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A review of policy-relevant strategies
and interventions to address the burden
of alcohol on individuals and society in
South Africa

factors in terms of death and disability.4 Part of the measurement
of the burden associated with alcohol involved rating regions of
the world by average volume of alcohol consumption and patterns
of drinking. Afro Region E (which includes countries like Ethiopia
and South Africa) was rated as having the 7th highest consumption
of all 14 WHO regions, with an estimated 7.1 liters of absolute
alcohol consumed per adult per year. Regions indicated as having
the highest levels of consumption included Europe A (Germany,
France, and UK) and Europe C (Russian Federation and Ukraine).
However, in Afro E, 45% of males and 70% of females were esti-
mated to be abstainers. This gives a rate of 16.6 liters per drinker,
which is the highest rate in the world and comparable to Europe
C.5

In terms of patterns of drinking, countries were rated on a four
point scale with “4” being the most harmful. Practices that were
rated as being particularly harmful included, “not drinking with
meals”, “drinking in public places”, “drinking daily or nearly daily”,
“drinking to intoxication”, “festive drinking” and “high usual quan-
tity of alcohol per occasion”. Those regions of the world noted as
having the highest patterns of harmful drinking (average of 3.0 or
more) included Afro E, Americas B (e.g. Brazil, Mexico), Ameri-
cas D (e.g. Bolivia, Peru), Southeast Asia D (Bangladesh and In-
dia) and Europe C.5

The global burden of alcohol in 2000 in terms of death and
disability was estimated at between 1.6% (for high mortality de-
veloping countries) and 9.2% (for developed regions) of total dis-
ability adjusted life years lost, accounting for 58 billion years.6

This has been interpreted to infer that as countries develop the bur-
den from alcohol abuse will increase. The burden for Afro E was
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For millennia concerns have been raised about the misuse of alco-
hol and much advice has been given on how to combat such mis-
use. Recently, however, there has been the emergence of several
multi-authored books with a public health orientation dedicated to
reviewing a broad array of strategies aimed at addressing this bur-
den.1,2,3

The focus of this article is on alcohol intervention strategies
likely to be most effective for a country like South Africa. The
article is organised into three parts. The first contains an appraisal
of the latest data on the global, regional and national burden of
harm associated with the misuse of alcohol. The second comprises
a critical analysis of the broad array of policy-relevant interven-
tions to address the burden of alcohol on individuals and society
that was outlined in the most recently published book on this topic,
Alcohol: No ordinary commodity. Research and public policy.1 In
concluding, a mix of alcohol intervention strategies is proposed
that is likely to have the greatest efficacy for South Africa and a
few comments are provided regarding issues of implementation.

Burden of alcohol globally, regionally and in South

Africa

The World Health Organization’s Global Burden of Disease study
sought to quantify the global burden of alcohol and 19 other risk
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This paper focuses on alcohol intervention strategies likely to be effective in a country like South Africa. It begins with an appraisal of the latest data
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estimated to be 0.6% for females and 2.0% for males, accounting
for 1.8 million years of life lost.6

Regional-level information is not especially useful to individual
countries beyond giving a broad indication of how a country might
compare to other countries and what broad level changes might be
expected with development. In 1998 the South African Demo-
graphic & Health Survey found that one third of drinkers drink at
risk levels of weekends, and 28% of males and 10% of females
were found to have experienced symptoms of alcohol problems.7

Below are listed specific statistics relating to negative health and
other consequences associated with alcohol misuse in South Af-
rica that need to be borne in mind in motivating for and informing
the design of a national alcohol intervention strategy:

• Alcohol-related mortality. According to the 2002 report of the
National Injury Mortality Surveillance System, just under half
(46%) of the cases for which blood alcohol concentrations (BAC)
were obtained had levels greater than or equal to 0.05g/100ml.8

• Alcohol-related trauma. A study of patients treated in trauma
units in Cape Town, Durban and Port Elizabeth between 1999
and 2001 found that across sites and for each respective year of
the survey, between 17% and 67% of patients had breath-alco-
hol concentrations greater than or equal to 0.05g/100ml.9

• Fetal Alcohol Syndrome (FAS): In research conducted in the West-
ern Cape (Wellington), the prevalence of FAS among Grade 1
learners was found to be 46 per 1000 in 1997.10 Similar research
conducted in Gauteng in 2001 found FAS rates of 19 per 1000.11

• Alcohol and crime. In a study conducted in 2000 among 1050
arrestees in eight police stations in Cape Town, Durban and
Johannesburg, between 6% and 23% reported being under the
influence of alcohol at the time the crime for which they were
arrested took place.12

• Alcohol and risky sex. Both qualitative and qualitative studies
conducted in Gauteng Province between 2002 and 2003 have
pointed to strong links between drinking and engagement in
sexual risk behaviours. Specifically, alcohol use frequency, quan-

tities consumed and problem drinking were associated signifi-
cantly with the number of sexual partners and engagement in
sex that was later regretted.13,14

• Alcohol and HIV. Almost one in five HIV patients studied at the
Infectious Disease Clinic at Tygerberg Hospital in 2003 met
criteria for alcohol abuse or alcohol dependence. Patients with
alcohol use disorders were more likely to have symptomatic
HIV infection.15

• Alcohol and absenteeism/school failure. Among a representa-
tive sample of Grade 8 and 11 students in Cape Town surveyed
in 1997, past month use of alcohol was significantly associated
with the number of says absent from school in the first term and
with repeating a grade (for certain students).16

• Economic costs. Based on the experience of international re-
search, the economic costs associated with the misuse of alco-
hol are likely to be in the order of 1% of South Africa’s GDP
(over R9 billion per year).17

Review of policy-relevant strategies to address the

burden of alcohol use

Unfortunately there is no single strategy or “magic bullet” by which
to reduce or eliminate the burden of alcohol misuse to individuals
and society.18 According to WHO what is required are a mix of indi-
vidual- and population-based approaches that target high risk groups
and reduce per capita consumption in general.2 Babor et al1., in a
project sponsored by WHO, reviewed 32 commonly used strategies
available to policy-makers for addressing the burden imposed by
alcohol on individuals and society.1 These strategies were divided
into seven categories: regulating physical availability (8 strategies),
taxation and pricing (1), altering the drinking context (6), education
and persuasion (4), regulating alcohol promotion (2), drinking and
driving countermeasures (7), and treatment and early intervention
(4). Of these 10 were rated highly by the authors based their rating
on various dimensions: evidence of effectiveness, strength of research
support, cross-cultural testing, cost to implement and target audi-
ence (Table I).

Table I: Strategies indicated by Babor et al.
1
 as having proven effectiveness

Specific strategy Effectiveness Breadth of research Cross cultural testing Cost to implement Target group
support

Regulating physical availability

Changes in minimum legal purchase age +++ +++ ++ Low B
Government monopoly on retail sales +++ +++ ++ Low A
Restrictions on hours/days of sale ++ ++ ++ Low A
Outlet density restrictions ++ +++ ++ Low A
Alcohol taxation
Increase excise taxes on alcohol +++ +++ +++ Low A

Drinking/driving counter-measures

Sobriety checkpoints ++ +++ +++ Moderate A
Lowered BAC limits +++ +++ ++ Low A
Administrative license suspension ++ ++ ++ Moderate C
Graduated licensing for novice drivers ++ ++ ++ Low B

Brief interventions

Brief interventions for hazardous drinkers ++ +++ +++ Moderate B

A-general population, B-high risk drinkers or groups considered to be vulnerable to the effect of alcohol,
C-persons already manifesting harmful drinking and alcohol dependence; ++-moderate, +++-high
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These 10 strategies are described in more detail and a sub-
jective analysis given regarding whether their implementation
is likely to be feasible in South Africa. Four of the “effective”
strategies involve regulating the physical availability of alco-
hol.

Changing the minimum legal purchase age
Babor et al, point out that raising the minimum legal age for
purchasing alcohol can have substantial effects on youth drink-
ing, particularly in reducing levels of drinking-driving, single
vehicle night-time crashes and fatal crashes involving young
drinking drivers.1 However, they acknowledge that it does not
eliminate underage drinking. This strategy is regarded as be-
ing effective with minimal enforcement, but enforcement sub-
stantially increase its effectiveness. In South Africa it would
be difficult politically in the short- to medium-term to raise
the drinking age to 21, but this strategy might be worth con-
sidering in the longer-term.

Instituting a government monopoly on retail sales
According to the WHO Global Status Report on Alcohol
Policy19 state monopolies for off-consumption retail sales for
one or more alcoholic beverages exist in 15% of countries.
The evidence is quite strong that off-premise monopoly sys-
tems limit alcohol consumption and alcohol-related problems.
Typically the density of outlets in a government-operated sys-
tem is low and the opening hours limited. Elimination of a
profit motive also facilitates the enforcement of rules against
selling to minors or persons already intoxicated. According to
Babor et al1., however, such monopolies are effective only if
operated with public health and public order goals. With re-
gard to South Africa, given the movement of the state sector
out of the retail liquor trade in the 1970s and 1980s and the
government’s push for the development of small and medium
micro enterprises, there would be very little support for rein-
troducing a government monopoly in this area.

Instituting restrictions on hours/days of sale
Babor et al, cite evidence from a variety of countries to indi-
cate that having reduced hours and days of sale of alcohol can
reduce alcohol consumption and problem levels, with the ef-
fects concentrated during the time of closure.1 With regard to
South Africa, efforts in this area are unlikely to be fruitful if
not accompanied by innovative efforts to draw in the many
unregulated outlets into the regulated market. Also important
will be strengthening community input in the process of allo-
cating liquor licenses and dealing with complaints, ensuring
improved enforcement and handling of complaints, and pro-
viding increased access to information and accountability by
those agencies tasked with monitoring and enforcing regula-
tions on hours and days of sale.20

Instituting restrictions on outlet density
Restricting the number of outlets in an area may affect levels
of drinking and alcohol-related problems due to an increase in
the opportunity costs associated with obtaining alcohol. Babor
et al, acknowledge that policy changes in this area require a
longer time course for implementation when drinking estab-
lishments have become concentrated due to vested economic
interests.1 This is likely to be the case in South Africa, where
more than 80% of retail outlets for alcohol operate outside the

regulated market (often from within residential areas) and there
is estimated to be one outlet for every 190 adults.18 In this
country it will first be necessary to encourage existing unli-
censed outlets to become licensed and to move to business
nodes or corridors within residential areas and to place greater
restriction on those outlets not operating in business nodes or
along business corridors or operating near educational insti-
tutions before tackling the issue of outlet density. Perhaps sub-
sidies or other incentives could be offered to existing liquor
outlets that are willing to move out of areas where there are
already too many outlets.

The fifth “effective” strategy involves decreasing the accessi-
bility of alcohol through increasing its price via raising excise
taxes.

Increasing excise taxes on alcohol
The primary reasons for increasing excise taxes on alcohol
are to correct for the external costs associated with alcohol
consumption and to raise revenues for programmes aimed at
reducing the social burden of alcohol misuse.17 Research sug-
gests that price also influences the behaviour of heavy drink-
ers and that young drinkers are especially responsive to price.
Increases in alcohol taxes have been shown to be associated
with reductions in motor vehicle fatalities, crime, cirrhosis
mortality, industrial injuries and dropping out of school.17 The
effectiveness of policy changes in this area depends on gov-
ernment oversight and control of alcohol production and dis-
tribution.1 High taxes can also lead to smuggling and illicit
production. The National Treasury has set as its target increas-
ing the total tax on beer, wine and spirits to 33%, 23% and
43% of the retail sales price. This is a step in the right direc-
tion, but is still less than international averages and taxes
should be increased by three to five percentage points. Fur-
thermore, South Africa has fallen behind in terms of taxing
sorghum beer.17

The next four “effective” strategies strategies outlined by
Babor et al, involve various drink-driving countermeasures.1

6. Sobriety checkpoints
At sobriety check points only motorists who are judged by po-
lice to have been drinking are asked to take a breath test. Such
checkpoints are part of a strategy to increase the frequency and
visibility of enforcement of drink-driving laws and the certainty
of apprehension and punishment. While there is a considerable
breadth of research support for such measures across various
cross-cultural settings, the effectiveness of such checkpoints is
moderate. An alternative to sobriety checkpoints is random
breath testing (RBT) where the alcohol levels of motorists are
checked at random, even if they are not suspected of driving
under the influence of alcohol. The effectiveness of RBT based
on research studies was judged as being greater than for sobri-
ety checkpoints, but the breath of research and the degree of
cross-cultural testing has been less. RBT was also judged as
being more costly to implement. According to Babor et al, the
effects of police campaigns are typically of short duration un-
less sustained.1 With regard to South Africa, consideration should
be given to increasing the level of RBT, and strategies would
need to be sought for processing cases quickly and not clog-
ging up the court system.
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Lowering BAC limits
Here the emphasis is on passing legislation to lower allow-
able BAC levels for drivers. While policy changes in this area
have been shown to be highly effective, are supported by cross-
cultural research, and to be of low cost to implement, Babor et
al1. acknowledge that there are diminishing returns when low-
ering already low BAC limits. With a BAC limit for ordinary
drivers of 0.05g/100ml in South Africa, efforts in the short-
term would probably be better spent on enforcing existing lim-
its. This might, however, be a strategy worth revisiting in the
longer term.

Administrative license suspension
Administrative license suspension refers to the immediate re-
voking of a driver’s license for a period of time (e.g. six
months) without a court hearing following a drink-driving of-
fense. This action is permitted in 80% of US states and has
been shown to reduce alcohol-involved crashes by 5%.1 A key
motivation behind this strategy is to dramatically decrease the
time between the drink-driving event and the proximity of
punishment. With the over-crowded court system in South
Africa, this is certainly something worth considering, although
strategies would also need to be instituted to deal harshly with
suspended drivers who drive without a license.

Graduated licensing for novice drivers
Another counter-measure that has been applied to reduce rates
of driving-related problems is to place certain restrictions on
young/inexperienced drivers. Among the restrictions that are
relevant to drink-driving are having lower BAC limits for such
drivers (i.e. 0.01 or 0.02g/100ml) and placing curfews on their
driving at night.1 Graduated licensing schemes, which can in-
corporate all of these strategies within one system, have been
shown to show safety benefits. Implementing such a strategy
would be very feasible in a country like South Africa, and
given the strong link between alcohol use and injury among
young drivers21, is likely to receive widespread support.

The final strategy indicated by Babor et al, as having proven
effectiveness is that of brief interventions for hazardous
drinkers.1

Brief interventions for hazardous drinkers
Brief interventions are characterized by their low intensity and
short duration and usually comprise one to three sessions of
counseling and education. The goal is to provide early inter-
vention. Randomised control trials to assess the efficacy of
such interventions have generally been positive, but one prob-
lem with implementing such approaches is that primary care
practitioners lack the training and time to conduct screening
and brief interventions.1 In South Africa one pilot study in-
volving various categories of health workers in Cape Town
has highlighted the need for further demonstration projects in
this area.22

Various other strategies were reviewed by Babor et al, that
currently are not yet as strongly supported by research but
which probably have some effect.1 These include (1) regulat-
ing physical availability by allowing server liability whereby
alcohol servers and owners of liquor outlets can be held civ-
illy liable for damages in cases where they have served per-

sons who were clearly intoxicated and who went on to hurt
themselves or others; (2) regulating alcohol promotions by
instituting advertising bans (e.g. banning alcohol advertising
via billboards, or restricting it on radio/TV till after 9 pm, or
not permitting sports sponsorships where more than 25% of
the audience are expected to be under the legal drinking age);
(3) facilitating community action approaches, such as com-
munity mobilization against the granting/renewing of particular
liquor licenses; (4) altering the drinking context by training
alcohol servers and managers not to serve intoxicated patrons
and to prevent/manage aggression, and backing this up by
enforcing on-premise regulations and legal requirements; and
(5) supporting other forms of treatment and early intervention
(e.g. 12-step approaches, motivational enhancement therapy
and cognitive behavioural therapy), attendance at mutual help/
self-help meetings and mandatory extended treatment of re-
peat drinking-drivers. With regard to these strategies, man-
dating server liability is probably only likely to work in the
formal market and should perhaps only be pursued in the me-
dium- to long-term. Considerations should, however, be given
to promoting the other strategies listen in this paragraph.

Alcohol polices identified as having not been shown em-
pirically to be effective include, (1) regulating physical avail-
ability via voluntary codes of bar practice, (2) education and
persuasion strategies such as alcohol education in schools and
public information campaigns, (3) alcohol-free activities, and
(4) regulating alcohol promotion via advertising content regu-
lations and warning labels. With regard to school-based edu-
cation and persuasion programmes there are things that can
be done to enhance their effectiveness, including starting them
in primary school; involving parents and the community; in-
cluding peer education; having intensive long-term
programmes; incorporating life skills, resistance training and
normative concepts; and ensuring developmental, cultural and
local relevance.23 The effectiveness of warning labels is likely
to be enhanced if they are rotated, easy to read and conspicu-
ous. In addition, for a country with relatively low rates of adult
literacy it might be useful to include provocative pictures. In
general, however, far greater emphasis should be placed on
more active forms of counter-advertising using all forms of
media.18 Strategies missing from the review that would need
to be considered in South Africa include work-place interven-
tions, broad-based community development initiatives, and
specific interventions aimed at drunk pedestrians. In addition
consideration should be given to implementing various prod-
uct restrictions such as restricting the size of beer, wine and
spirits containers (e.g. only 340ml containers of beer, and no
sachets of spirits or 5 liter papsakke), requiring the inclusion
of the number of standard drinks on container labels together
with calories and other ingredients. Products with a clear youth
appeal should be restricted and special labeling and bottling
requirements should be required so that alcohol products are
distinguishable from non-alcoholic products.

Conclusion

In the short-term, priority should be given to implementing
the following alcohol-intervention strategies in South Africa:
• Improving the enforcement of existing legislation/regula-

tions regarding minimum purchase age of alcohol, drink-
ing and driving, and retail sales of alcohol.

• Increasing the total tax on all alcohol products by three to
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five percentage points.
• Pilot testing and facilitating brief interventions and other

forms of treatment for high risk and hazardous drinkers.
• Implementing a graduated licensing policy for novice driv-

ers (e.g. 0.02g/100ml for drivers within first three years)
and increasing administrative license suspensions.

• Implementing a coherent liquor outlet policy (bringing un-
registered outlets into the regulated market, encouraging
outlets in residential areas to move to business nodes/corri-
dors, and training alcohol servers/managers).

• Increasing restrictions on alcohol marketing (e.g. limiting
radio/TV advertising till after 9 pm and not permitting sports
sponsorship where a substantial proportion of the viewing
audience are underage) and increasing alcohol counter-ad-
vertising (beyond warning labels)

• Encouraging community mobilization against alcohol mis-
use.

• Implementing product restrictions on the size of alcohol
packaging (e.g. no sachets or papsakke), requiring specific
labeling (including the number of standard drinks, calories
and other ingredients) and restricting products with clear
appeal to underage youth.

• Accrediting school-based prevention programmes to ensure
that they follow best practice principles.24

To date, alcohol intervention strategies have been fragmented
across different government departments and across different
levels of government. A national strategy is required that brings
together a coordinated response that includes civil society. The
focus needs to go beyond legislation and regulation. Priority
needs to be given to implementation, and this includes mak-
ing the necessary financial and other resources available.18 At-
tention also needs to be given to establishing an adequate in-
formation base to underpin the implementation of a national
alcohol strategy. Included here should be funding for a clear-
inghouse for alcohol and drug abuse information, demonstra-
tion projects in the prevention and treatment area, periodic
epidemiological studies, and monitoring and evaluating the
implementation of all interventions.

References

1. Babor T, Caetano R, Casswell S, Edwards G, Giesbrecht N, Gra-
ham K, et al. Alcohol: No ordinary commodity. Research and pub-
lic policy. Oxford: Oxford University Press, 2003.

2. Edwards G, Anderson P, Babor TF, Casswell S, Ferrence R,
Giesbrecht N, et al. Alcohol policy and the public good. Oxford:
Oxford University Press, 1994.

3. Room R, Jernigan J, Carlini-Marlatt B, Gureje O, Mäkelä K, Marshall
M, et al. Alcohol and the developing world: A public health per-
spective. Helsinki: Finnish Foundation for Alcohol Studies in col-
laboration with the World Health Organization, 2002.

4. World Health Organization. The World Health Report 2002.
Geneva: WHO, 2002.

5. Rehm J, Rehn N, Room R, Monteiro M, Gmel G, Jernigan J, et al.
The global distribution of average volume of alcohol consumption
and patterns of drinking. Eur Addict Res 2003; 9: 147-156.

6. Rehm J, Room R, Monteiro M, Gmel G, Graham K, Rehn N, et al.
Alcohol as a risk factor for global burden of disease. Eur Addict
Res 2003; 9: 157-164.

7. Parry CDH, Plüddemann A, Steyn K, Bradshaw D, Norman R,
Laubscher R. Alcohol use in South Africa: Findings from the first
demographic and health survey (1998). J Stud Alcohol in press.

8. Matzopoulos, Seedat M, Cassim M. A profile of fatal injuries in
South Africa: Fourth annual report of the National Injury Mortality
Surveillance System 2002. Parow: Medical Research Council,
2003.

9. Plüddemann A, Parry CDH, Donson H, Sukhai A. Alcohol use and
trauma in Cape Town, Durban and Port Elizabeth, South Africa:
1999-2001. Inj Control Saf Promot in press.

10. May PA, Brooke L, Gossage JP, Croxford J, Adnams C, Jones KL,
et al. Epidemiology of fetal alcohol syndrome in a South African
community in the Western Cape Province. Am J Public Health
2000; 90: 1905-1912.

11. Viljoen D, Craig P, Hymbaugh K, Boyle C, Blount S. Fetal Alcohol
Syndrome - South Africa, 2001. MMWR Weekly 2003; 52: 660-
662.

12. Parry, CDH, Plüddemann A, Louw A, Leggett T. The 3-metros study
of drugs and crime in South Africa: Findings and policy implica-
tions. Am J Drug Alcohol Abuse 2004; 30: 167-185.

13. Morojele NK, Kachieng’a MA, Nkoko MA, Moshia KM, Mokoko E,
Parry CDH, et al. Perceived effects of alcohol on sexual encoun-
ters among adults in South Africa: Dimensions and associations
with sexual risk behaviour. Parow: Medical Research Council, 2004.

14. Morojele NK, Kachieng’a MA, Mokoko E, Nkoko MA, Moshia KM,
Parry CDH, et al. The relationships between alcohol use and risky
sexual behaviour among adults in a urban areas in Gauteng Prov-
ince, South Africa. Parow: Medical Research Council, 2004.

15. Olley BO, Gxamza F, Zeier MD, Seedat S, Stein DJ. Alcohol abuse
and other psychopathology in recently diagnosed HIV patients.
In: Plüddemann A. Hon S. Bhana A. Harker N. Potgieter H. Gerber
W. et al., eds, Monitoring alcohol and drug abuse trends in South
Africa: Proceedings of SACENDU Report Back Meetings October
2003. Cape Town: Medical Research Council, 2004: 13-15.

16. Flisher AJ, Parry CDH, Evans J, Muller M, Lombard C. Substance
use by adolescents in Cape Town: Prevalence and correlates. J
Adolesc Health 2003; 32: 58-65.

17. Parry CDH, Myers B, Thiede M. The case for an increased tax on
alcohol in South Africa. S. Afr J Econ 2003; 71: 265-281.

18. Parry CDH, Bennetts A. Alcohol policy and public health in South
Africa. Cape Town: Oxford University Press, 1998.

19. World Health Organization. Global Status Report: Alcohol Policy.
Geneva: WHO, 2004.

20. Western Cape Department of Economic Development & Tourism.
A proposed liquor policy for the Western Cape. Cape Town: Pro-
vincial Administration Western Cape, South Africa, 2003.

21. Parry CDH, Myers B, Morojele NK, Flisher AJ, Bhana A, Donson
H, Plüddemann A. Trends in adolescent alcohol and other drug
use: findings from three sentinel sites in South Africa (1997-2001).
J Adolesc 2004; 27: 429-440.

22. Rendall-Mkosi KM, Siegfried N, Allen S. Sensible drinking project:
Evaluation of the health worker training. Afr J  Drug  Alcohol Stud
2003; 1&2: 31-45.

23. Roche AM. School drug education: Effective or not? Paper pre-
sented at the 1st Regional Congress of Social Psychiatry in Af-
rica, Johannesburg, March 2004.

24. United Nations Office on Drugs & Crime. Conducting effective
substance abuse prevention work among the youth in South Af-
rica. Pretoria: UNODC, 2004.


