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1. Introduction

Developing a local strategy to reduce alcohol-related harm in Hong Kong

1.1 The Department of Health (DH) published a strategic framework document entitled “Promoting 
Health in Hong Kong: A Strategic Framework for Prevention and Control of Non-communicable 
Diseases” in October 2008 with a view to curbing non-communicable diseases (NCD).  Reducing 
alcohol-related harm has been identifi ed as one of the public health priority areas.

1.2 In order to deliberate on and oversee the overall roadmap of the strategic framework, a high-
level Steering Committee on Prevention and Control of NCD (SC) was established in late 
2008.  The SC is chaired by the Secretary for Food and Health, with representatives from the 
Government, public and private sectors, academia and professional bodies, industry and other 
key partners.  Under the SC, a Working Group on Alcohol and Health (WGAH) was established 
in June 2009 to advise on the priority areas for action and to draw up targets and action plans 
related to alcohol-related harm for the SC’s consideration.  The WGAH is chaired by Mr. Patrick MA 
Ching-hang and comprises key stakeholders in the public and private sectors, representatives 
from the academia, District Councils, education sector, healthcare professions, social services 
sector and relevant government departments.  The membership and the terms of reference of 
the WGAH are listed in Annexes 1 and 2 respectively.
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1.3 Since its establishment in June 2009, the WGAH has met fi ve times to discuss:
 (i) the eff ects of alcohol use on population health, 
 (ii) the global situation of alcohol-related harm, 
 (iii) national strategies of overseas countries to reduce alcohol-related harm,
 (iv) overseas interventions in reducing alcohol-related harm and evidence on their 

eff ectiveness, and 
 (v)  the current Hong Kong situation in relation to alcohol-related harm and its interventions.

The above issues will be summarised in the following paragraphs and Section 2 of this document.  
The details of the topics discussed in the meetings are listed in Annex 3.  

1.4 After careful consideration of the available evidence and the local situation, the WGAH produced 
a “Report on Recommendations to Reduce Harmful Use of Alcohol in Hong Kong”, highlighting fi ve 
priority areas and 10 recommendations to reduce alcohol-related harm in Hong Kong.   The 
Report was endorsed by the SC in February 2010.  To implement the 10 recommendations 
therein, the WGAH drew up 17 specifi c actions which are set out in details in Section 3 of this 
document. 



1        Introduction

4

Eff ects of alcohol use on population health

1.5 Alcohol plays an important social and cultural role in society.  Alcohol is consumed on diff erent 
occasions to serve different socio-cultural functions, such as relaxation, socialisation and 
celebration.  Some studies have suggested that consuming a low to moderate amount of 
alcohol could have a protective effect on certain heart diseases in specific populations1,2,3,4.  
Notwithstanding these fi ndings, according to the WHO, alcohol use is a major factor contributing 
to premature deaths and avoidable disease burden worldwide.  Alcohol use also has a major 
impact on public health, even when protective eff ects of low and moderate alcohol consumption 
on morbidity and mortality have been taken into consideration5.  Alcohol was estimated to cause 
about 2.25 million deaths (3.8% of total) worldwide and to be responsible for 69.38 million (4.5% 
of total) of Disability-Adjusted Life Years (DALYs) in 20046.

1.6 Several factors contribute to alcohol-related harm.  One is the volume of alcohol drunk over time.  
The strongest drinking-related predictor of many chronic illnesses is the cumulated amount 
of alcohol consumed over a period of years.  Other factors include the pattern of drinking, 
in particular occasional or regular drinking to intoxication; the drinking context, which may 
increase the risks of intentional and unintentional injuries, as well as the transmission of certain 
infectious diseases5.

1.7 Alcohol has both acute and cumulative chronic eff ects.  Excessive amounts of alcohol consumed 
on a single occasion increases the immediate risk of alcoholic intoxication, accidental injury 
and poisoning, suicide, interpersonal violence, and the likelihood of adopting risk-taking 
behaviours such as unprotected sex7.  Each additional drink further increases the risk as cognitive 
performance decreases progressively with alcohol intake.  Not only are those who drink aff ected, 
innocent bystanders may become victims of alcohol-related aggression or road traffi  c accidents 
due to drink-driving.

1 Corrao G et al. (2000). Alcohol and coronary heart disease: a meta-analysis. Addiction, 95(10):1505-23.
2 Baer DJ et al. (2002). Moderate alcohol consumption lowers risk factors for cardiovascular disease in postmenopausal women fed a controlled diet. Am J 

Clin Nutr, 75:593-599.
3 Mukamal KJ et al. (2006). Alcohol consumption and risk of coronary heart disease in older adults: The Cardiovascular Health Study. J Am Geriatr Soc, 

54:30-37.
4 Arriola L et al. (2010). Alcohol intake and the risk of coronary heart disease in the Spanish EPIC cohort study. Heart, 96:124-130.
5 World Health Organization (2008). Report by Secretariat to the Sixty-First World Health Assembly “Strategies to reduce the harmful use of alcohol” (A61/13). 

Available at: http://apps.who.int/gb/ebwha/pdf_fi les/A61/A61_13-en.pdf
6 World Health Organization (2011). Global status report on alcohol and health. Geneva: World Health Organization.
7 WHO Expert Committee on Problems Related to Alcohol Consumption (2007). Second report / WHO Expert Committee on Problems Related to Alcohol 

Consumption. WHO technical report series; no. 944. Geneva: World Health Organization.
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1.8 Alcohol aff ects nearly every organ in the human body.  Alcohol has been linked to more than 60 
disease conditions in a series of meta-analyses8, 9,10,11, e.g. alcoholic hepatitis, cirrhosis, fatty liver, 
stroke, hypertension, coronary heart disease and heart failure, and alcohol dependence.  Alcohol 
worsens pre-existing liver diseases and medical conditions associated with diabetes, and also 
aff ects sleep and sexual performance12.  It also interacts with the metabolism of many drugs. 

1.9 Alcohol is classifi ed as a group 1 carcinogen by the International Agency for Research on Cancer.  
It increases the risk of a wide range of cancers, including cancers of the mouth, pharynx, larynx, 
oesophagus, colon and rectum, liver and breast13.  Worldwide, alcohol has been estimated to 
cause about 20-30% of oesophageal cancer, liver cancer and a range of other health eff ects14.

1.10 Developing fetuses and babies on breastfeeding are particularly at risk of the adverse effects 
of alcohol.  Alcohol consumption during pregnancy increases the risk of a range of birth 
defects and growth and developmental problems of the unborn babies, which may persist into 
adulthood15.  Alcohol enters breast milk.  Alcohol consumption during lactation adversely aff ects 
lactational performance of the nursing mother, and psychomotor development and behaviour 
of the breastfed baby16, 17.

8 English DR et al. (1995). The Quantifi cation of Drug Caused Morbidity and Mortality in Australia, 1992. Canberra: Commonwealth Department of Human 
Services and Health.

9 Gutjahr E, Gmel G & Rehm J (2001). Relation between average alcohol consumption and disease: an overview. European Addiction Research, 7(3):117-
127.

10 Ridolfo B & Stevenson CE (2001). The Quantifi cation of Drug-Caused Mortality and Morbidity in Australia 1998. Canberra: Australian Institute of Health and 
Welfare.

11 Single E et al. (1999). Morbidity and mortality attributable to alcohol, tobacco, and illicit drug use in Canada. American Journal of Public Health, 89(3):385-
390.

12 National Health and Medical Research Council (2009). Australian guidelines to reduce health risks from drinking alcohol. Canberra: National Health and 
Medical Research Council.

13 International Agency for Research on Cancer (2010). Alcohol Consumption and Ethyl Carbamate.  IARC Monographs on the Evaluation of Carcinogenic 
Risks to Humans. Vol. 96. Lyon, France: International Agency for Research on Cancer.

14 World Health Organization (2010). Alcohol. Available at: http://www.who.int/substance_abuse/facts/alcohol/en/index.html
15 Jacobson JL and Jocobson SW (2002). Eff ects of prenatal alcohol exposure on child development. Alcohol Research & Health, 26(4): 282-286.
16 Ho E, Collantes A, Kapur BM et al. (2001). Alcohol and breast feeding: calculation of time to zero level in milk. Biol Neonate, 80:219–22.
17 Giglia RC & Binns CW (2006). Alcohol and lactation: a systematic review. Nutrition & Dietetics, 63: 103–16.
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1.11 Apart from physical health, alcohol is intertwined with many mental health conditions.  Alcohol 
use is associated with a high prevalence of mental illnesses such as anxiety disorder, depression, 
bipolar disorder and schizophrenia18, 19, 20, 21.

1.12 In addition, the adverse eff ects of alcohol consumption extend far beyond physical and mental 
diseases, accidents and injuries.  Social consequences such as workplace-related problems, 
family and domestic problems, and interpersonal violence pose significant cost to the whole 
community22.  Reduced productivity and sickness absence associated with alcohol use and 
alcohol dependence entail a substantial cost to employers and social security systems22.  In 
industrialised countries, a substantial proportion of the annual Gross Domestic Product loss is on 
account of the adverse eff ects of alcohol23.

18 Kranzler HR, Del Boca FK, Rounsaville BJ (1996). Comorbid psychiatric diagnosis predicts three-year outcomes in alcoholics: a post treatment natural 
history study. J Stud Alcohol, 57:619–26.

19 Merikangas KR, Angst J, Eaton W et al. (1996). Comorbidity and boundaries of aff ective disorders with anxiety disorders and substance misuse: results of 
an International Task Force. Br J Psych, 168 (June Supp):58–67.

20 Hodgins DC, el-Guebaly N, Armstrong S et al. (1999). Implications of depression on outcome from alcohol dependence: A 3-year prospective follow-up. 
Alcohol Clin Exp Res, 23:151–57.

21 Burns L & Teesson M (2002). Alcohol use disorders comorbid with anxiety, depression and drug use disorders: fi ndings from the Australian National 
Survey of Mental Health and Well Being. Drug Alcohol Depend, 68(3):299–307.

22 Klingemann H, Gmel G, eds (2001). Mapping the Social Consequences of Alcohol Consumption. Dordrecht, Kluwer Academic Publishers.
23 Rehm J, Mathers C, Popova S et al. (2009).  Alcohol and global health 1. Global burden of disease and injury and economic cost attributable to alcohol 

use and alcohol-use disorders, Lancet, 373(9682):2223-33.
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Global situation of alcohol-related harm 

Global burden of disease attributable to alcohol and WHO’s global strategies to reduce alcohol-
related harm

1.13 Alcohol is the third leading global risk for burden of disease, only preceded by childhood 
underweight and unsafe sex24.  In 2000, about 4% of the global disease burden was attributable 
to alcohol, which was about the same magnitude as tobacco.  The alcohol-related disease 
burden is especially detrimental in developed countries25.  When only developed countries 
are considered, 9.2% of the entire disease burden is attributable to alcohol, only exceeded by 
tobacco and blood pressure (Table 1)25.  The WHO estimated the social and economic costs of 
alcohol use (including costs of treatment, prevention, law enforcement and lost productivity plus 
some measures of the quality of life years lost) to be accountable for 1 - 6% of Gross Domestic 
Product in high income countries (e.g. Canada, France and Australia)25. 

Source: WHO Global Status Report on Alcohol and Health 2011

Figure 1: Distribution of global burden of disease attributable to alcohol (percentage of total DALYs 
by WHO subregion), 2004

24 World Health Organization (2009). Global health risks: mortality and burden of disease attributable to selected major risks. Geneva: World Health 
Organization.

25 World Health Organization (2004). Global status report on alcohol 2004. Geneva: World Health Organization.
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Source: WHO Global Status Report on Alcohol 2004

Table 1: Global burden of disease in 2000 attributable to tobacco, alcohol and drugs by developing 
status of countries and sex

1.14 Recognising that the rapid rise of alcohol consumption would become one of the major health 
challenges in the coming century, the WHO developed the global alcohol database in 1996 to 
document the global patterns of alcoholic beverages use, health consequences, and national 
policy responses, by country.  “The Global Status Report: Alcohol Policy” published by the WHO 
in 2004 serves as an advocacy tool for identifying existing gaps and raising awareness about 
the need for alcohol policies26.  At the 61st World Health Assembly (WHA) held in May 2008, 
Member States considered the Secretariat’s report on the “Strategies to Reduce Harmful Use of 
Alcohol”.  At the 63rd WHA held in 2010, the global strategy to reduce the harmful use of alcohol 
was endorsed.  The WHO urged Member States to adopt and implement the global strategy as 
appropriate in order to complement and support public health policies, to mobilise political will 
and fi nancial resources for the purpose of reducing the alcohol-related harm27.

National strategies in overseas countries to reduce alcohol-related harm

1.15 The public health problems caused by alcohol use are multidimensional and complex.  With 
signifi cant diff erences in consumption levels, drinking patterns and drinking contexts between 
countries, public health problems and needs of individual countries vary28.  Therefore, diff erent 
countries have developed and adopted different national strategies to reduce alcohol-related 
harm.

26 World Health Organization (2004). Global status report: Alcohol policy. 2004. Geneva: World Health Organization. Available at: http://www.who.int/
substance_abuse/publications/alcohol/en/

27 World Health Organization (2010). Sixty-third World Health Assembly: Notes from day 4: Thursday, 20 May 2010. Available at: http://www.who.int/
mediacentre/events/2010/wha63/journal4/en/index.html

28 World Health Organization (2008). Report by Secretariat to the Sixty-First World Health Assembly “Strategies to reduce the harmful use of alcohol” (A61/13). 
Available at: http://apps.who.int/gb/ebwha/pdf_fi les/A61/A61_13-en.pdf

Total DALYs (000s)

Smoking and oral tobacco (%)

Alcohol (%)

Illicit drugs (%)

Male

420 711

3.4

2.6

0.8

Male

223 181

6.2

9.8

1.2

Male

117 670

17.1

14.0

2.3

Female

412 052

0.6

0.5

0.2

Female

185 316

1.3

2.0

0.3

Female

96 543

6.2

3.3

1.2

Total

832 763

2.0

1.6

0.5

Total

408 497

4.0

6.2

0.8

Total

214 213

12.2

9.2

1.8

High mortality developing 
countries

Low mortality developing
countries

Developed countries
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1.16 In the United Kingdom (UK), the authorities issued an “Alcohol Harm Reduction Strategy for 
England” in March 2004, which mainly focused on (i) education and communication; (ii) 
identifi cation and treatment; (iii) alcohol-related crime and disorders; and (iv) supply and industry 
responsibility29.  Based on the foundations laid and the lessons learnt since 2004, a new strategy 
namely “Safe. Sensible. Social. The next steps in the National Alcohol Strategy” was published in 
2007, which called on a clear and focused programme of action for the following30:

 (a) Sharpened criminal justice for drunken behaviour;
 (b) A review of NHS alcohol spending;
 (c) More help for people who want to drink less;
 (d) Toughened enforcement of underage sales;
 (e) Trusted guidance for parents and young people;
 (f ) Public information campaigns to promote a new sensible drinking culture;
 (g) Public consultation on alcohol pricing and promotion; and 
 (h) Local alcohol strategies.

1.17 In the United States (US), Federal, State and local governments have established alcohol policies, 
which aim at reducing alcohol problems through environmental prevention, including31:

 (a) Raising alcohol excise taxes;
 (b) Keg tagging;
 (c) Responsible beverage service training;
 (d) Product labelling;
 (e) Limiting alcohol sales licenses;
 (f ) Enforcement of underage drinking laws;
 (g) Restrictions on alcohol advertisements;
 (h) Holding adults responsible for teen parties;
 (i) Land use policies;
 (j) Concurrent sales of alcohol; and
 (k) Dram shop liability and legislation.

29  Prime Minister’s Strategy Unit, Cabinet Offi  ce (2004). Alcohol Harm Reduction Strategy for England. London, UK: Cabinet Offi  ce.
30 Department of Health, Home Offi  ce, Department for Education and Skills and Department for Culture, Media and Sport (2007). Safe. Sensible. Social. The 

next steps in the National Alcohol Strategy. HM Government.
31 The Marine Institute. Alcohol Policy. Available at: http://www.marininstitute.org/alcohol_policy/index.htm (accessed on 8 June 2010)
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1.18 In Australia, the “National Alcohol Strategy 2006 – 2009” with an extension of terms until 2011 

focuses on four priorities, namely (i) intoxication; (ii) public safety and amenity; (iii) health 
impacts; and (iv) cultural place and availability through employing the following strategies32:

 (a) Integrated and coordinated responses;
 (b) Building the research agenda;
 (c) Data collection;
 (d) Monitoring and evaluation;
 (e) Developing the workforce;
 (f ) Developing partnerships and links; and
 (g) Shaping the future – providing strong leadership.

Overseas interventions in reducing alcohol-related harm and evidence on their eff ectiveness

1.19 Public health actions should be based on the best available evidence.  To date, there is a 
substantial evidence base from overseas studies on the eff ectiveness and cost-eff ectiveness of 
diff erent strategies and interventions to reduce alcohol-related harm33, 34, 35, a summary of which 
is listed in Table 2.  The analyses of the effectiveness of different interventions are grouped 
under 9 target areas according to the ultimate goal of the strategies and interventions.  Such 
assessment of eff ectiveness provides invaluable insights into developing local interventions to 
reduce alcohol-related harm in Hong Kong. 

32 Ministerial Council on Drug Strategy (2006). National Alcohol Strategy 2006-2009, Australia. 
33 Anderson P, Chisholm D, Fuhr DC (2009). Eff ectiveness and cost-eff ectiveness of policies and programmes to reduce the harm caused by alcohol. Lancet, 

373(9682):2234-2246.
34 WHO Regional Offi  ce for Europe (2009b). Evidence for the eff ectiveness and cost-eff ectiveness of interventions to reduce alcohol-related harm. Copenhagen: 

WHO Regional Offi  ce for Europe.
35 Babor TF and Caetano R (2005). Evidence-based alcohol policy in the Americas: strengths, weaknesses and future challenges. Rev Panam Salud Publica/

Pan Am J Public Health, 18(4/5):327-37.
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Table 2:  Evidence on eff ectiveness of the various interventions to reduce alcohol-related harm

Babor et al, 
2005iii

Comments/implicationsAction areas Intervention components Evidence of eff ect

Anderson et 
al, 2009i,ii

1) Raising public 
awareness

2) Health-sector 
response

3) Community and 
workplace action

4) Drink-driving 
policies and 
countermeasures

No scientifi cally published assessment

Not an eff ective antidote to the high quality 
pro-drinking messages and not eff ective in 
behavioural change

Raise awareness, but do not change behaviour

Little evidence; inconclusive results

May increase knowledge and change attitude 
but has no sustained eff ect on drinking

Eff ective in reducing alcohol use in preteens 
and adolescents

Short term eff ect on reducing alcohol use

Eff ective for people with inappropriate alcohol 
drinking behaviour but who are not severely 
dependent

Eff ective, but population reach may be low 
because of limited treatment facilities

Evidence of eff ectiveness of systematic 
approaches to coordinate community 
resources to implement eff ective policies, 
when backed up by enforcement measures

Little evidence, but advocacy in media aimed at 
uptake of specifi c policies can lead to increased 
attention to alcohol on political and public agenda

Little evidence of eff ect in changing drinking 
norms and reducing alcohol use

Eff ective in reducing drink-driving causalities, 
but may not reduce alcohol use

Some eff ect in reducing fatal crashes

Eff ective in reducing alcohol-related traffi  c 
accidents

Eff ective as a deterrent to driving while intoxicated

Some evidence of eff ect but does not extend 
once the interlock is removed

May increase awareness but no impact on 
traffi  c accidents

Setting drinking guidelines

Public information campaign/ 
Public service announcements

Consumer labelling and health 
warnings

Counter-advertising

School-based education

Parenting programme

Social marketing interventions

Screening and Brief Intervention

Treatment programme for alcohol 
dependent individuals

Multi-component community-based 
interventions with engagement of 
diff erent stakeholders

Media advocacy

Workplace-based interventions

Introduction or reduction of Blood 
Alcohol Concentration (BAC) levels 
for driving

Restrictions on target groups 
of drivers (e.g. lower BAC levels 
for road traffi  c off enders, young, 
inexperienced or commercial drivers)

Sobriety checkpoints and Random 
Breath Test

Penalty - Suspension of driving licences

Ignition interlock device

Designated driver programmes

?

 

 

?

 

?

--

 

 

--

 

--

--

--

--

--
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Babor et al, 
2005iii

Comments/implicationsAction areas Intervention components Evidence of eff ect

Anderson et 
al, 2009i,ii

5) Addressing 
the accessibility 
and availability of 
alcohol

6) Addressing the 
marketing and 
promotion of 
alcoholic beverages

7) Pricing policies

8) Harm reduction

9) Reducing the 
public health eff ect 
of illegally and 
informally produced 
alcohol

Does not eliminate drinking, but eff ective in 
reducing alcohol consumption and alcohol-
related harm

Eff ective in minimising violence, harm to 
others and drink-driving fatalities

Eff ective in reducing consumption and harm

Evidence noted a positive eff ect of advertising 
on youth initiation and heavier drinking 
among current users

No evidence of eff ectiveness

Eff ective; increasing taxes can reduce acute 
and chronic alcohol-related harm

Eff ective, setting minimum price can reduce 
acute and chronic harm

Little eff ectiveness unless backed up by police 
enforcement and license inspectors

Little eff ectiveness

Some experience in reducing alcohol-related 
harm by, for example, not allowing methanol 
to be used as denaturing agent

Some evidence of eff ectiveness drawn from 
other psychoactive substances (tobacco)

Minimum legal purchase age or 
drinking age

Restrictions on outlet density 
(licensing)

Restrictions on days and hours of sale

Control or partial ban on volume, 
placement and content of alcohol 
advertising

Self-regulation of alcohol marketing

Alcohol taxes (price elasticity)

A minimum price per unit of alcohol

Intervention targeting the drinking 
environment

Training programme for alcohol 
servers

Informal and surrogate alcohol

Strict tax labelling

--

--

--

--

--

Notes:
i Rating adapted from WHO Regional Offi  ce for Europe (2009b). Evidence for the eff ectiveness and cost-eff ectiveness of interventions to reduce alcohol-

related harm. Copenhagen: WHO Regional Offi  ce for Europe.
ii Evidence of eff ect:    = convincing eff ective;   = probable eff ective;   = limited-suggestive eff ective;   = limited-suggestive ineff ective; 
      = probable ineff ective;   = convincing ineff ective;  ? = no rigorous assessment/little evidence/inconclusive results
iii Level of eff ectiveness:    = high degree of eff ectiveness;   = moderate eff ectiveness;   = limited eff ectiveness;   = lack of eff ectiveness




