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INTRODUCTION

Alcohol can benefit as well as harm those who consume it.  The duality of its nature makes alcohol
unlike many other commodities and plays an important role in why people drink and in the outcomes
they are likely to experience.  Patterns of drinking shape both benefit and harm:  Where people drink,
what, how, when, how often, and with whom are all important influences.  At the same time, drink-
ing—like many other behaviors—is learned, it can be accompanied by responsible choices, and the
potential for harm is preventable.  In selecting alcohol policies, societies must decide how to encour-
age some behaviors and discourage others, while maintaining what they perceive as an appropriate
balance between state and individual responsibility.  This ICAP Review proposes a fresh approach to
tackling this process in a way that respects the multiplicity of drinking cultures existing around the
world and is responsive to the varying needs and resources in different communities, countries, and regions.

This Review sets the stage for the upcoming publication, Drinking in Context: Patterns, Interven-
tions, and Partnerships,1  by outlining the volume’s three key themes.  Namely, it is argued that pat-
terns of drinking are the best way to describe drinking behavior and predict both positive and nega-
tive outcomes in a given society; that targeted interventions are key in maximizing the benefits and
minimizing the harms related to drinking; and that multistakeholder partnerships offer an excellent
opportunity to promote the complex mix of measures required by each society.  In the broadest terms,
the purpose of alcohol policies in countries where alcohol beverages are permitted is to establish
appropriate, realistic, and sustainable approaches that will help reduce alcohol-related harms, pro-
mote safer drinking behaviors, and enhance the positive function of alcohol consumption for individu-
als and society.

PATTERNS OF DRINKING

Understanding drinking patterns: Populations, behaviors, and contexts
The relationship between drinking and outcomes is complex.  Traditionally, the extent of drinking in
population has been measured by the average amount of alcohol consumed per person in a country—or
per capita alcohol consumption—commonly derived from sales, production, and taxation statistics.
This has formed the basis for epidemiological research in the alcohol field, dating back to the work of
Ledermann in the 1950s,2  and, more recently, for the most ambitious attempts to quantify the contribu-
tion of alcohol to deaths and disease states globally, the World Health Organization’s (WHO) Global
Burden of Disease project.3

i The opinions expressed in this review are those of the individual author and do not necessarily reflect the views
of the International Center for Alcohol Policies, its sponsors, or the International Harm Reduction Association.
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ii A caveat to relating drinking patterns to their possible outcomes should be noted: An association does not
necessarily imply a causal link. Where such associations are made, other confounding influences that may
modify the effects of drinking on a particular individual should also be taken into consideration—for instance,
age and general health or other lifestyle factors, such as smoking, stress, diet, exercise, or obesity.
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Per capita consumption measures are a convenient way of collecting relevant data and are useful gross
indicators of drinking in population.  However, they do not capture the myriad ways in which indi-
viduals drink.  To get a better understanding of drinking among individuals and groups, the harms and
benefits that may accompany their drinking, and interventions likely to minimize harm, it is necessary
to understand patterns of drinking.  These comprise a number of facets: the quantity of alcohol con-
sumed per occasion; types of beverages being consumed; the duration and frequency of drinking; the
characteristics of individual drinkers; the settings in which drinking takes place and activities that
accompany drinking; and the cultural role of alcohol and the social mores that surround it.

At a general level, drinking patterns describe three important aspects of alcohol consumption:  popu-
lations, individuals or groups sharing common traits or drinking practices; contexts within which
drinking takes place; and behaviors that may accompany drinking.  These three broad aspects—
individually and in interaction—have a bearing on outcomes.  For example, there is great variation
across countries and cultures in who drinks alcohol and who does not, and why.  Gender, age and how
drinking evolves across the life span (also known as drinking trajectories), socioeconomic factors
and educational level, as well as factors related to health and genetic predisposition to problems
define populations of drinkers and have an impact on how they drink and the consequences they are
likely to experience.  In addition, contexts within which an individual finds him or herself with regard
to drinking—namely, the prevailing culture around alcohol in a given society, its acceptability and the
general social mores surrounding it, as well as what types of beverages are consumed and where—are
reflected in the drinking behavior (including the rhythm of heavy drinking, the extent to which heavy
drinking episodes are isolated or spread out and how frequently they occur) and other activities that
may accompany drinking.

The diversity of drinking patterns translates into the wide range of health and social effects that have
been related to alcohol consumption.4   It is well known that certain inappropriate drinking patterns
may lead to a range of physical and social harms, affecting both the drinker and the wider community.ii

These can be chronic health consequences (such as toxic effects on liver, heart, and other organs)5  and
acute outcomes (such as traffic crashes, injuries, and alcohol poisoning).6

On the other hand, it is established that moderate or low alcohol consumption may have a protective
role for certain diseases, such as cardiovascular disease, ischemic stroke, and diabetes.7   Also known
but less noted is the broader benefit of drinking—its positive contribution to individual and social
wellbeing.  To that end, three general areas of benefit have been identified: psychosocial benefits
(such as subjective health, mood enhancement, stress reduction, and mental health), social benefits
(such as sociability and social cohesion), and cognitive and performance benefits (such as long-term
cognitive functioning, creativity, and income earned).8   To date, no means exist for assessing the value
of these important outcomes in a quantitative fashion.  The inability to include the broader positive
contribution of alcohol to health and wellbeing in calculations of net benefit and harm represents a
significant confounder in the available analyses and is an obstacle to balanced decision-making.
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From patterns to policy
Drinking behaviors are diverse and vary not only from country to country, but also between areas
within countries, between social groups, and across different time periods.  Measures required to
affect these practices are likely to vary as well.  The choice of policies and interventions to reduce
alcohol-related harms and the resources available for their implementation are influenced by social,
cultural, political, religious, and economic factors.  Views on public health and social issues also
vary.  Some countries have invested substantially in developing a public health framework for analyz-
ing and responding to health problems; in others, it is rare or absent.  New interventions must therefore
be designed in the context of the available resources and cultural climate—but they certainly cannot be
implemented without knowing the drinking behavior in some detail.  Selecting the interventions that
are right for particular populations, contexts, or behaviors requires getting beneath the data on overall
population consumption and calls for prior assessment of drinking practices and the individual and
social function of drinking, as well as identification of specific issues to be addressed.

Linking evidence and action may meet with considerable obstacles.  Planners at local and national
levels (particularly in developing countries) often find themselves in a “data desert,” lacking the
information necessary to make decisions.  The growing interest in “evidence-based policy-making”
and “evidence-based practice” has highlighted the gaps between information providers and decision-
makers and led to various suggestions about how to get better evidence9  and better utilization of
evidence.10   Clearly, it is important to improve routine national data systems and surveys to collect
information on alcohol consumption and problems.  However, the financial implications are consider-
able.  For example, resource-poor countries may face a difficult choice between, on the one hand,
developing systems that contribute to global and national monitoring and, on the other hand, collecting
local intelligence information that is directly linked to policy-making and developing local interventions.

Importantly, the absence of data does not put a hold on the need to develop policy measures.  Interna-
tional agencies have become increasingly interested in rapid methods of assessing health and social
problems, specifically in order to design interventions. Collectively known as rapid assessments,
these methods have been developed as a practical tool for gauging health and social problems.  Al-
though rapid assessment in the alcohol field remains remarkably underused, this approach offers
promise in areas where policy-makers, health and social planners, and practitioners need to gather
information quickly; where there may be limited resources and capacity to collect information; and
where conventional epidemiological, social science, and public health assessment methods (such as
population surveys) may be difficult to undertake.11   The process involves a range of stakeholders and
uses a variety of sources and research methods, often in combination.  Table 1 provides a sample of
issues that could be exploited in an alcohol assessment, the first step toward developing appropriate
and acceptable interventions.  Importantly, the choice of interventions needs to consider the feasibility
of their implementation, including obstacles to be overcome and the procedures and resources needed
to get them into place.

175900-ICAP_Review2.p65 11/27/2006, 11:45 AM3



44444

There is no single quick policy fix to alcohol problems.  Measures that respond to the reality of how
people drink—their drinking patterns—can capture the many facets of drinking behaviors and related
problems that exist around the world.  Depending on specific needs and contexts, some initiatives may
be more relevant than others or be of higher priority.  How approaches are developed will depend on
the culture in question, the role of alcohol within it, and the needs of a particular society.  A balanced
approach to alcohol policy does not view alcohol in isolation.  Instead, it accepts that alcohol is a
commodity with its own panoply of related risks and benefits.  Like many other commodities—be they
automobiles, medications, or foods—alcohol has positive effects and benefits, alongside negative
ones.  A sustainable alcohol policy must recognize this and strive to view issues surrounding alcohol
as part of the broader panorama of human activity, risk, and responsibility.

TARGETED INTERVENTIONS

Interventions aimed at reducing the potential harm associated with drinking can be divided into two
basic categories, which are by no means mutually exclusive and may be used in tandem to complement
and strengthen each other.  One is the population-level approach to prevention, consisting of across-
the-board measures.  These efforts rely heavily on controlling the volume of drinking across entire
populations.  The other approach involves interventions that are applied in a targeted way, focusing
on particular groups, behaviors, drinking patterns, or settings where the potential for harm is elevated.
The split between whole-population and targeted interventions is not always neat, because some
population-level measures (e.g., health warning or information labels) can be aimed at both the whole
drinking population and its subgroups (such as pregnant women, young people, or older adults).

The starting point for many alcohol policies is the population-level regulation of consumption through
control of price and access to alcohol (e.g., by age and rules on when and where alcohol may be
bought and consumed).  The assumption behind such measures is that there is a fixed and predictable
relationship between the level of average per capita consumption across a population and the inci-

TABLE 1: COMPONENTS OF AN ALCOHOL ASSESSMENT

• An understanding of the particular cultural, economic, social, and political context, and
appreciation of the role of alcohol within it

• Information on prevailing drinking patterns, trends in drinking behavior, and societal norms
about drinking

• Identification of social, community, and individual benefits of drinking
• Identification of health and social problems associated with drinking
• Identification of particular groups at risk of drink-related problems
• Identification of high-risk drinking locations and settings
• Information on prevailing market forces and future economic trends
• Analysis of policy measures already in place and areas in which these may need further

development
• Analysis of current interventions and their effectiveness and limitations, and allocation of

resources to different interventions
• Assessment of existing levels of cooperation among key stakeholders
• Identification of opportunities for developing new interventions and/or modifying existing ones
• Development of a plan of action to create and implement new or modified interventions
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dence of some social and medical problems.  With this in mind, policies aim to reduce drinking across
entire populations (usually at the national level) in an attempt to reduce harm.

Regulations concerning the availability of alcohol are a necessary component of any balanced alcohol
policy.  However, interventions must also be pragmatic; they need to consider the reality of people’s
drinking and consumer demands.  The challenge, therefore, is to create safer drinking environments
and to minimize harm when it does occur.

In answering this challenge, population-level measures alone are inadequate:  They are often unre-
sponsive to the needs of different cultures and contexts and may lack relevance to the requirements of
at-risk individuals and groups.  Thus, if governments rely solely on raising prices and limiting alcohol
availability to reduce alcohol consumption across an entire population, certain high-risk drinking
patterns or behaviors among specific groups may remain overlooked.  Moreover, if controls at na-
tional level are seen as the main vehicle for influencing drinking, it may absolve other agencies and
organizations from responsibility for developing and implementing measures that encourage respon-
sible consumption, thus stultifying the process.

Targeted interventions are a critical component.  These may be aimed at particular populations (e.g.,
problem drinkers, young people, and pregnant women), behaviors (e.g., binge drinking and alcohol-
impaired driving), or drinking contexts (e.g., drinking establishments) and can be applied to comple-
ment national-level measures or be implemented in the absence of national measures and policies.
The aim of targeted interventions is to minimize alcohol-related risks by shifting behaviors and norms
linked with drinking to ensure that when people consume alcohol, they do so in the safest possible manner.

Because they focus on settings, situations, and at-risk individuals, targeted interventions are adaptable
to the needs of diverse cultures and contexts.  This flexibility allows them to be developed on the
basis of the assessment of particular drinking patterns and practices.  The research and evaluation
literature gives some guidance as to which interventions are likely to be effective, although there are
dangers in accepting “off-the-shelf” solutions:  What works in some cultures, may not be appropriate
for others.

At an individual level, targeted interventions offer a means of identifying at-risk individuals and
implementing various measures aimed at changing their drinking behavior, including treatment, educa-
tion, brief intervention techniques, therapy, behavior modification, or the promotion of abstinence.  For
instance, a particularly effective approach to reducing harm at the individual level is offered by brief
interventions aimed at problem drinkers.12   Brief intervention techniques can be adapted to suit the
needs and interests of specific target groups.  For example, Internet-based assessments have been
developed that appeal to and have shown promise for young people.13   For older adults, brief inter-
ventions can be modified for geriatric needs and integrated into services provided in long-term care
facilities.  Similarly, screening for pregnant women may help prevent problems for both mother and
fetus if implemented early and as part of prenatal care.  Brief interventions also offer a means of
targeting hard-to-reach populations that may otherwise not be accessible to the health care sector (e.g.,
individuals who may be socially marginalized or of low socioeconomic status).  To that end, homeless
shelters, emergency rooms, pharmacies, and social services can provide valuable implementation channels.

In targeting behaviors, initiatives can be developed to separate drinking from other risky activities
through, for example, information and awareness building (e.g., designated driver programs aimed to
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reduce alcohol-impaired driving) or by modifying the context where drinking occurs.  Adjusting the
physical space in which alcohol is consumed by, for instance, changing lighting, creating partitions,
and rearranging seating can offer ways to reduce the potential for harm from violent confrontations in
bars and other drinking venues.  A powerful intervention approach includes the training of staff in
serving and retail establishments to recognize signs of intoxication and to deal effectively with prob-
lematic situations, including managing crowd control.

A successful design for alcohol policies that is both realistic and sustainable relies on balancing
population-level measures with targeted interventions.  How this balance is created will vary from
one country to another, reflecting prevailing attitudes, social and economic circumstances, and culture.
Perhaps the best illustration of synergistic approaches to prevention is offered by efforts in many
countries to reduce the harm caused by alcohol-impaired driving.  A range of approaches—including
the population-level measures of establishing blood alcohol concentration limits and legislation on
legal drinking age, the active enforcement of these laws, and targeted interventions, such as aware-
ness-raising campaigns in schools, community centers, drinking establishments, and other public
places and provision of safe and convenient transportation alternatives to driving—have played an
important part in reducing harm associated with alcohol-impaired driving.  Not only has there been a
significant decrease in such injuries and fatalities, but also, in many countries, driving while intoxi-
cated is now generally regarded as inappropriate and unacceptable behavior.  A culture shift has
occurred, instilling in the minds of those who drive that drinking may not be a compatible behavior.

Much of the success of these interventions is due to the fact that reducing harm associated with alco-
hol-impaired driving is something on which all segments of society can agree.  In general, a concerted
effort at the society, community, and individual levels stands a much better chance of success than
single approaches that attempt to address an issue.

Evaluating interventions: Appropriateness, feasibility, and impact
What constitutes “success” of a certain measure, however, is a complex issue.  Effectiveness re-
search—along with assessment of local conditions, discussed above—is increasingly an important
component of prevention, especially given the growing emphasis on evidence-based prevention
programming.  When done well, such research allows interventions that work to be separated from
those that do not, and modifications to be made in order to improve particular approaches.  But it
should be noted that the vast majority of policy measures and prevention programs is not evaluated, and that
many programs are designed or implemented in such a way as to make evaluation difficult or meaningless.

Rigorous insistence on measurement may not always be possible, particularly when it comes to devel-
oping countries.  There may be a lack of resources and technical skills to carry out evaluations; popu-
lations may be difficult to reach because of geographic isolation, high illiteracy rates, or absence of
means for easy communication.  In some cultures, there may be a reluctance to carry out assessment for
fear of appearing critical of those who have initiated or implemented a program.  Finally, when it
comes to a basic economic decision between more prevention and evaluation, resources will almost
invariably be allotted to prevention.

Moreover, whereas quantitative measures are certainly fairly straightforward to interpret, qualitative
indicators are also important but more rarely taken into consideration.  For instance, is it possible to
quantify change in drinking culture?  There needs to be some agreement among those who work in the
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prevention field and, particularly, those who attempt to assess various prevention efforts that there is a
place for both qualitative and quantitative measures of effectiveness.

The complexity of assessing interventions means that many efforts are never formally evaluated.  This
lack of formal evaluation is often emphasized by the critics of various targeted intervention ap-
proaches.  However, this raises an important issue that is largely ignored for political or other rea-
sons:  The lack of evaluation is by no means proof that certain approaches do not work; it simply
means that a program or an approach has not been evaluated, nothing more or less.

Clearly, every measure has its strengths and weaknesses, and no single approach is a panacea.  In
assessing an intervention or policy, other useful criteria, beyond the availability of scientific evidence
for effectiveness, may be used.  These should include a consideration of what is feasible—in other
words, what can be realistically implemented with the available resources and within given political,
economic, and social contexts—and what is acceptable to the target group, stakeholders, decision-
makers, and public.  The key criteria for the selection of some measures over others may be that they
do not require procedural or structural changes or intensive allocation of resources.

The debate in the alcohol field about which measures are most effective has become unnecessarily
polarized in recent years.  The advocates of population-level measures discount the value of targeted
interventions, while proponents of targeted interventions are largely critical of across-the-board
initiatives and their reliance on regulation and enforcement.  As the drink-driving example shows,
however, it is possible and, indeed, desirable for these two approaches to work in tandem, imple-
mented at the society, community, and individual level.  Although many programs have not been evalu-
ated, the totality of their efforts has produced change.  There is certainly a need for more rigorous
evaluation and the resources to achieve that goal.  A better understanding of what is achievable in
countries with limited resources is also desirable.  This requires better understanding of how various
institutions and organizations can work together.  Many interventions require cooperation among a
wide range of potential partners.  Quite simply, interventions cannot be introduced in opposition to
major organizations or groupings in the population.  Many need active cooperation, support, and
endorsement in order to be implemented and to work successfully.  Reducing alcohol-related harms is
“everybody’s business”—including consumers, producers, retailers, educators, researchers, NGOs,
law enforcers, and governments.  Balance in alcohol policy requires implementation not only through
top-down approaches that cast a wide net across the entire population, but also through efforts that
both are aimed at and involve communities and their individual members.

PARTNERSHIPS: ALCOHOL POLICY—A COLLECTIVE RESPONSIBILITY

The broad range of possibilities offered by targeted interventions regarding alcohol requires an
equally broad range of stakeholders in their implementation.  Because drinking beverage alcohol is
deeply integrated into the values, cultures, and economies of so many societies, an adequate response
is bound to reflect the diversity and complexity of these different contexts.  Thus, for example, a
number of government departments—including trade, finance, agriculture, and education, as well as
health—may need to be involved, together with nongovernmental organizations representing a wide
variety of civil society concerns.  Equally, scientists and scholars from many different disciplines have
insights to offer, as do professional associations.  The private sector, including those involved in the
production and distribution of beverage alcohol, also have important contributions to make to the
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process by which societies determine how best to arrange their priorities with respect to alcohol.
And, of course, consumers (as well as those who choose not to consume) need to have a voice in this
exchange of views.  All have valid perspectives, even though some of them may not be easily compat-
ible with each other.

Developing realistic and sustainable alcohol policies does not require that all key players agree with
each other—it is important to note that none of the sectors involved in the alcohol field can be really
thought of as a monolith entity with one coherent policy, and views may vary within sectors as much as
among them.  Vague calls for “multisector partnership” are not likely to lead to a significant increase
in communication or collaboration.  A willingness not only to listen to other views, but also to allow
meaningful participation of all those affected by alcohol policy, is much more likely to lead to effec-
tive actions that will curb the misuse of alcohol products.  Alcohol policy partnerships, like other
partnerships, can be facilitated by trust and a perception of mutual benefit, no matter how that benefit
is defined by the various parties.  They must include a commitment by all parties to the highest level of
transparency and ethical standards, so that all involved can be judged by what they do and not just by
what they say.

Past mistrust among various sectors involved in the alcohol field will not be easy to overcome.  But by
not expecting or demanding too much from any single stakeholder, unproductive antagonism might shift
to productive partnership in which differing interests need not always lead to conflict.

CONCLUSIONS

Drinking beverage alcohol is a widespread source of individual and social pleasure in many countries
around the world.  Yet, some drinking patterns can lead to serious physical, mental, and social harms.
Although the health sector has an important role in preventing these harms and in providing treatment
services, finding the most appropriate place for alcohol in society is a collective responsibility,
involving all key players in the alcohol field, both public and private.  Various proposed solutions to
alcohol-related problems are not necessarily at odds with one another and, on the contrary, can ulti-
mately contribute to the combination of social, cultural, economic, and legislative changes that define
true policy evolution.

The process of developing a new generation of alcohol policies is not based on a goal to achieve
spurious consensus among parties with legitimate differences, but rather to promote full transparency
in policy development, so that none of these differences is ignored.  No one has a monopoly on alcohol
policy.  It is through partnerships that society can bring together the positive efforts by stakeholders
who are not necessarily accustomed to working together, but who have much to teach each other.  Such
collective and complementary work can achieve much to advance public health.
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