;

+ ‘Consumer' is a complex conceptin this field. It can include both alcohal consumers (who generally seek liberal access to their favoured df
and service users who arevery often extremely reluctant to seek 'help’, Those around or who-experience fhe ‘second hand’ effects of alcoﬁol
misuse are a somewhat untapped group (including parents who are the most identifiable, but extending well beyond this sub-category);

¢ The extent and level of detfail of data availabie precludes evaluation of the outcomes of the incremental and planned changes fo the levers that
influence alcohol consumption patterns and patterns of related harm over the past decades and similarly make effective modeliing or
assessment of the likely impact of future directed changes incomplete and thus less reliable.

¢ There are few well gualified specialists and many middie-managing health and welfare personnel implementing interventions that they
sometimes have little faith in, with the concomitant low expectations of success with patients or clients that can be self-fuffilling. In this. context
there Is.now good evidence of what works. and. we know that freatment, for example, can be successful. Although many will agree with this
staternent, few in the responding industry seem to believe it or lack the skills to utilise the most effective means to achieve it.

* Community members views tend to be cloger to the alcohol beverage industries preferred preventative approaches, such as advocating for
measures including school based alcohol education, responsible service of alcohol training, parent support and information and education
programs for specific target populations on fetal alcohol effects.

The starting point for considering what should be the priorities for action.i is perhaps to reflect on the evidence regarding the determinants of alcohg % }
(87

3

misuse and related harm, as gleaned from review of interventions earlier in.this paper. In general:
when alccho! avallability increases, alcohol-related harms are likely o increase;

when alcohol availability decreases, alcohol-related harm are likely to decrease;

*  when alcchol prices decrease in real terms, alcohol-related harms are likely to increase; and;
»  when alcohol prices increase in real terms, alcohol-related harms are likely to decrease.

e @

In surnmary, changing the physical and ecoriomic availability of alcohol is probably the most effective and reliable way of reducing alcohol misuse
and related harm. As NDRI (2007) suggest, ‘where the ultimate aim of decision makers is to minimise or reduce the negafive impact of alcohol on
the public health, safety and amenity of a population, best practice is that which is evidence-based and at very least, avoids implementing changes.
fikely to increase overall avallabifity above the current status quo’.

Government. decision making relating to the availability in Australia, whether it be fiquor licensing decisions or changes to the excise rates of
particular alcohol products, tend fo be reactionary. As an alternative, NDRI (2007) suggest that ‘authorities and decision makers might consider
adopting a pro-active style ~ one which acknowledges the finks between alcohol availability and harms and which plans accordingly. Optimally, such
an approach would; include policy and strategies based on sound research evidence for efficacy andfor have a solid theoretical grounding; include
processes which support the ongoing, systematic collection of detailed objective data for monitoring and evaluation purposes; employ evaluation
findings to inform and support future evidence-based decisions and reliable monitoring of community sentiment.

Of course, ‘supply reduction’ measures that restrict availability are not the single solution to addressing alcohol misuse and related harm - harm
reduction and demand reduction measures are also important and very necessary. Maintaining and building upon Australia’s impressive track
record in drink driving countermeasures is an obvious element to include in an overall preventative strategy, but it should not be taken for granted
especially given the powerful cultural forces surrounding alcohol in Australia that could undermine, stall, or worse still, reverse the gains made in
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“wewventing and reducing alcohol related road injuries and fatalifies. Brief interventions are known fo be one of the most effective preventive

g\

measures and more work is needed to examine the most appropriate setting for such interventions. Along with the usual health settings considered,
workplaces provide a window of opportunity for reaching thousands of Australians at the early stages of problematic drinking. This alsc opens an
opportunity for novel partnerships. The success of prevention in other areas of public health such as tobacco control tell us that social marketing is a
key element, necessary to inform target audiences, shift atfitudes, and positively reinforce behaviour changes being driven by other complementary
measures such as restrictions on availability, regulation, and enforcement.

The intent of this paper has been to provide background information about alcohol misuse and harm in Australia and summarise international best
practice in alcohol prevention policies and programs, rather than to articulate a particular course of action. However, some priorities for preventative
policies and programs, and for research, are worthy of singling out, either because they represent a gap in current practice or knowledge in Australia
or would enhance and/or inform existing and new practices. These priorities are summarised below:
Priorities in policy and program responses
1. Taxation and minimum price:

s Improve access to key data sets to monitor and predict alcohol consumption.

»  Undertake proper modelling and forward projections of the impact of changes to the current alcohol taxation system.

«  Commission a comprehensive review of the current alcohol taxation, best practice. models, and their likely impacts on health and
community.

#*,  Restrict the availability of alcohol on~ and off-premises: Address outlet density, bunching, dés@n opening times, and more effective controls

on the night-time economy. Consider strengthening formal powers for local government to refuse/remove licenses, reqwre conditions on them,
and set limits on density.

3. Initiate eﬁective countering of alcohal promotion: Require counter-advertising or introduce bans on advertising. Consider an incremental
approach to reform, with initial bans on the promotions that impact most on high risk groups (e.g. young people) such as television, outdoor,
and internet advertising, and then move to implement more comprehensive bans.

Implement assessment and intervention by health care professionals as a matter of course in primary health care and acute care, explore
opportunities for brief inferventions in workplaces, and intervene more consistently with drink drive offendérs,

Social marketing: the present public discourse on drinking and alcohol problems needs: to be extended and. deepened. There is now
substantial public support for some prevention strategies, but tends to be less for the strategies which have the strongest effectiveness. Social
marketing is needed fo support effective public health legislation and regulation of alcohol, for instance in terms of the potential gains in health
and safety from increases in price and reductions in availability. A pioneer New Zealand study demonstrated the possibility of such a
campaign making a difference in public opinion on.alcohol prevention strategies (Stewart & Casswell 1993),

6. Examine ways of carefully engaging and including community members and consumers to inform alcohol policy development; initially to
improve our understanding of a range of alcohof related behaviours and local influences and subsequently, to engage them In advocacy for
changes in aftitudes and support for evidence based measures. Local government has a role fo play here,

i Explore untapped arenas of pofential interest and expertise such as:
»  Engage members of the legal profession in consideration of the costs and benefits associated with alcohol consumption; the current

utility and potential of the law to improve alcohol policy and specific legal questions including, for example, exploration of the meaning
and use of the concept of ‘intoxication’ in legal matters.

s Private industry and peak bodies that go beyond the obvious such as the Insurance Council of Australia, fire services, medical insurers,
and others.
Priorities in research and evaluation
1. Improving alcohol stafistics:
s Alcohol sales data for states and smaller areas for each year and where possible each month.

+  Routine recording systers for alcohol involvement in hospital emergency departments and police incident reports.

»  Development of ways of recording adverse effects of drinking on others than the drinker and ultimately converting this to economic data
{costs).

¢ Develop standardised approaches fo population surveys that take into account declining response rates and other methodological
challenges of the current fimes.
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2. ‘Studies of heavy drinking subcultures, of how they arise, and of patterns of recruitment to and withdrawal from them. Drinking is a sociai
activity, and heavier drinking is also usually carried on in company, and often in friendship networks or groups who may be brought together * ==
by common interests. Such studies should include both qualitative and quantitative approaches, and should be oriented toward potential
paths to reducing levels of drinking, and to altering how drinking-related risks are conceptualised and handled in such groups.

3. Pre-allocated funding for policy impact evaluations. Most progress in developing the evidence base for alcohol policies comes from
beforefafter studies of “natural experiments’, There is a need for funding to be pre-allocated so that "before” studies can be conducted at short
notice, and staff can be mobilised for such impact studies. '

4. Studies of the organization and funding of the alcahol treatment system, and its social ecology. What difference does it make whether referral
is a reality or not; how the agencies are organized and interrelate; i

5. Heavy drinking, stigma and marginalization: interplay of drinking, poverty and marginalization. Why is the gradient by social class/status
steeper for alcohol-involved deaths than for amount of drinking? How can the stigma of entering alcohol-specific treatment be minimized?

8. Aleohol consumption is highly organised and suggests that this is where our analysis needs to go - to the elements that maintain our cuiture of
atcohol misuse and ways that they might be destabilised.

A further consideration, upon which most of the above are contingent, is securing adequate levels of financing and ensuring that an appropriate
model/s of governance are in place to support the effective implementation of new preventative polices, programs, and research. The current
investment in, and governance of, alcohol prevention efforts in Australia is complex - spanning all levels of government and fields on interest (health;
law enforcement, road safety, finance and taxation, efc., as well as non-govemment organisations including private industry). While there are
benefits in this diversity, future efforts to prevent alcohol misuse and related harm might be well served by more integrated and coordinated
arrangements. g’“‘g

g

it
sl

Sy ]
4 E .

, gy

3 iy

S

SIRICTLY CONFIDENTIAL Preventative Health Taskforce Working Group Only Background Paper on Alcohol 30




,,,,,

Alcohol Beverages Advertising Code (2008) (ABAC) Annual Report 2006-07, Accessed from http://www.abac.org.au

Australian Bureau of Statistics, (2007) Apparent Consumption of Alcohol, 2006, Canberra: ABS,
Australian Bureau of Statistics, (2008) Apparent Consumption of Alcohol, 2007, Canberra: ABS.

Australian Institute of Health and Welfare (AIHW) (2005) 2004 National Drug Strategy Household Survey - Detaifed ﬁndingé, Canberra: Australian
Institute of Health and Welfare. '

Australian Institute of Health and Welfare (AIHW) (2008a) 2007 National Drug Strategy Household Survey: First Results, April 2008, Canberra:
Adstralian Institute of Health and Welfare

Australian Institute of Health and Welfare (AIHW) (2008b) Submission to Inquiry info Ready-to- Drink Alcohol Beverages, Senate Community Affairs
Committee, May 2008, Canberra: Australian Insfitute of Health and Welfare '

Australian National Councit on Drugs (ANCD) (2008) Of Substance, April_2008 Edition, Canberra: ANCD

Babor, T., Cagtano, R., Casswell, S., Edwards, G., Giesbrecht, Graham, K., Grube, J., Grunewald, P., Hill L., Holder, H., Homel, R., Osterberg, E.,

J/R;—;-hm,J., Room, R., Rossow, 1, (2003) Alcohol: No ordinary commodify, New York: World Health Organisation and Oxford University Press

i"B'a’:bor, T.F. and Winstanley, E.L., (2008) ‘The world of drinking: national alcohol control experiences in 18 countries’, Addiction, 108, 721725,

o Begg, S, Vos; T., Barker, B., Stevenson, C., Stanley, L., Lopez, A.D, (2007) The burden of disease and injury in Australia 2003, AIHW cat. no. PHE

82, Australian Insfitute of Health and Welfare, Canberra

Bond, L., Patten, G., Glover, 8, Cariin, J.B.. Butier, H., Thomas, L. & Bowes, G. (2004) ‘The Gatehouse Project: ¢an a multi-level schiodl
intervention affect emotional wellbeing and health risk behaviours? in-Journal Epidemiology and Community Heaith, 58: 997-1000

‘Brady, M., (2005) The Grog Book: Strengthening Indigenous community action on alcohiol, Revised Edition, Canberra: Department of Health and

Ageing.

Brady, M., Nicholls, R., Henderson, G. and Byrne, J.(2006) ‘The role of a rural sobering-up centre in managing alcohol-related harm to Aboriginal
people in South Australia', in Drug and Alcohol Review, 25:3, 201 - 206

Brand D.A,, Saisana M., Rymn, L.A., Pennoni F., Lowenfels A.B. (2007) Comparative analysis of alcofol control policies in. 30 countries’ in Public
Library of Science, Medicine 4{4): e151

Chaloupka, F.J.; Grossman, M,; and Saffer, H. ‘The effects of price on the consequences of alcohol use and abuse’. n; National Institute on Alcohol

_Abuse and Alcoholism, Environmental and Contextual Considerations

i

\ 'Cﬁikritzhs, T,, Stockwell, T., Heale, P., Dietze, P., & Webb, M. (2000} Trends in alcohol-relatéd road injury in Australia, 1990-1997, National Alcohol

indicators Bulletin No.2. Perth and Melboumne: National Drug Research Institute and Turning Point Alcohol and Drug Centre..

Chikritzhs, T., Gatalano, P., Stockwell, T., Donath, S., Ngo, H., Young, D. and Matthews, S. (2003) Australian Alcoho! Indicators: Patterns of Alcohol
Use and Related Harms for Austrafian States and Territories 1990-2001, National Drug Research Insfitute and Tuming Point Alcohol & Drug Centre,
Melbourne. -

Chikritzhs, T., and Brady, M. (2006) ‘Fact or fiction? A crifique of the National Aboriginal and Torres Strait Islander Social Survey, 2002, in Drug and
Alcohot Review, 25, 277-281.

Chikritzhs, T., & Pascal, R. (2004) Trends in youth alcohol consumption and related harms in Australian jurisdictions 1990-2002, National Alcohol
Indicators Bulletin No.6. Perth: Nafional Drug Research Institute Curtin University of Technology

Chikritzhs, T., Stockwell, T., & Pascal, R. (2005). The Imipact of the Northem Teritory's Living With Alcohol Program 1992-2002: Revisiting the
Evaluation. Addiction, 100, 1625-1636, 2005.

Chikritzhs, T., & Stockwell, T. (2006) ‘The impact of later trading hours for hotels on levels of impaired driver road crashes and driver breath alcohol
levels', in Addiction, 1254-1264.

Chisholm, D., Dor'an; C., Shibuya, K., Rehm, J,, (2996) Comparative cost-effectiveness of policy instruments for reducing thie global burden of
alcohiol, fobacco and ilicit drug use' in Drug and Alcohof Review, 25, pp. 553 — 565

STRICTLY CONFIDENTIAL Preventative Health Taskforce Working Group Only Background Paper on Alcohol 31




Collins, D.J., and Lapsley, H.M., (2008) The costs of tobacco, afcohol and illicit drug abuse to Australian society in 2004/05, National Drug Strat5ﬁ§
Monograph Series No. 84, Canberra: Commonwealth of Australia

Connor, J, Broad, J, Rehm, J (2005) The burden of death, disease, and disability due to alcohol in New Zealand. N Z Med J 118 (1213): U1412.

Cook, P.J., and Moore, M.J. The econasmics of alcohol abuse and alcohol-control policies. Health Afiairs 21:120-133, 2002. In: Nafional Institute on
Alcohol Abuse and Alcoholism, Environmental and Contextual Considerations B

Copeland, J., Gates, P., Stevenson, D., Dillon, P., (2005) Young People and Alcohol: Taste Perceptions, Affitudes and Experiences, NDARC
Technical Report No. 241, National Drug and Alcohol Research Centre, University of Sydney .

Council of Australian Governments' (COAG) (2008) Communique - 21st Meeting of the Coungil of Australian Govemments, 23 March 2008,
Adelaide, Accessed from: hitp://www.coag.gov.au/meetings/260308/index.htm

Crombie, LK., Irving, L., Elfiott, L., Wallace, H,, (2007) *How do public health polices tackle alcoho! related harm: a review of 12 developed countries’
in Alcohol & Alcoholism, March 2007, pp. 1-8

Distilled Spirits Industry Councll of Australia Incorporated, Alcohal Tax in Australia, Distilled Spirits Industry Council of Australia Incorporated, 2006,

Distilled Spirits Industry Council of Australia Incorporated (DSICA), Pre-budget Submissions 2008-09, Distilled Spirits industry Council of Australia

incorporated, 2008. g
Doherly, S.J. &Roche, A.M. (2003) Alcoho and Licensed Premises: Best Practice in Policy, A Monograph for Police and Policy Makers, Australasian
Centre for Policing Research, Adelaide. g"%
Drugs and Crime Prevention Committes (DCPC) (2006} Inquiry info strategies to reduce harmiul consumption of alcohol ~ discussion paper, {

Melbourne: Parliament of Victoria.

Drummiond, C.D., (2004) ‘An alcohol strategy for England: the good, the bad and the ugly' in Alcohol & Alcoholism, 39 () pp: 377-379 %

Easton, B. Alcohol in the Economy: Issues and Opportunities, Paper at Thinking Drinking Conference, Melbourne, 2004.

Econtech Pty Ltd, Modelling Health-Related Reforms to Taxation of Alcohofic Beverages, 2004.

Eriglish, D,R., Holman, C.D.J., Milne, E.,(1995) The quantification of drug caused moibidity and mortality in Australia, 1995, Commonwealth
Department of Human Serwces and Health, Canberra.

Fillmore, K., Kerr, W., Stockwell, T., (2006) Moderate alcohol use and reduced mortality risk: Systematic error in prospective studies, in Addiction
Res Theory 14 ?01—«32

Gray, D,, Saggers, S., Atkinson, D,, Strempel, P {2004) Substance misuse and primary health care among Indtgenous Austrafians, Aboriginal and
Torres Strait {slander anary Health Care Rev;ew Consultant Report No 7, Canberra: Office of Aboriginal and Torres Strait Islander Affairs.

Gray, D., Saggers, S., Spufor, B., Bourbon, D., What Works?: A Review of Evaluated Alcohol Misuse Interventions Among Aboriginal Austrah{“‘%
Add/ctlon 95, 11-22, 2000

Gray, D., Pulver, L.J., Saggers, S. and Waldon, J (2006) 'Addressing indigerious substance misuse and related harms', in Drug and Alcoho! Review, 1
25:3, 183- 188

Gruenewald, P., Freisthler, B., Remer, L., (2006) Ecological Models of Alcohol Outlets and Violent Assaults: Crime Potentials and Geospatial
Analysis. ? In: WHO Co!laboratmg Centre for Research and Training in Alcohol and Drug Abuse, Alcohol Taxation in the Western Pacific Region,
World Health Organization, 2006.

Hadfield, P., (2007) Bar Wars, Oxford: Oxford University Press
Hall, W.D., and Room, R., (2008) ‘Assessing the wisdom of funding DrinkWise' in Medical Joural of Australia, 185 (11/12). 635-635

%ﬁ’

B

Havard, A., Shakeshaft, A., Sanson-Fisher, R., (2008) ‘Systematic review and meta-analyses of strategies targeting alcohol problems in emergency
departments: interventions reduce alcohol-related injuries’ in Addliction, 103, 368-376

Harper, C.G., Sheedy, D.L., Lara, A.l, Garrick, T.M., Hilton, J.M., Raisanen, J., (1898) ‘Prevalence of Wernicke~Korsakoff syndrome in Australia:
has thiamine fortification made a difference?’ in Medical Joumnal of Australia, 168: 542-545

Jackson, R., Broad, J., Connor, J. & Wells, S. (2005) Alcohol and ischaemic heart disease: probably no free lunch. Lancet 366(9501):1911-1912. ﬁ‘g

STRICTLY CONFIDENTIAL Preventative Health Taskforce Working Group Only Background Paper on Alcohol 32 g




" guwl;es, S., & Donovan, R. (2001). Messages in alcohol advertising targeted to youth, Australian & New Zealand Joumal of Public Health, 25(2), 126~

,,,,,

131
Kenkel, D.S., and Manning, W.G. (1996) ‘Perspectives on alcohol taxation’ in Alcohol Health & Research World 20(4):230-238

King, E., Taylor, J., and Carroll, T. (2005a) Australian Alcohol Beverage Advertising in Mainstream Australian Media 2003 to 2005; Expendifure,
Exposure and Related Issues, Research and Marketing Group, Department of Health and Ageing.

King, E., Taylor, J., and Carroll, T. (2005b) Consumer Perceptions of Alcohol Advertising and the Revised Alcohol Beverages Advertising Code,
Research and Marketing Group, Department of Health and Ageing.

Kypri, K. (2008). The heaith impacts and politics of changes in the minimum purchase age for alcohol in New Zealand. Paper presented at the
National Drug Research Institute, Curtin University, Perth

LaMontagne, A.D., Ostry, A, and Shaw, A, (2006) Workplace stress in Victoiia; Developing a Systems Approach, Victorian Health Promotion
Foundation.

Lasiett, A, P. Dietze, and S. Matthews, ‘A Summary of Alcohol-rélated harm for Victorian Local Government Areas’, in The Victorian Alcohol
Statistics Handbook. 2005, Melbourne: Turning Point Alcohol and Drug Centre,

Laslett, A, S, Matthews, and P. Dietze, (2006) ‘Alcohol use and related harm among young people across Victorian Local Government areas, 2006,
in The Victorian Alcohol Statistics Handbook., Melbourne: Turning Point Alcohol and Drug Centre.

' laung, S.F., and Phelps, C.E. My kingdom for a drink. . . . 7 A review of estimates of the price sensitivity of demand for alcoholic beverages In:

Jtional lnstitute on Alcoho! Abuse and Alcoholism, Environmental and Contextual Considerations
Lewis, M., (1992) A Rum State: Alcohol and State Policy in Austrafia 1786-1988, Canberra: Australian Government Publishing Service
Livingston, M., (2008) ‘Recent frends in risky alcohol consumption and related harmvamongs‘t young people in Victoria, Australia': Submitted.

Livingston, M., A. Laslett, and P. Dietze, (2008) ‘Individual and community correlates of young people's high-risk drinking in Victoria, Australia’ in
Drug and A!cohol Dependence Submitted.

Premiei's Drug Prevention Council (PDPC) (2002), Victorian Youth Alcohol and Drugs Survey - Alcofiol resulfs. Melbourne: State Government of
Victoria,

Loxley, W., Toumbourou, J. W., Stockwell, T, Haines, B., Scoft, K., Godfrey, C., Waters, E., Patton, @., Fordham, R., Gray, D., Marshall, .J., Ryder,
D., Saggers, 8., Sanci, L., Wiliams, J., (2004) The prevention of substance use, rlsk and hatm in Austrafia: a review of the ewdence
Commonwealth of Austrafia, Canberra.

Loxley, W., Gray, D., Wilkinson, C., Chikritzhs, T., Midford, R., Moore, D., (2005} "Alcohol policy and harm reduction in Ausfralia’ in Drug and Alcoho
Review, 24, pp. 559-568

~**acAndrew, C., (1969) Drunken Comportment: A Social Explanation, Percheron Press.

o

Mackintosh, A. M., Hastings, G. B., Hughes, K., Wheeler, C., Watson, J. & Inglis, J. (1997) ‘Adolescent drinking-the role of designer drinks’ in Heaith
Education, 6, 213-224.

Marsden Jacob Associates, {2005) Identifying a framework for regulation in packaged liguor refailing. Melbourne: Report prepared for the National
Competition Council as part of the NCC Occasional Series.

Matthews, S., Chikritzhs, T., Catalano, P., Stockwell, T., & Donath, S., (2002) Trands in Alcohol-Related Violence in Australia, 1991/92-1999/00,
Nationial Alcohol Indicators Bulletm No.5, National Drug Research Institute and Tumning Point Alcohol & Drug Centre, Melbourne.

Midford, R., (2005) ‘Australia and alcohol: living down the legend' in Addiction, 100: pp. 891-896
Ministerial Council on Drug Strategy (MCDS) (1989) National Health Policy on Alcohol in Australia, Canberra: Ministerial Council on Drug Strategy

Ministerial Council on Drug Strategy (MCDS) (2001) National Alcohol Strategy: A Plan for Action 2001 to 2003/04, Canberra; Commonwealth
Department of Health and Aged Care

Ministerial Council on Drug Strategy {(MCDS) (2003) The National Drug Strategy: Aboriginal and Torres Sirait Islander Peoples Complementary
Action Plan 2003-2008, Canberra: Ministerial Council on Drug Strategy

Ministerial Council on Drug Strategy (MCDS) (2008) Towards Safer Drinking Culiures: National Alcohol Strategy 2006-2009, Canberra: Ministerial
Council on Drug Strategy ~ ,

STRIGTLY CONFIDENTIAL Preventative Health Taskforce Working Group Only Background Paper on Alcohol 33




Ministerial Council on Drug Strategy (MCDS) (2008) 23 May 2008 Communique, Canberra: Ministerial Council on Drug Strategy.
Mosher, J., & Jemigan, D. (1989) ‘New directions in alcohol policy' in Annual Review of Public Health, 10, 245-279.

Mosher, J., Toomey, T., Harwood, E., & Wagenaar, A, (2002). ‘State laws mandating or promoting training programs for alcohol servers and
establishment managers: An assessment of statutory and administrative procedures' in Journal of Public Health Policy, 23(1), 90-113.

Munro, G., and de Wever, J. (2008) ‘Culture clash: alcohol marketing and public health aspirations’, Drug and Aloho! Review, 27:2, 204 - 211

Najman, J.M., Williams, G.M. & Room, R. (2007) Increasing socioeconomic inequalities in male cirrhosis of the fiver mortality: Australia 1981-2002.
in Drug & Alcohot Review 26(3):273-278

National Drug Research Institute {NDRI) (2007) Restrictions on. the Sale and Supply of Alcohol: Evidence and Outcomes, National Drug Research
Institute, Curtin University of Technology, Perth,

National Health and Medical Research Council (NHMRC) (2001) Austrafian alcohol guidelines: health risk and benefits, Draft for consultation,
Canberra; NHMRC.

National Health and Medical Research Council (NHMRC) (2007} Australian alcohol guidelines for low-risk drinking, Draft for consultation, Canberra:
NHMRC. '

National Institute on Alcohol Abuse and Alcoholism (1997) Sixth special report to the US Gongress on alcohol and health, U.S. Department of Health
and Human Services, Washington DC

Nielsen Media Research AdEx (2008) Special Regort - Australia’s Top Advertisers, March 2008, Sydney: Nielsen Research

O'Brien, M., McCoy, T., Rhodes, S.D., Wagoner, A., Wolfson, M., (2008) Caffeinated cocktails: Energy Drink Consumption, High Risk Drinking; and _

‘Alcohol Related Consequences among College Students, in Academic Emergency Medicine, 15: 453-460

O'Leary, C.M., Heuzenroeder, L., Elliott, E.J. {2007) A review of policies on alcohol use during pregnancy in Australia and other English Ilspeaking
countries, 2006. MJA 186:466-71. '

Osterberg, E. (2006) Do alcohol prices affect consumption and refated problems? In: WHO Collaborating Centre for Research and Training in
Alcohol and Drug Abuse, Alcohol Taxation in the Western Pacific Region, World Health Organization, 2008.

Royal College of Obstetricians and Gynaecologists (RCOG) {2008) Alcohol Consumption and the Outcomes of Pregnancy, Statement No. 5.

Rehm,dJ., Room, R., Graham, K., Monteiro, M., Gmel, G. and -Sempos, C.T. {2003) ‘The relationship of average volume of alcohol consumption and ¢

patterns of drinking to burden of disease: an overview in Addiction, 98,pp.1209 -1228

Roche, AM., Pidd, K., Berry, J.G. & Harrison, J.E., (2008) ‘Workers’ drinking patterns: the impact on absenteeism in the Australian work-place’ in
Addiction, 103, 738-748

Room, R,, {1988) ‘The dialectic of drinking in Australian fife: from the Rum Corps to the wine column’ in Australian Drug and Alcohol Review, 7:
413-437

Room, R., {2004) ‘Disabling the public interest: alcohol strategies and polices for England’ in Addiction, 99: pp1083-1089

Steering Committee for the Review of Govemnment Service Provision (SCRGSP) (2005) Overcoming Indigenous Disadvantage Key Indicators 2005

Report, Productivity Commission, Melbourne.

36.
Stockwell, T., {2004) ‘Australian alcohol policy and the public interest. a brief report card’ in Drug and Alcohol Review, 23: pp. 377-319
Stockwell, T., (2007) ‘Working with the alcohol industry on alcohol policy: should we sometimes sit at the same table’ in Addiction, 102: pp.1-3

Stockwell, T., Chikritzhs, T., Hendrie, D., Fordham, R,, Ying, F., Phillips, M., et al.., The Public Health and Safety Benefits of the Northern Tetritory's
Living With Alcohol Programme. In; National Drug Research Institute, Restrictions on the Sale and Supply of Alcohol: Evaluation and Outcomes.
National Drug Research Institute, 2007.

Stockwell, T., Crosbie, D., Supply and Demand for Alcohol in Australia: Relationships Between industry Stnjctures, Regulation and thie Marketplace.
Infernational Joumal of Drug Policy, 12 139-152, 2001,

S

Smith, A., Edwards, C. & Harris, W (2005) ‘Bottleshops and 'ready-to-drink’ alcoholic beverages' in Health Promotion Joumnal of Australia, 16(1), 32- 4

STRICTLY CONFIDENTIAL Preventative Healih Taskforce Working Group Only Background Paper on Alcofiol




,,,,,

“'hudd, K., (2008) National Binge Drinking Strategy - Medja Refease, Prime Minister of Australia, Canberra, Accessed from;
http;/iwww.pm.gov.au/media/Release/2008/media_release_0126.cim

National Drug Research Institute (2007) Restrictions on the Sale and Supply of Alcohol: Evidence and Qutcomes, Perth: National Drug Research
Institute, Curtin University of Technology

Senate (2008a) Inquiry into Alcohol Toll Reduction Bill 2007, Senate Community Affairs Committes, Parliament of Aﬁstraiia, Accessed from;
http:/iwww.aph.gov.au/senate/committee/clac_ctte/alcohol_reductionfindex.him

Senate (2008b) Inguiry info Ready-to-Drink Alcohol Beverages, Senate Community Affairs Commitiee, Parliament of Australia, Accessed from:
http:/lwww.aph.gov.au/senatelcommittee/clac_cttefalcohol_beverages/index.him

Stewart, L, Casswell, S. (1893) ‘Media advocacy for alcohol policy support: Results from the New Zealand Community Action Project, Health
Promotion international 8(3):167-175,

Phiflipa Strempel, P., Saggers. S., Gray, D., and Stearne, A, (2003) /ndigenous drug and alcohol projects elements of best practice, A report
prepared for the Australian National Council on Drugs, Canberra.

Toumbourou, J., Rowland, B., & Jeffreys, A (2005). ‘Could an alcohol-abstinence focus through childhood and adolescerice reduce alcohol-related
harm?'. Melbourne: Druginfo Clearinghouse

Toumbourou, J., Lyons, Z., Loxiey, W., Bauld, C., (2007) Research needs analysis and action plan for drug prevention research in Victoria,
Prepared for Department of Human Services, VlCtOfta Premier's Drug Prevention Council, unpublished.

) i __.étorian Department of Human Services (DHS) (2004) Patterns of smoking and alcohol consumption across Victoria, 2003, Melboume: Victorian

Department of Human Services.

Ward, B., and Snow, P., {2008) ‘The role of families in preventing alcohol related harm among young people’ in Prevention Research Quarterly,
June: 5, West Melboume: Drug Info Clearinghouse.

White, V., and Hayman, J. (2008) Australian secondary school students use of alcohol, Report prepared for Department of Heaith and Ageing.

Wiggers, J., Joauncey, M., Considine, R,, Daly, J., Kingsland, M., Purss, K., Burrows, S., Nicholas, C., Waites, R., (2004) ‘Strategies and outcomes
in translating alcohol harm reduction research into practice: the Alcohol Linking Program' in Drug and Alcohol Rewew, 23 (3): 355-364

Wilkinson, C. and Room, R.; (2007} Informational ‘and warning labels on alcohol containers, ‘salés places and advertisements: experience
infernationally and evidence on effects; Report submitted to the Victorian Departrient of Human Services, 15 January 2008, AER Centre for Alcohol
Policy Research, Turning Point Alcohol & Drug Centre

Williams, P., {1899} Alcohol-related social disorder and rural youth: part 1 - victims. Trends and Issues in Crime and Criminal Justice, 140.

Williams, P., (2000) Alcohol-related social disorder and rural youth: part 2 - offenders. Trends and Issues in Crime and Criminal Justice, 149.

"Moolcott Research (2007) Formative research for the development of a national alcohol social marketing initiative, Prepared for the Australian
«.ovemment Department of Health and Ageing, Apnl 2007.

World Health Organizatiori (NHO) (2004) WHO Global Status Report on Alcohol 2004. World Health Organization.

World Health Organisation (WHO) (2008) Alcohol Taxation in the Westem Pacific Region, WHO Collaborating Centre for Research and Training in
Alcohol and Drug Abuse

World Mealth Organisation (WHO) (2008) World Health Orgamsat:on Statistical Information  System {WHOSIS), Accessed from:
hitp:/iwww.who.intiwhosis/whostat/2008/en/index.html

STIRICTLY CONFIDENTIAL Preventative Health Taskforce Working Group Only Background Paper on Alcotiol 35







Strictly Confidential ~ for use of the Preventative Health Taskforce only

A rapid review of chronic disease prevention
strategies and programs in selected OECD countries

PART A

Report authors:

Sally Fawkes, Barb Mouy,

Brian Oldenburg, Rebecca Watson, Asnawi Abdullah
16 June 2008




Strictly Confidential - for use of the Preventative Health Taskforce only

TABLE OF CONTENTS

Part A

Acknowledgements 3

Acronyms and Abbreviations 4

Section 1 Executive Summary 5 ;
Section 2. Background 8 u
Section 3. Project Methodology 13

Section 4. Results of the rapid six-country review 15

Section 5. Discussion and lessons for Australia 26

Section 6. Bibliography 35 »«}

Section 7. Appendices 38

L
i

Somsrsng o




" ; Y
Strictly Confidential - for use of the Preventative Heaith Taskforce only
ACKNOWLEDGEMENTS
§ The Project Team wishes to acknowledge a number of individuals who provided very helpful
o advice and feedback during this project. These included (in alphabetical order): Dr.
. - Maximilian de Courten, Dr. Gauden Galea, Mr Todd Harper, Professor Vivian Lin and Dr
: Anna Peeters.
- O
2O
{1 -For communication about this report, please contact:
%«M’ . B
Rebecca Watson
e School of Public Health and Preventive Medicine,
L - ' Monash University '
' ' o ' info@aihps.org
1 " ‘ _ : Phone: 03 9903 0564




Strictly Confidential - for use of the Preventative Health Taskforce only

ACRONYMS AND ABBREVIATIONS

ABHI
ATHPS
ATHW
CCppC
CDC
CHSRF
COAG
CcVD
DOHA
KTL
NICE
NIHR
NPHT
OECD
VicHeaith
WHO

Australian Better Health Initiative

Australian Institute of Health Policy Studies

Australian Institute of Health and Welfare

Centre for Chronic Disease Prevention and Control
Centres for Disease Control (USA)

Canadian Health Service Research Foundation

Council of Australian Governments

Cardiovascular disease

Department. of Health and Ageing (Australian Government)
National Public Health Institute (Finland)

National Institute for Health and Clinical Evidence
‘National Institute for Public Health Reseéarch

National Preventive Health Taskforce

Organisation for Economic Cooperation and Development
Victorian Health Promotion Foundation

World Health Organisation

F




Strictly Confidential - for use of the Preventative Health Taskforce only

SECTION 1. EXECUTIVE SUMMARY

Background

The incidence and prevalence of chronic discase such as diabetes and cardiovascular diseases
(CVD) are accelerating worldwide and they now make a significant contribution to the burden
of disease in almost all countries in the world. In Australia, these conditions not only have
significant adverse effects on individuals and their families, but also on the economy; society
and the health system as. it is currently organised. The current Australian government has
recognised the importance of these issues and the ways in which a.mere nationally
coordinated and organised approach to primary and secondary prevention might assist.
Germane to this new approach is the need to consider new approaches to prevention and to
learn from the experience of other countries.

This report provides a rapid review of the approaches that some other OECD countries have
adopted for primary prevention and identifies some of the key features of the systems that
underpin these approachés. The major countries selected for the review were: Canada,
England, New Zealand, USA and Finland. Prevention policy and some related issues in.
Thailand were also considered in accordance with the Statement of Requirements for this
project. The report identifies a range of issues and emerging themes in relation to the primary
prevention efforts of the countries included in this rapid review.

Review findings

While the health ministries or departments in each of the OECD countries reviewed have the
overall mandate for population health and prevention, in England, there is also 4 higher-level
cross-government committee in place (Sub-Committee on Health and Wellbeing). This
signals the increasing strategic, social and economic importance of prevention and serves to
establish ongoing cross-porifolio engagement in the prevention agenda at a national level.

In four countries, a natioual institute or agency was in place that played a major role in
leadership and coordination of the primary prevention and health promotion effort in their
respective jurisdictions. The functions of these entities included some or all of the following
elements in relation to prevention: coordination and strategic policy development; knowledge
development and exchange; oversight and support for national campaigns and other initiatives
at a population and/or regional level; monitoring and evaluation of program implementation;
surveillance and monitoring of outcomes; and finally, communications and public
information. Some of these functions were carried out through formalised partnerships,
including government, non-government agencies and/or other organisations.

All of the countries reviewed had a comprehensive, overarching policy for health that
incorporated a national framework and strategies which were more specifically relevant to the
prevention of chronic disease and the promotion of the health and wellbeing of the whole
population. Most of these polices were also well integrated both horizontally and vertically.

Common elements of these frameworks include:
e A population health or whole-of-society approach that also includes some
identification of high-risk population sub-groups.
s A life-course approach that also highlight the needs of different groups across the
lifecourse, with an increasing focus on the needs of children during the ‘early years’.
e A special focus on health disparities, socially disadvantaged population subgroups
and the need to ‘close the health gap’ between different groups.
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¢  An emphasis not only on the ‘classical’ risk factors but also on the more upstream
determinants of health and ill-health or what have referred to as the social
determinants of health or the ‘causes of the causes’,

e A significant commitment to improve the exchange processes between research,
policy and practice.

While there is already considerable evidence that can be used to guide and inform action in
relation to the primary prevention of chronic diseases and the promotion of well-being across
the life-course, it is well recognised that there is still a lot to be learned about how to improve
the overall prevention effort. More emphasis needs to be given to the production of evidence
neeessary to inform primary prevention strategies as well as the dissemination of evidence at
an international level.

Many different kinds of partnerships — across government departments, at different levels of
government, and between government, non-government, community and private sector
organisations — are being employed in these countries to develop and implement new
approaches to prevention and health promotion. The available evidence suggests that strategic
partnerships are very important in the development and. successful implementation of system-
wide efforts related 1o prevention.

The national ministry of health in each country, together ‘with national public health institutes
or agencies, play the key roles in funding strategies and programs. Information on the actual
investment levels in programs was not easily ascertained within the timeframe of this review;

however, thére were certainly new investments being made in relation to research and
evaluation in order to support further evidence development and the implementation of
strategics. While recent reviews have stressed the importance of governments giving high
priority to financing prevention and health promotion, the level of investment from the health

‘budget in primary prevention is still quite low in most countries, accounting for up to only 3-4
percent of health expenditure.

Lessons for Australia

The report identifies a number of findings and lessons arising from this rapid stocktake which
require further consideration and analysis with respect to building and enabling sustainable
systems for prevention in Australia in the future. Selective examples are used to illustrate
some of these potential lessons for Australia. These lessons are presented in two groupings (1)
systerns underpinning the strategies and programs and (2) strategies and programs for primary
prevention and health promotion.

The systems underpinning the strategies and programs:

1. Establishment of a high-level government or equivalent commitiee with appropriate inter-
sectoral partners is necessary-to champion primary prevention of chyonic disease and ensure
high-level political commitment and accountability.

2. New approaches to long-term funding for primary prevention of chronic disease need to be
developed and recognise the limited approaches of the pasi and the need for more innovative
and sustainable financing models..

3. Strengthened system components are needed for developing and implementing an effective
chronic disease primary prevention strategy and programs.

4. Establishment of measurable targels for primary prevention and health promotion is
critical for long term monitoring and evaluation of implementation and outcomes.
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5. Establishment of sustainable infrastructure that facilitates the production, dissemination
and use of evidence and learning is essential if strategies and programs are to be effective.
Strategies and programs:

6. Strategies and programs should incorporaie an integrated approach and a life-course
perspective.

7. Strogegies and programs need fo be adequately supported and funded tp demonstrate their
effectiveness.

8. Strategies and programs need to be designed using the best available evidence and
implemented using mulii-level and multi-secioral approaches.

9. Addressing inequalities and the health gap between different population St;bgroup;s* needs
lo be a critical dimension of oll strategies ond programs.
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SECTION 2. BACKGROUND

Introduction

The incidence and prevalence of chronic disease such as diabetes and cardiovascular disease
are accelerating worldwide and they now make the major contribution to the burden of
disease in Australia and other countries in the world. The management and prevention of
chronic disease will have increasingly important iraplications for the social and economic
fabric of countries like Australia, including the structure and organisation of our health
system. Consequently, the health agencies of all countries have to grapple with these issues
and to consider new ways of reducing the societal and economic burden associated with
chronic disease. However, action to prevent chronic disease and strategies to promote the
health and well-being of the whole population, poses major challenges because of the
complexity of their causes and the gaps in our knowledge about what to do in order to prevent
them. Notwithstanding the fact that there are still many important knowledge gaps, there is
already much that we do know, so this remains an implementation challenge for now.

Australia has already put some considerable effort into developing appropriate and
contemporary frameworks for chronic disease prevention and health promotion’. However,
there is still much to be done in order o build a really sustainable and integrated system for
prevention in Australia that leads to the implementation of effective strategies and programs
with appropriate levels of investment. Key elements for developing such a platform must
include the following: engaging all levels of society, strengthening leadership and
coordination, creating sustainable funding, building the appropriate infrastructure and
resources for action, integrating evidence into policy and practice, and improving the fairness
and equity of this response. These were the 6 interlocking strategies that were identified in the
lead up to and during the recent Australian Institute of Health Policy Studies (AIHPS) and
VicHealth National Prevention Summit (ATHPS & VicHealth 2008; Lin et al 2008).

To the extent that this was possible in the time available, this report documents and reviews
prominent strategies and programs that are being undertaken internationally to prevent major
chronic diseases and to promote the health and wellbeing of populations (Appendix 1). The
roview focuses on the experiences of 5 OECD countries, that is, Canada, UK, New Zealand,
USA and Finland. The review also considers the experiences of some other countries, in
particular, Thailand, where this was considered to be particularly pertinent to the terms of
reference for this report. The report draws some preliminary lessons and recommendations
from this rapid review of these countries. However, a more detailed comparative analysis
between these countries and Australia is required before any formal recornmendations can be
made. The review has focused particularly on the organised systems and elements of system
governance, policy and infrastructure that underpin the strategies and programs described, and
which appear to be critical to the effective development, implementation and evaluation of
these.

Key concepts and themes
2.1 Characteristics of chronic disease
The term chronic disease, also known as non-comniunicable disease (NCD), refers to an array

of conditions and diseases that share common characteristics. They:
¢ are complex and have multiple causes.

! For example, the National Chronic Disease Strategy released by the Department of Health and
Ageing in 2006 (DOHA, 2006)
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s usually have a long and gradual onset, although clinical dldgnoms and identification is
often only made following an acute event.

occur across the lifecycle and become more prevalent with older d;,c

can sevetely compromise quality of life and work pcrfonnancc as aresult of
accumulating limitations and disability..

» are long term and persistent, leading to gradual deteuoratmn of physical,
psychological and social health,

¢ often occur together, known as co-morbidity.

‘While usually not immediately life threatening, these conditions are now the most common
and leading cause of premature mortality in Australia and most other countries in the world
{ATHW, 2006).

2.2 Burden of chronic disease in Australia

Recent Ausiralian data indicate that the most common chronic diseases include cancer,
cardiovascular diseases (CVD) such as ischaemic heart disease and stroke, injuries, chronic
respiratory disease and diabetes (ATHW 200( ).

¥igure 2.1 Burden of disease by broad cause group - Austr&ha, 20603

Mafes Fomeles  Fata) Non-fatal

i

ggigl‘ Hental

Figure 3.1: Burden (DALYs) by broad cause group expressed as: {1) proportions of total,
{b) progortions by sex, and {c} propestions due to fatal and non-fatal outeomes, Australia,
003

Burden of disease research show that these diseases will persist well into the next decades as
sources of ill bealth among Australians and some are expected to increase in prevalence, such
as Type 2 diabetes. The burden of chronic disease disproportionately affects: socially and
economically disadvantaged population sub-groups, most particularly Indigenous Australians;
older Australians, especially the frail aged and people with mental illness and physical and
intellectnal disabilities.

Co-morbidity is common, and of increasing significance in Australian as the population ages
(Figure 2.2).
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Figure 2.2. Distribution of number of reported long term conditions

SourarAldK maes of ARS 2001 Matlnd Heeth Survey. -
Tigrwe 210 Disteibution of Yar 0 rupoats 3 Jong-berny conditions, 2001

Source: ATHW, 2004 p 34

2.3 Causes of chronic disease
While both communicable and non-communicable diseases can become chromic in their
effects, this report primarily focuses on the prevention of chronic diseases associated with
key risk behavioural factors or causes that epidemiologic studies have demonstrated can be
modified, namely:

e Unhealthy nutrition and diet
Physical inactivity or sedentary lifestyles
Overweight and obesity
Tobacco smoking
Harmfil use of alcobol.

8 & & ®©

However, it is very important to consider the more upstream determinants of health or what
have been called, the determinants of health, or more recently, the ‘causes of the causes’, as
these are both directly and indirectly linked to the behavioural risk factors already identified.
These are summarised in Figure 2.3. What also must be taken into consideration are those
more upstream influences, including socioeconomic disadvantage, environmental and
neighbourhood features, which have an independent and more direct impact on health and
well-being. This must be taken into consideration in relation to the design and development of
prevention programs directed at those population subgroups whose health outcomes are
currently poorer than for the rest of the population. '
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Figure 2.3 A conceptual framework of the determinants of health

Source: ATHW (2006) p 143

Research is accumulating that demonstrates complex interplay among these influences. from
early life and onwards throughout the whole life-course. 1t is precisely these kinds of complex
interactions between socio-environmental, behavioural and biological processes from early
life that are coniributing to the development of Type 2 diabetes and heart dxseas"e at 2 much

.younger age than was the case even half a generation ago.

2.4 Prevention of chronic disease in populations

Prevention has been defined as an ‘action to reduce or eliminate or reduce the onset, causes,
complications or recurrence of disease’ (AIHW, 2006). Prevention approaches should focus
on both the factors that influence the development or progression of chronic disease in the
whole population, as well as, the population groups who are at highest risk. Primary
prevention is typically directed towards preventing the initial occurrence of a disease in a
population. Secondary prevention strategies focus on early detection and appropriate
interventions; and tertiary prevention is generally directed at reducing the occurrence of
relapse and maximising quality of life and wellbeing in those who already have a chronic
disease (WHO, 1998). The concept of a continuwm for preventing and managing chronic
disease is helpful in defining different population subgroups in terms of those (1) who are
well and without disease (primary prevention) (2) those who are at risk of, or in the early
stages of the disease process (secondary prevention) and (3) people currently living with
chronic disease (tertiary prevention) (Figure 2.4). This conceptualisation can also be useful in
designing different levels and types of interventions for the whole of the population and/or
specific populations subgroups.

11
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Figure 2.4. Chronic Disease Prevention and Management Continuam

Population by stages of ol eontinuum
N « - . Controllsd
Weit ummlatwn_ ' At risk Established diseass ehronic fisease
Pritnary Provention Secondary Provention/ " ;
Early Detection [ Dissase Managament and TerGiary Prevention J
« Prosnotion of heaithy « Screening = Treatment and * Continuing Care
buhavicuts and « Case tinding Acute Care « Maintenpnce
environiments acnoss « Paringic health « Complications . » Rehatititation
me lifacourse: examinations managameant * Self managument
» Universsl and = Early intarvantion
targeted approsches * Cordrel 7isk
foetars - Hitastyle
and wedication
» Publio health « Primygry health care « Gpecialist sevices » Pritnary heatth care
» Prirary eaith care # Pubtic hpafth « Hospitat care » Cemprnenity care
» (ther sectars » Primary health care »
Health Promotion Haaith Promotion Health Promuotion Heatth Promuotion
0 13
Provent movement to the Provent progression o Pravent@elay prograssion
Yat pigk™ group established disease and 1o complisations and
hospitatisation pravent readmissions

{Haafonal Public Health Partnership (2001} Prowating chmaic dissase: A sirelegic FravrmrsodkwBackgrovsd paper, v.6)
Source: National Public Health Partnership (2001)

The current Australian Better Health Initiative® draws on this approach and aims to promote
good health, disease prevention and early intervention across a continuum of population
groups in order to reduce the burden of chronic disease. The five priority strategies are (the
first three of which most pertinent to this review):

1. Promoting healthy lifestyles '
. Supporting early detection of risk factors and chronic disease
. Supporting lifestyle and risk factor modification
Encouraging active patient self management of chronic conditions
Improving the communtication.and coordination between care services

2.5 Building sustainable systems and infrastructure for prevention

Tn addition to considering the strategies and programs that have been developed
internationally to prevent chronic disease and promote well being, this report focuses on the
systems that some other countries have used to underpin the organised effort to change
patterns of disease burden in the population. This includes the issues related to system
governance, policies and the infrastructure and resources required to develop, implement and
evaluate effective strategies and programs to the population as a whole, as well as “closing
the gap” for those population subgroups who are currently most disadvantaged.

2 ABHI was announced by the Council of Australian Governments (COAG) on.10 February 2006 as a
part of the Better Health for All Australians package and linked to the National Reform Agenda
(COAG 2006)
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SECTION 3. PROJECT METHODOLOGY

A pragmatic methodology was adopted for this project so that useful policy-relevant
information could be generated within a very limited time frame. This is outlined below.

3.1 Refine the scope of the brief

"
{
4
i
i

Analysis of structural dimensions underpinning strategies and programs

The Project Team expanded ifs review to consider issues related lo the system governance,
policies and the infrastructure and resources because of their significance in enabling primary
prevention of chronic disease prevéntion to be prioritised, organised and implemented.

Focus of strategies and programs under review’

The review focused on:
» Prevention strategies and programs aimed at shifting the entire distribution of risks
in populations and key sub-groups.
¢ Prevention strategies and programs aimed at reducing the prevalence of a small
number of key, behavioural risk factors, particularly, unhealthy diets, inadequate
physical activity and obesity.

Prevention strategies and programs aimed at reducing tobacco use and alcohol-related harm
were given less attention, due to time constraints and the role of two other teams
commissioned to look at these areas.

Countries under review

L The Project Team selected five OECD countries to review for this project; however, we have
1 also referred to initiatives from some other countries, such as Thailand, where they were
L considered pertinent and relevant to the Australian situdtion. Country selection was based on

the-following criteria:
e Thete was easily accessible information and this was primarily available in English.
o Likelihood of adaptability of strategies and programs to Australia, based on:
o Past experience of the uptake of policy ideas in Australia
o Preventive health expenditures
¢ Population health and risk profiles
o High income (World Bank GNI per capita — US$ 9206 or more)

The countries selected for consideration in the review were:

‘Canada England UsA New Zealand Finland.

3.2 Conceptual framework for understanding determinants of chronic disease

S The conceptual frameworks already identified in Section 2 were used to guide data collection.
As requested by the National Preventive Health Taskforce (NPHT), the review concentrated
primarily on specific risk factors for chronic disease — unhealthy eating, physical inactivity
and obesity — with secondary reference being given to tobacco use and harmiful use of
e alcohol.

13



Strictly Confidential - for use of the Preventative Health Taskforce only

3.3 Data and information collection strategy for each country

{dentify data sources and ‘Literature search

undertake desk review - Published peer-reviewed literature
- Systematic reviews

- Meta-reviews

Grey literature
- Govemment reports
- Other reports and reviews

Websites of international organisations, governments and lead organisations {such
as World Bank, WHO, organisations with a focus on key risk factors or chronic
diseases known fo be supporting action on chronic diseases)

Seek advice through personal WHG (HQ, EURO)
contacts with colleagues working | Public Health Agency of Canada
in international organisations Ministry of Health/New Zealand

3.4 Analyse data, prepare synthesis and identify lessons for Australia

Information on strategies and programs were drawn from government reports and other
documentation and imported into data tables. Templates for the data tables were formulated
from the list of areas set out as the focus for this review in the Statement of Requirement.
Emerging directions internationally were identified by examining the data and findings of
interndtional reviews. '

3.5 Limitations of the review

This review was limited by a number of factors:

o The timeliie for the review was very short (three weeks). This imposed major limitations
on the ability of the Project Team to comprehensively identify all national level strategies
and programs and to analyse their development, system underpinnings and features. As a
consequence, the report provides a select overview of sirategies, programs and systems
from five countries. Additionally, it has not been possible to provide comprehensive
details of programs at a local or regional level of the five countries reviewed.

e  Access to some data was limited, in particular, strategy and program data on human
resources, financing and budgets, and evaluation of implementation and outcomes.

e The Project team did not have sufficient time to validate the data and findings with key
informants.
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SECTION 4. RESULTS OF THE RAPID SIX-COUNTRY
REVIEW

4.1 Introduction

This chapter provides a summary of the data and information collected from the selected
countries. The purpose of this initial stocktake is to identify the key common elements and
differences in approach among strategies and programs aimed at preventing chronic diseases,
promoting health and the systems underpinning them, internationally and in five OECD
countries. A description is provided of:
¢ International (pan-regional) policies and stiateg;cs that may influence national policy
and program development;
s National systems that support chronic disease prevention (covering governance,
policy, infrastructure and resources); and
e Specific national integrated chronic disease prevention strategies and programs.

4.2 Overview of policies, strategies and programs operating at a global or
regional level

Policies, strategies and programs formulated by United Nations bodies such as WHO and
international organisations such as the European Commission have had an important
influence over time on the directions and approaches to prevention and health promotion by
member countries (also see Appendix 2). Such regional or global-level strategies can provide
focus, legitimacy, evidence and targets for action, prompts for social mobilisation and broad
guidelines and models. Except for the WHO Framework Convention for Tobacco Control
(FCTQC), the influence of such frameworks is hard to discern and can be quite indirect.

More specifically, in relation to chronic disease prevention, WHO has played an important
role in developing and promulgating a range of important policies, strategies and programs
over the past 10 years (Table 4.1). A number of these are regularly cited in country program
documentation as providing an important context for and legitimacy to the development,
intensification or realignment of strategies and plans in specific countries. Other than the
FCTC, the 2000 WHO Global Strategy for the Prevention and Conirol of Non-Communicable
Diseases has probably been most influential. The World Health Assembly has only recently
endorsed the action plan associated with the Strategy (W HO/WHA 2008) and recommends a
focus on inequalities (gender, ethnic, socio-economic) and the needs of people with
disabilities in national frameworks for prevention and control . The framework includes a
multisectoral approach that integrates the prevention of chronic diseases into national health
plans and-urges the reorientation and strengthening of country health systems to meet the
needs of people with chronic diseases (WHO, 2008).

This strategy and plan, as well as the 2004 WHO Global Strategy on Diet, Physical Activity
and Health, reflect the increasing shift towards a more integrated and coordinated approach to
chronic disease prevention in many different countries. This approach recognises that the
major chronic diseases shared a cluster-of risk factors, so that there should be more explicit
and programmatic emphasis on the behavioural risk factors and their determinants, rather than
focusing on specific diseases per se.

15
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Table 4.1: Major pollmes, strategies and programs

Year:

1 2000

Policy, btrategy or Pragram

v WHO Global Strategy forthePreventlon and Controi of T

NCDs ,
www.who.ini/chp/about/integrated_cdfen/

(Draft) Action Plan for Prevention and Control of
Noncommunicable Diseases
http:/ferww, who.int/gb/ebwha/pdi_files/A61/A61 Sﬂen.pdf

| Endorsed - Sept
1 2006

Gaining health. The European Strategy for the Prevention and
Cantrol of Noncommunicable Diseases
www.curo. who int/Docament/RC56/edocl8. pd?’

’ Approved - Sept

PAHO Regional Strategy on an Integrated Approach fo the
Prevention and Control of Chronic Diseases Including Diet,
Physical Activity, and Health
wyw.pahioorgenglish/gov/ed/CD47-17rv-e.pdf

WHO Global Strategy on Diet, Physical Activity and Health
wmw.who.iﬁt/ﬂietphysi'calac*zi'«ity,f’su ategy

European Union’s 2005 Platform on Diet, Physical Activity and
Health

hitpeifec.europa.euhealth/ph dctunnmanw life_style/nutridon/
platform/platform_enhtm

| Endorsed - Sept
2000

First European Food and Nutrition Action Plan
hitps/7www.erowho. int/nutrition/actionplan/ 20070620 _3

Launched - May
| 2007

‘Steps to health: A European Framework to Promote Physical

Activity for Health
http/www.enro,whointDocument/ES01 91 .pdf

| Adopted - Nov

European Charter on Counteracting Obesity
hitpfwww.eurosvho.nt/obesity/conference2006

2003 (By all 192 Member States)

WHO Framework Convention on Tobacco Control
fattp/fwwiowho, int/tobacoo/framework/en/

| Approved - Sept 2002

European Strategy for Tobacco Control
\ittp/Awww.suro.who.int/tobaccofree/Policy/ 20030826 3

. Endorsed -Sept
2005

AFramework for alcohol policy in the WHO European Region

tttpr/iwww.euro.who. intdocument/e88335.pdf

| Launched - Sept 2003

WHO/international Diabetes Federation Diabetes Action Now
Program

tttpHwww.idforg/home/index cfmPunode=7424838¢7-0b0f-49df
84d6-aBddeb748fcf

| Launched ~ May 2008 {interim
| statement in 2007)

WHO/Commission on Social Determinants of Health
hitp:/Awww.who.int/social_determinants/en/

4.3 Overview of national systems supporting chronie disease prevention

strategies and programs

Key elements of the systems of governance underpinning chronic disease prevention were

identified in the six countries (see Part B).

Coordinated national leadership and direction

All countries had a national focal point for leadership on chronic disease prevention, in a

Cabinet Ministry, unit/department, and /or a national body of some form (e.

£. an agency or
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institute) (Table 4.2) This provided leadership over the establishment and implementation of
health promotion/chronic disease prevention framework/s and all appeared to use partnerships
as a key means for developing and implementing strategies and programs. Accountability for
program delivery varied between Cabinet and Ministerial levels. The most comunon elements
of the leadership function/role included:

¢ Coordination and strategic policy development

» Knowledge development and exchange

o Oversight and support for national campaigns and other initiatives at a population

and/or regional level

¢  Monitoring and evaluation of campaign program implementation and progress

s Surveillance and monitoring of outcomes

»  Communications and public information.

In England, there is a high-level cross-government comumittee in place (Sub-Committee on
Health and Wellbeing) with responsibilities to “consider policy on health and wellbeing,
including the prevention of ill-health, the promotion of healthy and active lifestyles and the
reduction of health inequalities; and report as necessary to the Ministerial Committee on
Domestic Affairs.” This signals the increasing strategic, social and economic importance of
prevention and serves to establish ongoing cross-portfolio engagement in the prevention
agenda at a national level.

Table 4.2. National focal points with responsibilities for chronic diseases prevention

FOCAL POINT i caNAD __ENGLAND L : i FINLAND |-
Cabinet/ Sub-Commitiee
equivalent on Health and
- ‘ . Wellbeing (8-C
. of Ministerial L
Compitiee on-
i Domestic Affairs
. fwwwabineloffice
 govaldsesrefariat |
sfcommittessidal |
_____ — WASOY ) m«.« e
Ministry of i Depariment of i Ministry of
Health , Health and Social Affairs
wan.dhgovikien & Human Services & and Health
! findextim : W hhs.gov s, st iResour
: ' ‘ ée.phudengfindaxh
i
— ! S— I
Unit or
department in Heaith : Disease
MOH Improvement Wi { .. Prevention and
i Health
Promotion
| www.odphp.osoph
. sdhhsgov
o A AL 2 bierhATNIRISNO— ac s —————— O —————
National i National Instituie Centers for ; National Public
Agency or r for Health i Disease Control Health institute
Institute Research - i —Prevention of wiw il Tiportatieng
Public Health Chronic Disease ! fishy
Research Wy cdo.govi
programme }
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seiin vwwanihracuk/

National health policy that incorporates prevention and health promotion

In all countries, there is an overarching policy that provides a context for the prevention of
chronic disease and health promotion. Population health targets are identified and used in
most countries (e.g. England, New Zealand, USA, Finland) to give direction to and support
accountability for national, organised efforts to promote health and prevent disease. Primary
prevention and health promotion are major planks in all of these countries’ health policies,
although there are also differences between countries. For example, in broad terms, the US
approach favours prevention efforts with a behavioural focus that locate responsibilities with
individuals, while the UK approach has a stronger orientation towards population-level
initiatives. ' ' '

Table 4.3. Policy context for chronic disease prevention

Health 2015
¢ www.lerveys2015.f

Healthy People
2010
www.healthypeop!
e.govl

H
Challenge
England: Next
steps for
Choosing Health
www.ch.gov.ukfen/
Publicationsandsta
tistics/Publications/
PublicationsPolicy-
AndGuidance/DH__

Health Policy

Hatonal  Lbmder 0 Yes
popuiation {2020 targets
health targets under

4 development)

. = e et I
Integrated Healthy Weight, © Development
national policy Healthy Lives Programme for

www.dh.gov.ukien/ the Prevention

and Care of
Diabetes in
Finland DEHKO
hitp:/iwww.diabete
s.fifsivu.php?artikk

Publicationsandsta
tistics/Publications/
PublicationsPolicy

AndGuidance/DH
082378

www.healthierus.g
ovf

FND - .

631

%Wumm
Frameworks for national strategies and programs

All countries have some form of overarching and integrated healthy public policy, programs
and plans that address multiple risk factors associated with chronic disease. An indication of
the range of policies and strategies across the risk factors/diseases in the selected countries
appear in Appendix 3.
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Within the overarching policy for population health are nested national integrated
policies/frameworks related to chronic disease see Table 4.3. Common elements of these
frameworks include:

o A population health or whole-of-society approach that also included some
identification of high-risk population sub-groups.

o A life-course approach that also highlight the needs of different groups across the
lifecourse, with an increasing focus on the needs of children during the ‘early years’.

s A special focus on health disparitics, socially disadvantaged population subgroups
and the need to ‘close the health gap’ between different groups.

e An emphasis not only on the ‘classical” risk factors but also on the more upstream
determinants of health and ill-health or what have been called the social determinants
of health or the “causes of the causes’.

»  An emphasis on the need for research and evidence to underpin and inform policy
and practice.

The overarching national policies and the specific risk factor plans are all horizontally
integrated with vertically integrated programs. Horizontal refers to integration across
organisations, ot sectors, designed to increase capacity, maximise efforts and minimise
duplication. Vertical refers to a focus on one or more levels of influénce which typically
include individuals, organisations/settings and different kinds of socieeconomic, physical and
other kinds of environments. Most countries have elements of pre-existing national policies
and plans relevant to specific risk factors - such as tobacco control, healthy eating and
physical activity — which have been embedded into more recently developed integrated
approaches to chronic disease prevention and health promotion.

“T'able 4.4. Themes across major national integrated approaches to primary prevention of chronic
diseases

__Theme ENGLAND USA FINLAND ™
Integrated Healthy Weight, HealthierUS Development
national policy | Healthy Lives i Programme-for
i 1 the Prevention
. and Care of
| Digbetesin
Finland
A . {DEHKO) |
Diet .k B S
Physical X X
activity e
Obesity _Healthy weight
Tobacco X s
Alcohol i . S 1
Other themes ng. Heart Diabetes
Workplaces Disease/CVD
Diabetes

The major national programs reviewed primarily addressed the more proximal causes of key
risk Factors contributing to common chronic diseases, that is, unhealthy diets, inadequate
physical activity, and obesity. While the ‘causes of the causes’ were addressed more variably,
all national strategies and programs at least acknowledged the importance and necessity of
tackling the more upstream influences that include underlying population changes, socio-
economic conditions, and the related impacts of globalisation. [Refer back to Figure 2.2].

National acts, laws and legislation for chronic disease prevention

Legislation, regulations and taxation are increasingly being utilized alongside other
approaches. With respect to the countries considered in this review:
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o All have food and beverage legislation related to chronic disease prevention (and
control), but they vary in nature. They include the use of explicit legislation and/or
regulations with respect to food composition (e.g. type of fats permissible in foods),
food taxes, food and beverage labelling and advertising/marketing (e.g. to children).

s (Canada has a taxation incentive for physical activity. Mello, Studdert, and Brennan
(2006) reviewed US State Legislative initiatives to combat obesity in the community
between 1998-2005, and identified actions including environmental changes to local
areas, community and workplace fitmess campaigns and other public education
programs. Initiatives involving the introduction of taxes and legislation were much
less commonly employed than more individually-focused behaviour change
programs. (Appendix 4) Legislation and incentives for physical activity in the other
countries was not further explored at this stage, but there is increasing attention to the
role of public health law in shaping health, for example through the work of Gostin in
the US.

e All are signatories to the WHO Framework Convention on Tobacco Control (FCTC)
and accordingly, have legislation for tobacco control including health warnings on
tobacco products, smoke free environments, bans on smoking advertising and tobacco
sponsorship, and taxation and pricing.

s  All countries reviewed have legislation for reducing the harmful use of alcohol. They
vary in nature and include taxes on products, restrictions on sales to minors and
licensing of premises.

Financing and funding for prevention

Financing for primary prevention of chronic disease tends to come from govemment sources.
In the US, philanthropic, private and other kinds of organisations have a strong history
supporting some program areas. Work is underway internationally to examine the financing
of prevention and health promotion, and innovative ways to establish sustainable, adequate
and ethical financing.

The national ministry of health in each country, together with national institutes or agencies,
play key roles in funding strategies and programs. Information on the actual investment levels
in programs was not easily aScertamcd withini the timeframe of this review; however, there
were certainly new investments being made in relation to research and evaluation in order 1o
support further evidence development and the unplemematmn of strategies. While reviews
have stressed the importance of governments giving high priority to financing prcvention and
health promotion, the level of investment from the health budget in primary prevention is still
quite low in most countries, accounting for up to only 3-4 percent of health expenditure.

To summarize the {indings from this review:
® Thailand, through the ThaiHealth Promotion Foundation, is the only country
considered in this review with a dedicated funding source (2% surcharge on alcohol
and tobacco tax) and budget. for the implementation of a national strategy for the
primary prevention of chronic disease.

» For the specific risk factor components listed below in Table 4.4, Canada, England,
New Zealand and Thailand have specific, dedicated budgets for addressing tobacco
use, nutrition/diet, physical activity and alcohol consumption.

e Non-specific sources of financing appear to be the major source of funds in countries
rather than more stable routes of financing such as taxation.
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Table 4.4- Budget and financing for chronic disease risk factor programs

NEW ’ THAILAND
: ZEALAND e

Disease _ .+ Notobtained 55 m USD for

prevention = . ThaiHealth

331.8mCAD ‘

Health

promotion =

186.5m CAD

Consolidated Not obtained 2% surcharge
: revenueand & on tobacco :
P Population -and aleohol fax |

Health Fund for
community-
based activities
The Healthy

Living Fund

-~
i" e

National health surveillance and reporting system

All countries have recognised the need to establish surveillance systems that monitor:

»  Macro-level trends and policies that impact on healthy eating and physical activity
(such as urban design, transport, food product content, advertising, agricultural
policies)

o Individual self-report data on physical activity and dietary intake (plus possible
inclusions of car ownership, driving times, frequency of walking and cycling to work

----- school; home food preparation) '
,,3 o Measured biomedical risk factors (such as weight, blood pressure, cholesterol).

Furthermore, the review identified that:
e All five countrics have established health information and monitoring system
| covering chronic disease and major risk factors, and all have included chronic
i diseases in their annial health reporting system. The performance of these systems
was not analysed for this review,
o With respect to data included in the national annual health report sysu,m all have a
broad coverage across risk factors, cause-specific mortality, and mortality. >
¢ 'National policies acknowledge and are premised upon continuous, iong-term
‘population-level surveillance for key variables at the individual and environmental
levels.

* Time limitations prevented specification of the regularity and mechanism of these (eg. Annual -
nationwide - measured/ self-reported/ risk factor prevalence surveys)
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Research, Evaluation and Knowledge Management

The national systems for public health in England, Canada (Wolbeck et al 2006), USA and
Finland have institutions that lead or support the ongoing development of knowledge and the
evidence-base for interventions. Each of these institutions plays an important part in funding,
creating and/or managing the links necessary for the production and use of knowledge and
evidence that supports and informs effective policy and practice for chronic disease
prevention and health promotion.

Institutions include Centres for Disease Control (CDC) in the US, Canadian Health Service
Research Foundation (CHSRF) and Centre for Chronic Disease Prevention and Control
(CCDPC) in Canada and National Institute for Health and Clinical Evidence (NICE) and
National Institute for Public Health Research (NIHR) in England. They play critical roles in a
range of essential activities for the production and utilisation of knowledge, including the
funding of programs and supporting their evaluation. They are also supported by a number of
other agencies and/or government-funded programms (Table 4.5).

Table 4.5, Institutions with major responsibilities for research, evaluation and knowledge
management

CANADA \ __THAILAND
Canadian Health & | i ry of Units within
. Sarvices } . Ministry of
Researth ol . Health
Foundation y v

Health Evidence | o6 - Gentre for
Canada . Counc Alcohol Studies

Effective Public The Tobacco
Health Practice Control
Project Research and
Knowledge
= Chronic Management
Diseases : Centre
Knowledge i fE
Exchange
. program

= Canddian Best
Practices Portal

. National
Coliaborating

. Centres for

:_Public Health

Monitoring and evaluation programs have been established in England, Canada, USA and
Finland, with associated institutions to assist in understanding the progress and the impact of
multi-faceted, multi-level, multi-sector, and population-wide strategies/programs. A new
Obesity Observatory was established in England in December 2007, to provide an
authoritative source of data and evidence on obesity, overweight and their social, economic
and environmental determinants and evaluating pilot programs/projects and demonstration
sites.
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Integrated Pan , Healthy Eating - S5 Health Risk
CanadianLiving & Healthy Action Factors Control
Strategy { Plan
Physical Exercise
and Sports for
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2007 - 2011 2004 - 2010 = 2007 -2009
Goal set for: ' - Goal setfor:
2015 Not stated
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4.4 Overview of strategies and programs in selected countries
Policy framework

In all of the countries reviewed there is a mix of single risk factor /disease and integrated
programs addressing risk factors associated with the prevention of chronic disease and the
promotion of health and wellbeing.

The results reported on in this section are limited to integrated risk factor programs in the
areas of physical activity, healthy eating and obesity. The list of single risk factor and disease
programs in each country can be referred to in Appendix 3 (at this stage this is an indicative
overview). Programs associated with tobacco control and harmful use of alcohol are covered
in separate reports commissioned by the Department of Health and Ageing and have not been
detailed here.

The articulation between the more recently implemented integrated programs and older, but
continuing, single risk factor/disease programs was not examined. With the exception of
USA, tbe countries reviewed do not include chronic disease in their strategy title.

As stated earlier in this section the integrated programs typically focus on the proximal causes
of key risk factors contributing to common chronic diseases while acknowledging the need to
tackle the broad societal (distal) factors underlying chronic diseasé patterns. The upward
articulation with macro-social and economic policies was not generally apparent in the policy
documents and websites that were examined.

Table 4.6: Specific national integrated programs responding to unhealthy diet, physical
’ inactivity and obesity

All of the integrated programs detailed in Table 4.6, are nested in national health
policies/frameworks related to promoting health and preventing chronic disease, the features
of which have already been described.

The programs have elements reflecting both hotizontal and vertical integration. Many of the
more integrated programs implement action across a range of sectors and settings, including:
schools; workplaces; transport; private sector; and local geographic institutions and areas.

Partnerships

A myriad of institutional links and parinerships exist in each country to facilitate strategies
and programs. They take a number of forms and arise to meet various needs. The utilisation
of partnerships across government, non-government organisations, community, and private
sector organisations is a feature of all programs and configured according to each country
context.
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Given the complexity of the integrated approaches, England and Canada have instituted
mechanisms to achieve horizontal integration either pre- or post strategy implementation (Box
1).

Timeframe

As shown in Table 4.6 above, the timeframe for the implementation of integrated strategies
was generally 3-4 years (possibly associated with electoral cycles) and the time for achieving
goals was set for longer periods (around 10 years).

Leadership

The implementation of the integrated program in each country is supported by a lead
agency/institution, situated centrally in national government or other authority that provides
overall direction, coordination and support (such as related capacity building and workforce
development).

Program design and implementation strategy

Typically, the integrated programs are multi-faceted and incorporate: »
o multi-level interventions— national, sub-national and local level initiatives;
e multi-gector interventions — actoss government portfolios and the community and
private sectors; and '
e acombination of strategies that span legislation/regulation, social marketing,
environmental changes, community development and capacity building, as well as,
programs and services supporting and enabling individual change approaches.

Addressing socioeconomic inequalities and disadvantage

health disparities. The most common approach involves targeting “at risk” groups (such as
native populations or particular ethnic groups) and addressing the needs of children and
families.

All of the integrated programs incorporate a goal and associated sets of actions for reducing

The links between the integrated health-oriented programs and other government policies on
social inclusion/exclusion or equity are not clear at this stage of the review. More insights
about ways forward in this area are likely to be set out in the upcoming final report of the
WHO Commission on the Social Determinants of Health (WHO 2008).
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