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1 Executive Summary
Alcohol is one of the most widely used psychoactive, or mood‐changing, recreational
drug used in Australia. Alcohol‐related harm impacts significantly across a wide
range of areas including personal and public safety; property damage; road accidents
including deaths; law enforcement; workforce productivity; and healthcare services
including ambulances, hospitals and treatment services. The economic, social, legal
and health costs of alcohol misuse are significant and affect all aspects of the
Tasmanian community.
The Tasmanian Alcohol Action Framework 2010‐2015 (the Framework) is one of
three initiatives under the Tasmanian Drug Strategy 2005‐2009 (TDS). The TDS
identified three priorities in responding to the use of alcohol, tobacco and other
drugs in the Tasmanian community: community safety; prevention and reduction;
and improved access to quality treatment.
The Framework sets out to provide a broad policy framework for a collaborative and
partnership approach to minimising the harms to and improving the safety of all
Tasmanians arising from the use of alcohol, and to guide the development of
activities to reduce the harms associated with the misuse of alcohol in Tasmania. It
aims to build upon the number of significant initiatives already undertaken as a
result of close cooperation between State Government agencies, local government
and non‐government organisations and services.
The strategic policy framework for the Framework includes the Tasmania Together
Goal 2: ‘Confident, friendly and safe communities’; the Tasmania Drug Strategy
2005‐2009; the National Drug Strategy 2004‐2009; the National Alcohol Strategy
2006‐2009; the National Binge Drinking Strategy; and the work of the National
Preventative Health Taskforce in developing the National Preventative Health
Strategy of which alcohol‐related harm is one component.
The Framework has been developed within a policy context that is presently
undergoing significant review nationally. The future practical application and
implementation of specific actions to achieve the Framework’s objectives and
recommended responses will also be informed by those national changes.
The focus is on long term change across government, industry, other stakeholders
and the wider Tasmanian community. The Framework has been developed on the
basis of the need for individuals, families, communities, and government and non
government bodies to work together to address alcohol misuse. The identified
priority areas and recommended responses are not the responsibility of Government
alone, but are actions for all Tasmanians.
The four (4) priority areas of the Framework are:
1. Health of the population ‐ It is widely acknowledged that more universal
interventions targeting whole of population generally have a higher effectiveness
rating and are generally lower in cost to implement. This will be complemented
by more targeted strategies of priorities 2, 3 and 4.
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2. Public safety and amenity ‐ Tasmanian Drug Strategy 2005‐2009 identified that
the use of alcohol and other drugs has a major impact on the health and
community safety of Tasmanians. Community Safety is one of three priorities of
the TDS and a key target for Tasmania Together 2020.
3. Intoxication ‐ The National Alcohol Strategy notes that drinking to intoxication is
a major cause of short term alcohol‐related harm, which can result in increased
injury and death, verbal abuse, violence, motor vehicle accidents, and drownings.
4. High risk groups and high risk behaviour ‐ Pregnant women, Aborigines, young
people, poly‐drug users and prisoners have been identified as particularly at risk
and will require specifically tailored strategies to address the harm to each
group. High risk behaviour is also an area requiring specific attention.
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2 Introduction
Alcohol is one of the most widely used psychoactive, or mood‐changing, recreational
drug used in Australia. The consumption of alcohol is an accepted part of our
culture, our socialising and relaxation. Heavy drinking is part of our folk lore.
However from a public health and safety perspective, the wide acceptance of alcohol
as an intoxicating and toxic substance is of increasing concern.
Alcohol‐related harm impacts significantly across many areas. Barbor et al contend
that alcohol is no ordinary commodity. Alcoholic beverages are an important
economically embedded commodity with its production and sale generating profits
for farmers, manufacturers, advertisers and investors; providing employment across
a range of industries; and generating taxation revenues for governments. However,
the sale and use of alcoholic beverages as a commodity comes at an enormous cost
to society.
Collins and Lapsley (2008) estimated the total health, economic and crime costs
rising from the misuse of alcohol in 2004‐05 in Australia to be $15.3 billion. A recent
National Drug Law Enforcement Research Fund report (NDLERF, 2008) makes the
point that ‘There are few, if any, other commodities which exact such social and
health costs, which are tolerated by the Australian community to the same extent as
alcohol’.
Alcohol‐related harm impacts across a wide range of areas including personal and
public safety; public nuisance; property damage; road accidents including deaths;
law enforcement; workforce productivity; and healthcare services including
ambulances, hospitals, primary health, correctional health, mental health and other
treatment services. The economic, social, legal and health costs of alcohol misuse
are significant and affect all aspects of the Tasmanian community.
Tasmania is not immune to alcohol‐related harm, with significant cost to the
Tasmanian community.

3 Background – Why do we need an Alcohol Action Framework?
The purpose of Framework is to provide a policy framework to guide the
development of activities and foster active partnerships and collaboration between
Government agencies, local councils, community sector organisation and industry to
reduce the social harms associated with the misuse of alcohol in Tasmania.
The impacts of the misuse of alcohol on the Tasmanian community are significant.
Tasmania Police report that in Tasmania during 2007‐08:
•

1,194 family violence offenders and 552 victims reported being affected by
alcohol;

•

4,865 drivers exceeded prescribed alcohol limits from 680,000 random
breaths tests;

•

alcohol is a factor in 25% of fatal crashes;
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•

of the 1,185 public place assaults, 90% of offenders were affected by alcohol;
50% were committed by a stranger; 40% occurred on Friday and Saturday
evening; most occurred at or near a licensed premise; and there is an
increasing trend of females offenders and victims;

•

2,350 liquor infringement notices were issued and there were 1,351 instances
of alcohol confiscations; and

•

1,171 people were detained in custody for drunkenness and 266 detained
due to level of intoxication

In addition:
•

While most Tasmanians drink responsibly, the proportion of Tasmanian
adults drinking at levels with a high risk for long term harm substantially
increased in Tasmania from 1995 ‐ 2007, with 12.6% of the adult population
consuming alcohol at these levels in 2007. Since 1995, the proportion of
Tasmanian adults drinking at medium risk levels has increased from 4.2% to
7.9%, whilst those drinking at high risk levels have risen from 2.7% to 4.7%
(DHHS, 2008a).

•

Tasmania’s rates for deaths caused by alcohol consumption for young people
aged 15‐24 years are the third highest of all jurisdictions (at 1.2 per 10,000
population) (DHHS, 2008b).

•

From 1993 to 2002, an estimated 6 per 100,000 Tasmanians aged 14‐17 years
died as a result of injury or disease caused by alcohol consumption, again the
third highest rate of all jurisdictions (DHHS, 2008b).

•

In 2006, 19.2% of all serious casualties in Tasmania involved alcohol as a
crash factor. In 2007, this proportion was 23.5%. In the same year, alcohol
was implicated in 41 serious casualties (31.1%) involving drivers aged 17‐29
years. Of those, the majority (51%) involved young people under 21 (DHHS,
2008b).

•

Tasmania has the highest proportion of young people who drink alcohol at
risky or high risk levels (19.8%), well above the Australian proportion of 15.3%
(DHHS, 2008b).

A copy of the Tasmanian Alcohol Trends Fact Sheet is provided at Appendix A.
Appendix B outlines the national and international context to the issues with
alcohol.
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4 What the evidence tells us ‐ Strategies that work
There is a significant body of national and international research reviewing strategies
that have been implemented in Australia and overseas. The National Preventative
Health Taskforce (2008) in its review of the evidence ‘Preventing alcohol‐related
harm in Australia: a window of opportunity’ noted that the more universal
interventions targeting whole of population generally have a higher effectiveness
rating and are generally lower in cost to implement than those targeting high risk
groups. The taskforce found that the type of interventions most effective are:
•

Regulating physical availability

•

Taxation and pricing

•

Drink‐driving countermeasures

•

Treatment and early intervention

Regulating physical availability
Extensive Australian and international research has found that lower cost and
otherwise more readily available alcohol (pricing, hours of sale; number of outlets
etc.) is associated with an increase in a wide range of alcohol‐related problems such
as violence, road trauma, intentional and unintentional injury, and medical
conditions including cancers and cirrhosis.
Controlling availability by reducing the hours and days of sale and reducing the
number and type of liquor outlets has been found to reduce alcohol‐related
problems (Babor et al., 2003).
Price / taxation Control
There can be little debate that increasing alcohol taxation (and thus generally
increasing alcohol prices) has a significant impact on alcohol consumption levels and
patterns of drinking. There is substantial evidence that alcohol consumption is price
responsive, in that a rise in price will result in a reduction of per capita alcohol
consumption. The recent increase in taxation on ready to drink alcohol beverages
(RTDs) is an example of the effect that pricing has on sales on consumption of
alcohol. Data sourced from Australian Taxation Office showed a 54% reduction in
sales of RTDs from April to June 2008 (Chikritzhs et al., 2009). There is also sound
evidence that certain segments of the population are more price sensitive than
others, especially young people.
Drink‐driving countermeasures
The range of drink‐driving countermeasures include mass media campaigns, random
breath testing and reducing the blood alcohol content (BAC) drink driving limit.
While evidence for the effectiveness of mass media campaign alone is weak, the
strategy itself is widely seen as an important component of any strategy to minimise
alcohol abuse and one that fits well with random breath testing. Acceptance by the
Australian public of the 0.05 BAC limit and the ‘don’t drink and drive’ message
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demonstrates the effectiveness of drink driving countermeasures. There is also
evidence that further lowering the BAC and lifting the age at which driving with BAC
is allowed also has a positive effect on harms associated with drink driving.
Treatment and early intervention
The provision of treatment, screening and early interventions has been found to be
effective as a measure to reduce prevent the escalation of alcohol problems and
alcohol‐related harm for those drinking at risky levels and to help identify risky and
problematic drinking behaviour in people with less serious problems before their
situation escalates. This intervention has been found to be most effective when
incorporated as a component of a broader strategy.
Advertising/promotion restriction
Another effective measure identified in research is a ban or partial ban on alcohol
advertising/promotion. The evidence tells us that advertising is a potent and
effective means used to influence drinking levels, especially young people. The
evidence also tells us that the pervasive nature of alcohol advertising is likely to have
a cumulative effect on the target audience, but also others who are incidentally
exposed to it. Young people are undeniably a target group for alcohol
advertisements both print, broadcast and the various electronic media. The tobacco
promotion control is a good example of how advertising bans can achieve universal
support and encourage reduction in risky behaviour.
Broad‐based prevention agenda
While universal interventions targeting whole of population approach is important to
reduce the more prevalent harms associated with alcohol use, there is also a need
for preventive strategies targeting those at risk by reducing the risk factors and
enhancing the protective factors.
It is widely recognised that both individual and environmental factors contribute to
alcohol and other drug use. There is strong evidence linking health damaging
behaviour including alcohol and drug use to broad social determinants, such as
unemployment, homelessness and low income. However, those behaviours are also
influenced by individual risk and protective factors.
The focus on prevention is growing. This is highlighted in the Council of Australian
Governments (COAG) health reform agenda, the National Preventative Health Task
Force strategies and is a key strategic focus in the delivery of health services by the
Tasmanian Government.
Cultural Change
Much has been written about the culture of drinking in Australia. Heavy drinking
and drinking to intoxication is embedded in Australian culture.
The focus of the National Alcohol Strategy 2006‐2009 is on preventing and
minimising alcohol‐related harm to individuals, families and communities in the
context of developing safer and healthy drinking cultures in Australia. The National
December 2009
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Alcohol Strategy notes there is no single factor for determining Australia’s drinking
cultures, which are driven by a mix of both social and availability forces, and cultural
influences. It identifies a range of measures addressing the key priority areas,
including the above‐mentioned strategies, to initiate cultural change.
Appendix C provides more detailed discussions of the strategies that work.
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5 What has been achieved to date?
In July 2008, the Minister for Police and Emergency Management convened a
Tasmanian Alcohol Forum. Well attended by key stakeholders from industry,
government and non government and community, the Forum provided an
opportunity to discuss and consider strategies to enhance public safety and reduce
alcohol‐related incidents, crime and anti‐social behaviour.
Whilst Tasmania has not previously developed nor implemented a strategic policy
framework specifically to address alcohol‐related harm, a number of significant
initiatives have been undertaken as a result of close cooperation between many
agencies, services and between state and local government.
Regulatory and legislative related initiatives include:
• Amendments to the Liquor Licensing Act 1990 increasing penalties for the sale
and supply of alcohol to young person and to persons who appear to be
drunk.
• Under the Liquor Licensing Act 1990 changes to the requirements for
successful completion of a Responsible Service of Alcohol (RSA) course, and
requirement for licensees to keep a RSA register.
• Amendments to the Police Offences Act 1935 prohibiting the consumption of
alcohol in prescribed public places during prescribed days and times.
• Amendments to the Police Offences Act 1935 imposing penalties for people
who irresponsibly supply alcohol to young people on private property.
• Amendments to the Marine Safety (Misuse of Alcohol) Regulations 2006
allowing breath‐testing of operators of marine vessels.
• Amendments under the Road Safety (Alcohol and Drugs) Act 1970 enabling
the immediate disqualification of repeat drink drivers and those exceeding
0.15 blood alcohol content.
• Regional forums are conducted around the State with licensees and key staff
to provide information on legislation, licensing policy and RSA, and to discuss
issues.
• Representatives of the Commissioner for Licensing have met with all
Australian Rules Football Associations administrators to discuss issues relating
to the service and supply of alcohol.
• A strategy has been adopted by the Commissioner for Licensing for the
conduct of major events, eg sporting, entertainment, wine and food festivals.
• The spiking of a persons drink is now prohibited under the Police Offences Act
1935. Statewide distribution of the National Drink Spiking Project materials
has occurred.
Local Government and intra‐government initiatives include:
• Late night trading agreements have been introduced in Launceston and Hobart.
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• The Burnie Liquor Accord introduced in 2008 is the first liquor accord to be
trialled in Tasmania.
• The Who’s Des Driver? Program involving Burnie City Council, Tasmanian Police
and the local community.
• The Lighthouse Can Do Will Do Project in the Devonport area.
• Activities in the Kingborough area including the Road Show; young men’s groups;
outreach services at Yspace Youth Centre; and development of best practice Safe
Partying program.
• Funding provided to the King Island Council under the first round funding of the
National Binge Drinking Strategy to provide alcohol‐free venues for youth related
activities.
(Other) Intervention initiatives include:
• The release of 2009 National Health and Medical Research Council’s (NHMRC)
Australian Guidelines to Reduce Health Risks from Drinking Alcohol.
• Distribution of the ‘National clinical guidelines for the management of drug use
during pregnancy, birth and the early development years of the newborn’.
• Establishment of the Inter‐Agency Support Teams (IAST) statewide.
• Development of the Population Alcohol Strategies: Primary and Secondary
Prevention of Alcohol Related Harms ‐ Summary of Future Directions Report
(2008).
• Development of tri‐annual Alcohol Trends Fact Sheets.
• Provision of advice to the Australia and New Zealand Food Regulation Ministerial
Council regarding the placement of mandatory health warning on packaged
alcohol by Population Health with the Department of Health and Human Services.
• Establishment of the Tasmania Police Public Order Response Teams (PORT) in
each of the four geographic districts.
• Support and promotion of the Party Safe initiative.
• The “Just like that” social marketing campaigns.
• A review of the alcohol, tobacco and other drugs services sector, with the
development of a 5 year Future Service Directions plan, with additional funding
commitment over the next four years.
• 1st National Conference on Foetal Alcohol Spectrum Disorder facilitated by the
Drug Education Network (DEN), and establishment of a Prenatal Exposure to
Alcohol National Clearinghouse.
• Development by the DEN of a booklet for GPs to increase knowledge and
awareness of pharmacotherapies and treatment of alcohol dependence.
Appendix D provides more detail on these recent achievements.
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6 Policy and Legislative Framework
The Tasmanian Drug Strategy 2005‐2009 identified the need for a coherent approach
and consistency at national, state and local levels. Alcohol policy and responses, and
legislative and regulatory frameworks play a significant role in defining the scope of
the Framework and the context in which the priority areas and actions will be based.
The Framework provides for collaborative partnership to minimise the harms arising
from the use of alcohol and improve the safety of the Tasmanian community. The
strategies and priority areas in the Framework will align to existing strategic policy
and directions, including:
•
•
•
•
•
•
•
•
•
•
•

Tasmania Together 2020
Tasmanian Drug Strategy 2005‐2009
A Social Inclusion Strategy for Tasmania (Adams, 2009)
Tasmanian Road Safety Strategy 2007‐2016
National Drug Strategy 2004‐2009
National Alcohol Strategy 2006‐2009
National Binge Drinking Strategy
National Preventative Health Strategy – Australia: The Healthiest Country by
2020
National Aboriginal and Torres Strait Islander Complementary Action Plan
2003‐2009
National Corrections Drug Strategy 2006‐2009
The Ministerial Council on Drug Strategy report to the Council of Australian
Governments on options to reduce binge drinking (under development).

For a detailed examination of each of these policy directions, see Appendix E.
Links to the legislative framework are also vital to the Framework and the
development of strategic priorities. An important component of the Framework is to
ensure that legislation in Tasmania is strengthened in response to the harms
experienced from the availability, sale and consumption of alcohol. Legislation that
currently informs the Framework or is pertinent to alcohol issues includes:
•
•
•
•
•
•
•
•
•
•
•

Public Health Act 1997
Liquor Licensing Act 1990
Police Offences Act 1935
Road Safety (Alcohol and Drugs) Act 1970
Youth Justice Act 1997
Alcohol and Drug Dependency Act 1968
Family Violence Act 2004
Guardianship and Administration Act 1995
Children, Young Persons and Their Families Act 1997
Land Use Planning Approvals Act 1993
The Marine Safety (Misuse of Alcohol) Regulations 2006

For a more detailed examination of each of these, see Appendix F.
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7 Key Strategic Directions
7.1 Goal and aims
The goal of the Framework is to improve individual and community safety and
reduce human, health, economic and social costs associated with the misuse of
alcohol.
Aims
The aims of the Framework will be consistent with the aims of the Tasmanian Drug
Strategy 2005‐2009 which are to:
•

Reduce the volume of per capita alcohol consumption in Tasmania1

•

Reduce the incidence of illness, accidents and deaths related to the misuse of
alcohol

•

Reduce the level of social, economic, health and legal costs related to the
misuse of alcohol

•

Reduce the prevalence of violence, including family violence, disruption,
antisocial behaviour and crime related to the misuse of alcohol

•

Reduce the incidence of harmful alcohol use in the Tasmanian community

•

Reduce the focus on alcohol as a necessary component of social activity in
Tasmania.

7.2 Priority Areas and Recommended Responses
The four (4) priority areas are:
1. Public safety and amenity
2. Intoxication
3. Health of the population
4. High risk groups
The priority areas and recommended responses are linked to the Tasmania Together
standards and indicators and to the Tasmanian Drug Strategy 2005‐2009. They are
also strongly linked to the National Alcohol Strategy 2006‐2009 which has as its goal
‘to prevent and minimise alcohol‐related harm to individuals, families and

1

Per capita alcohol consumption refers to the volume of the pure alcohol content contained in the
overall volume of alcoholic beverages consumed (based on liquor wholesale sales data) divided by the
population level published by the Australian Bureau of Statistics.
December 2009
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communities in the context of developing safer and healthy drinking cultures in
Australia.’
The following six principles have been identified in the Tasmanian Drug Strategy
2005‐2009 as the basis for priorities and suggested actions. These principles will
likewise provide the basis for the priorities and suggested actions in this Framework.
Those principles are:
>

Partnerships and collaborative effort are essential in shaping our responses to
drug use across the community.

>

Building capacity in the community and the alcohol and other drugs sector is
fundamental in addressing drug use.

>

The concept of harm minimisation underpins our practice and philosophy.

>

Prevention and early intervention are critical in responding to drug use.

>

Equity of access to evidence‐based service delivery is fundamental

>

Research, data collection and evaluation are critical elements for increasing
understanding of and improving responsiveness to emerging trends.

To monitor and evaluate progress against the identified priority areas, objectives and
recommended actions the Inter Agency Working Group on Drugs on behalf of
Government will ensure the development of and reporting to Annual
implementation plans. These will consider the range of recommended responses in
the Framework, and the progress of inter‐related National alcohol policy initiatives.
Of particular importance will be consideration of and Tasmanian appropriate
responses to the final proposals, options and timelines for action agreed to by the
Council of Australian Governments arising from the Ministerial Council on Drug
Strategy report on options to reduce binge drinking.

Priority Area 1: Public safety and amenity
Goal 2 of Tasmania Together is confident, friendly and safe communities. The
Tasmanian Drug Strategy 2005‐2009 identified that the use of alcohol and other
drugs has a major impact on the health and community safety of Tasmanians.
Community Safety is one of three priorities of the Tasmanian Drug Strategy. Priority
Area 2 of the National Alcohol Strategy is Public Safety and Amenity, its aim being to
enhance public safety and amenity at times and in places where alcohol is
consumed.
Priority Objectives
1.1
Prevent and reduce the community safety consequences of the misuse of
alcohol
1.2
Increase public awareness of alcohol‐related social harms
December 2009
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1.3

Increase the capacity of communities to respond to alcohol‐related public
health and safety issues

Recommended Actions
1 (a) Identify additional legislative strategies to respond to emerging issues (such
as secondary supply to minors)
1 (b) Review current legislation for drink driving offences
1 (c) Improve support for brief interventions and other treatments for repeat drink
driving offences
1 (d) Develop strategies to enhance the capacity of local government and
communities to respond to alcohol‐related social harms
1 (e) Investigate strategies to increase the integration between planning processes
and liquor licensing arrangements
1 (f) Develop and implement proactive broad and multi‐tiered social marketing
campaigns to inform the public of strategies being implemented such as
legislative amendments, and to promote and support strategies of local
government and communities to deal with alcohol related harms.

Priority Area 2: Intoxication
The National Alcohol Strategy (MCDS, notes that drinking to intoxication is a major
cause of short term alcohol‐related harm, which can result in increased injury and
death, verbal abuse, violence, motor vehicle accidents, and drownings. The effects of
levels of intoxication have a corresponding effect on all aspects of the Tasmanian
community. The Royal Hobart Hospital, Department of Emergency Management
reports that alcohol‐related presentations due to intoxication have been steadily
increasing. Associated with such presentations are severe trauma; assault; and
minor injuries.
Priority Objectives
2.1
Reduce the incidence of drinking to intoxication
2.2
Reduce the adverse health and social harms resulting from intoxication
2.3
Reduce the overall volume of pure alcohol consumption
Recommended Actions
2 (a) Assess the impact of recent changes to liquor licensing laws and regulations
on the levels of intoxication, utilising police, health and community
perceptions
2 (b) Increase community education regarding the unacceptability of intoxicated
behaviour
2 (c) Review responsible service of alcohol and the Responsible Service of Alcohol
(RSA) program to ensure current and ongoing consistency with the national
frameworks
2 (d) Review current liquor licensing arrangements, legislation and regulation to
ensure current and ongoing consistency with the national frameworks
December 2009
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2 (e)
2 (g)
2 (h)

2 (i)

Develop strategies to enhance data collection and collation to provide
intelligence of patterns of alcohol use and related harms
Develop and implement strategies to reduce alcohol‐related deaths,
accidents and injuries (particularly those related to workplaces)
Consider, and where appropriate to the Tasmanian environment, support
National initiatives aimed at reducing the levels of and harms from
intoxication
Develop processes and systems to inform the public of liquor licensing and
planning decisions, including new applications, licence variations, breaches
and penalties.

Priority Area 3: Health of the Population
Some research exists on the alleged health benefits of moderate alcohol
consumption. There has been some contention about the level and nature of these
benefits. However, there is consensus that people should not commence or
maintain drinking for health reasons. Both the short and long term adverse health
impacts resulting from the misuse of alcohol are well documented.
Alcohol consumption accounts for 2.3% of the total burden of disease and injury in
Australia; it has been causally linked to more than 60 different medical conditions
and was linked to 3,430 deaths per year (Begg et al. 2007). Heavy alcohol use can
cause short and long‐term health problems such as cirrhosis of the liver, alcohol
dependence, strokes, suicide, injury and car accidents.
Alcohol is a known risk factor for cancer, particularly those of the mouth, pharynx,
larynx, oesophagus, breast, colorectum and liver. Australian data suggests that
alcohol intake accounts for 3.1% of the total cancer burden. In 2005, there were an
estimated 2,997 new cases of cancer and 1,376 deaths from cancer attributed to
excessive alcohol consumption (Cancer Council, 2008).
Many of these harms are largely preventable.
Priority Objectives
3.1
Improve health outcomes
3.2
Reduce the incidence of preventable alcohol‐related chronic conditions
3.3
Improve the range of and access to treatment interventions
Recommended Actions
3 (a) Increase community awareness of alcohol‐related harms
3 (b) Support the development of a sustainable approach to the monitoring and
analysis of alcohol‐related trends including consumption levels, patterns of
drinking, and related harms, and the regular production and dissemination of
this information
3 (c) Review current legislative and regulatory frameworks to strengthen
consistency in relation to the availability, control and use of alcohol, with the
December 2009
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3 (d)

3 (e)
3 (f)
3 (g)

3 (h)

specific aim to promote the health of the Tasmanian community consistent
with the intent of the Public Health Act 1997
Consider and where appropriate to the Tasmanian environment support
National population based prevention initiatives in line with the National
Health Preventative Health Strategy under development by the Preventative
Health Taskforce, including consideration of the development of a Tasmanian
Alcohol Prevention Strategy
Enhance access to, and the range and type of, evidence‐based alcohol
treatment interventions
Identify and develop strategies to reduce barriers to access to treatment
interventions and services
Develop strategies to enhance the capacity of the health services workforce
across the primary, secondary and tertiary continuum to address alcohol‐
related harms, particularly promotion, prevention and early intervention
Investigate the range of alcohol screening/assessment and brief interventions
to inform the development and implementation of effective responses in
Tasmania

Priority Area 4: High Risk Groups and High Risk Behaviours
Pregnant women, Aborigines, young people, poly‐drug users and prisoners have
been identified as particularly at risk, and a focus of the Framework. The rationale
for the identification of each of these high risk groups is detailed in Appendix G.
Priority Objectives
4.1
Reduce the uptake and onset of high risk alcohol consumption, particularly
amongst high risk groups
4.2
Enhance existing and establishing new partnership programs aimed at
supporting early childhood interventions and building resilience
4.3
Enhance access to targeted evidence‐based treatment interventions for high
risk groups
Develop strategies to reduce barriers to access to treatment interventions for
4.4
high risk groups
Recommended Actions
4 (a) Support existing and develop new strategies and programs targeting early
childhood interventions and supporting families
4 (b) Develop, implement and monitor strategies and interventions targeting
under‐age drinking
4 (c) Develop, implement and monitor strategies targeting youth drinking more
generally
4 (d) Work with the Tasmanian Aboriginal community and organisations to review
current and develop new strategies consistent with the Aboriginal and Torres
Strait Islander Complementary Action Plan 2003‐2009
December 2009
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4 (e)

4 (f)
4 (g)
4 (h)
4 (i)

Develop and implement professional development programs for people
working or coming into contact with high risk groups, specifically around
identification of risky use of alcohol (for example community health centre
staff, other health professionals, those working in the education system,
ambulance officers)
Support the development and implementation of a Tasmanian response to
the National Corrections Drug Strategy 2006‐2009
Develop strategies and programs for enhancement of evidence‐based school
alcohol education within a schools‐based alcohol policy context
Develop targeted community awareness raising, education and resources for
high risk groups
Establish appropriate prevention and intervention strategies targeting alcohol
use in pregnancy and while breast feeding
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8 Consultations undertaken
A Consultation Draft of the Framework was distributed to key stakeholders for
comment, on 20 May 2009. The document was mailed to over 100 key stakeholders,
community sector organisations and peak bodies with an interest in alcohol issues.
Key stakeholders were also invited to attend a consultation workshop and offered
individual consultation meetings with the project team to discuss issues.
The consultation draft was also published on the Department of Health and Human
Services Internet Site and a media release issued to inform the public of the
document release and the consultation being undertaken.
Written submissions closed on 26 June 2009, resulting in four written submissions.
A key stakeholder consultation workshop was held on 22 July 2009, to canvas the
views of stakeholders about the draft Framework and to elicit information that is
useful in the context of the Framework or for future policy development.
Four written submissions were received and over 40 participants across a range of
government agencies, community sector and industry peak body organisations
attended the consultation workshop to provide feedback.
Submissions, feedback and contributions were made by:
•

Mr John Alderdice, Alcohol Drug Service, •
DHHS

•

Professor Steve Allsop, National Drug
Research Institute
•

Mr Craig Martin, Sport and Recreation
Tasmania, Department of Economic
Development and Tourism
Mr Kris McCracken, ATDC

•

Ms Robyn Bogle, Department Justice

•

•

Ms Tracey
Network

Ms Cecile McKeown, Population Health,
DHHS

•

Ms Judy Midgley, Alcohol and Drug
Service, DHHS

•
•
•
•
•
•
•

Bullen,

Drug Education

Mr Darren Brown, Shoreline Hotel and
Australian Hotels Association (Tasmania) •
Dr Diane Caney, Disability Child Youth
and Family Services, DHHS
•
Dr George Cerchez, Chief Health Officer,
•
DHHS
Dr Maureen Davey, Population Health
DHHS
•
Ms Sylvia Engels, Alcohol and Drug
Service, DHHS
•
Ms Jenny
Tasmania

Flemming,

Mr Ian French,
Insurance Board
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University

Motor

of

Accidents

Mr Tom Muller, Tasmanian Council of
Social Service
Ms Cheryl Mundy, Alcohol and Drug
Service, DHHS
Mr Stuart Nettlefold, Wine Industry
Tasmania
Mr
Andrew
O’Brien,
Ambulance Service

Tasmanian

Mr Steve Old, Australian
Association (Tasmania)

Hotels

•

Mr Peter O’Sullivan, Liquor and Gaming
Branch, Treasury

•

Ms Carol Owen, Population Health,
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•

Mr Mark Frohmader, Alcohol and Drug
Service, DHHS

DHHS
•

•

Ms Gwyneth Fullard, Alcohol and Drug
•
Service, DHHS

•

Mr David Gardiner, GP Tasmania

•

Mr Nick Goddard, Statewide and Mental
Health Services, DHHS

•

Ms Caroline Graves, Alcohol and Drug
Service, DHHS

Mr Jonathan Rogers, Executive Support
and Secretariat, DPEM

•

Ms Vicki
Network

•

Penny Saile, Hobart City Council

•

Mr Victor Stojcevski, Magistrates Courts

Ms Diana Harrison, Policy, DPAC

•

Ms Morgen Hughes, Department of
•
Justice

•

Ms Bridget Hutton, Social Inclusion Unit,
•
DPAC
•
Mr Damien Jarvis, Liquor and Gaming
Branch, Treasury
•
Mr Mark Jessop, Disability Child Youth
•
and Family Services, DHHS

•
•
•

Ms Ann Marie Mallet, Correctional
•
Health Services, DHHS
Mr Bruce Mansfield, National Schools
Education, Department of Education

Dr Adrian Reynolds, Alcohol and Drug
Service, DHHS

•

•

•

Mr David Perez, The Link and ATDC

Russell,

Drug

Education

Ms Wendy Sawford, Revenue, Gaming
and Licensing Division, Treasury
Ms Toni Sydes, Road Safety Taskforce
Mr Paul Tchia, Alcohol and Drug Service,
DHHS
Ms Fran Thompson, GP Tasmania
Dr Chris Wake, Correctional Health
Services, DHHS
Ms
Deb
Zwolsman,
Australian
Government Department of Health and
Ageing

All submissions and participants generally supported the intent, the priority areas
and objectives of the draft Framework.
The main comments noted in the submissions were that:
•

The collation of Tasmanian specific data would be welcomed.

•

The broader goals may need to be accompanied by a selection of narrower,
more precise and measurable activities.

•

Actions identified need to be explicitly linked to relevant organisation with
responsibility for the actions.

•

The actions should include environmental management strategies such as
improving lighting, visibility and thoroughfare.

•

More work needs to be done to make Liquor Licensing hearings more
transparent and for local councils to be more involved in planning processes
around licensed premises.
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•

The licensing process needs to take into account issues such as outlet density,
public safety and community interest.

•

Licensing breaches needs to be more effectively publicised.

•

All measures available need to be utilised to instigate/push for volumetric
taxation for all alcohol beverages.

•

Broader transport issues should be included in the Framework. Accessible
public transport must be a viable alternative to vehicle use for people under
the influence of alcohol.

•

A review of the membership of the Licensing Board should consider the
inclusion of a public health and/or Tasmania Police representative.

•

A new regulatory approach needs to be developed with regard to alcohol
advertising.

•

Support for a ban on alcohol advertising, particularly before 9.00pm. There
would need to be a phasing out period of at least 3 years.

•

Advertising should be restricted, reduced or indeed phased out.

•

The Framework should focus on encouraging a culture of responsible
drinking.

•

Focus should balance prevention and treatment

•

A map of treatment pathways may be useful in enhancing service
effectiveness and efficiency.

•

Effort is needed to publicise the National Health Medical Research Council’s
Australian Guidelines To Reduce Health Risks From Drinking Alcohol.

•

There needs to be better integration of services and enhanced training
opportunities for both community sector organisations and Government
employees.

•

Although the focus on high risk groups is essential, it is important to focus on
the individuals and communities not identified as ‘high risk’ and ensure that
the lack of prioritisation of other groups (for example homeless people,
people with mental health issues, acquired brain injury or age pensioners)
does not pose any additional barriers to accessing appropriate services.

•

There needs to be a focus on sporting clubs in relation to underage drinking.

•

There needs to be tougher controls placed on the supply to and consumption
of alcohol by minors.
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•

Legislation to curb secondary supply of alcohol to minors is needed. This
should be supplemented by controlled compliance testing.

•

Actions need to incorporate State and National work on co‐morbid alcohol
and mental health issues as well as in relation to culturally and linguistically
diverse communities.

The top priority actions items highlighted were:
•

The need for increased local research / evidence base to inform practice and
strategies.

•

The need to collect alcohol consumption data as part of the evidence base to
inform practice and strategies.

•

The need for workforce planing and development.

•

The need to build the capacity of local government and community to
respond to alcohol issues.

•

The need for legislative change regarding secondary supply, availability
control, etc, for consistency with Public Health Act 1997.

The consultation workshop identified the need to:
1.

Re‐develop the document as a Framework for Action that allows a more
dynamic approach to be adopted and a restructure of the document for a
more logical flow.

2.

Identify priorities for action over next 12 months under the proposed
framework document.

3.

Include community consultation/development as a priority action that
identifies strategies to engage with communities in the development of
approaches and priority actions.

4.

Include a brief outline of what the evidence tells us is effective.

5.

Incorporate a model of risk and protective factors and a focus on
preventative strategies that can be used as an overall structure.

6.

Provide a brief outline of the relevant legislation and the distinction between
federal and state responsibilities.

7.

Have approaches that are integrated (e.g. secondary supply is likely to involve
community interventions; industry interventions; social marketing to support
the interventions.

8.

Make progress and not wait for a perfect document and allow this to get in
the way of a good job.
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In the first year, priority actions might include mapping (e.g. services for people with
alcohol problems) and then identifying service provision model that in turn identifies
subsequent/ensuing actions to build towards the ideal service model.

9 Where to from here?
9.1 Establishment of the Tasmanian Alcohol Advisory Group
An Alcohol Advisory Group will be established as the principal advisory body to the
Inter Agency Working Group on Drugs (IAWGD) on alcohol‐related matters. The
Alcohol Advisory Group will assist the IAWGD to coordinate the implementation of
the Framework, work with agencies to facilitate implementation planning and
reporting, and monitor progress of implementation against plans provided by
Government agencies for each year of the Framework.
The IAWGD, under advice of the Alcohol Advisory Group, will consider the aims,
identified priority areas, and the key strategies of the Framework; and the progress
of inter‐related National initiatives to guide annual actions for Tasmania. The
Alcohol Advisory Group will annually report on progress of implementation to the
IAWGD. Annual Reports will be published on the internet for public access.
9.2 Annual Implementation Plans
Government agencies will be required to develop and submit to the IAWGD an
Annual Implementation Plan addressing the key strategies and priorities of the
Framework at the beginning of each financial year in which it is active.
The Annual Implementation Plan by Government agencies will outline specific
actions to be undertaken, the estimated resource allocation for each action (where
appropriate), the expected outcome during the year for each action, the timeframe
for implementation and key indicators associated with the actions.
The Annual Implementation Plan will need to be submitted in May preceding each
financial year for consideration by the IAWGD in June. An
IAWGD‐endorsed consolidated annual implementation plan will then be submitted
to Cabinet for approval and published on the internet for public access before
September of each financial year. A dedicated website will be created to host the
plans and related reports.
Progress against the implementation will be monitored by the Alcohol Advisory
Group.
At the end of each financial year, the Alcohol Advisory Group will work with
Government agencies to report the progress and achievement against their annual
implementation plan, detailing the extent of actions undertaken (the output) and
any measurable outcomes, including measures against the key indicators.
Agency annual reports against the implementation plan will be submitted to the
IAWGD before September of the next financial year. Agency reports will be
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consolidated by the IAWGD and submitted to Cabinet for approval and subsequently
published on the dedicated website for public access.

10 Monitoring and Evaluation
The IAWGD will be ultimately responsible for the overall implementation of the
Framework and the reporting of the progress to Government through the Minister
for Health.
Each annual implementation plan will be monitored and reviewed by the Alcohol
Advisory Group on an ongoing basis. An agreed set of indicators and the data needs
will be established by the IAWGD to enable baseline and regular data collection to
assist with monitoring and evaluation.
In monitoring the implementation, the Advisory Group will consider the
appropriateness of actions and the key indicators, the need for change based on
national and international developments and the effectiveness of the actions to
achieving the goal of the Framework.
A formal evaluation of the effectiveness and usefulness of the Framework will be
undertaken during the last year of its operation.
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11 Glossary
Alcohol‐related
harm

Any adverse social, physical, psychological, legal or other consequence of alcohol
use that is experienced by a person using alcohol or by people living with or
otherwise affected by the actions of a person using alcohol.

Binge Drinking

Whilst there is no agreed definition or understanding as to what constitutes
‘binge drinking’ it can generally be accepted to refer to heavy drinking over a
short period of time or drinking continuously over a number of days or weeks ‐
sometimes also referred to as heavy episodic drinking. Binge drinking is often
associated with drinking with the intention of becoming intoxicated.
The term can refer to drinking, on any single occasion, significantly more than
the low‐risk levels advised by the National Health and Medical Research Council
(NHMRC). Common short‐term effects of binge‐drinking episodes are
hangovers, headaches, nausea, shakiness and possible vomiting and memory
loss. The short‐term risks of binge drinking include the risks of harm such as falls,
assaults and car crashes. Young people in particular often are not aware of the
dangers associated with acute intoxication, and are more likely to indulge in
risky behaviour while intoxicated, such as driving, swimming, unsafe or
unwanted sex, verbal or physical abuse.
The long‐term effects of drinking heavily over a long period of time can include
physical and psychological dependence. Over time, alcohol can damage parts of
the body, including the brain and liver, and lead to the development of
emotional problems, such as depression, and problems at school, at work and
within relationships.

Early Intervention

A therapeutic strategy that combines early detection of hazardous or harmful
substance use and treatment of those involved (WHO 1994). Treatment is
offered or provided before such time as patients might present of their own
volition and in many cases before they are aware that their substance use might
cause problems. It is directed particularly at individuals who have not developed
physical dependence or major psychosocial complications. Early intervention is
therefore a proactive approach. The first stage consists of a systematic
procedure for early detection. Some of the several approaches include:
• routine enquiry about use of alcohol, tobacco, and other drugs in the clinical
history
• the use of screening tests, for example in primary health care settings.
• Supplementary questions are then asked in order to confirm the diagnosis.
The second stage (treatment) is usually brief and takes place in the primary
health care setting (lasting on average 5–30 minutes). Treatment may be more
extensive in other settings.

Evidence‐based
practice

The integration of the best available evidence with professional expertise to
make decisions.

Foetal (or Fetal)
Alcohol Spectrum
Disorder

In this document the word ‘foetal’ is used and refers to the broad term for a
range of outcomes observed among individuals with prenatal alcohol exposure.

Harm

Harm minimisation is a philosophical and practical approach to improving
health, social and economic outcomes for individuals and communities. It
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minimisation

includes the reduction of supply, demand and harm associated with drug use.

Low‐risk drinking
or low levels of
drinking (based on
the NHMRC
Alcohol
Guidelines)

In each case, ‘low‐risk’ has been conservatively defined as the level of alcohol
intake that, for healthy adults, will:

National Health
and Medical
Research Council
(NHMRC) Alcohol
Guidelines

The NHMRC Australian alcohol guidelines for low risk drinking, available at
http://www.nhmrc.gov.au/publications/synopses/ds10syn.htm, are intended to
give Australians clear guidelines on how to avoid, or minimise, the harmful
consequences of drinking alcohol — both the immediate effects of each drinking
occasion and the longer‐term effects of regular drinking.

• Reduce the lifetime risk of harm from alcohol‐related disease or injury to
less than one in 100 (that is, one for every 100 people who drink at that
specified level and pattern). The recommended level for this is two (2)
standard drinks or less on any day, for both men and women.
• Reduce the risk of accidents and injuries occurring from the drinking on any
single occasion. The recommended level for this is four (4) standard drinks
or less for both men and women.

The guidelines provide a valuable resource for a wide range of groups and
individuals including health professionals, community groups, professional and
educational organisations, policy makers, the general public and those
businesses responsible for providing alcohol.
Guidelines 1 and 2 provide a universal low‐risk level of alcohol intake for healthy
men and women. In setting the guideline, the NHMRC considered the risks of
increasing levels of alcohol intake for:
• drinking on any single occasion with the attendant risk of accidents and
injuries
• regular drinking over a period of time with the attendant risk of developing
alcohol‐related diseases
Guidelines 3 and 4 focus on children and adolescents, and pregnant women
respectively.
Per Capita Alcohol
Consumption

Measuring the volume of the pure alcohol content contained in the overall
volume of alcoholic beverages consumed. This is a measure of the apparent
consumption based on liquor wholesale sales data divided by the adult
population level published by the Australian Bureau of Statistics for any given
year.

Prevention

Broadly defined as an intervention designed to change the social and
environmental determinants of drug and alcohol abuse, including discouraging
the initiation of drug use and preventing the progression to more frequent or
regular use among at‐risk populations. Prevention activities may be broad‐based
efforts directed at the mainstream population(s), (e.g. mass media general
public information and education campaigns, community‐focused initiatives and
school based programs directed at youth or students at large). Prevention
interventions may also target vulnerable and at‐risk populations. Essentially,
prevention addresses the following:
• creating awareness and informing/educating about drugs and the adverse
health and social effects of drug use and abuse;
• promoting anti‐drug norms and pro‐social behaviour against drug use;
• enabling individuals and groups to acquire personal and social life skills to
develop anti‐drug attitudes and avoid engaging in drug using behaviour; and
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Protective Factor

• promoting supportive environments and alternative healthier, more
productive and fulfilling behaviours and lifestyles, free of drug use.
Influences that modify the effects of risk factors while not directly predicting
drug use. It encompasses reduced drug availability and low risk patterns of use
(including abstinence) and many harm minimisation strategies. Factors which
protect against problematic alcohol use include family attachment, self‐efficacy,
resilience and a positive involvement with school, sport and religion.

Pure Alcohol
Content (PAC)

The pure alcoholic content of alcoholic beverages. E.g. Full strength beer has
4.9% PAC, whereas wine has approximately 13% PAC. The PAC of 200 litres of
beer will be 200x0.049=9.8L. The PAC of 200 litres of wine will be 200x0.13=26L.

Risky or high‐risk
drinking (or
drinking to risky
or high risk levels)

Risky/high‐risk drinking in the short term = seven or more standard drinks on
any one day for males; five or more standard drinks on any one day for females.
Long‐term risk of harm is the equivalent of consuming 29 or more standard
drinks per week for males and 15 or more standard drinks per week for females.
Note: The concept of risk associated with alcohol consumption has changed in
the new NHMRC Alcohol Guidelines. These are not yet reflected in the
Framework. Research and data are based on the 2007 Guidelines.

Risk Factor
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Early developmental and social factors and patterns and places of drug use that
can be shown to predispose towards harmful drug use. Identified risk factors for
later alcohol misuse include parenting style, family conflict and attachment,
poor school orientation and academic achievement, social and behavioural
problems in preschool and primary school, peer rejection, a ‘deviant’ peer group
and poor social skills.
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Appendix A: Tasmanian Alcohol Trends (DHHS, 2008b)
Data for deaths caused by alcohol consumption for young people aged 15‐24 years
are available from by the National Drug Research Institute. Tasmania’s rates are the
third highest of all jurisdictions at 1.2 per 10,000 population.
Estimated Number of Deaths Attributed to Alcohol, 15‐24 Years by Jurisdiction, 1993‐2002 (per
10,000)

NDRI, National Alcohol Indicators, November 2004

Data are also available for under‐age drinkers. From 1993 to 2002, an estimated 0.60
per 10,000 Tasmanians aged 14‐17 years died as a result of injury or disease caused
by alcohol consumption, again the third highest rate of all jurisdictions.
Alcohol, speed, inattentiveness, and inexperience are the leading crash factors
resulting in serious casualties, according to road crash statistics collected by the
Department of Infrastructure, Energy and Resources. In 2006, 19.2% of all serious
casualties in Tasmania involved alcohol as a crash factor. In 2007, this proportion
was 23.5%.
Serious Casualties* Involving Alcohol as a Crash Factor, Tasmania, 2006 and 2007
2006

2007

Number of casualties

369

379

Number involving alcohol

71

89

% involving alcohol

19.2%

23.5%

*fatalities and serious injuries (hospitalised for 24 hours or more)
Department of Infrastructure, Energy, and Resources, Tasmanian Serious Casualties, 2006, 2007

Alcohol‐related car crashes are more prevalent among young people. In 2007,
alcohol was implicated in 41 serious casualties (31.1%) involving drivers aged 17‐29
years. Of those, the majority (51%) involved young people under 21 years.
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Serious Casualties* Involving Alcohol as a Crash Factor, Aged 17‐29 Years, Tasmania, 2007
2007
Number of casualties

132

Number involving alcohol

41

% involving alcohol

31.1%

*fatalities and serious injuries (hospitalised for 24 hours or more)
Department of Infrastructure, Energy, and Resources, Tasmanian Serious Casualties 2007

The proportion of Tasmanian adults drinking at high risk for long‐term harm has
almost doubled over the last ten years in Tasmania, with 11.5% of the adult
population current consuming alcohol at these levels Error! Bookmark not defined..
The National Health Survey uses measures of consumption to quantify alcohol
consumption levels associated with short and long‐term harm. These categories are
based on the average daily consumption of alcohol in the week preceding the
survey. In 2004/05 the proportion of Tasmanians consuming alcohol at medium and
high‐risk levels were lower than for Australia as a whole (p<0.01).
However, since 1995, the proportion of Tasmanian adults drinking at medium and
high‐risk levels has increased from 4.2% to 7.1% of adults drinking at medium risk
levels and from 2.7% to 4.4% of adults drinking at high‐risk levels (p<0.01).
The prevalence of alcohol consumption at levels risky to health in the long‐term has
increased since 1995. Risky and high risk consumption increased by 65% from 6.9%
in 1995 to 11.4% in 2004/5, but this difference is statistically not significant.
Risky/High Risk Alcohol Consum ption Levels
Causing Long Term Harm , Tasm ania, 1995-2004/5
7.0%

1995

2001

2004/5

6.3%
4.4%

4.2%
3.4%
2.7%

Risky

High Risk
Level of Consumption

ABS, National Health Surveys, 1995, 2001, 2004/5

Risky and high‐risk consumption of alcohol causing long‐term harm has increased for
most age groups since 2001. For those aged 35‐44 years, the increase from 10.8% to
14.5% was statistically significant.
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Risky/High Risk Alcohol Consumption Levels
Causing Long Term Harm by Age, Tasmania, 2001
and 2004/5
15.4%

13.9%

14.5%
12.9%
11.5%

10.8%
9.2%

8.3%

14.4%
9.9%

4.5%
2.5%

18-24

25-34

35-44

45-54

55-64

65+

ABS, National Health Surveys, 2001, 2004/5

Risky and high‐risk alcohol consumption causing long‐term harm is more prevalent
among higher income groups.
Of all Tasmanians with the highest household income, 17% are drinking at levels
harmful to long‐term health, compared to 9.4% of Tasmanians with the lowest
household income.
Risky/High Risk Alcohol Consumption Causing Long
Term Harm by Household Income Quintiles, 18 Years
and Over, Tasmania 2004/5
15.6%

17.0%

9.9%
9.4%

9.6%

1st

2nd
<------ low est income

3rd
Quintile

4th

5th

highest income ----->

ABS, National Health Survey 2004/5, CURF

Tasmania has the highest proportion of young people who drink alcohol at risky or
high‐risk levels (19.8%), well above the Australian proportion of 15.3%.
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Risky/High Risk Alcohol Consumption Causing Short
Term Harm by Jurisdiction, Age 18-24 Years, 2004/5

19.3%

18.7%
15.6%

19.8%
16.6%

15.4%

15.3%

11.3%

NSW

Vic

Qld

SA

WA

Tas

ACT

Aus

ABS, Australian Social Trends, 2008 (Media Release 23/07/08)

Between 1984 and 2005, the proportion of Tasmanian secondary students aged 12‐
15 years at risk of short‐term harm from excessive alcohol consumption remained
relatively unchanged, until 1999 when it began steadily increasing. For 16‐17 year
old students it has remained relatively unchanged.
Proportion of Secondary School Students w ho
are Current Drinkers and Consum e Alcohol at
Risk of Short Term Harm , 1984-2005
12-15 Years

16-17 Years
47%

46%
36%

15%

1984

15%

1987

33%

15%

1990

53%
45%

41% 37%

17%

1993

20%

23%

20%

13%

1996

1999

2002

2005

Centre fo r B ehavio ural Research in Cancer, The Use o f A lco ho l, Over the
Co unter Substances and Illicit Substances amo ng Tasmanian Seco ndary
Scho o l Students in 2005 and Trends o ver Time, 2006, (A SSA D Survey)

Tasmanian Police report that in Tasmania in 2007‐08:
• 1,194 family violence offenders and 552 victims reported being affected
by alcohol
• 4,865 drivers exceeded prescribed alcohol limit (9.9% increase) from
680,000 random breaths tests
• Alcohol is a factor in 25% of fatal crashes
• Increase in public order offences, such as noise, vandalism, offensive
behaviour
• Police issued 4,504 ‘move‐on’ directions
• Of the 1,185 public place assaults, a significant proportion of offenders
were affected by alcohol; 50% were committed by a stranger; 40%
occurred on Friday and Saturday evening; most occurred at or near a
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•
•
•

licensed premises; and there is an increasing trend of female offenders
and victims
2,350 liquor infringement notices were issued and there were 1,351
instances of alcohol confiscations
1,171 people were detained in custody for drunkenness and 266 detained
due to level of intoxication
There were 1,238 alcohol‐related offences against police (10% increase)
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Appendix B: National and International Context
Alcohol is one of the most widely used psychoactive, or mood‐changing, recreational
drug used in Australia, and is the cause of significant drug‐related harm. Alcohol
causes slightly more deaths and hospitalisations of young people including children
than all the illicit drugs combined and many more than tobacco, mainly by either
intentional or unintentional injuries (Loxley et al., 2004). Despite this, illicit drugs
receive the most negative media attention and are perceived as the drugs most
associated with a drug problem. In the Australian Institute of Health and Welfare
2007 National Drug Strategy Household Survey (AIHW, 2008) only one in ten
Australians nominated alcohol as a ‘drug problem’ compared to heroin (39.4%) and
marijuana/cannabis (29.2%).
Much has been written about the culture of drinking in Australia. The National
Alcohol Strategy 2006‐2009 notes there is no single factor for determining Australia’s
drinking cultures, which are driven by a mix of both social and availability forces, and
cultural influences. Much has also been written about the adverse health and social
effects. However, alcohol abuse impacts across a broad range of areas including
healthcare services, road accidents, workforce productivity, law enforcement and
property damage, and on the health and wellbeing of individuals, families and
communities.
The total social cost arising from the misuse of alcohol has been estimated in
2004/05 in Australia to be $15.3 billion per annum as shown in figure 1 below
(Collins & Lapsley, 2008).
Figure 1: Total tangible and intangible socials costs associated with alcohol abuse 2004/05 (Collins
& Lapsley, 2008)
Tangible

($m)

Labour (net) *

3,538.0

Healthcare (net)

1,976.7

Road accidents
included

not

elsewhere

Crime (net)
Resources
used
consumption

2,202.0
1,424.0

in

abusive

1,688.8

Intangible
Loss of Life **

4,135.0

Pain and suffering (road accidents)

353.6

Total

15,321.1

* includes workforce and household labour less consumption resources saved
**based on the loss of a year’s living

In 2004/05, alcohol‐related road trauma cost $3.12 billion and crime costs
attributable to alcohol were estimated to be $1.7 billion. This included:
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•

Police $747.1 million

•

Criminal Courts $85.8 million

•

Prisons $141.8 million

•

Property $67.1 million

•

Insurance administration $14.3 million

•

Violence $187.5 million

•

Productivity of prisoners $358.0 million

• Loss of life (violence) $124.4 million
In 2004/05 net health care costs attributable to alcohol, when factoring in the
savings to the health care system from premature deaths caused by alcohol misuse
(an unfortunate reality) were estimated to be $1.9 million, broken up into:
•

Medical $0.54 million

•

Hospitals $0.66 million (including pharmaceuticals inside hospital systems)

•

Nursing homes $0.41 million

•

Pharmaceuticals $0.3 million (outside hospital systems)

• Ambulances $0.07 million
Young people are particularly vulnerable to the effects of alcohol. However,
hazardous drinking by young people is common, with up to 80% of alcohol consumed
by young people aged 14 – 17 years being drunk at risky/high risk levels for acute
harm (Chikritzhs, Pascal & Jones, 2004). The 2007 National Drug Survey Household
Survey: first results noted the proportion of teenagers drinking at least weekly is
around 22% (AIHW, 2008). Chikritzhs and Pascal (2004) estimated approximately
264 young people aged 15‐24 years die each year as a result of risky alcohol
consumption. Figure 2 below shows the most common alcohol‐attributable causes
of deaths.
Figure 2: Causes of alcohol‐attributable deaths and hospitalisation (%) for males and females aged
15‐24 years (Chikritzhs & Pascal, 2004)
Deaths

%

Males

%

Males

Road injury

52

Assault

30

Suicide

19

Falls

19

Assault

7

Road injury

17

Pedestrian road injury

9

Alcohol abuse

10

Drowning

4

Alcohol
dependence

4

Females
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Hospitalisations

Females

Road injury

37

Assault

23

Suicide

22

Alcohol abuse

19

Assault

20

Suicide

18

Pedestrian road injury

5

Falls

10

Drowning

3

Road injury

8
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The National Alcohol Strategy indicates that local governments spend approximately
$62 million each year on alcohol‐related public safety and order, including cleaning
up litter and bodily fluid spills.
The Drug Use Monitoring in Australia 2007 Annual Report noted that alcohol
dependency among police detainees has increased since monitoring began (AIC,
2008). Heavy alcohol use was reported in the past year by three quarters of male
detainees and two‐thirds of female detainees. Half of male detainees and one‐third
of female detainees had drunk heavily in the 48 hours prior to being arrested.
Research undertaken by the Alcohol, Education and Research Foundation (AERF,
2008) over the 2007/08 Christmas‐New Year holiday period found 2.2 million
Australians over 14 years of age reported being physically or verbally abused by
someone under the influence of alcohol. The survey also found more than 30% of
teenagers surveyed claimed they feared for the safety of their family and friends as a
consequence of excess drinking.
A survey undertaken on behalf of the Australian National Council on Drugs
(Tinworth, J., 2008) in late 2007 found that a third of Australians did not agree or
were uncertain that alcohol is a drug; nearly half were not aware or were unsure of
the National Alcohol Guidelines; and there was confusion on how many drinks could
be considered as ‘binge’ drinking.
The World Health Organisation (WHO) Expert Committee on problems related to
alcohol consumption noted that for 2002, alcohol was estimated to cause a net harm
of 3.7% of all deaths and 4.4% of the global burden of disease (WHO, 2006).
Lewis et al. (2008) reported that in 1988, alcohol was classified by the WHO
International Agency for Research on Cancer (IARC) as a Group 1 carcinogen. This is
the highest IARC classification for humans. Alcohol is a risk factor for cancers of the
mouth, pharynx, larynx, oesophagus, and liver. Average intake of approximately four
drinks per day increases the risk of cancer by 22%. High alcohol consumption
averaging approximately eight drinks per day increases the risk of cancer at any site
by 90%. Four standard alcoholic drinks a day increase a man's risk of developing
bowel cancer by 64%. For women, just two standard drinks a day increases their risk
of developing breast cancer by up to 22%. For both men and women, two standard
drinks a day increase the risk of developing mouth cancer by 75%.
Types of alcohol‐related harm and responses
Total alcohol consumption trends across a population are an important measure
from a public health perspective as an indicator of the number of individuals who are
exposed to high levels of alcohol consumption. In Australia, per capita alcohol
consumption remains high by world standards, ranked within the top 30 out of 180
of the highest alcohol consuming countries (WHO, 2008).
However, equally as important from a policy perspective, as an indicator of harm,
are patterns of alcohol consumption (the ways in which alcohol is consumed).
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According to the 2007 National Drug Strategy Household Survey (AIHW, 2008), 89.9%
or nine out of every ten Australians aged 14 years or older had tried alcohol at some
time in their lives and 9% (or 1.4 million) of Australians drank alcohol on a daily basis.
Some 41% drink on a weekly basis. 37.4% of males and 41.2% of females aged 14 –
19 years of age consumed alcohol at levels which put them at risk of harm in the
short‐term. The average age at which people first used alcohol has remained stable
at 17 years of age. The proportion of teenagers drinking at least weekly was around
22%.
The WHO considers intoxication, dependence and toxicity as the three main
mechanisms of alcohol‐related harm (WHO, 2006).
The WHO Expert Committee report of 2006 (WHO, 2006) on problems related to
alcohol consumption considered a range of alcohol policies for analysis of effective
strategies and interventions to reduce alcohol‐related harm. It considered a range of
measures including reduction of availability of alcohol; alcohol price and taxes;
restrictions on sale of alcohol; regulation; restrictions on alcohol marketing; drink‐
driving countermeasures; education and persuasion; and early intervention and
treatment services. It concluded that despite some deficiencies, there is an evidence
base to support strategies in terms of relative effectiveness. It found that alcohol
supply can considerably affect the rates of alcohol‐related problems. Alcohol control
legislation and licensing systems were found to have proven benefits. These include
limits on density of outlets and hours of sale; prohibition on underage sales and sales
to intoxicated persons; and enforcement. High taxation rates on alcoholic beverages
as a control level strategy were also proven effective. Strong evidence was also
found for specific drink‐driving countermeasures, and assessment and brief
intervention in the context of primary health services as an effective strategy in
reducing heavy drinking or alcohol‐related problems.
The National Alcohol Strategy 2006‐2009 identified four priority areas: intoxication;
public safety and amenity; health impacts; and cultural place and availability. It
suggests linkages and interactions between the determinants, behaviours and
outcomes of alcohol‐related harm and the identified priority areas as summarised
below in figure 3 below.
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Figure 3: Alcohol‐Related Harm: Determinants, Behaviours, and Outcomes
Cultural Place and Availability:
Modifiable
Determinants:

Target
Behaviours:

Outcomes:

•
•
•
•

•
•
•
•

Price
Outlet locations
Opening hours
Minimum purchase age

Service practices
Law enforcement
Promotion
Social norms & values

Drinking to Intoxication

Long - Term
Heavy Drinking

(BAC >0.08)

Public Safety
and Amenity:

Acute Health
Impacts:

Chronic Health
Impacts:

•
•
•
•

•
•
•
•
•
•

•
•
•
•

Violence
Property damage
Anti-social behaviour
Perceptions of safety

Road injuries
Assaults
Drowning
Suicides
Fire/smoke injuries
Sexually transmitted
infections

Cancers
Cirrhosis of the liver
Dependence
Mental illness

Source: National Alcohol Strategy 2006‐2009

Other social and structural determinants of patterns of alcohol consumption and
related harms include socio economic status, disposable income, housing, education
and employment. Evidence that the first years of life are critical in shaping later
developmental and behavioural issues abound (Loxley et al., 2004), and support a
need to examine the social determinants and broader macro environmental
influences, demographic factors and inter‐related relationships that influence
developmental risk factors (and protective factors). These and understanding and
acknowledgement of the broader macro environmental influences, demographic
factors and inter related relationships that influence development risk factors need
to be also considered particularly from a preventative policy perspective.
From available research, the National Alcohol Strategy identifies that amongst the
most effective interventions for alcohol‐related harms are those related to economic
availability and physical availability: being price and access respectively.
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Appendix C: What the Evidence Tells Us
Room et al (2005) in their review of the evidence noted the substantial advances
over the past 30 years in the recognition and understanding of the public health
harms of alcohol consumption, drinking problems and their prevention and
treatment. It noted that whilst medical approaches are appropriate, they need to be
complemented by population‐based public health interventions to address the broad
dimensions of alcohol‐related problems.
The evidence is strong that harmful alcohol use is responsible for significant illness
and death. The World Health Organisation (2006) reliability estimates that harmful
use of alcohol causes 2.3 million premature deaths annually (3.7% of global
mortality) and is responsible for 4.4% of the global burden of disease. Alcohol has
been shown to be casually related to more than 60 different medical conditions
including cancer and coronary heart disease, and to intentional injury.
There is also undisputable scientific evidence of the connection between alcohol and
violence, traffic accidents and others injuries. Alcohol consumption affects not only
the health and wellbeing of the drinker, but has substantial negative impacts on
others.
Preventing alcohol‐related harm in Australia: a window of opportunity
A paper prepared for the National Preventative Health Taskforce by the Alcohol
Working Group (2008) compiled ratings of alcohol policy‐relevant strategies and
interventions to inform discussion on what works in alcohol‐related prevention,
based on a number of recent reviews 2.
The National Preventative Health Taskforce (2008) noted that more universal
interventions targeting the whole population, (taxation and pricing; minimum
purchasing age; drink driving countermeasures) generally have a higher effectiveness
rating and are generally lower in cost to implement that those targeting high risk
groups. The taskforce found that the types of interventions most effective are:
•

Regulating physical availability

2

The reviews included the World Health Organisation (WHO) international review of alcohol
related research and public policy (Babor T, et al Alcohol: no ordinary commodity. New York:
World Health Organization and Oxford University Press, 2003); the Prevention of Substance
Use, risk and harm in Australia: a review of the evidence (Loxley W, Toumbourou JW, Stockwell T,
Haines B, Scott K, Godfrey C, et al.) The prevention of substance use, risk and harm in Australia: a
review of the evidence. Canberra: Commonwealth of Australia, 2004. Available from:
http://espace.lis.curtin.edu.au/archive/00000284/); Victorian review of that publication
(Toumbourou J, Lyons Z, Loxley W and Bauld C. Research needs analysis and action plan for
drug prevention research in Victoria. Department of Human Services, Victoria, Premier’s Drug
Prevention Council, 2007
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•

Taxation and Pricing

•

Drink‐driving countermeasures

•

Treatment and early intervention

They also found that the interventions that there was less evidence of effectiveness
include:
•

Altering the drinking context

•

Regulation promotion

•

Education and persuasion

The summary of those strategies and interventions; their effectiveness ratings and
costs to implement are attached (Attachment 1).
Some of the key researches around alcohol‐related harm are summarised below.
The avoidable costs of alcohol abuse in Australia and the potential benefits of
effective policies to reduce the social costs of alcohol (Collins & Lapsley, 2008)
Collins and Lapsley (2008) estimate that the social costs of alcohol abuse in Australia
in 2004/05 were over $15 billion. This is one of two international research projects
to apply the international guidelines for the estimation of the avoidable costs of
substance abuse to the estimation of the avoidable costs of alcohol.
Collins and Lapsley conclude that there is strong evidence that substantial reductions
in social costs could be achieved by implementing, or improving the implementation
of, a range of interventions which include:
•

Higher alcohol taxation, including differential tax rates on forms of alcohol
which are particularly subject t o abuse

•

Partial or total bans on alcohol advertising and other forms of promotion

•

A lower BAC drink driving limit

•

Greater enforcement of the BAC limit; and

•

Much greater investment in brief interventions to reduce alcohol abuse.

The table below is a summary of their estimate of the potential benefits of policy
interventions in terms of reduction in social costs (all figures expressed in 2004/07
prices)
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Intervention

Best estimate $m

Minimum
$m

Maximum
$m

Individual‐based interventions
Brief interventions

5,830

3,490

8,160

940
280
2,450

780
250
1,680

1,090
310
3,210

3,860

2,500

5,150

310

160

470

960

690

1,210

Population‐based interventions
Greater BAC enforcement
Reduced BAC level
Partial advertising and marketing controls
– overall impact
Complete advertising and marketing
controls – overall impact
Partial advertising and marketing controls
– impact on road accidents
Complete advertising and marketing
controls – impact on road accidents

They do make the point however that interpretation of these result needs to
betaken with great caution, as the translation of research results is imprecise, even
though the interventions considered above have been shown in literature to be cost‐
effective. Collins and Lapsley also note that estimated savings would accrue over a
period of several years as the time profile of the accrual of benefits is almost always
uncertain. The potential for substantial overlap of interventions and the impacts of
those overlaps is impossible to aggregate into the results. For example an increase in
alcohol tax rates, with a subsequent increase in alcohol price, designed to reduce
overall alcohol consumption would almost certainly also have an incidental impact
on reducing the rate of drink driving, alcohol‐related violence and alcohol‐related
death and disability.
They make the point that a range of complementary
interventions instigated in tandem would in theory achieve far greater combined
social cost savings.
Identifying cost‐effective interventions to reduce the burden of harm associated
with alcohol misuse in Australia (Doran et al. 2008)
The Doran Report (Doran et al. 2008) undertook an in‐depth analysis, based upon
reputable national and international literature, of a number of interventions that
have been evaluated and shown to be effective in reducing alcohol‐related harm;
and modelled some of those to determine cost‐effectiveness. The analysis
measured health gain in health‐adjusted life years where the loss of health due to
non‐fatal health states was valued with the appropriate disability weights used to
estimate Disability‐Adjusted Life Years (DALYs)3 used in burden of disease studies.

3

Overall disease burden, taking into account both people living with a condition and people
dying from a condition, is described in terms of Disability Adjusted Life Years or DALYs.
One DALY represents one lost year of ‘healthy’ life. DALYs are simply the sum of years of life
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The Doran Report concluded that the two interventions that stand out as being the
most cost‐effective are changes to the way taxes are imposed; and advertising bans.
They also found that the most cost‐effective interventions which as a package could
avert 26,000 DALYs in order of incremental cost‐effectiveness are:
•

Volumetric taxation;

•

Advertising bans;

•

Increase in minimum legal drinking age to 21 years;

•

Brief intervention;

•

Licensing controls;

•

Drink driving mass media campaign;

•

Random breath testing; and

•

Residential treatment + naltrexone

Their key findings suggest that all the prevention interventions modelled are more
cost‐effective in reducing alcohol‐related harm than those that treat alcohol
dependence.
Below is a summary of the results of the Doran Report modelling. It is noted that
estimated current costs are all discounted to 2003 figures.
Volumetric Taxation
The Doran Report estimates that volumetric taxation as an intervention currently
costs $0.58 million. Potential cost offsets arising from a change in drinking
behaviour as a result of implementation of volumetric taxation are estimated at $57
million (a net cost saving of $56 million). The health gain is estimated at an
additional 11,000 disability adjusted life years averted.
The Doran Report from an equity perspective also notes that as every single person
who consumes alcohol will be equally affected, its equity implications are
favourable.
The impact of the intervention will be proportionate to the amount of alcohol
consumed. It is also an intervention that is low cost, relatively easy to implement
and will generate significant savings.

lost due to premature mortality (YLL) and the equivalent ‘healthy’ years of life lost due to
disability (YLD). DALYs are calculated according to the formula DALY = YLL + YLD
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Advertising bans
The intervention is estimated to cost $20 million, however the potential costs offsets
arising from a change in drinking behaviours are estimated at $31 million (net
incremental cost savings of $12 million). The health gain to be achieved from
advertising bans is estimated at an additional 7,800 DALYs averted.
The intervention is equitable as it will be applied across the board. The Doran
Report provides smoking promotion control as a good example of how advertising
bans can achieve universal support and encourage reduction in risky behaviour.
This intervention is viewed as potentially acceptable as it can address an issue of
harm from alcohol misuse with minimal cost or effort. However it is noted that
opposition to alcohol advertising bans is likely to be strong from the alcohol and
advertising industries and the media.
Raising the minimum legal drinking age to 21 years
This intervention is estimated to cost $0.64 million, with potential cost offsets
estimated at $0.8 million (a net incremental cost saving of $0.16 million). The
health gain achieved from rising the minimum legal drinking age to 21 years is
estimated at an additional 150 DALYs averted.
The intervention may be more acceptable to policy makers and politicians as it can
address the issue with limited additional legislative effort. It is important to note,
however, that there will be voter opposition to legislation changing the MLDA
because the voting 18 years of age. Industry and lobby groups will also oppose the
because of the potential for lost patronage. The intervention is feasible given that
the infrastructure is currently in place to change legislation but additional resources
would be required to monitor the intervention to ensure compliance and the
sustainability of its benefits.
Brief Intervention with/without support
Brief intervention by a general practitioner is estimated to cost around $2.3 million
to implement, with potential cost offsets estimated at $1.2 million, providing a net
incremental cost of $1.1 million. The health gain achieved from brief intervention is
estimated at an additional 160 DALYs averted.
Brief intervention by a general practitioner with support is also cost‐effective and is
estimated to cost around $6.1 million to implement, with potential cost offsets
estimated at $2.6 million, providing a net incremental cost of $3.5 million. The health
gain achieved from brief intervention with support is estimated at an additional 340
DALYs averted.
This intervention applies to those people who visit their GP. A proportion of young
and healthy people who consume alcohol at harmful and hazardous levels may not
visit their GP. Similarly, people who do not have easy access to a GP due to social,
geographical, ethnic, health or economic constraints may be excluded from receiving
the intervention. The intervention is acceptable to policy makers and politicians
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because it can address risky alcohol use with limited additional efforts within the
health care setting. However, the intervention needs time, motivation and
commitment from GP which is one reason why we have modelled a modest uptake
by GPs. This may require additional training to ensure interest and motivation
among the GPs. Feasibility is not an issue given training and orientation of GPs
currently exist. With additional effort training can be more widely offered and
promoted within the existing systems and structure of health care delivery.
Sustainability of the program is possible only with ongoing additional resource inputs
and monitoring. This will need institutional mechanism to keep up the motivation of
GPs, regular monitoring and feedback and refresher training. Methods can be
developed to deliver these interventions within the existing primary care system.
The evidence base for this intervention is strong and, based on the results of the
cost‐effectiveness analysis and second filter criteria, the intervention represents a
good use of scarce health care resources.
Licensing controls
Imposing stricter licensing controls is estimated to cost around $20 million to
implement and enforce, with potential cost offsets estimated at $11 million (net
incremental cost of $8.7 million). The health gain is estimated at an additional 2,700
DALYs averted.
Restrictions would impact on a relatively small proportion of the drinking population.
Governments would benefit from reducing social disturbances; however industry is
likely to resist proposals to restrict opening hours. Additional resources would be
needed to monitor and enforce (this is no different to now, i.e. enforcement of
existing licensing controls is a significant issue).
Drink driving mass media campaign
It is estimated to cost around $39 million (discounted to 2003 figures) to implement
and enforce, with potential cost offsets estimated at $11 million, providing a net
incremental cost of $28 million. The health gain achieved from drink driving mass
media campaign is estimated at an additional 1,500 DALYs averted.
The equity aspects for this intervention tend to be minimal given the restrictions
would affect the population as a whole. It is envisaged that there may be widespread
acceptability of this interventions by all stakeholders. The intervention is feasible
given infrastructure is in place and a precedent has been set by tobacco control
restrictions. Sustainability of the program is possible only with on‐going additional
resource inputs and monitoring. Although the evidence base for this intervention is
reasonably weak, the strategy itself is widely promoted as an important component
of any strategy to minimise alcohol abuse and one that fits well with RBT. This
appears to be generally a reasonable buy in terms of potential cost‐effectiveness.
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Random Breath testing
This intervention is the most expensive of the strategies modelled, with an estimated
cost of $71 million (discounted to 2003 figures). The potential cost offsets are
estimated at $17 million, providing a net incremental cost of $54 million. The health
gain achieved from random breath testing is estimated at 2,300 DALYs averted.
The intervention is equitable given that all drivers have a chance of being stopped
for a random breath test. The intervention does not however apply to those people
drinking at harmful and hazardous levels who may not drive. Acceptability for this
strategy is high given it is an existing policy instrument that has been used to address
drink driving. Infrastructure is currently in place and workforce issues have been
addressed. However, the intervention is very expensive and requires an ongoing
commitment by government to provide funding and police to conduct the tests to
ensure sustainability. The evidence base for this intervention is reasonably solid with
CEA results suggesting good value for money in the majority of cases. The
intervention is, however, very expensive and requires enforcement and continued
education campaigns.
Residential treatment + naltrexone (found to be cost‐ineffective)
Residential treatment for alcohol dependence is cost‐ineffective compared to
current practice, and is estimated to cost around $37 million to implement, with
potential cost offsets estimated at $1.7 million, providing a net incremental cost of
$35 million. The health gain achieved from residential treatment is estimated at an
additional 190 DALYs averted.
Residential treatment for alcohol dependence with a 12 week period of Naltrexone
(with a comprehensive support program) is also cost‐ineffective compared to current
practice, with an ICER of $120,000 (95% UI: $84,000 ‐ $170,000) (Table 15). This
intervention is estimated to cost around $59 million (discounted to 2003 figures) to
implement, with potential cost offsets estimated at $4.4 million, providing a net
incremental cost of $55 million (95% UI: $52 million to $57 million). The health gain
achieved from residential treatment + naltrexone is estimated at an additional 460
DALYs averted
This intervention may not fulfil equity criteria because it only includes those drinkers
who are willing to stop or reduce their alcohol consumption and have expressed a
commitment to do so. This would probably happen in only small proportion of
people who have health problems related to alcohol consumption. This intervention
is also less likely to include people who have limited access to knowledge and
services because of social, economical and geographical reasons. On the other hand,
one can argue that the intervention is more equitable than population wide
strategies because it reaches the people who need the intervention most; those who
are alcohol dependent and facing social and health problems. Residential treatment
is likely to be more acceptable to both service providers and receivers. The
intervention is feasible with more effort from both service provider and receiver.
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Given this type of intervention is resource intensive, it requires a team of
professionals to perform the intervention. It would therefore require additional
resources and individual level planning for services provision. It is sustainable as long
as the team of professionals and resources are available. Overall, however, this is the
least preferred intervention based on cost‐effectiveness and second filter criteria.
The Doran modelling concluded that changes to volumetric taxation and banning of
alcohol advertising should be a high priority for investment due to the high
probability of cost‐savings. Increasing the legal drinking age to 21, brief
interventions in general practice, increasing licensing controls, drink driving
campaigns and random breath testing are also likely to be cots‐effective when
judged against a $50,000 per DALY threshold.
Reducing the global burden of hazardous alcohol use: a comparative cost‐
effectiveness analysis (Chisholm et al. 2004)
Chisholm et al conducted analysis out of 12 epidemiological WHO subregions, using a
population model to estimate the impact of evidence‐based personal and non‐
personal interventions. Costs were measured in international dollars and population
level effects were gauged in terms of DALYs averted. The study concluded that the
most efficient public health response to the burden of alcohol use is dependent
upon the prevalence of hazardous alcohol use related to overall per capita
consumption, but that population‐wide measures such as taxation are expected to
represent the most cost‐effective response in populations with moderate or high
levels of drinking.
Alcohol policy: issues and challenges for Europe and northern Asia (Room, 2007)
Robin Room (2007) in a presentation to an alcohol policy development seminar
discussed alcohol problems and issues in what is roughly defined by the WHO as the
European region. The paper drew on the substantial steps forward in knowledge
about the effects of specific alcohol control policies, in terms of what works, but also
what does not work. Strategies which are generally shown to have little or no effect
on drinking patterns include:
•

Voluntary industry codes, e.g. of bar practice

•

Alcohol education in schools

•

Warning labels

•

Public service messages

•

Promoting alternatives ‐ Alcohol‐free activities

•

Designated drivers and ride services

At the other end of the spectrum are ten strategies which have been shown to be
broadly effective. Five of them are alcohol control policies, four are drinking‐driving
countermeasures, and one is an intervention with high‐risk drinkers:
•

Alcohol control policies
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o Minimum legal purchase age
o Government monopoly of retail sales
o Restriction on hours or days of sale
o Outlet density restrictions
o Alcohol taxes
•

Drinking‐driving countermeasures
o Sobriety check points
o Lowered blood‐alcohol limits (BALs)
o Administrative license suspension
o Graduated licensing for novice drivers

•

Brief interventions for hazardous drinkers

Room used the application of a cost‐effectiveness analysis to compare the cost‐
effectiveness of alcohol policy strategies (based on the work of Chisholm et al. 2004).
The analysis considered but dropped school education and public service messages
from their analysis, on the grounds that strategies which are not effective cannot be
cost‐effective. This left five strategies for which there was sufficient evidence to
estimate cost‐effectiveness:
•

Taxes

•

An advertising ban

•

A weekend closing day for off‐sales of alcohol

•

Random breath tests (RBT) to deter drinking driving

•

Screening and brief medical advice

Room concluded and noted that from a public health perspective there is a need to
look beyond moralised and individually directed remedies toward more effective
measures that often operate without singling out individuals. He notes that to raise
alcohol taxes does not single out anyone, nor does it operate by ‘sending out a
message’ and is a key example of a public health strategy with general effect whilst
also having the strongest absolute effect on heavy drinkers. Room also notes that
the challenge for public health action in the alcohol policy area is to find strategies
that have the minimum shame element with the maximum effect in the population
at large.
Restrictions on the Sale and Supply of Alcohol: Evidence and Outcomes (NDRI,
2007)
In a study for the National Drug Research Institute (NDRI, 2007), Chikritzhs et al.
attempted to provide a comprehensive response to unanswered questions about
‘what works and where’ in relation to the many and varied alcohol restrictions
imposed in Australia. The study attempted to determine effectiveness of past and
existing restrictions or ‘packages’ of restrictions drawing on both national and
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international studies; identify current best practice; identify key factors in
determining effectiveness both short and longer term in relation to both
metropolitan and regional and remote regions; and identify restrictions or package
of restrictions most likely to result in meaningful and/or sustainable reduction in
alcohol‐related harm in both regional and remote areas within Western Australia.
The report summarised strong evidence for:
•

Restrictions for the economic availability of alcohol: taxation and pricing

•

Restrictions on hours and days of sale for licensed premises

•

Restrictions on legal drinking age for purchase or consumption of alcohol

The report summarised evidence for positive outcomes (may need ongoing
substantial functional support) for:
•

Restrictions on access to high risk alcohol beverages

•

Restrictions on outlet density of licensed premises

•

Restrictions on ownership of private liquor licenses: direct government
control of liquor outlets

•

Restricting service to intoxicated patrons in licensed premises: responsible
beverage service practices with enforcement (note: without enforcement the
evidence repeatedly indicates absence of reliable positive effect. In some
instances there may be evidence of counter‐productive outcomes)

•

Restrictions implemented via liquor accords and community based programs
with enforcement (note: without enforcement the evidence repeatedly
indicates absence of reliable positive effect. In some instances there may be
evidence of counter‐productive outcomes)

•

Mandatory package of restrictions for remote and regional communities

•

Dry communities declarations

The National Drug Strategy 2007 Household Survey found that the most popular
alcohol measures were: more severe drink driving penalties (87.3%); stricter laws
against serving drunk customers (82.7%); stricter monitoring of late night licenses
premises (76.2%); and limiting TV advertising until after 9.30 pm (74.2%).

Page 46 of 95

The Issue of Availability4
Extensive Australian and international research has found that lower cost and
otherwise more readily available alcohol (pricing, hours of sale; number of outlets
etc.) is associated with an increase in a wide range of problems such as violence,
road trauma, intentional and unintentional injury, and cirrhosis (e.g. Babor et al.,
2003; Briscoe & Donnelly, 2003; Chikritzhs & Stockwell, 2002; Edwards et al., 1994;
Stockwell et al., 1992). These harms impact not only on the individual drinker, but
also on family, friends, colleagues and the broader community through reduced
productivity, increased violence and antisocial behaviour, greater use of emergency
and other hospital services, and diversion of policing resources. These costs,
imposed on the whole Australian community, have a high social and economic cost.
Number of outlets
In recent years alcohol has become more readily available nationally and in
Tasmania, due in part to National Competition Policy reforms opening up the market
and encouraging competition in the market place. This has seen increases in the
number of liquor outlets and the range of alcoholic beverages available.
Increased competition between licensed venues creates pressure to engage in
irresponsible serving practices such as selling alcohol to underage and/or intoxicated
persons. It may also lead to heavy price discounting, more frequent or extended
‘happy hours’ or increased promotional competition/giveaways, all of which are
likely to increase consumption levels and therefore increase the risk of alcohol
related harm.
Department of Treasury and Finance liquor licensing data shows that licenses on
issue increased by 11.5% from 2005 to 1,382 in 2008. The number of licenses on
issue from 2002 to 2008 is shown in Figure 4, below.

This section incorporates materials from Chikritzhs, T., Catalano, P., Pascal, R. &
Henrickson, N. (2007), Predicting alcohol‐related harms from licensed outlet density: A feasibility
study, National Drug Law Enforcement Research Fund, Monograph Series No. 28;
Rosenzweig A, Alcohol and other Drugs Council of Australia (ADCA), Competition Policy and
Alcohol: A Dangerous Cocktail, The Globe, Issue 3, 2004; Nicholas R. (March 2004), The
antecedents of alcohol related violence in and around licensed premises, Australasian Centre for
Policing Research; Preventing Alcohol‐related Harm in Australia: a window of opportunity,
Prepared for the National Preventative Health Taskforce by the Alcohol Working Group
(2008); Submission to the Productivity Commission inquiry into National Competition Policy
Arrangements, Alcohol and other Drugs Council of Australia; and Report to the Northern
Territory Licensing Commission (September 2006), Commercial and Social Evaluation of Licensed
Premises, The Allen Consulting Group.
4
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Figure 4 ‐ Number of Liquor Licenses in Tasmania by Licence Type
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The total number of liquor licenses on issue in Tasmania in 2008 equates to one
license for every 275 Tasmanians aged over 18 years. Or looking at it another way,
there are 363 licenses per 100,000 people aged over 18 years.
Of the increases, Special Licenses accounted for 39%, On Licenses 30%, Off Licenses
15% and Special (Wine Producer) Licenses 13%.
The link between increased outlet density and increased consumption levels, which
consequently increases harm in the community, is well established. For example,
studies in Finland cited by Babor, et al. (2003) show marked increases in
consumption and harm when, in 1969, beer with up to 4.7% alcohol was allowed to
be sold by grocery stores and it became easier to get a restaurant license. At this
time, the number of off‐premises sales outlets increased from 132 to approximately
17,600 and on‐premises venues increased from 940 to more than 4,000. Further, it
appeared that the increase in outlets was associated with an increase in overall
consumption of alcohol by 46%. The change in regulations also seemed to have a
marked impact on health outcomes. In the following five years hospital admissions
increased by 110% for men and 130% for women and mortality from liver cirrhosis
increased by 50%. In terms of arrests for public drunkenness, there was an increase
in arrests by 80% for men and 160% for women (Rosenzweig, 2004).
Royal Hobart Hospital Emergency Department presentation trends over the past 5
years (Figures 5, 6 and 7) are indicative of the growing level of harm in the
community. The Royal Hobart Hospital reports that a significant proportion of the
40,000 Emergency Department presentations annually are alcohol related. The
trends in hospital presentations and the licenses on issue support the research
findings.
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Figure 5 ‐ RHH Emergency Department Presentations by Month

Presentations by month

Figure 6 ‐ RHH Emergency Department Trauma Presentation by Year

Trauma by Year
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Figure 7 ‐ RHH Emergency Department Administrative and Logistic Presentations (Intoxication
assessments & associated behavioural problems)

Logistic by year

Trading Hours
It is well documented that increasing availability through longer trading hours can
also increase harms. A study of the effects of extended trading hours in Darwin
nightclubs in the early 1990s (d’Abbs, Forner & Thomsen 1994) showed that
extended trading hours contributed to higher levels of late night assaults and
disorder and that levels of intoxication were high in the vicinity of clubs with
extended trading hours, particularly after 4am. Such findings are supported by
subsequent research using data on assault offences reported to police in Perth,
Western Australia, between 1991 and 1997 (Chikritzhs & Stockwell 2002). The
researchers concluded that late night trading was associated with increased levels of
consumption and with increased violence in and around Perth hotels during the
study period. This is consistent with the Tasmanian Police report that of the 1,185
public place assaults in 2007/2008 in Tasmania:
•

most occurred at or near licensed premises, particularly around late night
venues such as pubs and night clubs;

•

40% occurred on Fridays and Saturdays evenings; and

•

A significant proportion involved alcohol.

A visual representation of public place assault hotspots for Hobart is shown in Figure
8, below. The relationship is reflected in many other major urban centres.
Figure 8 ‐ Hobart Public Place Assault Hotspot
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Hobart PPA – 1 Jan - 30 June 08

Tasmania has legislated standard trading hours of 5am to midnight and licensees are
also able to apply for extended trading hours beyond the standard hours. The
weekly standard trading hours for Tasmania is longer than all other states and
territories across all license types. For example, Tasmania allows 133 standard
trading hours per week compared to 126 hours in NSW and 106 hours in VIC for Off‐
License and pub type outlets. At the lowest end of the scale, the NT allows 73 hours
for Off‐License type outlets and 112 hours for pub type outlets.
When evaluating the public health and safety impact of extended trading permits for
Perth hotels and night‐clubs, Chikritzhs, Stockwell & Masters (1997) reported that
premises with extended trading permits were associated with double the number of
assaults in their area than premises trading regular hours. They were also more
often reported as the last place of drinking by a convicted drink driver with a blood
alcohol level over 0.08.
Type of Outlets
Evidence suggests that whilst the overall outlet density has a direct effect on overall
consumption level, there are different risks associated with different outlet types.
The type of outlets and the operating conditions has an effect on consumption
patterns, the type of behaviour and level of risks. For example, the risks associated
with hotels, pubs and nightclubs that have extended trading have been found to
increase the risk of violent assaults, drink driving incidents and motor vehicle
accidents. (Briscoe and Donnelly, 2003; Chikritzhs and Stockwell, 2002; Stockwell et
al., 1992). Whereas alcohol consumption in restaurants resulted in fewer problems
than alcohol consumption in pubs and nightclubs, but the risk of drink driving
remained high (Stockwell et al., 1992; Lang et al., 1992; and Scribner et al. 1994).
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Off‐licensed outlets are an avenue for underage drinkers to access alcohol. The
Australian Secondary School Students’ Use of Alcohol in 2005 survey indicated that
of those 12‐17 year olds who had drank in the week preceding the survey, 83% were
drunk at home, friends house, party or in a public place (ie. not on a licensed venue).
It could be argued then that increasing the number of off licensed outlets would
increase the risk of underage drinking. Chikritzhs, Catalano, Pascal and Henrikson
(2007) also found that off‐licence venues had a strong correlation to morbidity and
sexual assaults.
Controlling Availability
Controlling alcohol availability can help reduce alcohol problems. Reductions in the
hours and days of sale, numbers of alcohol outlets, and restrictions on access to
alcohol, are associated with reductions in both alcohol use and alcohol‐related
problems (Babor et al, 2003).
The control of physical availability of alcohol has been successfully applied in
Northern Territory, Western Australia and Queensland as part of a range of
complementary measures to reduce harms associated with alcohol abuse in a
number of communities. Strategies to limit alcohol availability include the
establishment of ‘dry’ areas, restricting the amount of takeaway alcohol that can be
purchased, limiting trading hours and restricting the sale of certain types of product.
D’Abbs and Tongi (2000) reviewed the effectiveness of community‐based restrictions
on alcohol availability in remote and regional Australia and found that such
restrictions are an effective means of reducing alcohol related harm at the local
level. In reaching this conclusion they found that restrictions on availability had a
significant impact on indicators of alcohol related harm, particularly violence.
Swedish research published in 2002 found that rates of motor vehicle accidents were
significantly decreased when the right to sell 4.5% beer in grocery stores was
removed (cited in Babor et al. 2003).
An outlet density study funded by the National Drug Law Enforcement Research
Fund (NDLERF) undertaken by researchers from the National Drug Research Institute
(NDRI) examined the effect of liquor license approvals on alcohol related problems.
The research contained in Predicting alcohol‐related harms from licensed outlet
density: A feasibility study, (Chikritzhs, Catalano, Pascal and Henrikson, 2007)
showed a strong link between outlet density and violence, especially domestic
violence, and confirm that as the number of outlets increased so did alcohol‐related
harm. The researchers found that most alcohol related violence happens in private
homes not on licensed premises.
The researchers have created a model that can predict the effect on alcohol‐related
assaults, hospitalisation, deaths and road crashes when a new liquor licence is
granted anywhere in Australia. Further, the researchers suggest that a national
approach to collecting statistics on alcohol sales is needed so the model can be
applied to liquor licensing decisions across Australia.
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The report described how wholesale alcohol purchase dates can be used effectively
to: identify the size and direction of associations; estimate the likely impact that
changes to licensed outlet density will have on levels of alcohol‐related harms; and
demonstrate the variability of relationships among regions.
The Commissioner for Licensing currently has power to place conditions on permits
(eg change hours of an off license), but not on liquor licenses. To provide the
Commissioner for such power, changes to current legislation would be required.
The Commissioner also has the power to cancel or suspend a license, but only if
there is sufficient evidence of infringements, eg infringement notices (issued by
Police). Issue for Liquor Licensing is that anecdotally there may be concerns with a
particular licensee or establishment, but lack of infringement notices prohibits the
Commissioner taking any formal action. Increasing the number of licenses would
increase the burden on Authorized Officers under the Liquor and Licensing Act 1990
and Police thus making it more difficult to monitor compliance among licensees and
to detect breaches.
However, measures to further control availability needs to take into consideration
National Competition Policy (NCP) implications. The MCDS had established a
working group to examine the impact of the NCP guidelines on liquor licensing
arrangements. A report of the National Competition Policy Working Group was
accepted by MCDS in May 2006. The report proposed a framework of action to
develop strategies to, amongst other things:
•

Ensure that liquor licensing regulation has clearly defined objectives and
outcomes, with particular reference to harm minimisation;

•

Ensure that liquor licensing regulations that are developed to comply with
the NCP do not necessarily increase the availability of alcohol; and

•

Monitor and evaluate the impact of the NCP on the nature and level of
alcohol related harm at the local level and nationally.

The work of the MCDS Working Group on National Competition Policy guidelines has
not translated into any real reduction in the number of licensed premises and the
overall impact on availability or accessibility in Tasmania. However, recent
amendments to the Liquor Licensing Act 1990 does have an element of focus on
harm reduction with the strengthening of existing regulation of the sale and supply
of alcohol in the State, such as the strengthening of provisions relating to underage
drinking and the introduction of a new power to enable police officers to issue
infringement notices for certain breaches.
In addition to potential harm reduction, a policy to further restrict alcohol
accessibility would be seen as an important step towards cultural change by clearly
establishing the message that alcohol is not needed in every aspect of Tasmanian
life. To this end, Tasmania should:
•

Review and strengthen liquor licensing regulations;
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•

Review legislation and put in place systems to collect the data on
consumption levels and harm;

•

Review and increase annual licensing fees;

•

Investigate regulatory process re shop brewing/home brewing;

•

Plot density of liquor outlets including by socioeconomic status;

•

Focus on the legal aspects of responsible serving of alcohol to young people;
and

•

Review the Liquor Licensing Act to incorporate harm minimisation as the
primary aim of liquor licensing consideration and provide an avenue for
Health and Police to make submissions to the Licensing Board in respect to
new licence applications.

Alcohol Pricing
There have been over 50 studies and research undertaken nationally and
internationally of the undeniable links between the price of alcohol, alcohol
consumption trends and related harms, including mortality rates, crime and traffic
accidents.
WHO, 2006 concluded that ‘Policies that increase alcohol prices have been shown to
reduce the proportion of young people who are heavy drinkers, to reduce underage
drinking, and to reduce per occasion binge drinking. Higher prices also delay
intentions among young teenagers to start drinking and slow progression towards
drinking larger amounts.’
The WHO recognises the use of increased alcohol taxation as an effective
preventative strategy. It is also acknowledges that price alone cannot influence
changes in patterns and levels of drinking, and that other factors must be considered
in tandem including promotion, availability and the cultural. Social determinants
and demographics are also an important consideration, with studies showing that
lower socio‐economic groups and those with lower levels of income are particularly
impacted by alcohol price. The National Preventative Health Taskforce makes the
point that an Australian study identified considerable variations in price elasticity
(the amount that price need to changes before it impacts on consumption) for
different alcohol products.
The Report by the NDRI (NDRI, 2007) also note the substantial research evidence
that the sale of alcohol is price responsive, in that a rise in price results in a reduction
of per capita alcohol consumption.
In terms of price and quality substitution, Gruenewald, Freisthler and Remer (2006)
demonstrated that consumers respond to price changes by both substituting
between alcohol beverage categories and by substituting different quality products.
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Their analysis demonstrated that price changes at the cheapest end of the price
spectrum are the most likely to result in reduced level of consumption.
A meta‐analysis of the effects of beverage alcohol price and tax levels on drinking
undertaken in 2009 (Wagenaar, Salois & Komro, 2009) found that higher taxes and
prices led to a reduction of alcohol consumption, both overall consumption and
heavy drinking measures. It also found that young people’s drinking because their
discretionary income is relatively small, are particularly price sensitive. The WHO
also concluded that ‘policies that increase alcohol prices have been shown to reduce
the proportion of young people who are heavy drinkers, to reduce under‐age
drinking, and to reduce per occasion binge drinking. Higher prices also delay
intentions among younger teenagers to start drinking and slow progression towards
drinking larger amounts.’
Chikritzhs et al (2009) also contend that since the introduction of the increase in tax
on ready‐to‐drink spirit‐based products (RTDs; the so called ‘alcopops’ tax increase),
there is evidence that the sale and subsequent consumption of alcopops has
decreased. The tax on RTDs and consequently the retail price of RTDs was decreased
in 2000. At that time, RTDs were the preferred alcohol beverage of 23% of 12‐17
year old females. By 2005, this had risen to 48%. For males this increased from 6%
to 14%. They make the point that the data suggests young Australians are
responsive to changing their drinking based on price. They also cite scientific
evidence that the overall consumption by young people is likely to decline because
young people’s demand for alcohol is elastic.
Since the introduction of the alcopops tax, data from a market research company
compiled from national monthly sales data show that in the three months after the
tax increase, 91 million fewer standard drinks were sold as RTDs than in the same
months of the previous year. Spirit and beer sales did however increase, but by 48
million standard drinks only. Data sourced from the Australian Taxation Office
showed a 54% reduction in sale of RTDs from April to June 2008. It also showed a
7% increase in spirit sales during that period.
However, the impact of the introduction of the alcopops tax has had only
preliminary evaluations. Evaluations of the impact of the alcopops tax also need to
consider the target audience (generally young women who are ‘starter drinkers’);
and the impact promotion has on this market.
The harm from alcoholic beverages is primarily from the ethanol (alcohol content), in
whatever form it is consumed. From a public health and public order perspective,
this implies that the tax should be based on the alcohol content (Doran et al, 2008).
There are some reasons for limited departures from this fundamental principle, as
detailed in our original submission. Some harms from alcohol are more associated
with strong spirits than other beverages – it is easy to overdose on strong spirits, but
very difficult to do so on low‐alcohol beer. Spirits taxes have traditionally been
higher per unit of ethanol in most countries, to deflect drinkers away from spirits
and avoid a drinking culture dominated by spirits drinking (Doran et al, 2008).
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There is in fact no conflict between revenue raising and health policy at rates of
alcohol taxation which are presently conceivable in Australia. A conflict between
these objectives would arise only if illegal or home production of alcoholic beverages
became highly prevalent, or if it were easy to bring large shipments across the
Australian border without paying the taxes. Even if such circumstances applied,
raising the alcohol taxes higher typically would result in increased revenue for the
state, so that there would be no conflict between the aims. Thus a study in the
United Kingdom (UK), in a situation where proximity and European Union (EU) rules
allow very substantial cross‐channel import without duty payment, found that the
relatively high UK alcohol taxes were not at the point of revenue maximization.
Higher taxes and thus higher prices, whilst being highly effective to reduce overall
alcohol consumption and thus alcohol‐related harm, is also a highly cost effective
policy change to implement. The ‘what the evidence tells us’ section support this
position. Collins & Lapsley (2008) also examined a range of alcohol interventions,
and found strong evidence for the effectiveness of taxation measures in reducing
alcohol consumption and related harms. They also estimated, based on the
experience of three other broadly similar countries (Norway, United States and Italy)
that taxation measures in Australia could reduce the social costs of alcohol in
Australia between 14 and 39% (or between $2.19 and $5.94 billion in 2004‐05
dollars). Collins and Lapsley in their 2004‐05 review estimated the social costs
attributable to alcohol were $15.3 billion per annum. Doran et al (2008) examined
of the cost‐effectiveness of a range of interventions also found that volumetric
taxation of alcohol had the lowest intervention cost and provided the greatest
benefits in terms of disability‐adjusted life years.
The Royal Australasian College of Physicians (RACP) and the Royal Australian and
New Zealand College of Psychiatrists (RANZCP) in its alcohol policy document (RACP,
2005) notes that in Australia ad valorem taxation (where alcohol taxation is primarily
based on the value of a particular alcohol product) is applied to wine products only,
whereas beer and spirits are taxed under a volumetric method. Public health
advocates prefer volumetric tax where the tax is levied according to the actual
alcohol content of the beverage. The justification for this is that levies are then
contributing to the community and partly contribute to amelioration of the damage
caused by risky or high risk levels of alcohol consumption.
The Northern Territory’s Living with Alcohol Program which ran from 1992 to 2000
provides evidence of the effectiveness of taxation and pricing measures. This saw an
overall per capita reduction of alcohol consumption from 20 litres per year to 14
litres; alcohol‐related road fatalities reduction of 34%; and there was an estimated
saving of $124 million to the Northern Territory economy in the four years to 1995‐
96.
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Hypothecation (of a proportion of alcohol taxation revenue)
The 2007 National Drug Strategy Household Survey found that whilst only 24% of
respondents supported an increase in the price of alcohol, this rose to over 40% in
favour of increased alcohol taxes to pay for alcohol harm prevention and treatment
programs. Skov (2009) make the point that ‘current alcohol tax policy in Australia is
unwieldy and not well directed towards improving public health’. It further suggests
the consideration of several measures:
•

A minimum price per standard drink (as has been adopted in the recent
revision of alcohol tax in Scotland);

•

An underlying volumetric‐based system; and

•

Hypothecation of a proportion of tax revenue for alcohol harm‐prevention
and treatment programs

Promotion Discussion
Note: the majority of the information below has been sourced from the Inter
Governmental Committee on Drugs research paper (2008) Standards and controls for
alcohol advertising) for the National Alcohol Forum. Other sources are independently
referenced.
In Australia, mean per capita consumption of alcohol has steadily declined over the
past three to four decades, and continues to do so. This downward trend is largely
attributed to the ageing of Australia’s population. In contrast, there has been a
parallel increase in production of various alcohol product types (eg wine), the
emergence of new types of products, (eg ready to drink alcohol beverages, also
referred to as alcopops) designed to appeal to specific sectors of the market;
expanded outlet types (eg supermarkets); more relaxed licensing laws (eg extended
trading hours); and more aggressive, creative and pervasive marketing.
While mean consumption has decreased, sub‐groups e.g., young people and women
within the population drink more now than in previous generations and at riskier
levels.
There is ongoing debate as to whether there is a direct association between alcohol
advertising and young people’s drinking. It appears alcohol advertising may increase
both the desire to drink and positive expectancies about alcohol consumption
(Phillipson & Jones, unpublished).
Barbor et al (2003) found that marketing strategies by alcohol companies, such as
sports sponsorship embed images and messages about alcohol into young people’s
everyday lives; that in Australia children have high levels of recognition for alcohol
ads shown during TV broadcasts; and there is a tendency for children to associate a
preference for alcohol products with being young, male, sporty and humorous.
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There is considerable evidence that young people are a target group for alcohol
advertisements in both print and broadcast media, and in the new media, including
the internet, mobile phones and viral marketing (The Centre on Alcohol Marketing
and Youth, 2004 and Casswell, 2004).
Alcohol products are increasingly developed for differentiated markets. For example,
ready‐to‐drink beverages (RTDs), also known as alcopops due to their similarity to
soft drinks, are largely marketed for young “starter drinkers” (Jackson et al, 2000).
These products have also increased in alcohol by volume (ABV) and container size
with some now up to 2.7 standard drinks (Munro & de Wever, 2008). The sweet
fruity flavour, screwtops for easy portability, bright colours for brand identification,
high alcohol content for rapid intoxication, relatively low price and widespread
availability make them very appealing to young adolescents (Copeland et al, 2005).
RTDs are the preferred alcohol beverage for 12‐15 year old Australians, especially
females, and those aged under 18 years believe that RTD products are designed
specifically to appeal to their age group (Copeland et al, 2005; Copeland et al, 2007;
Jones & Donovan, 2001).
Over time, packaging of alcohol products, particularly RTDs, have become more
similar to popular soft drinks. The blurring of product presentation and packaging
between non‐alcohol and alcohol beverages makes it easier for a young person to
opt to drink an alcohol beverage and more difficult to consciously distinguish
between types of beverages.
In 2004, the Australian alcohol industry spent $124 million on alcohol advertising,
primarily aired on television (57%) (King, Taylor, & Carroll, 2005). However, United
States(US) data (Jernigan, Ostroff, & Ross, 2005), suggest that two to three times this
amount is spent on unmeasured advertising, such as: 1) Point‐of‐Sale promotions, 2)
electronic media, 3) branding, and 4) sponsorship.
1. Point‐of‐Sale Promotions. Point‐of‐Sale promotions enhance not only brand
loyalty and image, but also encourage those who have never used the product to
trial it (eg gift with purchase, competitions) and/or increase the volume of
purchase by offering discounts for larger volume (Jones & Lynch, 2007). Point‐of‐
Sale promotions are discussed further in the Placement and Price sections below.
2. Electronic media. The unparalleled growth in electronic media has provided a
new, and largely unregulated, means to promote alcohol products to a global
audience. Alcohol product websites focus on youth‐oriented images, including
cartoons, animation, music videos and interactive games (often with prizes and
incentives) that provide an attractive virtual playground for children and
adolescents who can easily bypass the age verification page. A range of alcohol
beverage websites, which promote brands that are available in Australia, contain
elements of strong appeal to young people, including music, extreme sports,
arcade games, sexual innuendoes, and competitions to win alcohol products or
other prizes (Carroll & Donovan, 2002).
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3. Branding. Alcohol‐branded merchandise, which has expanded substantially to
include T‐shirts, hats, watches and glassware, offers consumers opportunities to
“try on” the image of a drinker (Henriksen et al, 2008). Branded items, which
may be associated with sports (cricket, rugby, motor racing), often find their way
into the hands of adolescents and owning alcohol‐branded merchandise is
associated with initiation of alcohol use (McClure et al, 2006). Branding uses the
‘cultural capital’ of an audience to tap into shared understandings with humour,
music, style and language.
4. Sponsorship. Sponsorship of sports, arts, music and other events is commonplace
and offers alcohol companies a receptive audience that is primed to have a good
time and a chance that new consumers will trial the product. Alcohol products
and brands are represented as part of the entertainment or sporting culture,
thus consolidating the association between the product and all the positive
effects of having a good time. Alcohol sports sponsorship reinforces sexual
stereotyping and links masculinity with sports and alcohol consumption,
particularly in young males who are especially prone to drink at riskier levels. In
turn, alcohol products are embedded into enjoyable leisure activities through the
event name, results (e.g., Cup, medal, prize with sponsor’s name) and
commentary of sporting events. Sponsorship by alcohol companies also
enhances the perception that the alcohol industry is "a good corporate citizen",
with a genuine interest in promoting a healthy sports‐oriented lifestyle.
Regulatory systems
There is research from overseas supporting the view that content control in alcohol
advertising does not seem to work where the rules are vague and open to
interpretation (Beccara, 2006).
Various regulatory systems are in place around the world to address issues related to
alcohol advertising. The following approaches have been identified in a recent
review (IGCD, 2007):
•

no controls (23 countries)

•

self‐regulatory controls (16 countries)

•

a combination of self‐regulation and legislation (22 countries)

•

legislation to ban or restrict alcohol advertising (52 countries).

Self regulation is the least common approach to managing alcohol advertising, while
bans and restrictions are the most common.
Alcohol advertising in Australia is currently self‐regulated.
The content of free‐to‐air commercial television is regulated under the Commercial
Television Industry Code of Practice. Aside from this Code of Practice, alcohol
advertising is governed by a quasi‐regulatory framework in accordance with a
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generic code, the Australian Association of National Advertisers (AANA) Advertiser
Code of Ethics which applies to all forms of advertising. The parallel public
complaints mechanism, the Advertising Standards Bureau (ASB), acts as the entry
point for all complaints, referring those associated with alcohol to the Alcohol
Beverages Advertising Code (ABAC) Scheme.
The Chief Adjudicator of the ABAC then decides whether the complaints concern
matters which fall under the AANA Advertiser Code of Ethics or the ABAC. If AANA
Code issues are raised, then the matter is determined by the ASB. If ABAC issues are
raised, then the complaint is forwarded to the ABAC Adjudication Panel for
consideration. In these cases complainants are informed of the referral and sent a
copy of the final determination, which is also published on the ABAC website.
Information relating to these and all other complaints are reported in aggregated
format once a year, in the ABAC Annual Report.
The ABAC is administered by a five member representative Management
Committee: the Australasian Brewers Association; the Distilled Spirits Industry
Council of Australia; the Winemakers Federation of Australia; the Advertising
Federation of Australia; and the Department of Health and Ageing. The stated aim
of the ABAC Code is to ensure that alcohol advertising takes into account the need
for responsibility and moderation in alcohol merchandising and consumption and
that it does not encourage consumption by underage persons (ABAC, 2007).
The ABAC is not the only set of rules affecting advertising in Australia. Alcohol
beverage advertising must also be consistent with other applicable laws and codes,
including:
•

the Trade Practices Act and state fair trading legislation;

•

the Australian Association of National Advertisers (AANA) Code of Ethics;

•

the Commercial Television Industry Code of Practice;

•

the Commercial Radio Codes of Practice; and

•

the Outdoor Advertising Code of Ethics.

The ABAC Scheme incorporates an Alcohol Advertising Pre‐vetting Scheme, as well as
a Complaints Adjudication Panel. Both pre‐vetters and adjudicators must be
independent of the alcohol beverage industry. Currently there is no legislation
underpinning ABAC and no provision for enforcement of sanctions for recalcitrant
advertisers.
The ABAC does not cover point of sale; sponsorship; nor advertising through the
electronic media, eg internet, mobile phones, Facebook, Myspace etc. These latter
forms of marketing are particularly attractive to and used by young people.
Recently, alcohol advertisements and promotions in 93 magazines popular with
Australians aged 18‐30 years were reviewed and evaluated against the ABAC
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guidelines. More than half (52%) were assessed as contravening at least one section
of the Code and 22% were deemed to have strong appeal to children or adolescents
because they depicted alcohol in connection with skateboarding and partying and
the characters within the advertisements appeared younger than 25 years (Donovan
et al, 2007).
ABAC does not have the power to enforce sanctions. Where a complaint is upheld,
the advertiser is requested to withdraw or modify an advertisement within five
working days. It is unclear how consistently advertisers adhere to requests by ABAC
to withdraw or modify an advertisement, or the extent to which they regard this
level of scrutiny as an incentive to change future behaviour.
Where the advertising methods include the use of the internet and ‘viral’ advertising
and also SMS advertising, there is a particular concern, because of the exposure of
young people to these media.
Another observation relates to the fact that the current ABAC system does not cover
‘one off’ promotions. Therefore in the case of single magazine advertisements, for
example, a recalcitrant advertiser is entirely unaffected when a complaint about
their advertisement is upheld by the ABAC Adjudication Panel. There is some
indication to suggest that alcohol advertisements of this kind may be rising5.
Summary of Problems with Alcohol Beverages Advertising Code
•

The voluntary nature of the ABAC Scheme means that compliance by advertisers
is not guaranteed.

•

Where complaints are upheld, the ABAC does not have sanctions that would
enforce these decisions. Further, apart from aggregate statistical information in
its annual reports, no other information about upheld complaints is available.

•

ABAC does not currently address alcohol marketing in the form of point of sale
promotions or sponsorship and it has only recently begun to consider the issues
of packaging and labelling.

•

The current ABAC system does not cover ‘one off’ promotions.

•

Very often complaints are dismissed by the ABAC Adjudication Panel on technical
grounds related to the scope of ABAC, without resolving the issue raised by the
complainant. Approximately three quarters of all complaints dealt with by the
Panel in 2007‐2008 were dismissed.

•

The ABAC has a poor record on the timeliness of adjudications on complaints.

The MAAC ‘Expenditure & Exposure’ study reported that in 2005‐2007 estimated expenditure
on magazine advertising rose as a proportion of spend on alcohol advertising overall.

5
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•

The administrative arrangements to support the Management Committee and
Adjudication Panel are inadequate.

•

There is limited public awareness about the Scheme.

•

There is evidence of a lack of co‐ordination between the bodies that administer
the relevant laws and codes affecting alcohol advertising in Australia, in what is a
complex system.

•

There is little industry cohesion and common purpose, as evidenced by the
failure to support a Retailer Alert Scheme designed to facilitate the removal of
inappropriate products from the market.

•

Where these matters have been drawn to the attention of the ABAC
Management Committee, it has been slow to make changes.

A 2007 review of the NZ self‐regulatory framework concluded that alcohol
advertising contributes to the drinking culture.
The Lure of Advertising
Image advertisements attempt to engage the target audience by developing an
idealised image or lifestyle associated with the product that reflects the target
audience’s goals. Themes that appear most prominently in alcohol advertising,
particularly in youth‐oriented television programs and magazines generally focus on
fun, relaxation, romance, adventure and sexual or social acceptance.
Gender stereotyping, sexual innuendo, Australian icons and quintessential images of
mateship and larrikin behaviour are recurrent themes in many Australian alcohol
commercials and these ads perpetuate male stereotypes of masculinity and/or
women as the butt of a joke. Using persuasive themes and stereotypes, alcohol ads
often mirror themes that appear in non‐alcohol ads (Austin & Hust, 2005).
This has a normalising effect such that young people are already familiar with the
themes when they first become aware of alcohol ads. Moreover, those who do not
yet drink show a strong preference for image advertisements and intention to drink
in the future (Kelly & Edwards, 1998).
Alcohol advertising via a range of media has been monitored routinely in the US
(Center on Alcohol Marketing and Youth, 2005, 2007), and young people have been
consistently found to be exposed to more beer, spirits and alcopops ads compared
to adults. The sexualisation of alcohol promotions has also increased and has raised
concerns about the messages associated with alcohol that are conveyed to young
people.
Studies evaluating the effect of advertising generally fall into two categories:
•

econometric studies, which analyse total sales of alcohol in relation to total
advertising expenditure; and
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•

consumer studies, which examine how drinking behaviour and attitudes vary
with exposure to alcohol advertising.

While econometric studies demonstrate little or no effect of advertising on
aggregate alcohol consumption (Hastings et al, 2005), they ignore important
differential influences of alcohol on consumption (eg age groups, gender). In
contrast, consumer studies consistently show a strong association between exposure
to alcohol advertising (in magazines, television, in‐store displays and sports venues)
and young people’s drinking behaviour, including:
•

underage drinking (Atkin, Hocking, & Block, 1984; Austin & Hust, 2005; Collins
et al, 2007)

•

‘binge’ drinking (Connolly et al, 1994; Wyllie, Zhang, & Casswell, 1998)

•

early initiation to alcohol use and/or increased alcohol consumption
(Ellickson et al, 2005; Hastings et al., 2005)

•

and the precursors to drinking –
o liking for alcohol ads (Casswell & Zhang, 1998; Connolly et al, 1994)
o development of positive attitudes towards alcohol (Donovan et al,
2007)
o increased intentions to drink (Chen et al, 2005)

While arguments are still proffered by commercial interest groups that advertising
does not work to increase alcohol consumption per se but merely brand preference,
the available evidence from consumer studies is clear that this is not the case.
Advertising is a potent and effective means by which to influence drinking levels and
especially so where younger people are concerned. In addition, the pervasiveness
of alcohol advertising is likely to have a cumulative effect not only on the target
audience, but also on others who may be incidentally exposed to it.
Anderson and Baumberg (2006) noted that alcohol is prominent among the many
branded consumer goods that young people in particular increasingly use as a way of
signalling their identity, and that producers and marketers, many of whom are global
players, use sophisticated promotional practices to target specific groups such as
those starting to drink, regular young drinkers and established young drinkers. They
also noted that multiple channels such as youth radio, television, events, websites,
mobile phones and diverse modalities such as advertising, branding and sponsorship
are used to market to youth. Anderson and Baumberg also cited research
undertaken in the Untied States (US) clearly demonstrating targeting of youth
people. The research showed that in 2002 in the US underage youth saw 45% more
beer and ale advertising, 12% more distilled spirits advertising, 65% more low
alcohol refresher advertising, and 69% less advertising for wine that persons 21
years and older.
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Advertising restrictions
For most of the developed world, total prohibition of alcohol advertising is not a
politically acceptable option even if the potential for reducing alcohol problems does
exist. However, as described later, bans on alcohol sales for specific persons in the
population (e.g., children and adolescents), or in specific circumstances (e.g. at
sporting events), have been applied with demonstrated success.6
Later studies, which tend to use international data across a range of jurisdictions,
indicate that a positive relationship exists between advertising and consumption—
that is, alcohol advertising leads to higher alcohol consumption.
Countries with partial restrictions had 16% lower alcohol consumption rates and 10%
lower motor vehicle fatality rates than did countries with no restrictions, and
countries with complete bans on television advertisements had 11% lower
consumption rates and 23% lower motor vehicle fatalities than did countries with
partial restrictions. If countries with partial advertising restrictions implemented full
bans, they could reduce alcohol consumption by further 11% and motor vehicle
fatality rates by a further 23%. If countries with no alcohol advertising restrictions
implemented partial bans, they could reduce alcohol consumption by 16% and
motor vehicle fatality rates by 10% (Collins & Lapsley, 2008).
It was estimated that a total ban on alcohol advertising might reduce motor vehicle
fatalities by as much as 5,000 to 10,000 lives per year across the United States
(Anderson and Baumberg, 2006).
Additional Considerations
International Trade Agreements: Alcohol‐related policy in this area is constrained by
current and emerging international free trade agreements. However, alcohol is not
an ordinary commodity and that there is a range of inherent harms and costs
associated with its consumption (and excessive consumption in particular).
National Competition Policy: The case has been made that alcohol is a special
product with unique and inherent harms associated with its use, and a special duty
of care is owed by government to more vulnerable groups including children and
young people, women, Indigenous groups and marginalised groups in the
community in relation to alcohol’s potential negative effects,. A special case is made
for alcohol on the grounds that the remit of government extends beyond the scope
of economic considerations alone upon which the competition policy guidelines are
based.
Displacement Effects: For example, more stringent control strategies or punitive
approaches to alcohol advertising may result in the alcohol industry more frequently
utilising forms of advertising that are more difficult to regulate (eg Internet, Point‐of‐
Sale promotions, use of mobile phones via SMS messages).
6

Room, R. et al (in press) for a revision of chapters for a second edition of Babor et al., Alcohol – No
Ordinary Commodity (as such cannot be cited).
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As noted, the largest part of a company’s marketing budget is often invested in
promotional activities, such as sponsorship, point‐of‐sale and special event
promotions, and internet and mobile phone advertising. These types of activities
would ultimately be unaffected by bans on alcohol advertising via television, radio,
and magazines. While this is not an argument against consideration of tougher
regulatory mechanisms over advertising, it is an argument in support of well‐thought
through and comprehensive strategies that are cognizant of the potential for
displacement activities and have strategies in place to address these proactively.
Price of alcohol beverages, particularly at the point of sale, has an impact on
people’s choice of beverage and quantity consumed. Low income earners, young
people and marginalised groups are especially price sensitive consumers.
Promotional activities, such as "happy hour" and special price promotions, have
been associated with increased consumption during the promotion period in bars
around US campuses (Kuo, Wechsler, Greenberg, & Lee, 2003) and in British pubs
(MCM, 2004). Similar discounted drinks promotions are also widely available in
licensed outlets across Australia.
Discounted alcohol sold in supermarkets is thought to underlie the growth in "pre‐
loading" (consuming alcohol before going out to licensed premises) among young
people in the UK. Bar staff interviewed in pubs in Manchester, London and
Nottingham generally agreed that heavily promoted discounted drinks and the
practice of ‘up‐selling’7 increased alcohol consumption (MCM, 2004) – upselling
refers to the practice of offering the customer an option to purchase more alcohol to
get better value for money. For example, bar staff may suggest the customer
purchase a bottle if they order two glasses of wine, on the basis that the bottle
represents better value. Young people interviewed in the same bars and pubs
reported selecting drinking venues on the basis of the discounts and promotions on
offer to "get the evening started" (MCM, 2004, p 15). Young people tend to buy the
higher alcohol product as it provides more "bang for the buck". They weigh up key
criteria, including cost‐benefits, in deciding which alcohol products to purchase. The
cheapest priced alcohol item is cask wine, which is less popular among young people
(King, Taylor, & Carroll, 2005) compared to other vulnerable groups such as the
homeless, Indigenous and transient populations, but this may change in light of
recent tax levies and their impact on the price of RTDs.

Up‐selling refers to the practice of offering the customer an option to purchase more alcohol
to get better value for money. For example, bar staff may suggest the customer purchase a
bottle if they order two glasses of wine, on the basis that the bottle represents better value.
7
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Addressing Alcohol Promotion
A major form of unmeasured marketing includes promotions conducted on licensed
premises. Such promotions include provision of low cost or free drinks (eg during
‘happy hour’ promotions) or giveaways and prizes. A recent NSW study found that
despite the existence of a Code of Practice for Responsible Promotion of Liquor
Products there were numerous examples of promotions that breached both the
spirit and letter of this Code (Jones & Lynch, 2007). For example, the researchers
found that a number of promotions which offered free entry for university students,
‘student happy hours’ and free transport from university campuses to venues and
between venues all had the potential to encourage young people to drink at risky
levels (Jones & Lynch, 2007).
The largest part of a company’s marketing budget is often invested in promotional
activities, including:
•

Sponsorship – including sporting events (where young people may not be the
primary target but would nevertheless be exposed to the advertising that is
associated with a particular sponsorship package;

•

Point‐of‐Sale, and special event promotions;

•

Advertising through the use of communication technology, such as mobile
phones and the Internet – in particular the posting of alcohol promotional
activities on both the Internet and mobile phones.

It is unclear at present to what degree current liquor licensing legislation and the
Codes of Practice for Responsible Promotion of Liquor Products across different
jurisdictions adequately address Point‐of‐Sale advertising; promotions on licensed
premises including discounted prices, merchandise and give‐aways; and require the
education and training of staff in the responsible service of alcohol. There is a need
to review existing State and Territory Liquor Licensing legislation and related codes
to assess their adequacy, consistency and the comprehensiveness of their coverage.
As many alcohol‐related promotional activities fall under the control of liquor license
legislation, questions arise regarding the level of enforcement of such legislation.
This issue is of particular importance as it is often a responsibility that is divided
between police and liquor licensing authorities. Such divided responsibility can
create role ambiguity and the scope for inappropriate promotional activities to go
undetected or to fall between the cracks. Where such responsibility largely falls to
police, concern has been raised about the adequacy of available resources to deal
with the complex range of monitoring activities involved, especially where
responsible service of alcohol codes are involved.
More than 40% of all glass‐door display fridges in Australian bottle shops are
dedicated to RTDs (Smith et al, 2005). Supplied free by the alcohol industry, fridges
are to be used exclusively for their products and displayed in a prominent position
that is visible from outside the store.
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This is an example of 'bracket creep', whereby advertising that is aimed at one target
group can be expanded to include and impact on another group such as younger,
underage and “new” drinkers.
Product placement in films, television shows, and sports or music events is largely
unregulated and unmonitored and alcohol companies pay for prominent placement
of brands in films and television (Casswell & Maxwell, 2005). Alcohol use is typically
portrayed as part of a normal lifestyle, with little or no negative consequences
associated with getting drunk or drinking at risky levels. Similarly, alcohol imagery in
prime‐time television (including programs, advertisements and community service
messages) in New Zealand was depicted primarily in positive or neutral terms, with
only 8% of depictions showing negative consequences (McGee, Ketchel, & Reeder,
2007).
Anderson and Baumberg (2006) noted that the increasingly influential European of
Court Justice unambiguously supported advertising bans in Catalonia and France,
accepting that “it is in fact undeniable that advertising acts as an encouragement to
consumption”.
Consideration needs to be given to greater consistency across jurisdictions in terms
of their liquor licensing legislation in relation to the advertising and promotion of
alcohol products. There can be little doubt that advertisers and marketers target
young people in particular in all forms of advertising and promotions. As discussed
in the Legislation and Regulation discussion paper, the ability of adolescents to make
healthy and informed choices about alcohol consumption is constrained by the
immaturity of the adolescent brain and the overwhelming structural and
environmental determinants that act to influence those healthy and informed
choices. Regulation of alcohol advertising and promotion consistently across all
Australian States and Territories is one step in the right direction.
Legislative (and regulatory) change Discussion
Legislation has been identified as an effective policy tool to limit access and reduce
the availability and consumption of alcohol at a population level (Babor et al, 2003).
Legislative approaches are also clearly indicated to prevent and reduce the
population harms from alcohol use (Loxley et al, 2004). The Tasmanian Population
Health Alcohol Strategies: Primary and Secondary Prevention of Alcohol Related
Harms 2008 Plan identified that the Public Health Act 1997 could be strengthened in
support of achieving a safer environment for all Tasmanians in relation to alcohol.
The Tasmanian Population Health Alcohol Strategies also identified that achievement
consistency between the various Acts that impact on supply, access and availability,
consumption and use, licensing, regulation and policing would strengthen the
Government’s response to alcohol. Liquor Licensing and Gaming Branch of the
Department of Treasury and Finance, and Tasmania Police have endorsed, through
Population Health alcohol planning processes, the placement of further regulatory
restrictions on alcohol availability.
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Currently there are no laws prohibiting the supply of alcohol by parents or others to
children in their own homes or other unlicensed premises (see discussion below
under Secondary Supply). It is therefore proposed that this legislative option be
explored in the context of strengthening the Public Health Act 1997 in relation to
alcohol. There may also be opportunity to strengthen the Children, Young Persons
and Their Families Act 1977 to achieve a level of consistency with the Public Health
Act with regard to alcohol and minors, which would also strengthen the child
protection legislation.
Secondary supply
The 2007 National Drug Strategy Household Survey reported that the majority of
respondents younger than 18 years (the legal threshold) obtained alcohol from
friends or relatives (71.7% of 12‐15 year olds and 64.1% of 16‐17 year olds); and
30.2% of drinkers aged 16‐17 bought alcohol at a shop/retail outlet.
Hazardous drinking patterns among Australian youths are common, with up to 80%
of all alcohol drunk by 14‐17 year olds being consumed at risky or high risk levels for
acute harm (Chikritzhs, Pascal & Jones, 2004).
Two independent yet complementary reports were commissioned by the
Department of Health and Ageing in 2008 to examine the social and policy contexts
surrounding secondary supply. The material reviewed included existing research
evidence about the dynamics surrounding supply and consumption and current
legislative frameworks to address such supply in private, public and commercial
premises.
The study found there is no consistent legislative framework addressing the
secondary supply of alcohol to minors within Australia.
Differences exist between States and Territories in their approach to supply of
alcohol to minors in commercial and public places. Even greater disparity exists with
respect to supply in private residences.
New South Wales currently has legislation targeting the supply of alcohol to minors
within the private domain. However, as a result of the practical complexities
associated with the enforcement of the legislative provisions, there has only been
one prosecution since the inception of this legislation.
As of 19 September 2008, Queensland also have legislation that stated even if the
adult is a responsible adult for the minor if alcohol is to be supplied it has be
consistent with responsible supervision of the minor.
All States and Territories have legislative frameworks addressing child protection
issues which may become applicable in cases of secondary supply depending on the
circumstances of the specific case.
All States and Territories, albeit to varying extents, take into account the notions of
‘supervision’ and ‘responsibility’ within their broad legislative frameworks.
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This report found:
•

There is currently no definitive figure for the prevalence of parental supply of
alcohol to their underage children.

•

The recent evidence suggests that between 37% and 52% of minors obtained
alcohol from their parents the last time they drank, however this varies
considerably with the age of the minor.

•

In early adolescence, parents are reported to be the most common source of
alcohol among current drinkers, closely followed by friends.

•

By contrast in later adolescence, supply by friends becomes more common,
with parents following closely behind.

•

There are currently no reports in the literature regarding the prevalence of
the supply of alcohol by adults acting in loco parentis to minors.

These figures were obtained from reviewing a number of surveys of both underage
children and parents (King, E., Taylor, J., & Carroll, T., 2005b; AIHW, 2005 & 2008,
Australian Secondary School Alcohol and Drugs Survey, 2006; VYADS, 2005.).
The impact of the supply of alcohol to minors by parents is unknown. The evidence
nationally and internationally is too low to draw any conclusions despite a large
number of studies examining the short term impact of parental supply of alcohol on
the drinking patterns and potential harms experienced by minors. There is a need
for an in‐depth examination of the well accepted tenet that the earlier people are
initiated to alcohol the greater their risk of having alcohol related problems later in
life.
Hazardous drinking patterns among Australian youths are common, with up to 80%
of all alcohol drunk by 14‐17 year olds being consumed at risky or high risk levels for
acute harm (Chikritzhs, Pascal & Jones, 2004). This is one ‘snapshot’ example of a
‘drink to intoxication’ culture in Australia.
Note: In November 2009, amendments were enacted to the Tasmanian Police
Offences Act 1935 (Section 26) imposing penalties for people who irresponsibly
supply alcohol to young people on private property. Under the amendments, a
person much not supply liquor to a youth at a private place unless the person is a
responsible adult for the youth; and a responsible adult for a youth must not supply
liquor to the youth at a private place unless the supply is consistent with the
responsible supervision of the youth.
Long term effects
However, it is well accepted that both long‐term heavy drinking and episodic heavy
drinking in adolescence is associated with numerous brain structural abnormalities
and cognitive deficits (Brown & Tapert, 2004) and increased risk of violence and
associated behavioural risks.
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It is well accepted in the literature that early initiation of alcohol use is associated
with a greater risk of developing alcohol related problems later in life (Anthony &
Petronis, 1995; DeWit et al, 2000; Grant & Dawson, 1997; Grant, Stinson, & Harford,
2001; Hingson, Heeren, & Winter, 2006). However, a recent study by Warner and
White (2003) calls this finding into question. While this study demonstrated a
significant relationship between age of initiation and later alcohol related problems,
they found that this relationship was no longer present after controlling for, or
taking into account, gender, parent socio‐economic status, the feeling of intoxication
at first use, and family history of alcohol and delinquency.
Currently, the dominant paradigm is that age of initiation is important and it is
important when considering developmental issues for young people.
The National Health and Medical Research Council (NHMRC) Australian Guidelines to
reduce health risks from drinking alcohol were released in March 2009. Guideline 3:
Children and young people under 18 years of age, is very clear in its statement that
for children and young people under 18 years of age, not drinking alcohol is the
safest option. It also states that parents and carers should be advised that children
under 15 years of age are at the greatest risk of harm from drinking and that for this
age group, not drinking alcohol is especially important (Guideline 3A); and for young
people aged 15‐17 years, the safest option is to delay the initiation of drinking for as
long as possible (Guideline 3B).
Similar to other findings, the guidelines are based on assessment of the potential
harms to this age group as well as the range of epidemiological research that
indicates that alcohol may adversely affect brain development and be linked to
alcohol related problems later in life.
This guideline is based on evidence showing that the risks of accidents, injuries,
violence and self‐harm are high among drinkers aged under 18 years. Drinkers under
15 years of age are much more likely than older drinkers to experience risky or
antisocial behaviour connected with their drinking, with the rates also somewhat
elevated among drinkers aged 15−17 years. In addition, the evidence suggests that
earlier initiation of drinking is related to more frequent and higher quantity alcohol
consumption in adolescence, and these patterns are in turn related to the
development of alcohol‐related harms in adolescence and adulthood.
Alcohol consumption as an adolescent or young adult is also associated with physical
injury, risky sexual behaviour, adverse behavioural patterns and academic failure.
The Guidelines make the following key points based upon the secondary analysis of
available national and international evidence:
•

Drinkers under the age of 15 years are much more likely than older drinkers
to experience risky or antisocial behaviour connected with their drinking

•

The rates of risky behaviour are also elevated among drinkers aged 15−17
years, warranting the recommendation for caution
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•

To a lesser extent, young adults up to the age of 25 also show a propensity
for greater harm per unit of alcohol than older people

Toumbourou, Rowland and Jeffreys (2005) discusses the evolving evidence that the
brain of a young person’s in much more sensitive to alcohol than that of an adult and
that young people are more vulnerable to the health harming effects of alcohol.
Toumbourou, Rowland and Jeffreys also discusses the evidence that an adolescent
consuming alcohol on a regular daily basis but within the adult low risk advisory of 2
standard drinks a day may incur alcohol‐related brain injury within a relatively short
period of time. A worrisome proportion of young people in Australia are drinking and
at levels well beyond this on a regular basis. They drink with the intention of getting
drunk.
It is of concern to note data showing that 86% of Australian students have tried
alcohol by age 14, with this figure increasing to 96% by age 17 years (White &
Hayman, 2006). It is of additional concern to note that 22% of 14 year olds who are
current drinkers consume alcohol at levels exceeding the Australian Alcohol
Guidelines, with this figure increasing through adolescence, and peaking at 44%
among 17 year olds. It seems the ‘horse has bolted’ and that we are ‘behind the ape
ball’ if we agree as a nation that we need to retrieve this situation.
It is accepted that teenagers cannot always make well‐considered, well‐informed
and wise ‘free choices’ about matters that impact on their present and future health
and well‐being. Their brains are not fully formed until the age of 25 years and their
life experience and access to knowledge is constrained.
Nor can the influence of the broad array of potentially overpowering social
determinants on human decision‐making and behaviour be ignored, not to mention
the range of complex and powerful reinforcing effects of drugs of addiction
mediated through specific neuro‐chemical changes in the brain.
It is also accepted that parents and adults more generally owe young people a duty
of care to protect them from less than wise or safe choices, as far as possible,
particularly those who have been exposed to and learned only ineffectual and
maladaptive personal ways of coping with every day life and its challenges.
In Tasmania, the Liquor Licensing Amendment Bill 2008 enacted in May, increases
the maximum penalty to a person who sells alcohol to a young person from $1,200
to $6,000; and increases the maximum penalty to a licensee for selling alcohol to a
young person from $2,400 to $12,000. It also increased the maximum penalty for
supplying alcohol to a young person from $1,200 to $6,000. It also makes it an
offence for an underage person to present fraudulent identification and allows for
the fraudulent identification to be seized and destroyed.
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Attachment 1
Ratings of policy‐relevant strategies and interventions (National Preventative Health Taskforce)
Strategy or Intervention
Regulating
availability

physical

Taxation and pricing

Drink‐driving
countermeasures

Treatment and
intervention

Altering
context

the

early

drinking

Regulating promotion
Education
persuasion

and

Total ban on sales
Minimum legal purchasing age
Hours and days of sale restrictions
Restrictions on density of outlets
Staggered closing times for bars and clubs
Server liability
Different availability by alcohol strength
Alcohol taxes
Hypothecated tax to pay for treatment/prevention
Setting floor prices/banning discounting
Sobriety checkpoints
Random breath testing
Lowered BAC limits
Administration licence suspension
Low BAC for young drivers
Graduated licensing for notice drivers
Designated drivers and ride services
Ignition interlocks
Brief intervention primary health settings
Alcohol problems treatment
Thiamine supplements
Workplace interventions
Mutual help/self‐help attendance
Mandatory treatment for repeat drink drivers
Bans on serving intoxicated persons
Training staff to prevent intoxication/aggression
Voluntary codes of bar practice
Enforcement of on‐premises regulations and laws
Promoting alcohol‐free events
Community mobilisation
Plastic or tempered glass serving containers
Food service
Advertising bans
Advertising content controls
Alcohol education in schools
College students education
Parent education
Public service messages/mass media campaigns
Warning labels/National drinking guidelines

Effectiveness

Breadth of
Research

Cross‐cultural
testing

Cost to implement

Australian evaluation

***
***
**
**

***
***
**
***

**
**
**
**

High
Low
Low
Low

**

***
**
***

*
**
***

*
*
***

Low
Low
Low

**
***
***
**
***
**
о

***
**
***
**
**
**
*

***
*
**
**
*
**
*

Moderate
Moderate
Low
Moderate
Low
Low
Moderate

**
*

***
***

***
***

Moderate
High

*
*
*
*
о
**
о
**

*
**
***
*
*
*
**
**

**
*
**
*
*
**
*
*

Low
Moderate
Moderate
Moderate
Low
High
High
High

?
?
о
о
?
о

***
*

**
*

*

*

Low
Low
High
High
Moderate
Moderate
Low

**
Χ
*
**
***
**
***

*
*
*
***
***
**

* * (Χ if not enforced)
* * (Χ if not enforced)

**
*
*

*

*
*
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Key to ratings scale
Rating

Evidence of effectiveness

***
**

High
degree
of
effectiveness
Moderate effectiveness

*

Limited effectiveness

о

Lack of effectiveness

?
Χ

No evidence available

Breadth of research
support
5+ studies completed
2‐4 studies completed
1 well‐designed study
completed
No studies undertaken

Test
across
cultures
Tested in 5+
countries
Tested in 2‐4
countries
Tested
in
1
country
Not tested

Australian evaluation
Evidence for effective
dissemination
Evidence for outcome
effectiveness
Evidence
for
implementation
Limited investigation
Warrants
further
research
N/A
Evidence is contra‐
indicative

The National Preventive Health Taskforce compiled the above ratings to inform
discussion on what works in alcohol‐related prevention. It was based on recent
reviews including the World Health Organisation (WHO) international review of
alcohol related research and public policy (Babor T, Caetano R, Casswell S, Edwards
G, Giesbrecht G, Grube J, et al. Alcohol: no ordinary commodity. New York: World
Health Organization and Oxford University Press, 2003); the Prevention of Substance
Use, risk and harm in Australia: a review of the evidence (Loxley W, Toumbourou JW,
Stockwell T, Haines B, Scott K, Godfrey C, et al. The prevention of substance use, risk
and harm in Australia: a review of the evidence. Canberra: Commonwealth of
Australia, 2004. Available from: http://espace.lis.curtin.edu.au/archive/00000284/);
and a Victorian review of that publication (Toumbourou J, Lyons Z, Loxley W and
Bauld C. Research needs analysis and action plan for drug prevention research in
Victoria. Department of Human Services, Victoria, Premier’s Drug Prevention
Council, 2007)
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Appendix D: What has been achieved to date?
Regulatory and legislative related initiatives include:
• Amendments to the Liquor Licensing Act 1990 enacted in May 2008 increased
penalties for the sale and supply of alcohol to young persons and to persons who
appear to be drunk.
The amendments included a new offence for a young person using false
identification and for a licensee if a person authorised by them to sell alcohol on
the licensed premises sells alcohol to a person who appears to be drunk. A range
of other penalties were also increased, including for a person authorised by the
licensee to sell alcohol to a person who appears to be drunk.
• Under the Liquor Licensing Act 1990, licensees must not allow anyone to serve
alcohol on licensed premises unless that person has successfully completed a
Responsible Service of Alcohol (RSA) course or been an employee for less than
three months and is enrolled in or undertaking an approved RSA course.
Amendments to the Act enacted in May 2008, require licensees to keep a RSA
register. Both the register and RSA certificates must be available to the
Commissioner for Licensing or an authorised officer at all times.
Before the issue of a new liquor license or prior to the transfer of a liquor license
the applicant is visited by a representative of the Commissioner for Licensing.
The purpose of this visit is to ensure that the applicant fully understands his/her
responsibilities under the Liquor Licensing Act 1990 with a particular emphasis on
RSA and underage issues.
The Commissioner for Licensing administers RSA training in conjunction with the
Tasmanian Qualifications Authority (TQA) delivered by Registered Training
Organisations (RTO). Moderation sessions are conducted annually for the
principals of RTOs and their trainers to ensure that training is relevant, up to date
and in accordance with legislation, liquor licensing policy and the national
competency standard.
• Amendments to the Police Offences Act 1935 enacted in November 2007, provide
Tasmania Police with the power to prohibit the consumption of alcohol in
prescribed public places during prescribed days and times.
• Amendments to the Police Offences Act 1935 (Section 26) enacted in November
2009 impose penalties for people who irresponsibly supply alcohol to young
people on private property. Under the amendments, a person much not supply
liquor to a youth at a private place unless the person is a responsible adult for the
youth; and a responsible adult for a youth must not supply liquor to the youth at
a private place unless the supply is consistent with the responsible supervision of
the youth
• The Marine Safety (Misuse of Alcohol) Regulations 2006 has provided police
officers with the power to breath test operators of marine vessels for alcohol,
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and charge and direct operators not to use vessels if found to be affected by
alcohol.
• Amendments to the Road Safety (Alcohol and Drugs) Act 1970 enacted in
December 2007 provide Tasmania Police with the power to issue Excessive Drink
Driving Notices and to immediately disqualify drivers exceeding .15 blood alcohol
content or who are repeat offenders.
• The Commissioner for Licensing conducts regional forums around the State with
licensees and key staff to provide up to date information on legislation, licensing
policy and RSA as well as providing an open forum for licensees to debate
licensing issues and discuss best practice initiatives.
• During the 2008 football season representatives of the Commissioner for
Licensing met with the administrators of every Australian Rules Football
association in Tasmania to discuss a range of harm minimisation issues relating to
the service and supply of alcohol. Issues discussed included conduct of their
facilities, limitations of their liquor licenses, preventing the supply of alcohol to
persons under 18 years of age and restricting the public carrying alcohol into
football grounds.
• The Commissioner for Licensing has adopted a strategy for the conduct of major
events (sporting, entertainment, wine and food festivals) both to promote RSA
and to create a safe environment for these events. This involves representatives
of the Commissioner for Licensing monitoring the events as well as engaging with
all stakeholders in pre and post event meetings to ensure compliance with the
law and RSA best practice.
• In November 2007 legislation was introduced to prohibit the spiking of a person’s
drink under the Police Offences Act 1935. The National Drink Spiking Project
materials have been distributed to Tasmania Police, Health Services, licensed
premises and emergency departments throughout Tasmania to raise awareness
about the drink spiking issue and appropriate responses.
Local Government and intra‐government initiatives include:
• Representatives of the Commissioner for Licensing, working with Tasmania
Police, local government and industry stakeholders have introduced late night
trading agreements in Launceston and Hobart. The agreements operate in the
CBD of each city and consider issues such as: late night trading; a ban on alcohol
promotions after midnight; and the implementation of a 3:00 am lockout, where
no new patrons are admitted to premises after this time.
• Representatives of the Commissioner for Licensing, working with Tasmania
Police, the Burnie City Council, the Australian Hotels Association, local licensees
and community groups, have developed the Burnie Liquor Accord. This is the
first liquor accord to be trialled in Tasmania, and encourages licensees to take
certain actions in local communities to reduce alcohol related anti‐social
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behaviour offences and violence and improve public safety and amenity issues.
During 2009 liquor accords will be rolled out in Hobart and Launceston.
• The Who’s Des Tonight? designated driver program is currently conducted in the
semi‐rural Burnie area. This represents a partnership initiative between Burnie
City Council, Tasmania Police and the local community. This initiative has won
state and national awards for its role in reducing alcohol‐related harm among
young adults.
• The Devonport City Council is delivering a holistic early intervention program
with young people ‘at risk’ from ages 10‐19. The Lighthouse Can Do Will Do
Project was initiated by the Devonport Community Safety Liaison Group and the
Mersey Police & Community Youth Club (PCYC) and works in partnership with the
Latrobe and Kentish Councils, Tasmanian Police, the PCYC, Youth Justice, the
Department of Education, Youth service providers, the employment sector and
local community. The program does not specifically target alcohol issues, but is
aimed at reducing the longer‐term social, economic and health issues related to
the misuse of alcohol for young people and the local community.
• The Kingborough Council runs a number of activities in relation to drug and
alcohol issues for young people. The Road Show is a health initiative coordinated
by Department of Health and Human Services health workers delivered at
Kingston High School and Woodbridge District High School in which professional
facilitations deliver programs including alcohol and drug components. Young
Men’s Groups for ‘at risk’ young people identified by local schools participate in
therapeutic physical activity at the Kingborough Sports Centre aimed at building
resilience and minimising harm. The Yspace Youth Centre is utilised by the
Alcohol and Drug Youth Workers to provide weekly outreach services for one‐on‐
one counselling and group work, and also by a private social worker for
counselling and group work for young people and their families. The Council’s
Youth Development Officer is working with the Drug Education Network to
develop a best practice Safe Partying program.
• The King Island Council was successful in the first round under the National Binge
Drinking Strategy to secure funding for a Youth Access Program to provide
alcohol‐free venues for youth related activities.
(Other) Intervention initiatives included:
• Release of 2009 National Health and Medical Research Council’s (NHMRC)
Australian Guidelines to Reduce Health Risks from Drinking Alcohol, which helps
drinkers to make informed decisions about the amount they drink in relation to
the risks involved. The guidelines provides information on the level of drinking
alcohol that will enable healthy adults to keep their risk of alcohol‐related
accidents, injuries, diseases and death low both in the short and long term. An
summary explanation of the new Guidelines by the National Centre for Education
and Training on Addiction (NCETA).
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• The ‘National clinical guidelines for the management of drug use during
pregnancy, birth and the early development years of the newborn’ have been
distributed to all acute, primary and tertiary health services.
• Inter‐Agency Support Teams (IAST) in Tasmania bring together relevant State and
local government service providers to support children, young people and their
families. The IASTs consider a range of issues including drug and alcohol misuse.
Tasmania Police has led the development of these Teams that operate on a
statewide basis.
• The Department of Health and Human Services together with other key
Government Agencies and community and professional organisations has
developed a Population Alcohol Strategies: Primary and Secondary Prevention of
Alcohol Related Harms ‐ Summary of Future Directions Report (2008). This
identified and endorsed population level goals and strategies around alcohol use
in Tasmania. A number of the higher level goals are included in the draft
Tasmanian Alcohol Action Framework 2010‐2015 under consideration. More
detailed strategies from this process will be included in the future annual
implementation plans.
• Population Health has developed a sustainable approach to the monitoring and
analysis of alcohol related trends for Tasmania. Alcohol Trends Fact Sheets are
now produced tri‐annually.
• Population Health continues to provide advice to Australia and New Zealand
Food Regulation Ministerial Council regarding the placement of mandatory
health warning on packaged alcohol.
• In July 2006, Tasmania Police established a District Response in each of the four
geographic districts to enhance the police capacity to respond to antisocial
behaviour, prevent crime and offences in public places, and support early
intervention strategies throughout the State. The Tasmania Police Public Order
Response Teams (PORT) focus on providing an increased presence around hotels,
nightclubs and other licensed premises. The Teams work with the Licensing Units
to monitor and enforce legalisation concerning access to alcohol by under‐age
persons; general compliance by licensees with liquor laws and public order
practices; and training, registration and conduct of security personnel. The
PORTs have enhanced the capacity of Tasmania Police to respond to antisocial
behaviour, prevent crime and offences in public places, and support early
intervention strategies throughout the State.
• Tasmania Police continues to support and promote the Party Safe initiative.
Party Safe aims to encourage young people and parents/responsible adults to
organise and conduct parties in a responsible manner. Party Safe features on the
Tasmania Police website, and provides links to resources and information to
assist in supporting a safe environment for those conducting or attending a party,
and the wider community.
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• The Road Safety Task Force has undertaken social marketing campaigns providing
information to the community using print and electronic media. The “Just like
that” campaign has highlighted alcohol‐related harms.
• In 2006, the State Alcohol and Drug Service commenced a review of the alcohol,
tobacco and other drugs service sector, engaging an external consultant to assist
the review. A five year Future Service Directions Plan has been developed in
consultation with key stakeholders including community sector organisations,
that provides a blueprint for establishing a strong, contemporary and sustainable
alcohol and drugs service sector in Tasmania which is responsive to the needs of
clients and service providers. The Government provided additional funding of
$1.5 million to the Alcohol and Drug Service in 2007‐08; and a further $17.1
million will be provided over the next four years for the development of alcohol
and other drugs services in Tasmania.
• In 2007, the Drug Education Network (DEN) held the 1st National Conference on
Foetal Alcohol Spectrum Disorder (FASD). The DEN has established a Prenatal
Exposure to Alcohol National Clearing House in its North West office providing a
library of resource information, and offers support and advice to individuals and
families affected by FASD. Joint education sessions have also been conducted
with the Launceston General Hospital to provide information on FASD and to
provide maternity care providers with practical skills and tools to address the
issue with women in pregnancy.
• The Den has also undertaken a project funded by the Alcohol, Education and
Rehabilitation Foundation to develop a booklet to increase General Practitioners
knowledge and awareness of pharmacotherapy and psychosocial treatment
options for alcohol dependence, and to encourage the use of this form of
treatment.
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Appendix E: Strategic Policy Framework
Tasmania Together
Tasmania Together is a long‐term social, environmental and economic plan that
provides the opportunity for all sectors of the Tasmanian community to work
together to achieve common long term objectives. A number of goals and standards
have been developed by which progress can be measured. The goal particularly
relevant to alcohol is Goal 2. Confident, friendly and safe communities, of which the
following standards and indicators are relevant:
Standard 1: To support safe and responsible behaviour and ensure that community
facilities and spaces, transport systems, workplaces and private homes are, and are
perceived to be, safe environments.
•

Indicator 1.1 Injuries and poisoning (as measured by hospital separations)

•

Indicator 1.2Percentage of people who feels safe in public places

•

Indicator 1.4 Crime victimisation rate

•

Indicator 1.5 Reported level of family violence

•

Indicator 1.7 Incidence of workplace injuries

• Indicator 1.8 Road crash fatalities and serious injuries
Standard 2: To support young people who are at risk.
•

Indicator 2.1 Deaths due to external causes for people aged 0 – 24

•

Indicator 2.3 Proportion of 14‐24 year olds at risk of short term alcohol
related harm

Tasmanian Drug Strategy 2005‐2009
The Framework is one of three initiatives under the Tasmanian Drug Strategy 2005‐
2009 (TDS) framework. The TDS identifies three priorities in responding to the use of
alcohol, tobacco and other drugs in the Tasmanian community: community safety;
prevention and reduction; and improved access to quality treatment.
A Social Inclusion Strategy for Tasmania
Social inclusion means a fair go at having a decent education, skills, meaningful work,
access to services, good relationships and a say on what matters to us. It’s about the
relationships in life that make us healthy, happy and productive.
The purpose of the Social Inclusion Strategy is to give focus and momentum to a
Tasmanian specific approach for social inclusion, illustrate how to organise the
approach and demonstrate what the outcomes could be. It is based on the evidence
of what works elsewhere filtered through the lens of what could work or is already
working and could be scaled up here in Tasmania.
National Drug Strategy 2004‐2009
The Mission of the National Drug Strategy 2004‐2009 is ‘To improve health, social
and economic outcomes by preventing the uptake of harmful drug use and reducing
the harmful effects of licit and illicit drugs in Australian Society.’
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National Alcohol Strategy 2006‐2009
The goal of the National Alcohol Strategy 2006‐2009 ‘Towards Safer Drinking
Cultures’ is ‘to prevent and minimise alcohol‐related harm to individuals, families
and communities in the context of developing safer and healthy drinking cultures in
Australia.’ To achieve this goal, the National Alcohol Strategy has four aims:
1. Reduce the incidence of intoxication among drinkers.
2. Enhance public safety and amenity at times and in places where alcohol is
consumed.
3. Improve health outcomes among all individuals and communities affected by
alcohol consumption.
4. Facilitate safer and healthier drinking cultures by developing community
understanding about the special properties of alcohol and through
regulation of its availability.
The National Alcohol Strategy was developed through a collaborative process
between Australian Governments, non government and industry partners and the
broader community to provide the broad strategic foundation for the development
of the Framework. The development of the National Alcohol Strategy was based on
consultations with over one thousand key stakeholders around Australia including
the health sectors, liquor licensing authorities, police, local government and the
alcohol beverage and hospitality industry, and included an extensive literature
reviewError! Bookmark not defined.. The National Alcohol Strategy in particular informs the
Framework.
National Binge Drinking Strategy
In March 2008, the Prime Minister announced a new national strategy to address
binge drinking among young Australians. The Australian Government is working with
State and Territory Governments, communities, parent and young people to
implement a National Strategy on Binge Drinking.
National Preventative Health Strategy
The Preventative Health Taskforce was established by the Australian Government in
April 2008. It will provide evidence‐based advice to government and health
providers – both public and private – on preventative health programs and
strategies, and support the development of a National Preventative Health Strategy.
The Strategy will provide a blueprint for tackling the burden of chronic disease
currently caused by obesity, tobacco, and excessive consumption of alcohol. It will
be directed at primary prevention and will address all relevant arms of policy and all
available points of leverage, in both the health and non‐health sectors, in
formulating its recommendations.
National Aboriginal and Torres Strait Islander Complementary Action Plan 2003‐
2009
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The National Alcohol Strategy 2005–2009 also supports the six key result areas of
the National Drug Strategy Aboriginal and Torres Strait Islander Peoples
Complementary Action Plan 2003–2009. Key Result Areas of the Plan are:
1. Enhance community capacity to address current and future issues and
promote their own health and wellbeing.
2. Whole‐of‐government effort in collaboration with non‐government
organisations to reduce drug‐related harm.
3. Substantially improved access to health and wellbeing services that address
drug issues.
4. Holistic approaches, from prevention to treatment and continuing care, that
are locally accessible.
5. Workforce initiatives to enhance capacity of community‐controlled and
mainstream service organisations.
6. Improved ownership and partnerships of research, monitoring, evaluation
and dissemination of information.
National Corrections Drug Strategy 2006‐2009
The National Corrections Drug Strategy 2006–2009 was developed with the
endorsement and support of the Ministerial Council on Drug Strategy, Corrective
Service Ministers’ Conference, Corrective Services Administrators’ Conference,
Community and Disability Services Ministers’ Advisory Council, Australasian Juvenile
Justice Administrators, the Australian National Council on Drugs and the Inter‐
Governmental Committee on Drugs to provide a framework for a coordinated,
integrated approach to addressing drug related issues in Australian adult
correctional and juvenile justice facilities and related services.
The Strategy is closely linked to and seeks to complement the National Drug
Strategic framework. Its mission is to improve health, social and economic outcomes
for adult and juvenile offenders within correctional and community based facilities
and services. The strategy seeks to prevent anticipated and actual harm to
individuals, families and to the wider community resulting from drug misuse and
drug related crime by preventing the uptake or continuation of drug misuse,
reducing the harmful effects of drugs, and reducing re‐offending.
The Ministerial Council on Drug Strategy (MCDS) report to the Council of Australian
Governments (COAG) on options to reduce binge drinking
In March 2008, the COAG members agreed to the importance of addressing alcohol
misuse and binge drinking among young people. The MCDS was asked to report to
COAG on options to reduce binge drinking including in relation to closing hours,
responsible service of alcohol, reckless secondary supply and the alcohol content in
ready‐to‐drink beverages. The MCDS is presently considering and finalising its report
on developing an integrated approach to addressing demand for, and supply of,
alcohol through law enforcement, regulation, treatment and prevention. The MCDS
Report to COAG will provide COAG with a number of key proposals and a range of
other options which the MCDS believes would make an effective contribution to the
reduction of harmful levels of alcohol consumption in Australia. The areas being
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considered and finalised by the MCDS fall under the main headings of liquor
licensing; secondary supply; advertising; and alcohol content of ready‐to‐drink
beverages.
A number of the key proposals and other options being considered by the MCDS for
reporting to COAG will impact on the Tasmanian community. Individual States and
Territories will be asked to support and implement a range of actions to ensure
national consistency. The Tasmanian Alcohol Action Framework proposed priority
areas, recommended responses and specific actions under the annual
implementation plans will also be informed by the final proposals, options and
timelines for action agreed to by COAG.
The Australian New Zealand Food Regulation Ministerial Council has also requested
Food Standards Australia New Zealand to consider mandatory health warnings on
packaged alcoholic beverages.
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Appendix F: Legislative and Regulatory Framework
Liquor Licensing Act 1990 and Liquor Licensing Amendment Bill 2008
The Act provides for five types of licence. They are a general licence, a club licence,
an on licence, an off licence and a special licence, and are all granted by the Licensing
Board. With the exception of a special licence, the licences permit the sale of alcohol
between the hours of 5 am and 12 midnight daily. The Act also provides for an out of
hours permit to fill the gap between midnight and 5am. A special licence authorises
the sale of alcohol between specified times and subject to conditions specified in the
licence. This licence is usually issued to restaurants, function centres, tertiary
institutions, accommodation providers, wine producers or tourist attractions.
There are four types of liquor permit issued – an out‐of‐hours permit, an on‐permit,
an off‐permit and a special permit. An out‐of‐hours permit is required by general,
on, off and club licence holders to sell alcohol for any period between midnight and
5 am. The Act requires that, before granting an out‐of‐hours permit the
Commissioner must be satisfied that the sale of alcohol would not cause undue
annoyance, disturbance, or the occurrence of disorderly conduct in the
neighbourhood. An on permit authorises the sale of alcohol on premises specified in
an off‐licence between any times and subject to the compliance with any conditions
imposed. An off‐permit authorises the sale of alcohol on premises specified in an
on‐licence between any times and subject to the compliance with any conditions
imposed. Special permits are generally issued for low risk events or functions and are
based on the amount of time a permit is required: a period of up to four days, from
four to thirty days, up to six months, and up to twelve months.
Amendments to the Liquor Licensing Act enacted in May 2008 creates a new offence
if a person authorised by the licensee to sell alcohol on licensed premises sells
alcohol to a person who appears to be drunk, and increases penalties for the sale
and supply of liquor to young persons and to persons who appear to be drunk to a
maximum fine of $12,000. The amendments also increased the maximum penalty
from $1,200 to $6,000 that may be applied to a person who sells alcohol to a young
person; who supplies a young person with alcohol; who sends a young person to
obtain alcohol; and who sells or supplies alcohol to a person who appears to be
drunk. The maximum penalty that may be applied to a licensee for selling alcohol to
a young person increased from $2,400 to $12,000. Presentation of fraudulent
identification by a young person has also been made an offence, including allowance
for such identification to be seized and destroyed.
Under the Liquor Licensing Act 1990, licensees and staff serving alcohol on licensed
premises are required to have undertaken, or be enrolled to undertake within 3
months, an accredited Responsible Service of Alcohol (RSA) course. The Tasmanian
course (like all other state RSA courses) is based on the national qualification
THHBFB09B and Tasmania accepts RSA qualifications gained in other jurisdictions.
Also from May 2008, licensees must keep a RSA register. Both the register and RSA
certificates must be available to Police Officers or Liquor and Gaming Inspectors at
any time.
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The Commissioner has the power to cancel or suspend a license, upon sufficient
evidence of infringements. Staff of the Department of Treasury and Finance
facilitates the licensing and compliance processes required under the Act.
Police Offences Act 1935
Under the Police Offences Act 1935, Tasmania Police currently have the powers to
seize and dispose of alcohol. Tasmania Police also have the power to prohibit the
consumption of alcohol in public places during prescribed days and times.
Drunkenness when in charge of any vehicle or in possession of any dangerous
weapon is an offence.
Consumption of alcohol in a public street or any public place, excluding premises
licensed under the Liquor Licensing Act, is prohibited under the Act. Tasmania Police
have the powers to take a person into custody, or to a place of safety or releasing
then into the care of a responsible person if believed to be intoxicated, and (a) is
behaving in a manner likely to cause injury to himself, herself or another person, or
damage to any property; or (b) is incapable of protecting himself or herself from
physical harm.
A ‘Place of Safety’ is defined in the Act to mean, ‘a hospital, charitable institution or
any other appropriate facility that is capable of caring for an intoxicated person and
includes a place declared by the Minister under Section 4C to be a place of safety for
the purposes of the Act’. Designated places of safety include the Royal Hobart
Hospital; the Launceston General Hospital; the North West Regional Hospital;
Salvation Army Bridge Program; Launceston City Mission, Frederick Street,
Launceston and Launceston City Mission North West Sulphur Creek facility.
Amendments to the Police Offences Act 1935 (Section 26) enacted in November
2009 impose penalties for people who irresponsibly supply alcohol to young people
on private property. Under the amendments, a person much not supply liquor to a
youth at a private place unless the person is a responsible adult for the youth; and a
responsible adult for a youth must not supply liquor to the youth at a private place
unless the supply is consistent with the responsible supervision of the youth
Road Safety (Alcohol and Drugs) Act 1970
Under the Road Safety (Alcohol and Drugs) Act 1970 it is an offence to drive a vehicle
whilst alcohol is present in a concentration greater than 0.05 blood alcohol content
(BAC), with Tasmania Police currently having the powers to arrest an offender and
confiscate the vehicle. It is also an offence to drive a vehicle whilst consuming
alcohol. The Act contains a range of penalties dependent upon the BAC and number
of prior offences. Tasmania Police also have the powers to impose immediate
disqualification of a driver’s license under certain circumstances.
Youth Justice Act 1997
Under the Youth Justice Act 1997, Tasmania Police currently have the ability to
informally and formally caution young people (under 18 years of age) for a range of
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offences, including underage drinking in a public place, diverting them away from
the criminal justice system. Under a formal caution any undertaking that a young
person enters into is agreed, but is not enforced.
The Youth Justice Act 1997 also provides the ability for more serious offences, or
repeat offenders to participate in a community conference convened by Community
Youth Justice, Department of Health and Human Services (DHHS). Undertakings
agreed by a young offender in a community conference are enforceable, and a
breach of an undertaking can be referred to the criminal justice system.
Alcohol and Drug Dependency Act 1968
Under the Alcohol and Drug Dependency Act 1968 a person under certain
circumstances may be admitted and detained in a treatment centre, with respect to
the treatment and control of alcohol dependency (or drug dependency). For the
purposes of this Act a person shall be regarded as suffering from alcohol dependency
if he consumes alcohol to excess and (a) is thereby dangerous at times to himself or
others or incapable at times of managing himself or his affairs; or (b) shows
prodromal signs of becoming so dangerous or so incapable.
The following premises are declared to be treatment centres for the purposes of the
Act: (a) the Royal Hobart Hospital; (b) the Launceston General Hospital; (c) the North
West Regional Hospital (consisting of the Burnie Campus and the Mersey Campus);
and (d) that part of the Carruthers Building, St Johns Park, New Town that is used by
the Alcohol and Drug Service.
Family Violence Act 2004
The Family Violence Act 2004 contains provision for specialist assessments to
determine program suitability assessments under the Department of Justice Family
Violence Offender Intervention Program (FVOIP). Individuals who have been
charged under the Act who are assessed as medium to high risk of offending and
have been referred to the FVOIP as a result of mental health, disabilities and/or drug
and alcohol related issues are the principal target group.
Guardianship and Administration Act 1995
The Guardianship and Administration Act 1995 provides power to the Guardianship
and Administration Board to deal with the detention and/or treatment of people
with a disability which can include people who are temporarily or permanently
incapacitated due to alcohol or drug dependency. It is difficult to seek or obtain a
treatment order under the Act due to the complexity of assessment of alcohol and
other drug dependency, and the meaning under the Act.
The Marine Safety (Misuse of Alcohol) Act 2006
The Marine Safety (Misuse of Alcohol) Act 2006 aims to improve marine safety by
containing provisions that place certain restrictions on the use of alcohol by persons
having responsibilities connected with the operation of vessels and by providing for
the enforcement of those restrictions. A person must not operate a marine vessel if
there is alcohol in that persons’ breath or blood. The Act further provides that the
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owner or person in charge of a commercial vessel must not cause or allow a person
who has alcohol in his or her breath or blood to operate the commercial vessel.
The Act also provides police officers with the power to breath test operators of
marine vessels, and may direct a person not to operate a vessel if the police officer
reasonably suspects that a person operating or apparently about to operate a
commercial vessel has consumed alcohol; or a person operating or apparently about
to operate a vessel has more than the permitted concentration of alcohol in that
person's blood. Permitted concentration of alcohol means a concentration of 0.05
of a gram of alcohol in – (a) 210 litres of breath; or (b) 100 millilitres of blood.
Children, Young Persons and Their Families Act 1997
The Children, Young Persons and Their Families Act 1997 contain requirements for
the informing of concern of abuse or neglect (Part 3/14) and assessment (Part 4/20
and 22) of children at risk, by prescribed persons. Prescribed persons includes: a
registered medical practitioner; a nurse; a person registered as a dentist, dental
therapies or dental hygienist; a registered psychologist; a police officer; a probation
officer; a principal and teacher in any educational institution; a person who provides
child care or a child care service; a person concerned in the management of a
licensed child care service; any other person who is employed or engaged as an
employee or volunteer in a Government Agency that provides health, welfare,
education, child care or residential services whole or partly for children and an
organisation that receives funding from the Crown for the provision of such services;
or any other person determined by notice in the Gazette to be a prescribed person.
A prescribed person under the Act must inform the Secretary if, in the course of his
work, he or she believes or suspects on reasonable grounds, or knows that a child
has been or is being abused or neglected or is an affected child within the meaning
of the Family Violence Act 2004, or that there is a reasonable likelihood of a child
being killed or abused or neglected by a person with whom the child resides.
Land Use Planning Approvals Act 1993
The Act contains provision for planning directives; preparation, coordination and
modification of planning schemes; and planning controls.
Public Health Act 1997
The Public Health Act 1997 confers on the Director of Public Health the function to
(inter alia) develop and implement strategies to promote and improve public health.
The health of the Tasmanian community is promoted and improved, and the
incidence and severity of preventable consequences, conditions and diseases are
reduced through the legislative requirements and administration of the Public Health
Act 1997.
The National Competition Policy
In 1992 Federal, State and Territory governments agreed to the development of the
National Competition Policy, followed by agreement in 1995 to implement a range of
reforms to remove barriers to competition, unless there was a demonstrated ‘public
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interest’ not to do so. Liquor licensing legislation was included in the related
reforms. The liberalisation of liquor licensing laws as a result of the impact of the
National Competition Policy has arguably resulted in incompatibilities between the
Commonwealth and the states and territories in the administration of liquor
licensing laws.
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Appendix G: High Risk Groups
Pregnant Women
The draft National Medical Health Research Council (NMHRC) 2007 Australian
Alcohol Guidelines acknowledge the reported high rates of alcohol consumption in
Australia by pregnant women, and the risks of such consumption on the foetus due
the ease with which alcohol crosses the placenta. Such foetal exposure can cause a
range of adverse effects, collectively referred to as foetal alcohol spectrum disorder.
The draft low‐risk drinking guidelines suggest not drinking is the safest option for
pregnant women.
Tasmanian Aborigines
The National Alcohol Strategy 2006‐2009 noted that Aboriginal and Torres Strait
Islander People are over seven times more likely to be hospitalised for acute
intoxication than the rest of the Australian population. Many surveys show that
whilst the majority of Indigenous Australians are less likely than non‐Indigenous
Australians to consume alcohol, those that do drink, generally do so at levels of
higher risk (ABS, 2006).
In addition, Aboriginal and Torres Strait Islander peoples are disproportionately
represented in correctional and community‐based facilities and services. Aboriginal
and Torres Strait Islander peoples are incarcerated at 17 times the rate of the non‐
Indigenous population (National Corrections Drug Strategy, 2006). An Australian
Institute of Criminology Report noted high levels of substance use amongst
Indigenous offenders, with alcohol often the primary area of concern in relation to
Indigenous substance use and offending (AIC, 2008).
Young People
The draft National Medical Health Research Council (NMHRC) 2007 Australian
Alcohol Guidelines notes the particular vulnerability of young people to the effects of
alcohol. Underage drinking contributes to the three leading causes of death among
adolescents — unintentional injuries, homicide and suicide, with alcohol
consumption as an adolescent or young adult also associated with physical injury,
risky sexual behaviour, adverse behavioural patterns and academic failure. The 2007
National Drug Survey Household Survey: first results noted the proportion of
teenagers drinking at least weekly is around 22%, and that males aged 20–29 years
(17.2%) were the most likely group to consume alcohol at risky or high‐risk levels for
short‐term harm at least weekly. Data available from the Department of
Infrastructure, Energy and Resources (2007), notes that alcohol related car crashes in
Tasmania are more prevalent among young people. In 2007, alcohol was implicated
in 41 serious casualties, of which 31.1% involved drivers aged 17‐29 years. Of those,
the majority (51%) involved young people aged under 21 years.
Poly‐Drug Users
The latest Tasmanian findings from the Ecstasy and Related Drugs Reporting System
(Mathews & Bruno, 2008) noted that a large majority (86%) of the 2007 survey of
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100 regular ecstasy users reported drinking alcohol when under the influence of
ecstasy and three quarters of these (76%) typically consumed more than five
standard drinks. The report further notes that whilst concurrent use of alcohol or
whilst coming down from ecstasy had declined in 2006 from the high rates reported
in 2004 and 2005, there was an increase in the 2007 cohort. It was also noted that
most of the overdose episodes reported in the 2007 study involved alcohol and/or
polydrug use. Additionally, a large majority (89%) of the 2007 sample had used
alcohol at least weekly during the six months preceding the interview, which is
substantially higher than both the Tasmanian (39.4%) and national (41.2%) estimates
of prevalence for the general population, and among those aged 20‐29 nationally
(56.7%).
Prisoners
Another high risk group includes prisoners, with the National Corrections Drug
Strategy 2006‐2009 noting that research estimates between 41% and 70% of violent
crimes are committed under the influence of alcohol.
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