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Executive Summary
Although epidemiological evidence about alcohol as a major contributor to trauma, social disruption and chronic disease
is mounting, the impact in Canada is not widely known, even in public health circles. Both patterns and levels of
consumption contribute to societal costs. In terms of the burden of illness at the population level, the impact of alcohol is
next after tobacco. Health and enforcement costs outweigh provincial/territorial revenues from alcohol in almost all
provinces and territories.
Tackling major health and social problems such as the problematic use of alcohol requires a combination of leadership,
persistence, resources and a broad base of support at all levels (Anderson Chisholm & Fuhr, 2009b; Giesbrecht et al., 2006;
Casswell & Thamarangsi, 2009; WHO, 2010). The public health community needs to become fully engaged to raise
community awareness of the problems associated with alcohol sales and distribution, advocate for provincial- or
territorial-level initiatives, and foster support in community coalitions for inclusion of alcohol as a risk factor for injuries,
violence and chronic disease. At the same time, the public health community can mobilize chronic disease alliances and
encourage disease-specific non-governmental organizations (NGOs) to become leaders on this topic and to increase their
capacity to deal with this issue.
Robust and effective strategies require coordinated, multi-sectoral actions. While public health professionals have a key
role to play in many interventions, other strategies also require the expertise of politicians, law enforcement personnel,
provincial and municipal government officials, and the cooperation of alcohol retailers and licensing agencies (Babor et
al., 2010; Office of the BC Provincial Health Officer, 2008; Giesbrecht et al., 2011). Skill-building and training of public
health professionals are essential components, including increased knowledge not only concerning the damage from
alcohol and the risks involved, but also about which interventions are effective and feasible at the local, provincial and
federal levels, and how to initiate change (Giesbrecht et al., 2006).
Governments need to take a cross-departmental approach (e.g., health, finance and liquor control functions in a
provincial government) in setting alcohol policies to achieve a better balance between revenue generation and a reduction
in public health and safety impacts. Effective policies are needed to regulate access and overall consumption, and thereby
reduce high-risk drinking linked to trauma, social problems and chronic diseases (Babor et al., 2010).
There is strong epidemiologic support for engaging on this public health issue, and there are specific evidence-based
interventions that can be promoted, implemented and monitored (Anderson et al., 2009b; Babor et al., 2010; Popova et
al., 2009; Wagenaar et al., 2009). Governments, public health agencies and other stakeholders need to take proactive and
comprehensive approaches in order to build community support for an effective public health response.
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Recommendations for a Multi-dimensional and Comprehensive Response
Based on Best and Promising Practices
Population-based Policies and Interventions
Implementing alcohol

CPHA calls on the federal, provincial and territorial governments to take action to

pricing policies

implement alcohol pricing strategies to reduce the burden of alcohol-related harms.
The federal government should:
• adjust federal excise duties on all alcohol products to the Consumer Price Index and
apply federal excise duties based on alcohol content so that taxes would increase
proportionally as alcohol content increases.
Provincial/territorial governments should:
• establish a system of alcohol pricing based on the percentage of absolute alcohol in a
standard drink such that the higher the alcohol content, the higher the price. This
pricing system should be indexed annually to the Consumer Price Index to keep
alcohol from becoming cheaper relative to other goods in the marketplace.
• establish a minimum reference price for retail sales (e.g., minimum of $1.50 per
standard unit drink) and a minimum reference price for licensed establishments (e.g.,
minimum of $3.00 per standard unit drink). Reference prices should be adjusted
periodically to the Consumer Price Index.
• ensure that pricing at establishments such as U-Brew and U-Vin are consistent with
the retail minimum reference price.
• establish a provincial surtax on alcoholic beverages that are disproportionately
consumed by youth (e.g., alcoholic beverages with high sugar content and artificial
flavouring, large-volume beer containers).

Controlling physical and

CPHA calls on provincial and territorial governments to reduce the physical availability

legal availability

of alcohol.
Evidence-based and promising interventions include:
• undertaking a thorough review of retail outlet numbers and density, and of hours of
operation for licensed establishments, with the protection of public health and public
safety being a key objective of the review. There should also be a moratorium on new
retail outlets and on increases in hours of operation until these reviews are completed.
• not permitting the sale of alcohol in convenience stores. Jurisdictions where such
sales are already allowed should not permit further expansion of such sales.
• maintaining the legal age for alcohol use at 19 years of age or considering increasing
the legal age for alcohol use to 19 years of age in provinces/territories where it is
currently 18.
• ensuring compliance with the legal age for the purchase of alcohol with a valid piece
of personal identification; for example, British Columbia is now requiring two pieces
of personal identification and Nova Scotia is implementing electronic identification
verification systems.
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Recommendations for a Multi-dimensional and Comprehensive Response
Based on Best and Promising Practices
Population-based Policies and Interventions
Curtailing alcohol

CPHA calls on all three levels of government to restrict alcohol marketing and

marketing

sponsorship. This can be achieved by:
• restricting alcohol advertising, promotion and sponsorship incrementally, with the
ultimate goal to be restrictions similar to those currently in place for tobacco products.
• regulating all forms of alcohol marketing, for instance the use of the Internet and
social media promotions and product placement.
• exploring legal options for provincial/territorial restrictions on alcohol advertising,
promotion and sponsorship, including strengthening existing provincial regulations
on advertising by licensed establishments (e.g., allowing advertising of drink specials
and happy hours inside the venue only).

Regulating and

CPHA calls on provincial and territorial governments to enhance alcohol control

monitoring alcohol

systems based on preeminent public health and public safety interests by:

control systems

• maintaining present government control on the sale of alcoholic beverages.
• supporting liquor authorities to take a more balanced approach between financial
incentives and public health and public safety considerations.
Targeted Policies and Interventions

Countering drinking

CPHA calls on all levels of government to implement best practice measures to curtail

and driving

drinking and driving and reduce the recidivism of alcohol impaired driving.
Federal government should consider:
• requesting Transport Canada to study the possibility of including alcohol ignition
interlock device or the emerging technology of Driver Alcohol Detection System for
Safety (DADSS) in the safety standards governing the manufacturing of road vehicles
sold in Canada.
Provincial/territorial governments should consider:
• changing motor vehicle acts to implement and/or increase the length of
administrative sanctions (i.e., immediate road side suspensions) for drivers whose
blood alcohol level is between .05 and .08.
• requesting that public prosecutors be more severe in their recommendations to the
courts regarding sentences that apply to repeat offenders. increasing sobriety check
points and investing in building the knowledge and skills about impaired driving
enforcement tactics among front-line police staff.
• implementing effective social marketing and media campaigns to assist in increasing
public awareness and visibility of the sobriety checkpoints.
• developing and implementing strengthened graduated licensing for novice drivers in
provinces/territories. Restrictions should apply to any new driver obtaining a license,
whose BAC while driving must be 0.0 for a period of five years after obtaining one’s
license.
• implementing offender-pay alcohol ignition interlock programs for individuals found
guilty of impaired driving.
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Recommendations for a Multi-dimensional and Comprehensive Response
Based on Best and Promising Practices
Targeted Policies and Interventions
Changing the drinking

CPHA calls on the provincial and territorial governments to change the drinking

context

context by:
• adopting risk based licensing for licensed establishments.
• ensuring that their alcohol regulatory authorities have appropriate capacity for
adequate active enforcement compliance checks of on-premise laws, over-service and
minimum age restrictions, along with strengthened and more timely sanctions for
non-compliance by operators.
• ensuring that their jurisdiction has an evidence-based bar safety and responsible
service training program and that this training is conducted by government or thirdparty agencies.
• requiring training of owners, managers and staff as a condition of licensing/relicensing. Frequency of re-licensing should be guided by evidenced-based best
practices and risk assessment of the establishment type. In addition, there should be
mandatory re-licensing for owners, managers, and staff of licensed establishments
that have failed inspections and/or received notifications of regulatory violations.

Educating and promoting

CPHA calls on all levels of government to implement education and behaviour change

behaviour change

strategies that are found to be effective when used in combination with other alcohol
control measures. Education and behaviour change strategies should be focused on
changing social norms, not simply disseminating information, and must be part of a
comprehensive strategy.
Federal, provincial and territorial governments need to:
• ensure education and behaviour change strategies are appropriately evaluated for
their impact and that only those strategies with proven effectiveness be implemented;
• fund social marketing campaigns to denormalize the acceptability of harmful alcohol
use in society, as part of a comprehensive alcohol strategy.
• consider the use of mandatory health warning labels (HWL) including information
referencing the new low-risk drinking guidelines for Canadians in combination with
other marketing and population-based interventions.
CPHA calls on all levels of government, NGOs and professional organizations to
collaborate in the dissemination of the new low-risk drinking guidelines for Canadians,
which have emerged from the National Alcohol Strategy Advisory Committee and will
replace the four or more official sets of guidelines currently in use across the country. It
will be especially important that their dissemination is combined with other
population-based interventions.
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Recommendations for a Multi-dimensional and Comprehensive Response
Based on Best and Promising Practices
Targeted Policies and Interventions
Increasing access to

CPHA calls on the provincial and territorial health systems, NGOs and professional

screening and brief

associations to:

interventions

• increase capacity for screening and brief intervention for at risk drinking in both
primary health care and emergency room settings;
• increase capacity for screening and counselling women of childbearing age and
pregnant women according to SOGC guidelines.
• ensure adequate capacity for community-based and inpatient treatment for both
harmful drinking and alcohol addiction.
Cross-cutting Activities – Surveillance, Research and Knowledge Exchange
and Skills Building
Below is a list of foundational activities necessary to support work in advancing
population-based and targeted policies and interventions.

Surveillance and Research

CPHA calls on federal and provincial/territorial governments to:
• increase their emphasis on continuing the development of a comprehensive and
sustainable epidemiological surveillance system at federal/provincial/territorial levels,
for major changes in access to alcohol, alcohol consumption patterns, and alcoholrelated disease, injury and social outcomes and economic costs;
• increase their support of alcohol research and knowledge exchange activities in order
to develop, disseminate and implement evidence-based strategies to reduce alcoholrelated harms.

Knowledge Exchange

CPHA calls on the public health community to build capacity to respond to alcohol as a

and skills building

public health issue by:
• creating a community of practice in the CPHA Knowledge Centre TM to support
knowledge exchange;
• working together to build the capacity of health workers by developing alcohol
prevention/control continuing learning opportunities for both public health and
other health professionals.
CPHA calls on post-secondary educational institutions to include comprehensive
information on both the population and individual impacts of harmful patterns of
alcohol use in the core curricula of their undergraduate health programs, and expand
the training on alcohol issues in medicine and nursing programs, as well as graduate
public health programs.

CPHA Position Paper

Too High a Cost: A Public Health Approach to Alcohol Policy in Canada

ix

x

Too High a Cost: A Public Health Approach to Alcohol Policy in Canada

December 2011

Introduction

alcohol (Rehm et al., 2009a). In some countries in the

The purpose of the CPHA position statement on alcohol is

Americas, the burden from alcohol is now higher than

to mobilize the public health community to respond to

that from tobacco and ranks first (Monteiro, 2007). This

the growing burden of health and social problems

could also be experienced in the future in Canada, as

associated with alcohol consumption in Canada. The

tobacco use and the impact of second-hand smoke

background statement first outlines the harms and social

decrease due to effective policy interventions, and as

costs caused by alcohol and how these are evident in

alcohol consumption rises (Health Canada, 2003; Rehm et

different contexts, settings and sectors of the Canadian

al., 2006a). According to projection based on current

population. Based on a review of the evidence, it then

trends, it is expected that alcohol-caused hospitalization

provides a combination of population-based and targeted

rates in British Columbia will overtake tobacco-caused

policies and interventions that can be selected by public

hospitalization rates around 2013 – as is indicated in the

health communities to effectively reduce the harm caused

trend lines in Figure 1 below.

by alcohol. The statement is consistent with the new
WHO Global Alcohol Strategy that Canada signed in 2010.

Figure 1.

B.C. hospitalization rates caused by alcohol
use vs. tobacco use

The information and recommendations presented in this
paper are based on the evidence from more than 12
existing literature reviews. These are listed in Appendix A.
For topics not covered in these major international
reviews, additional evidence was sought out to support the
perspectives and recommendations presented.

Alcohol related harms and
social costs in Canada

Source: BC Centre for Disease Control and University of Victoria, 2010

From a population health perspective, there are multiple

The economic costs related to alcohol are

compelling reasons for the public health community to

significant.

respond to the health and social costs related to alcohol.

Alcohol creates a significant burden of health and social
costs. For example, the estimated total direct and indirect

Alcohol is the second leading risk factors for

costs of alcohol in Canada, based on 2002 data, were $14.6

death, disease and disability.

billion, with over $7.1 billion as indirect costs due to

The World Health Organization’s (WHO) study of the

productivity losses, $3.3 billion in direct costs to health

burden of disease indicates that alcohol ranks second out

care, and $3.1 billion in direct costs to law enforcement

of 26 risk factors for death, disease and disability

(Rehm et al., 2006a). By comparison, the estimated total

(measured in Disability Adjusted Life Years), with only

costs of tobacco use in 2002 were $17 billion (Rehm et al.,

tobacco causing more harm in high-income nations like

2006a).

Canada (WHO, 2011; WHO, 2009a; Rehm et al., 2009a).
This places the burden from alcohol higher than that from

Alcohol is associated with injuries, trauma,

other health risks, including, overweight and obesity,

violence and social disruptions.

physical inactivity, illicit drug use, unhealthy diet and

A number of studies have examined how others are often

others (WHO 2011). Globally, and in Canada, alcohol’s net

injured or killed as a result of drink-driving (Giesbrecht et

effect is negative.

al., 2010; Laslett et al., 2010). In 2009 in Canada, 884
persons died in an alcohol-related crash, defined as one in

After subtracting out the beneficial influences of alcohol,

which at least one driver of a road motor vehicle had been

approximately 3.8% of global deaths and 4.6% of

drinking (Traffic Injury Research Foundation of Canada,

Disability Adjusted Life Years (DALY) are attributable to

2011). While 69.3% of drink-driving fatalities occurred in
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the driver, 18.0% of fatalities involved other vehicle

Beyond cirrhosis of the liver, chronic diseases include, but

occupants and 12.4% were pedestrians (Traffic Injury

are not limited to, breast, mouth, throat, larynx,

Research Foundation of Canada, 2011).

oesophagus, liver and colorectal cancers (IARC, 2007; Baan
et

al.,

2007;

Marmot,

2007;

WHO,

2011),and

The relationship between alcohol and harm to others is

gastrointestinal diseases and cardiovascular disease (Rehm

evident not only with regard to drinking and driving, but

et al., 2009a, 2010; Corrao et al., 2004). Further, alcohol

also in areas such as interpersonal violence and sexual

consumption is associated with infectious diseases. Heavy

assault (Greenfeld & Henneberg, 2000; Abbey et al., 2004).

drinkers are likely to have elevated risks of HIV (Bryant et

Injuries and trauma related to alcohol use include fires,

al., 2010; Scribner et al., 2010) and tuberculosis (Rehm et

falls and drowning, as well as assaults such as intimate

al., 2009b), due in part to living conditions and the

partner violence, child abuse, and sexual abuse (Rehm et

negative impact of alcohol use on social arrangements and

al, 2006b). Alcohol contributes to a substantial percentage

access to services (Møller et al., 2010).

of suicides (Laliberté, 2009; Mann et al., 2006; Ramstedt,
2005), other examples of deliberate self-harm (Haw et al.,

In addition, there is extensive evidence of the role that

2005; Ogle et al., 2008) such as interpersonal violence and

heavy drinking plays in mental health and social

victimization, including family violence, relationship and

problems. Mental health conditions may stimulate heavy

financial problems (Browning & Erickson, 2009; Canadian

drinking, and heavy drinking may make it difficult to

Centre on Substance Abuse & Health Canada, 2004;

attain remission from depression (Olgiati, 2007).

Cherpitel et al., 2010). Problematic alcohol use also
contributes to lost labour productivity due to absenteeism

Alcohol interacts with other risk factors and

(Adrian, 1988; Cook, 2007).

substantially elevates health risks.
Alcohol interacts with other risk factors and conditions,

In the 2004 Canadian Addiction Survey, 33% of all

including, for example, tobacco use, unhealthy diet, and

respondents reported that in the past year, they had

physical inactivity resulting in elevated health risks. For

experienced one or more types of harm resulting from

certain types of cancer, a combination of drinking and

drinking by others. This survey was conducted with a

tobacco smoking will lead to risk levels that are

representative population aged 18 and older (N=13,328).

considerably higher than those found among drinkers

They were asked if they had experienced disruption or harm

who do not smoke, or smokers who do not drink (Zeka et

as a result of the drinking of others. Disruption or harm

al., 2003). Similarly, the combination of drinking and

included insult or humiliation, family or marriage

obesity increases the rates of liver, mouth and throat

problems, serious arguments or quarrels, verbal abuse, being

cancers (Marrero et al., 2005; Riedel et al., 2003). In

pushed or shoved, and being hit or physically assaulted in

combination with other illicit or prescription drugs,

the year prior to the study (Kellner, 2005). The 2008 data

alcohol increases renal failure (Del Ben et al., 2004),

from Nova Scotia (aged 15 and older) and 2006 data from

reduces liver function (Igboh et al., 2009), and decreases

Ontario (aged 18 and older) illustrate similar patterns (Focal

cognitive function in people living with HIV (Green et al.,

Research Consultants, 2008; Ialomiteanu & Adlaf, 2007).

2004). Research has shown that smoking, heavy episodic
drinking, illicit drug use, obesity, and psychological

Alcohol is a major risk factor for chronic diseases

distress are often nested within the same individuals,

and cancers.

compounding health outcomes and harms experienced

The popular perception is that damage from alcohol is

(Coulson et al., 2010; Paglia-Boak et al., 2009).

primarily related to drinking and driving, Fetal Alcohol

2

Spectrum Disorder (FASD) and alcohol dependence

Fetal Alcohol Spectrum Disorder (FASD) is a

(alcoholism); however, there is substantial and growing

leading known cause of developmental disability

evidence that alcohol contributes to many chronic

in Canada.

diseases, trauma and social problems (Babor et al., 2010).

Alcohol use by women of childbearing age is a growing

Alcohol consumption is related to over 60 health

concern in Canada (PHAC, 2011). Alcohol is a known

conditions (Rehm and Monteiro 2005).

teratogenic substance, and the term fetal alcohol spectrum
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disorders (FASD) describes the range of harms caused by

Early use of alcohol and solvents by Aboriginal youth

prenatal exposure to alcohol. These include physical

between eight and 15 years of age is strongly associated

anomalies, growth retardation and central nervous system

with increased suicide attempts and success, and a high

damage with neurodevelopmental, behaviour or cognitive

proportion of suicide attempts occur while under the

anomalies (Chudley et al., 2005). FASD results in life-long

effects of alcohol (Laliberté, 2009).

disabilities affecting many spheres of the individual life:
mental health problems, disrupted school experience,

Youth all across Canada are at risk of alcohol-related harm.

trouble with the law, inappropriate sexual behaviour,

They are particularly at risk for the short-term impacts of

alcohol and drug problems, and dependant living and

alcohol such as falls, date rape and other assaults, and

problems with employment during adulthood (Streissguth

injuries and deaths caused by impaired driving (Canadian

et al., 2004). These carry an important burden to the

Centre on Substance Abuse, 2007). The effect of drinking

individuals, the families, the communities and the society

on mortality and morbidity is larger for youth than adults.

as a whole.

People aged 15-29 years of age experience 33.6% of
alcohol-attributable disability-adjusted life years (DALYs),

Alcohol contributes to health inequities.

compared to 22.0% in the 45-59 age group. Deaths

The negative impacts of high-risk drinking cross all sectors

attributable to alcohol are also increased in this age group

of the population (Giesbrecht et al., 2010), yet they exert

due to an increased incidence of motor-vehicle crashes

an even greater burden on certain populations such as

(Rehm et al., 2009a).

youth (Rehm et al., 2009a), First Nations, Inuit and Métis
people of Canada (Alcohol Policy Network, 2006), and

The relationship between alcohol and inequity is complex.

people who are homeless (Hwang, 2006) or otherwise

There are likely many factors that contribute to higher

living in poverty (Rehm et al., 2009b).

burden of alcohol-related harm in specific population
groups and groups of low socioeconomic status; an

At the population level, alcohol consumption tends to be

extended discussion is beyond the scope of this paper. The

related to accessibility, so that those with higher

WHO’s publication on “Equity, social determinants and

disposable income or socio-economic status are likely to

public health programs” treats specifically the question of

drink more (Demers and Kairouz, 2003). However, the

alcohol. It speaks to these realities and the need for

inverse seems to be the case with regard to alcohol-related

comprehensive strategies aimed both at high-risk groups,

harm, deaths attributable to alcohol being more common

such as youth, and the population as a whole, with

in lower than higher socioeconomic groups in studies

attention to the role of social determinants of health in

conducted in different countries (Schmidt et al., 2010). A

addressing health inequities (Blas and Kurup, 2010).

review of stigma, social inequality and alcohol and drug
use indicated that marginalization increases the harm for a

There are population-wide misunderstandings

given level of use (Room, 2005). More research is needed

about the health benefits versus the damage from

to describe and understand this issue of socioeconomic

drinking alcohol.

inequities and alcohol related harms (Schmidt et al.,

There is extensive research showing that small amounts of

2010).

alcohol consumed on a regular basis by middle-aged adults
has specific but limited health benefits, such as reduced

In Canada’s Aboriginal population, increased alcohol-

risk of cardiovascular disease or type two diabetes (Puddy

related harms are compounded by the history of

et al., 1999; Babor et al., 2010). It should be noted that

oppression of Aboriginal peoples and the early Aboriginal

these potential benefits from alcohol do not apply to

alcohol regulation under the Indian Act. This concern

youth or young adults, and can be achieved by other

continues: in 2003 alcohol was considered to be an

means among older adults. Furthermore, the potential

attributable cause in 80% of suicide attempts and 60% of

benefits involve only modest amounts of alcohol of one or

violent episodes, even though the alcohol abstention rate

two “standard drinks” per day, or even less for women

among First Nations is twice that of the rate in the general

(Butt et al, in press). Any instance of heavy episodic

Canadian population (Assembly of First Nations, 2007).

drinking reduces or erases these potential benefits (Rehm
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et al., 2010). Although there may be health benefits of

Current Drinking Patterns

moderate alcohol intake related to ischemic heart disease

Alcohol production and retailing involve many

and diabetes, these gains may be offset by the negative

occupations, produce many jobs, and generate substantial

effects the same amount of alcohol can have on the risk

income for individuals, businesses, and governments. The

for cancer and other conditions such as hypertension, liver

consumption of alcohol in moderate quantities provides a

cirrhosis, injuries and violence (Babor et al., 2010; Rehm et

valued complement to meals and many social occasions.

al., 2010; Corrao et al, 2004). For many chronic diseases,

Alcohol is a popular, increasingly ubiquitous substance in

the threshold for health risk appears to be around one to

society.

two standard drinks a day over an extended period (Babor
et al., 2010; Rehm et al., 2010). This is the same drinking

Most adult Canadians currently drink alcohol. In 2010,

range at which there are some cardiovascular benefits for

77.0% reported drinking in the past year, while 23% were

older adults. The low-risk drinking guidelines were

abstainers – either former drinkers or lifetime abstainers

developed by carefully balancing the risks and benefits of

(Health Canada, 2011).

alcohol. They can help clarify the misunderstanding about
quantity and frequency of alcohol consumption to

In 2010, per capita sales of alcohol totalled 8.2 litres of

minimize risk associated with alcohol use.

pure alcohol* per person aged 15 years and over in
Canada, an increase of 13% compared to 1996 with per

Curtailing alcohol consumption result in a decline

capital sales totalling 7.2 litres (Statistics Canada, 2011a).

in alcohol related damage
Studies from Europe, Canada and the United States, have

At-risk and heavy drinking are more common

demonstrated that liver cirrhosis mortality rates rise and

In order to define levels of drinking which carry low

fall in the population with the overall rate of alcohol sales

health and social risks for the average drinker, new low-

in the jurisdiction (Ramstedt, 2003; Ye & Kerr, 2011).

risk drinking guidelines for Canadians were released in

Other research analyzing natural experiment designs have

November 2011 (Butt et al., 2011). The guidelines propose

shown that both trauma and chronic problems decline

daily and weekly limits for people who choose to drink

during periods of restricted access to alcohol, such as

and describe different situations where it is recommended

during strikes by workers in retail outlets (Babor et al.,

not to drink. They recommend that men drink no more

2003, 2010). In other words, even if there are numerous

than three standard drinks† per day and no more than 15

other factors that contribute to generating the damage

standard drinks per week. Women should not to exceed

from alcohol, when overall consumption is curtailed or

two standard drinks per day, and 10 per week. For health

declines, there is typically a decline in alcohol-related

and safety reasons, it is important to respect upper limits

damage. A very large proportion of the alcohol consumed

of no more than four standard drinks in one day for men

in Canada is accounted for by those drinking above low-

and three standard drinks for women. Drinking at these

risk drinking guidelines. Thus, reducing hazardous

upper levels should only happen occasionally, always be

drinking (i.e. above low-risk guidelines) will decrease

consistent with weekly limits specified earlier, and be

overall population consumption, and the concomitant

accompanied by other measures to avoid putting oneself

alcohol-related problems.

or others at risk.
According to a survey done by Health Canada in 2009,
12.7% of Canadians aged 15 and older had exceeded the

* According to Statistics Canada, “A liter of absolute alcohol is a
liter of pure alcohol, free of water. The volume of sales of alcoholic
beverages in liters of absolute alcohol is calculated by multiplying
the sales volume by the percentage of alcohol content.” (Statistics
Canada, 2009).
† In Canada, one standard drink contains 13.6 g or 17 ml of pure
alcohol: wine (12% alcohol) = 5 oz/142 ml, spirits (40% alcohol) =
1.5 oz/43 ml, and regular strength beer (5% alcohol) = 12 oz/341
ml.
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daily or weekly low-risk drinking guidelines in the past

on alcohol (alcoholics) in 2002. This represented

week. The proportion was 16.4% for men and 9.3% for

approximately 641,000 people (Tjepkema, 2004).

women (Health Canada, 2010). This represents an
estimated 3.29 million Canadians who had drunk daily or

Adolescent drinking is a cause for concern

weekly quantities of alcohol above low risk drinking

Another area of concern is adolescent drinking. Compared

guidelines in the week prior to the survey.

to adults, adolescents experience greater harms from their
use of alcohol (Adlaf et al., 2005). A large proportion of

In Canada and elsewhere, heavy episodic drinking is

youth under the minimum legal drinking age drink

defined as drinking five or more standard drinks on a

alcohol. In addition, the use of alcohol significantly

single occasion for men and four or more for women. This

increases with school grade. According to multiple school

drinking pattern is associated with an increased risk of

surveys conducted in various Canadian provinces, the

health and social harms (Babor et al., 2010). In a survey

percentage of students in grades seven to 12 who have

conducted in 2009-2010, among drinkers 15 years old and

consumed alcohol during their lifetime varies between

over, 31.1% of men and 20.9% of women reported heavy

51.6% and 70% (Young et al., 2011). The proportion of

episodic drinking at least monthly in the past year

Grade 12 students who have consumed alcohol during

(Statistics Canada, n.d).* Between 2003 and 2009-10, there

their lifetime varied between 77.3% and 91%. The

was a statistically significant increase of 13.8% in monthly

consumption of five or more drinks on one occasion in

heavy episodic drinking in women, but no statistically

the past month is reported by approximately half of Grade

significant change for men. However, over this same time

12 students in Canada. On the other hand, the percentage

interval, there was a significant increase in monthly heavy

of adolescents aged 12 to 17 who had at least one

drinking patterns in men aged 25-34 and 45-64. Among

alcoholic drink in the past year declined between 2001

women, the highest overall increase was in those aged 25

and 2010 (Statistics Canada, 2011b).

to 34 and 45 to 54, where the increases were respectively
39% and 45% (Statistics Canada, n.d). Finally, 2.6% of

The mean age of initiation was 15.6 years (Canadian

Canadians aged 15 or older were classified as dependent

Centre on Substance Abuse & Health Canada, 2007). In
Nova Scotia, the age of initiation has been decreasing over

* Since the Canadian Community Health Survey (Statistics Canada,
n.d.) defines heavy episodic drinking as five or more drinks on
one occasion for both men and women, the Canadian Center on
Substance Abuse used data from three national surveys (Canadian
Addiction Survey, 2004, CADUMS 2008 and CADUMS 2009) to
determine an average conversion factor between the monthly 5
or more drinks and 4 or more drinks for women. This conversion
was applied to the CCHS data to generate the yearly proportions
of risky drinking for women (CCSA, unpublished data).
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time and is currently12.9 years (Poulin et al., 2007), but
has been increasing in Ontario over the past decade
(Paglia-Boak et al., 2009). Early initiation, prior to the age
of 15, is correlated with increased risk of dependence and
other harms into adulthood (Grant et al., 2001; Komro et
al., 2010).
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Contrasting Trends

increase results from longer selling hours for both on-

There are two countervailing developments to consider

premise and off-premise outlets and the introduction of

when thinking about the increase in alcohol consumption

Sunday sales for off-premise outlets (Giesbrecht, 2000,

since the mid-1990s. On the one hand, there is increasing

2006). Meta-analyses and special studies have shown

access to alcohol, extensive integration of drinking into

strong and persistent links between low alcohol prices and

many social contexts and settings, and societal tolerance

overall consumption and damage from alcohol (Wagenaar

of high-risk drinking especially among young adults. On

et al., 2009; 2010; Cook, 2007). Unfortunately, alcohol

the other hand, there are international, national and

pricing regimes are not directed at curtailing overall sales

provincial alcohol-specific initiatives that seek to promote

(Thomas, forthcoming). These arrangements include real

policies and prevention strategies to reduce the burden

prices that do not keep pace with the cost of living,

associated with alcohol.

especially for wines and spirits sold in stores (Statistique
Canada, 2011y). In comparison, the retail price of tobacco

Increasing access to alcohol

products increased much more rapidly than the total

While the changes in access to alcohol go back to the post-

Consumer Price Index due to public policies addressing

war era in Canada (Room et al., 2006), it is in recent

tobacco consumption (Statistics Canada, 2011y). Other

decades that we have seen a convergence of several factors

factors include discount pricing, and having delisted

related to increasing access to alcohol. These include an

products priced below the minimum retail price

erosion of control systems, an increase in accessibility due

restrictions as set by provincial regulation (Thomas,

to increased density of sales outlets and/or more liberal

forthcoming). For example, a recent analysis of Ontario

selling days/times, prices that do not increase with

Beer Store and Liquor Control Board of Ontario (LCBO)

inflation, and high levels of marketing and promotion

web sites indicated that it was possible to obtain one

including the expansion of Internet and social network-

standard drink of domestic beer or wine or spirits for as

based marketing (Giesbrecht 2006; Giesbrecht et al. 2011).

little as $0.85 – which is equivalent to or less than the
price of a non-alcoholic soft drink or bottled water.

Provincial retail systems have either been changed entirely
from public to private, as in the case of Alberta in 1993, or

High exposure to advertising

to mixed models (private and public) as in British

There are several contributing factors for the increase in

Columbia, Ontario and Quebec. To our knowledge, no

alcohol consumption in Canada. Based on the

definitive evaluation has been done on the Alberta

international evidence, it would appear that high levels of

experience. However, several reports from British Columbia

marketing of alcohol, combined with easier access,

point to increased population risks associated with the

contributes to an increase in alcohol consumption (Babor

expansion of private alcohol outlets. A recent analysis of

et al., 2010; Popova et al., 2009; Stockwell & Chikritzhs,

British Columbia’s alcohol retailing system showed that in

2009; Anderson et al., 2009a; Jernigan, 2010).

areas where there was a greater increase in the number of
privately-run outlets, there was a greater increase in overall

In general, both government retailers and private

sales (Stockwell et al., 2009a). A subsequent study

retailers/producers of alcohol have a strong orientation to

examining local area mortality rates reported that rapidly

marketing and promotion of their products. These involve

rising densities of private liquor stores in British Columbia

in-store advertising, websites, billboards, newspaper inserts

from 2003 to 2008 were associated with a significant

and advertisements, television, radio and online

increase in rates of alcohol-related death (Stockwell et al.,

advertisements, ads on public transit vehicles, sponsorship

2011). Furthermore, there are indications that private

of sports and cultural events, and more recently, extensive

systems are not as persistent and effective as public systems

use of the Internet and social media (Jernigan, 2009).

in preventing sales to minors or intoxicated patrons

Taken together, these multi-media marketing messages

(Kendall, 2008; Miller et al., 2006).

reinforce a pro-social attitude about the consumption of
alcohol while disregarding the potential harmful

6

At the same time, there has been a gradual increase in

consequences (Anderson, Chisholm & Fuhr, 2009b; British

access to alcohol in most parts of Canada. This gradual

Medical Association, 2009; Morgenstern et al., 2011).
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According to recent reviews on the effects of alcohol

the burden of health and social costs from alcohol (WHO,

promotion, exposing young people to alcohol marketing

2002, 2009a, 2010; Rehm et al., 2009a), along with more

increases the likelihood of adolescents starting to drink

focused investigations.

alcohol and increases the amount consumed by those
already drinking (Smith and Foxcroft, 2009; Anderson et

In May 2010, the General Assembly of the World Health

al., 2009a). Not only the content of the marketing is

Organization (WHO) approved a Global Alcohol Strategy

important but also the amount of marketing to which

to reduce the harmful use of alcohol (WHO, 2010). The

young persons are exposed (Babor et al., 2010; WHO,

WHO strategy identifies a range of universal and targeted

2010) . Increasingly sophisticated techniques are used to

policy options, including those related to pricing policies,

promote alcohol products such as emails, short message

availability of alcohol, marketing of alcoholic beverages,

service (SMS), podcasting and social media. In this

drinking and driving countermeasures, and brief

context, a precautionary approach should be considered to

interventions.

protect them, according to WHO (2010). In a focus group
study from Nova Scotia, adolescents and especially parents

In the Americas, a report from the Pan American Health

expressed concerns about the impact of advertising that

Organization (PAHO) (Monteiro, 2007) outlined alcohol-

glamourizes drinking, particularly by young people.

related health and social problems and recommended ten

Participants had strong reservations about how alcohol is

policies for the Americas: (1) minimum age to legally

marketed, suggesting that current advertising is “dishonest

purchase alcohol; (2) restrictions on availability of alcohol;

and misleading” and “needs to be restricted” (Schrans et

(3) restrictions on off-premise sale; (4) prices and taxation;

al., 2009).

(5) drinking and driving legislation; (6) screening and brief
interventions for alcohol-related problems; (7) advertising

While this topic is worthy of a systematic investigation, a

and sponsorship; (8) alcohol-free environments; (9)

general impression is that in the past decade, the volume,

prevention and treatment; and (10) human resources

frequency and channels of marketing and advertising of

training. Currently, PAHO is developing an alcohol

alcoholic beverages has increased (Gordon, Hastings, &

strategy for its region. Outside our borders, the British

Moodie, 2010). Furthermore, since 1996 there has been an

Medical Association has demonstrated a strong interest in

erosion of controls on alcohol advertising in Canada

reducing the burden from alcohol in the United Kingdom

(Ogborne & Stoduto, 2006), including the Canadian

(British Medical Association, 2008).

Radio-television Telecommunications Commission (CRTC)
relinquishing direct day-to-day control of proposed

There have been several promising developments in

electronic alcohol advertising. Since then, Advertising

Canada. In 2007, a Canadian National Alcohol Strategy

Standards Canada, a marketing industry trade group,

(National Alcohol Strategy Working Group, 2007) has been

provides screening service of proposed advertising as

developed by the Canadian Centre on Substance Abuse,

requested by alcohol producers or advertisers (Advertising

Health Canada and other partners. Recent reports on

Standards Canada, 2011).

alcohol policy from Nova Scotia (Nova Scotia Department
of Health Promotion and Protection, 2007), British

Increasing number of international, national and

Columbia (Office of the BC Provincial Health Officer,

provincial alcohol-specific initiatives

2008) and Quebec (April et al., 2010) have recommended

In contrast to these developments, during the past decade

effective interventions. The main themes of these four

those working on alcohol policy issues have not been

reports show a significant convergence across the

inactive. In Geneva, Washington, Ottawa and several

jurisdictions with regard to prevention, with similar foci at

Canadian provinces, there are initiatives that draw on the

the national and provincial levels.

evidence of the damage from alcohol, including studies of

CPHA Position Paper

Too High a Cost: A Public Health Approach to Alcohol Policy in Canada

7

Recommendations for a
Multi-dimensional and
Comprehensive Response

CPHA calls on the federal, provincial and territorial
governments to take action to implement alcohol pricing
strategies to reduce the burden of alcohol-related harms.

Drawing on existing literature reviews and evaluations of

The federal government should:

programs and policies, the following evidence-based

• adjust federal excise duties on all alcohol products to

approaches should be considered as part of any

the Consumer Price Index and apply federal excise

comprehensive strategy to reduce the burden of alcohol

duties based on alcohol content so that taxes would

on society.

increase proportionally as alcohol content increases.

An effective public health response must be multi-

Provincial/territorial governments should:

dimensional, involving a combination of population-level

• establish a system of alcohol pricing based on the

policies and targeted policies and interventions.

percentage of absolute alcohol in a standard drink such

Population-based interventions are necessary to curtail

that the higher the alcohol content, the higher the

alcohol consumption and result in an overall reduction of

price. This pricing system should be indexed annually to

alcohol-related harms. These interventions have the

the Consumer Price Index to keep alcohol from

potential to contribute to the reduction of many chronic

becoming cheaper relative to other goods in the

and acute health and social problems, including trauma

marketplace.

and FASD. Targeted policies and interventions address

• establish a minimum reference price for retail sales (e.g.,

specific drinking situations, risk behaviours, contexts or

minimum of $1.50 per standard unit drink) and a

groups. Both levels of interventions need to be supported

minimum reference price for licensed establishments

by cross-cutting foundational elements such as ongoing

(e.g., minimum of $3.00 per standard unit drink).

surveillance and monitoring, as well as research and

Reference prices should be adjusted periodically to the

knowledge exchange in order to build capacity to reduce

Consumer Price Index.

alcohol-related social and health harms.

• ensure that pricing at establishments such as U-Brew
and U-Vin are consistent with the retail minimum
reference price.

Each jurisdiction needs to determine which

• establish a provincial surtax on alcoholic beverages that

interventions are feasible at their respective level

are disproportionately consumed by youth (e.g.,

and which combination of interventions will

alcoholic beverages with high sugar content and

effectively initiate change.

artificial flavouring, large-volume beer containers).

Controlling physical and legal availability
Population-based policies and interventions

Substantial international research demonstrates that high
density of outlets and extended hours and days of sale are

Implementing alcohol pricing policies

associated with high-risk drinking and alcohol-related

Several international projects linked with the WHO point

problems (Babor et al., 2010; Anderson et al., 2009b;

to alcohol pricing as the intervention with the strongest

Popova et al., 2009). For example, an increase in private-

empirical support and widest impact among more than 30

sector off-premise outlets in British Columbia was

interventions assessed. Raising the price of alcohol, using

associated with an increase in overall consumption

the policy levers of direct pricing or taxation, leads to

(Stockwell et al., 2009a) and an increase in alcohol-related

lower consumption and reduced trauma, social problems

mortality (Stockwell et al., 2011). It has also been shown

and chronic disease associated with alcohol use (Babor et

that raising the minimum legal drinking age to 19 would

al., 2010). A meta-analysis published in 2009, based on

reduce alcohol sales to minors, and would decrease the

over 112 studies, provides strong support for this

purchase of alcohol by students who are of age and who

intervention (Wagenaar et al., 2009).

pass it along to their under-age friends, thereby reducing
drinking-related problems among youth (Babor et al.,
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2010). In light of increasing access to alcohol in recent

restrictions similar to those currently in place for

years, including dramatic increases in some jurisdictions

tobacco products.

(Stockwell et al., 2009a), a reduction in physical

• regulating all forms of alcohol marketing, for instance

availability is important, including controlling the

the use of the Internet and social media promotions and

number, density and hours of operation of retail outlets

product placement.
• exploring legal options for provincial/territorial

and licensed establishments.

restrictions on alcohol advertising, promotion and
CPHA calls on provincial and territorial governments to

sponsorship, including strengthening existing provincial

reduce the physical availability of alcohol.

regulations on advertising by licensed establishments
(e.g., allowing advertising of drink specials and happy

Evidence-based and promising interventions include:

hours inside the venue only).

• undertaking a thorough review of retail outlet numbers
and density, and of hours of operation for licensed

Regulating and monitoring alcohol control

establishments, with the protection of public health and

systems

public safety being a key objective of the review. There

A fourth intervention relates to alcohol retailing

should also be a moratorium on new retail outlets and

arrangements. Government-run retailing systems, while

on increases in hours of operation until these reviews

not flawless, have a stronger potential than private

are completed.

systems to prevent service to minors and intoxicated

• not permitting the sale of alcohol in convenience stores.

patrons due to the fact that staff are trained and the profit

Jurisdictions where such sales are already allowed

motive is not paramount with every sale (Office of the BC

should not permit further expansion of such sales.

Provincial Health Officer, 2008). In addition, density of

• maintaining the legal age for alcohol use at 19 years of age

outlet controls and price disincentives have been shown to

or considering increasing the legal age for alcohol use to 19

be effective at reducing consumption (B.C. Provincial

years of age in provinces/territories where it is currently 18.

Health Officer, 2008; Babor et al., 2010; Popova et al.,

• ensuring compliance with the legal age for the purchase of

2009), and are easier to implement and maintain under a

alcohol with a valid piece of personal identification; for

government-run system.

example, British Columbia is now requiring two pieces of
personal identification and Nova Scotia is implementing

There is international and national evidence in support of

electronic identification verification systems.

government-run alcohol retail systems as a means to
promote the public health response to alcohol (Stockwell

Curtailing alcohol marketing

et al., 2009b; Babor et al., 2010). A recent analysis of the

There is evidence that alcohol promotion contributes to

partial privatization of British Columbia’s alcohol retailing

the normalization of alcohol consumption, especially

system showed that in areas where there was a more

among young people (Jernigan, 2010). The current

dramatic increase in the private-run outlets, there was a

environment is saturated with increasingly sophisticated

greater increase in overall sales (Stockwell et al., 2009a).

alcohol

recently

Thus, increased privatization leads to increased sales,

recommended that the counties restrict the marketing of

increased consumption, and ultimately to increased

alcohol based on its likely contribution to increases in

alcohol problems in society. To reduce alcohol problems it

alcohol consumption. Restricting the marketing of alcohol

is therefore necessary to arrest the trend towards

products through advertising, promotion and sponsorship,

privatization of retail monopolies.

marketing

and

WHO

(2010)

as has been done for tobacco, is recommended as a policy
However, the positive benefits of government-run retailing

for controlling the harms from alcohol.

systems are greatly reduced if their primary mandate is to
CPHA calls on all three levels of government to restrict

generate revenue and they lose sight of public health and

alcohol marketing and sponsorship. This can be achieved by:

control obligations. Recognizing that many Canadian

• restricting alcohol advertising, promotion and

jurisdictions have committed to a private distribution

sponsorship incrementally, with the ultimate goal to be

system, in whole or in part, we strongly recommend that

CPHA Position Paper
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private systems also be closely regulated and monitored to

random and require the drivers to take a screening breath

ensure a preeminent public health interest, and that, in

test, and if positive, a confirmatory blood test (Babor et al,,

light of the international evidence (Anderson et al., 2009b;

2010). The latter practice is not allowed within the

Babor et al., 2010), there be no further privatization.

Canadian Criminal Code, where police must have a
reasonable suspicion before requiring testing. The aim of

CPHA calls on provincial and territorial governments to

sobriety checkpoints and random breath testing is to act as

enhance alcohol control systems based on preeminent

a deterrent by increasing the perception of the risk of

public health and public safety interests by:

being arrested. Both interventions are effective as long as

• maintaining present government control on the sale of

they are broadly implemented and rigorously enforced;

alcoholic beverages.
• supporting liquor authorities to take a more balanced
approach between financial incentives and public

above all, they need to be highly visible and publicized in
order to give the perception of a high likelihood of being
stopped by police and tested (Babor et al, 2010).

health and public safety considerations.
According to the best practice literature, several approaches

Targeted policies and interventions

can reduce recidivism related to alcohol-impaired driving,
including counselling plus license suspension and the use

Countering drinking and driving

of ignition interlock systems. In 2008, Nova Scotia

Extensive evidence supports a number of interventions

implemented an Alcohol Ignition Interlock Program that is

and policies for curtailing drinking and driving (Babor et

unique to these types of programs worldwide. Drivers

al., 2010). These include sobriety check points, random

considered at risk to re-offend and repeat offenders must

breath testing, lower legal blood alcohol concentration

participate in the program. Offenders receive six penalty

(BAC) limits, ‘zero tolerance’ for young drivers,

points and a suspension of driving privileges for a period of

administrative license suspension, and graduated licensing

six months. The offender’s vehicle is fitted with an ignition

for novice drivers (Babor et al., 2010).

interlock that prevents the car from starting if the offender
has any alcohol in his or her blood. The mechanism

In Canada the BAC limit as prescribed in the Criminal

gathers data that addictions counsellors review while they

Code is 80mg/100ml, while it is 50mg/100ml in many

provide ongoing therapy to the offender. Other alcohol

countries. Certain provincial jurisdictions issue

ignition interlock programs are also present in some other

administrative sanctions to drivers with BAC between 50

provinces.

and 79mg/100ml. The province of British Columbia has

10

implemented more stringent roadside penalties for drivers

While still in the developmental stages, Driver Alcohol

with blood alcohol limit over 0.05. Preliminary data

Detection System for Safety (DADSS) is seen as a potential

related to BC Immediate Roadside Prohibitions indicates a

tool for keeping drunk drivers from being able to operate

significant and sustained decrease in alcohol-related motor

their car if their blood alcohol concentration is at or above

vehicle fatalities. The results from the first 12 months of

the legal BAC limit. The technology could be voluntarily

data (October 2010 to September 2011) showed a 40%

installed as an option for new cars. One system under

decrease in fatalities, compared to the average for the same

evaluation determines the blood alcohol concentration

period the previous five years. There were 68 alcohol-

through a touch-based approach and another system uses

related motor vehicle fatalities between October 2010 and

a

September 2011, compared to an average of 113 alcohol-

Transportation, 2008). In the long term, technological

related motor vehicle fatalities for the same October to

deterrents such as alcohol interlock devices and DADSS

June time period for the previous five years (Office of the

have the potential to complement other public health

Superintendent of Motor Vehicles, 2011)

approaches for the prevention of drink-diving.

In sobriety checkpoints, police officers stop vehicles

CPHA calls on all levels of government to implement best

passing a road block to verify if the drivers might be

practice measures to curtail drinking and driving and

impaired, while in random breath testing, they stop cars at

reduce the recidivism of alcohol impaired driving.

breath-based
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Federal government should consider:

appropriate capacity for adequate active enforcement

• requesting Transport Canada to study the possibility of

compliance checks of on-premise laws, over-service and

including alcohol ignition interlock device or the

minimum age restrictions, along with strengthened and

emerging technology of Driver Alcohol Detection

more timely sanctions for non-compliance by operators.

System for Safety (DADSS) in the safety standards

• ensuring that their jurisdiction has an evidence-based

governing the manufacturing of road vehicles sold in

bar safety and responsible service training program and

Canada.

that this training is conducted by government or thirdparty agencies.

Provincial/territorial governments should consider:

• requiring training of owners, managers and staff as a

• changing motor vehicle acts to implement and/or

condition of licensing/re-licensing. Frequency of re-

increase the length of administrative sanctions (i.e.,

licensing should be guided by evidenced-based best

immediate road side suspensions) for drivers whose

practices and risk assessment of the establishment type.

blood alcohol level is between .05 and .08.

In addition, there should be mandatory re-licensing for

• requesting that public prosecutors be more severe in

owners, managers, and staff of licensed establishments

their recommendations to the courts regarding

that

have

failed

inspections

sentences that apply to repeat offenders.

notifications of regulatory violations.

and/or

received

• increasing sobriety check points and investing in
building the knowledge and skills about impaired

Educating and promoting behaviour change

driving enforcement tactics among front-line police staff.

There is ample research evidence to show that reliance on

• implementing effective social marketing and media

education alone will not reduce alcohol-related problems

campaigns to assist in increasing public awareness and

and costs. Most school-based programs do not demonstrate

visibility of the sobriety checkpoints.

a substantial impact on drinking behaviour or damage from

• developing and implementing strengthened graduated

alcohol (Babor et al., 2010; Giesbrecht, 2007), although

licensing for novice drivers in provinces/territories.

some intensive programs in universities are beginning to

Restrictions should apply to any new driver obtaining a

show some promise (Babor et al., 2010). Resources should be

license, whose BAC while driving must be 0.0 for a

redirected to those programs with a demonstrated positive

period of five years after obtaining one’s license.

impact, and, at the same time, education and persuasion

• implementing offender-pay alcohol ignition interlock

techniques should be oriented to increasing awareness of

programs for individuals found guilty of impaired driving.

population-level damage from alcohol and provide guidance
on the roles that citizens can play in reducing the harm

Changing the drinking context

from alcohol in their community (Giesbrecht, 2007).

There have been significant strides in understanding and
modifying the drinking context, including training

From a consumer perspective, there is also a “right to

programs (e.g. CAMH’s Safer Bars program) and house

know” about the health effects of alcohol, and the launch

policies relating to responsible beverage service training for

of national low-risk drinking guidelines for Canadians

licensed establishment staff and management to better

(Butt et al., 2011) is a welcome development. The

handle aggression, enhanced enforcement of laws and other

guidelines will be useful in combination with effective

legal requirements of on-premise sales, and legal precedents

control measures for reducing alcohol-related harms and

regarding server liability (Babor et al., 2010). Nevertheless,

costs (Wagenaar et al., 2009; Popova et al., 2009).

since many server training programs used in Canadian
jurisdictions have not been thoroughly evaluated, regular

Social marketing is a process that applies health

monitoring and quality control is needed.

promotion marketing principles and techniques to
influence target audience behaviours which benefit society

CPHA calls on the provincial and territorial governments

as well as the target audience. Social marketing can

to change the drinking context by:

contribute to population-level changes in behaviour if

• adopting risk based licensing for licensed establishments.

integrated within a comprehensive strategy.

• ensuring that their alcohol regulatory authorities have

Health warning labels (HWL) are used to offer directional
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information about drinking on beverage containers and

combination of several steps as noted in the Clinical

packaging. They tend to take the form of reminders about

Guide for Reducing Alcohol Risks and Harms (2010) and

general health risks associated with alcohol consumption,

outlined in a recent systematic review (Kaner et al., 2009).

health risks of drinking during pregnancy, and dangers of
drinking while driving or operating machinery. Labels may

The National Alcohol Strategy Advisory Committee

also include additional information, such as reference to

(NASAC) is developing web-based screening and brief

official low drinking guidelines and information on

intervention tools for physicians across the country. In

alcohol units or standard drinks.

addition to the evidence for the efficacy of screening and
brief intervention, research indicates that many patients

CPHA calls on all levels of government to implement

cut down on their drinking simply because they were

education and behaviour change strategies that are found

asked by their doctor about their alcohol use.

to be effective when used in combination with other
alcohol control measures. Education and behaviour

Evaluated online self-help tools to assess drinking are also

change strategies should be focused on changing social

available (Cunningham et al., 2009). These interventions

norms, not simply disseminating information, and must

can help reduce high-risk drinking (Kaner et al., 2009) and

be part of a comprehensive strategy.

are projected to have a substantial public health benefit in
reducing demand on health care and attendant costs

Federal, provincial and territorial governments need to:

(Anderson et al., 2009b).

• ensure education and behaviour change strategies are
appropriately evaluated for their impact and that only

In order to prevent FASD, a set of interventions is

those strategies with proven effectiveness be implemented;

recommended to health care providers including screening

• fund social marketing campaigns to denormalize the

for alcohol consumption before and during pregnancy and

acceptability of harmful alcohol use in society, as part of

brief interventions for women who engage in at-risk

a comprehensive alcohol strategy.

drinking. The Society of Obstetricians and Gynaecologists

• consider the use of mandatory health warning labels

(SOGC) has developed evidence-based clinical practice

(HWL) including information referencing the new low-

guidelines for screening and recording alcohol use, as well

risk drinking guidelines for Canadians in combination

as counselling women of child-bearing age and pregnant

with other marketing and population-based interventions.

women (SOGC, 2010).

CPHA calls on all levels of government, NGOs and

CPHA calls on the provincial and territorial health

professional organizations to collaborate in the

systems, NGOs and professional associations to:

dissemination of the new low-risk drinking guidelines for

• increase capacity for screening and brief intervention for

Canadians, which have emerged from the National

at risk drinking in both primary health care and

Alcohol Strategy Advisory Committee and will replace the

emergency room settings;

four or more official sets of guidelines currently in use

• increase capacity for screening and counselling women

across the country. It will be especially important that

of childbearing age and pregnant women according to

their dissemination is combined with other population-

SOGC guidelines.

based interventions.

• ensure adequate capacity for community-based and
inpatient treatment for both harmful drinking and

Increasing access to screening and brief

alcohol addiction.

interventions
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CPHA also recommends increasing access to brief

Cross-cutting activities - surveillance, research and

interventions so that all adult drinkers at risk potentially

knowledge exchange and skills building

can benefit. Brief interventions are intended for drinkers

Below is a list of foundational activities necessary to

who are at risk, but who do not meet the criteria for

support work in advancing population-based and targeted

alcohol use disorders – early intervention and treatment is

policies and interventions.

considered appropriate for the latter group. This involves a

Surveillance and Research
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CPHA calls on federal and provincial/territorial

Conclusion

governments to:

In summary, reducing alcohol-related harms and costs is

• increase their emphasis on continuing the development

an emerging and rapidly evolving issue which is

of a comprehensive and sustainable epidemiological

demanding attention from the public health community.

surveillance system at federal/provincial/territorial

As noted above, Canadian and international research has

levels, for major changes in access to alcohol, alcohol

shown that an increase in access to alcohol is associated

consumption patterns, and alcohol-related disease,

with both an increase in alcohol sales and alcohol-related

injury and social outcomes and economic costs;

harm. While there is much to be learned from the

• increase their support of alcohol research and

successes achieved by public health in tobacco use

knowledge exchange activities in order to develop,

reduction in Canada, alcohol is different product and will

disseminate and implement evidence-based strategies to

require innovative and specific responses. This statement

reduce alcohol-related harms.

provides a summary of both the compelling evidence for
action and the effective strategies required. Public health is

Knowledge Exchange and skills building

ideally situated in, and connected with, both local and

CPHA calls on the public health community to build

provincial governments to be able to instigate, influence

capacity to respond to alcohol as a public health issue by:

and lead a comprehensive approach to alcohol harm

• creating a community of practice in the CPHA

reduction so that the increasing burden of illness and costs

Knowledge Centre

TM

to support knowledge exchange;

• working together to build the capacity of health workers

to health and community safety can be ameliorated. This
is the “call to action”!

by developing alcohol prevention/control continuing
learning opportunities for both public health and other
health professionals.
CPHA calls on post-secondary educational institutions to
include comprehensive information on both the
population and individual impacts of harmful patterns of
alcohol use in the core curricula of their undergraduate
health programs, and expand the training on alcohol
issues in medicine and nursing programs, as well as
graduate public health programs.

CPHA Position Paper
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Glossary
AUDIT Scale – Alcohol Use Disorders Identification

symptoms that indicate a person has impaired control of

Test

psychoactive substance use and continued use of the

The AUDIT was developed by the WHO as a simple

substance despite adverse consequences”. It is roughly

method of screening for excessive and harmful drinking.

equivalent to the dependence syndrome of ICD-10. In the

The test consists of ten questions about the quantity and

ICD-10 context, the term dependence could refer generally

frequency of consumption and the consequences

to any of the elements in the syndrome. The term is often

experienced by the drinker. The numeric values assigned

used interchangeably with addiction and alcoholism.

to each answer are added to present a score. A total score
of eight or more is an indication of hazardous and harmful

Hazardous drinking / Hazardous use

alcohol use (Babor, Higgins-Biddle, Saunders, & Monteiro,

A pattern of drinking that increases the risk of harmful

2001).

consequences for the drinker, or others. Some would limit
the consequences to physical and mental health (as in

Blood Alcohol Concentration (BAC)

harmful

Sometimes also called the BAL (Blood Alcohol Level), it

consequences. Hazardous use refers to patterns of use that

represents the concentration of alcohol (ethanol) present

are of public health significance despite the absence of any

in blood. It is usually expressed as mass per unit volume;

current disorder (e.g., dependence) in the individual user.

e.g., milligrams per litre (mg/1). A concentration of 8 parts

The term is used currently by WHO but is not a diagnostic

per thousand would be expressed in legal terminology in

term in ICD-10.

use);

some

would

also

include

social

Canada as .08%, or
80 mg/100 ml. Legal limits differ by province and territory

Heavy episodic drinking (also referred to as binge

across Canada with administrative penalties most

drinking)

commonly set at 0.05% and criminal code penalty set at

Consumption five or more standard drinks on an

0.08%.

occasion. Some surveys use a different cut-off point for
males and females, where females are considered heavy

Disability Adjusted Life Years (DALYs)

episodic drinkers if they consume four or more drinks, and

A composite health summary measure that combines years

males five. Heavy episodic drinking is a pattern of use

of life lost (from life expectancy) to premature death with

often associated with a range of negative social, financial

years of life lost due to disability. The lower the DALY the

and health effects for the drinker and those in the

less healthy the person.

presence of the drinker.

Dependence (Dependent Drinkers /Alcoholic)

Standard Drink

Dependence is the state of needing or depending on

In Canada, one standard drink is equal to 13.6 grams

something or someone for support or to function or

(17.24 ml) of ethanol (pure alcohol); this is equivalent to a

survive. As applied to alcohol and other drugs, the term

12 ounce (341 ml) bottle of 5% beer; a 5 ounce (140 ml)

implies a need for repeated doses of the drug to feel good

glass of wine at 12.5% strength, or a 1.5 ounce (40 ml)

or to avoid feeling bad. In DSM-IV, dependence is defined

shot of 40% strength spirits (Butt et al., 2011).

as “a cluster of cognitive, behavioural and physiologic
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