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To whom it may concern
SUBMISSION TO THE WHO GLOBAL NCD ACTION PLAN 2013-20, APPENDIX 3
The Foundation for Alcohol Research and Education (FARE) welcomes the opportunity to provide
comments on the Draft updated Appendix 3 of the World Health Organization (WHO) Global NonCommunicable Disease (NCD) Action Plan 2013-2020.
FARE is an Australian-based independent organisation that has been working for more than a decade
with communities, governments, health professionals and police across the country to take action to the
harms from alcohol. Alcohol harms are significant, resulting in more than 5,500 lives lost and 157,000
hospitalisations each year in Australia.1
This submission focuses on the actions relating to alcohol and uses headings referred to in Appendix 3.
Use of alcohol
Each year 3.3 million deaths are attributable to alcohol, representing 5.9 per cent of all deaths and
alcohol is responsible for 5.1 per cent of the global burden of disease and injury.2
Alcohol is a significant risk factor for non-communicable diseases, evidence has been published that
corroborates the WHO’s International Agency for Research on Cancer classification of alcohol as a group
one carcinogen.3 A 2016 report published by the World Cancer Research Fund found strong links
between alcohol use and stomach cancer4, and a comprehensive evidence review published in 2016
found strong evidence that alcohol causes cancer in seven sites of the body and probably others.5 A
recent report published by the Australian Institute of Health and Welfare found that at least 31 per cent
of the burden of disease is preventable, being due to the modifiable risk factors of tobacco and alcohol
use, high body mass and physical inactivity.6 Alcohol was found to be associated with 5.5 per cent of the
burden of disease.7
A systematic review and meta-analysis published in 2016 looking at whether moderate drinking
associated with reduced mortality risk found that regular moderate drinking had no net health benefits
compared to abstention or occasional drinking.8 The researchers also concluded that we should be

skeptical of claims that alcohol consumption offers health benefits. This latest available evidence
supports the statement that there is no level of alcohol consumption that is without risk to health
Recommendation:
 Amend the use of the term ‘harmful alcohol use’ to ‘alcohol use’ in the Global NCD Action Plan 20132020 to better reflect the latest available evidence
Price (relating to A1: Increase in excise taxes on alcoholic beverages)
Among alcohol harm prevention policies, alcohol taxation continues to be the most effective.9 Alcohol
taxation is effective because it not only reduces consumption and related harms, and provides revenue
to contribute to services addressing alcohol-related harms.10 A key element of alcohol taxation polices is
its ability to target heavy drinkers.11 There is also support for reforming alcohol taxation among the
Australian public, with 71 per cent of Australian believing that the alcohol industry should pay for
reducing alcohol harms and 51 per cent supporting an increase to the tax on alcohol. 12
Increasing the price of alcohol has repeatedly been shown to be one of the most effective ways to
reduce the level of alcohol consumption and related problems such as mortality rates, crime and traffic
accidents.13
Analysis of the effects of minimum pricing in Canadian two provinces has shown that a 10 per cent
increase in the minimum price of alcohol resulted in a reduction in alcohol consumption in both
provinces and across all types of beverages. Saskatchewan saw an 8.4 per cent14 and British Columbia a
3.4 per cent overall reduction in alcohol consumption15 with differences due to implementation.
Research has also shown that implementing a minimum price for alcohol resulted in a nine per cent
decrease in alcohol attributable hospital admissions16 and a 32 per cent reduction in alcohol attributable
deaths in British Columbia.17
In the UK, a number of studies have suggested that a minimum unit price for alcohol would reduce
hospitalisations and deaths significantly.181920 The most recent of these showed that a 50p per unit
minimum unit price in Scotland would reduce both hospitalisations and deaths by seven per cent.21
Research has also shown that 80 per cent of the lives potentially saved by introducing minimum pricing
in England would be from those with low socioeconomic status22.
The effectiveness of introducing a minimum price for alcohol is reflected in the WHO Global Strategy to
reduce harmful use of alcohol,23 and should be included in intervention A1 of Appendix 3 of the WHO
Global NCD Action Plan 2013-2020.
Recommendation:
 Amend intervention A1 to include minimum pricing policies as a fiscal measure to raise the price of
alcohol.
Marketing (relating to A2: Enforcement of bans or comprehensive restrictions on alcohol advertising)
Exposure to alcohol advertising by young people is associated with both an increase in the likelihood that
young people will start to use alcohol, and result in greater consumption for young people already using
alcohol.24 Despite this, the volume of alcohol marketing that young Australians are exposed to is
unprecedented. Not only are they exposed to alcohol marketing through traditional communication
mediums such as television, radio, newspapers and magazines, billboards, merchandise and sponsorship;
but also through the internet, including social media sites such as Facebook, YouTube and Twitter.
A vast majority of Australian parents and guardians (71 per cent) believe their child has been exposed to
alcohol advertising.25 On Facebook in 2012, the 20 twenty alcohol brands in Australia produced 4,500

posts collectively and had 2.3 million interactions with fans.26 From these figures it is possible to begin to
understand the potential reach of alcohol advertising.
People aged 15 to 17 represent one of the prime grooming ages for the alcohol industry. A report titled
They’ll drink bucket loads of the stuff, an analysis of internal alcohol industry marketing documents in the
United Kingdom (UK) revealed that alcohol producers and advertisers identified in the documents are
keen to recruit new drinkers and establish their loyalty to certain brands. It was revealed that market
research data on 15 and 16 year olds was often used to influence the development of promotional
materials.27
Data indicates that on weekdays, the peak viewing hours for Australian children aged up to 14 years are
from 7pm to 8pm, 28 with tens of thousands of children still watching free-to-air commercial television at
9.30pm. 29 Australian researchers have also identified children’s peak viewing times using commercial
audience data showing that peak viewing times included 3.30pm to 10.30pm on weekdays and
weekends.30
These figures are a concern given our understanding of the impact of alcohol advertising on young
people, influencing their perceptions, drinking intentions and behaviours.31,32,33 Young people bear a
disproportionate level of harm from alcohol‐related accidents and injury.34
The volume of alcohol advertising young people are exposed to has also been demonstrated to impact
on their future alcohol consumption behaviour. A review of twelve longitudinal studies of over 38,000
young people has shown that the volume of advertising they are exposed to influences the age that they
start drinking as well as their consumption levels.35 This review of longitudinal studies also showed a
dose response relationship between volume of exposure to advertising and alcohol consumption in
young people. This means that the more alcohol advertising that young people are exposed to, the
earlier they will start to drink, and the more they will consume if they already drink.
A study undertaken in the United States showed that in 15 to 26 year olds, each additional
advertisement seen increased the number of alcoholic drinks consumed by one per cent.36 In the United
States, each additional hour of television viewing per day among school children increased their risk of
initiating drinking 18 months later by nine per cent.37 Similarly, a study in New Zealand showed that
males who reported being aware of more alcohol advertisements at age 15 drank significantly more beer
at age 18.38 It also showed that in beer drinkers aged 18 years, liking (preference) of alcohol advertising
had a positive impact on beer consumed at age 21 years and they were more likely to be heavy drinkers
at 26 years.
In the Australian context, one of the largest and most comprehensive studies of alcohol advertising
exposure and alcohol consumption patterns among young people found associations between exposure
to multiple different forms of alcohol advertising and alcohol consumption.39 It studied 1,113
adolescents aged between 12 and 17 years and examined their exposure to advertising in television,
magazines, billboards and posters, bars and clubs, bottle shops, on the internet and in promotional
materials. The study found that nearly all (94.2 per cent) of the people surveyed had seen alcohol
advertising on television. 40
These studies show that the relationship between alcohol advertising and alcohol consumption
demonstrate that the volume of alcohol advertising exposure is a strong predictor of future consumption
patterns in young people, including initiation of alcohol consumption, and heavier consumption among
people who already consume alcohol.41
In addition, the alcohol industry increases its advertising exposure through sponsorship of sporting,
music and cultural events. For example, the alcohol industry uses its relationship with sporting

institutions like Cricket Australia, the Australian Football League (AFL) and National Rugby League (NRL)
as ‘trojan horses’ to enhance its marketing programs. Alcohol brands are in constant view of the public,
both at the ground and on television, through naming rights (of events, sporting fields and teams) and
branding (on fences, the pitch and other signage at the sports ground and on uniforms and promotional
merchandise).
Alcohol sponsorship of sporting events has been shown to result in children and young people
associating alcohol with sport.42,43 An Australian study demonstrated that alcohol advertising during
sport is extensive, has features that appeal to children and instils the idea that consumption of the
alcohol product is associated with sport as well as positive personality traits and success. 44 A systematic
review published in 2016 also found a positive association between exposure to alcohol sports
sponsorship and increased drinking amongst schoolchildren and adult sportspeople.45
The prolific alcohol advertising during sports further cement the intrinsic associations between alcohol,
sports and ‘being Australian’.46 Sport is a health promotion activity and its association with an unhealthy
product such as alcohol is counter-intuitive at best and harmful at worst. For example, university
students who play sports are more likely to drink at risky levels if they or their club or team receive
alcohol industry sponsorship.47 This type of alcohol marketing is visible by children and young people as
sporting events are often held or televised during times when young people are likely to be watching or
in attendance at cultural event.
Given that the breadth of evidence linking the exposure of alcohol advertising and sponsorship to an
increase risk of harms particularly in young people, intervention A2 of Appendix 3 of the WHO Global
NCD Action Plan 2013-2020 should be updated to reflect the evidence.
Recommendation:
 Amend intervention A2 to “Enforcement of bans or comprehensive restrictions on alcohol
advertising, promotion and sponsorship across all types of media, including modern means of
communication.”
Availability (relating to A3: Enforcement of restrictions on the physical availability of retailed alcohol)
Extended trading hours have been shown to increase the availability of alcohol which in turn is
associated with an increase in assaults,48,49 domestic violence,50 road crashes,51 child maltreatment,52 and
harmful consumption.53,54 Reducing trading hours have been identified as a key strategy to manage
alcohol-related harm. An increase in trading hours has been shown to be associated with an increase in
harms55 and alcohol-related assaults have been shown to increase significantly after midnight.56,57
Research has shown that there is a 16-20 per cent increase in assaults for every additional hour of
trading and conversely, if you decrease trading hours, there is a 20 per cent reduction in assaults.58,59
Research by the New South Wales Bureau of Crime Statistics and Research (BOCSAR) found that the
proportion of alcohol-related assaults in New South Wales increased considerably between 6pm to 3am,
with the highest rates of alcohol-related assaults occurring between midnight and 3am.60
Australia is fortunate to have local examples demonstrating the effectiveness of reducing trading hours
in reducing alcohol harm.

Case Study 1: Newcastle, New South Wales
In 2008, the New South Wales Liquor Administration Board introduced modest restrictions to 14 hotels
in Newcastle including a 3am closing time and 1am lockout. However, these times were later amended
to 3.30am and 1.30am following a legal challenge by the licensed premises. Other measures introduced
included having a supervisor on the premise from 11pm until closing time and introducing restrictions on
the types of drinks that could be sold after 10pm such as banning the sale of shots, more than four drinks
to one patron at any one time and mixed drinks containing more than one standard drink of alcohol.
An evaluation of these restrictions after 18 months found that there was a 37 per cent reduction in night
time assaults between the hours of 10pm and 6am.61 Five years after the restrictions were introduced, a
further evaluation found a sustained reduction in alcohol-related assaults with an average of a 21 per
cent decrease in assaults per hour.62
Evidence also shows that the measures led to a diversification of the night time economy. A study
commissioned by the Australian National Local Government Drug and Alcohol Advisory Committee found
that between 2009 and 2011 there was a 9.6 per cent decline in ‘drink’ sales revenue in Newcastle which
was offset by a 10.3 per cent increase in ‘food’ sales revenue.63
Case study 2: Sydney CBD and Kings Cross, New South Wales
On 24 January 2014, the New South Wales Government announced a package of measures aimed at
reducing alcohol-related violence. The measures included 3am last drinks in conjunction with 1.30am
lockouts and drink restrictions in Kings Cross and the Sydney CBD precinct. The measures also included a
freeze on new liquor licences in the Sydney CBD precinct, a continuation of the freeze in Kings Cross and
a 10pm closing time for all off-licence premises across New South Wales.
An independent evaluation of the restrictions in the Sydney CBD and Kings Cross precincts by the Bureau
of Crime Statistics and Research (BOCSAR) found that the measures were associated with a reduction in
non-domestic assaults of 32 per cent in Kings Cross and 26 per cent in the Sydney CBD precinct as well as
no evidence of displacement of these types of assaults to adjacent areas. In one area of the Sydney CBD,
the reduction in non-domestic assaults was as high as 40 per cent.64
Health services in Sydney have also experienced a decrease in alcohol-related presentations. Research
has shown that since the introduction of the policies there has been a 24.8 per cent reduction of
seriously injured patients presenting to St Vincent’s Hospital emergency department in Sydney during
high alcohol times.
Academics have also investigated the impact of the number and density of outlets on alcohol
consumption and harm. Studies have found that risk increases as the density of liquor outlets (the
number of active liquor licences in an area) increases and both on- and off- premises are associated with
harm. These harms include assaults, domestic violence, drink driving, homicide, suicide, child
maltreatment, adolescent drinking, and alcohol-related chronic disease.65,66,67,68
An Australian study found that takeaway chain outlets (packaged liquor) also contribute more
substantially to risk, with recent research estimating that each additional chain outlet was associated
with a 35 per cent increase in intentional injuries and a 22 per cent increase in unintentional injuries.69 A
study also found a strong association between the concentration of takeaway outlets in an area and
domestic violence, with a ten per cent increase in off-licence liquor outlets associated with a three per
cent increase in domestic violence.70
In addition, there is strong and consistent evidence supporting the use of minimum purchase age laws
for alcohol. A review of 132 studies published between 1960 and 1999 found very strong evidence that

changes in minimum drinking-age laws can have substantial effects on drinking among young people and
alcohol-related harm, particularly in relation to road traffic accidents. These effects can often be seen
years after young people reach the legal drinking age71. The WHO Global Strategy to reduce harmful use
of alcohol acknowledges that ‘implementation of laws that set a minimum age for the purchase of
alcohol show clear reductions in drinking-driving casualties and other alcohol-related harm72 and
recommends, that Member States adopt minimum legal purchase age laws of 18 years for on-trade and
off-trade establishments.73
Recommendation:
 Amend intervention A3 to “Enforcement of restrictions on the physical availability of retailed alcohol
(via reduced density of retail outlets, reduced hours of sale and minimum legal purchase age laws).”
Overarching/enabling actions
It is now well accepted in public health literature that the alcohol industry should not be involved in the
development of alcohol policy and programs. A recent article authored by the former Chair of the
Preventative Health Taskforce, Professor Rob Moodie and colleagues provided clear recommendations
to Governments on engagement with the alcohol industry and other industries representing ‘unhealthy
commodities’, stating that “Unhealthy commodity industries should have no role in the formation of
national and international policy for non-communicable diseases” and “Discussions with unhealthy
commodity industries should be with the government only and have a clear goal of evidence-based
approaches by government.”74
The WHO Expert Committee on Problems Related to Alcohol Consumption recommends that “Any
interaction [with the alcohol industry] should be confined to discussion of the contribution the alcohol
industry can make to the reduction of alcohol-related harm only in the context of their roles as
producers, distributors and marketers of alcohol, and not in terms of alcohol policy development or
health promotion”.75 Despite this recommendation, the alcohol industry is currently involved in the
development of alcohol policy in Australia, despite their significant vested interests.
There is increasing support nationally and internationally to stop the alcohol industries involvement in
policy development. In April 2013, the Director General of the WHO, Dr Margaret Chan reaffirmed the
World Health Organization’s position that the “alcohol industry has no role in the formulation of alcohol
policies”.76 It is essential that health policy is protected from vested interests, in particular producers of
unhealthy commodities such as alcohol, soft drinks, tobacco and processed foods high in fat, salt and
sugar.77
Recommendation:
 That the World Health Organization develop Guidelines for Member States to support them in
preventing, identifying and managing conflicts of interest when implementing policies to reduce
NCDs.
Thank you again for the opportunity to contribute to Appendix 3 of the Global NCD Action Plan 20132020. If you would like any further information, please contact Amy Ferguson, Director, Policy and
Research on (02) 6122 8600 or amy.ferguson@fare.org.au.
Yours sincerely

MICHAEL THORN
CHIEF EXECUTIVE
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