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Policy Statement 

 
Introduction: 
Alcohol is a psychoactive, dependence-producing substance related to 5.3% of deaths worldwide, 
various physical and mental disorders, as well as unstable socio-economic structures. Its indispensable 
relation with everyday life and culture results in the demand for an interdisciplinary approach taking all its 
various aspects into consideration.  
 
IFMSA position: 
The International Federation of Medical Students’ Associations (IFMSA) stands by the fact that alcohol 
consumption poses risks to human health. We believe alcohol consumption is a public health issue that 
requires an interdisciplinary approach: from health professionals to governments and including 
universities and civil society organisations. We recognise alcohol’s presence in society and culture and 
the need to understand it in order to act on the consequences on both physical and social health.  
 
Call to Action: 
IFMSA calls for  
  

Healthcare professionals and healthcare facilities to: 
o Tackle alcohol consumption as a public health problem and implement a primary prevention 

system  
o Use Screening and Brief Intervention (SBI) as a basic practice in any patient mentioning 

alcohol consumption  
o Use the Screening, Brief Intervention, and Referral to Treatment principle (SBIRT) principle 

when alcohol-related problems are detected. 
o Tackle the specific external factors that increase alcohol consumption specifically for each 

patient 
o Identify early warning signs and risk conducts in order to avoid underdiagnosis and 

undertreatment. 
o Establish primary and secondary alcohol prevention measures in a variety of social and 

healthcare settings  
o Systematically screen for health problems caused or aggravated by alcohol consumption. 
o Approach all patients safeguarding their full dignity and human rights, specifically without 

individual blame attribution 

 National governments and intergovernmental bodies to: 
o Establish regulations setting the minimum legal age for alcohol consumption, levy 

appropriate taxes and introduce pricing policies to the alcoholic beverage market 
o Establish adequate control programs alongside drink-driving countermeasures and develop 

supporting systems for past offenders 
o Restrict alcohol advertisement, promotion and sponsorship in all types of marketing efforts 
o Ensure coverage of preventions and treatment interventions for substance use disorders, 

including alcohol dependence 
o Adopt the WHO global strategy to attain the desired target of the relative reduction in harmful 

use of alcohol by 2030 
o Implement research initiatives that aim to collect, analyse and disseminate data on alcohol 

consumption patterns and initiatives combating them. 

 Civil society organisations (incl. youth-led and youth-focused organisations) to: 
o Deny sponsorships and advertising deals by alcohol companies activities and organisations 

with ties to them 
o Engage with governments to advocate for strengthened national regulation alongside follow-

up and reporting 
o Promote awareness of harmful impacts of alcohol consumption among youth-led 

organisations, as a major target population 
o Collaborate with each other to advocate for the establishment of the detrimental effect of 

alcohol consumption on human health as a prime global health threat 
o Ensure transparent collaboration with the WHO concerning the submission of due diligence, 

risk assessment and risk management in the alcohol consumption context 



 
 

 
 

 The World Health Organisation to: 
o Provide technical and logistical support for the implementation and follow-up of the global 

strategy to achieve the desired target of the relative reduction in harmful use of alcohol by 
2030 

o Develop strategies to tackle differences in cultural norms, the intersectoral nature of cost-
effective solutions, increasing pricing strategy and limited political will in policy making. 

o Increase awareness of the negative health and social consequences of the use of alcohol 
and its causal relationships with the NCDs 

o Expand research workforce pertaining to alcohol consumption monitoring, alcohol-related 
harm, their determinants and modifying factors & accurate information dissemination, across 
all regions. 

 Economic operators in alcohol production and trade to: 
o Ensure transparent dissemination of information of WHO Dialogue with  representatives of 

economic operators in alcohol production and trade 
o Implement high-impact strategies and interventions, primarily directed towards 

the  implementation of the SAFER initiative 

 Universities and agencies for residency programs to: 
o Incorporate alcohol consumption and its consequences on individuals’ health into the current 

medical school curricula.  
o Train healthcare students on the competencies, skills and aptitudes that will be useful in their 

professional careers when facing an alcohol consumption issue in a patient.  
o Include specific training on unhealthy substance use and abuse during the residency 

programmes and information about the various therapies available for the patients.  

 IFMSA National Member Organisations (NMOs) and medical students to: 
o Develop mechanisms for limiting alcohol consumption in events while ensuring the existence 

of safety measures that contribute to the decrease of direct harm caused by alcohol 
consumption. 

o Deny sponsorships and advertising by alcohol companies through their activities and 
organisations  

o Develop activities within the Standing Committee on Medical Education to include alcohol’s 
harm to health in the medical curriculum 

o Promote alcohol-free spaces in their meetings and alternative spaces and behaviours when 
alcohol consumption is permitted 

o Deliver sessions on Screening and Brief Intervention in alcohol-related contexts 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 
 
 



 
 

 
 

POSITION PAPER 
 
Background information: 
Alcohol, a psychoactive substance with high dependence, causes a significant number of diseases and 
considerably increases the social and economic burdens in the community. It accounts for nearly 3 
million deaths each year, which represents 5.3% of the total mortality. The impacts of alcohol abuse are 
not limited to the consumers themselves, but it also causes significant harm to other people, such as 
family members, friends, co-workers as well as strangers. Its abuse is a causative agent to more than 
200 diseases and injury conditions. As calculated in disability-adjusted life years (DALYs), 5.1 % of the 
global burden of disease and injury is attributable to alcohol consumption. [1] 
 
Consumption of alcohol at regular intervals causes death and disability relatively early in life. Target 
groups of age group 20–39 years account for approximately 13.5 % of the total deaths due to alcohol 
imbibition. A wide range of mental and behavioural disorders alongside physical injuries are associated 
with alcohol consumption, in addition to its consumers facing significant social and economic losses. 
Three main factors are vital determinants of consumption: individual, societal, and environmental factors, 
with the letter regarding especially economic development, culture, availability of alcohol, and the 
comprehensiveness and levels of both implementation and enforcement of alcohol policies are vital 
determinants of consumption. [1]  
 
Discussion 
Alcohol consequences on health 
Alcohol, as an intoxicant, influences a multitude of structures and functions in the human body. Its 
consumption is causally related to over 200 adverse short- and long-term health conditions. [1] For 
example, alcohol poisoning, resulting from a high blood concentration, is considered a medical 
emergency. [2] In addition, alcohol replacements and illegally produced alcohol drinks can constitute an 
additional health risk due to toxic products. [1] 
 
A substantial part of the more imminent alcohol-attributable health threats results from both accidental 
and deliberate injuries, including those from traffic accidents, violence and suicide. Deadly alcohol-
related incidents commonly occur rather in the younger age groups. [1] Drinking alcohol in excess can 
also lead to engagement in risky sexual behaviours, including but not limited to unprotected intercourse 
or sexual relations with multiple partners. These practices can result in an unexpected pregnancy or the 
acquisition of sexually transmitted infections, including HIV. Additionally, alcohol poses a serious threat to 
the health of those who are pregnant and their fetuses by, among other factors, significantly increasing 
the risk of miscarriage, stillbirth or fetal alcohol spectrum disorders (FASD). [2] 
 
Consuming alcohol excessively over a long period of time or too heavily on a single occasion can cause 
major damage to the heart and related cardiovascular problems, such as cardiomyopathy, cardiac 
arrhythmia, high blood pressure and stroke. Heavy alcohol consumption puts a strain on the liver and can 
lead to a variety of conditions, including steatosis (fatty liver), alcoholic hepatitis (inflammation), fibrosis 
and cirrhosis. Alcohol prompts the pancreas to produce toxic metabolites, which can ultimately lead to 
pancreatitis, a dangerous condition hindering regular digestion. [3] 
 
In addition, alcohol acts as an immunosuppressant. Therefore, excessive consumption weakens the 
immune system and makes the body much more susceptible to communicable diseases, including 
pneumonia, tuberculosis and AIDS. Also, drinking heavily on one occasion reduces the body's ability to 
resist infection - even up to 24 hours after consumption. Moreover, alcoholic products increase the risk of 
certain cancers and have therefore been categorised as carcinogenic by the International Agency for 
Research on Cancer (IARC). Clear associations have been found between alcohol consumption and an 
increased carcinomic risk of the oral cavity, pharynx, larynx and oesophagus, as well as liver, breast and 
colorectal cancer.  [3] 
 
As a psychoactive substance, alcohol disrupts the brain's communication pathways and can interfere 
with structures and functions of the central nervous system. These impairments can not only alter one’s 
mood and behaviour but also negatively impacts cognitive functions and movement coordination. [3] With 



 
 

 
 

regard to neuropsychiatric disorders, alcohol use accounts for by far the greatest increase in the risk of 
alcohol dependence. Furthermore, drinking alcohol has also been associated with several mental 
disorders, although the causality of these correlations is not clear. That means mental disorders may be 
caused by Alcohol Use Disorder (AUD), while AUD may be contributed by other mental disorders, and 
even third variables may cause both AUD and other mental disorders. This complex relationship makes it 
difficult to determine the proportion of mental disorders which are effectively caused by alcohol 
consumption. [4] 
 
Apart from alcohol use disorders and alcohol dependence, its consumption can lead to cognitive 
problems and neurological disorders, including dementia, in addition to other consequent mental health 
problems such as psychiatric diseases, e.g. depression and anxiety.  [2] 
 
Eventually, individuals who excessively consume alcohol can also encounter a range of social difficulties, 
such as family issues, problems at work (including unemployment), criminal convictions and financial 
hardship. However, the record of these issues is far less standardised than the tracking of health 
conditions or not measured on an ongoing basis. Studies conclude that health costs are only a small part 
of the total societal burden and that the majority of alcohol-related costs stem from productivity losses. 
[4]    
 
In addition, inequities in alcohol consumption harm can arise as well, affecting the social determinants of 
health. For example, in Europe, the burden of alcohol-related harm is particularly heavy on certain 
groups, including but not limited to evident inequities based on socioeconomic status, sex, ethnicity, 
education level and place of residence. To reflect more, in most European countries, inequities in 
alcohol-related mortality and health issues are more pronounced than the differences in alcohol usage 
across the social gradient. For instance, lower socioeconomic groups drink less alcohol in general and 
are more likely to abstain when it comes to alcohol consumption. However, they still experience higher 
levels of alcohol-related harm than wealthier groups at the same consumption level. [5] 
 
Alcohol Consumption Harmful Levels 
According to the global study on alcohol use and burden for 195 countries and territories, between 1990 
and 2016, it has been shown that the popular view of the health benefits of alcohol needs to be revised, 
especially as more developed methods and analyses continue to show how much alcohol consumption 
contributes to global death and disability. The results of this study have shown that the safest level of 
drinking is none, in addition to the fact that alcohol consumption contributes to health loss from many 
causes and exacts its toll across the lifespan. [6] In addition, another study in the UK has shown that 
there is no safe dose of alcohol for the brain and that moderate consumption is associated with more 
widespread adverse effects on the brain than previously recognised. [7] In addition, a study in China, 
published in 2019, concluded that genetic epidemiology has shown that the possible protective effects of 
moderate alcohol intake against stroke are largely non-causal. [8] Moreover, according to the 2020-2025 
Dietary Guidelines for Americans, it is mentioned that “Emerging evidence suggests that even drinking 
within the recommended limits may increase the overall risk of death from various causes, such as from 
several types of cancer and some forms of cardiovascular disease. Alcohol has been found to increase 
risk for cancer, and for some types of cancer, the risk increases even at low levels of alcohol 
consumption (less than 1 drink in a day).” [9] A recent study of alcohol flush makes daily recommended 
consumption even an outdated term, particularly in certain East Asian countries like Japan, Korea and 
Taiwan, where over 30~45 % of citizens inherited deficiency in the enzyme aldehyde dehydrogenase 2 
(ALDH2), which results in alcohol flush and significant higher carcinomic risk. [10] Furthermore, the CDC 
has mentioned that although past studies have shown that moderate alcohol consumption has protective 
health benefits (e.g., decreasing risk of heart disease), recent studies show this may not be true. While 
some studies have found better health outcomes among moderate drinkers, it’s impossible to conclude 
whether these improved outcomes are caused by moderate alcohol consumption or other differences in 
behaviours or genetics between people who drink moderately and those who don’t. [11] 
 
Public Health prevention levels of alcohol consumption 



 
 

 
 

A wide range of interventions targeted at lowering health risks or dangers is included under the concept 
of prevention. Primary prevention aims to prevent disease or injury before its appearance, while 
secondary prevention aims to detect diseases at early stages before symptoms' onsets occur [12] 
 
Regarding alcohol consumption, primary prevention is a technique for addressing the risk factors and 
enhancing the protective variables associated with early alcohol use. [13-14] Health promotion is 
essential in tackling public health issues. [15] Evidence-based management of unhealthy alcohol 
consumption in primary health care has been advocated by the World Health Organisation since 1979, 
particularly the use of Screening and Brief Intervention (SBI), which is now accepted as best practice and 
recommended by guidelines both at national and international levels. [16-18]  
 
When considering the role of primary healthcare practitioners in alcohol-related problems, the SBIRT 
principle can be used to summarise the actions to be taken. This principle calls for: Screening for alcohol 
use and alcohol-related problems, Brief Intervention for hazardous and, in some cases, harmful drinking, 
and Referral to Specialised Treatment for people with Alcohol Use Disorders (AUD).[19-20] This 
approach can also be useful when applying other determinants of health, such as gender, and is 
currently being proposed as a screening method for depression in specific ethnic groups. [21-22] SBIRT 
training and implementation can be part of the training for health professionals, and its implementation is 
recommended. [23-25]  
 
Alcohol consumption and its consequences on health are underdiagnosed and undertreated. [26-27] 
Health practitioners have a key role in identifying early warning signs and risk conducts: measures which 
fall under the umbrella of secondary prevention. Also, health practitioners are irreplaceable when 
effectively treating conditions and consequences and preventing recurrence. [28]  
 
Interventions can be brief and effective in the early stages of problematic drinking. The majority of heavy 
drinkers wait until their alcohol consumption is serious before seeking help. As a result, secondary 
alcohol prevention measures can be used in a variety of societal settings, including primary care, hospital 
care, occupational/student healthcare, and social services. [29] At the current state of neuro-scientific 
knowledge, it is possible to go further in the logic that led to the integration of psychosocial and 
pharmacological approaches. This would be done by attempting to remove the shadows of social 
judgment that, at the moment, are aiming for a treatment course that is directed toward complete 
abstinence. [27]  
 
Factors beyond the health sector, particularly social, economic, and political pressures, have a significant 
impact on health. These forces largely shape how people grow, live, work, and age, as well as the 
institutions in place to address health requirements, resulting in health disparities between and within 
countries. These factors are known as social determinants of health. [30]  
 
Despite lower average consumption levels, evidence suggests that populations of low socioeconomic 
positions have a higher burden of alcohol-related disease. The amount of alcohol consumed, in addition 
to the pattern of consumption and the quality of alcohol ingested, influence health outcomes and 
socioeconomic implications. These three determinants again shape and are shaped by wider social 
determinants related to socioeconomic context and position, exposure and vulnerability. As an example, 
in the European region, it has been observed that differences in alcohol intake across the social gradient 
are not the only contributing factor to alcohol-related fatalities and health problems. [31-32] Gender, age, 
socioeconomic group and education level are some of the factors that have been related to the risk of 
alcohol misuse. [31]  
 
Specific populations can also have specific approaches when it comes to health promotion. In the case of 
young people, specific risk factors for alcohol abuse have been described, such as parental substance 
abuse or favourable attitudes towards alcohol abuse, family dysfunction or school failure. [33-34] Also, 
protective factors have been described in young people, such as participation in supervised leisure 
activities and a sense of belonging/connectedness to community, school and family. [35-36] As these 
specific factors exist, early comprehensive educational interventions have been settled. Alcohol 
consumption typically begins during adolescence, and the school can be an important setting for 



 
 

 
 

intervention as it is the institution with the most continuous and intensive contact with underage youth. 
[37] Literature on the efficacy of school-based alcohol prevention programs shows a positive effect, but 
more research needs to be done. [38-39]  
 
As alcohol consumption is a worldwide public health issue, dozens of initiatives have risen to help 
affected individuals. The National Institute on Alcohol Abuse and Alcoholism (NIAAA) and the National 
Council on Alcoholism and Drug Dependence (NCADD) are two examples of national initiatives in the 
United States, but other international organisations have also played a great role, such as Alcoholics 
Anonymous which is present in around 180 countries of the European Alcohol Policy Alliance with 
presence in countries of the European region. [40-41]  
 
Social effect and human rights 
Like other health concerns, engagement with alcohol is tied to a variety of multifaceted factors, ranging 
from the individual level (incl. genetics) to the population level (e.g. cultural and societal factors), and 
alcohol consumption varies based on gender, origin or ethnicity. Indicators of socioeconomic status (e.g. 
education, income and profession) tend to be prominent predictors of health behaviours and health 
conditions and are generally positively correlated with health. People with higher socioeconomic status 
(SES) tend to consume alcohol more often than others. Among people who drink, groups of low SES 
tend to drink larger amounts of alcohol. [43]  
 
Over the course of development, the social environment of a person shifts from the family in childhood to 
peers and school in adolescence. This means that parental alcohol usage seems to have a greater 
influence before the age of 15 and decreases over time. [44]  
 
Social norms around alcohol are broadly shaped by the media through advertising, product placements 
and narratives across a variety of sources, including films, television, social media channels and other 
forms of entertainment. Although the retail and distribution of alcohol are largely regulated, individuals 
are exposed to a great range of advertising messages for alcohol and distilled beverages. Since the 
release of flavoured alcoholic blends in the 1980s, the alcohol industry has been utilising marketing 
targeted at young people as a whole and young women specifically. Although the industry claims that its 
promotional strategies target adults aged 21 to 29, products such as flavour-infused alcoholic beverages 
continue to appeal to younger consumers.  [43]  
 
Among the ethnic and cultural groups surveyed in a study conducted in the US, Whites have the highest 
overall alcohol consumption from the age of 12 (57.4 %), while Native Americans report the highest binge 
drinking rates (30.2 per cent). Cultural norms and attitudes are significant predictors of present and 
frequent excessive alcohol consumption, although only a limited number of studies have explored 
variability within ethnic and cultural groups.  [43]  
 
The role that discrimination and stress, e.g. based on the stigma associated with ethnicity or group 
affiliation, plays in health-related risk behaviour, including alcohol consumption, is extensively proven. 
Although the degree of impact of factors such as social stratification and social selection remains 
unclear, environmental aspects, such as neighbourhood characteristics and alcohol availability, have 
also shown significant influence on drinking behaviour.  [43]  
 
Globally, men drink more alcohol than women, and women in industrialised countries drink more than 
women in developing countries. Previous studies have shown, in particular, that gender differences in the 
attitude towards alcohol could be due to the stronger social stigmatisation of women who consume and 
abuse alcohol. This seems to be more apparent in certain cultures. [43]  
 
Laws and measurements 
The “SAFER '' initiative, launched by the WHO in collaboration with other international organisations, 
demonstrates the five most cost-effective interventions (mentioned in the next paragraphs) are in focus in 
order to reduce alcohol-related harm. With the aim to assist governments with implementing the above-
mentioned interventions, a technical package has been created. According to it:  
 



 
 

 
 

Reduction of alcohol availability should be prioritised and introduced through the elimination of illicit 
production with enforcement of licensing regulations, establishing a minimum age for legal consumption 
and a framework for consumption in public spaces. [45-46] 
 
Enforcement of drunk driving countermeasures should be accompanied by effective control, public 
awareness campaigns, efficient and viable alternatives for transportation, as well as a supporting system 
for offenders, in terms of alcohol abuse. However, those regulations should be customised in terms of 
fatality rates in each particular setting, with a shift to preemptive or ex-post regulation in areas with low 
and high rates, respectively. Random Breathing Test programs can result in an at least 20% reduction of 
car crashes during “drinking hours”. Alcohol advertising, sponsorship and promotion should be restricted 
with the enforcement of comprehensive measures in marketing of all types, regulated by governments or 
independent bodies. [46] 
 
Last but not least, taxes and pricing policies should be performed, as there is a direct correlation between 
alcohol prices and reduction of alcohol consumption and associated harm. [46] Specifically, according to 
studies, a 10% increase in alcohol prices can result in a 3% to 10% reduction in alcohol consumption, 
while according to WHO Europe, a 50% increase in alcohol taxation is considered to be the most cost-
effective measure for the reduction of alcohol consumption . [47-48]  
 
Major strategies 
Alcohol Consumption is considered to affect 13 out of the 17 Sustainable Development Goals (SDGs), 
while itself is included in the SDGs agenda, under the SDG 3.5: “strengthen the prevention and treatment 
of substance abuse, including narcotic drug abuse and harmful use of alcohol”, with two specific 
indicators; 3.5.1: Coverage of treatment interventions (pharmacological, psychosocial and rehabilitation 
and aftercare services) for substance use disorders & 3.5.2: Harmful use of alcohol, defined according to 
the national context as alcohol per capita consumption (aged 15 years and older) within a calendar year, 
in liters of pure alcohol. [49]  
 
In May 2010, a Global strategy to reduce the harmful use of alcohol was adopted by 193 Member States 
of the WHO, in the WHA, with the vision of “improved health and social outcomes for individuals, families 
and communities, with considerably reduced morbidity and mortality due to harmful use of alcohol and 
their ensuing social consequences”. In order to ensure the success of this strategy, a 2022-2030 
Strategy was adopted at the 75th WHA.  [50]  
 
Youth 
When an individual under the legal age drinks alcohol, it is referred to as underage drinking. It constitutes 
a serious threat, while at the same time being deeply rooted in the culture. More youth consume alcohol 
than smoke or use illicit drugs. By 18 years, more than 70% of teens have had at least one alcoholic 
drink in their lifetime. 40% of adults, who started drinking before the age 15, have shown clear evidence 
of alcohol dependence.  Society along with youth can collaborate together to create a community where 
young people can grow up and flourish, while feeling positive about themselves, without alcohol 
consumption. Members of the community should deliver the message that underage drinking is not safe. 
Youth can learn about the harm of alcohol consumption. They can change how they and others think 
about drinking. [51] 
 
Medical Education 
Primary health care has long been seen as an appropriate setting for promoting individuals’ and 
communities’ health. [52] General practitioners (GPs) are ideally placed to prevent and manage alcohol 
misuse. [53] Several preventive approaches such as screening and brief intervention have emerged as 
cost-effective preventative actions for alcohol misuse. Therefore, these methodologies that might be or 
are currently included in medical practice. [54]  
 
The importance and characteristics of substance abuse as a mainstream medical illness warrant a place 
in medical curricula for screening and management. [55] Medical education is the training in which it is 
ensured physicians will acquire the competencies, skills and aptitudes to allow them to practice in a 
professional setting. [56] Despite the frequency and consequences of hazardous substance use, medical 



 
 

 
 

education in this area is insufficient, leaving physicians without the competence they need to successfully 
handle one of the most frequent and costly health problems. [57-59] 
 
As medical education does not end until the retirement from active practice, techniques and 
methodologies might still be learnt during different professional stages of the medical profession. Low 
screening and intervention rates have been linked to a lack of training and low clinician self-efficacy, 
according to research. [56,60] Teaching about unhealthy substance use can be incorporated into internal 
medicine and primary healthcare residency training and would be beneficial to do so, given the burden of 
disease and the effective therapies that can be delivered to patients by internal medicine and general 
physicians. [59,61,62] 
 
While there have been improvements regarding including alcohol and other drug abuse in medical 
curricula for the past decades, some topics are rarely included in the formal curriculum, and future 
reforms to medical education should address these. [57,63] There is evidence of an improvement of 
students’ knowledge when shifting from an old-based to a new undergraduate core curriculum on alcohol 
use disorders. [64] 
 
Advocacy against Alcohol Consumption 
To conclude, several effective measures, against excessive alcohol consumption, exist such as those 
recommended by the CDC including regulation of alcohol outlet density, increasing alcohol Taxes, 
commercial host liability, maintaining limits on days and hours of sale, electronic screening and brief 
Intervention, in addition to enhanced enforcement of laws prohibiting sales to minors.[65] In addition, the 
WHO has an effective list of NCD best buys, including those relevant to reducing harmful use of alcohol 
such as “ 

 Increase excise taxes on alcoholic beverages 

 Enact and enforce bans or comprehensive restrictions on exposure to alcohol advertising (across 
multiple types of media) 

 Enact and enforce restrictions on the physical availability of retailed alcohol (via reduced hours of 
sale) 

 Enact and enforce drink-driving laws and blood alcohol concentration limits via sobriety 
checkpoints 

 Provide brief psychosocial intervention for persons with hazardous and harmful alcohol use 

 Carry out regular reviews of prices in relation to level of inflation and income 

 Establish minimum prices for alcohol where applicable 

 Enact and enforce an appropriate minimum age for purchase or consumption of alcoholic 
beverages and reduce density of retail outlets 

 Restrict or ban promotions of alcoholic beverages in connection with sponsorships and activities 
targeting young people 

 Provide prevention, treatment and care for alcohol use disorders and comorbid conditions in 
health and social services 

 Provide consumer information about, and label, alcoholic beverages to indicate, the harm related 
to alcohol.” [66] 
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