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About 4% of the global burden of disease is attributed to alcohol, which con-
tributes to 3.2% of deaths and 4.0% of the disability-adjusted life years lost. Of
the 2 billion alcohol consumers worldwide, over 76 million have been diagnosed
with alcohol use disorders (Room et al., 2005). As well as being the leading risk
factor for disease burden in low mortality developing countries, alcohol con-
sumption is the third largest risk factor for developed countries (Doran, 2003;
WHO, 2004).

Despite the scope of alcohol related problems globally and the difficulty in
preventing them, there is increasing evidence of effectiveness of some preven-
tion strategies, especially those aimed at reducing alcohol-related traffic
injuries. Over the past three decades, high-income countries have experienced
a substantial reduction in mortality and morbidity from alcohol-related traffic
crashes (Peden et al., 2004). The majority of this reduction is attributed to
behavioral changes associated with public education, organizational policies,
legislation, law enforcement, and economic actions, in multiple settings involv-
ing multiple sectors (Commonwealth Department of Health and Aging, 2003;
Hingson & Sleet, 2006).

This chapter reviews evidence regarding the effectiveness of interventions aimed
at reducing alcohol-related problems, considered within a health promotion frame-
work (Howat et al., 2004). It illustrates these interventions, using examples prima-
rily drawn from high income countries, and discusses the potential benefits of a
synergistic application of these interventions. There is a paucity of literature on the
effectiveness of interventions aimed at minimizing alcohol-related problems in low-
income countries. While these countries can learn much from the high-income
countries (Doran, 2003), caution is recommended in extrapolating the likely effec-
tiveness of these interventions.

* The findings and conclusions in this chapter are those of the authors and do not neces-
sarily represent the views of the Centers for Disease Control and Prevention of the
Department of Health and Human Services or Curtin University.
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The Health Promotion Framework

Although people must assume personal responsibility for maintaining their
health, there is wide recognition that environmental cues and reinforcers exert an
important influence on behavioral choices and outcomes (Geller et al., 1991).
Drinking behavior is shaped by individual choices and motivation, and also
strongly influenced by organizational, economic, environmental, and social fac-
tors (WHO, 2004; WMA, 2005). Therefore, approaches that attempt to bring
about change in drinking behavior through education alone are likely to have
limited or no success (Gielen & Sleet, 2003; Howat et al., 2004; Peden et al.,
2004; Sleet et al., 1989), whereas those that combine educational with other
behavioral, environmental, policy and organizational changes are likely to be the
most effective (Shults et al., 2001; Waller 1998; WHO, 1986)

During the past two decades there has been a significant increase in evidence
that various aspects of the environment influence alcohol use. These influences
may include social cues, such as use by family members and peers, or images
of alcohol use promulgated by advertising and media (USDHHS, 1997a).
Environmental influences also include availability, cost and the nature of the
alcoholic beverages offered for sale (Stockwell et al., 1997). Measham and
Brain (2005) in their recent review on binge drinking and British alcohol pol-
icy identified that intoxication was encouraged by economic deregulation and
constrained by legislative change, highlighting that poor policy can contribute
to alcohol related harm.

A health promotion approach to the prevention of alcohol-related problems
incorporates an appropriate balance of individually-focused behavior change
strategies and those that produce environments that support healthy behaviors.
One definition of health promotion is:

a combination of educational, organizational, .economic and political actions designed
with consumer participation, to enable individuals, groups and whole communities to
increase control over, and to improve health through changes in knowledge, attitudes,
behavior, policy, and social and environmental conditions (Howat et al., 2003)

This definition builds on and incorporates aspects of earlier definitions
of health promotion (Green & Kreuter 1999; WHO, 1986). An example of
how this approach could be applied to alcohol-related problems is provided
(Figure 11.1). Figure 11.1 presents a logic model and framework for how the
components of health promotion (economic actions, policy actions, organiza-
tional actions, and health education) can cumulatively contribute to changes in
knowledge, attitudes, behaviors, policies, and the social and physical environ-
ment that are necessary to reduce alcohol-related problems. These changes
have the potential to reduce alcohol-related harm, ultimately improving health
status of individuals and the community (Pinder, 1994; USDHHS, 1997b;
WHO, 1984)

Within each component, there is a wide range of strategies employed to
reduce alcohol related problems. For some strategies, there is While some
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FIGURE 11.1. A health promotion framework for reducing alcohol related harm.

single interventions serve as strong supporting actions, they might not be
proven to be effective on their own; therefore, although advocating for strate-
gies with demonstrated effectiveness within a comprehensive framework is
critical, practitioners should also continue to support research on interventions
that currently have only moderate or insufficient evidence. This chapter
reviews these strategies embedded within the components of the health promo-
tion framework.

Economic Interventions

Price and taxation: Pricing policies are regarded as among the most effective
measures to reduce total alcohol consumption and hence alcohol-related
problems. Studies have indicated that a rise in price will lead to a drop in
consumption (Babor et al., 2003; Waller, Naidoo & Thom, 2002; WHO, 2004)
and a decrease in price will likely result in additional alcohol related deaths
(Schancke, 2005). One estimate indicated that a 10% increase in the price of
alcoholic beverages in the United States would reduce alcohol-impaired driving
by about 8% for females and about 7% for males (Babor et al., 2003). Another
estimate is that a 17% increase ($1) in the price of alcohol for a six pack of beer
could lead to a 3.3% reduction of current alcohol-attributable mortality in the
USA (Hollingworth et al., 2006). Pricing policies are likely to be particularly
effective in reducing consumption by young people, as they are more likely to
be sensitive to price changes due to their smaller disposable incomes.
Moreover, an increase in the real price of alcohol has been shown to signifi-
cantly reduce alcohol attributable harms among Indigenous peoples where high
levels of overall alcohol consumption and related harms are of particular
concern (Chikritzhs et al., 2005)
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In both Australia and the United States, there has been widespread support
from public health advocates for alcoholic beverages to be taxed based on their
alcohol content, and for tax rates to be periodically adjusted to reflect changes in
real costs to the consumer (Crosbie & Stockwell 1998; IOM, 2003; The Royal
Australian College of Physicians, 2005).

Organizational Interventions

Alcohol Licensing: Prevention regulations that are aimed at the sellers of alcohol
are more effective than prevention programs that rely only on education directed
at individual drinkers. The licensing of sellers of alcoholic beverages is crucial for
the adoption of many organizational interventions and is a central component of
effective prevention. The power to revoke or suspend a license for breaches of
sales regulations is an effective strategy for controlling the rates of alcohol related
problems, including traffic crashes (Babor et al., 2003).

Alcohol Availability: There is substantial evidence that alcohol availability is cor-
related with levels of consumption and ultimate harm (Waller et al., 2002; WHO,
2004). Some studies have described a clear epidemiological link between alcohol
consumption and suicide and violence (Rossow, 2000; Rossow, Grgholt &
Wichstrom, 2005). Availability of alcohol can be controlled by restrictions on
hours and days of sales, and by controlling the number, location, and type of liquor
outlets. There is evidence of the benefits of bans on sales to specific groups such
as minors (Shults et al., 2001), or in specific circumstances such as during sport-
ing events (Douglas, 1998; Gray et al., 1995).

There is strong evidence that off-premise monopoly systems can limit both the
levels of alcohol consumption and alcohol related problems (WHO, 2004).
Examples from Finland and Sweden illustrate substantial rises in consumption,
including by minors, associated with availability of alcohol in grocery stores
(Babor et al., 2003). When Swedish grocery stores were no longer permitted to
sell 4.5% beer, a significant drop in traffic crashes followed (Babor et al., 2003).

There is inconsistent evidence on the effectiveness of changing hours of sale of
alcohol, but strategic restrictions on hours of alcohol sales and service appear to be
beneficial. A number of studies indicate that changing the hours or days of alco-
hol sales can influence the incidence of alcohol related problems (Babor et al.,
2003; Chikritzhs & Stockwell, 2002; Chikritzhs & Stockwell, 2006, McMillan &
Lapham, 2006)

Server intervention and drinking environments: Server intervention programs
involve training servers employed to serve alcohol beverages in alcohol retail
establishments, often in conjunction with training for managers and door staff.
Their main objective is to prevent intoxication and drunk driving by their clients.
Recommended serving practices include providing food, slowing service to
drinkers showing signs of intoxication, refusing service to intoxicated or under-
age drinkers, and taking steps to prevent intoxicated patrons from driving.
Increasing attention is being paid to such issues of server training and the safety
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of drinking environments in the United States, Australia, Sweden and Canada
(Babor et al., 2003; Daly et al., 2002; Loxley et al., 2004; Shults et al., 2001). A
review of server interventions found evidence of effectiveness, under conditions
of face-to-face instruction and strong management support (Shults et al., 2001)
and mandatory regulations and meaningful enforcement (Stockwell, 2006).

The introduction of voluntary “Alcohol Accords” or codes of practice in
Australia between local alcohol retailers, police, local government and commu-
nity representatives is one method to promote responsible service policies.
Despite a number of Alcohol Accords in place throughout Australia, the evidence
of their effectiveness is equivocal (Daly et al., 2002), and they are likely to have
only minimal impact on reducing alcohol-related harm

Server litigation: In Australia, alcohol-consuming patrons involved in subsequent
traffic crashes have successfully sued bar and hotel proprietors following traffic
crashes, claiming they were served dangerous levels of alcohol (Stockwell, 2001).
These actions may have the potential to reduce the prevalence of driving while
intoxicated (DWI), especially if they foster improved service practices (Stockwell,
2001). Studies from the United States have found that alcohol-related crashes
decreased following high-profile server liability cases (Wagenaar & Holder, 1991),
and that states with statutes or case law permitting server liability tend to have
lower fatality rates from alcohol-related crashes (Chaloupka et al., 1993; Whetten-
Goldstein et al., 2000).

Policy Interventions

McGinnis et al., (2002) argue for the central role of policy development in health
promotion. The clearest evidence of the impact of policy interventions comes
from the literature on alcohol related traffic crashes.

Drink driving legislation: The enactment of laws, along with enforcement and
informational efforts, have resulted in substantial declines in the rate of alcohol
related traffic crashes in countries such as the United States, Australia and New
Zealand (Henstridge et al., 1997; Jones & Lacey, 2001; Dellinger et al., 2007).
Some examples of laws where evidence supports such benefits include:

« A reduction of the legal BAC to .05% in Australia and .08% in the United States
(Howat et al., 1992; Shults et al., 2001)

« Sobriety checkpoints and testing (Jones & Lacey, 2001; Shults et al., 2001)

« Stricter enforcement of drink driving legislation (Holder, 1998)

¢ An increase in the legal drinking age (Shults et al., 2001)

Reducing Blood Alcohol Concentration (BAC) limits: Many countries have
laws, known as illegal “per se” laws that specify BAC limits at which it is illegal to
operate motor vehicles. Recent literature reviews indicate that lowering the “per se”
limit to 0.08 g/dL or lower has been effective for decreasing alcohol-related crashes
in the United States (Shults et al., 2001) and other countries (Mann et al., 2001;
Howat et al., 1991). In the United States, Congress required States to .08 g/dL BAC
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laws by October 2003 to avoid the withholding of federal highway construction
funds (Shults et al., 2001). Lower BAC limits specifically for young or inexperi-
enced drivers are also effective at decreasing alcohol-related crashes (Shults et al.,
2001). AlL 50 U.S. states have such laws, as do Australia, New Zealand, Austria and
parts of Canada (Homel, 1994; Hollingworth et al., 2006; Shults et al., 2001).

There is an interesting benefit of tougher DWI laws that set low legal blood
alcohol limits for drivers under the age of 21 years. An estimated reduction of 7%
to 10% in suicide for among young males between 15 and 20 years is attributed
to such laws in the USA for the period 1981-1998 (Carpenter, 2004).

Sobriety checkpoints: Sobriety checkpoints allow law enforcement officers to
assess drivers for alcohol impairment. In Australia and a number of European
countries, drivers are systematically stopped and given a breath test to measure
their blood alcohol concentrations (BACs). In the United States, police must
suspect a driver has consumed alcohol before they can demand a breath test.
Both of these breath test procedures are usually accompanied by extensive
publicity in an attempt to alert drivers to the consequences of drink driving and
to increase their perceived risk of arrest (Jones & Lacey, 2001; Shults et al.,
2001). Evaluations of the effects of sobriety checkpoints on crashes in the
United States and Canada indicate that they decrease alcohol-related crashes by
approximately 20% (Elder et al., 2002; Jones & Lacey, 2001). In Australia,
sobriety checkpoints are credited with about 30% of the reduction of fatal traf-
fic injuries (Henstridge et al., 1997). The success of checkpoint programs is
dependent on both the level of enforcement and on publicity campaigns (Elder
et al., 2002; Henstridge et al., 1997; Jones & Lacey, 2001).

Increased penalties for drink driving: Australian data indicates that harsh
penalties for drink-drivers has the highest level of public support (89%) among
the many policy-oriented interventions (AIHW, 1999), yet there is little evidence
of substantial benefits from increased fines or mandatory jail time (Homel, 1981;
Villaveces et al., 2003).

Drinking age: A recent global review of alcohol policies (WHO, 2004) indicated a
relationship between raising the drinking age and a reduction in alcohol consump-
tion and alcohol related problems among young people. Conversely, there is new
evidence of an increase in hospitalized injuries associated with alcohol-related
traffic crashes when the legal drinking age was lowered from 20 to 18 years in New
Zealand (Kypri et al., 2006). Studies in the United States have produced strong
evidence that increasing the drinking age to 21 years resulted in substantially fewer
alcohol-related crashes among young people (Shults et al., 2001; Wagenaar &
Toomey, 2002). Similarly, alcohol related problems in the UK decreased after the
minimum age for drinking in public places was raised (Waller et al., 2002).

Multiple policy interventions: The implementation of multiple policies to
reduce alcohol-related harms is generally preferable to reliance on any single
strategy due to the potential for synergistic effects (Howat et al., 2004; Green &
Kreuter, 2005; Howat et al., 2003; Shults et al., 2002).
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An analysis of alcohol control policies in 97 American cities showed a relation-
ship between the number of regulations and alcohol related traffic fatalities. Cities
with less than 10 of 20 listed alcohol control regulations had 1.46-times more
deaths than cities with 15 or more of these regulations (Cohen et al., 2001).
Economic research in Australia indicated substantial economic benefits from
employing multiple interventions and the combination of strategies (such as sobri-
ety checkpoints, lower legal BAC limits, mass media publicity, higher penalties
and stricter enforcement of penalties) was considered particularly effective
(Commonwealth Department of Health and Aging, 2003).

The key to the success of drink driving legislative interventions is a change in
the public perception of the risk of being involved in an alcohol related crash, of
being arrested for drink driving, or both (WHO, 2004). Public media campaigns
can be effective in raising awareness, increasing knowledge, and improving the
acceptance of traffic regulations, making legislation both possible and acceptable
(Stockwell et al., 1998). Public information and education was a major factor for
the success of sobriety checkpoints in Australian States in the 1980’s (Henstridge
et al., 1997; Homel, 1994; Howat et al., 1992), and was essential in a successful
US community-based intervention (Holder, 1998).

Restrictions on advertising and promotion: The alcoholic beverage industry
has vigorously promoted its products through direct and indirect advertising.
Advertising and marketing strategies once used by the tobacco industry have been
employed to increase the market share of alcoholic beverages (Jernigan et al.,
2005; Mosher & Johnsson, 2005; USDHHS, 1997a) An aim of alcohol promo-
tion is to “normalize” regular drinking, to encourage non-drinkers to try alcoholic
products, and to encourage current drinkers to consume more (Donovan et al.,
2007; WHO, 2004).

There is increasing evidence that advertising and promotion act as reinforcing
factors for consumption (WHO, 2004; Wyllie et al., 1998) and there seems to
be a link between advertising and increased consumption of alcohol by young
people (Hastings et al., 2005; Wyllie et al., 1998). Hollingworth and colleagues
(2006) estimated that a complete ban on alcohol advertising could result in a
16.4% decrease in alcohol-related life years lost in the USA. A partial ban could
lead to a 4% reduction.

In Australia, the United States, and other countries, regulations governing the
promotion of alcohol have been relatively ineffective at reducing alcohol-related
harms (Donovan et al., 2007; Roberts, 2002). Voluntary codes of advertising have
been adopted by the industry as part of a philosophy of self-regulation (ICAP,
2001). Mosher (1994) concluded that the codes adopted by the alcohol industry
were “vague, too narrow and unenforceable.” In a recent review, Casswell and
Maxwell (2005) reiterated this view that attempts to restrict marketing globally,
primarily by voluntary codes, are inadequate. This apparent failure of voluntary
restrictions has led some researchers to conclude that restrictions on the advertising
and promotion of alcohol should be only one part of the implementation of more
comprehensive set of alcohol control policies (Donovan et al., 2007; Jones &
Donovan, 2002;).
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Mandatory health and safety warnings: Mandated alcoholic beverage container
warning labels were introduced in the United States in 1989. The dangers of oper-
ating machinery or driving a vehicle when impaired by alcohol are prominent
among these warnings (Babor et al., 2003). However, the long-term efficacy of
warning labels on consumption and risk behaviors is unproven (The Royal
Australian College of Physicians, 2005; WHO, 2004).

Health Education, School and Community Interventions

Direct health education aimed at altering alcohol related behaviors has met with lim-
ited success, although few interventions have been well designed or adequately
evaluated, and many suffer from inadequate data reporting and analysis (Foxcroft et al.,
2003; McBride, 2003). While the evidence is mixed on the relation between education
alone and sustained behavior change, it is important to recognize that education
underpins all of the other interventions discussed in this paper. Without a clear
understanding by policy makers and community members of the harms associated
with alcohol and the need for specific interventions to address these harms, there would
be little support for such initiatives.

The evidence suggests that for behavior change to be effective, a supportive envi-
ronment (via organizational, economic and political actions) is usually necessary
(Hingson et al., 1996; Holder, 1998; Howat et al., 2004). It is important, therefore,
that education programs encourage community members to seek changes in poli-
cies and practices that help reduce alcohol related problems. Specific education
efforts also need to be directed at opinion leaders and policy makers, to support
structural changes.

School programs: Evidence for the effectiveness of school-based alcohol
interventions is unclear. Many designs and program evaluations are method-
ologically flawed (Black et al., 1998; Foxcroft et al., 2003; McBride, 2003;
Waller et al., 2002; White & Pitts, 1998). Many school programs have been
short term and have operated in isolation from other alcohol control initiatives
in the broader community (Catford, 2001). Even for those programs with sound
research designs, their effects on behavior are often small (Foxcroft et al., 2003;
McBride et al., 2004; White & Pitts, 1998).

School programs resulting in positive outcomes have been generally grounded
in educational and behavioral change theory and used life skills training to tar-
get drinking behaviors of young people (Marlatt & Witkiewitz, 2002; McBride
et al., 2004). There is some evidence indicating that well designed and imple-
mented peer led prevention programs are more effective than those led by a
teacher (Black et al., 1998), as are those that use interactive approaches foster-
ing interpersonal skills (Tobler et al., 2000; Elder et al., 2005)

School policies in Australia, the UK, and other European countries are increas-
ingly adopting a harm reduction rather than abstinence focus (McBride, 2003).
Empirical studies demonstrate that harm reduction approaches are at least as
effective as abstinence oriented strategies in reducing alcohol consumption and
alcohol related harm (Marlatt & Witkiewitz, 2002). In addition to providing
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opportunities to engage students, the school setting may also be appropriate as a
venue to engage parents in programs, but such approaches have not undergone
sufficient empirical research to measure effectiveness.

Tertiary institution programs: Research suggests that most prevention programs
in the university setting have had limited success in preventing hazardous drinking
(Mitic, 2003). Research in NZ and the USA has investigated the efficacy of brief
interventions as a harm-reduction approach to alcohol consumption (Baer et al.,
2001; Kypri & Langley, 2003; Marlatt et al., 1998). Findings from a study among
high-risk students who were provided with a brief intervention based on principals
of motivational interviewing showed significant reductions in drinking rates and
harmful consequences, as well as a significantly greater deceleration of drinking
rates and problems over time compared with a control group (Baer et al., 2001;
Marlatt et al., 1998). A study reported by Newman et al., (2006) used a health
promotion approach to develop and implement a combination of individual and
environmental interventions. Reductions in binge drinking and self reported harms
followed implementation of these interventions.

Mass media campaigns: Mass media strategies have been used extensively to
promote health-enhancing behaviors and are the most common examples of
counter advertising. There is evidence that well devised and adequately resourced
programs incorporating mass media can improve health related behaviors
(Donovan & Henley, 2003; Henley et al., 2007).

Mass media campaigns in isolation have had limited effectiveness in reducing or
preventing alcohol-related problems (Donovan & Henley, 2003; Loxley et al., 2004).
Furthermore, despite evidence of cost-effectiveness at the societal level (Elder et al.,
2004), they can be costly and more difficult to sustain than policy or organizational
interventions. Nonetheless, mass media campaigns can play an important role in:

» Raising awareness about alcohol issues, and generating public debate;

* Reinforcing health related messages;

* Changing perceived norms regarding alcohol use and drink driving; and

* Providing support for other health promotion initiatives, including policies and
environmental and organizational changes.

A recent systematic review (Elder et al., 2004) found strong evidence that mass
media campaigns that are carefully planned, well-executed, attain adequate
audience exposure, and are implemented in conjunction with other ongoing
prevention activities, such as law enforcement, are effective in reducing
alcohol-impaired driving and alcohol related crashes. Such campaigns can be
effective whether they are focused on publicizing laws and enforcement activi-
ties or on the health and social consequences of drinking and driving.

Community mobilization: There is some evidence that community
mobilization or community action projects involving local groups have been
effective in contributing to changes related to reducing alcohol-related harm
(Hanson et al., 2000; Hingson et al., 2005; Howat et al., 1992). In New Zealand
the use of community organization along with mass media were effective in
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influencing support for alcohol policy changes (Casswell & Gilmore, 1989). In
the US, using a variety of community interventions resulted in a 42% reduction
in fatal crashes involving alcohol (Hingson et al., 1996) and a five-community
comprehensive intervention significantly reduced alcohol availability and fatal
traffic crashes (Hingson et al., 2005)

Media advocacy and public communication efforts can shape policies that have
significant benefits to the community. Local leaders are generally supportive of
such an approach, which is consequently likely to be more sustainable than other
approaches that depend on substantial funding, such as ongoing community
education programs. For example, Mothers Against Drunk Driving in the United
States has been very effective in organizing community action for change in
drunk driving (El-Guebaly, 2005; Webb, 2001).

Discussion

Effective health promotion leads to changes in the determinants of alcohol-
related problems, both those within the control of individuals (such as decision-
making) and those outside their direct control in the social, economic
and environmental arenas (such as pricing, promotion, sales, availability, peer
pressure, and alternative transportation) (IUHPE, 2000). According to this
perspective, the most effective means of changing drinking behavior is through
a combination of educational, organizational, economic and political actions.

The evidence of effectiveness for various component strategies within the health
promotion framework varies, from strong evidence for some policies to inadequate
evidence for some education efforts directed at individuals. Effective component
strategies include economic and retailer interventions, taxation tied to alcohol
content, reducing alcohol availability, server litigation, sobriety checkpoints,
random breath testing, lowering the legal BAC limit, minimum legal drinking age
laws, supportive media promotions and other relevant laws/regulations. These
interventions have had their greatest impact when administered in the context of
other on-going interventions in the community (Foxcroft et al., 2003; Gielen &
Sleet, 2003; Shults et al., 2001; Shults et al., 2002; Waller et al., 2002).

The effectiveness of other component approaches is moderate, with evidence
for some isolated interventions either absent or inconclusive. Strategies such as
those that restrict advertising and promote counter advertising may under some
conditions be influential in addressing alcohol related harm. Although some
authors have demonstrated that interventions specifically focusing on server
responsibility, modifying physical drinking environments, conducting school
drug and alcohol education programs, incorporating community mobilization
initiatives, college and worksite programs, and enforcing compulsory health and
safety warning labels can have some positive outcomes, the overall evidence
supporting their individual efficacy is inconclusive (Hingson et al., 2007).

In this review of component strategies within the health promotion framework,
one of the weaknesses is that many of the interventions reviewed were implemented
and evaluated without benefit of understanding and controlling other potential
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synergistic effects. The ecologic effects of implementing numerous interventions
simultaneously are difficult to evaluate, but important to consider in any multi-level
effort to reduce alcohol-related problems.

A second limitation in this overview is that the impact of specific interventions
was limited to research in high-income countries. Consequently, the generaliz-
ability of these data to other countries may be questionable. The transferability of
these strategies from high-income to low or middle-income countries needs fur-
ther examination (Peden et al., 2004; WHO, 2004). There is potential to fund
some of these interventions from revenue gained from enforcement of policies
and ultimately from reductions in health care costs.

Educating and informing the public and policy-makers regarding effective
prevention strategies, and the need for them, is an important aspect of health pro-
motion. This information can be helpful in modifying community attitudes and
behaviors, and fostering a receptive climate for implementing effective policies
and organizational change.

Approaches with limited evidence of effectiveness on their own may
nevertheless prove useful in a multi-faceted program, as the stronger compo-
nents in the framework will drive change, and the weaker ones may reinforce
and support change. Consequently, while advocating for strategies with
demonstrated effectiveness within a comprehensive framework, practitioners
should not stop supporting research on interventions that currently have
only moderate or insufficient evidence. Health promotion approaches require
consideration of the many ways in which change in alcohol related harms
can occur, and the many opportunities for leveraging a community’s
resources to reduce alcohol related problems and improve health. Use of the
health promotion framework to plan and implement comprehensive community-
based programs to reduce alcohol related problems offers our best hope for
success.
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