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. The Pan American Network for Alcohol and Pub-
lic Health (PANNAPH) brings together national
focal points in Ministries of Health responsible for
alcohol issues as well as PAHO staff in country and
in HQ, regional experts, and NGOs to:

Exchange information and experiences on alco-
hol policies and programs across countries and
from around the world

Strengthen technical cooperation on reducing
the harmful use of alcohol in the Region of the
Americas

Promote research collaboration and advocacy

BACKGROUND
PANNAPH was founded in February 2011 at the first global meeting of WHO counterparts for imple-
mentation of the Global Strategy to Reduce the Harmful Use of Alcohol.

In September 2011, the Pan American Health Organization (PAHO) Member States adopted a
Regional Plan of Action to Reduce the Harmful Use of Alcohol to coordinate regional actions and
strengthen technical cooperation to achieve the ten target policy areas in the WHO global strategy.

The first PANNAPH meeting took place in Mexico City
in August 2012, supported by the Mexican government, and
attended by 30 countries and numerous regional experts.

The second PANNAPH meeting took place in Cartagena in
April 2014, with support from the Colombian Ministry of
Health and Social Protection. Participants included Min-
istry of Health representatives from 28 countries, Regional
and Subregional PAHO advisors, international experts,
and various NGOs.

MEETING OBJECTIVES

* Review progress on the Regional Plan of Action to
Reduce the Harmful Use of Alcohol.

» Exchange information on national initiatives.

e |dentify needs and priorities for national and
regional technical cooperation.

* Discuss the preparation of a regional report on
alcohol for 2014-2015.



An update on alcohol consumption and alcohol-attributable harms in the Americas
Alcohol plays a significant role in the burden of death and disability in the Americas and
continues to be one of the leading risk factors. While men still have a higher prevalence of drinking
as well as a higher average quantity consumed, in several countries the difference between men and
women in both frequency and quantity of drinking is decreasing. Unrecorded alcohol consumption s
variable, and in a few countries can represent up to 40% of average per capita consumption. Final-
ly, the pattern of drinking is fairly detrimental, with high rates of heavy episodic drinking and other
risky behaviors, which contributes to a greater proportion of alcohol-related harms, particularly
injuries, cancers, gastrointestinal diseases, and alcohol use disorders.

ul Global Strategy on Alcohol and
Regional Plan of Action

The Global Strategy and Regional Plan
of Action to Reduce the Harmful Use of
Alcohol were adopted in 2010 and 2011
respectively, and have played a role in
the reformulation of national strategies
in several countries. PAHO has provid-
ed support to a number of collaborative
research projects in the Region, tech-
nical cooperation on the development
or revision of policies and plans, and
capacity building activities through its
virtual campus. In addition, document-
ing the influence of the alcohol indus-
try in areas such as policy formulation,
education, and research has helped identify the need for clear principles for interaction with the
industry to avoid conflicts of interest with public health.

Can We Work with the Alcohol Industry?

The alcohol industry has an inherent conflict of interest with public health goals. According to
WHO Director General Dr. Margaret Chan, “The development of alcohol policies is the sole
prerogative of national authorities. In the view of WHO, alcohol policies must be protected
from distortion by commercial or vested interests.” The rationale for avoiding such conflicts was
presented and discussed.

WHO “Best Buys” — regulating alcohol: 1) prices, 2) marketing, and 3) availability
Although there are 10 policy areas of action recommended in the WHO Global Strategy on
Alcohol and Regional Plan of Action, three of them are considered the most cost effective to reduce
alcohol related harms and were presented in more detail.

Alcohol taxation and price increase
Increased alcoholic beverage taxes and prices are related to reductions in alcohol-related problems.
There are multiple ways to raise the price of alcohol, but raising taxes is the most effective strategy.



Besides lowering consumption, taxes can help raise government
income, which can be used to provide services to the popula-
tion. An excessive increase in alcohol taxes may lead to smug-
gling, expansion of the informal market, and illegal production;
therefore, control of the illegal/informal market should be part
of the country strategy to effectively implement these policies.

Control the physical availability of alcohol

Restrictions on alcohol availability have an especially large
impact on youth drinking. There are a number of steps that
must be taken to control availability, especially among young
people. These steps include establishing alcohol availability
laws and enforcing a minimum drinking and purchasing age;
controlling the sale of commercial alcohol through legislation
on hours, days, density, and location; and regulating retailers
through monopolies or license systems. Critical to the suc-
cess of these initiatives is a focus on strengthening enforcement
mechanisms, which can be funded through permit fees from licensing systems or other regulatory
measures. Most of these strategies are best implemented and enforced at local level and can

reduce violence, crime, and other health-related harms.

Control alcohol marketing

Adult per capita consumption of Significant evidence exists, primari-

unrecorded alcohol 2012 ly from high-income countries, that
marketing influences young people’s

drinking and initiation rates. Alcohol
marketing regulations are inexpensive
to implement (especially total bans)
and have population-wide effects
(including on cultural attitudes). Rec-
ommended strategies include: regu-
lating the content and the volume of
marketing; regulating direct or indi-
- rect mc?rketing in cert.ain or_a.]l- media;
St Vincen and e Granags , 7 7 regulating sponsorship activities that
e promote alcoholic beverages; restrict-
Camh ing or banning promotions in connec-
S tion with activities targeting young
people; and regulating new forms of
alcohol marketing techniques, such as
through social media. Countries should
also develop effective systems of sur-
veillance of marketing of alcohol prod-
ucts and deterrence for infringements
on marketing restrictions.

Source: Centre for Addiction and Mental Health (CAMH), 2014










RECOMMENDATIONS
Strengthen the implementation of the Global Strategy to Reduce the Harmful Use of Alcohol.
* Produce a guide for health authorities on managing conflicts of interest related to
the alcohol industry.
* Produce a guide on alcohol related indicators.
* Review and propose legislation relating to taxation, marketing, and physical availability
of alcohol.

* Promote and support research collaboration.

Strengthen PANNAPH and other subregional networks to foster intersectoral efforts and share best
practices.

e Share relevant documents and experiences via listserv.

* Organize virtual meetings and consider the inclusion of NGOs.

e Plan Subregional meeting on implementing WHO-approved policies in the Caribbean.

* Disseminate reports and improve communication.

e Support 2014 leadership, chaired by Colombia and co-chaired by Grenada.

* Consider the development of a plan or schedule of topics to increase member participation.

Promote alcohol-related health education and raise awareness of issues and available services.

e Establish a global awareness day.
* Organize national and local forums.
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