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	[bookmark: Title_of_consultation_][bookmark: Web-based_consultation_on_the_implementa]Title of consultation

	Web-based consultation on the implementation of the WHO global strategy to reduce the harmful use of alcohol since its endorsement, and the way forward

	[bookmark: Name_of_the_consulting_body_]Name of the consulting body

	[bookmark: World_Health_Organization_(WHO)_]World Health Organization (WHO)

	[bookmark: Link_to_consultation_]Link to consultation

	https://www.who.int/health-topics/alcohol/online-consultation

	[bookmark: Why_did_the_MRC/CSO_Social_and_Public_He][bookmark: The_MRC/CSO_Social_and_Public_Health_Sci]Why did the MRC/CSO Social and Public Health Sciences Unit contribute to this consultation?

	The MRC/CSO Social and Public Health Sciences Unit at the University of Glasgow conducts world-leading research to understand the determinants of population health and health inequalities, and to develop and test interventions to improve health and reduce inequalities. The Unit is currently working on a Minimum Unit Pricing of Alcohol in Scotland study.

	[bookmark: Our_consultation_response_]Our consultation response

	
[bookmark: 1)_What,_in_your_organization’s_view,_ha]1) What, in your organization’s view, have been the most important achievements, challenges and setbacks in implementation of the WHO global strategy to reduce the harmful use of alcohol since 2010? *
Achievements
Section three of the report essentially tells us that the global alcohol strategy developed by WHO in 2010 has been implemented by informing the development of regional strategies and action plans.
Although it is to be welcomed that binge drinking is reducing in all WHO regions and alcohol- related mortality and morbidity are reducing in some, evaluation is warranted to establish the contribution of WHO policies to these trends.

It is good news that more countries have implemented evidence-based alcohol policies, with some countries reporting progress in reducing the availability and restricting the marketing of alcohol, and increasing alcohol duty. It is also encouraging that more countries have drink-driving policies,1 and that more than half of responding countries have expanded access to alcohol screening and brief intervention (albeit mostly higher income countries).

Less positively, the three WHO best buy interventions (tax increases, marketing restriction and restricting availability) show the least progress. This is doubly unfortunate as these are the policies most likely to reduce health inequalities since they do not rely on individual agency (i.e. do not require people to take up an intervention).2 3 Reducing health inequalities is particularly salient for alcohol given the systematically elevated levels of harm among individuals in lower
socioeconomic groups.4
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[bookmark: Challenges_][bookmark: While_an_important_step_in_the_implement]Challenges
[bookmark: 5-7_]While an important step in the implementation process, the development of more localised strategies and plans alone will not bring about the magnitude of reduction in alcohol-related harms needed. In addition, such development has been the case only in some countries. True implementation must mean delivering evidence-based intervention that connects with the problem on the ground in an attempt to improve health outcomes. An essential feature of good implementation is the gathering of data to monitor the effectiveness of the implementation as well as the efficacy of the intervention itself. For interventions whose effectiveness is still uncertain, whether universally or locally, there is a need to attempt to determine effectiveness through studying outcomes, ideally in comparison with a control group, for example using a natural experiment design where possible.5-7 Withdrawal of policies and other interventions may also provide an opportunity to learn more about the effectiveness of different potential solutions. Once effectiveness is established, implementation monitoring can focus on either outcomes or ensuring the implementation process is correct and complete.

[bookmark: There_is_the_further_challenge_of_mainta]There is the further challenge of maintaining the effectiveness of policies. For example, there is a need for inflation linking alcohol taxes and tailoring them to improve public health rather than to raise revenue, ensuring marketing policies are not unduly influenced by industry interests, and ceasing investment in ineffective interventions such as those simply providing information.
The alcohol problem is complex, with a wide variety of interest groups, and manifold harms managed by multiple agencies. The global dimension adds to that complexity, which is a challenge for the development of consensus policies.

[bookmark: Alcohol_consumption_is_influenced_by_soc]Alcohol consumption is influenced by social norms and cultural traditions, which may downplay the importance of alcohol’s harmful effects. This is a vulnerability, which can be exploited by the globalised alcohol production and sales industry, adept at legal and marketing challenges to local alcohol controls.

[bookmark: Setbacks_][bookmark: Unfortunately,_there_has_been_a_lack_of_]Setbacks
Unfortunately, there has been a lack of progress in reducing the per capita alcohol consumption globally, but there has been progress on this front in Europe. That suggests that alcohol strategies and action plans may be having an effect in Europe although other factors may be at play e.g. the 2007-08 recession. It also suggests the policies are not being equally well implemented worldwide, a situation likely to further exacerbate global health inequalities, and so running counter to the declared aims of the WHO.


[bookmark: 2)_What,_in_your_organization’s_view,_sh]2) What, in your organization’s view, should be priority areas for future actions to reduce the harmful use of alcohol and strengthen implementation of the global strategy to reduce the harmful use of alcohol? *
[bookmark: Reducing_harmful_use_][bookmark: A_fundamental_barrier_to_addressing_alco]Reducing harmful use
[bookmark: 8-11_][bookmark: 12-15_]A fundamental barrier to addressing alcohol-related harms has been the lobbying and related activities of alcohol-related industries. There is a large body of evidence demonstrating the adverse influence of alcohol-related industries on public health policy, with industry collaborations generally resulting in the implementation of ineffective interventions, while their diminished involvement has been found to facilitate the adoption of more effective policy.8-11 There should therefore be urgent consideration given to restricting or preferably entirely precluding their involvement in public health policymaking.12-15 The precedent of Article 5.3 of the Framework Convention on Tobacco Control illustrates how impactful this can be. WHO is uniquely positioned to take a leadership role in how best to implement a similar measure for alcohol control policy.

[bookmark: We_support_the_proposal_for_a_global_imp]We support the proposal for a global impost (tax) on alcohol. There is no reason why taxation and



	[bookmark: Minimum_Unit_Pricing_(MUP)_should_not_wo]Minimum Unit Pricing (MUP) should not work together. The prevention of tax avoidance and evasion by the global alcohol industry would be a priority.

[bookmark: Strengthening_the_implementation_of_the_][bookmark: If_lack_of_resources_is_an_issue_prevent]Strengthening the implementation of the global strategy to reduce harmful use
If lack of resources is an issue preventing true implementation (as defined above), WHO could helpfully develop tools to aid resource access for strategy implementation at local level. That could include fund raising measures such as alcohol taxation. The funds raised could be hypothecated for further action in controlling alcohol marketing and influence on alcohol policy by the global alcohol industry and for controlling access to alcohol locally. We suggest linking taxation levels to the reported levels of alcohol-related harm on an ongoing basis as an incentive to the alcohol industry to reduce harm.

[bookmark: Convincing_economic_and_political_analys]Convincing economic and political analysis showing whether there are economic and political benefits of increasing alcohol taxation in addition to MUP could be developed and made available to public health and related professionals in all countries.

[bookmark: The_WHO_strategy_promotes_MUP,_and_there][bookmark: 16-19_][bookmark: 20-22_]The WHO strategy promotes MUP, and there is clear evidence of the relationship between the consumption of alcohol and its price, but MUP has not yet been fully evaluated in the real world. Scotland is in the process of doing an evaluation16-19 but it will be some years before a final picture is revealed. Some formative lessons from carrying out the Scottish evaluation in this area include the crucial importance of adequate preparation so that the evaluation, especially the gathering of baseline data, is not rushed. To facilitate evaluation it is important to embed it in policy delivery. Data improvements would greatly facilitate agile evaluation by making relevant time series data routinely available. For these reasons, we support the data improvements WHO specifies, such as the inclusion of alcohol modules in data collection tools used in population- based surveillance activities. That would ensure the availability of time series of data on alcohol consumption in populations and vulnerable population groups such as adolescents, women of childbearing age and people suffering from different health conditions. We think these alcohol modules should be as standardised as possible to facilitate international comparisons. Given the persistent decline in participation levels in national surveys, robust statistical correction procedures, which improve comparability over time and place, should be applied.20-22

[bookmark: 3)_Any_additional_comments?_typo:_p14_li]3) Any additional comments?
typo: p14 line 3 of text
'Effective monitoring of total per capital alcohol consumption' should this read 'per capita'?

[bookmark: Additional_information_][bookmark: 1)_Attachment_]Additional information
[bookmark: Please_attach_any_files_that_would_compl]1) Attachment
Please attach any files that would complement your submission None.
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