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Alcohol policy reform in Australia:
what can we learn from the evidence?
Christopher M Doran, Wayne D Hall, Anthony P Shakeshaft, Theo Vos and Linda J Cobiac

A

n estimated 3.8% of deaths globally and 4.6% of disabilityadjusted life-years (DALYs) are attributable to alcohol use.1
Alcohol imposes economic costs equivalent to about 1% of
gross national product in high-income countries.1 In Australia in
2003, 3.3% of the total disease burden was attributable to alcohol
use, while a protective effect of alcohol was estimated to have
prevented 1%.2 Indigenous Australians experienced a much
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accident-related costs and crime-related costs) was
$10.8 billion.4
Governments can and should take action to reduce the burden
and costs of alcohol.1,5 In Australia, the National Preventative
Health Taskforce (NPHT) has recommended the long-term goal of
reshaping Australia’s drinking culture to produce healthier and
safer outcomes.6 The NPHT outlined a three-staged approach
involving a combination of strategies such as education campaigns, advertising and product regulation, taxation reform and
improved training for health care professionals.5
Much of the current debate about alcohol policy has arisen from
two Senate inquiries into the appropriateness of equalising the tax
rates imposed on ready-to-drink spirit-based beverages (RTDs;
“alcopops”) and straight spirits.7,8 The alcopops tax debate has
raised a number of important issues for alcohol policy in Australia.9 First, the quality of currently available data on alcohol use
and harm needs to be improved. Second, policy needs to be
evaluated using these improved measures. Third, more effective
liaison needs to be established between researchers and governments to demonstrate the relevance and pragmatic role of measures in public policy. Fourth, measures need to be adopted to
counteract the intense lobbying by alcohol industry groups
opposed to any policy that may reduce harm by reducing alcohol
consumption.
A comprehensive global assessment of the effectiveness and
cost-effectiveness of policies to reduce alcohol-related harm, based
on the World Health Organization’s policy target areas, found that
policies that regulate the environment in which alcohol is marketed (particularly its price and availability) are effective in
reducing alcohol-related harm, as are brief interventions targeting
people who drink at risky levels and legislation to reduce drinkdriving.10 School-based education, a popular measure, was found
to be ineffective in reducing alcohol-related harm, although the
authors note that public education has a role in providing
information and increasing the attention given to alcohol on
political and public agendas. By adding an economic dimension to
the analysis, they found that making alcohol more expensive and
less available and banning alcohol advertising were the three most
cost-effective strategies for reducing harm.10
Cobiac and colleagues have assessed the cost-effectiveness of
interventions to reduce alcohol-related harm in Australia.11 The
interventions they considered included volumetric taxation (ie,
468
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equalising alcohol excise rates according to alcohol content),
advertising controls, mass media campaigns, brief intervention
by primary care practitioners, residential treatment for alcohol
dependence, licensing controls, increasing the minimum legal
drinking age to 21 years, and random breath testing (RBT).
Their focus was on identifying an optimal package of interventions that provided the best value for money in reducing
alcohol-related harm. They used a multistate, multiple cohort
life-table model to predict the changes in mortality and morbidity associated with alcohol-related diseases and injuries due to
each intervention.
Several of Cobiac et al’s results are worth noting, all of which are
broadly consistent with those of two other analyses of costeffectiveness10,12 and an evidence-based review of alcohol policy
conducted by the Royal Australasian College of Physicians and the
Royal Australian and New Zealand College of Psychiatrists.13 First,
although RBT was found to be a cost-effective intervention, over
10 times the amount of health gain could be achieved if the $71
million currently spent on RBT were redirected to the optimal
package of cost-effective interventions. The optimal package of
interventions comprised, in order of cost-effectiveness, volumetric
taxation, advertising bans, an increase in the minimum legal
drinking age to 21 years, brief intervention by primary care
practitioners, licensing controls, a drink-driving mass media campaign, and then RBT.11
Second, this optimal package of interventions could avert
26 000 DALYs (95% uncertainty interval [UI], 19 000–34 000
DALYs), nearly a third (31%) of the health gain that would be
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achieved if all people who drink at hazardous and harmful levels
drank at low-risk levels.
Third, the improvements in health would be achieved at a total
intervention cost of $210 million (95% UI, $190 million–$230
million). These costs would be partly offset by an estimated
reduction in the costs of treating alcohol-related diseases and
injuries of $130 million (95% UI, $64 million–$220 million).
Fourth, the prevention interventions modelled were more costeffective in reducing alcohol-related harm than those used to treat
alcohol dependence.
While evidence on cost-effectiveness was Cobiac et al’s main
focus,11 we believe there are other criteria that can influence the
priority ranking of the interventions by governments. These
additional criteria include: strength of the evidence; capacity of
the intervention to reduce inequity in health outcomes; acceptability to stakeholders; conflict of interest; feasibility and sustainability; and potential for other adverse consequences. Applying
these criteria to Cobiac et al’s study, we reached the following
conclusions.
First, the strength of evidence underpinning the interventions
varies.11 This ranges from economic modelling of the effects of
increased taxation on consumption, to analyses of pooled time
series data (eg, on the effects of advertising bans and raising the
minimum legal drinking age) and meta-analyses of randomised
controlled trials of brief interventions.
Second, population-wide interventions, such as advertising bans
and changes to taxation, may be more equitable than targeted
interventions, such as residential treatment or brief interventions,
that rely on access to a general practitioner who is prepared to
deliver the intervention. Prioritising the latter may disadvantage
regional areas where GPs are in short supply and residential
detoxification facilities are limited. Cobiac et al did not address
issues relevant to the Indigenous population or vulnerable subgroups of the population, other than dependent drinkers. Analyses
of impacts on Indigenous sub-groups are urgently required in light
of the higher burden of alcohol-related harm within Indigenous
communities.3
Third, the alcohol industry consistently opposes any policy that
may reduce demand for alcohol.14 This is perhaps the most
politically relevant factor in alcohol policy today. The alcohol
industry has become increasingly involved in the policy arena to
protect its commercial interests, leading to a common criticism
among public health professionals that the industry has been
influential in setting the policy agenda, shaping the perspectives of
legislators on policy issues, and pushing alcohol policy towards
“self-regulation”.14
To offset some of the industry’s concerns, the Australian Government may consider a tiered volumetric system as recommended by
the NPHT.6 This system would include stepped increases in
taxation rates to provide economic incentives for the production
and consumption of lower strength alcohol products, and disincentives for the production and consumption of the highest risk
alcohol products. In this way, taxation would reflect the negative
social costs attributable to certain alcohol products.
Fourth, governments have a conflict of interest in alcohol policy.
Using data from Euromonitor, Doran and Shakeshaft estimated
that the total economic value of the Australian alcohol industry in
2006 was around $29 billion,15 of which Australian governments
received $6 billion in 2006–07 in taxation receipts.16

Fifth, interventions that require one-off legislative changes (eg,
changes to taxation and the minimum legal drinking age) are the
most feasible and sustainable because the systems to implement
and monitor these changes are already in place. The feasibility and
sustainability of brief intervention and residential treatment are
less certain because they depend on a trained workforce of
motivated GPs and other staff to provide counselling.
Sixth, it is unlikely that alcohol interventions will negatively
affect population health. Although there may be some loss of the
putative protective effects of moderate alcohol use for ischaemic
heart disease, and gallbladder and bile duct disease, these small
losses would be outweighed by the population health gains from
reducing the more prevalent alcohol-related diseases and injuries.1,2 There are also potential positive social effects of the
interventions that have not been included in Cobiac et al’s
modelling. These include productivity gains from decreased alcohol-related disease and injury; reduced road traffic accidents,
violence and crime; improvements in workforce and household
productivity; and benefits to others from decreased alcohol-related
road traffic accidents, violence and crime.11
Cobiac et al have provided policymakers with evidence for the
most cost-effective strategies for reforming alcohol policy in
Australia.11 By reallocating resources committed to reducing alcohol-related harm, policymakers could achieve over 10 times the
health gain for the current level of investment. Australia has a
window of opportunity to significantly expand activities to reduce
alcohol-related harm.6 It is important that federal and state
governments take this opportunity to reform alcohol policy in
Australia.
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