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1.1  PURPOSE 

A National Alcohol Strategy for 2016-21 (NAS) is being developed to provide a framework to guide 

the work of governments, communities and service providers to reduce alcohol related harms over the 

next five years.   

The NAS will build on existing progress, infrastructure and frameworks in place at local, state and 

national levels, and will be informed by the evidence of what works to reduce alcohol-related harm. 

The NAS will also be informed by an extensive stakeholder consultation process, including responses 

to questions raised in this Discussion Paper, which covers the following key aspects:   

 Overarching goal; 

 Guiding principles;  

 Building on existing efforts and progress; 

 Evidence based strategies; 

 Working in partnership; 

 Priority population groups;  

 Priority areas and actions; and 

 Monitoring implementation and progress. 

 

Questions 

 

1. Please identify, where possible, the basis for the feedback you are providing (e.g. is it 

supported by evidence and if so what is the source, personal experience etc). 

2. Please identify any organisations/affiliations/experience relevant to the input you are 

providing (e.g. consumer, service provider, public health advocate, researcher, retailer etc).  

 

1.2  POLICY  CONTEXT 

Alcohol is the major cause of death and disability, transcending international boundaries. It is 

estimated that 3.3 million people die annually of alcohol-related harm worldwide. This represents 5.9% 

of all deaths and translates to 5.1% of total disability-adjusted life years.
1
 

                                                      

1
 World Health  Organisation, Global status report on alcohol and health. Geneva, WHO Press, 2014, vii. 
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The large majority (around 80%) of Australians drink alcohol.
2
 The health survey from the ABS 

indicates that 30% of men and 10% of women in Australia drink at a level that puts them at lifetime 

risk of alcohol harm.
3
  

Drinking to hazardous levels that increase risk of acute harm is a cultural norm in Australia. Just under 

half of adult Australians have drunk on a single occasion in the last year above the NHMRC 

guidelines.
4
 Amongst young Australians risky drinking is almost ubiquitous with 75% of men and 60% 

of women aged 18-24 having done so in the last year. There is evidence to suggest that while per 

capita consumption remains stable, risky drinking and alcohol harm is increasing in Australia.
5
 

Alcohol consumption is a major risk factor for the health and welfare of Australians. In the 10 years 

between 1996 and 2005, more than 32,000 Australians died from alcohol attributable injury and 

disease
6
. Beyond the harm to the health of the drinker, which these estimates primarily measure, there 

are substantial harms to others. The  majority of Australian adults report being adversely affected by 

someone else’s drinking in the last twelve months, including 28.5% adversely affected by the drinking 

of a household member, relative or friend, and 43.4% by the drinking of acquaintances or strangers
7
.  

While the annual social cost of alcohol in Australia has been estimated at over $15 billion
8
, the full 

extent of the social cost from alcohol misuse remains an under-researched field. Research evidence 

suggests, in addition to the costs above, heavy drinkers cost others around them over $13billion in 

out-of-pocket costs and the associated value in reduced quality of life is over $6 billion
9
. 

In recognition of this wide impact, governments have collaborated on coordinated national policy for 

addressing alcohol, tobacco and other drugs since 1985 when the National Campaign Against Drug 

Abuse was developed.  In 1993 the campaign was redeveloped as the National Drug Strategy (NDS), 

now in its sixth iteration.  

The NDS is based on an over-arching harm minimisation approach and is overseen by the 

Intergovernmental Committee on Draft (IGCD), comprising senior government officials from health 

and law enforcement agencies from each state and territory government and the Commonwealth.  

The existing NDS committed to the development of sub-strategies, including a NAS.  All Governments, 

through the IGCD, have committed to the development of a NAS to coincide with the development of 

a new NDS for 2016-25.  

                                                      

2
 Australian Bureau of Statistics, 2013, 4338.0 – Profiles of Health, Australia 2011-13., Viewed 30 September 2015, 

http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/4338.0main+features62011-13.  
3
 Australian Bureau of Statistics, 2013, 4125.0 – Gender Indicators, Australia, Jan 2013. Viewed 30 September 2015, 

http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/4125.0main+features3310Jan%202013. 
4
 Australian Bureau of Statistics, 2013 

5
 Foundation for Alcohol Research and Education, 2014 

6
 National Drug Research Institute, Trends in estimated alcohol-attributable deaths and hospitalisations in 

Australia, 1996-2005, in National Alcohol Indicators2009, National Drug Research Institute: Perth. 
7
 Laslett, A.-M., et al., The range and magnitude of alcohol’s harm to others, 2010, Alcohol Education and 

Rehabilitation Foundation: Canberra. 
8
 Collins, D. and H. Lapsley, The costs of tobacco, alcohol and illicit drug abuse to Australian society in 2004/05, 

2008, Australian Department of Health and Ageing: Canberra. 
9
 Laslett, A.-M., et al.(2010) 
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1.3  OVERARCHING  GOAL   

The overarching goal for the NAS will be to set a national policy and implementation framework that 

seeks to improve the health of all Australians by reducing the prevalence of risky alcohol 

consumption, preventing or delaying the uptake of alcohol use and improving treatment outcomes 

for people with alcohol dependence to minimise health, social and economic costs, and the 

inequalities it causes.  

The NAS will act as an evidence-based framework from which governments, communities, service 

providers and individuals can select appropriate actions, over the next five years.  

Questions  

 

1. Is this an appropriate goal for the NAS? If not, what should be the main goal? 

2. Is a five year timeframe adequate, or should a longer period be considered such as ten 

years? 

1.4  GUIDING  PRINCIPLES 

In delivering its purpose to prevent and reduce alcohol-related harm, the NAS will be guided by the 

following principles: 

i. Be action oriented: Precautionary, preventive and rapid actions as well as harm reduction 

strategies should be used where possible, followed by full harm assessments and long term 

controls where appropriate.  Responses should be cognisant of all forms of alcohol related harm, 

across the life-course and across levels of prevention.   

 

ii. Be aligned and not duplicate: Existing frameworks for drug and alcohol response, and networks 

within the alcohol sector provide opportunities for responding in certain circumstances and 

should be used wherever possible.  The NAS should be based on the principles set out in the NDS 

and sit well alongside and consider the other sub-strategies identified by the NDS for 2016-25 

(Tobacco, Illicit Drugs and Aboriginal and Torres Strait Islander Peoples’ Drug Strategy). 

 

iii. Be evidence based: A commitment to using the evidence base to inform decisions and strategies 

is vital.  Appropriate monitoring and surveillance processes should be developed, maintained or 

extended. 

 

iv. Be coordinated: The differing responsibilities and powers of the Commonwealth and of states 

and territories relating to alcohol require a cross-jurisdictional commitment to share information, 

coordinate responses and achieve legislative and broader policy consistency where possible, with 

the aim of reducing harmful use and associated harms. 

 

v. Promote clear information: including meaningful and genuine consultation regarding the 

development of solutions, and provision of appropriate information to the community. 

 

Questions  

 

1. Are these principles appropriate? Why / Why Not?  
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2. Are there other principles that should underpin this NAS? Why? 

1.5  BUILDING  ON  EXISTING  EFFORTS  AND  PROGRESS 

The NAS will recognise the importance of the previous national drug and alcohol strategies that have 

been in place since 1985, and the substantial progress that has been made under the most recent 

strategy in 2006–11.  These strategies have provided comprehensive, evidence-based approaches for 

reducing harm from alcohol in Australia, and have achieved a number of significant and sustained 

successes in addressing alcohol-related harm.  Recent examples in the past five years have included 

the successful and effective implementation of trading hours restrictions in Newcastle and Sydney, 

leading to significant and sustained reductions in assaults
10

 and emergency department attendances, 

while freeing up police resources to focus on other areas of need and fostering and improved drinking 

culture
11

. Limits on the strength of alcohol being sold from packaged liquor outlets in Northern 

Western Australia have also shown substantial reductions in family and domestic violence in the 

community
12

.  

The NAS will include strong links with the former NAS and other jurisdictional alcohol strategies and 

will be informed by the IGCD Statement of Priorities on Alcohol for 2014-2016. 

Questions 

 

1. What are the key successes to build on in the new NAS? 

2. What are the key challenges to address going forward in reducing harms from alcohol in 

the future? 

3. Are there new stakeholders or industries that should be involved? 

1.6  EVIDENCE BASED STRATEGIES 

The approach to reducing harms and addressing challenges will continue to be underpinned by a 

commitment to evidence-based policy.  Where the evidence does not yet exist on the most effective 

interventions, actions will be guided by the best available information, and robust evaluation will 

contribute to the future evidence base.  Comprehensive monitoring and surveillance systems will be 

essential for determining progress and the effectiveness of actions in addressing challenges.  These 

include areas such as community attitudes, ensuring appropriate controls on alcohol advertising and 

promotion, controlling access and availability of alcohol, and reducing alcohol use during pregnancy 

and variability in access to treatment and support.  

Questions 

 

1. What areas of focus need to be addressed in evidence-based policy? Why? 

                                                      

10
 Kypri K, McElduff P, Miller PG. Restrictions in pub closing times and lockouts in Newcastle Australia 5 years on. 

Drug and Alcohol Review. 2014;33(3):323-6. 
11

 Miller PG, Tindall J, Sonderlund A, Groombridge D, Lecathelinais C, Gillham K, et al. Dealing with Alcohol and 

the Night-Time Economy (DANTE): Final Report. Geelong, Victoria: National Drug Law Enforcement Research 

Fund. Available at: www.ndlerf.gov.au/pub/Monograph_43.pdf, 2012 18 October 2011. 
12

 Kinnane S, Farrington F, Henderson-Yates L, Parker H. Fitzroy Valley Alcohol Restriction Report: An evaluation of 

the effects of a restriction on take-away alcohol relating to measurable health and social outcomes, community 

perceptions and behaviours after a 12 month period. Broome: University of Notre Dame Australia, 2009. 
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2. Are these appropriate in the development of the NAS? Why / Why Not?  

1.7  WORKING  IN  PARTNERSHIP 

Responsibility for implementing the actions outlined in the NAS will be shared by all governments, 

recognising that jurisdictions face different challenges and will undertake actions in line with their own 

priorities, timing and resources. 

Reductions in alcohol related harms cannot be achieved by governments alone. A strength of the 

Australian approach to reducing alcohol related harm has been the strong and enduring partnerships 

developed between governments, non-government organisations and community groups to reduce 

the harm caused by alcohol.   

Under the NAS, governments and non-government organisations will: 

 Review and strengthen longstanding partnerships; 

 Identify and form new partnerships to expand opportunities to minimise alcohol related harm; 

and 

 Build the capacity of a range of organisations and health workers to implement effective alcohol 

programs. 

 

To assist vulnerable populations and people with multiple and complex needs, partnerships are crucial 

across a broad range of stakeholders and sectors.  These include governments at all levels, health care 

providers and agencies, police, social service organisations, educators, mental health care providers, 

sporting bodies and Aboriginal and Torres Strait Islanders communities and community-controlled 

organisations.  

Questions 

 

1. What are the key partnerships needed to underpin implementation of the NAS?  

2. Are there particular partnerships that need to be established or strengthened?  

1.8  PRIORITY  POPULATION  GROUPS 

Whole of population strategies can be very effective at reducing total harm and social impact.  

However, there are population groups that do not respond as well to whole of population strategies, 

have high prevalence or face specific risks and challenges.  Understanding and addressing the needs 

of priority populations reduces harm, marginalisation and disadvantage. 

Research clearly shows that children and young people are particularly vulnerable when it comes to 

alcohol consumption and related harm. The vulnerability of children and young people relates to 

physical development and health outcomes, and the influence of external environments (physical and 

social) on current and future drinking attitudes, behaviours and related harms.  Many are also the 

victims of alcohol-related family violence. 

Aboriginal and Torres Strait Islander people also experience disproportionate harm relating to alcohol 

use, with mortality rates from alcohol related diseases among Aboriginal populations being four times 

higher than in non-Aboriginal populations.   
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In identifying young people and Aboriginal populations as priority populations, it is noted that the 

experiences and circumstances of particular populations can change over time, and that priority 

populations should continue to be informed by evidence as it develops.  Also, identifying priority 

populations should not prevent a focus on other groups where this is also supported by the evidence, 

such as: older people; people in contact with the criminal justice system; children in care; people with 

a mental illness; culturally and linguistically diverse populations; people who identify as gay, lesbian, 

bisexual, transgender and intersex; pregnant and breastfeeding women; people living in rural and 

remote communities; and homeless people.  

Questions 

 

1. Are the identified priority populations appropriate?  

2. Are there other population groups that should be prioritised? What evidence supports this? 

1.9  PRIORITY  AREAS  AND  ACTIONS 

Effective intervention in preventing and reducing alcohol-related harm within Australia requires a 

comprehensive response. The priorities identified do not seek to provide a complete summary of all 

these but rather highlight key priority areas for action. Significant work continues within jurisdictions 

in accordance with state and territory responsibilities and priorities. These include other areas such as 

treatment and support, and workforce development.  

Given that alcohol related harm is a complex issue, it is unlikely that any one approach will prove 

sufficient to reduce harm.  It is therefore important not to consider priority actions as competing 

alternatives to each other, but rather as aspects of a comprehensive national response.   

Some of the elements of a comprehensive national approach can be implemented immediately.  

Others will be subject to resourcing, policy and legislative processes that will take longer.   

The NAS will not seek to identify all priority areas and actions, but rather to highlight key priorities to 

guide national action.  Example actions will be identified under each of these priorities. Identified 

priority area, include (not ranked in order of importance): 

Priority 1.  Change the current drinking culture in Australia to reduce harmful drinking. Includes 

health warning labels on packaging, educating and/or increasing awareness of alcohol-related issues, and 

promoting the National Health and Medical Research Council Alcohol Guidelines for low risk, and increase 

demand for supportive settings and related policy. 

 

Priority 2.  Prevent and reduce alcohol-related injury and violence. Includes focusing on areas such 

as assaults, child abuse, family and domestic violence, self-directed violence and road trauma. 

 

Priority 3.  Prevent and reduce alcohol use during pregnancy. Includes awareness raising strategies 

and supporting families and children with or affected by Fetal Alcohol Spectrum Disorders. 

 

Priority 4.  Protect young people from alcohol-related harm. Includes identifying best practice 

strategies to address the growing levels of alcohol related harms being experienced by vulnerable 

populations. This includes: early identification and intervention (for example: paternal support, or with 
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school children who indicate harm); closing the loophole that exposes children to alcohol advertising 

during live sport broadcasts.
13

 

 

Priority 5.  Improve outcomes for Aboriginal and Torres Strait Islander people and their 

communities. Includes specific actions relating to preventing and reducing alcohol-related harm being 

experienced by Aboriginal and Torres Strait Islander people and their communities.  

 

Priority 6.  Provide an effective framework for advertising, promotion and sponsorship.  Includes 

awareness and application of existing legislation.  Also includes further development of risk-based 

regulatory frameworks and legislation to improve and develop evidence based proportional responses to 

alcohol-related problems, such as ensuring appropriate controls on price, advertising, promotion and 

sponsorship. 

 

Priority 7.  Enhance effective enforcement and controls on availability.  Includes the use of 

effective pricing and taxation mechanisms and the improvement and development of evidence based 

responses to alcohol-related problems, such as retail licensing schemes, limiting the density of licensed 

retailers and venues, and limiting trading hours. 

 

Priority 8.  Improve treatment capacity, particularly within primary, acute and other health care 

settings.  Includes offering unique opportunities for the prevention, assessment, brief intervention and 

treatment of alcohol related issues and linkages with other health and community services. Consider 

innovative and technological solutions to providing clinicians with tools to support and follow up 

patients. 

 

Priority 9.  Guide practice through appropriate data collection and evaluation, and be 

responsive to emerging issues.  Includes appropriate data collection, evaluation, and monitoring of 

drug issues, trends (including public opinion), and service delivery, to assist in the development of new 

programs and policies.  

 

Priority 10.  Improve responses for emergency services. Includes responses available to police, 

emergency departments and ambulance services to identify alcohol-related harm and provide 

appropriate targeted responses ranging from early intervention to treatment referrals.  

 

Priority 11.  Improve criminal justice responses for alcohol-related offenders. Focuses on 

providing appropriate responses to reduce the burden of alcohol on the criminal justice system including 

treatment-based orders and mandatory sobriety parole conditions for recidivist offenders (including 

drunk drivers and violent offenders).  

 

Priority 12.  Reduce chronic harms and disease related to alcohol use.  Includes increasing 

awareness of the chronic harms of alcohol use, such as cancer.  Also includes specific measures to reduce 

overall consumption of alcohol in the community. 

 

Questions 

 

1. Are these priority areas appropriate? Why / Why Not?  

2. Are there other areas that should be prioritised? What evidence supports this? 

                                                      

13
Australian National Preventive Health Agency, 2014. Alcohol Advertising: The Effectiveness Of Current Regulatory 

Codes in Addressing Community Concern. Viewed 30 September 2015,, 

http://health.gov.au/internet/anpha/publishing.nsf/Content/draft-report-alcohol-advertising. 
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3. What evidence based actions could be undertaken in priority areas? 

1.10   MONITORING  IMPLEMENTATION  AND  PROGRESS 

In order to gauge whether the NAS is effective and that progress towards the overall objective is 

being made, it will be important to have clear indicators and milestones against the actions and 

priorities. 

Monitoring implementation of the NAS will require coordinated national effort, including regular 

reporting by all jurisdictions to the IGCD on progress in implementing the actions under each priority 

area set out in the NAS.  Performance indicators and reliable, meaningful data sources can be 

identified individually through each priority area. 

As custodians of the NDS, the IGCD will be responsible for monitoring implementation of the NAS and 

for providing updates to Ministers on progress against its objectives.  The NAS will be reviewed by the 

IGCD on an annual basis and reported on in the IGCD’s annual report against the NDS.   

Question 

 

1. Thinking about the priority areas and population groups identified above, or that you have 

identified, what existing data sources and indicators could be used to provide meaningful 

and reliable measures of harm reduction? What new data sources require development? 

 

 


