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Abstract

Low- and middle-income countries face a rapidly escalating, alcohol-related public
health crisis spanning cancer, injury, liver disease, mental health disorders and the
complications of human immunodeficiency virus infections. Despite compelling
evidence that alcohol is a leading risk factor for premature death and disability, few
of these countries include comprehensive alcohol control policies in their public
health agendas. This gap between evidence and policy is critical because evidence-
based interventions could decrease the alcohol-attributable disease burden by up to
30% within a decade. We conducted a policy analysis to synthesize evidence from
low- and middle-income countries and propose a comprehensive multicomponent
framework for alcohol control adapted from experience with tobacco control.
Documented achievements show that simultaneously integrating alcohol control into
the existing health-care system, introducing regulation, and building institutional
capacity can reduce consumption and generate substantial economic returns.
However, interference from the alcohol industry in policy, mirroring the historical
approach of the tobacco industry, underscores the need for explicit protections.
Evidence-based recommendations on implementing alcohol control policies are
presented for international agencies, national governments, health-care systems and
civil society. These recommendations also draw on global lessons from the World
Health Organization’s Framework Convention on Tobacco Control. Today, the
convergence of robust scientific evidence, proven interventions, successful
implementation models and growing political support present an opportunity to
advance alcohol control in low- and middle-income countries. The question is not
whether comprehensive alcohol control is feasible in resource-constrained settings
but whether the global health community will act decisively on the evidence
available.

Introduction
Low- and middle-income countries are experiencing a surge in alcohol consumption that is

contributing to a broad spectrum of health problems and producing substantial economic
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costs. The International Agency for Research on Cancer classifies alcohol as a group-1
carcinogen that has causal links to cancers of the oral cavity, pharynx, larynx, oesophagus,
liver, colorectum and female breast.! Globally, alcohol accounted for 741 300 new cancer
cases in 2020, in a context where the incidence of alcohol-related cancer is 6.1% in men
compared with 2.0% in women.> Moreover, alcohol-attributable breast cancer resulted in the
loss of 3.1 million disability-adjusted life years (DALYs) in 2021, with notable increases in

disease burden in regions with a high proportion of low- and middle-income countries.?

Beyond cancer, alcohol also makes a substantial contribution to the burden of injuries,
mental health conditions, domestic violence, infectious disease and cardiovascular disease.
Global Burden of Disease data indicate that self-harm and interpersonal violence related to
high alcohol use affected over 8 million people globally in 2021, with low- and middle-
income countries disproportionately affected.* In addition, alcohol is a major contributor to
road traffic fatalities worldwide.® The proportion was particularly high in studies from some
countries: alcohol was implicated in 39% of fatal injuries in drivers in the United Republic of
Tanzania,® in 42% in Brazil,” and in 25 to 45% in India.® Alcohol also played a prominent
role in 40 to 70% of cases of intimate-partner violence or assault presenting to health-care
facilities and pandemic-era studies in Mexico linked alcohol use to both the perpetration and

experience of intimate violence, as well as to self-harm and suicidal ideation.*®

Alcohol increases the burden of liver disease and is a leading cause of cirrhosis in
settings where viral hepatitis is common.'” Moreover, the health impact of alcohol extends to
cardiovascular disease: the prevalence of atrial fibrillation and hypertensive heart disease has
risen among younger adults and alcohol-attributable stroke accounted for 1.4 million DALY's
in 2021.'"12 In addition, an estimated 40 to 70% of people with alcohol use disorders have
comorbid mental health conditions and alcohol consumption impairs the prevention and
treatment of HIV infection by increasing the risk of transmission and reducing treatment

adherence.'> 1

The economic effects of alcohol consumption are substantial. Analyses across 12 low-
and middle-income countries indicated that alcohol-attributable disease accounted for a
substantial share of health budgets in 2009:'%!7 the estimated proportion was 8.7% for cancer
care, 12% for trauma care and 15% for mental health services. In severely affected low- and
middle-income countries, total economic costs may reach 2 to 5% of gross domestic

product.'®!7 These multidomain health and economic effects underscore the need for

2 of21



Publication: Bulletin of the World Health Organization; Type: Policy & practice
Article ID: BLT.25.294093

comprehensive, cross-sectoral, policy responses to reduce alcohol consumption rather than

siloed, disease-specific interventions.

The policy—evidence disconnect

Despite the substantial health and economic burdens of alcohol consumption and strong
evidence that interventions can be effective, comprehensive alcohol control policies are
largely missing from the public health agendas of low- and middle-income countries. In
2024, only 56% of 124 reporting countries had a national alcohol policy in place, with the
proportion dropping to around one quarter among low-income countries.'® In addition, only
38% of countries reported requiring warning labels on alcohol products and more than half of
132 countries with excise taxes on alcohol failed to adjust them for inflation.'® Critically,
alcohol advertising on the internet and social media, which is the fastest-growing marketing
media, remains largely unregulated globally and comprehensive marketing bans and
minimum pricing policies, both World Health Organization (WHO) SAFER best buys,'” have
seen no meaningful progress since 2010 in most reporting countries.'® By contrast, many
low- and middle-income countries benefited from WHO’s Framework Convention on
Tobacco Control (FCTC),? which spurred the systematic adoption of policies on tobacco

control and yielded measurable health gains for their populations.

This gap between evidence on alcohol control and policy points to a major missed
opportunity. The International Agency for Research on Cancer has shown that alcohol
cessation rapidly reduces the activity of carcinogenic biological pathways, with health
benefits observable within 6 to 12 months in population groups with high alcohol
consumption.' In addition, longitudinal studies report that alcohol-reduction interventions can
produce a 15 to 30% decline in alcohol-related injury rates, a 20 to 40% reduction in
interpersonal violence and measurable improvements in mental health outcomes and HIV

treatment adherence. 32122

Our policy analysis synthesized evidence on alcohol control policy from selected low-
and middle-income countries with the aim of developing a comprehensive framework for
alcohol control. We identified countries where national alcohol control policies had been
successfully implemented. We selected these examples because: (i) they involved well-
documented multicomponent programmes; (ii) robust evaluations had been conducted;

(iii) the countries were geographically and culturally diverse; and (iv) implementation had
been sustained for at least 3 years. These examples illustrate the feasibility of implementing

alcohol control policies but do not necessarily represent best practice. We used data from the
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WHO Global Information System on Alcohol and Health,?* supplemented by policy
documents and published evaluations, to assess the effectiveness of alcohol control policy
across nine domains: (i) taxation and pricing; (ii) restrictions on availability; (iii) regulation
of marketing; (iv) enforcement of a minimum legal drinking age; (v) drink—driving
countermeasures; (vi) treatment services for alcohol misuse; (vii) alcohol screening and brief
interventions; (viii) health information and education; and (ix) monitoring systems. We use
the term policy dilution to describe the weakening of evidence-based provisions due to
lobbying by the alcohol industry, political compromise or inadequate implementation

mechanisms.*

Industry tactics and informal production

The alcohol industry's targeting of low- and middle-income countries echoes the strategies
used historically by the tobacco industry, as documented in internal corporate records and
policy analyses.?>**® Economic development, rapid urbanization and aggressive marketing
have led to increased consumption among population groups that previously abstained from
alcohol, notably young people and women. Since 2010, alcohol marketing expenditure has
risen substantially and spending on digital and social media advertising, which is largely
unregulated in most low- and middle-income countries, grew from 21% to an estimated 30%
of the total alcohol advertising budget between 2019 and 2023 alone.?® Moreover, a study
from Thailand found that alcohol advertising was pervasive despite regulatory limits and that
exposure to advertising was linked to an increased intention of adolescents to consume

alcohol.?’

Since 2015, sub-Saharan Africa has seen the establishment of over 150 new alcohol
production facilities, which has created a policy conflict between economic development
goals and the protection of public health.?> The alcohol industry tends to emphasize job
creation and increasing tax revenues while downplaying health costs and other externalities.
Moreover, corporate so-called responsible-drinking campaigns often counteract effective
alcohol control policies and create a veneer of social responsibility for consumption. These

tactics mirror those used historically by the tobacco industry.?*

The existence of a large informal alcohol sector further complicates the
implementation of alcohol control policies. In Uganda and the United Republic of Tanzania,
unrecorded production accounted for roughly 60% of alcohol consumption in 2017.%
Moreover, it raised the risk of contamination and weakened regulatory oversight.

Nevertheless, experience from different countries shows that comprehensive strategies to
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address both formal and informal alcohol markets can produce measurable benefits for public

health.?%%

Lessons from tobacco control

The success of WHO’s FCTC shows that ambitious global health goals are achievable with
sustained political commitment, active civil society engagement and international
cooperation. Low- and middle-income countries implemented comprehensive tobacco control
measures, including taxation, smoke-free environments, prominent health warnings,
marketing restrictions and smoking cessation services, and achieved measurable declines in
the prevalence of smoking.>* A 2017 study which used WHO data from 126 countries that
applied tobacco-control measures during the first decade of FCTC found that each additional
demand-reduction measure, implemented at the highest level, was associated with an average
relative decrease in smoking prevalence of 7.09%.3! Moreover, this association was
consistent across United Nation subregions and World Bank income categories,*! which

confirms the relevance of the findings to low- and middle-income countries.

Key factors in the Framework’s success that could be transferred to alcohol control
include: (i) comprehensive, multicomponent strategies rather than isolated measures;
(i1) sustained political commitment across electoral cycles; (iii) institutional safeguards to
protect policies from industry interference; (iv) adequate resources for implementation and
enforcement; (v) robust monitoring systems to enable evidence-informed policy adaptation;

and (vi) integration with existing health systems rather than creating parallel structures.>*

However, alcohol control presents distinct challenges that require an adapted
approach, for example: (i) the existence of large informal production sectors; (ii) the deeper
cultural integration of alcohol in some societies; (iii) a pattern of dual use, where moderate
use coexists with harmful consumption; (iv) livelihoods dependent on the crops and
production facilities associated with alcohol; and (v) the absence of a binding international
framework comparable to the FCTC.?*** Nevertheless, experience in low- and middle-
income countries demonstrates that these challenges can be addressed through

comprehensive, context-appropriate strategies.

An alcohol control framework
Drawing on the lessons of tobacco control and on evidence from successful alcohol control
programmes, we propose a comprehensive framework for alcohol control based on the

simultaneous implementation of multiple components rather than sequential phases. The
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three principal components are: (i) integrating alcohol control into the existing health-care
system; (ii) comprehensive regulatory policies; and (iii) building institutional capacity.
Evidence from programmes in low- and middle-income countries shows that implementing
these components simultaneously can maximize synergies and signal the government’s strong
commitment to alcohol control. Examples from many countries demonstrate the feasibility

and impact of this multicomponent approach.?*2%3

Component 1

Alcohol screening and brief interventions can be rapidly integrated into routine health-care
delivery across multiple platforms by building on the existing health infrastructure.** For
example, a pilot programme in the Indian State of Kerala that incorporated an alcohol risk
assessment into an integrated noncommunicable disease risk assessment programme reached
2.3 million women and identified high-risk individuals at a substantially lower cost than a

stand-alone programme.*’

Comprehensive training of front-line health workers can build sustainable capacity for
alcohol screening, brief interventions and referrals. Evidence from India showed that nurse-
led brief interventions produced significant reductions in risky alcohol and tobacco use
among older adults, with sustained effects observable at 3-month follow-up.*® In a
randomized controlled trial (RCT) in Goa, India, lay counsellors trained in motivational,
interview-based, brief psychological treatment (i.e. counselling for alcohol problems)
achieved a remission rate of 54% among men with harmful drinking at 12-month follow-up
compared with 32% among those receiving enhanced usual care alone.?’ Further, economic
analysis confirmed that counselling for alcohol problems produced better outcomes at a lower
cost than usual care.?” In 2022, a systematic review of 75 RCTs across 13 low- and middle-
income countries found that, despite consistent evidence that brief interventions and
motivational interviewing are effective, alcohol treatment was hampered by a shortage of
trained providers, limited integration into routine care and a lack of dedicated curriculum

content for training programmes.*®

Expanding treatment services remains critical. In most low- and middle-income
countries, the treatment gap for alcohol-use disorders is substantial. For example, district-
level data from the PRIME programme found that the 12-month contact coverage rate for
probable alcohol use disorders in 2016 was as low as 2.8% in India, 5.1% in Nepal and
13.1% in Ethiopia.*® Structured psychosocial and pharmacotherapy programmes can achieve

sustained abstinence rates of 15 to 35% at 12-month follow-up and community-based,
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culturally adapted treatment models that incorporate peer support can improve engagement in
settings where social stigma limits attendance at formal health-care facilities.*’ Furthermore,
implementation research from South Africa showed that integrated tuberculosis and alcohol

treatment was feasible and acceptable in resource-constrained primary care.*!

Component 2

Regulatory interventions can deliver population-level effects that complement health-care
measures. In the Russian Federation, a sequentially implemented, national, alcohol control
programme that included an increase in the excise tax on ethyl alcohol of 50%, the
introduction of minimum unit pricing, a ban on night-time retail sales and comprehensive
marketing restrictions produced a 43% decline in per capita alcohol consumption between
2003 and 2016, accompanied by a 39% reduction in all-cause male mortality over the same

period.”’

Higher taxation and pricing consistently reduce consumption: typically a 10% price
increase in low- and middle-income countries lowers consumption by 3 to 7%, with stronger
effects observed among young people and low-income groups.** A South African analysis
showed that increased taxation both raised revenue and reduced consumption among price-
sensitive population groups.*’ Similarly, Thailand's progressive excise tax structure, which
combined an ad valorem tax with specific taxes, achieved both its public health and revenue
objectives.** A modelling study in WHO’s European Region indicated that introducing a
minimum alcohol tax share of 25% could avert more than 40 000 deaths annually,
underscoring the population-level gains achievable through pricing policy.*> Moreover, a
global analysis found that alcohol taxation could lead to substantial long-term health and
economic benefits: over 50 years, a 20 or 50% increase in alcohol prices was estimated to
generate a gain of 227 million or 547 million years of life, respectively.*® Around 44% of
these health gains would occur in low- and middle-income countries, with low-income

countries gaining the least because of lower baseline alcohol consumption.

Restricting alcohol availability by regulating trading hours can also reduce alcohol-
related harm. For example, natural experiments in Brazil demonstrated that mandatory night
closure of alcohol outlets reduced homicides by 10% and traffic injuries by up to 43%,*’
which was consistent with a systematic review that confirmed the effectiveness of physical

availability restrictions across low- and middle-income countries.*

Comprehensive bans on alcohol marketing that cover television, radio, outdoor

advertising, sports sponsorship and digital platforms in the African Region have been
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reported to reduce both the likelihood that young people will start drinking and their overall
consumption by an estimated 5 to 10%.*° Partial bans are less effective because the alcohol
industry can respond by marketing through unrestricted communication channels. Thailand's
comprehensive marketing restrictions offer a practical model,?” though ongoing monitoring is

needed to detect circumvention via digital platforms and event sponsorship.

Drink—driving measures, such as lowering the blood alcohol content limit to 0.05% or
0.02%, random breath testing and licence suspensions, can reduce alcohol-related road

crashes when enforcement is sufficiently frequent and visible.>

Component 3

The Thai Health Promotion Foundation, called ThaiHealth, which is an autonomous body
established in 2001 and funded by a 2% surcharge on both tobacco and alcohol excise taxes,
coordinated policy implementation, supported evidence generation and engaged civil society
to address harmful alcohol use and other risk factors for noncommunicable disease.?®
Between 2005 and 2014, per capita annual alcohol consumption declined from 8.1 to

6.9 litres of pure alcohol — a reduction of approximately 15% over 9 years. This reduction
could not be directly attributed to ThaiHealth alone given the parallel roles of taxation policy
and regulatory agencies.?® Key enabling elements for ThaiHealth included dedicated and

protected funding, multisectoral governance, transparent budget allocations and civil society

engagement to safeguard ThaiHealth against industry interference.?®

Safeguards against conflicts of interest are also important. The alcohol industry
employs well-documented tactics to delay and dilute effective legislation, such as the
manipulation of policy processes, litigation and the misuse of industry-sponsored research.
Given the fundamental conflict of interest between commercial and public health objectives,
governments must ensure that policy development and implementation are insulated from
such interference and that parliamentarians are educated about industry tactics, as this will

strengthen legislative support for comprehensive alcohol control measures. !

Simultaneous implementation

Low- and middle-income countries with successful alcohol control programmes generally
implemented these three components concurrently as far as resources allowed. In Thailand,
ThaiHealth coordinated the generation of evidence, multisectoral campaigns and policy
implementation simultaneously with the rollout of regulatory measures.?® In Sri Lanka,

community-based education programmes generated spontaneous community action groups
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that combined local advocacy for the closure of illicit alcohol outlets with lobbying of
government ministries and civil society on broad policy.>? Table 1 summarizes our proposed
evidence-based framework for alcohol control in low- and middle-income countries,
accompanied by evidence of the successful implementation of each component and details of

the key factors important for success.

Implementation challenges

Cultural considerations

Alcohol control policies must take cultural sensitivities into account. In Sri Lanka, a
community-based education programme involving street theatre, poster campaigns and group
discussions in rural villages led to a sustained reduction in harmful alcohol use over 2 years
compared with control villages.> The programme's success was linked to culturally resonant
messaging that emphasized family welfare, strong community ownership and social cohesion

within a rural context.>?

Research in low- and middle-income countries identified four key principles for
implementing culturally appropriate programmes: (i) engage respected community leaders as
champions; (ii) frame interventions around shared values (e.g. family welfare and child
protection); (iii) adapt rather than import implementation methods; and (iv) build on existing
community structures rather than create a parallel system.>? Systematic reviews of alcohol
control interventions that involved the whole community or were intersectoral indicate that

multistakeholder approaches outperform single-sector programmes.>®

Informal alcohol production

Tackling unrecorded alcohol production requires strategies that address both supply and
demand. Effective measures include: (i) engaging the community to reduce the social
acceptability of unregulated production; (ii) providing alternative livelihoods for producers;
(ii1) focusing enforcement on large-scale, illicit operations while supporting the transition of
small producers into the legal market; (iv) enforcing quality standards and testing to mitigate
the risk of contamination; and (v) designing taxes in a way that avoids incentivizing growth

of the informal-market.?

Experience shows that comprehensive policies can reduce both recorded and
unrecorded consumption by shifting social norms and lowering overall demand.?’ However,
success depends on sustained enforcement and community mobilization rather than on

regulatory measures alone.
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Digital technology

Digital technologies offer a scalable complement to policy interventions for alcohol screening
and referral, particularly where specialist services are scarce. In India, a pilot RCT of a brief
intervention for hazardous drinking based on short message service (SMS) text messages
found that delivering the intervention through mobile phones was superior to an active
control intervention in reducing alcohol consumption, thereby demonstrating its feasibility in
a low-resource setting.>® In Kenya, an RCT of mobile phone-delivered motivational
interviewing found that alcohol use scores at 1 month were significantly lower among
participants who received the intervention compared with those who did not, with effects
sustained at 6 months.>® Although digital interventions are broadly acceptable and feasible in
low- and middle-income countries, evidence on their effectiveness is limited by small sample
sizes and short follow-up periods and, consequently, further evaluation is needed before

large-scale implementation.’’

These digital tools should enhance, not replace, broader strategies. Key considerations
for using digital technologies include: (i) ensuring they are accessible to all, irrespective of
literacy and the digital divide; (ii) protecting privacy and data security; (iii) integrating digital
tools with existing health information systems; (iv) maintaining human oversight of
automated processes; and (v) using digital tools to complement, not substitute, face-to-face

services.>’

Economic costs and returns on investment

Economic analyses in low- and middle-income countries indicate that alcohol-attributable
disease consumes a disproportionate share of health budgets despite accounting for only a
small share of overall caseloads.!®!” This burden reflects disease diagnosis at an advanced
stage, the need for complex treatments, high recurrence rates and a substantial demand on

social services.

A comprehensive alcohol control policy can yield a strong return on investment. In
South Africa, higher alcohol taxation was associated with reduced health-care spending and a
smaller productivity loss, thereby generating a net cost saving.** At the household level,
qualitative evidence from a combined economic and relationship-strengthening programme
for couples with unhealthy alcohol use and HIV infections in Malawi, indicated that
participants had improved family finances and livelihoods after reducing alcohol
consumption. These findings demonstrates how reduced consumption can translate into

tangible economic gains for vulnerable households.>*
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The WHO's 2025 global investment case for noncommunicable diseases® report that
implementing the full package of noncommunicable disease best buys, which included
alcohol taxation, advertising bans and availability restrictions, could generate economic
benefits worth seven United States dollars (US$) per dollar invested by 2035. Alcohol policy
delivered the second-highest return among all interventions at US$ 9 per dollar invested.>® In
addition, modelling studies indicate that substantial increases in alcohol excise taxes across
low- and middle-income countries could generate hundreds of billions of dollars in additional

annual revenue while simultaneously reducing consumption and associated health costs.®

Conclusion

Experience with national alcohol control policies in WHO South-East Asia Region show that
alcohol control is feasible in a diverse range of contexts and resulted in an 18 to 23%
reduction in consumption and substantial economic benefits. Based on this experience, we
propose an evidence-based framework for alcohol control in low- and middle-income

countries (Table 1) and suggest actions that can be taken by different stakeholders (Box 1).

Today, the convergence of definitive scientific evidence, proven interventions,
successful implementation models and growing political will presents an unprecedented
opportunity to advance alcohol control in low- and middle-income countries. Moreover, the
success of the WHO’s FCTC demonstrates that ambitious global health goals can be achieved
with political commitment, civil society engagement and international cooperation. Alcohol
control, which is facing industry tactics similar to those encountered with tobacco control,
can draw on this established roadmap. However, making the best use of this opportunity
requires a sustained commitment from stakeholders, adequate resources, explicit protection
against industry interference and the political will to adopt comprehensive, evidence-based

policies.

The evidence is clear, the interventions are proven and implementation models exist,
the remaining question is whether the global health community will act decisively on this

evidence.

Acknowledgements

Prashant Kumar Singh and Shalini Singh serve as the Nodal Officer and Director,
respectively, of the WHO FCTC Knowledge Hub on Smokeless Tobacco, Noida, India.
Prashant Kumar Singh is affiliated to the Faculty of Medical Research at the Academy of
Scientific and Innovative Research, New Delhi.

Competing interest:

11 of 21



Publication: Bulletin of the World Health Organization; Type: Policy & practice
Article ID: BLT.25.294093

None declared.

References

1. Gapstur SM, Bouvard V, Nethan ST, Freudenheim JL, Abnet CC, English DR, et
al. The IARC perspective on alcohol reduction or cessation and cancer risk. N
Engl J Med. 2023 Dec 28;389(26):2486-94.
https://doi.org/10.1056/NEJMsr2306723 PMID:38157507

2. Rumgay H, Shield K, Charvat H, Ferrari P, Sornpaisarn B, Obot I, et al. Global
burden of cancer in 2020 attributable to alcohol consumption: a population-
based study. Lancet Oncol. 2021 Aug;22(8):1071-80.
https://doi.org/10.1016/S1470-2045(21)00279-5 PMID:34270924

3. Cui F, Chu Y, Wang W, Ji M, Zhang S, Wu Z, et al. Global burden of breast
cancer attributable to alcohol consumption: a multi-regional observational
analysis (1990-2021). Addict Behav. 2025 Nov;170:108426.
https://doi.org/10.1016/j.addbeh.2025.108426 PMID:40616940

4. Wang Z, Ye Y, Dou Y, Chen L, Zou Z. Self-harm and interpersonal violence
attributable to high alcohol use in 204 countries and territories, 1990-2021:
findings from the Global Burden of Disease study 2021. Soc Sci Med. 2025
May;373:117962. https://doi.org/10.1016/j.socscimed.2025.117962
PMID:40157302

5. Kassym L, Kussainova A, Semenova Y, Kussainov A, Marapov D, Zhanaspayev
M, et al. Worldwide prevalence of alcohol use in non-fatally injured motor
vehicle drivers: a systematic review and meta-analysis. Healthcare (Basel).
2023 Mar 5;11(5):758. https://doi.org/10.3390/healthcare11050758
PMID:36900763

6. Dozois A, Nkondora P, Noste E, Mfinanga JA, Sawe HR, Runyon MS. Drug and
alcohol use in Tanzanian road traffic collision drivers. Afr J Emerg Med. 2021
Dec;11(4):390-5. https://doi.org/10.1016/j.afiem.2021.06.004 PMID:34703729

7. Ponce JC, Andreuccetti G, Gongalves REM, Gjerde H, Bogstrand ST, Valen A, et
al. Comparison of traffic data and blood alcohol concentration among fatally
injured drivers in Norway and Sao Paulo, Brazil, 2005-2015. Traffic Inj Prev.
2019;20(7):673-8. https://doi.org/10.1080/15389588.2019.1648797
PMID:31408371

8. Das A, Gjerde H, Gopalan SS, Normann PT. Alcohol, drugs, and road traffic
crashes in India: a systematic review. Traffic Inj Prev. 2012;13(6):544-53.
https://doi.org/10.1080/15389588.2012.663518 PMID:23137084

9. Morales-Chainé S, Bacigalupe G, Robles-Garcia R, Lopez-Fuentes AL, Félix-
Romero V. Perpetrating—suffering intimate violence: self-harm-suicide
thoughts and behaviors, mental health, and alcohol use among Mexican youth
during COVID-19. Int J Environ Res Public Health. 2025 Jun 18;22(6):955.
https://doi.org/10.3390/ijerph22060955 PMID:40566381

10. Jaquet A, Wandeler G, Nouaman M, Ekouevi DK, Tine J, Patassi A, et al.
Alcohol use, viral hepatitis and liver fibrosis among HIV-positive persons in
West Africa: a cross-sectional study. J Int AIDS Soc. 2017 Feb
17;19(1):21424. https://doi.org/10.7448/1AS.20.1.21424 PMID:28362065

12 of 21



11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

Publication: Bulletin of the World Health Organization; Type: Policy & practice
Article ID: BLT.25.294093

Danpanichkul P, Wattanachayakul P, Duangsonk K, Ongsupankul S,
Sripusanapan A, Uawithya E, et al. The burden of alcohol-related
cardiovascular complications in young and middle-aged adults: rising burden
of atrial fibrillation and hypertensive heart disease. Acta Cardiol. 2024
Jul;79(5):549-56. https://doi.org/10.1080/00015385.2024.2346872
PMID:38699921

Qian N, Lu C, Wei T, Yang W, Han H, Wang M, et al. The global burden of stroke
attributable to high alcohol use from 1990 to 2021: an analysis for the Global
Burden of Disease Study 2021. PLoS One. 2025 Jul 14;20(7):e0328135.
https://doi.org/10.1371/journal.pone.0328135 PMID:40658674

Hong C, Mammadli T, Lunchenkov N, Garner A, Howell S, Holloway IW.
Changes in alcohol, tobacco, cannabis, and other substance use and its
association with mental health during the COVID-19 pandemic among sexual
minority men in Eastern European and Central Asian countries. J Affect
Disord. 2024 Aug 15;359:302-7. https://doi.org/10.1016/j.jad.2024.05.089
PMID:38777270

Conroy AA, Ruark A, Mulauzi N, Mkandawire J, Darbes LA, Hahn JA, et al.
Mlambe economic and relationship-strengthening intervention for alcohol use
decreases violence and improves relationship quality in couples living with
HIV in Malawi. Soc Sci Med. 2024 Dec;362:117407.
https://doi.org/10.1016/j.socscimed.2024.117407 PMID:39405663

Myers B, Sorsdahl K, Morojele NK, Kekwaletswe C, Shuper PA, Parry CD. “In
this thing | have everything | need”: perceived acceptability of a brief alcohol-
focused intervention for people living with HIV. AIDS Care. 2017
Feb;29(2):209-13. https://doi.org/10.1080/09540121.2016.1211242
PMID:27435957

Thavorncharoensap M, Teerawattananon Y, Yothasamut J, Lertpitakpong C,
Chaikledkaew U. The economic impact of alcohol consumption: a systematic
review. Subst Abuse Treat Prev Policy. 2009 Nov 25;4(1):20.
https://doi.org/10.1186/1747-597X-4-20 PMID:19939238

Rehm J, Mathers C, Popova S, Thavorncharoensap M, Teerawattananon Y,
Patra J. Global burden of disease and injury and economic cost attributable to
alcohol use and alcohol-use disorders. Lancet. 2009 Jun 27;373(9682):2223—
33. https://doi.org/10.1016/S0140-6736(09)60746-7 PMID:19560604

Global status report on alcohol and health and treatment of substance use
disorders. Geneva: World Health Organization; 2024. Available from:
https://iris.who.int/server/api/core/bitstreams/32b161e9-5683-40f5-a1c3-
1c92a76d5cda/content [cited 2026 Apr 2].

The SAFER initiative. A world free from alcohol related harm. Geneva: World
Health Organization; 2026. Available from:
https://www.who.int/initiatives/SAFER [cited 2026 Apr 2].

WHO Framework Convention on Tobacco Control (WHO FCTC). Geneva: World
Health Organization; 2026. Available from:
https://www.who.int/europe/teams/tobacco/who-framework-convention-on-
tobacco-control-(who-fctc) [cited 2026 Apr 2].

13 of 21



21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

Publication: Bulletin of the World Health Organization; Type: Policy & practice
Article ID: BLT.25.294093

Nadkarni A, Costa S, Gupta D, Fernandes D, Catalano A, Velleman R, et al. The
systematic development of a mobile phone-delivered brief intervention for
hazardous drinking in India. J Subst Abuse Treat. 2021 Jul;126:108331.
https://doi.org/10.1016/j.jsat.2021.108331 PMID:34116809

Sorsdahl K, Van Der Westhuizen C, Hornsby N, Jacobs Y, Poole M, Neuman M,
et al. Project ASPIRE: a feasibility randomized controlled trial of a brief
intervention for reducing risk of depression and alcohol-related harms among
South African adolescents. Psychother Res. 2024 Jan;34(1):96-110.
https://doi.org/10.1080/10503307.2023.2169083 PMID:36736329

The Global Health Observatory. Global Information System on Alcohol and
Health. Geneva: World Health Organization; 2026. Available from:
https://www.who.int/data/gho/data/themes/global-information-system-on-
alcohol-and-health [cited 2026 Apr 2].

Gilmore AB, Gallagher AWA, Rowell A. Tobacco industry’s elaborate attempts to
control a global track and trace system and fundamentally undermine the lllicit
Trade Protocol. Tob Control. 2019 Mar;28(2):127—-40.
https://doi.org/10.1136/tobaccocontrol-2017-054191 PMID:29899082

Ferreira-Borges C, Parry CDH, Babor TF. Harmful use of alcohol: a shadow over
sub-Saharan Africa in need of workable solutions. Int J Environ Res Public
Health. 2017 Mar 27;14(4):346. https://doi.org/10.3390/ijerph14040346
PMID:28346373

Reducing the harm from alcohol — by regulating cross-border alcohol marketing,
advertising and promotion: a technical report. Geneva: World Health
Organization; 2022. Available from:
https://www.who.int/publications/i/item/9789240046504 [cited 2026 Apr
2].</eref>

Jindarattanaporn N, Chaiyasong S, Vongmongkol V, Akaleephan C. Alcohol
marketing and consumption in Thailand: results from the International Alcohol
Control Policy Study. Int J Alcohol Drug Res. 2023;11(1):36—45.
https://doi.org/10.7895/ijadr.401

Pongutta S, Suphanchaimat R, Patcharanarumol W, Tangcharoensathien V.
Lessons from the Thai Health Promotion Foundation. Bull World Health
Organ. 2019 Mar 1;97(3):213-20. https://doi.org/10.2471/BLT.18.220277
PMID:30992634

Alcohol policy impact case study. The effects of alcohol control measures on
mortality and life expectancy in the Russian Federation. Copenhagen: World
Health Organization Regional Office for Europe; 2019. Available from:
https://iris.who.int/server/api/core/bitstreams/aa83e434-8f12-40b3-984b-
3e74f396005a/content [cited 2026 Apr 2].

Chung-Hall J, Craig L, Gravely S, Sansone N, Fong GT. Impact of the WHO
FCTC over the first decade: a global evidence review prepared for the Impact
Assessment Expert Group. Tob Control. 2019 Jun;28 Suppl 2:s119-28.
https://doi.org/10.1136/tobaccocontrol-2018-054389 PMID:29880598

Gravely S, Giovino GA, Craig L, Commar A, D’Espaignet ET, Schotte K, et al.
Implementation of key demand-reduction measures of the WHO Framework
Convention on Tobacco Control and change in smoking prevalence in 126

14 of 21



32.

33.

34.

35.

36.

37.

38.

39.

40.

41

Publication: Bulletin of the World Health Organization; Type: Policy & practice
Article ID: BLT.25.294093

countries: an association study. Lancet Public Health. 2017 Apr;2(4):e166—74.
https://doi.org/10.1016/S2468-2667(17)30045-2 PMID:29253448

WHO global report on trends in prevalence of tobacco use 2000-2025, third
edition. Geneva: World Health Organization; 2019. Available from:
https://www.who.int/publications/i/item/who-global-report-on-trends-in-
prevalence-of-tobacco-use-2000-2025-third-edition [cited 2026 Apr 2].

Room R, Babor T, Rehm J. Alcohol and public health. Lancet. 2005 Feb 5-
11;365(9458):519-30. https://doi.org/10.1016/S0140-6736(05)17870-2
PMID:15705462

O’Donnell A, Anderson P, Schmidt C, Braddick F, Lopez-Pelayo H, Mejia-Trujillo
J, et al. Tailoring an evidence-based clinical intervention and training package
for the treatment and prevention of comorbid heavy drinking and depression
in middle-income country settings: the development of the SCALA toolkit in
Latin America. Glob Health Action. 2022 Dec 31;15(1):2080344.
https://doi.org/10.1080/16549716.2022.2080344 PMID:35867541

Kerala expands cancer screening to men in phase 2 of ‘Arogyam Anandam’
campaign. Hyderabad: South First; 2025 Apr 9. Available from:
https://thesouthfirst.com/kerala/kerala-expands-cancer-screening-to-men-in-
phase-2-of-arogyam-anandam-campaign/ [cited 2026 Apr 1].

Mahendia N, Joseph J, Arya S, Devi R. Effectiveness of nurse-led brief
intervention to reduce the risky use of alcohol and tobacco use among older
adults: results of a pilot randomized controlled trial from India. Indian J
Psychol Med. 2025 Jan 27:02537176241312264.
https://doi.org/10.1177/02537176241312264 PMID:39886554

Nadkarni A, Weiss HA, Weobong B, McDaid D, Singla DR, Park AL, et al.
Sustained effectiveness and cost-effectiveness of Counselling for Alcohol
Problems, a brief psychological treatment for harmful drinking in men,
delivered by lay counsellors in primary care: 12-month follow-up of a
randomised controlled trial. PLoS Med. 2017 Sep 12;14(9):e1002386.
https://doi.org/10.1371/journal.pmed.1002386 PMID:28898239

Staton CA, Vissoci JRN, EI-Gabri D, Adewumi K, Concepcion T, Elliott SA, et al.
Patient-level interventions to reduce alcohol-related harms in low- and middle-
income countries: A systematic review and meta-summary. PLoS Med. 2022
Apr 12;19(4):e1003961. https://doi.org/10.1371/journal.pmed.1003961
PMID:35413054

Rathod SD, De Silva MJ, Ssebunnya J, Breuer E, Murhar V, Luitel NP, et al.
Treatment contact coverage for probable depressive and probable alcohol
use disorders in four low-and middle-income country districts: the PRIME
cross-sectional community surveys. PLoS One. 2016 Sep 15;11(9):e0162038.
https://doi.org/10.1371/journal.pone.0162038 PMID:27632166

McPheeters M, O’'Connor EA, Riley S, Kennedy SM, Voisin C, Kuznacic K, et al.
Pharmacotherapy for alcohol use disorder: a systematic review and meta-
analysis. JAMA. 2023 Nov 7;330(17):1653—-65.
https://doi.org/10.1001/jama.2023.19761 PMID:37934220

. Louwagie GM, Morojele N, Siddigi K, Mdege ND, Tumbo J, Omole O, et al.

Addressing tobacco smoking and drinking to improve TB treatment outcomes

15 of 21



42.

43.

44.

45.

46.

47.

48.

49.

50.

51.

52.

Publication: Bulletin of the World Health Organization; Type: Policy & practice
Article ID: BLT.25.294093

in South Africa: a feasibility study of the ProLife program. Transl Behav Med.
2020 Dec 31;10(6):1491-503. https://doi.org/10.1093/tbm/ibz100
PMID:31233146

Wagenaar AC, Salois MJ, Komro KA. Effects of beverage alcohol price and tax
levels on drinking: a meta-analysis of 1003 estimates from 112 studies.
Addiction. 2009 Feb;104(2):179-90. https://doi.org/10.1111/j.1360-
0443.2008.02438.x PMID:19149811

Ataguba JE. Alcohol policy and taxation in South Africa: an examination of the
economic burden of alcohol tax. Appl Health Econ Health Policy. 2012 Jan
1;10(1):65—-76. https://doi.org/10.2165/11594860-000000000-00000
PMID:22136105

Sornpaisarn B, Shield KD, Rehm J. Alcohol taxation policy in Thailand:
implications for other low- to middle-income countries. Addiction. 2012
Aug;107(8):1372—-84. https://doi.org/10.1111/j.1360-0443.2011.03681.x
PMID:22324742

Neufeld M, Rovira P, Ferreira-Borges C, Kilian C, Sassi F, Veryga A, et al.
Impact of introducing a minimum alcohol tax share in retail prices on alcohol-
attributable mortality in the WHO European Region: A modelling study. Lancet
Reg Health Eur. 2022 Feb 23;15:100325.
https://doi.org/10.1016/j.lanepe.2022.100325 PMID:35558995

Summan A, Stacey N, Birckmayer J, Blecher E, Chaloupka FJ, Laxminarayan R.
The potential global gains in health and revenue from increased taxation of
tobacco, alcohol and sugar-sweetened beverages: a modelling analysis. BMJ
Glob Health. 2020 Mar 29;5(3):e002143. https://doi.org/10.1136/bmjgh-2019-
002143 PMID:32337082

Biderman C, De Mello JM, Schneider AA. Dry laws and homicides: evidence
from the Sao Paulo metropolitan area. Econ J (Lond). 2010 Mar
1;120(543):157-82. https://doi.org/10.1111/j.1468-0297.2009.02299.x

Malawige AS, Aminde LN, Weeratunga GU, Weerakoon K, Veerman JL. Health
impact of alcohol regulatory interventions: a systematic review of policies in
low- and middle-income countries. Health Policy Plan. 2025 Aug
18;40(7):780-804. https://doi.org/10.1093/heapol/czaf036 PMID:40590311

Babor TF, Robaina K, Jernigan D. The influence of industry actions on the
availability of alcoholic beverages in the African region. Addiction. 2015
Apr;110(4):561-71. https://doi.org/10.1111/add.12832 PMID:25510339

Elder RW, Shults RA, Sleet DA, Nichols JL, Thompson RS, Rajab W; Task Force
on Community Preventive Services. Effectiveness of mass media campaigns
for reducing drinking and driving and alcohol-involved crashes: a systematic
review. Am J Prev Med. 2004 Jul;27(1):57-65.
https://doi.org/10.1016/j.amepre.2004.03.002 PMID:15212776

Addressing and managing conflicts of interest in alcohol control policies. Geneva:
World Health Organization; 2022. Available from:
https://iris.who.int/server/api/core/bitstreams/c06 1dbbd-e0e4-4705-ac07-
680297ad6cd7/content [cited 2026 Apr 2].

Siriwardhana P, Dawson AH, Abeyasinge R. Acceptability and effect of a
community-based alcohol education program in rural Sri Lanka. Alcohol

16 of 21



53.

54.

55.

56.

57.

58.

59.

60.

Publication: Bulletin of the World Health Organization; Type: Policy & practice
Article ID: BLT.25.294093

Alcohol. 2013 Mar-Apr;48(2):250-6. https://doi.org/10.1093/alcalc/ags116
PMID:23161893

Walmisley U, De Jong M, George A, Okeyo |, Spath C, Siegfried N, et al. Whole-
of-community and intersectoral interventions that address alcohol-related
harms: a scoping review. Glob Public Health. 2024 Jan;19(1):2357211.
https://doi.org/10.1080/17441692.2024.2357211 PMID:38916343

Gutin SA, Mulauzi N, Jere J, Sungani C, Tebbetts S, Ruark A, et al. “After
reducing alcohol, things now work well at home”: perceived impacts of the
Mlambe intervention on alcohol use, relationship dynamics, household
economics, and HIV treatment adherence in Malawian couples. PLoS One.
2025 Aug 29;20(8):e0331202. https://doi.org/10.1371/journal.pone.0331202
PMID:40880412

Nadkarni A, Fernandes D, Bhatia U, Velleman R, D’souza E, D’souza J, et al.
Brief intervention for hazardous drinking delivered using text messaging: a
pilot randomised controlled trial from Goa, India. Public Health Nutr. 2022 Feb
18;25(5):1-10. https://doi.org/10.1017/S1368980022000313 PMID:35177153

Harder VS, Musau AM, Musyimi CW, Ndetei DM, Mutiso VN. A randomized
clinical trial of mobile phone motivational interviewing for alcohol use
problems in Kenya. Addiction. 2020 Jun;115(6):1050-60.
https://doi.org/10.1111/add.14903 PMID:31782966

Khatore P, Yolanda H, Joyner J, Nadkarni A. Digital interventions for alcohol use
and alcohol use disorders in low- and-middle-income countries: a systematic
review. Oxf Open Digit Health. 2025 Jan 12;3:0qaf004.
https://doi.org/10.1093/oodh/ogaf004 PMID:40230871

Stockings E, Bartlem K, Hall A, Hodder R, Gilligan C, Wiggers J, et al. Whole-of-
community interventions to reduce population-level harms arising from alcohol
and other drug use: a systematic review and meta-analysis. Addiction. 2018
Nov;113(11):1984—2018. https://doi.org/10.1111/add.14277 PMID:29806876

Saving lives, spending less: the global investment case for noncommunicable
diseases. Geneva: World Health Organization; 2025. Available from:
https://iris.who.int/server/api/core/bitstreams/c6c7b83d-be 1f-424¢-8520-
50b44bdd3446/content [cited 2026 Apr 2].

Summan A, Baker P, Klemperer K, Laxminarayan R. Global effects of increased
taxation of tobacco, alcohol and sugar-sweetened beverages on tax receipts:
a modelling analysis. BMJ Glob Health. 2025 Dec 19;10(12):e017571.
https://doi.org/10.1136/bmjgh-2024-017571 PMID:41419250

17 of 21



Publication: Bulletin of the World Health Organization; Type: Policy & practice
Article ID: BLT.25.294093

Box 1. Actions for stakeholders, an evidence-based framework for alcohol
control in low- and middle-income countries

Global public health organizations

 Strengthen technical assistance by providing model legislation and policy
implementation toolkits and establishing regional centres of excellence.

* Enhance WHO's Global Information System on Alcohol and Health by expanding
policy monitoring and impact evaluation.

National governments

* Implement comprehensive, multicomponent strategies simultaneously, including:
(i) substantially increasing taxation; (ii) imposing comprehensive marketing
bans; (iii) restricting alcohol outlet density; (iv) adopting zero-tolerance drink—
driving policies supported by random roadside breath testing; and (v) making
health warnings on packaging mandatory.

« Establish autonomous alcohol control committees that have statutory authority,
receive dedicated funding from alcohol tax revenues and are protected from
industry interference through conflict-of-interest policies.

* Integrate alcohol screening into primary health care (e.g. into maternal and child
health, HIV, tuberculosis, mental health or noncommunicable disease
services) and provide appropriate training for health workers.

Health-care systems and professional organizations

» Champion alcohol control as an important health goal through professional
associations and medical societies.

* Implement systematic protocols for alcohol screening and brief interventions across
all health-care settings accompanied by ongoing training and quality
assurance.

* Integrate content on alcohol harm into medical, paramedical and nursing education
and training curricula.

* Document the burden of alcohol-attributable disease through facility-based
surveillance to strengthen the evidence base.

Civil society and community organizations

+ Build broad coalitions between members of health-care organizations, women's
groups and youth organizations and religious leaders to create political
pressure for action on alcohol control policy.

» Conduct evidence-based, advocacy campaigns to counter misinformation from the
alcohol industry and highlight the health and economic impacts of alcohol
consumption.

* Monitor the implementation of alcohol control policy and hold governments
accountable.

» Support community-based, alcohol misuse, prevention and treatment programmes
adapted to the local context.

HIV: human immunodeficiency virus; WHO: World Health Organization.
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Table 1. Evidence-based framework for alcohol control in low- and middle-income countries

Framework Core recommendations  Evidence from policy implementation in low- and middle-income Key factors for success
component countries
Health-care (i) Integrate alcohol (i) In Goa, India, a brief psychological treatment for harmful drinking (i) Leverage existing health-
system screening into primary (i.e. counselling for alcohol problems) implemented by trained lay care platforms to minimize
integration care (e.g. into HIV counsellors led to remission in 54% of participants versus 32% in the cost;
services or maternal and  usual-care group at 12-month follow-up, with counselling for alcohol (i) consider task-shifting to
child health programmes); problems producing better outcomes at a lower cost (i.e. it was the nurses and community
(ii) train frontline health dominant strategy in a cost-effectiveness analysis);3” health workers;
workers in brief (ii) in a pilot RCT of a nurse-led brief intervention for risky alcohol and (i) build on proven training
counselling interventions; tobacco use among older adults in India, reductions in substance use models rather than create
and risk scores were observed in both intervention and control arms but the new programmes; and
(iii) establish referral between-group differences did not reach statistical significance, which  (iv) integrate alcohol control
pathways to community-  highlights the need for adequately powered trials in this population;36 with services patients
based treatment services and already use
(iii) in South Africa, an integrated tuberculosis and alcohol treatment
programme was feasible and acceptable in resource-constrained,
primary-care settings*'
Regulatory (i) Increase alcohol taxes (i) A global analysis revealed that a 20 or 50% alcohol price increase (i) Implement all alcohol
policies to at least 75% of the total could generate 227 or 547 million years of life gained, respectively, control policies

cost of alcohol;

(i) implement
comprehensive marketing
bans across all
advertising platforms,
including digital media;
(iii) reduce alcohol outlet
density and restrict
trading hours; and

(iv) enforce a drink—
driving blood alcohol
content limit of 0.05% or
lower, with increased

over 50 years with 44% of gains occurring in low- and middle-income
countries;46

(ii) in Thailand, progressive excise taxation and comprehensive
marketing restrictions were associated with an approximately 15%
decline in per capita annual alcohol consumption from 8.1 to 6.9 litres
of pure alcohol between 2005 and 2014, though the reduction could
not be directly attributed to any individual policy measure given
concurrent regulatory and institutional factors;?® and

(i) in Russian Federation, a comprehensive programme that
encompassed minimum unit pricing for vodka, escalating excise taxes
on ethyl alcohol, a national ban on night-time retail sales and marketing
restrictions was associated with a 43% decline in per capita alcohol
consumption between 2003 and 2016, accompanied by a reduction in
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simultaneously within the
first year rather than
sequentially;

(i) use tax revenue to fund
policy enforcement and
health services;

(iii) coordinate across
government ministries (e.g.
health, finance and law
enforcement); and

(iv) address both formal and
informal alcohol production
sectors



Institutional
capacity and
sustainability

Cultural
considerations
and community
engagement
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random roadside breath
testing

(i) Establish an
autonomous alcohol
control committee with
statutory authority and
dedicated funding from
alcohol tax revenues;

(i) implement conflict-of-
interest policies
prohibiting industry
participation in policy
development; and

(iii) ensure the
committee’s membership
is multisectoral and
includes participants from
health care, law
enforcement, education
and civil society

(i) Engage religious
leaders and
representatives of
women's groups, youth
organizations and
community organizations
to champion policy;

(ii) frame alcohol control
interventions around
shared values (e.g. family
welfare, child protection
or financial stability); and
(iii) adapt messaging and

Article ID: BLT.25.294093

all-cause mortality of 39% in men and 36% in women over 2003-2018,
with life-expectancy reaching a historic peak in 201829

(i) In Thailand, the Thai Health Promotion Foundation, an autonomous
body established in 2001 and funded by a 2% surcharge on both
tobacco and alcohol excise taxes, sustained multisectoral alcohol
control coordination and evidence generation across successive
governments. Per capita annual alcohol consumption declined from 8.1
to 6.9 litres of pure alcohol between 2005 and 2014, with dedicated
protected funding, multisectoral governance and civil society
engagement identified as key enabling elements;?® and

(ii) systematic documentation of alcohol industry tactics, including the
manipulation of policy processes, litigation and the misuse of industry-
sponsored research, across multiple low- and middle-income countries
underscores the need for explicit conflict-of-interest policies insulating
government bodies and policy development processes from industry
interference®’

(i) In rural Sri Lanka, a community-based education programme
involving street theatre, poster campaigns and group discussions was
associated with significant, sustained reductions in hazardous drinking
scores at 6 and 24 months and with the spontaneous formation of a
community action group that contributed to closure of illicit alcohol
outlets. The programme's success was linked to culturally resonant
messaging that emphasized family welfare and to strong community
ownership;52

(ii) a scoping review of whole-of-community and intersectoral alcohol
harm reduction interventions identified cultural appropriateness,
collaborative community-driven engagement and the mobilisation of
existing community fora and action groups as consistent enablers of
programme success in low- and middle-income countries, though
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(i) Establish an alcohol
control committee early in
the programme to ensure its
sustainability and to protect
against political
interference;

(i) ensure the alcohol
control committee has a
legislative mandate and
multiyear funding so it is not
dependent on annual
budgets;

(iii) ensure procedures are
transparent to insulate the
committee from industry
influence; and

(iv) establish a monitoring
system to enable evidence-
informed policy adaptation
(i) Build on existing
community structures rather
than create parallel
systems;

(if) engage respected
community leaders who can
provide moral authority;

(iii) combine culturally
adapted messaging with
evidence-based health
information; and

(iv) address alcohol use
within a broader family and
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interventions to the local  robust comparative evidence of the superiority of multisectoral versus
cultural and religious single-sector approaches remains limited in low- and middle-income
context settings;® and
(i) in Malawi, an economic and relationship-strengthening intervention
for couples with unhealthy alcohol use and HIV infections was
associated with reduced interpersonal violence, improved relationship
quality and perceived improvements in household finances®

Digital (i) Ensure mobile (i) In Goa, India, a pilot RCT of an SMS-based brief intervention for
technology screening platforms are hazardous drinking found that delivering the intervention through
integration integrated with national mobile phones was superior to an active control intervention in
digital health identification reducing alcohol consumption, thereby demonstrating its feasibility in a
systems; low-resource setting;5°
(i) use artificial (ii) in Kenya, a RCT of mobile phone-delivered motivational
intelligence for predicting interviewing found that alcohol use scores at 1 month were significantly
risk and targeting lower among participants who received the intervention than in those
interventions; and who did not, with effects sustained at 6 months;% and
(iii) ensure digital (iii) a systematic review of digital interventions aimed at alcohol use
technologies are and alcohol use disorders across low- and middle-income countries
accessible for all, found they were broadly acceptable, feasible and effective in improving
irrespective of literacy alcohol use outcomes, though evidence was limited by small sample
and the digital divide, sizes and short follow-ups and further evaluation is warranted before
while protecting privacy large-scale roll-out®”

community well-being
framework

(i) Integrate mobile
screening platforms with
existing health information
systems rather than use
them alone;

(ii) maintain human
oversight of automated
processes;

(iii) use digital tools to
complement, not substitute,
face-to-face services;

(iv) ensure data security and
privacy protection; and

(v) progressively scale up
the use of digital tools
according to their
demonstrated effectiveness

HIV: human immunodeficiency virus; RCT: randomized controlled trial; SMS: short message service.
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