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INTRODUCTION

The aim of the report

&lcohol consumption is inereasging in many parts of the world. Population
groups unfamiliar with alcohol react strongly when they see alcohelic
beverages being promoted as the new, and in many countries legal, drug. Many
cultures encounter this new mind changer without demanding cultural
immunity to it, and they are easily victimized by its effects as their
tradition has not been able to educate them about it. Alcoholic beverdges in
smaller or larger doses affect behavicur after a short time. Their effects
are further compounded for the untrained consumer who can no longer rely on
the spiritual ballast gained from cultural tradition and who has not had the
opportunity to learn by observation how to behave without risk or with reduced
risk under the influence of aleohol.

Drinking patterns change constantly and often spread to groups that have
previously been gquite restrictive about aleohol consumption. The total
consumption of aleoholic beverages, and thus the total amount of aleohol
measured or estimated in litres of 100% pure ethanol contained in the
beverages consumed, rose sharply between 1950 and 1975,

This increase stagnated in many populaticon groups of Europe while it
continued in others. Not only is the stagnation continuing but significant
decreases have also been cobserved.

Any drug that humankind has used as a mind changer, a relaxzant, a
stimulant or simply a source of pleasure may be used in untoward ways and,
indeed, have several harmful consequences such as negative effects on somatic,
mental and/or social health as well as on personal and family income, and may
lead to accidents, violence, crime, loss of employment, education or
vacational training, and the breakdown of family life. In this context,
alcohol is a potent drug. People who have experienced all or some of these
negative effects as a result of alecohol consumption have been viewed in
various ways over time: either as a moral defect, a disease, a reaction to
hard and frustrating life conditions and, more recently, as a genetic reaction
to even small doges.

The World Health Organization has dealt with various aspects of the many
problems associated with aleohol consumption, a task which is made easier when
looking at the epidemiological evidence of public health statisties.

There seems to be a steady increase in the many problems related to
alcohol consumption. However, the picture iz not that simple as it cannot be
maintained that alcohol is the exclusive causal agent of these problems.
Whenever a positive correlation is found through quantitatve parameters
between alcohol consumption and the incidence and prevalence of sgpecifie
negative conditions - often exemplified by hepatic morbidity and mortality -
it is just as easy to show a correlation between para—alcoholie changes in
life conditions, nutrition, type or permanence of empioyment, other
socioeconomic and/or .sociocultural changes, abrupt or continusus, and the type
and amount of harm. It is therefore not an easy matter to simplify the
background or causal relationships governing the consequences of alcohol
consumption in general.
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Nonetheless, a wealth of evidence has been gathered indicating that
aleohol, misused and used in situations where it should not be used, may
create severe difficulties for a growing number of population groups in the
WHOQ European Region. The amount of alcohel that people can consume without it
leading to negative consequences varieg. Some people are in high-risk
groups. These individual differences may be a factor behind the clear
decision of the European Member States not to prohibit alcoheol consumption as
a preventive measure against alcohol-related problems (the technical term
agreed on by a WHO study group in Genewva, 1975 (1)). The original term was
alcohol-related disability, but it was soon widely recognized that
alcohol-related problems was more appropriate. Prohibition as an instrument
to encourage sobriety was not successful in the ome Western culture where it
was tried for half a lifetime (i.e. 1920-1933 in the United States). There
prohibition was introduced in a population with a long tradition of alcohal
use.

Modern thinking in Europe uses other prevention models, for example
involving the community direectly in demand reduction and in creating and
maintaining accepted regulating norms and values or using the present interest
in the promotion of a healthy lifestyvle, based on a clear undergtanding of
major health problems. Nutrition, pollution, physical and seocial environment,
physical and mental exercise, and tobacco and alcohol consumpticon do not only
relate to disease or infirmity. They belong to the group of factors
influencing life conditionsg, the quality of life and, thus, lifestyle.

The most important approach we have at our disposal in the endeavour to
improve lifestyle at the community level ig primary health care (PHC) in
combination with other instruments in the community. PHC is important because
it is a multidiseciplinary effort that is clese to or even within the local
community.

The aim of some of the major preventive programmes in Europe should be to
equip PHC with sufficient means to include alcohol {and alcohol and drugs)
within its field of responsibility. This requires support from the state
government, local government and local opinion-makers and from all sectors of
the community that have the capacity to partake in a holistic approach.

It is therefore necessary to train PHC staff as well as their
professional and nonpreofessional partners. Thig training should be relevant
to the needs of the community. It should also be pertinent as a tool in the
national alcohol policy. In addition, it should aim at improving the
understanding of and capacity for international collaboration in significantly
reducing alcohol-related problems. This report will base its programme on the
premise that groups other than thoge already in PHC should be developed to
assist in realizing the programme in each their own special way and thus these
groups will also need training.

Alcohol consumption in the European Region, 1955=1990

As already mentioned, a vast and ubiquitous increase in comsumption was
experienced by almost all European countries after the Second World War.
There was a stagnation in the mid-1970s, which has continued even though
annual statisties have shown some minor changes, as will be seen below.
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The Nordic countries

The Nordic countries comprise Denmark, Finland, Iceland, Norway and
Sweden. Different cultural and historiecal relationships with other parts of
Europe have led to certain differences in the dynamics of change in alcohol
consumption. Thege differences have algo been reflected in national aleohel
policies, in patterns of consumption (when, what and where) and mortality
statistics.

Table 1 shows the total consumption in litres 100% ethanol as distributed

over the total populatiom during 1950-1985 in the five Nordic countries.

Table 1. Consumption of alcoholic beverages per capita in the Nordic
countries, 1950-1985, per year

Year Denmark Finland Iceland Norway Sweden

1950 3.6
1960 4.2
1965 5.0
1970 ' 6.8
1975 9.1
1980 9,1
1985 9.9

Source: 5Steel et al., 1989 (2).

The Nordic mortality statistics have been used as the basis for Table 2
and show an increase in deaths from liver cirrhosis. The mortality rate rose
in Denmark, Finland and Norway from 1960 to the mid-1980s. In the latter half
of the 1980s the pattern of liver cirrhosis mortality in Iceland and Sweden
wag more complex. Deaths from alecoholism and alcohoel psychosis increased from
1960 to 1985, with the exception of Iceland. The overall picture illustrates
the general trend, as can be seen by the intense development of alcohol
policies by the Nordie governments. Finland, Iceland, Norway and Sweden have
similar policies, while Denmark, being a member of the European Community and
having a long tradition of importing products and patterns of use of such
products from continental Europe, has a somewhat different alcohol policy.

The Member States of the Eurgopegan Community {(EC)

Almost all the EC member countries experienced the above-mentioned heavy
increase in consumption of alcoholie heverages between the 19505 and
mid-1970s. In most of these countries there has been a stagnation since the
mid-1970s, although there are individual differences from country to country.
The general trend is, however, quite clear. France is an exception as there
was a clear decrease in about 1960 which has continued since then. Some
representative data have been compiled in Table 3.
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Table 2. Alcohol-related deaths (as primary cause) per 100 000 population
in the Nordic countries

Liver c¢irrhosis Aleoholism and alcoholic
psychosis
Denmark
1960 8.4 -
1970 9.5 0.3
1980 11.4 1.8
1985 12.1 3.6
Finland
1260 3.3 0.31
1970 4.3 1.49
L9R0 6.3 2.14
1984 6.5 3.19%
Iceland
1960 1.7 0.56
1970 3.4 2.0
1980 0.9 2.2
1983 1.7 1.3
Norway
1960 4.2 g.5
1970 4.2 0.5
1980 6.1 3.1
198% 7.1 4,3
Sweden
1960 5.1 0.7
14970 8.1 2.9
1380 12.2 5.3
L1985 7.4 5.5

* 1985 figures,

Source: Mosger, 1989 (3).

Table 3 also shows the general trend in the EC member countries for liver
cirrhosis mortality. These figures comprise liver cirrhosis with a varied
etiology, but the increase has primarily been caused by a rise in
alcohol-caused liver cirrhosis. This increase is lagging somewhat behind the
increase in consumption, but in a number of countries a stagnation has already
been seen, albeit a stagnation on a high level (see reference (4) for further
details).
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Table 3. Congumption of aslcohol measured as litres of 100% ethanal
per capital per year, liver cirrhosis mortality as cases per
100 000 inhabitants per year and mortality of alcoholism and

aleohol psychosis

1960 1870 1980 1985 1987
Belgium
1007 ethanol 6.4 . 8.9 10.8 10.5 1G.7
liver cirrhosgis 9.7 13.4 13.7 13.3* -
Denmark
100% ethanol 4,2 6.8 9.1 9.9 9.6
liver cirrhosis 8.4 9.5 1l.4 12.1 -
alcoholism and
alcohol psychosis - 2.7 4.7 h.R 6.7
Federal Republic of
Germany
1002 ethanol 6.9 10.3 11.4 10.8 16.56
liver cirrhosis 18.3 24,4 26.7 23.8 -
France
L00% ethanol 17.3 16.2 14.9 13.3 13.0
liver cirrhosis 29.4 33.4 27.8 25.5" 24,42
alcoholism and
alcohol psychosis  11.1 8.0 6.3 6.2" -
Greece
1007 ethanal - 5.3 6.7 6.8 5.4
liver cirrhozis 10.8 15.8 11.2 9.9° -
Ireland
100% ethanol 3.4 5.9 7.3 5.6 5.4
liver ecirrhozis 2.0 3.4 3.9 2.9° -
Italy
100% ethanol 12.2 13.7 13.0 11.6 10.0
liver girrhosis 16.8 29,1 34.3 33.2% -
Luxembourgd
1007 ethanol 8.6 10.4 12.5% 14.0 -
liver ecirrhosis 18.5 - 23.9 19.4 -
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Table 3 (cond)
1960 1870 1980 1985 1987
Netherlands
100% ethanol 2.6 5.6 .8 8.5 8.3
liver cirrhosgis 3.5 4.0 h.7 5,2 -
Portugal
100% ethanol 10.9 .9 10.0 13.1 10.5
liver cirrhosis 19.46 26.9 29.6 29.6 -
alcoholism and
aleohol psychosis  42.7 41.0 - - -
Spain
100% ethanol 8.5 12.1 12.4 11.8 12.7
liver eirrhosis 15.6 21.2 22.4 - -
United Kingdom
100% ethanol 5.1 5.1 7.1 7.1 7.3
liver cirrhosis . .
England & Wales 2.8 2.9 4.5 h.6 5.0f
Scotland 4.4 4.6 7.9 g.2° 7.4
Northern Ireland 2.5 2.6 - - -

Figures from 1984,
Figures from 1982.
Figureg from 1983,
Figures from Trichopoulos, 1989 (5).
Figures from 1981,
Figures from 1986.

- & R F »

Sourca: Steel et al., 1989 (2)}; Moser, 1989 (3).

The eastern Furopean countries

The pattern of congsumption of alcoholic beverages resembles that of the
EC countries and the Nordic countries (see Table 4). In the Soviet Union a
marked decrease was observed after 1980, which was especially rapid after 1985.

Data on mortality are only available from Bulgaria, Hungary and Poland
and show that the liver cirrhosis mortality varies greatly, with Hungary
showing a very high number of deaths from liver cirrhosis in every year since
1963, In 1985 it was the highest liver cirrhosis mortality in Europe, with
43.1 deaths per 100 000 inhabitants (Table 3).
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Table 4. Consumption of aleohol in eastern European ecountries in
litres of 1007 ethanol per capita per vear

Country 1985 1987
Bulgaria 6.7 .7 8.8 8.9
Czechoslovakia 8.4 .6 g.4 8.6
German Democratic

Republic 6.1 .1 10.3 10.5
Hungary 9.1 .8 11.5 10.7
Poland 5.4 .7 7.0 7.2
Romania 6.3 .0 7.9 7.6
USSR 6.5 .2 5.7 3.2
Yugoslavia 7.9 .8 6.3 7.6

Source: Steel et al., 1989 (2).

Table 5., Liver cirrhosis mortality per 100 000 inhabitants per year

in some eastern European countries

Country

1985

Bulgaria

German Democratic
Republic

Hungary

Poland

LS 38 4]
Rt ]

Source: Moser, 1989 (3).
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Qther European countries: Augtria and Switzerland

The pattern in Austria is rather similar to the one in Hungary, but
Switzerland shows high consumption with a lower mortality rate for liver
cirrhesis (Tables 6 and 7).

Table 6. Consumption of alcohol in litres per capita in Austria
and Switzerland

Country 1960 1970 1980 1985 1987
Austria 8.7 10.5 11.0 9.9 9.9
Switzerland 9.8 10.7 10.8 11.2 11.2

Source: Steel et al., 1989 (2).

Table 7. Liver cirrhosis mortality per 100 000 inhabitants
in Austria and Switzerland

Country 1960 1970 1980 1985 1987
Austria 23.3 30.4 30.4 30.2 28.4%
Switzerland 11.8 15.7 13.2 11.6 -

* Figures from 1986.

Source: Moser, 1989 (3).

Can these data be compared?

These data may differ very much, as is often the case when comparing data
from different countries. In other comparisons one may encounter data with
apparently small differences but with great differences in the method of
measuring, definitions of criteria used and accuracy. One example of this is
consumption measurements. These are usually calculated on the basis of tax
revenues or franchise received by the state. Consumption is then measured as
the number of fisecal units paid for as taxation on beer, wine, fortified wine
and spirits. These amounts are then reduced to litres of 100% ethanol by
taking the number of litres of beer, for example, and defining beer as a
beverage containing 5% volume at one or another temperature. The comsumption
of other beverages is treated in a similar way, with wine defined as 12%
volume, fortified wines 20% volume and spirits 35% volume, although other
strengths have also been used in calculating spirits.
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One source of error is, of course, that clandestine produetions mainly -
or totally - for home consumption are not included since no tax is paid. This
may lead to a considerable error, in some countries up to 50% of the official
figures.

In Eurcpe travelling is becoming even more common and travellers consider
it to be normal to buy alecoholic beverages from the country visited and bring
them home. This means that quite a number of aleoholic beverages are paid
for, including local taxation, in another country but consumed at home. This
type of across—the-border commerce is most common between countries that have
large differences in taxation on sueh items. This is another reason for
obtaining too low measures of consumption in the country where the beverages
are consumed. At the same time, it results in toe high measures of
consumption in the country that exports. The across-the-border sale is fully
taxed and the so-called tax-free sale is also taxed, albeit at a somewhat
reduced level, and these zales will be included in the assessment of the
national total consumption, leading to an error in calculating actual
consumption.

Criteria

Even though the errors mentioned above many neutralize each other to some
extent this source of systematic error can have a rather big impact on the
national figures. Differences in the units applied and in the definitiopng of
the concentration of alecohol in a beverage, owing to the differeat traditions
in countries or subregions, lead to further difficulties when precise
comparisons have to be made between countries. This fact is so well known
that it may be unnecessary to mention it in this introduction. But even
though all the people who work in this field agree that these difficulties
exist and cause inaccuracies in assessments of health, economy, international
export-import and even the production statistics, no decisive steps have been
taken in European countries to harmonize statistics with regard to units,
definitions, time and representativity, health indicators and methods chosen
in the treatment of the data. A common technical baseline is needed in order
to coordinate the intermational prevention of alcohol-related problems.

Diversities of the cultural aspects of alcohol consumption

The data presented above showed the development of total consumption in
relation to the total population, as well as the temporal development of liver
cirrhosis mortality per 100 000 inhabitants annually. They did not indicate
the portiom of the total population that in fact consumes the alcohol ner did
they indicate how this counsumption is distributed in the population. The
actual amounts and mortality rates over the years may not be evenly
. distributed in a country. Different population groups (age, sex, education,
rural, urban, ethnic) have different congumption patterns. As mentioned
above, some individuals show a much higher sensitivity (or vulnerability) to
the effects of alcohol than others and, therefore, if they are grouped in
discrete categories they tend to acquire all sorts of aleohol-related
problems, for example organmic and mental.

This difference in vulnerability is even more significant when attempting
te analyse social or judicial alcohol-related problems, for instance, as these
are much more numercus than medical or biological alcohol-related problems and
their prevalence in the total population is much higher. But this also varies
from country to country, for the following reasons.
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The registration of social, economic and judicial aleohol-reiated
problems depends very much on the sensitivity of the legislation and
administration of such problems in a country. Disturbances in family life,
employment or living conditions will be registered at once in seme European
countries becauge authorities can categorize the aberrations according to the
legislation in that country. Other countries legislate ipn different ways so
that different categories and criteria make it difficult or sometimes
meaningless to compare nationmal statistics on these groups of alcohol-related
problems.

Data on social complications are not easy Lo measure accurately. When
alcohol is among the factors resulting in loss of trust between marital
partners, loss of credibility of a parent for the children, loss of confidence
in and respect for ome's craftsmanship at the workplace, it cannot be measured
as a certain fraction of the complex of causal factors. Only when the
ultimate result - divorce or separation and/or loss of employment - has become
a reality can any measurement be made and other causal factors are usually
weighted relatively low compared with alechol consumption.

Several other difficulties in making cross—country comparative studies of
alcohol-related problems stem from the differences in sociocultural context in
which alcohol consumption and its potential effects are placed functionally.
Research in this area is beginning to intensify and some studies are currently
taking place in Greece (6,7) and Denmark (8).

The effect of alecohol is such that a sufficiently high consumption will
have certain harmful effects within a much shorter zpan of time than an
average lifetime for Europeans. Yet, a large majority of the populations in
Europe have not shown signs of these harmful effects. Some people abstain
from aleohol for various reasons. Most others practise consumption patterns
that do not usually harm the consumer; this is especially true in cultures
where alcoholic beverages have been traditionally used and are an integral
part of the cultural history. Research has not yet carried out to analyse
this sufficiently, but certain concepts have begun to be accepted.

One such concept is that European everyday culture contains norms and
values about alcohol consumption and about behaviour when under the influence
of this mind changer. The observation of these values and norms have a
strong impact on individual decisions concerning drinking. Alcohol
consumption is deemed inappropriate in many situations. In some situations,
for example when driving motorized vehicles, the norms have been backed up by
legislation and striet law enforcement. Other situatioms do not lend
themegelvas to legislation but the norms persist.

Another set of culturally specific norms concern which beverage is
appropriate in a given situation. This choice is related to traditions on
food, drinking and social conduct. It is also related to the taste of any
food combined with the taste of the beverage. This complex of norms varies in
the European countries. Moreover, the time of day for drinking is controlled
by a set of norms that appears to be much more international but still varies
considerably from country to country. Many other norms play a role in forming
the consumption pattern, and there can be little doubt that these norms have a
protective effect, thus making so-called "normal" drinking nonhazardous and
nondamaging.
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The set of alcohol-related norms also compriges the transfer of thesze
norms from one generation to the next. Even though many opinion-makers
promote the view that children and ycung people should not use alecohol before
they come of age, it is still felt as a natural function that, when drinking
takes place with children present, adults should set a2 "good example' for the
young. This view is also held by those who promote the idea that children
should be made to understand that beverages are natural nutritional elements
at mealtimes, varying according to the culture that the family belongs to.

All these rules, and the norms and values they rest upon, have some
affecrive protective function, which has been termed cultural immunity to
alcohol-related problems (9).

Some studies in this field are concerned with one set of elements of
cultural immunity closely related to decision-making about drinking and the
distribution ¢f norms and values. This complex is termed alcohel consumer
consciousnaess (8).

Knowledge of these concepts is important in order to acquire the clear
understanding of local cultural and material conditions necessary when setting
up programmes on the prevention and management of alcohol-related problems.
These considerations are, therefore, central when planning training seminars
and courszes for PHC staff and their associations in any nation or subregion.

The breakdown or non—observance of norms and values leads to the
breakdown of cultural immunity or of its protective effect.

WHO PROGRAMMESZ AIMING AT CONTROLLING ALCOHQL-RELATEDN PROBLEMS

WHO has several programmes aimed at controlling all aspects of
alcohol-related problems. In Europe, the strategy for health for all by the
year 2000 (HFA2000), as formulated by the WHO Regional Office for Europe, has
been widely accepted. A number of specifie prograsmes have been carried out,
are bDeing carried out or planned. 5Some of these programmes are limited to
Eurcope, others are global. They may all be seen as parts of a large endeavour
to reduce the prevalence ¢f a number of diseases as well as many other types
of deficiencies in physical, mental and social wellbeing. Throughout the past
one and a half deeades, alcohol-related problems have been considered to he of
primary importance. This can be zeen by the number of reports published on
this topie¢, both scientific studies and reports in the form of manuals for
specific preventive or therapeutic purposes. These efforts have been made
through intense collaboration with health and other professions in Member
States, as well as with other internaticonal organizations.

HFA2000 in the Furopean Region: general aspects

When the WHO Constitution was adopted in 1948, health was defined as "a
state of complete physical, mental and social wellbeing" and the best possible
state of health "is ome of the fundamental rights of every human being”.

These categoric statements in the Constitution were adopted, signed and
ratified by all Member States. This led to a wave of decigions on a global
scale to improve health, to facilitate such improvement and to promote public
realization that individuals can establish societies that can equip them with
tools to help them realize the power they have to shape their own lives so
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that they may prevent avoidable diseases and infirmities. This could be done
by supporting public awareness and official understanding of the importance of
close collaboration between the individual and society.

Thig thinking wag followed up several times, and in 1978 the World Health
Assembly adepted a resolution in which it was decided that the "main social
target of WHO in the coming decades should be the attainment by all c¢citizens
of the world by the year 2000 of a level of health that will permit them to
lead a socially and economieally productive life'. It was decided at the
Alma-Ata Conference in 1978 that the key to reaching this enormous goal was
primary health care (10).

In 1980 the WHO Regional Committee for Europe met in Fez and adopted the
regional HFA2000 strategy. The Committee endorsed the 38 regional HFA
targets, which described the minimum progress that European Member States had
to make to improve the health situation as it stood in 1984 (11).

Between 1950 and 1970 the role alcohol played in several health
conditions became more and more apparent (12): for example, in liver
cirrhosis and pancreatitis mortality, deaths caused by accidents and certain
types of cancer. More and more researchers, as well as pationmal authorities,
realized the connection alcohel had in the etiology of these conditions.

After the long development of the dependency-concept and the
establishment of the alcohol-dependence syndrome in the 1960s (13-15), new
developments were initiated. It was felt that the "serious obstacle to
international action in this field lies in the lack of commonly accepted
terminology'™ (12) and that this had to be changed. What as needed was a
definition or definitions within a common international terminology which
could be used in a broad interdisciplinary dialogue. Alcoholism was a widely
accepted term in the beginning, but it was zoon found to be very difficult ro
define. Attempts at a definition included moralistic attitudes, a narrow
biomedical approach, and - as the latest offspring — elements that weighed
psychological and social factors as strongly as alcohol itself in the etiology
of the condition. All these elements were experimented with in order to find
a combined impact on contemporary thinking, thus leading to a broader
definition.

A very important step forward was taken by the WHO Group of Investigators
on Criteria for Identifying and Classifying Disabilities Related to Aleohel
Congumption. Thisg group was proposed by the National Institute of Alcohol
Abuse and Alcoholism (NIAA) in the United States in 1972 and was set up in
1972-1973, The Steering Group was chaired by Dr Griffith Edwarda. It
concluded its work with a report -that was published in 1977 (1). The most
important achievement of this group, and a number of researchers associated
with it, was the establishment of a broad concept that could be applied in a
large variety of different disciplines: biomedicine, psychiatry, public
health, sociology, anthropology, social work, judicial and administrative
institutions, education, public information, the media.

This was a significant achievement hecause it allowed for the free
exchange of concepts and descriptive methods with regard to alcohol-related
problems (a term that replaced the original ome, alcohdl-related
disabilities), thus facilitating interdisciplinary communication and
understanding at the national as well as the individual level.
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The Steering Group defined alcobol-dependence syndrome as one of the most
gignificant of a long list of physical and mental disabilities associated with
alecohol consumption. The existence of this syndrome has been proven by a
large body of evidence. The concept is a complex one and its analysis
requires thoughtful consideration before the implications of a diagnosis can
be explored.

The entire report is important because the Group has studied, as have
many other groups, alcohol consumption and its related effects from a great
number of diverse viewpoints. This makes the report one of the prerequlsltes
of the HFA2000 strategy with regard to alcohol-related problems.

HFA2000: specific action against aleohol-related problems

The regional HFA strategy contains several references to alcohol-related
problems. It comprises 38 targets dealing with 38 groups of health problems
or diseases, etc.; the aim is to make significant improvements in each area
by the year 2000. The first 12 targets describe the fundamental reguirements
for people to be healthy. Target 1 aims at reducing by 25% differences or
inequities between countries or regionms thus "impreoving the health of
disadvantaged nations and groups". This means, for example, that PHC should
be made available to all people. The subsequent targets aim at strengthening
health by adding years to the average life span of humans in several ways and
at ensuring the full development and use of each individual's physical and
mental capacities to benefit from and cope with life in a healthy way.

Targets 13-31 aim at improving lifestyle. This may be accomplished by
improving people’s life conditions and by developing life attitudes 2s well as
the techniques to be used when all the equipment implicit in such attitudes
are aimed at living a healthy life. Thus the programme emphasizes lifestyles
conducive to health and suggests concrete ways of inhibiting development of
unhealthy lifestyles. These specific goals are found in target 13: "By 1990,
natignal policies in all Member States should ensure that legislative,
administrative and economic mechanisms provide broad intersectoral support and
resources for the promotion of healthy lifestyles and ansure effective
participation of the people at all levels of such policy-making"”. Further,
target 14 states: "By 1990, all Member States should have programmes which
enhance the major roles of the family and other social groups in developing
and supporting healthy lifestyles". And target 15 continues this line of
though by requesting: "By 1%90 educational programmes in all Member States
should enhance the knowledge, motivation and skills of people to acquire and
maintain health". Target 16 is more specifiec: "By 1995, in all Member
States, there should be significant increases in positive health behaviour,
such as balanced nutritien, nonsmoking, appropriate physical activity and good
Stress—management,

Very much to the point is target 17: "By 1995, in 21l Member States,
there should be significant decreases in health-damaging behaviour, such as
overuse of alcohol and pharmaceutical products; use of illicit drugs and
dangerous chemical substances; and dangerous driving and violent social
behaviour". For aleohol it is then suggested, as it is for harmful
substances, that consumption should be reduced by at least 25% by the year
2000. Integrated programmes should be developed so that these levels may be
attained.




EUR/ICP/ADA 028
37708
page 14

Targets 18~25 aim at ensuring healthy environments; 26-31 deal with
delivery systems for improving health and 32-38 concentrate on the broader
interdisciplinary instrumentation for improving health.

Thus the way to diminish alcohol-related problems is to reduce the
consumption of alcoholic beverages. The methods for doing this are not
outlined in the regional HFA strategy. Almost all governments of the Member
States gave adopted the strategy and each Member State has introduced elements
of the strategy, where necessary, in their national legislation. It is hoped
that this great intermational effort may show significant improvements when
public health indicators from 1980-1985 are compared with those for the years
1995-2000, But this requires that such health indicators can be compared.
This raises the questions: Will health indicators be constant over a time
span of two decades in the European Region? If not, do they change in
identical ways all over the Region? To what extent will changes in the
indicators be identical for different social groups in the Member States? How
can such changes be measured? How do they correlate with the sometimes very
significant sociocultural and sociceconomic changes that European societies
will have undergone during the 20 years?

It is beyond the scope of this report to offer concrete answers to these
questions. A complete treatment of them would soon lead to answers that
produce new guestions. It is, however, important for the aim of this report
that readers realize the stream of development of public health as a state of
health defined not only for total populations but also for different soeial
Eroups.

Epidemiclogical statistics to be coordinated

Knowledge about the prevalence of alcohol-related problems rests
primarily on a diversity of numerical data on consumption and on at least some
of the conditions recognized within the concept of alcohol-related problems.

The number of alcoholie beverages sold are measured through the amount of
tax and franchise earned by the state fiscal authorities and divided into
groups according to traditional categories: beer (3-7% volume), wine (10~-14%
volume) and spirits (more than 22% volume). Fortified wines are often put in
a separate category (15-10% volume). Ciders are also frequently categorized
as a specific group (14-20% volume). These amounts are then converted into
calculated figures obtained by multiplying the total amount of each type of
beverage sold within the country with each category's strength in percentage
of volume. The so-called average strengths used in this operation are for
beer 5% volume, wine 12%, fortified wines and ciders 207 and spirits 407
(lately there is a tendency to use the value 35% instead).

These calculations are then presented as the total amount of alcobol
(100% ethanol) sold within the country. It is given in litres. This amount
is then divided by the total number of inhabitants in the country resulting in
the so-called average consumption of aleohol per capita per year. This would
be correct:

- if all alcohol sold is consumed within the country by the inhabitants;

~ if tourists did not buy any beverages for export or for immediate
consumption;
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- and if the inhabitants did net import any alcobol from other countries.

Often consumption is presented as the number of litres of alcohol (100%
ethanol) consumed per capita per year for the population aged 15 years and
over, as it iz assumed that youth under 15 years abstain. This is a source of
error, but the degree of correctness of the informatiom given would vary
because the age distribution varies from country to country. Cultural
differences also play a role.

Thus there are a number of systematic errors in these data. But even if
they were correct they would not describe the distribution of consumption
within a population. Consumption is wvery uneven, ranging from nothing up %o
very high amounts. However, no information about this may be obtained from
the raw, unsupported data on a country's average per capita consumption {(or
greater than 15 years) per year.

Before the distribution of alcohol consumptionm can be discussed data on
the national total consumption should be corrected to take into account the
systematic errors mentioned above. This would require an international
research effort.

Qften the consequences of alcohol consumption are represented by the
ineidence or prevalence of liver cirrhosis given asg new cases per year per
100 000 inhabitants or the total number of active cases of liver cirrhosis in
a year per 100 000 inhabitants. This would be a dependable indicator if
aleohol was the exclusive etioclogical cause of liver cirrhosis. This is not
the case. Many other chemicals, mostly those used in industries and other
crafts, can induce the same type of non-infectious affliction of liver tissue
that may develop into cirrhesis. It is, however, known that in countries
where alcohol consumption is increasing, there is soon observed an increase in
liver morbidity (alecoholic hepatitis, grey fatty liver, yellow liver shock and
cirrhosis hepatitis). Several of these conditions may be diagnosed rather
early, but diagnosis is often delayed for various reasons. There might be
other causative facters behind such increases (infectious hepatitis,
malnutrition, poisonous agents at work or in polluted surroundings) that
require a long time to trigger off the liver morbidity. The effect of alcohol
is most often delayed significantly. Therefore, the simple case of positive
correlation between the amount of alcohel consumed in a year in a country and
the incidence of terminal liver cirrhosis is not reliable as an indicator of
the absolute level of health consequences of alcohel consumption. Changes,
especially inereases, in morbidity and mortality statistics are much more
reliable.

One problem arises from the finding that liver cirrhosis mortality in
different countries that have almost the game average consumption may be
" significantly different. This can be seen in Tables 1-7. Differences in the
mortality rate may reflect differences in the distribution of consumption of
alcohol among the populatiom. It is universally accepted that liver cirrhosis
and pancreatitis have a higher prevalence among consumers with higher rates of
consumption. The same is true for consumers with daily use as compared with
less frequent users. In populations with skewed distribution rather few
individuals consume very high amounts of alcohel while the majority of the
total population consume relatively little. In such a country, one may expect
te find a relatively high liver ¢irrhosis mortality rate and such countries
will be found in the statisties with a rather low average consumption while
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the mortality rate stays at a high level. For example, the figures for
Austria, the Federal Republic of Germany, Hungary and Switzerland show that
the development from 1960-1985 more or less stayed at either a higher or lower
level.

The figures have not been corrected for clandestine production and
consumption, distribution of consumption, distribution of morbidity and
mortality or legal, individual across-the-border commerce. When digcussion om
alcohol consumption 1g based on such figures, other significant factors tend
to get ignored such as culture, sex, age, rural or urban cultures and
tradition. Nor has any attempt been made to include effects of the different
national prevention programmes, be it traditional soclocultural factors or
newer interventionsg such as the attempts to control the availability of
alcohol. All such factors have an impact on the normal drinking pattern, but
the degree of impact is unknown, especially with regard to alcohol consumers
who demonstrate high-risk behaviour (e.g. high level consumption) in
connection with their consumption.

In view of the apparent lack of sufficient national monitoring of most of
these factors, which must be corrected for when statistics are used to predict
the development of alcohol-related problems or to describe a prevailing
situation, it is imperative to continue to supply neutral and scientifically
sound information. This should be done concomitantly with the establishment
of a set of internatiomally adopted standards for all relevant data, their
presentation, the methodologies applied in producing them and availability of
basic data for scientific use and comtrol.

HFA aims at universal improvement of health by the year 2000. To moniter
concrete improvements it is necessary to defime relevant health indicators and
to follow them both by quantitative statistical measurements and by
qualitative assessment of the dynamic development of each of these health
indicators during the period as the structure and relative interaction of the
indicators change as a result of social, economic, cultural and other changes
that any society undergoes. Improvements in alcohol-related problems can be
measured only if the statistics are sufficient and comparable. This requires
coordination on local, regional, national and internaticnal levels.

The relationships between alcohol consumption and alcohol-related problems

In the preceding paragraphs evidence was given indicating that alcohol
consumption may produce one or more alcohol-related problem. It has also been
pointed out that the possible consequences of consumption are not simply
proportional to the amount of consumption. Several other factors are involved
in the etiology of alechol-related problems.

It was also shown that the probability of developing alecohol-related
problems is higher in countries showing the highest level of consumption.
There are, however, many exceptions to this finding. Caution is therefore
advised when interpreting the results of surveys or other assessments of the
situation in a locality or country.

One field of observation is more reliable than many others: 1if a country
experiences a marked increase in alcohol-related problems there will often be
increases in the frequency and intensity of consumption it certain groups of
the population. The rise in consumption is not always the result of an
ingrease in total consumption within the country.
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Changes of lifestyle in groups that have become more affluent have often
led to increases in consumption, but much more dramatic are the ¢hanges in the
pattern of alcohol use. Examples of groups frequently mentioned as
experiencing a more or less rapid increase of consumption or a change in the
type of situations in which alcohol consumption is considered normal are
women, young people and certain professional groups. Each of these groups are
living a more open life than before so their bebaviour is becoming more
visible. Public drinking in streets, at sports arrangements, during popular
music festivals have been more often covered in the media than serious
afflictions, e.g. the fetal alcohol syndrome. Young men and young women do
neot appear to have separate systems of norms and values at these occasions.

However, in most European countries most alcohol consumption takes place
in private surroundings, at home or with friends.

The development of less covert behaviour when drinking started two or
three decades ago. It continued after the mid-1970s even though the overall
inerease in consumption had stagnated in many European countries. And this
development is still continuing despite the general decrease in average
consumption experienced in most countries. In many countries liver cirrhosis
did not increase after 1985. This indicator has also stagnated in some
countries while in others, e.g. Hungary, Italy, Portugal and Spain, this
stagnation is not yet apparent.

In offiecial reports the most frequently presented indicator of
alcohol-related problems is liver cirrhosis mortality, even though the
absolute figures are rather low in comparison with the size of the total
population consuming alcohol., This may be because liver cirrhosis has
traditionally been studied more intensely than many organic disturbances when
alcohol is known te take an important position in the etiology, always in
combination with several other factors.

Thus, both the level of consumption and the more complex factors implicit
in patterns of alcohol use are important factors in determining the mortality
of aleohol-caused liver cirrhosis in humans. The relationship between the
amount consumed and mortality is not a simple one, although several attempts
have been made to elucidate it by mathematical treatment of existing data from
localities that are smaller but have a more homogenous population than whole
nations.

Somatic morbidity

In the 1930z the French demographer and statistician Sully Ledermann
postulated that some mathematical regularity exists in the distribution of
alecohol consumption. Accordingly, it should be possible, if the total average
alcohol consumption is krnown, to calculate the percentage of drinkers who
consume alcohol within any range, as for example above or below a given
(higher) range. Many attempts have been made and some approximations have
found wide popularity. The most discussed is the log-normal graph according
to which an increase in consumption to the double of a previous level will
multiply the number of consumers on a certain level to four times that
number. The log-normal relationship is in this formulation an exponential
function. If consumption of more than 0.1 litre per day every day is called
"excessive" drinking (adopted by numerous researchers) Ledermann's formulation
implies that in a population with an average consumption of 5 litres annually
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there will be 1% excessive drinkers. If consumption is 10 litres there will
be 4% excessive drinkers; 15 litres per year on average mean that 9% of them
will be excegsive drinkers.

The term "excessive drinking” is, of course, arbitrary. No such definite
amount can be used to predict the amount of harm. And the time span between
the period of excessive drinking and the onset of the first symptoms cannot be
predicted. Nor can the specific nature or combination of adverse symptoms be
foreseen; 0.1 litre will often mean about 10 units of consumption ("drinks")
even though this varies from country to country, type of drinking place, kind
of beverage and other other cultural factors such as size and shape of glass
or other drinking vessel. If 0.1 litre is consumed daily this will mean an
annual consumption of 36.5 litres of 100% ethanol, but this would also be the
case if the person consumed the same total amount in separate but even higher
amounts at fewer drinking episodes. It is likely, however, that the effect of
such a consumption pattern would increase the level of the already high rigk -
also for reasons other than organic damage. It remains quite clear that
alcohol congumption on this level over a period of several years increases the
probability of organic or somatic¢ morbidity, even somatic mortality.

The proponents of the log-normal or other formulations of positive
correlations between risk of morbidity and the level of consumption adhere to
the view that prevention of aleohol-related problems may be accomplished by a
general decrease of the total consumption of alcoholic beverages in a country
and therefore by legislation and restrictive steps to diminish the
availability of the beverages following several principles.

The somatic morbidity caused or enhanced by alcohol consumption may be
listed, according to the International Classification of Diseases
(1cD=-9) (1l6), as follows:

aleoholic hepatitis 571.2
alcoholic fatty liver 571.0
aleoholic cirrhogis of

the liver (Laennec's cirrhosis) 572
Wernicke's encepalopathy 265.1
Polyneuropathy 357.5
cerebellar degeneration 334.3
varicosa of cesophagus 456.2
gastritis 5335.3
malignant neoplasms

fetal alcohol syndrome 635.4
malnutrition

These conditions tend to appear simultaneously. Early diagnosis is
important because most of the conditions are reversible if an intervention 1is
made at an early stage. This fact has been the background for several studies
aiming at developing screening techniques and at stimulating a complete
awareness of the symptoms.

Mental health

Through its direct effect on c¢ells in the grey matter of the central
nervous system {CNS) alcohol does affect mental health. Aleohol is a CNB
depressant; although itz initial effect is often "deginhibitory", the
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individual appears to be markedly stimulated. The strength of this effect is
debatable because it varies greatly with the kind and amount of influence and
learning the person has received from the surroundings.

It is generally accepted that the direct effect on CNS cells may be
harmful - for instance, enlargement of the cerebral ventrieles and a number of
retractions of grey matter, as can be seen in CT-scanning images - especially
in cases of long consumption of larger amounts of alcohol. This has also been
observed among relatively young consumers, But the psychological state of
patients is not gignificantly correlated with such morphological changes.

Very little is known about these relationships. Morphological problems are
also visible in conditions where the supply of nutrients is suppressed by
severe liver damage. Thiamine deficiency damages brain cells irreversibly
(although in some cases it has been reversible) so the condition cannot be
cured by a supply of thiamine, even in massive doses.

These are only some of the more well known traditiomal data about factors
that intervene in the etiology of aleohol-related psychopathological
conditions. The ICD-9 (16) lists conditions known to be consequences of
alcohol-induced brain damage as follows.

alcohol dependence syndrome 303
acute drunkenness (intoxication)
dipsomania
chronic alcoholism

aleoholic psychosis

delirium tremens

Korszsakov's psychosis, aleoholic

alcoholic polyneuritic psychosis

alcoholic dementia
chronic alecholic brain syndrome

other alcoholie hallucinosis

pathological drunkenness
(alcoholiec idiosyncratic intoxication DMA-III)

alcoholie jealousy (paraneia)

alcoheol withdrawal, other conditions

unspecified psyechiatric conditions
(alcoholism with psychosis, mania not
otherwise specified)

The total number of cases in each of these categories, as well as of
those diagnosed with one or more of the somatic afflictions listed in the
section on somatic morbidity, is not high. It varies from country to
country. Each of them can be very serious if not diagnosed. They are often
reversible when early intervention i1s made, but treatment and/or counselling
facilities must also be available, Treatment takes time and requires close
collaboration between the individual afflicted by alcohol-related problems and
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the therapeutic unit. The many treatment facilities that have been set up by
voluntary groups in the private sector show that interpersonal relationships
have the game importance as biomedical and/or psychiatric professionalism.

As mentioned above, there are a number of factors implicit in everyday
life that may influence the directiom and temporal intensity of the etiology
of any one of the alcohol-related problems.

There are a great number of cases where not one of the discretely defined
conditions can be diagnosed, but the individual complainsg nevertheless about a
number of well defined variations or aberrations of the mind. They complain
about depressive states and less "energy” to mobilize in family life or at the
place of employment. These prodromal states of alcohol should be treated by
FHC since they can be harmful to the person suffering from them.

Another very common type of condition is the symptomatic abuse of
alcohol. This is the type of consumption where alcohol satisfies a perceived
need of stimulation once or several times in the course of the day. Of the
same nature is the use of alcohel in situations that may seem to be somewhat
critical for the person: there are problems to solve, personal or
interpersonal problems that the person is tempted to delay, forget (for a
time), negate and then tries to relieve through alcohol.

There are cultural differences between the pattern of consumption in
different Member States that may be best characterized by the frequency of
intoxication. Drinking for the purpose of getting drunk (alcohol
intoxication) is the normal behaviour in some countries while intoxication is
rare or atypical for most normal use of alcohol in others. As mentioned
above, these and many other types of difference in the system of norms and
values will have a strong impact on drinking in the border area between normal
(nondamaging, nonhazardous) use and symptomatic abuse. The term abuse ig
used here as individual deviation from existing norms and values. The
consequence of such behaviour may be departure from the prevailing alechol
consumption culture in the community; the cultural immunity against
exaggerated and thoughtless drinking breaks down. This may again lead to a
habitual, socially dysfunctional pattern of consumption.

Many types of this kind of aberrative drinking are common. They tend to
enhance the effects of those factors that are co-active in the etiology of the
condition, thereby also enhancing the "misbehaviour" ("abuse') of alcohol,
severing connection with the community, the family, etc. One of the first
effects is the drinking member's loss of credibility in the eyes of the
children and the spouse (life partner). There are, therefore, a great number
of individuals who should be offered advice, counselling and, if necessary,
treatment. Early intervention improves the probability of full reversibility
of the condition.

Drinking alcohol in amounts leading to intoxication may, in a numbar of
cases, uncover parancic feelings about the surroundings. This may trigger off
violent behaviour, even homicide. Ewven in non-paranoic conditions the effect
of alcohol may elicit aggressive attitudes that develop into violent
behaviour. Alcohol does not produce the frustrations, repression,
underratings and other factors or stimull that can cause aggressivity in an
individual, but for some people being intoxicated implies that the inhibitions
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that normally contrel the "acting out" of these aggressions are weakened.
This again demonstrates the close links between the effect of aleohol on the
individual and on the surroundings, the life experiences.

In conclusion, the effects of alecohol depend on the pharmacological
effect of ethanol, the characteristics of the user's personality, and his or
her lifestyle, and the environment in which the consumption occurs. Any one
of these groups of factors may be dominant, but they always are found in
combination. This is, of course, also true for normal drinkers.

Accidents at work, in traffic and at home

Accidents in situations where the individual is working with machinery in
workshops, shipyards, agriculture, chemical plants or similar places of
employment have been quite frequent. Safety features on machinery, wearing
helmets, air-renewal, improvements of cranes and many similar measureg have in
general diminished the risk of serious injury. A number of studies of this
type of acc¢ident do not show that a high proportion of the total number
injured (and registered) have an increased blood alcohol concentration (BAC).
What they do show is that registered cases are relatively rare. This varies
apparently among the Member States. This should be a topiec of future
research. The American employee assistance programmes are of great interest
in this connection.

The incidence of aceidents in traffic is strongly ianfluenced by the use
of aleohol before driving a motorized vehicle. This is especially so at
elevated BAC levels. Alcohol is, together with fatigue and being distraught
and the effect of other psychoactive substances, the most important cause of
traffic accidents. Other important causes are defects of the vehicle, bad
road conditions and faulty traffic regulation. Less experienced drivers,

2.g. young people and new drivers, are more vulnerable to all these factors.
Legislation is usually very c¢lear in the Member States that have submitted
information on this point, and the measurement of BAC is technically a matter
of simple routine. It is, therefore, possible to enforce a strong restrictive
poliey. At the game time, it does not require extensive financial means to
maintain strict legislation about not combining drinking and driving. It is
much more difficult, in practice, to measure the blood or breath content of
other psychoactive substances. And it is very expensive to improve, even to
maintain, road conditions everywhers, and to control all vehicles for faulty
brakes, lights and tires and to require their correction. This is the
apparent reason for the great ease with which BAC limits have been accepted by
Member States and their populations.

The effect of alcohol is not a constant property of the binary system

- consisting of the chemical (ethanol) and its corsactant (the body of the
individual); it is different from simple chemistry where two reactants will
always react in identical ways. The decision to make the BAC one or another
exact figure, varying in Europe from 0.2 to 0.8 gram per kilogram full blood,
is not entirely taken on physiological/biochemical grounds. Moreover, these
firm decisions are made in order to facilitate the judicial work done by the
police and the courts, and even the insurance companies.

The negative effects of alcohol on an individual's driving abilities
increase with the amount ingested, from a very low BAC of about 0.2%5, or
20 mg per 100 g (or ml) in full bleoed to a higher level. At any level, the
influence of other factors depends on a number of variables. Early morning
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tiredness with residual alecohol in the blood is very dangerous. After a sober
morning, tiredness after a days' work means increased vulnerability to aleohol
with regard to the individual driver of motor vehicles. The same is, of
course, true for cyclists and pedestrians who are frequently the cause of an
accident.

Traffic accidents are a significant cause of accident-related morbidity
and mortality, especially when combined with other factors such as being
distraught or tired.

Accidents at home are much more numerous than those at the workplace.
Alcohol is apparently more frequently present in the blood of victims admitted
for injuries caused by accidents with kitchen equipment, fireplaces, electric
facilities or falling off ladders, roofs, trees, etc. Indirect effects such
as mishaps of children during short or longer periocds of imattention by an
intoxicated adult are peot uncommon.

In all these types of accident, the involvement of aleohol to a degree
where the user cannot cope with the effect is one of many factors. It seems,
however, that drinking is simpler to correct than mest of the other factors.

All these types of accident occur more frequently among people with
aleohol-related problems, often people who do not admit to the problem or who
do not realize it. But such accidents also have a rather high incidence
among individuals who rarely or sporadically use alcobol. Their lack of
experience in coping with alcohol make them even more vulnerable to it.

Indirectly assessed costs of alcohol-related problems

It is impossible to measure the cost of a long-term chronie
alcohol-related problem on the individual level. Quite a few studies have
been made of the gocial costs on a natignal level., Their assessments vary
greatly and confirm the assumption that estimating the economic losses of a
society is a very delicate and difficult task.

An economic estimate of the costs of alcohol-related problems in a
country is made by adding a number of different elements:

—~ costs of the treatment of somatic and mental alcohol-related problems at
hospitals (general, specialized, psychiatric), outpatient facilities and
treatment centres;

- costs of social welfare, aid to the person suffering from alcohol-related
problems and the family;

- costs related to the loss of productivity if the person would have had a
place of employment;

- costs related to the loss of productivity if the person had been just
have the average;

- costs of maintaining (partially) the wellbeing of the spouse and the
children:

- costs of the judicial system with regard to crime committed in an
intoxicated state, driving with a too high BAC (if apprehended);
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- costs of the penitentiary system (fraction of those serving sentences for
crimes committed in a state of intoxication);

- costs of educational efforts:

— costs of all other preventive efforts;
— costs of the compensation for failed parenthood:
— costs of aleohol-related divorces;

~ costs concerning damage done in intoxication (victims of viclence, wrecks
of cars, machinery, etec.);

- finally, a largé number of other types of indirectly assessed costs are
added.

Most of these costs can only be approximated and therefore cannot be given
with any high degree of accuracy.

In certain studies these almost fictive figures, presumably representing
costs of the total alcohol-related problem complex for a nation, are compared
with the fiscal income from alcohol-related taxation, franchises, fees for
licences, etc., excise and many other accounts of fiscal relevance. Here the
loss of income arising from home brewing, clandestine production, legal and
illegal import are also calculated and added as costs.

Early death is ineluded as a factor of importance in the less of
productivity, but not as the more measurable saving of public and other public
pension programmes for people not living longer than pension age.

Such studies have not yet attained such a form that they can be relied
upon. Precige information cannot not yet be obtained from them, They are,
however, used in other contexts, not least in mational political debates.
Economic arguments are very frequently used in the public debate on alcohol
peolicy issues.

To all this is sometimes added the real costs of the alcoholic beverages
consumed. Thig money could have been used for production and is, therefore,
to be considered to be a loss, it has been claimed!

Programmes specially designed to improve the prevention of alcohol-related

problems

The aim of the WHO-supported and WHO-initiated programmes has been to
constantly improve the prevention and treatment of alecohol-related problems
either through activities at national levels or, more often, through
international studies.

The WHO collaborative study of community respomnses to aleohol-related
problems (18)

This study was initiated at a meeting at Edinburgh in 1984. It builds to
some extent on an earlier study performed in Scotland, Mexico and Zambia (17),
which focused on drinking patterns at the community level and how they were
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dealt with in each of the three countries. It was realized that such studies
would not be representative of the country, but national studies are not
representative of any community either, and cbtaining a detailed description
of the community is more likely when that is the study's target. This
viewpoint is in close accordance with the thinking behind the Alma-Ata
Conference, and it places PHC in a central position. PHC comprises a large
portion of the entire community response to alecohol-related problems.

The study initiated in 1984 was in many ways broader. It consisted of
several studies in 15 countries: Bulgaria, Denmark, France, Greece, Hungary,
Iceland, Netherlands, Norway, Poland, Portugal, San Marino, Spain, Sweden,
Switzerland and the USSR, There were three studies in Portugal and two in
Spain.

The concept community was discussed at the Edinburgh meeting, and the
conclusions have been adopted in all projects under the programme. A
community may be an island, a village, a street, an apartment house or any
other limited habitation where the individuals feel some degree of belonging,
of having something in common. No limitation was made for ethnicity, language
or any other demographic or sociometric parameter. It was realized that such
a group of people would live in close relatiomship to culturally determined
norms and values that may be dominant in a community. Communities may,
however, be larger, for instance in rural districts or large townships, which
allows for a greater diversity of prevailing cultural factors but does not
alter the basic concept.

The aim of the study is to get a clear picture of the alcohol-related
problems in European countries, parallel to the detailed study of the
community response to such problems. This does not exclude the local effect
of the national programmes, but allows for the impact of local differences. A
few examples of local products are mentioned below.

Diversity of substudies within the community response study

Quite a few of the projects have dealt with actual alcohol consumption
and its consequences. In this way, the methodology of compiling the relevant
data and their treatment has been tested and studied in detail. This has made
it possible to get a varied picture of this important area all over Europe.

Seme of these projects also studied the distribution of consumption
between members of the family.

Other projects aimed at studying the cultural immunity aspects, using a
social psychological and socio-anthropological approach. Such studies were
initially planned in Denmark, Greece and the Netherlands, but the Netherlands
study had to be given up because of lack of funding. The general aim of these
projects was to study possible protective factors in the predominant norms and
values and patterns of use in any community. A study of the cultural impact
on drinking may give an important impetus to the theoretical and practical
basis of preventing alcohol-related problems.

The projects concerned with different attempts to restrict consumption by
means of diverse methods are alsc showing interesting results.
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After the Edinburgh meeting, three meetings were convened for the
principal investigators and leading workers in the projects, first in Madrid
in 1985, Lisbon in 1987 and San Maring in 198%. It is expected that the
programme will be completed in 1991 or 19%2.

An interesting and stimulating development of the programme occurred when
some other countries joined the programme. Many projects were delayed by
technical conditions or delayed finanecing. Others were interested in joining
even though some of the initial collaborating projects were well under way.
All in all the WHO collaborative study of community response to
alcohol-related problems promises some very interesting and useful results.

The importance of PHC was emphasized by all the participants.

Consumption and consequences studies. Such studies are being carried out
in Bulgaria, Denmmark, France, Hungary, Poland, Portugal, San Marino,
Spain, Sweden, Switzerland and the USSR. It is beyond the scope of this
report to give details about these very interesting projects (for details
see references 3,6,7,8,19 and 20)}.

Protective elements of community culture active against alcohol-related
problems. The Danish and Greek projects have studied these elements and
have published the results. The "protection" implicit in the governing
sets of norms and values with respect to alcohol comsumption has been
mentioned above. Studying such phenomena first requires that they can be
measured, at least partially. The Danish group, therefore, began their
study with long and thorough conceptual discussioms, leading to a social
psychological approach of drinking patterns. This naw concept has been
defined as the alcohol consumer consciousness.

In Greece the approach was anthropolegical., Drinking patterns were
studied in selected commnities.

Both studies contributed to the knowledge of what people do, what
they perceive when doing it and how they relate or respond to the
prevailing norms and values. Many of the norms are sustained by
legislation, but most are supported by cultural tradition, for instance
family tradition, despite the fast pace of cultural change today.
However, this fast pace makes it necessary to research the potential
breakdowns of cultural immmity as a function of the instability of the
cultural network with which each individual may feel strongly identified.

Studies on the effect of different attempts to restrict consumption. The
philosophy behind an alcohol poliecy that aims to controt avallability is
supported by HFA regional target 17: a decrease of the total annual
average personal consumption by 257% in the period from 1984 to 2000.
This reduction of consumption may seem drastic but it demonstrates one
widely discussed principle in the theory of preventing alcohol-relatad
problems. Bulgaria, Poland and the USSR have introduced strict alcohol
pelicies based on the control-of-availability principle. The official
estimated amount of alcohol consumption, especially spirits (vodka) has
consequently gone down considerably. It is therefore important when
undertaking "experiments™ of this type to follow thoroughly any changes
in the incidence and prevalence of alcohol-related problems as they are
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defined in these societies. All three countries have reported several
indications of an increase in clandestine production as a response to the
reduced availability of alcohol, especially spirits. According to the
press (L0 July 1990) USSR is considering a plan to promote beer
comsumption, preferring this low-alcohol beverage.

There is little doubt that the rapid changes in natiomal structures
and administration occurring in eastern European societies will have an
impact on the alcohol consumption culture of both sides of the formerly
50 massive borders between the two "halves” of Europe. The predominant
drinking patterns in Poland, the USSR and other eastern European
countries have traditionally been similar to those of northern Europe:
the aim of drinking is intoxication, gquick and strong. Opening the
borders ig perhaps one of the most positive developments that Europe and
the world have gbserved since the Second World War. It will lead to the
establishment of a world that may make it possible to truly accomplish
HFA2000. It also means that typical drinking cultures will be influenced
by forces that are considered to be very positive, a successful
development. Hopefully this will not significantly set back the imminent
reduction of alcohol-related problems in Europe. The close contact
batween European researchers and the community response study is one
forum of collaboration.

PHC becomes even more important in this context because it is
involved in the community, the level at which alcohol-related problems
are felf most.

Other studies. Portugal's family studies, i.e. the three projects within
the WHO collaborative study (20), are of great interest. They are
mentioned here because they supply a number of WHO coordinated studies
relevant to the contemporary complex alecohol situation. Some
publications have come about as results of different programmes and
projects during the 1980s. The most relevant ones from a PHC point of
view are;

- Treatment and rehabilitation programmes in alcohol abuse (21);

- Alcohol-related problems in youth (22);

~ The respective roles of primary health care and specialized services
in the development and implementation of programmes for problem
drinkers (23);

- Alcohol and the mass media {24);

— Alcohol-related problems in high-risk groups (25);

Alcohol policies (26).

Training courses for community health workers have been establighed
by WHO in several parts of the world. For these courses simple
initiating pamphlets have been prepared (27-32).
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A working group has been working with WHO on the implementation and
evaluation of programmes for problem drinkers. The report has not yet
been issued. The group discussed moderate drinking and held that since
moderate drinkers are much more numerous than heavy drinkers with severs
problems, the majority of alcohol-related problems are among moderate
drinkers. This viewpoint has great relevance to PHC since the treatment
and care of moderate drinkers with alcohol-related problems will be the
respongibility of community programmes, PHC. At the meeting in Malmoe in
September 1987 the group made the following recommendationg and
conclusions.

1. The rigk fact approach where alcohol is viewed as a risk factor for
social, psychological and physical ill health should be adopted in the
training and work of primary health services.

2. The services provided in a community should reflect the needs of
that community. In partiecular, services should be provided for moderate
and heavy drinkers as well as for those with severe problems. Primary
health care and cccupational health are services that have an important
potential role in both health promeotion and the prevention and management
of aleohol problems. Such services in particular provide continuity for
their clients.

3. Coordinated and joint planning between primary health care and
specialist services need strengthening. In particular, each service
needs to support and learm from the other.

4. Intervention and programme evaluation need strengthening. One means
of doing this may bhe to develop agreed protocols for evaluation.

5. More action is required in training and education throughout the
whole undergraduate and postgraduate curriculum.

6. Programmes for primary health care promotion need to be developed
and tested.

7.  The WHO Regional Office for Europe should encourage regular and
updated reviews of the secientific literature in this field.

WHO collaborative project on the identification and treatment of persons
with harmful alcohol consumption (33)

In this study, which involved Australia, Bulgaria, Kenya, Mexico, Norway
and the USA, a group worked on the problems involved in identifying harmful or
hazardous drinking before any harm could be diagnosed. They involved PHQ in
the six partxc1pat1ng countries and approached communities and individuals.
The data collected in this study can used when drafting questionnaires that
will be used in dialogues (face-to-face interviews). If atypical drinking was
discovered this was used in an effort to stop the development of any social,
psychological or physical alcohol-related problem.

After the screening instrument was established it was tested by the
participating countries and some others and then put te use.

The other part of the project produced some guidelines for using PHC to
identify “aleohol-use disorders", but focuses more on physical damage than
other afflictions and problems.
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ALCOHQL-RELATED PROBLEMS AS ISSUES IN NATIONAL DECISION-MAKING

Alcohol-related problems are considered to be serious in all Member
States in the WHQ European Region. As it has been pointed out above this has
made it possible to formulate targets and goals for internmational
collaboration to combat alcohol-related problems, not least somatic morbidity
and mortality as well as alcohol-related accidents in traffic, at home and at
the workplace.

In all Member States the political authorities at both state and local
levels have endeavoured to reformulate their national alcohol pelicy. This is
being done in very different ways. The choice of methods varies greatly. The
goal may differ and this has made Europe, through its widely increased
activity, into an important laboratory for experiments with a number of
different principles of prevention. Some rely on restrictive legislation that
aims to put a large part of the responsibility for a healthy lifestyle in the
everyday life of the individual into the hands of the state and its
administration, of course hoping, even expecting that the individual citizen
will collaborate and try to take over some of the responsibility him or
herself.

Others use legislation as a more or less solid framework for other types
of measures, for instance massive information and school education campaigns
aiming at promoting healthy lifestyles. Mass media are expected to follow up
and sloganize this promotion, and in several countries this expectation is
sometimes fulfilled.

It is of great importance that the European Member States, with all their
cultural and material or economie diversity, are willing to collaborate on
such issues as pollution, environment, cancer and health promotion. These
issues are being discussed at political summit meetings, for example, not only
because there are sound ecomomic reasons for solving these problems and coping
with the challenges, but because these issues are seen as areas where human
rights, basic human perspectives, unfold their practical courses of action.
it is difficult to deny that health promotion is useful or that it is inm
accordance with concepts such as education, lifestyle, comprehensive
health/social/welfare systems, creating options for meaningful lives for those
growing parts of the population that left the labour market, after a long
period of employment, This view is accepted by everyone but the possibilities
available in the different Member States are not similar. This is important
to remember when PHC-training goals are being formulated. There are common
principles but the means and tools available in the Member States differ.

As will be discussed in more detail in the following sections PHC must
enjoy strong moral and material support from the state and local authorities.
Private, voluntary, idealistic and commercial groups are very active partners
in the community. They are, in fact, in several communities taking an active
part in PHC, education, welfare and treatment and prevention. The national
support implieg finaneial support, a close connection to research, a guarantee
that information can be updated and a link to national and international
contacts. Lacal coordination of all programmes combating alcohol-related
problems is best engineered by PHC. If the local citizens are to éncounter
the delivery and management of PHC with trust and credibility such care must
be clear, open and effective, and professional skills must be seen to improve
continuously. To obtain this the public must feel that they are invelived,
that this PHC detail is their own. This may be a way to ensure the necessary
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credibility that makes using PHC natural. Individuals cannot approach a
system, an imnstitution. They search for human help, immediate and stable,
something that may equip them with tools to cope with their daily toils., A
positive perception of one's own health or that of those that are dear,
heightens the individual's productivity, creativity and courage.

If PHC is perceived in this way it might seem a large, dominant and
ubiquitous system involving itself in everything, all aspects of life. In
Europe the highest prevalence of alcohol consumption is found among 90Z of
those aged 15 years or under. Alcohol consumption is not the exception, it is
the rule. Consumption of alcohol may increase the risk of ill health as does
unhealthy consumption of food and dangerous behaviour in traffic. In European
culture these and many other types of behaviour involving risk of accidents or
ill health are accepted and cannot be avoided. Governments have recognized
the unhealthy nature of all these types of consumption and activity. One
general principle has been formulated: it must be possible to combat these
non-healthy aberrations of conduct. However, the choice of fundamental
principles and relevant techniques to apply differs. PHC services will,
therefore, vary considerably from one locally to another.

WHO Member States have agreed on the HFA2000 strategy

Through their resolutions in the World Health Assembly and the WHO
Regional Committee for Europe, all Member States have accepted the
strategy and targets for health for all and pledged to take action. The
Member States of the European Region have agreed to monitor their
progress in meeting the targets and to report on their developments in
the Regional Committee and the World Health Assembly every second year
from 1983. They will also submit reports on & thorough evaluation of
their progress every sixth year from 1985. A draft list of regiomal
health indicators, drawn up by WHO and included in the first item on the
reading list, c¢an be used for these reports.

«+. The targets are not legal bonds on any Member State; they are
intended to stimulate the public authorities, professional groups and
general publie in ¢ach nation to develop policies and programmes for
health for all that are suited to their circumstances and needs. Cnly
strong, active political and public support can secure health for all by
the year 2000. (34)

This means that all Member States should plan and establish any necessary
addition to and development of their health systems in all their aspects to be
able to cope with national endeavours ro accomplish beat what they in
principle have pledged. This may require legislation, local development, and
it will require political determination to ensure sufficient economic and
administrative support. It will frequently be necessary to represent diverse
local needs in the early stages of general planning, as well as, or even more
s0, in the later stages, especially in the final execution of the total
programmne .,

This could be facilitated for the alcohol-related targets, particularly
targets 13-17, by involving local PHC services in the planning and execution
of the preject. This would require good communication between a PHC equipped
to deal with all aspects of aleohol-related problems and the central
authorities representing the politieal will, as pointed out above. In this
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dialogue the central element is monitoring. Using WHO material to standardize
the monitering reports from different Member States would allow for comparison
and thus learning from each other's experiences.

Local needs must be met through health promotion planning. This regquires
the profound and committed understanding of national and local political and
administrative leaders. Health promotion, which also deals with
aleohol-related problems, requires an active and well equipped PHC.

International collaboration with the European Community aimed at decreasging
the incidence and prevalence of alcohol-related problems

The EC has recognized WHO Regiomal Office activities related to alcohol
policy. The Council and the representatives of the governments of member
countries met with the Council on 25 May 1986 and adopted a resolution on
alcohol abuse (35) in which the Commission was also invited "to weigh
carefully the interests involved in the production, distribution and promotion
of alcoholic beverages and public health interests and to conduct a balanced
policy to this end”. The Council noted that "Community measures to be taken
in future in this field should be closely coordinated with measures already
taken on these problems within the framework of the World Health Organization”.

Thiz resolution can be seen as a continuation of earlier resolutions and
the actions resulting from them. One of these resolutions was adopted 19 May
1981 (36) and aimed at consumer protection and information policy. A study by
Davies & Walsh (37), published on behalf of the Commission, is also useful
background material.

The importance of weighing the economic and commercial interests against
those of public health has been a guiding principle in the diversity of
activities proposed by experts appointed to assist the Commission in the
initial planning.

The establishment of the Intermal Market by January 1993 will necessitate
a number of decisions that may require reforms in alecohol policy in perhaps
all EC member countries. One source of problems is the harmonization of
taxation on alcohol and other commodities. Countries that apply a heavy
taxation on alecoholic beverages as a means of controlling availability as a
principal element in their prevention programmes against alcohol-related
problems are in opposition to lowering the taxation in order to reach the much
more common lower level prevailing in the wine-producing countries. However,
this is not fully operational, and it has not been decided how soon full
harmonization will be achieved or which level should be implemented.

Assuming, as do the Member States of northern Europe, that taxation
should be the major pillar, together with information and education, of a
prevention programme on alcohol-related problems, harmonization would mean
that other prineiples must replace the high-taxation approach. If
harmonization also seeks to approach the culturally regulated consumpticn
patterns then this will require a strong political will in all Member States
to support the necessary promotion of healthy behaviour when using alcohol as
a drink or a nutrient. Such changes make it necessary to keep a vigilant eye
on the development of alecohol consumption. The role of PHC in this aspect of
monitoring is evident.
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The Commission is supporting a project run by the International Tourist
Association, Geneva (AIT). One of the tasks of the project is to produce
pamphlets containing important information about rules and legislation in the
country to be visited ag well as other information on alcohel in all European
languages. This material is to be distributed to tourists and other
travellers at the borders, police stations, hotels, and so forth, and by
travel agencies, pharmacists, general practitioners, dentists and others. The
information must contain facts about the legal limits of BAC, opening hours in
bars, restaurants, etc. and provide general advice. This may be considered an
attempt to harmenize the information needed by all travellers, especially
those who use their own motor vehicle or rent a car after arriving in the
country. Such information is important each time a border is crossed. It is
hoped that this project will be evaluated with regard to its success in
reaching the publie az intended.

Another important issue is advertising. The EC has conducted
negotiations in this field over a long period of time. The most important
issue is perhaps the satellite-transmitted advertisements that cross nmational
boundaries. If a government has prohibited the advertising of alecohel (and
other commodities) and the neighbour country has not, cross—national
transmission may make restrietions in this arez redundant and could lead to
international disputes. Even if all members of the EC agree on common,
harmonized regulations or restrictions, television satellites registered in
non-EC countries may be used for advertising despite these rules. The general
but informal agreement at the moment is that every EC member country may
allow, prohibit or regulate the alcohol advertising in their own country.
However, they cannot hinder the transmission of programmes produced in other

countries that include such advertising. That would he contradictory to the
major principle of free movement of persons, capital, goods and services
between the member countries: the very definition of the Internal Market.
The maintenance of a restrictive attitude to advertisement requires
involvement of the whole of Europe and a centinued development of the
voluntary agreements about accepted conduct and norms between advertising
companies and all other parties (see also Schioeler (38)).

The rapid development of the eastern European countries and their direct
communication with western Furope

As mentioned above, there are different overall drinking patterns in
different parts of Europe. The consumption of spirits - often with the
purpose of becoming intoxicated - is much more commen in the Nordic and
eastern European countries than in central or southern Europe. The opening of
borders may, of course, lead to a spread of the different drinking patterns.
There iz, however, little evidence available indicating that Nordic drinking
patterns are spreading to central Europe or to other wine-producing
countries. Wine drinking has increased more than any other type of alcohol
consumption since 1973 when the EC was expanded to include Denmark, Ireland
and the United Kingdom. This development began in the 1960s, the decade where
travelling expanded not only from North to South dimension but also within the
western European countries. Monitoring of these developments should be set up.

Recent developments in the state approach to alcohol-related problems

Trends towards strengthening natiomal alcohol policies have been observed
in all European countries. Such steps as lowering BAC limits for driving
motorized vehicles have been taken in several countries, for example in
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Sweden, where, as of June 1990, 0.23. alcohol in bloed is now the maximum
permissible concentration. Since 1985 other steps have been taken, often in
combination, in Bulgaria, Poland and the USSR. According to the official
research results the USSR has been able to lower consumption dramatically;
however, at the same time sugar became difficult to find in the retail shops
indicating home brewing and other types of clandestine alcohol

production (20). The response to this may be to make it easier and not more
expensive to obtain beer, e.g. the Pilsner types with alcohol at about 4%
volume. This was proposed in the USSR. The European Regiom as a whole iz more
prepared to use restrictive instruments to control cemsumption. At the same
time, the alcohol debate is becoming, perhaps, a bit more heated.

National economic considerations

Assessment of the total costs of alcohol-related problems at the national
level has already been mentioned. The diverse attitudes to maintaining
artificially high prices on alcoholic beverages by taxation have also been
touched on. Additional remarks will be made in the following sections.

Taxation and customg used as instruments to reduce availability of
aleohol for consumption

An increase in taxation and exise has in the majority of cases been made
to meet needs dictated by the fiscal development, the national economic
situation. There are, however, some cases where these arguments have
supported other congiderations such as health and environment, even sobriety.

The health aspects is, however, often listed as one of the arguments for
a high taxation on alcoholic beverages. This argument is based on the
assumption that consumption of alcohol will increase if the price of it (price
related to average income), is kept constant or reduced. The big increase in
consumption from 1950-1975 occurred at a time of significant increases in
average income. In this period the increase in consumption was not limited to
alcohol. All western societies experienced an increase of perhaps all goods
or commodities. In that explosive period television became as much a matter
of course as oil-burners for central heating, washing machines, swimming
pools - not only for the wealthy but for one-family house, middle-class
families as well. In many areas, the number of private motor cars was as high
as 0.5-1.0 per family; travelling changed from being a phenomenon assoclated
with business, necessity or even adventure into an everyday concept, and
charter industries grew so rapidly that they helped change air services into a
very common transport facility. This was also a time of marked inflaticn.
Alcohel prices did not increase as much as the average electronic devices fell
when the market grew explosively. Slight decreases in the price of aleoholice
beverages occurred, but not sufficiently to explain the big increase in
consumption.

In some countries different combinations of factors helped to provoke
political decisioms to ing¢rease the prices in retail shops, restaurants, etc.
of one or more types of alcobeolic beverages. A much quoted example is the
drastic step taken in Denmark in 1917. This was only in a rather limited way,
if any, done for reasons of sobriety. Danish consumption had been brought
down quite effectively by the temperance movements in collaboration with the
quickly growing workers unions during the period after 1870. There were still
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some unhealthy consumption patterns to correct, e.g. the inclusiom of
low-quality snaps (spirits, aguavit) in the lowest salaries, those of the
farmhands, unskilled workers and even children.

The First World War started in 1914 and a neutral Denmark felt the
continental blockade quite strongly. It became possible to obtain high prices
for food exported to neighbouring Germany. All this resulted in insufficient
nutrition. Nyctalopia became common {a symptom of vitamin A4 deficiency, not
yet discovered but the condition was already known to be linked with
malnutrition). This and other indicators led to strong pressure on
Parliament. 1In the spring 1917 an embargo was established on all kinds of
spirits but net on other beverages.

When trade was opened again some four weeks later, spirits were again
available but the price had been increased from 0.90 DKr to about 11 DKr.
This virtually stopped the use of smaps. Only the wealthy could afford it.

The other type of low-priced spirits traditionally consumed by the whole
population was rum that came from the Danish West Indian islands, which were
$0ld to the United States in the spring of 1917, thus changing rum inte a
foreign commodity with a highly increased retail price.

This operation meant that much less potato and grain were used for the
production of aleohol, less energy was used for destilling of products of
fermentation into spirits. Clandestine destillation was prohibited,
apparently with some success.

Denmark changed over the next three to five years from a spirit-drinking
nation with the same type of consumption pattern as often observed in Norway
and Sweden and the eastern European societies of those days to a predominantly
beer—drinking nation with consumption patterns common in central Europe.

This example is rather unique; it is not easy to find other examples of
2 decrease in the consumption of one type of beverage caused by such a drastic
inerease in price. The dramatic Danish step led to a decrease in consumption
from 6-7 litres per capita per year to about 2.5-3.0 The change to beer meant
that quite a bit more beer could be obtained for the amount of money formerly
used on spirits and the total average amount consumed would not comprise the
same amount of alcohol.

As a result health improved considerably, especially in regard tc liver
cirrhosig, which fell to below half. Malnutritiom may have continued but
potatoes and grain became somewhat more available and the high incidence of
nyctalopia decreased significantly.

This example from Denmark has been used heres as a paradigm to show that
very drastic steps have worked, but other examples where much milder
price-control measures were used show inconsistent results.

All European countries used alcohol as a specific object for taxation.

The Internal Market

The major idea of the Internal Market, plammed for the 12 member
countries of the European Community, is that of free movement across borders
and within all nations of persons, capital, goods and services. No hindrance
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of such free movement should exist, which in theory might be expanded to
include other European countries sometime in the future.

The obstacles that exist today, and to be overcome before the Internal
Market becomes operational, are many. Only a few will be ligted here:

border control of commercial as well as private transport of goods,
safeguarding specific national legislatiom;

bigger differences in taxation on a number of goods such as alcoheol,
motor ¢ars, travelling;

different examples of protection of national markets and of national
support to the production of a diversity of products;

limitations in the free movement of workers between different employment
markets;

differences in the options for promoting commodities in and between the
member countries.

Other differences also create difficulties, and a number of traditional
attitudes and institutions must be re—examined when so many countries embark
on the construction of an Internal Market.

The harmonization of taxation on alcohol has been mentioned. Table 8
shows what has to be done if harmonization is to congist of getting all
countries together at one common level, as proposed by the Commizsion.

Table 8. Specific alcohol taxationm in the EC as at 1 June 1988
(per litre in ECU, exclusive VAT )

Country Spirits (40%) Table wine

Belgium 5.20
Denmark 13,28
France 4 60
Faederal Republic

of Germany 4.91
Greecsa 0.39
Ireland 10.89
Italy 1.15
Luxembourg 3.37
Netherlands 5.45
Portugal 0.99
Spain 1.24
United Kingdom 9.93
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This should be compared with proposals made later in 1987 and 1989 by the
Commission, as shown in Table 9.

Table 9. Specific alcohol taxation in the EC
(per litre in ECU, exclusive VAT)

Year Spirits (40%) Table wine

1987 0.17
1989 (minimal) _ 0.09
1989 (target) ; 0.19

If the target level is the one that all EC countries should adopt and
decide to reach all at the same time then the three northern Eurcpean
countries will experience a dramatic decrease in income from all three classes
of beverage. Belgium and the Netherlands will not feel the change for spirits
significantly, while they may feel the decrease in the much used table wine.
The seven other countries will experience an increase in taxation of spirits
and wine, especially in the Mediterranean countries.

Another issue has been brought forward for many goods: the limitation of
production to escape such phenomena as the grain and butter "mguntaing', the
wine 'lake", etc. This control fynction will be applied differently in each
EC country. It is doubtful that this is an area where it is possible to weigh
carefully the balance between economic (agricultural) considerations and those
of public health. An important aspect in this context is the possible
improvement of quality of wine, and the enforcement of it.

Since all these relationships of the role of taxation and price increases
as instruments in controlling the availability of alcoholic beverages are not
congistent and since future developments may be expected in several ways to
undergo dramatic changes, the national programmes for prevention of
alcohol-related problems have to include other types of activity, preferably
of a widely different pature not to be significantly disturbed by these
changes. The establishment of information and education iz one aspect. Some
analysis is referred to in the section on prevention.

Cross—-natienal commerce

If a national border separates populations in two nations that have
decided on different levels of taxation for a certain commodity, the
inhabitants in the country with high taxation will want to buy this commodity
on the other side of the border. This will tend to harm the sale of this
commodity in the country with the high tax, causing the government to try to
protect national commerce through taking protective measures. These measures
usually constitute a system of restrictive regulations on import. Such
protective restrictions must be eliminated before the establishment of the
Internal Market. This is, therefore, a current topic of discussion and may
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lead to the discontinuation of using high taxation as an instrument of
preventing alcohol-related problems by controlling availability through high
prices.

When restrictions on import by private persons disappear because of the
complete opening of borders, problems may increase for those who run
businesses on the high-tax side of a border. It is of great importance,
therefore, that the opening of borders occurs simultaneously with the
harmonization of taxation. Since petrol, cigarettes, alcohel, electronic
equipment, cosmetics and motor cars are all highly taxed there is reason to
believe that a agreement on these items will be reached last. In a situaticn
where the taxation of goods other than these few are harmonized, the
cross-national commerce of these goods will be enormous and will not be
controlled. These problems are no longer scientific or technical but
political as they demand complicated compromises.

Advertising is internaticnal

People have various attitudes, some rather categoriecal, on the
advertising of aleoholic beverages or other types of alcohol sale promotion
and distribution. As mentioned previously, it will become increasingly
difficult to hinder across—the-border transmissions promoting the sale of
alcohol through the electronic media. The same will be true for printed media
and popular or technical journals.

The free mobility of all products across all EC borders is regarded as
one of the basic axioms in the development of the Rome Treaty. Introducing
any flexibility will be difficult. The only areas where they might be some
exceptions is health and environment and perhaps industrial standards {(working
conditions).

In this connection, preventive efforts against alcohol-related prablems
and creating awareness in thig area will demand flexibility and a willingness
to give up principles, for example the "protection of youth"™ by prohibiting or
restricting advertisement, and conduct research to develop new lines of
action, especially involving PHC.

Balancing fiscal income with the costs of public programmes aimed at
reducing alcohol-related problems

One aspect of the problem has not yet been mentioned: earmarking some
fisecal income for the official and local treatment of problems such as
pollution, tobacco-related problems, alecohol-related problems and work-related
disabilities. This way of securing continuous funding for the treatment and
prevention of specific problems in society has often been proposed and
discussed but few examples are known in peace time. The reason for this is
that every type of fiscal income is pooled so that parliaments without any
technical restrictions outside the law are left free to make fundamental and
specifie decisions about how to finance the vast number of official tasks in a
complicated modern society. It is traditionally not attractive for any
democratic government to restrict its potential for maintaining control over
the national economy. This viewpoint is guarded jealously by all European
states so planning to reform this principle does not seem to be advisable.

The costs of treatment, welfare and advice plus the costs of prevention
programmes are accounted for as costs while taxation and other income are
accounted for as income. These two accounts are usually separated completely
in two or more different administrations.
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PREVENTING ALCOHOL~-RELATED PROBLEMS

Prevention is a common term for interventioms that may enhance the
possibility of preventing ill health from occurring, or delay its initiation
or deterioration after initiation, thus lowgring the maximum level of
prevalence in a society. This is also applicable for crime or any other
phenomenon that society decldes is unacceptable, dangerous, immoral and so on.

This concept is first of all useful in situations where some phenomena
are expected with a high degree of certainty to be introduced in & society or
community or in situations where the phenomena are present in a certain group
but have not yet spread to other groups.

Phenomena such as the use of the pill, the acquisition of colour
television sets or a "walkman", smoking cannabis and many other types of
behaviour begin in very small groups, the so-called innovators. It takes a
wvhile for these phenomena to spread, the rate depending on the commodity or
behaviour in question, the group of innovators, and the exposure they have
received in the popular press or electronic media. They may be spread through
promotien by professional advertising companies or, as in the case of new
illicit drugs, through the grapevine or underground, for example in texts sung
by rock groups or in other popular rhythmic music.

This prevention principle can also be useful in connection with young
people, who at an early age encounter these phenomena in the community they
observe, for example, alcohol consumption among adolescents and adults.
However, when these young people begin to use alcohol varies from individual
to individual. The increase in the number of new users in countries with
little or no restrictions against drinking while "under age" is similar (age
limits exist in a few European countries, partial restriction is somewhat more
common .

The rotal spread will usually follow a regular mathematical function,
graphically shown as an S-shaped graph if the incidence is plotted against
time. The top of the graph will approximate the maximum number of potential
people concerned. The graph will have maximum slope at about the middle of
the period of fast increase. This is illustrated in Fig 1; graph I shows a
typical spread graph: the sociclogical prineciple of spreading. After
initiation the slow period of innovation prevails some time before the spread
accelerates until the turning point, where the rate of the spread, i.e. the
slope of the graph, reaches maximum,

After this the speed will take off, the graph flattens out approximating
the maximum potential intensity (prevalence). Then prevalence remains
constant, but usually it decreases - both because the population experiences a
maturation effect and because any impact of the 4 I3 mode effect dwindles.

The spread itself becomes dependent on so many other factors that it cannot be
analysed as it has been done in this theoretical paragraph. The mathematical
regularity disappears.
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Fig. 1 The total spread of alcohol consumption

time

Graph II of Fig. 1 shows the growth of the prevalence if some effective
intervention has resulted in prolonging the period of innovation, thus
delaying the acceleration of the spread. Such delay may be useful for a
community or a state that wishes to establish and promote prevention of the
spread. It simply gives more time for planning and instigation. The delay
has £+ .pot a prevention value. It is, of course, not possible to evaluate
this prevention effect because there is no control group. The effect may be
assessed by qualitative methods.

Graph I1I shows the growth of the prevalence if some intervention
succeeds to delay both the time of acceleration and to diminish the rate of
spread of the phenomenon. Graphs II and III are plotted under the assumption
that the maximum theoretical prevalence has not be changed. Graph III
represents the same period of inmovation but a slower spread of the phenomenon
than in graphs I and II.

Finally, graph IV shows the growth of the prevalence if some interventioa
succeeds in both prolonging the period of innovation, decreasing the rate of
spread, and now also is found to have an impact on the population, so that a
fraction, AN, of the maximum potential participants refuses to participate.
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Thus Fig. L illustrates three major principles of preventive prevention:

the delay of the onset of "epidemic" of the phenomenon and of
establishing a group of innovators, in itself, by its very existence,
promoting the spread of the new phenomenon in a populationg

deceleration of the rate of growth of the prevalence of the phenomenon:
and

influencing the population so that the most possible number of potential
participants (with new patterns of alecohol use: almost the total
population) will decide to refrain from participation.

Most of these principles will be found in preventive activities
clagsified as primary prevention. These consist of every step taken to hinder
any alcohol-related problem or any other untoward phenomenon from developing.
These types of activity are effective in promoting general health, especially
in the prodromal phase, also among most of the high-risk groups.

Another prevention principle iz intervention, even treatment, to stop the
further development of ill health after the first symptoms are observed.
This is termed secondary prevention, which aims at quickly arresting
alcohol-related problems, for example, before they cause serious damage to an
individual.

Finally, a preventive principle termed tertiary prevention deals with
diminishing the risk of relapse after good treatment results or with helping
the individual te cope various aspects of disabilities stemming from otherwise
regulated alcohol-related problems. Principal types of prevention programmes
are presented below.

Contrgl of availability of alcohol

This approach to prevention assumes that the prevalence of
alcohol-related problems can be decreased by lowering the total consumption of
alcoholic beverages but that only trying to persuade the population to consume
less will not be sufficient; legislation and other types of intervention must
be used.

Availability of alcohol in a nation is defined as the total amount
produced and imported minus the amount exported and unused. Consumption is
defined as the total amount of alcohol that has been sold and, therefore,
fully taxed in the country.

Both these basic concepts are independent of any information obtained
from the consumers. Availability as defined there is diffiecult to estimate
for the individual. Consumers have frequently been asked about how much they
have consumed during a certain period. All over the world studies have shown
that consumers underestimate their own consumption, it adds up to only about
half of the amount that is known to have been sold in the same period. This
disappeinting result is so consistent that it should not be considered to be
caused by ill will when answering the interviewer or the questionmnaire. There
may be a number of other reasons for it. Training in remembering the
consumption of common commodities is perhaps not a part of European
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lifestyles. Very few will remember how many centimetres of toothpaste they
uzed during a given period of time. Equally few will remember every glass of
water during the same period. The consistency in the degree of inaccuracy may
in itself mean that such studies provide a great deal of information on
drinking patterns and other cultural or anthropological conditions, factors
active in forming drinking patterns.

Controlling availability i1s a concept that refers more to the
individual's ability to obtain alecoholic beverages than to the statistical
concept defined as above for technical use.

In theory availability control may be attempted in several ways. One
might believe that prohibition is the most effective method, i.e. legally
prohibiting all production, import and sale of alcohol, punishable by law, as
well as possession and consumption, also punishable offences. This is the
Izlamic attitude to alcohol consumption. It is supported by legislation and
categorically enforced. In the Islamic world religion has a strong impact on
lifestyle. The prohibition there is traditional and is considered an act of
faith.

Other religious beliefs also require abstinence from their followers.
Drinking alcohol may be considered a sin, but this has an impact only on that
part of the population which follows this religion. In most societies today a
total prohibition of alcohol has little prospect of szucceeding. Prohibition
has been tried in the past for various reasons. The embargo of spirits in
1917 Denmark has been mentioned. The most significant example is from the USA
when a prohibition of alcohol was introduced in 1920 through a constitutional
amendment (the Eighteenth, adopted in 1919); it was repealed in 1933
(Twenty-first amendment).

It is evident that some types of alcohol-related problems were less
prevalent during the period of prohibition, for example liver cirrhosis. But
a majority of the American population were against Prohibition. Many people
all over the USA felt that if they could not procure aleohel legally they
would procure it illegally, either for use at home or in sallons, bars, clubs
and restaurants. If a restaurant did not have alcohol they brought it with
them, running a not so high risk with the otherwise busy police. Clandestine
drinking places, unlicensed, were called "speak-easies"”. Great amounts of
rather low quality whisky and other spirits were produced, often very
unprofessionally, under the name "moonshine™. This word was also used for the
enormous amounts of alcohol that were smuggled into the USA in this period.

In thiz atmosphere, in which the law was despised by a basically quite
liberalistic population, it was to be expected that illegal businesses were
formed by professional, criminal groups that took care of smuggling and
distributing the large amounts of alcohol the American people required,
especially after it was made known that drinking alcohol was still not the
exception but was in fact widespread. The syndicates of large criminal
organizations were growing larger and stronger, strong enough to handle
narcotics and prostitution and several other criminal activities at the same
time. They have not yet been destroyed, although some have been replaced by
similar groups from the same school.

This powerful response to Prohibition can also be attributed to other
factors prevailing at that time, but the Twenty-first Amendment was only able
to decriminalize alcohol production, distribution and consumption. The
contributory factors sustaining the very victory of those forces that promoted




EUR/ICP/ADA 028
37708
page 41

the introduction of total abstinence in the USA were a complex of post-war
conditions, temperance ideologies, diverse experiences with the untoward
behaviour following some consumer group's indulgence and many other both leoeal
and federal forces. But it did not further the faith of the world's
populations in a good community lifestyle based on prohibition or other severe
restrictions.

Another, less severe, method of diminishing overall alecohol consumption
is the prineiple of controlling availability. This consists of a range of
interventions and restrictions aimed at making the consumers of alcoholic
beverages consume less. It is usually assessed by following the total
national consumption. There are several types of intervention. Only a few
will be mentioned here:

price increase

age limits

restricting the number of licenses granted

restricting import

influencing the distribution of drinking places

rationing and natiomalizing distributiom

restriction in marketing and promotion of alcecholie beverages
warning labels on bottles

controlling opening hours, having "dry days".

Introducing price increases has been mentioned already, but little has
been written about its many aspects. The price increase policy has been
described in several countries as one of the pillars of the state alcohol
policy. It is often used in the northern Europe. The USSR has used price
control as one element of a large preventive campaign initiated in 1985. This
issue i1s controversial in many countries. Aleohol policy aspects have been
discussed by Mikel# & Room (40) and Damkot & Meyer (35).

Age limits are found in many countries. It is believed that young
organisms are biologically more vulnerable to the chemical (poisonous) effect
of ethanol than the adult body. This is an area where scientific evidence is
lacking. The organs that are especially susceptible are the liver and the
nervous system, especlally the c¢entral nervous system., This argument needs to
be supported by research and publication of the little evidence already
existing.

However, there are other arguments for instituting age limits for
drinking alcohel. There is a c¢lear correlation between the probability of
developing liver cirrhosis or brain damage and the length of heavy
consumption. Reports show a decrease in the average age of first—time clients
at azlcohol outpatient facilities, and the average age of more serious cases
admitted to hospitals has also decreased.

Assuming that alcohol overuse is the exclusive factor behind the
breakdown of resistance of the organs, it would be logical to ensure that
people start consuming alecohol as late as possible, This argument is
exclusively aimed at decreasing the prevalence of organic ill health within
the complex of aleohol-related problems.

Another viewpoint is that the effect of alcohol in the drinking episcde
itself, the short-term effect, influences behaviour and inhibits certain
imprinted patterns of reaction to impulses from other people. This is, of
course, correct, but it could just as well be argued that youth should consume
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alcohol in situations where they are under the guidance of their parents or
other persons experienced in maintaining social behaviour that does not create
negative reactions. This would then mean that parents should train their
children early, in undramatic ways, to use alcohol in situations that accord
with family norms, and the alcohol culture of the community. Some countries
such as Canada, Sweden and the USA have been very consistent in their
promotion of age limits, in some cases as high as 21 years. Other countries
have not promulgated age limits, especially in regions where wine is part of
general nutrition, but advocate guiding the young person through a responsible
development of persomnal control of consumption. It is then expected that,
when they encounter alcohbol outside the home and out of the reach of parental
guidance, they will use what they have learned and withstand pressure and
resist temptation to do otherwise. Thiz is an unfinished, perhaps eternal,
discussion. It is not clear how legislation should intervene in family life
with regard to alcohol consumption as an isolated behaviour.

In many countries there are age limits for drinking on the premises of
licensed drinking places. It is the responsibility of the patron and staff to
enforce this legislation. Often this is not easy because it is not supported
by any means of contrel. Identity cards are not common for persons that do
not have specific use for them. In a few countries the age limit for
consumption also applies to buying alcohel at stores. Parents cannot agk
their children to buy alcoholic beverages or anything including alcohol. Age
limits ~ause some irritationm but they are rather easily accepted by the
population as a sensible restriection of little importance. Parents usually
know quite well how to bring up their children.

Age limits are not effective as parts of programmes designed to
significantly decrease the total national consumption.

Restriction of the number of licences granted means that a municipality,
through its town council, decides how many licences to grant and how close
drinking places may be. In most cases, the total effect of these rules has
been that a certain amount of professionalism may be required from the patron
and staff in any bar, ete., applying for a licence to serve alcohol om their
premises. This indirect effect iz very positive because it results in a
tendency to maintain a suitable behaviour among the clients when alcohol is
consumed.

This type of restriction may be applied even for promoting so-called
"dry'" municipalities. They are very rare, but usually they create surprises
for travellers and for many people in other situations such as festivities,
business and a number of situations normally sustained by average cultural
immunity. It is not known whether this type of regulation and control
actually contributes towards decreasing total alcohol consumption.

Restricting import is mainly dome in order to protect inland commerce
and, through that, to protect fiscal income by customs and taxation. In this
way it is a potential addition to the national price policy. EC countries
will find that this policy will encounter strong resistance from the
Commisgion for reasons listed above (the Internal Market).

The distribution of drinking places may be determined within the
structure of town planning, similar to the restriction of the number of
drinking places. The theory behind this regulation is that certain parts of a
township or city may be particularly undesirable, for example a place with a
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high concentration of criminal and violent individualsg. Another thought has
been that people will drink less if they have to go longer to obtain a drink.
This thought is not supported by any evidence: after a long walk the thirst
will be little stronger. Some people even promote an idea aiming at getting
bars, etc. away from major streets and squares. The argument has been that
"alcohelie behaviour™ should be pushed away, into the more humble and
uninviting streets. This would be very difficult to merge with the traditions
and norms of most European countries.

Rationing and nationalizing distribution of alcoholic beverages has been
used a great deal, especially in Nordic countries. The Bratt system was
adopted in Swedish legislation in 1917. It is a system of liquor control
where special state-owned "companies with retail trade monopolies in potato
spirit were empowered to limit the liquor rations of private individuals. 1In
1923 the wholesale trade became part of the same system of state-chartered
control, thus removing all alcoholic beverages from private enterprise. The
system was abolished in 1955" (42), This kind of monopoly is also seen in a
number of states in the USA. In some cases the retail shop is not owned by
the state monopoly but licensed to restaurants or other businesses.

Rationing in Sweden required that the consumer had a small personal book
where all alcohol purchased was stamped in the shop by the attendant. Only a
certain amount c¢ould be purchased per month per person. People demomstrating
“"alcoholized" behaviour risked that the ration would be cut. For some it was
taken away.

This type of system is no longer used in Sweden, but the state monopoly
handles all commerce with aleoholic beverages. Production and import is
handled by another state monopoly so these two are completely separate. This
is not the case in Finland, where selling, distribution, producticm, import
and export are handled by one state organization, ALKO. It is beyond any
doubt that the system is an effective instrument for reducing total
consumption. It contains an implicit principle that may not be widely
accepted: the system and monopoly are tools by which the state subsumes the
responsibility for health and alcohel-related problems, leaving little
credibility to other preventive principles.

Restrictions on marketing and promotion of alcoholic beverages has been
discussed previously, especially in connection with advertising across
national borders. The idea is based on the assumption that advertising and
other forms of promotion are effective in inecreasing national total
consumptien. Research on this assumption has not been able to prove
unambiguously that advertising increases total consumption. It does, however,
have an impact on consumers' choice of brand. There is much literature on
this issue (42-46).

Warning labels on containers of alcocholic beverages are meant to
discourage excessive consumption for specific reasons, usually concerning
alcohol-related problems of the organic group. The argument is that trhe text
on the label will deter certain groups of consumers from drinking or drinking
more than some minimum amount, often given as maximum amounts claimed not to
be hazardous. The texts are most often about alcohol and cancer, FAS, liver
or driving under the 'influence. This term is interesting because influence
can only mean any impact on the mind or anywhere else in the body of any
amount of alcohol big enough to interfere with '"normal" function.
Nevertheless, drivers under the influence are invariably termed drunken
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drivers. This is a type of refraining from precise and logical thinking that
has a strong tendency to expand the gap between scientific thinking about
alcohol and populistic propaganda for some ideologies concerning aleohol.

Labelling has been used for a long time on cigarette packets in the USA
and other places. A long-standing dispute has been going on in North America,
northern Europe and elsewhers about whether warnings are in fact preventive or
only result in a false sense of security. The groups who promote warning
labels are politiecally strong, but this is also true for those who oppose this
prevention principle. Many indications show that it doubtful whether warning
labels have an impact on people in high-risk groups, whatever type they may be.

Opening hours may be shortened in an attempt to diminish the total
consumption and are, therefore, a target for a number of interventions in some
countries. In most countries it requires some kind of special licence to have
late or all-night opening hours. In the United Kingdom, the pub opening hours
were extended in 1988/89 and, so far, no increase in pub-drinking has been
reported.

Some countries have tried to introduce so—called "dry days', meaning days
once a week or once a month where alcohol must not be sold at restaurants,
bars, etc. or at any shop. The effect of this measure is doubtful since such
days may easily be covered by supplies purchased on the open or "wet'' days.

Az has been seen, there are many approaches — and many more than these -
that are or have been applied in the overall attempt to execute a alcohol
policy to decrease consumption, steered by the central authorities:
legislation, administration and enforcement. In countries where consumption
has decreased or stagnated this has been attributed to the efficiency of the
aleohol policy instruments. This may very well be true, but in all the
countries experiencing a decrease or stagnation these Instruments have never
been the only form of preventive action. They have invariably been supported
by demand reduction activities; most countries have even had extensive
programmes .

Demand reduction: cultural, sccial and practical aspects

The prevention principles based on information, teaching and education
aim at least at one of the following processes:

-~ following the (protective) norms and values of the alecohol consumption
practised within the culture prevailing in the couniry or community;

- refraining from consumption in the large number of situations where it is
inappropriate or untoward to include alcohol conzsumption;

-~ a generally accepted adoption of the official attitudes to the major
pillars of a country's alcohol policy based on credible information;

-~ evading alcohol-related problems and overindulgence; and
- practising a lifestyle that promotes health by not drinking too much or

in the wrong situations or following destructive patterns of use, and by
not drinking too frequently.
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This iz a new addition to the restriction policy or the
control-of-availability policy. lIdeally, it should be effective even when no
restriction policy 1s exercised. The major principle is to meobilize every
member of the community in every community in the country to adopt a lifestyle
that promotes health and prevents alcohol-related problems; this lifestyle
will affect the consumption of alcohol, food and other commodities and the
subsequent development of norms and values parallel with cultural development
in communities and in society as a whole. If the Internal Market becomes a
reality, cultural development and, therefore, cultural immmity will require
international coordination because European populations are quite mobile.
Consequently, there is much activity in this field: research, modernization
of the concept of evaluation, production of teaching materials, pre-service
and in-service training of all groups of professionals involved in health
promotion by information, teaching and education.

In the following section some notes will be made of the specific roles of
the different groups of professionals and their training to cope with
prevention and treatment of alcohol-related problems.

Almost all the comments made by members of other professions about
information, teaching and education tend to be rather pessimistic about the
impact of this group of preventive principles. They claim that these
principles yield limited results and arouse little curiosity or desire to
undertake research. Countries still abuse aleohol, and they can probably be
proven to show some increase in some of the indicators of abuse. Ths claim
is openly accepted by quite a few people, not least those in the media. This
is then taken as an indication of the ineffectiveness of informational
preventive principles. This view is, however, not reasonable.

There are enormous amounts of tendentious or even incorrect information
circulating in the population. It is constantly supported by all kinds
of dramatic activities originating from the media or from groups having
some interest, it seems, in such confliet.

It has never been thought that these programmes should be accomplished as
isolated endeavours. They will never have a chance of succeeding unless
other activities, including promotion of healthy lifestyles, are
implemented simultaneously.

Evaluation of these information programmes are based on observations of
the prevalence of marginal drinking and established alcohol-related
problems,

General primary prevention is not designed for specific target BETOUPS,
although they vary significantly with the age groups they have been
designed for. Thus, evaluating their results by assessments of the
potential changes in the marginal groups has little meaning. Primary
prevention aims at the entire population, just as language, arithmetics,
art and music, history and natural sciences are not designed to cover the
needs of specially defined groups. All these topics should be taught
according to available pedagogical and educatiomal experience which is
compiled by consciencious scientific methods as credible as all other
serious research. There are special teaching methods for marginal
students, both schools for gifted children and those for certain groups
with disabilities. There are teaching instruments for all age groups
through life, '
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Unfortunately, the majority of the messages offered in teaching at the
school level deal with alcohol by first comcentrating on the negative
aspects of consumption.

Therefore, most of the teaching materials emphasize risk-oriented
behaviour. The teaching is almost exclusively based on moralist
thinking, more or less aiming at the attitude that consumption of alcohol
is an exceptional behaviour not integrated in the community's prevailing
culture. Thus, the information given establishes a distance between the
health promoting and protective factors in the culture and the frequent
consumption of alcohol. The protagonists of this kind of teaching are
much more puritanical about alcohol (and often tobacco, medicine, illiecit
drugs) than they are about the great killers: cardiovascular morbidity
related to overnutrition, cancer caused by a number of the most common
working methods in a technological civilization, neuroses and reactive
psychosis and stress and suicides, which are accepted as very great
challenges for all European societies. This has led to a tradition of
using teaching materials that emphasize adverse effects, supported by
scare techniques. Since most families consume some alcohol at home,
witnessed by the youth present at meals, the children who are
systematically influenced to believe that drinking is dangerous
frequently become quite scared on behalf of their paremts; moreover,
they begin to question their parent's general credibility.

There is no scientific proof that this special risk-oriented type of
thinking has any lasting effect as a preventive measure. It does not
have an impact that lasts into adult life.

The author of this report has expressed these thoughts rather
strongly because it is of the utmost importance that teaching be based on
scientific methods and research, as is the case in other types of primary
prevention. If this is not made clear to the community, colourful,
charismatic personalities will tend to dominate professional teachers -
and other educators - so that the methodology chosen in a school,
community, county or even in a country will disregard tachnical aspects
that ghould be inecluded in the teaching of students at any age.

Decisions concerning alcohol made on behalf of others are often very
sensitive and frequently cause disturbances in local planming; it is
therefore appropriate to include these remarks in a technical report on
PHC development and training with special regard to alcohol-related
problems. ‘

There is, however, ample evidence that teaching which incorporates
affective and situation—oriented elements is effective. This approach
has rarely been evaluated in the same context as risk-oriented teaching
systems., They give better results if evaluated soon after the teaching.
Time will tell if they will have a lasting impact on patterns of
consumption after 10, 20 or even more years.

It is often forgotten that teaching is not able to change adverse
practices already existing in a society. Evaluation has no meaning in
this connection unless it is applied in an analysis of the effect or the
execution of a preventive programme within the group of individuals that
experienced the programme. What happens in a total society, taken as
whole, cannot be evaluated on the basis of single prevention programmes.
This has been studied many times by a number of researchers and others
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active in preventive teaching and its evaluation (47-53). The British
and Danish examples of situation-—oriented, affective teaching materials
can be geen in Dorn et al. (54). One early paper on the training of
teachers appeared in 1981 (55).

These principles of preventive teaching were already laid down in
1970 by the American psychologist Helen Nowles (56) and by de Haes &
Schurrman in Rotterdam (57). The United Nations Educational, Scientific
and Cultural Qrganization (UNESCO) initiated an effort in December 1972
to develop education and teaching on drugs, including alecohol. From the
start the common attitude was that drug education must be integrated into
health education, which again should be integrated into the general
school curriculum at all educaticnal levels. This effort resulted in an
enormous accumulation of knowledge and experience.

Evaluation of thege teaching prineciples should include a study of
the processes taking place during the programme itself. This is termed
processual evaluation, which can be done just after the completion of a
programme. This type of evaluation can also be included as part of
general studies of drinking patterns in a population where these change
quickly or where drinking is a new phenomenon. It is espscially useful
as a supplementary technique in the study of adolescent behaviour. In
such applicationsg the term "positive" results do not consist of only
findings indicating lower consumption than expected (comtrol groups are
rarely available). Indications of better preparedness for
out-of-the-heme drinking episcdes in the group are perhaps even more
positive. The presence of other regulating techniques relevant to the
shaping of the adolescents' early patterns of consumption will be
especially positive. At the same time it is imperative to understand
that if shame, anxiety, contempt, hatred or feelings of guilt are
preduced by the teaching it have a negative result. These emotions
inhibiting the development of necessary individual independent norms and
values. This type of education must be in close contact and
collaboration with parents. Another requirement of the group, and
studied scientifieally, iz the formation of a closely similar control
group. This 1s very important since, in addition te the explicit
educational messages, each individual iz exposed to a strong and constant
stream of influence from peers, the media, magazines, popular music and
its idols, etc,

Another set of positive results, i.e. results desired by some
authorities, may be that the age of initiation of regular alcohol
consumption in more than moderate amounts is increased to a significantly
higher age than expected or in the (in this case hypothetical) control
group. The measurements in such experiments must be made
gimultanecusly. Ideally, the study group and the control group should be
from the same population and gelected through randomization.

There are often hidden or secondary agendas in these studies:
people want to see positive effects quickly. However, evaluating
informational prevention prineiples in this way results in negative
assessments even though the teaching may have been excellent from every
technical viewpoint. It iz easy to integrate affective or situational
approaches into the long-term general school curriculum. When initiated
in the primary school they can without any difficulty be continued in
secondary school and beyond.
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Teaching material could also be used for all age groups outside the
classroom as well. It is, of course, important that people do not
receive one set of facts in school and another set in their everyday
liveg. This requires firm coordination, and such coordinating groups
ghould include PHC.

Coordination should include youth clubs, sports clubs and other
types of club, association or organization active in the welfare and
cultural development of children, adolescents and adults. This is in
accord with the optimal conditions for gemeral health promoting efforts
of any kind.

The concepts of cultural immnity and consumers' comsciousness in
connection with alcohol were mentioned in the introduction of this report.
Studying and analysing the cultural factors regulating consumption patterns
provides useful information for teaching and relates it to the actual
situation. The results of such study and analysis would also be useful in
rational prevention efforts, i.e. prevention aimed at solving problems
connected with lifestyle. Ratiomal prevention has to be pragmatic and
applicable in the setting of norms.

The role of health workers

Health workers include staff at local hospitals, general practitioners,
nurses of all types, midwives, dentists, pharmacists and assistants, and
people who do not have professional training. To undertake PHC the education
of health workers must be improved in the area of alcohol and other
mind—changers.

The role of PHC should be to coordinate surveillance and monitoring as
well ag to prevent and treat alcohol-related problems. Health workers must
therefore be prepared to collaborate on equal terms with other sectors,

e.g. schools, youth clubs and other youth organizations or movements, social
welfare, private organizations, business and industry. In fact, the direct
involvement of the community is a prerequisite for establishing trust and
credibility - both of which are necessary if the health promotion elements of
HFA2000 are to succeed. The reduction of alecohol-related problems requires an
intersectoral approach. Implementing the advice given by health promoters
demands coordination. The messages must be given clearly and without
exaggeration. Public information can never be complete because the existing
scientific knowledge iz so vast it cannot be translated into general
information. It is essential to select and edit the information that iz
considered to be important for the individual, the family and the community.

This information should cover most aspects of the relationship between

alcohol and individual lifestyle. It is clear that professions other than
health workers should also be involved as much as possible.

PHC training

Several areas that should be included in PHC have already been
mentioned. The training of PHC health workers and professionals covers a
large spectrum. In most Eurcopean countries professional and pre—-service
training does not yet include all aspects of alcohol-related problems. In
addition, medical education rarely offers sufficient training in the morbidity
and eticlogical aspects of aleohol-related problems; the social medicine
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aspects are seldom included as they are not considered specific enough. In
clinical training the focus is on conditions rather than etioleogy. Simple
statistical conclusions from national public health are of little value if a
doetor or nurse lacks clinical and therapeutical knowledge or practical
experience. Again, it should be pointed out that alcohol-related problems are
multifactorial, i.e. alechol is only one factor. Psychologists and social
workers play a central role in the treatment and rehabilitation of someone
suffering from severe alcohol-related problems.

Pre-service training should therefore revised so that it prepares
professionals to deal with alcohol consumption patterns and their potential
consequences. It is equally important to train those who are already in
service to enable them better to deal with alcohol-related problems in their
work.

It is essential to c¢oordinate the training of health workers and
professionals. This has not yet been introduced in many European countries.
In fact, in most countries there are blocks between the different brancheszs of
public administratiom, at all levels. These almost impenetrable walls are
deleterious for the kind of collaboration needed for PHC.

Those who are invelved in PHC and those who are closely connected with
one or more aspects of PHC

Doctors and community nurses form the core group in PHC, with varying
degrees of involvement of para-professional groups. They need to relate their
already extensive knowledge and skills to alcohol and alcohol-related
problems. In the medical profession, specific knowledge of dependence and the
complex etiolegy is seldom covered at university, medical school or hospital
clinics., The nonmedical aspects of alcohol-related problems should be
discussed to a far greater degree.

Many nurgses encounter patients with various, even severe, alcohol-related
problems at an early stage of their career. In pre-service training they
should learn more about how to collaborate with psychologists, zocial workers,
vocational guidance counsellors, etc. Knowledge about fetal alcohol syndrome
is still lacking. Nurses working with schools, infant care and care of the
elderly require a broad knowledge of alcohol-related problems. The field of
alechol must be included in training wherever it is natural to do so. This
also applies to the training of midwives. "Pregnant families'" often need
advice about their situation and thus nurses, midwives, doctors, social
workers and - where they exist - staff in employees' assistance programmes
need to be properly equipped. They should undergo relevant training and, when
in serviece, they should have sufficient equipment and contacts in other areas.

111 health is frequently diagnosed first by the dentist. In many
societies people suffering from alcohol-related problems are stigmatized,
which makes them reluctant to visit a doctor. A dentist often detects disease
of the buceal cavity, wounds, inflammation and neoplasia. The dentist often
advises the patient to visit a doctor, who then finds symptoms of
malnutrition, cancer or alcohol-cauzed diseases. Alcohol changes the
development of a disease in characteristic ways.

In many European countries pharmacists enjoy the right to sell Antabuse
or similar drugs, neuroleptica, narcoleptica, tranquilizers and other drugs
frequently used by patients with alcohol-related problems. Some European
governmgnts have restrictive legislation on psycheoactive drugs as well as
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other groups of medicaments: such drugs can only be sold across the counter
when prescribed by a doctor who knows the patient and the conditien to be
treated or ameliorated by the medicine, and when used after consultation and
advice. In other countries the same group of drugs may be sold over the
counter by trained pharmacists if they feel it is warranted or at the request
of the customer. This illustrates the vast differences found between
countries. If the Internal Market is established the area of prescription and
sale of drugs will be harmonized, a step which will be viewed by some
countries as liberalizing and by others as restrictive.

Staff in emergency wards receiving casualities will frequently admit
intoxicated people who have been in accidents or who have an acute
alcohol-related problem. Special rules for admission to hospital are not
uncommon. Alcchol intoxication is a type of condition where the victim is not
admitted for quick attentiom, unless they are otherwise 111. Delirium
tremens, however, demands immediate attentiom.

Prevention programmeg involving the police

Alcohel is present in the blood - and the brain - of a large percentage
of those suffering from traffic accidents. It varied from about 6% of traffic
accidents (Sweden) to 62% (Spain) in 1986 (3). The percentage is even higher
for accidents resulting in fatalities. Young people have always been
overrepresented in accident statistics, especially those concerning driving
under the influence of alcohol. It is easy to understand why societies want
to protect themselves againgt this cause of early death. They often use
legislative means, e.g. traffic regulations supported by the penal code, and
increase the police sanctions.

Traffic legislation includes rules about BAC, as mentioned previcusly.
In some countries, police perform routine road-side alcohel tests by breath
analysis, also in situations where no accident or traffic viclation has
occurred. This hag a preventive effect but is not sufficient. In several
Member States, more than 1% of all drivers omn the roads drive with more than
the permitted BAC gvery day. Some countries have one maximum BAC level and if
that is exceeded the perpetrator is liable to punishment, often in the form of
temporarily revoking the driver's licence and a imposing a heavy fine. Cases
of even higher BAC can also result in short mandatory prison sentences plus
very heavy fines - one month's salary is not uncommon. It is the
responsibility of the drivers to regulate their consumption so that they can
use their car without breaking these laws and regulations. It is the
responsibility of the police to ensure that these laws and regulations are
upheld. Patrol cars, for example, have a documented preventive effect against
driving under the influence. However, it is less certain that this preventive
effect extends to more severe cases of marginal behaviour in traffic.

Criminal violence of all zorts must also be handled by the police. As
mentioned above, aggressivity is not caused by the alecohol consumed but by
many other factors. However, alcohol in sufficient amounts may, in a large
group of people, provoke aggressive behaviour leading to severe, or even
sexual, violenmce. Recidivists who have been indicted for viclent acts often
plead guilty but add that that they were "too drunk to remember anything”. It
is, at the same time, a fact that victims are frequently highly intoxicated
when they are attacked viclently. This is not uncommon in cases of sexual
viclence.







