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The Committee Manager 
Committee on Law and Safety 
Parliament House 
Macquarie St 
SYDNEY  NSW  2000 
 
 
 
Dear Committee Manager 

SUBMISSION TO COMMITTEE ON LAW AND SAFETY INQUIRY INTO MEASURES TO REDUCE ALCOHOL 

AND DRUG-RELATED VIOLENCE 

Thank you for the opportunity to provide a submission to the New South Wales (NSW) Legislative 

Assembly Inquiry into measures to reduce alcohol and drug related harms. 

I would like to offer my support to the NSW ACT Alcohol Policy Alliance (NAAPA) submission to this 

Inquiry. NAAPA is a coalition of 44 organisations working to reduce alcohol-related harms by ensuring 

that evidence-based solutions inform alcohol policy discussions in NSW and the ACT.  

Alcohol harms in NSW are significant, with 1,837 alcohol-attributable deaths,1 51,981 alcohol-related 

hospitalisations2 and over 25,000 incidents3 of alcohol-related violence each year. In January this year 

the NSW Government announced a range of measures to prevent alcohol-related violence. These 

measures included a 10pm close for all off-licence premises and 3am last drinks for licenses within the 

Sydney CBD precinct. These were welcome measures and a significant step towards preventing alcohol 

harms. 

I commend the Committee on Law and Safety (Committee) for holding an Inquiry that examines 

measures to reduce alcohol-related violence. However, it is important that the Committee acknowledges 

that the measures being examined as part of this Inquiry have been in effect for less than six months, 

which is not adequate time to assess their effectiveness. For a robust evaluation to take place, data is 

needed from independent and trusted sources for a timeframe of at least one year. This allows for 

seasonal variances in trends to be considered.  

While it is too soon to assess the effectiveness of the measures announced by the former Premier, this 
Inquiry provides an opportunity to:  

 demand a robust evaluation framework to assess the effectiveness of these measures;  

 examine progress of the implementation these measures; and  

 examine other evidence-based policies that could be introduced to stop alcohol-related harms.  

Over the past two years there have been numerous Inquiries and reviews on alcohol. This has resulted in 

the Government responding to each of these in an ad hoc manner. With the strong leadership taken by 



 

 

the NSW Government in January, there is now a need for strategic action to ensure that a whole-of-

Government strategy is developed that focusses on the prevention and management of alcohol harms 

across the state.  

The response from the NSW Government to the Review of the Liquor Act 2007 was disappointing. The 

Government failed to use this opportunity to continue to roll out evidence-based reforms needed to 

prevent alcohol harms in NSW. The NSW Government has ignored the recommendation that the Liquor 

Promotion Guidelines be reviewed after 12 months, and has also ignored advice from health experts to 

begin the collection of sales data across the state. A fundamental flaw in the Government’s response is 

that it failed to acknowledge the importance of prioritising harm minimisation as a primary object of the 

Act. Prioritising harm minimisation would ensure that the health and safety of communities in NSW are 

the priority of the Government in all liquor licensing decisions.  

Along with this support letter, I have also provided the Committee with the below documents to be 

considered as part of this Inquiry.  

 Alcohol’s burden of disease in Australia. FARE and VicHealth in collaboration with Turning Point 

(July 2014); 

 Foundation for Alcohol Research and Education 10 Point Plan to Reduce Alcohol Harms in NSW 

(August 2012);  

 Submission to the NSW Legislative Assembly Social Policy Committee Inquiry into the Strategies to 

reduce alcohol abuse among young people in New South Wales (March 2013); 

 10 years on: An analysis of the progress made in preventing alcohol-related harms since the 2003 

NSW Summit on Alcohol Abuse (March 2013); and 

 2014 Foundation for Alcohol Research and Education Poll: Alcohol-related violence in New South 

Wales (January 2014).  

I strongly encourage you to take up the opportunities to hear testimony from NAAPA’s membership of 

community representatives and professional experts about the further action needed to stop alcohol 

harm.  

I welcome the opportunity to elaborate on any of the information provided. 

Yours sincerely 
 

 
MICHAEL THORN 
CHIEF EXECUTIVE  
 
 
 
                                                           
1  Gao, C., Ogeil, R, & Lloyd, B. (2014). Alcohol’s burden of disease in Australia. Canberra: FARE and VicHealth in collaboration with Turning Point.  
2  Health Statistics New South Wales (2014). Alcohol attributable hospitalisations by sex, NSW 1998-99 to 2012-13. Sydney: NSW Government. 
3  NSW Bureau of Crime Statistics and Research (2014). NSW Recorded Crime Statistics April 2004 to March 2014. Sydney: NSW Government. 





About the Foundation for Alcohol  
Research and Education 

The Foundation for Alcohol Research and Education (FARE) is an independent charitable organisation 

working to prevent the harmful use of alcohol in Australia. Our mission is to help Australia change the 

way it drinks by: 

� helping communities to prevent and reduce alcohol-related harms; 

� building the case for alcohol policy reform; and 

� engaging Australians in conversations about our drinking culture. 

Over the last ten years FARE has have invested more than $115 million, helped 750 organisations and 

funded over 1,400 projects addressing the harms caused by alcohol misuse. 

FARE is guided by the World Health Organisation’s Global Strategy to Reduce the Harmful Use of 

Alcohol
[i]

 for addressing alcohol-related harms through population-based strategies, problem-directed 

policies, and direct interventions. 

If you would like to contribute to FARE’s important work, call us on (02) 6122 8600 or email 

fare@fare.org.au. All donations to FARE over $2 are tax deductible.

                                                             
[i]

 World Health Organisation (2010). Global strategy to reduce the harmful use of alcohol. Geneva: World Health Organization. 
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Introduction 

The Foundation for Alcohol Research and Education (FARE) welcomes the opportunity to provide a 

submission to the Inquiry into strategies to reduce alcohol abuse among young people in New South 

Wales (NSW). The unnecessary harmful consumption of alcohol by young people is concerning and 

deserves immediate and comprehensive attention by the NSW Government. 

For the purpose of this submission young people have been defined as being aged between 12 and 

24 years of age. People within this age group can be divided into two key population groups, those 

under the legal drinking age of 18 years and those above the legal drinking age.  

For people aged under the age of 18 years, almost three quarters (74 per cent) have ever consumed 

alcohol, with almost one in five (17.4 per cent) having consumed alcohol in the past seven days.1 Of 

those who have consumed alcohol in the past seven days, 6.4 per cent have consumed alcohol at 

short term risky levels, with the average amount of alcohol consumed being 6.6 standard drinks in 

one sitting.  

For young people aged 18 to 24 years, the vast majority (85.8 per cent) consume alcohol, with 43.7 

per cent doing so each week.2 More than one quarter of 18 to 24 year olds (27.4 per cent) consume 

alcohol at these levels each week.3  

The excessive availability, affordability and promotion of alcohol all contribute to the current culture 

of risky alcohol consumption. For young people, the most apparent impact of this is the culture of 

consuming alcohol to get drunk, or “drinking to get drunk”. Over one third (36.4 per cent) of young 

people aged 12 to 17 years admit to consuming alcohol with the intention of getting drunk most 

times or every time.
 4

 A majority (61 per cent) of young people aged 18 to 29 years also drink to get 

drunk.
5
 

The excessive consumption of alcohol by young people and the culture of drinking to get drunk 

results in young people experiencing disproportionate levels of alcohol-related harms.
6
  Between 

1993 and 2001, 28 per cent of alcohol related injuries and deaths and 36 per cent of alcohol related 

hospitalisations were incurred by young people.
7
 

Strategies to minimise harm to young people from alcohol use and misuse are most effective when 

they are multi-dimensional, and when each component is applied in a balanced manner.8 As 

acknowledged by the World Health Organization (WHO) 

Policies to reduce the harmful use of alcohol must reach beyond the health sector, and appropriately 

engage such sectors as development, transport, justice, social welfare, fiscal policy, trade, agriculture, 

consumer policy, education and employment, as well as civil society and economic operators.
9
  

In recent years governments have adopted an ad hoc approach to alcohol policy. This has resulted in 

an overemphasis of cleaning up the mess from alcohol-related harms, and a shortage of evidence-

based regulatory policies that prevent alcohol-related harms. This approach fails to protect young 

Australians from being affected by the various harms that alcohol causes.  
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Over the last two years the O’Farrell Government has cut funding to important alcohol intervention 

programs for young people, including the Youth Drug and Alcohol Court and the Drug Prevention 

program under the Department of Education’s student Welfare Directorate. These actions are not 

those of a government that is committed to reducing alcohol use and misuse and alcohol-related 

harms among young people. 

There is the need for a broader, coordinated response to alcohol related harm In NSW. This need is 

reflected in the breadth of topics covered in the Inquiry into strategies to reduce alcohol abuse 

among young people in NSW. This is also reflected in the range of Government Departments 

(including, but not limited to, Healthcare, Education, Workplace Relations, Hospitality, Police, and 

Corrections) that carry the burdensome costs and responsibilities involved in managing alcohol-

related harms. 

This Inquiry is an opportunity to develop, implement and enforce a comprehensive approach to 

preventing alcohol-related harms among young people in NSW. 
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Recommendations 

1. That the NSW Government applies the Liquor Promotion Guidelines to both on-license and off-

license premises with equal weight. 

2. That the NSW Government requires Point-of-Sale (POS) promotions at all on- and off-license 

premises in NSW to carry warnings about the harms associated with alcohol consumption. 

3. That the NSW Government clarifies and tightens regulations regarding POS promotions with a 

view to minimising minors’ exposure to these promotions in and around licensed premises in 

public-access areas, such as restaurants with bar sections, supermarkets with liquor sections, and 

shopping malls with packaged liquor outlets. 

4. That the NSW Government provide the general public with clear guidelines on how to submit 

complaints concerning liquor promotions and advise the general public of the types of evidence 

that may support their submission. 

5. That the NSW Government re-establish the dedicated Drug Prevention Programs Unit in the 

Department of Education and base the program on the evidence-base of what is most effective 

in the provision of AOD education. 

6. That the NSW Government develops a code of practice in line with the World Health 

Organization (WHO) recommendation disallowing alcohol industry groups from participating in 

the development of alcohol policy or health promotion programs.  

7. That the NSW Government should explore other emerging evidence-based AOD programs in 

criminal justice systems abroad, such as “Hawaii’s Opportunity Probation with Enforcement” 

(HOPE) program. 

8. That the NSW Government re-fund the Youth Drug and Alcohol Court (YDAC) program and 

ensure that it is regularly evaluated to continuously improve its practices with a view to 

enhancing future performance and outcomes. 

9. That the NSW Government extends the eligibility criteria of the Drug Court program to include 

alcohol-dependent adult offenders. 

10. That the NSW Government encourages work places to adopt an alcohol and drug policy that 

includes a particular focus on young employees and workplace safety. 

11. That the NSW Government introduces a zero Blood Alcohol Concentration (BAC) limit for all 

drivers under 25 years regardless of their license status.  

12. That the NSW Government develop a comprehensive public education campaign on drink driving 

targeting young people, that focuses on the potential for people to be over the legal BAC limit 

the morning after consuming alcohol.  

13. That the NSW Government wind back late night trading hours. FARE proposes that the NSW 

Government legislate to introduce a 12 month state-wide trial of the reduction of trading hours 

based on the Newcastle alcohol restrictions, including:  

i. A common 3.00am closing time for all pubs and clubs with extended trading license 

conditions  across NSW;  

ii. “Lockouts” (time periods disallowing patrons from entering or re-entering premises) at 

all extended trading licensed premises from 1.00am; and 

iii. The trial should be independently evaluated to ascertain the social, health, crime and 

economic effects of these trading controls. The data collection requirements for this 

independent evaluation should be in place from the commencement of the 12 month 

trial.  
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14. That the NSW Government make late night licensed premises contribute to the costs of alcohol-

related harms. FARE proposes that the NSW Government introduce a risk-based licensing fee 

system that offsets and attributes the cost to Government and the community of administering 

and managing the impact of alcohol use and misuse on the community.  

15. That the NSW Government that the NSW Government control the density of licensed premises. 

FARE proposes that the NSW Government: 

i. Establish and enforces saturation zones in areas that are identified as already having 

large numbers of liquor licences including the City of Sydney; and 

ii. Introduce cumulative impact and cluster control policies for the determination of new 

liquor licenses.  

16.  That the NSW Government enforce responsible service of alcohol requirements. FARE proposes 

that the NSW Government: 

i. introduce measures to better enforce RSA requirements in licensed venues throughout 

NSW including Compliance Officer visiting licensed premises outside of regular business 

hours.  

ii. introduce requirements for OLGR and the NSW Police Force to publically report on 

compliance activities relating to the Liquor Act, the number of venues inspected and 

their location, the times of day that these venues are inspected and the number of 

identified breaches of compliance.  

iii. prohibit the sale of shots, mixed drinks with more than 30mL of alcohol and ready 

mixed drinks stronger than five per cent alcohol by volume after 10.00pm;  

iv. prohibit the sale of more than four drinks to any patron at one time and a requirement 

to provide free water stations on every bar; and 

v. prohibit the sale of alcohol mixed with energy drinks after midnight. 

17. That the NSW Government enhance data collection and the public availability of data on the 

burden of alcohol-attributable harms on the NSW health system. 

18. That the NSW Government support the development and delivery of brief interventions for 

young people who misuse alcohol and are presented to hospital emergency departments as a 

result. 

19. That the NSW Government introduces “irresponsible supply” laws to NSW, stating that the lawful 

supply of alcohol to minors must be conducted in a safe and responsible manner. 

20. That the NSW Government develops and implements a comprehensive public education 

campaign that informs the general public of the state legislation regarding supplying alcohol to 

minors. This campaign should incorporate the lessons learnt from the evaluation of the NSW 

Police’s “Supply Means Supply” campaign. 

21. That the NSW Government amends legislation in NSW to enable NSW Police Force to undertake 

controlled purchase operations for alcohol. 

22. That the NSW Government fund culturally appropriate education, diversion and intervention 

programs that target young Aboriginal and Torres Strait Islander peoples. 

23. That the NSW Government re-fund the Youth Drug and Alcohol Court and tailor eligibility criteria 

for Drug Court applicants who identify themselves as Aboriginal and Torres Strait Islander 

peoples. 

24. That the NSW Government extend the NSW Drug Court’s eligibility criteria to include alcohol 

dependence, and tailor the Drug Court’s eligibility criteria to accommodate for program 

applicants who identify themselves as Aboriginal or Torres Strait Islander peoples. 
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25. That the NSW Government carry out enforcement activities more regularly at licensed premises 

on and around university campuses.  

26. That universities in NSW develop comprehensive and universal alcohol policies that are 

communicated and promoted among students and reinforced within university council by-laws.  

27. That universities in NSW introduce by-law rules that restrict the availability of alcohol on 

campuses in terms of trading hours, the number of outlets and the pricing and promotion of 

liquor. 

28. That universities in NSW introduce by-law rules that discourage or prohibit the sponsorship of 

student associations, clubs and societies by licensed venues and alcohol companies.  

29. That universities in NSW fund and design alcohol education and intervention programs to reduce 

risky alcohol consumption behaviours and improve university student health and resilience. 
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Responses to the Terms of Reference 

(a) The effect of alcohol advertisements and promotions on 
young people, including consideration of the need to further 
restrict alcohol advertising and promotion 

The exposure of young Australians to alcohol promotions shapes their perception of alcohol and 

alcohol consumption behaviours. The marketing of alcoholic beverages and brands is sophisticated, 

strategic, and uses a wide range of traditional media (e.g. print, television, radio) and “new” media 

(e.g. point-of-sale promotions, internet advertising, sporting and cultural event sponsorship, and 

product placement).
10

  

One relatively new form of alcohol promotion is point-of-sale (POS) marketing. POS marketing refers 

to promotional materials that are found within or on the exterior of a licensed store or venue at the 

point where an alcohol purchase will be made (e.g. happy hours, free gifts with purchase, prominent 

signage, competitions, price discounts for bulk purchases, and sale prices).  

POS marketing is increasingly used as a marketing tool for alcohol products to the point that it has 

been coined as “ubiquitous” and “aggressive”.
11

 Liquor outlets in Sydney alone host an average of 

30.2 POS promotions per outlet.
12

 The prolific nature of POS marketing is concerning because it 

results in young people (including minors) being regularly exposed to advertisements and 

promotions that depict alcohol consumption as a fun, social and inexpensive activity.
13

  

Young people are also capable of interpreting the messages and images of alcohol advertisements in 

the same way as adults do.
14

 For example, a survey of children (between 9 to 15 years of age) in 

Western Australia found that 75 per cent of children and adolescents recognise the Bundaberg Rum 

“Bundy Bear” and correctly associate him with an alcoholic product.
15

 

Consumer studies reveal that exposing young people to alcohol advertising increases the likelihood 

of them starting to consume alcohol as well as increasing consumption in those already consuming 

alcohol.
16 17 18

 There is consistent evidence to suggest that POS promotions are likely to affect overall 

consumption of underage alcohol consumers, binge drinkers, and regular drinkers.
19 20

 POS 

promotions involving price or volume discounts have been found to be particularly effective in 

encouraging the purchase of increased volumes of alcohol.
21 

In addition, ownership of alcohol 

branded merchandise and promotional items among non-drinking children and adolescents predicts 

both early initiation to alcohol use and binge drinking.
22 23 

Regulation of alcohol promotions in NSW 

Liquor promotions in NSW are regulated under section 102 of the Liquor Act 2007 (NSW) (the “Liquor 

Act”), wherein the “Director may restrict or prohibit [the] undesirable promotion of liquor”. Section 

102 of the Act refers to the Liquor Promotion Guidelines (the “Promotion Guidelines”) published by 

the Director of the Office of Liquor, Gaming and Racing (OLGR), which indicate the kinds of activities 

or promotions that the Director may restrict or prohibit.24 



INQUIRY INTO STRATEGIES TO REDUCE ALCOHOL ABUSE AMONG YOUNG PEOPLE / FARE POLICY SUBMISSION  

 

 

10 

The Promotion Guidelines state that the “Director of Liquor and Gaming may restrict or prohibit an 

activity or promotion” if they believe that the activity of promotion: 

• “uses designs, name, motifs and characters that have special appeal to minors 

• “involves the provision of liquor in non-standard measures that encourages irresponsible 

drinking and is likely to result in intoxication 

• “involves free drinks, or extreme discounts or discounts of limited duration, that creates an 

incentive for patrons to consume liquor more rapidly than they otherwise might, and 

• “encourages irresponsible, rapid or excessive consumption of liquor”.
25

 

More specifically the Promotion Guidelines state activities which pose an “unacceptable risk”. These 

include those where: “entry, participation or outcome is dependent on the consumption of more 

than one alcoholic drink”; “prizes of alcoholic beverages are awarded and which involve their 

consumption on the premises’; “Two for the price of one offers”; and “50% or higher discount for 

consumption on the premises”.
26

 Despite these Promotion Guidelines being in place, premises 

throughout NSW continue to hold activities that encourage excessive consumption, and even those 

that pose an ‘unacceptable risk’ as outlined above. 

The Promotion Guidelines also clearly convey that ‘on-licence’ premises are prioritised and many of 

the activities referred to are specific to on-licence premises. This is concerning because there are 

several promotions in off-licence premises which involve excessive discounting and bulk-buy 

purchases. Off-licence premises can also be attended by people under the age of 18 years, who are 

then exposed to the promotions that occur throughout the store. These activities will increasingly 

occur as the sale of liquor continues to move into supermarket settings, such as ALDI.   

Policy options 

Australian and international research identifies the restriction of alcohol advertising and promotions 

as a cost-effective policy measure to reduce alcohol related harms. 
27 28 29 30 31  

All promotions that 

take place on off- and on-license premises should be defined and regulated by the Promotion 

Guidelines with a view to minimising young people’s exposure to alcohol promotions in and around 

licensed premises. This is particularly necessary in public areas where minors are exposed to such 

advertisements and promotions, such as restaurants with bar sections, supermarkets with liquor 

sections, and shopping malls with packaged liquor outlets. When POS are present, warnings about 

the risks of consuming alcohol should be present and visible alongside the promotion and 

promotional materials. Policies that require such health warnings alongside liquor promotions have 

been employed in Sweden.
32

 

The Promotion Guidelines almost exclusively focus on on-license premises, which only addresses part 

of the liquor trade in NSW and ignores the expansion in retail liquor outlets and sales. The Act, the 

Liquor Regulations 2008 (NSW) (the “Liquor Regulations”) and the Promotion Guidelines need to be 

amended to address contemporary alcohol promotions, advertisements and promotional materials 

which take place or are distributed from licensed premises. Promotions that take place at on- and 

off-license premises should be regulated equally under law. The riskiness of promotions for package 
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liquor trading should not be exempted from the judgment by the Director of OLGR in terms of the 

nature of liquor promotions and encouragement of consumption, the promotional price, the time 

frame of the promotion, safety and amenity, and the legality of the promotion. This is particularly 

important to reduce minors’ exposure to liquor promotions in public-access areas, such as 

restaurants with bar sections, supermarkets with liquor sections, and shopping malls with packaged 

liquor outlets. This is also of value to reducing the exposure of young adults to such promotions given 

that the culture of ‘pre-loading’ (heavily consuming packaged liquor before going out to licensed 

venues) continues to occur among young people. 

Under regulation (“reg”) 50 of the Liquor Regulations, promotions and advertisements that take 

place on licensed premises are not required to include messages that encourage the responsible 

consumption of alcohol. Imposition of such a requirement is at the discretion of the Director of 

OLGR, and only applies to individual licenses. Promotions that take place on licensed premises in 

NSW (regardless of license type) should be required to include a visible message encouraging 

responsible consumption of alcohol in line with the Australian Guidelines to Reduce Health Risks from 

Drinking Alcohol  (“NHMRC Guidelines”).  

The process of submitting a complaint specifically regarding liquor promotions should also be 

clarified for the general public. At present, reg 73 of the Liquor Regulations limits such complaints to 

be made only by the Director, Police, or a local consent authority. Members of the general public 

should be aided in their submission of complaints concerning promotions in licensed premises with 

clear guidelines on how to submit such complaints and the types of evidence that may support their 

submission.  

Improving such channels of communication between the general public and OLGR would improve 

the Director’s awareness of possible breaches of the Promotion Guidelines. Allowing members of the 

general public to submit complaints would also act as an added incentive for licensees to comply 

with the laws and guidelines that concern the advertisement and promotion of liquor on their 

premises. 

Recommendations 

1. That the NSW Government applies the Liquor Promotion Guidelines to both on-license and off-

license premises with equal weight. 

2. That the NSW Government requires Point-of-Sale (POS) promotions at all on- and off-license 

premises in NSW to carry warnings about the harms associated with alcohol consumption. 

3. That the NSW Government clarifies and tightens regulations regarding POS promotions with a 

view to minimising minors’ exposure to these promotions in and around licensed premises in 

public-access areas, such as restaurants with bar sections, supermarkets with liquor sections, and 

shopping malls with packaged liquor outlets. 

4. That the NSW Government provide the general public with clear guidelines on how to submit 

complaints concerning liquor promotions and advise the general public of the types of evidence 

that may support their submission. 
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(b) The effectiveness of alcohol harm minimisation strategies 
targeted at young people 

This section will focus on the effectiveness of harm minimisation strategies not covered in other term 

of reference, namely education and diversion programs targeted at young people as strategies to 

minimise alcohol related harms.  

The lack of a broader alcohol policy in NSW limits the effectiveness of alcohol harm minimisation 

strategies targeted at young people. Strategies that minimise harms to young people from the 

consumption of alcohol are most effective when they are multi-dimensional, and when each 

component is applied together in a balanced way.  

Since the 2003 Alcohol Summit no comprehensive strategy has been developed regarding how 

alcohol and alcohol-related harms are to be addressed in a coordinated manner by all relevant 

departments and sections of the NSW Government. As a result, harm minimisation activities, 

programs and strategies in NSW are largely run in isolation of one another, and funding for these 

programs and strategies is delivered in an ad hoc manner. 

The full potential of the NSW Government to address alcohol use and misuse among young people, 

and to deliver alcohol harm minimisation programs and strategies, is limited without an overarching 

alcohol policy that encompasses all relevant departments of government service in NSW.  

Education 

There is the need to provide young people with opportunities to reflect on the drinking culture they 

are exposed to, and the reasons and risks behind alcohol consumption behaviours. The World Health 

Organization (WHO) supports alcohol and other drug (AOD) education strategies as worthwhile 

pursuits based on the principle that the population “should know about and understand harmful 

alcohol use and associated health risks”.
33

 WHO also states that:  

… To be effective, education about alcohol needs to go beyond providing information about the risks 

of harmful use of alcohol to promoting the availability of effective interventions and mobilizing public 

opinion and support for effective alcohol policies.
34

 

Most alcohol and other drug (AOD) education programs in Australia have been implemented in 

school-based settings. The advantages of school-based settings are that educators can deliver the 

lessons, materials and interact with large audiences while keeping costs low.
35

 School-based AOD 

education interventions should start before harmful patterns of alcohol use are established among 

young people. Such pre-emptive action is important to reduce the occurrence and costs associated 

with alcohol use and misuse by young people in the short-term and long-term.
36

  

In 2012 the NSW Department of Education’s Drug Prevention Program (the “Education Program”) 

was closed and funding from the program was cut. The role of the Education Program was to provide 

“strategic direction for the Department in drug education, as well as policy advice and resource 

development”.
37

 Since the closure of the Education Program, there has been little public information 

from the NSW Government as to why it was cut, and where and how future development of AOD 

education programs for NSW Schools will take place.
38
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Since funding for the Education Program ceased, the NSW Government announced the launch of an 

alcohol education website for high school students, Out Tonight? Party Right.
39

 The website was 

developed by the NSW Government with input from the liquor and hospitality industry, including 

representatives from the Australian Hotels Association NSW, ClubsNSW and the Liquor Stores 

Association of NSW. The website is also poorly designed and included links to a range of websites 

providing general advice that is not supported by research evidence. It appeared to be that there was 

no input from independent public health, social marketing and AOD education researchers and 

practitioners. 

The poor quality of the website and input from alcohol industry representatives is concerning given 

the need to communicate effectively with young people about alcohol and the vested interests of 

the alcohol industry. This directly contravenes WHO recommendation that:  

… Any interaction [with the alcohol industry] should be confined to discussion of the contribution the 

alcohol industry can make to the reduction of alcohol-related harm only in the context of their roles as 

producers, distributors and marketers of alcohol, and not in terms of alcohol policy development or 

health promotion.
40

  

The cut in funding for formalised drug education programs in NSW has already resulted in the 

development of poor quality, ad hoc resources that are not based on the evidence of what is most 

effective. 

Policy options 

AOD school-based programs often face many challenges including that they are not always 

supported by the evidence; poorly implemented; funded in an ad hoc manner that jeopardises the 

sustainability of the project; or never evaluated to assess the effectiveness of the program and areas 

for future improvement.
41

 

Effective AOD education programs for young people have inclusive, interactive teaching strategies 

that actively engage students in the learning process.
42

 
43

 Such programs are comprehensive and 

involve whole of school and community support for classroom drug education messages. AOD 

education programs should be also based on the experiences and interests of the students it is 

designed to influence, and should be timed such that the intervention starts before AOD 

experimentation begins and continues as young people mature. 

An example of an effective school-based education program is the Drug Education in Victorian 

Schools (DEVS). A trial of this program commenced in 2008 and ran for three years in 21 High Schools 

in Victoria.
44

 The classroom AOD education program addressed issues around the use of alcohol, 

tobacco and illicit drugs (mainly cannabis). At the heart of the DEVS program is its grounding in social 

learning theory, which posits that human learning – including alcohol and other drug use – occurs in 

a social context and is socially learned through modelling, imitating and reinforcing behaviours.
45

 This 

“social cognitive approach” aims to teach young people to avoid using alcohol and other drugs by 

resisting external pressure from peers, family and the media, and by increasing coping skills.
46

 
47

  

The program was delivered to year eight and nine students and included up to 12 classes.
48

  As part 

of the program students also completed three self-completion questionnaires: before the program, 

after the program (in 2008), and the year following the program (2009). The information collected 
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was used to collect information on knowledge, patterns and context of use, attitudes and harms 

experienced in relation to alcohol, tobacco, cannabis and other illicit drug use.  

Students who participated in the intervention were no less likely to have tried alcohol, however the 

trial evaluation found that after the program they 

• were more knowledgeable about drug use issues  

• communicated more with their parents about alcohol 

• drank less and got drunk less 

• experienced fewer alcohol related harms, and 

• remembered receiving more alcohol lessons.
49

  

Inspired by the trial results, the Victorian Government has committed to roll-out the DEVS program 

in all secondary schools across Victoria.
50

 

Diversion programs 

The traditional criminal justice system has failed to elicit long-term behaviour change among alcohol- 

and other drug-dependent offenders.
51

 In response to this, alternative options of treatment and 

rehabilitation for criminal offenders have been provided through diversion programs.  

Diversion programs aim to reduce among participants the level of criminal activity and other 

problematic behaviours associated with their misuse of alcohol and other drugs. Two models of 

diversion has been available to offenders: the Drug Court for people aged over 18 years and Youth 

Drug and Alcohol Court for people aged 14 to 18 years.
52 53 

Offenders are presented with the choice 

of accepting the traditional criminal justice path or participating in the treatment option after 

pleading guilty, or indicating that they will plead guilty, to the charges. Eligible participants must also 

satisfy the court that their dependency contributed to them committing the offence for which they 

are charged.  

Diversion programs such as drug courts must learn from best practice evidence-based examples 

found in Australia and abroad. AOD court programs and their practices innovative and must be 

evidence-based and regularly evaluated to ensure that they are most effective. The “total quality 

management” of diversion programs should ensure that AOD courts are held accountable and 

responsible for reducing participants’ AOD use and misuse as well as for reducing the likelihood of 

them re-offending or violating probation or parole conditions.  

The NSW Government should explore other emerging evidence-based AOD programs in criminal 

justice systems abroad. An example of this is “Hawaii’s Opportunity Probation with Enforcement” 

(HOPE) program. HOPE targeted those on probation for all manner of crimes (e.g. burglary, auto 

theft, sexual assault and drug dealing) who were chronic violators and were continuing to use 

methamphetamine.  HOPE is built on compliance with the rule “Stay away from illicit drugs” – 

treatment is available to participants, however the focus is on probationers getting sober, being 

regularly tested for drug use, and complying with other probation conditions.
54

 The parole violation 

rate for HOPE participants was 90 per cent lower than the level for the three months before they 

were in the program, and HOPE participants were rearrested for new crimes less often and on less 

serious charges than those not participating in the HOPE program.
55

 The application of such 

programs to the Australian context of alcohol abuse should be explored by the NSW Government.  
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Policy Options 

The Youth Drug and Alcohol Court 

Funding for the YDAC was cut in July 2012, after the program had run for 12 years.  A 2004 

evaluation of the YDAC program found “graduates” were less likely to re-offend and were more 

motivated to reduce their misuse of alcohol and other drugs compared to those who did not 

complete the program.56 Many participants saw the support and care they received from the YDAC 

Workers as the best aspect of the program; while others believed that the best aspect of the 

program was the reduction in their use of alcohol and other drugs.  

The same evaluation concluded that for all participants in the YDAC program, “[The] unit costs of 

achieving these impacts on a group of young people with entrenched drug use and criminal histories 

do not appear greater than keeping them in custody”.57  

In light of the benefits to participants in YDAC, it should be re-funded as a matter of urgency. The 

most vulnerable members of NSW society should have access to diversionary programs that address 

their alcohol and other drug use with a view to reducing their current and future prospects of 

criminal behaviour. 

The NSW Drug Court 

There is the need to ensure that diversion programs are in place for young people that are 18 years 

or over. Currently the NSW Drug Court for adult offenders limits its eligibility criteria to prohibited or 

illicit drugs; alcohol is not included in the dependency criteria.58  

A member of the Drug Court Team suggested as far back as 2002 that dependence on alcohol should 

be included in the Drug Court eligibility criteria.59 The exclusion of alcohol from the Drug Court’s 

eligibility criteria reduces the access of young offenders aged 18 and over to diversion programs and 

interventions that address their alcohol abuse and its relationship with their criminal behaviour and 

past offences. 

There is a substantial body of evidence demonstrating the relationship between alcohol use and 

misuse and criminal offences.60 Given the effectiveness of the YDAC in reducing AOD use and misuse 

among program participants, the NSW Drug Court should similarly extend its criteria to include 

alcohol dependence, as it would address the behaviours of a significant number of young adult 

offenders. 

Recommendations  

5. That the NSW Government re-establish the dedicated Drug Prevention Programs Unit in the 

Department of Education and base the program on the evidence-base of what is most effective 

in the provision of AOD education. 

6. That the NSW Government develops a code of practice in line with the World Health 

Organization (WHO) recommendation disallowing alcohol industry groups from participating in 

the development of alcohol policy or health promotion programs.  

7. That the NSW Government should explore other emerging evidence-based AOD programs in 

criminal justice systems abroad, such as “Hawaii’s Opportunity Probation with Enforcement” 

(HOPE) program. 
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8. That the NSW Government re-fund the Youth Drug and Alcohol Court (YDAC) program and 

ensure that it is regularly evaluated to continuously improve its practices with a view to 

enhancing future performance and outcomes. 

9. That the NSW Government extends the eligibility criteria of the Drug Court program to include 

alcohol-dependent adult offenders. 

 

c) Measures to minimise the impact of alcohol in the 
workplace 

According to the 2010 National Drug Strategy Household Survey (NDSHS), 3.7 per cent of people that 

consume alcohol nominated the workplace as a usual place of alcohol consumption. This was higher 

among (5.9 per cent) among people aged between 20 and 29 years.61 Secondary analysis of the 2004 

NDSHS has revealed that young workers were significantly more likely than older workers to attend 

work under the influence of alcohol, with 10.6 per cent of people aged between 14 and 19 years and 

11.8 per cent of people aged 20 to 29 years having done this in the 12 month prior to the survey.62 

The same study also showed that young people are more likely than older people to report 

absenteeism due to alcohol use, with 7.6 per cent of 14 to 19 year-olds and 9.2 per cent of 20 to 29 

year olds having missed work due to their alcohol use.  

Alcohol has a negative impact on the workplace. An Australian study found that 16 per cent of 

victims of fatal workplace injuries had alcohol in their system at the time of their accidents. 63 Work-

related harm is not limited to impacts on the drinker themselves. Third-party harms include 

accidents affecting other workers, absenteeism or reduced work performance causing others to work 

harder to compensate. Between 5 to 8.1 per cent of the working population reported being 

negatively affected by a co-worker’s alcohol consumption in some way.64  

Industries with the highest risk of alcohol-affected employees tend to be those involving high levels 

of physical work with potentially dangerous equipment and conditions. They include hospitality, 

construction, trades and unskilled work, 65 which tend to employ high proportions of younger 

workers.66 

Young people affected by alcohol in the workplace are likely to experience greater harms than older 

people. This could be due to a combination of factors such as lack of experience with consuming 

alcohol and lack of experience with work.67 It is also important to note that many young people, 

particularly those who have left school early, may be missing out on the alcohol education, 

intervention and the welfare supervision that exists mostly within school-based contexts. Young 

people are treated as adults in the workplace, however, they may lack the emotional maturity to 

deal with alcohol issues and require continuity of education and care in that regard.  

Policy options 

The National Centre for Education and Training on Addiction (NCETA) produced a set of guidelines 

specifically focused on young employees and alcohol and drug issues. The document is entitled 

Young workers and workplace safety: Guidelines for managing alcohol and other drug risk and 
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provides useful advice regarding young workers and alcohol. The Guidelines contain principles that 

apply to workers of all ages. These include: 

• Reducing workplace factors that may contribute to alcohol related workplace risk. These 

factors may be physical (e.g. The physical environment), social (e.g. Reducing workplace 

social factors that encourage alcohol consumption, or psychological (e.g. Controlling 

workplace bullying). 

• Implementing a written drug and alcohol policy which clearly outlines the rules and 

guidelines over consumption, possession or supply of alcohol or drugs at the workplace, 

procedures for responding to detected use in the workplace, and actions taken. 

• Providing education and training on the drug and alcohol policy to ensure worker awareness 

of the policy as well as knowledge about the dangers of being alcohol or drug affected in the 

workplace.  

• Providing access to counselling and rehabilitation services, either to a private service 

provider through employee assistance program (eap) or to a public non-profit service 

provider.   

• Using additional strategies, where relevant and appropriate, to ensure the best possible 

outcome. Examples include peer intervention and drug testing.
68

  

 

For young workers, further strategies should also be used to complement the general principles. 

These include: 

• Providing a copy of the workplace drug and alcohol policy explaining the safety risks and 

penalties associated drug and alcohol use at work  

• Building alcohol and drug information and training specifically into occupational health, 

safety & welfare orientation and training. This training needs to be repeated and assessed 

regularly to ensure best uptake for young workers 

• Providing positive reinforcement by rewarding young workers for safe work practices, 

including those around alcohol. This may be effective because young people have a greater 

desire than older people to impress supervisors and colleagues 

• Providing adequate supervision. Young workers lack the work experience and have 

incomplete cognitive development and would therefore benefit from extra supervision. 

Supervisors should model safe work behaviours including those related to alcohol or drugs 

• Providing a workplace mentor or “buddy”. This mentor can help monitor the young worker’s 

behaviour, model safe work behaviours and provide advice.  

It is important that alcohol and drug policies have a specific focus on supporting young people and 

incorporate the principles above to reduce the risk of harms for young people in the workplace.  
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Recommendation 

10. That the NSW Government encourages work places to adopt an alcohol and drug policy that 

includes a particular focus on young employees and workplace safety. 

 

d) The effectiveness of measures to reduce drink driving 

Alcohol impairs driving ability by slowing brain function, impairing judgment and reducing the ability 

to focus on multiple things.69 For these reasons, alcohol not only increases the likelihood of a crash, it 

also increases its severity. Road traffic crashes in which alcohol is involved are more likely than non-

alcohol-involved crashes to result in severe injury or death.70  

Young people are disproportionately represented in fatal crash statistics. In 2011 in NSW, twenty one 

per cent of all drivers and motorcycle riders involved in fatal crashes were aged 17 to 25 years old, 

despite this age group accounting for only 14 per cent of license holders.71 Australian research has 

found that first-year provisional drivers are three times more likely than experienced drivers (defined 

as more than five years driving experience) to be injured in a crash if they have been consuming 

alcohol. 72 This is attributed to inexperience with both driving and with consuming alcohol.  

Blood Alcohol Concentration (BAC) is the measure of grams of alcohol per 100 millilitres (mL) of 

blood. In NSW laws allow drivers a BAC of up to 0.05 for full license holders, and zero for learner and 

provisional one and two licence holders.73 The majority of states and territories enforce a zero BAC 

limit for learner and provisional licence holders, although Western Australia allows up to 0.02 for 

provisional drivers who have held their license in Australia or anywhere else for over two years,74 and 

Northern Territory places a zero limit on drivers under 25 years of age who have not held a license 

for three continuous years.75  

Random Breath Testing (RBT) has been in effect in NSW since 1982. RBT is a successful 

demonstration of how the intersection of public education, evidence and multi-sectoral cooperation 

between Police and Government do have an effect on alcohol-attributable harms. The introduction 

of RBT has been associated with immediately reduced road fatalities in NSW, with a 19.5 per cent 

reduction overall and a 30 per cent reduction during holiday periods.76 In 2011 alone NSW Police 

Force conducted 4.5 million RBT.77 It is estimated that between 1982 and 2011, RBT has saved 

around 7,000 lives.78 

Under current NSW law, provisional drivers progress from zero BAC to 0.05 BAC once they receive 

their full license. This is problematic for two main reasons: 

• Young people in general are at greater risk of drink-driving harm. New Zealand research 

found that drivers in their 20s had more than five times the risk of crashing compared to 

drivers in their 30s for all BAC levels, including as low as 0.02.79 This may pose a danger in 

NSW given that drivers as young as 20 years are able to achieve full licensure (with the 

corresponding increase in allowable BAC). 
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• There is evidence to suggest that a sudden elevation in allowable BAC level from zero to 0.05 

may contribute to the increased incidence of drink driving injuries of young people at this 

stage of their licensure.
80

  

Policy options 

RBT in NSW takes two main forms: stationary and mobile. Stationary RBT units, or “booze buses”, 

involve an organised operation in which a number of police section off part of the road and conduct 

RBT on a random selection of drivers. Mobile RBT refers to police cars being fitted with an RBT unit, 

enabling them to test anyone on the road. Mobile RBT have recently been fitted on all police cars, 

marked and unmarked.
81

 

To keep up with new driver notification technologies, enforcement of BAC laws through mobile RBT 

needs to be enhanced in order to increase the success of these activities. Drivers who have been 

tested for alcohol (or know someone who has), and perceive police avoidance to be difficult, are less 

likely to drink drive in the future.
82

 However, the majority of RBT testing tends to use stationary 

units, which are easier to avoid than mobile units.
83

 Current technology facilitates speedy 

information sharing, with phone apps and social media pages dedicated to RBT detection. One 

example is the mobile phone app Trapster, which is Global Positioning System (GPS)-based software 

used by drivers to alert other motorists to RBT locations, among other traffic events.
84

 

Zero alcohol restrictions for young and/or inexperienced drivers have reduced crash-related fatal 

crashes and injuries considerably. An Australian study collected information from various 

jurisdictions within both Australia and the United States, allowing comparison of novice driver 

crashes across a range of different BAC limits (zero, 0.02, 0.04, 0.05 and 0.06). The study found that 

the number of night-time, single-vehicle crashes resulting in death reduced by 22 per cent in places 

that had introduced a zero BAC restriction.
85

 

People of all ages may not be aware that their BAC could take a considerable amount of time to 

return to the legal BAC limit. However, young people are at particular risk because of: a) their lower 

legal BAC limit; b) their greater tendency to consume more standard drinks on a single occasion 

compared to older people,
86

 therefore increasing the chances that their BAC is still above the limit 

the next day. Currently the NSW Police Force do perform testing in the morning; unfortunately, this 

is not supported by a highly visible media campaign outlining the dangers of still being “over the 

limit” several hours after a drinking occasion. Further awareness is needed of “morning after” BAC, 

and a public education campaign addressing this issue is warranted. 

Recommendations  

11. That the NSW Government introduces a zero Blood Alcohol Concentration (BAC) limit for all 

drivers under 25 years regardless of their license status.  

12. That the NSW Government develop a comprehensive public education campaign on drink driving 

targeting young people, that focuses on the potential for people to be over the legal BAC limit 

the morning after consuming alcohol.  
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(e) Measures to reduce alcohol-related violence, including in 
and around licensed venues 

The over representation of young people in alcohol-related violence statistics is alarming. In the year 

ending March 2011, half (51 per cent) of all assailants proceeded against by the NSW Police Force for 

alcohol-related non-domestic assaults were under the age of 26 and one in five (22 per cent) of all 

assailants proceeded against for alcohol-related domestic assaults were under the age of 26.87
   

Each year in Australia there are an estimated 11 deaths of 15 to 24 year-olds due to alcohol-related 

interpersonal violence.88 One in five (20 per cent) victims of alcohol-related interpersonal violence 

that are hospitalised for injuries sustained during the assault are aged between 15 to 24 years.89  

A range of social factors predict young people’s exposure to alcohol-related violence.90 Alcohol 

consumption among young people is typified by frequent episodes of binge drinking, with young 

people treating intoxication as a normal outcome of consuming alcohol.91 Young people also go out 

to pubs and clubs in the evening more often than other age groups do, which in turn increases their 

exposure to alcohol-related violence.92  

The availability of alcohol is a significant contributor to alcohol-related harms, and in NSW alcohol 

has never been more readily available. There is approximately one liquor license for every 369 adults 

in NSW.93 Pubs and clubs are often the focus of policies to reduce alcohol-related harms.94 However, 

increases in take-away alcohol outlets also contribute to violence and domestic violence rates.95 

Take-away alcohol is often considerably cheaper than alcohol purchased at pubs and clubs, and the 

greater availability of cheap take-away alcohol and later trading hours of pubs and clubs has led to a 

culture of pre-loading where people consume alcohol before visiting licensed premises.96 

Policy options 

The increased availability of alcohol contributed to alcohol-related violence and harms. There is a 

substantial body of international and Australian research evidence that supports the approach of 

regulating alcohol availability to reduce rates of alcohol-attributable harms including violence. The 

availability of alcohol can be controlled to reduce alcohol-related violence through the stricter 

regulation of trading hours and the number and density of liquor outlets in a locality.
97

  

In the City of Newcastle such availability measures were imposed on over a dozen licensed venues in 

2008. The Liquor Administration Board (since replaced by the Independent Liquor and Gaming 

Authority) imposed restrictions on pub closing times to 3/3.30am and a range of restrictions on the 

service of alcohol. The result of the intervention was a 37 per cent relative reduction in alcohol-

attributable assaults in the Newcastle CBD.
98

  

In real terms, approximately 33 assaults per quarter were prevented as a result of the new licensing 

conditions in Newcastle.
99

 An evaluation also found that there was no geographic displacement of 

consumers to the nearest late night trading district of Hamilton. This reduction in harms was not only 

sustained, but improved. A further study three years after the restrictions were introduced found a 

35 per cent reduction in night-time non-domestic assaults requiring police attention and a 50 per 

cent reduction in night-time street offences.
100
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In the City of Newcastle, services of alcohol conditions were also imposed on the licensees as well as 

trading hour restrictions. These conditions included that from 10pm onwards licensees were not 

allowed to sell shots, mixed drinks with more than 30mLs of alcohol, ready mixed drinks stronger 

than five per cent alcohol by volume, nor were they allowed to sell more than four drinks to any 

patron at one time.
 101

 In the Dealing with alcohol-related harm and the night-time economy (DANTE) 

report that surveyed opinions of harm minimisation strategies, it was raised by licensees that “drinks 

restrictions were likely to be effective because they also send messages about what “responsible” 

drinking looks like”.
102

 Further, it was reported by industry sources “that the drink restriction laws 

allowed servers to more easily enforce [Responsible Service of Alcohol (RSA)] guidelines”.
103

 

In the City of Newcastle restrictions, licensees were also required to ensure that a “RSA marshal” – a 

supervisor with the sole purpose of monitoring responsible service of alcohol – be on the premises 

from 11pm until closing.
104

 The DANTE study found that licensees and Police had positive views of 

RSA marshals because they “sent a different message to security or bar staff and they acted as a 

physical reminder of the RSA imperative”.
105

 

The role for the NSW Government is clear. Liquor licensing, planning and transport in NSW are the 

responsibility of State Government, and changes to these policy areas can result in significant 

reductions in alcohol-related harms. Most people in NSW perceive that alcohol companies (72 per 

cent), pubs and clubs (63 per cent) and governments (56 per cent) are not doing enough to address 

these problems.
106

 This Inquiry is a prime opportunity for the NSW Government to take leadership on 

the issue of young people’s exposure to alcohol-related violence through the implementation of a 

comprehensive and evidence-based plan to address alcohol-related harms. 

Recommendations  

13. That the NSW Government wind back late night trading hours. FARE proposes that the NSW 

Government legislate to introduce a 12 month state-wide trial of the reduction of trading hours 

based on the Newcastle alcohol restrictions, including:  

i. A common 3.00am closing time for all pubs and clubs with extended trading license 

conditions  across NSW;  

ii. “Lockouts” (time periods disallowing patrons from entering or re-entering premises) at 

all extended trading licensed premises from 1.00am; and 

iii. The trial should be independently evaluated to ascertain the social, health, crime and 

economic effects of these trading controls. The data collection requirements for this 

independent evaluation should be in place from the commencement of the 12 month 

trial.  

14. That the NSW Government make late night licensed premises contribute to the costs of alcohol-

related harms. FARE proposes that the NSW Government introduce a risk-based licensing fee 

system that offsets and attributes the cost to Government and the community of administering 

and managing the impact of alcohol use and misuse on the community.  

15. That the NSW Government that the NSW Government control the density of licensed premises. 

FARE proposes that the NSW Government: 

i. Establish and enforces saturation zones in areas that are identified as already having 

large numbers of liquor licences including the City of Sydney; and 
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ii. Introduce cumulative impact and cluster control policies for the determination of new 

liquor licenses.  

16.  That the NSW Government enforce responsible service of alcohol requirements. FARE proposes 

that the NSW Government: 

i. introduce measures to better enforce RSA requirements in licensed venues throughout 

NSW including Compliance Officer visiting licensed premises outside of regular business 

hours.  

ii. introduce requirements for OLGR and the NSW Police Force to publically report on 

compliance activities relating to the Liquor Act, the number of venues inspected and 

their location, the times of day that these venues are inspected and the number of 

identified breaches of compliance.  

iii. prohibit the sale of shots, mixed drinks with more than 30mL of alcohol and ready 

mixed drinks stronger than five per cent alcohol by volume after 10.00pm;  

iv. prohibit the sale of more than four drinks to any patron at one time and a requirement 

to provide free water stations on every bar; and 

v. prohibit the sale of alcohol mixed with energy drinks after midnight. 
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(f) Measures to address the impact of alcohol abuse on the 
health system 

Hospitalisation rates for alcohol-related problems in NSW have increased over the past decade.
107

 

Consumption levels among young people are high.
108

 The health system addresses the burden of 

alcohol-related injuries from assaults and self-inflicted accidents, road traffic crashes attributed to 

drink driving, and on-going chronic disease treatment caused by alcohol use and misuse.
109

 

For NSW, this constitutes a significant cost burden to provide these treatment services for largely 

preventable injuries, diseases and deaths.
110

 The annual cost of alcohol to St Vincent’s Emergency 

Department alone was estimated to be as much as $1.38 million between 2004-2005.
111

 Such costs 

are largely avoidable with the implementation of effective alcohol harm-minimisation policies. 

In 2010-2011 there were a total of 49,409 hospitalisations attributed to alcohol in NSW between 

2010 to 2011 and alcohol attributable hospitalisations representing approximately 1.83 per cent of 

all hospitalisations in NSW.
112

 A 2005 study into The role of alcohol in injuries presenting to St 

Vincent’s Hospital Emergency Department (ED) and the associated short-term costs found that 

patients under the age of 25: 

• Were more likely to incur alcohol-related injuries compared to non-alcohol-related injuries 

• Were more likely than any other age group to have alcohol-related injuries (representing 

28.8 to 30.7 per cent of all alcohol-related injury presentations), and  

• Were more likely than any other age group to present injuries due to assaults (representing 

23 to 28.3 per cent of all assault-attributable injury presentations).113  

This is concerning as two thirds (68.8 per cent) of patients who had been involved in an assault were 

likely to have consumed alcohol, and were likely to have consumed alcohol at high-risk levels than 

patients presenting to the ED with other injuries.114  

Policy options 

Given the overrepresentation of young people in EDs, opportunities must be taken to engage with 

young people on their alcohol use when they are coming into contact with the health system. Brief 

interventions should form part of normal practice in ED to ensure that people presenting with 

alcohol problems are supported to get the assistance they need to prevent further alcohol-related 

harms. 

The availability of consistently collected health data on alcohol is also needed to ensure that there is 

a sound understanding of the impact of alcohol on health services to inform policy and program 

development. In NSW data on alcohol-related ambulance attendance is limited in NSW, and 

highlights the need for better data collection to accurately depict the burden of alcohol-related 

harms to the NSW Health System. Statistics from Geelong, Victoria, shows that most alcohol-related 

ambulance attendances occur on Friday and Saturday nights, and that the age group most commonly 

attended are 18 to 24 year olds (25.3 per cent).115
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Brief interventions are clinical alcohol interventions designed to achieve a reduction in risky alcohol 

consumption, and/or alcohol-related problems.
116

 Brief interventions delivered in hospital ED 

settings target individuals before their risky drinking behaviours develop into abuse or dependence 

disorders.
117

 Studies have found that brief interventions can lead to significant reductions of up to 30 

per cent in alcohol consumption, and have been achieved in a variety of health care settings, 

including hospital and general practice.
118

 
119

 
120

 ED-based brief interventions have also been found to 

be worthwhile interventions for children and adolescents presenting with alcohol-related injuries 

and illness.
121

 Brief interventions are cost-effective intervention methods, and should be standard 

practice in NSW primary health care facilities where patients presented to the facility have sustained 

injuries or illness due to their misuse of alcohol.
122

  

Recommendations 

17. That the NSW Government enhance data collection and the public availability of data on the 

burden of alcohol-attributable harms on the NSW health system. 

18. That the NSW Government support the development and delivery of brief interventions for 

young people who misuse alcohol and are presented to hospital emergency departments as a 

result. 

 

(g) Any other related matter 

Measures to address the provision of alcohol to minors 

In August 2012 FARE provided a submission to the NSW Legislative Assembly Social Policy 

Committee: Inquiry into the Provision of Alcohol to Minors. The submission outlined strategies to 

reduce alcohol related harms among people under the age of 18 years, with a particular focus on 

secondary supply laws and strategies to ensure that these laws are being implemented such as 

carrying out controlled purchase operations. A full copy of the submission and a Supplementary 

Submission made in October 2012 are attached. A summary of the key areas of focus for the 

submissions is also included below. 

Many parents who supply alcohol to their children do so because they believe that supervised 

alcohol use will demystify the experience for the young person and prevent later irresponsible 

consumption.123 However, this is against the advice given in the NHMRC Guidelines, which state that 

“for young people under 18 years of age, not consuming alcohol is the safest option”.124 

The prevalent and socially sanctioned act of parental supply may occur primarily due to 

misconceptions regarding the “right” time and method with which to introduce alcohol to a young 

person. Despite their best intentions, early alcohol use can result in higher levels of harmful alcohol 

consequences - even in adult-supervised settings. 

Minors should avoid initiating alcohol consumption behaviours for as long as possible as under-age 

alcohol consumption is associated with physical injury, risky sexual behaviour, adverse behavioural 

patterns and academic failure.125 Early alcohol use is also linked to later-life impacts such as 
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problematic alcohol consumption patterns as well as a range of long-term physical and mental health 

conditions.
126

 

Policy options 

Secondary supply laws should include irresponsible supply laws to ensure that parents that do 

provide alcohol to young people supervise their consumption. In some jurisdictions, such as 

Queensland and Tasmania, there are also “irresponsible supply” laws which prohibit the unsafe 

provision of alcohol (e.g. excessive amounts) or the inadequate supervision of the minor’s alcohol 

consumption. In NSW the Liquor Act acknowledges the potential harms from alcohol consumption 

among minors by introducing secondary supply provisions which aim to prohibit the provision of 

alcohol to people under the age of 18 years by anyone other than an adult or guardian. 

Strategies are also needed to ensure that young people are not directly purchasing alcohol from 

licenced premises. Controlled purchase operations are one way in which the NSW Government can 

actively raise licensee awareness and compliance with “supply to minors” provisions in the Liquor 

Act. Controlled purchase operations are designed to monitor and enforce “prohibited supply to 

minors” provisions in liquor laws that relate to the sale and supply of liquor to minors, and the 

allowance of liquor to be sold or supplied to minors.  

Such operations involve engaging supervised volunteers (15 to 17 years of age) to attempt to 

purchase liquor from off-licensed, on-licensed and special licensed premises. If the volunteer is able 

to successfully purchase alcohol, the operator of the premises (licensee and/or manager) and staff 

member are liable to prosecution under the relevant sections of the Liquor Act.  

Controlled purchase operations have been in place in New Zealand for over a decade, and legislation 

in NSW should be amended to enable police to undertake controlled purchase operations for 

alcohol.
127

 Further, of the defence that currently exists for people convicted of selling liquor to 

minors should be removed. 

Recommendations  

19. That the NSW Government introduces “irresponsible supply” laws to NSW, stating that the lawful 

supply of alcohol to minors must be conducted in a safe and responsible manner. 

20. That the NSW Government develops and implements a comprehensive public education 

campaign that informs the general public of the state legislation regarding supplying alcohol to 

minors. This campaign should incorporate the lessons learnt from the evaluation of the NSW 

Police’s “Supply Means Supply” campaign. 

21. That the NSW Government amends legislation in NSW to enable NSW Police Force to undertake 

controlled purchase operations for alcohol. 
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Young Aboriginal and Torres Strait Islander peoples  

Nearly half (48.5 per cent) of Aboriginal and Torres Strait Islander peoples aged 16 to 24 years living 

in NSW consume alcohol at risky levels.128 Aboriginal and Torres Strait Islander peoples are also more 

than six times more likely to die from an alcohol-related reason than non-Aboriginal and Torres Strait 

Islander peoples.129 

The marginalisation, displacement and disadvantage among Aboriginal and Torres Strait Islander 

peoples has had a complex intergenerational impact on alcohol consumption and alcohol-attributed 

harm levels among the Aboriginal and Torres Strait Islander population in Australia.130 131 132 133  

Throughout Australia there is also a disproportionate number of Aboriginal and Torres Strait Islander 

people  in correctional systems. One in four (26 per cent) people in Australian prisons are Aboriginal 

and Torres Strait Islander peoples, yet only 2.5 per cent of the total Australian population identifies 

themselves as Aboriginal and Torres Strait Islander peoples.134 135 Aboriginal and Torres Strait 

Islander peoples who are in prisons are more likely to be dependent on alcohol than non-Indigenous 

people. 136 In NSW, Aboriginal and Torres Strait Islander men (73 per cent vs 59 per cent) and women 

(67 per cent vs 44 per cent) are more likely to report (compared to non-Aboriginal and Torres Strait 

Islander peoples) that they were intoxicated at the time of the offence for which they were charged 

and later incarcerated.137  

Policy options 

Given the impact of alcohol use and misuse on Aboriginal and Torres Strait Islander peoples, it is 

vitally important that strategies are developed and implemented to minimise alcohol-related harms 

among Aboriginal and Torres Strait Islander peoples. Such programs must also ensure that they 

connect with and relate to alcohol use and misuse among local Aboriginal and Torres Strait Islander 

communities. 

In light of the over-representation of Aboriginal and Torres Strait Islander peoples in the Australian 

prison system, and the NSW data on the attribution of alcohol to their offending, young Aboriginal 

and Torres Strait Islander men and women should be provided with more culturally-appropriate 

opportunities to participate in diversion programs that direct them away from a life of substance 

abuse and crime. The National Indigenous Drug and Alcohol Committee (NIDAC) argues that this 

action is needed as a matter of urgency throughout Australia. 

However, Aboriginal and Torres Strait Islander peoples are under-represented in court-based 

diversion programs. It has been highlighted by a recent Deloitte Access Economic paper for NIDAC 

that the eligibility criteria for such programs constitute a barrier to entry for Aboriginal and Torres 

Strait Islander offenders. It has been suggested that this may be explained by Aboriginal and Torres 

Strait Islander offenders being less likely to make an admission of guilt to police, more likely to have 

multiple charged, more likely to have previous criminal convictions (particularly for violent offences), 

more likely to have alcohol misuse problems that are not covered by drug diversion programs, and 

more likely to have co-existing mental illness.138 

In order to enhance access to diversion programs for young Aboriginal and Torres Strait Islander 

peoples, the NSW Government should re-fund YDAC and reform eligibility criteria to enhance the 
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participation of Aboriginal and Torres Strait Islander peoples in the program. This should be 

developed in consultation with Aboriginal and Torres Strait Islander communities. In addition to 

extending the NSW Drug Court’s eligibility criteria to include alcohol dependence, the NSW 

Government should tailor the Drug Court’s eligibility criteria for participants who identify themselves 

as Aboriginal or Torres Strait Islander people. 

Recommendations 

22. That the NSW Government fund culturally appropriate education, diversion and intervention 

programs that target young Aboriginal and Torres Strait Islander peoples. 

23. That the NSW Government re-fund the Youth Drug and Alcohol Court and tailor eligibility criteria 

for Drug Court applicants who identify themselves as Aboriginal and Torres Strait Islander 

peoples. 

24. That the NSW Government extend the NSW Drug Court’s eligibility criteria to include alcohol 

dependence, and tailor the Drug Court’s eligibility criteria to accommodate for program 

applicants who identify themselves as Aboriginal or Torres Strait Islander peoples. 

 

Alcohol use and misuse among university students  

In 2011 there were 381,743 higher education students in NSW, and the majority (63 per cent) of 

Australian students attending higher education institutions, such as universities, are under 25 years 

of age. This presents the NSW Government with an opportunity to target the consumption 

behaviours and drinking environments of a significant population of young people.139 

Heavy consumption of alcohol has long been seen a traditional aspect of student life in Australian 

universities. An Australian population-based study has found that the vast majority (90 per cent) of 

university students consume alcohol.140 With one in three (34 per cent) respondents consuming 

alcohol at hazardous levels (i.e. exceeding at least six standard drinks on one occasion in the previous 

month), university students do not consume alcohol more frequently than their non-university 

counterparts, but they drink more excessively when they do.141 142 

Long-running trends of risky alcohol consumption patterns have a negative impact on many aspects 

of university life. This includes harms to the student, harms to other people (including interpersonal 

and sexual violence), and costs to the institution such as property damage and student attrition.143 

Alcohol-attributable harms to students can be of a social, physical or psychological nature, such as 

academic impairment, blackouts, injury, suicide, unintended sexual activity and sexual coercion.144 145  

In addition to harms incurred on themselves, a relatively large proportion of university students are 

adversely affected by other students’ alcohol consumption behaviours.146 Other people’s 

consumption of alcohol has been attributed to student experiences of verbal abuse, interpersonal 

violence, and sexual assault and harassment.147  

A study into the second-hand effects of people’s alcohol consumption on other students at the 

University of Newcastle found that one in four (27 per cent) students have had to “baby sit” other 

inebriated students; one in five (20.9 per cent) have had their study or sleep interrupted by other 

alcohol-affected students; one in eight (12.9 per cent) students were insulted or humiliated by other 
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students affected by alcohol; and one in 9 (10.9 per cent) students have experienced unwanted 

sexual advances from alcohol-affected students.
148

 Students aged 17 to 19 years are burdened with a 

greater share of these second-hand effects of other’s alcohol consumption than students aged 20 to 

22 years.
149

 

Young people often go to university with pre-existing alcohol consumption behaviours and pre-

conceived expectations of the university drinking cultures. Risk factors for frequent binge drinking by 

university students include: lower age, earlier onset age for alcohol consumption, monthly or more 

frequent binge drinking in high school, and living in a residential hall or a shared house (relative to 

living with parents).
150

 This reiterates the need for earlier, more effective and more thoroughly 

evaluated education and intervention programs in secondary schools that minimise new tertiary 

students’ exposure to these risk factors at university. 

There is a pervasive and enduring campus culture – and factors within the university environment 

and certain drinking locations (such as pubs, residential halls and off-campus houses) – that appear 

to promote or facilitate heavy alcohol consumption by students.
151

 
152

 In a University of Western 

Australia study, the majority (74 per cent) of students reported participating in drinking games, of 

which the majority (60 per cent) reported being pressured to participate in the drinking games and 

half (51 per cent) reported an adverse outcome following participation.
153

  

Policy Options 

The university environment contributes to risky levels of alcohol consumption by students, which 

confirms the need for greater leadership and compliance with comprehensive alcohol policies in 

tertiary institutions. However, universities and their various student clubs and associations often lack 

comprehensive alcohol policies, or fail to ensure compliance with these policies.  

Commercial interests may preclude compliance with responsible alcohol policies by student 

organisations and associations. It is common for student clubs and associations to subsidise their 

operations, activities and events through sponsorship from licensed venues and even from alcohol 

companies, such as Jim Beam.
154

 Student associations subsequently reward members with 

discounted alcoholic beverages at the sponsor’s venues, large-scale entertainment and events with 

cheap alcohol supplied and promoted by the sponsor (e.g. “Jim Beam On Campus” events), and host 

pub crawls and other events that heavily promote the excess consumption of discounted alcohol 

available to members at their sponsors’ venues. University campuses should introduce policies that 

do not allow alcohol industry to sponsor university campus functions, including sporting events. This 

is particularly important where such sponsorship involves “in kind” gifts such as free or discounted 

alcohol. 

Tertiary institutions, student clubs and associations and their sponsors must be held more 

accountable to the laws, regulations and guidelines concerning the promotion and consumption of 

liquor. The parts of the Liquor Act concerning the inappropriate promotion of alcohol are clear and 

should be more strictly enforced in order to reduce university students’ consumption of alcohol at 

risky levels and to reduce their exposure to alcohol-attributable harms. 

There are some programs in universities that are aiming to address the risky consumption of alcohol 

in Universities. The Tertiary Alcohol Project (TAP) at the University of Western Australia aims to 
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provide students with the knowledge, skills and support that enable them to make informed and 

healthy choices in regard to alcohol consumption.
155

 The TAP provides a number of health services 

for students, including confidential online alcohol self-assessments which inform customised 

snapshots for students of the risks and costs associated with their current alcohol consumption 

levels. The TAP also provides “environmental support” to enhance the management of alcohol and 

compliance with responsible service of alcohol standards at student events.
156

 

Internet-based brief interventions are also being delivered on other campuses and are proving to be 

effective. Internet-based alcohol interventions enhance the accessibility of interventions, such as the 

Western Australia Centre for Health Promotion Research’s Tertiary Health Research Intervention Via 

Email (THRIVE) program. Key design elements of THRIVE include: ease of access (e.g. via an emailed 

hyperlink); brief length of intervention (10 minutes or less); clear, non-judgmental language; 

personalised normative feedback; and links to appropriate services.
157

 Programs such as THRIVE 

provides universities with an opportunity to engage with their students about individual alcohol 

consumption behaviours at a larger scale than programs confined to on-campus health services.  

On-line intervention programs such as THRIVE have been found to reduce alcohol consumption levels 

among students, and should be endorsed and supported by the NSW Government as a method of 

reducing young student’s exposure to alcohol-related harms caused by alcohol use and misuse.  

When implementing such programs and strategies, universities must also consider the density of 

alcohol outlets on and around university campuses as that may limit the effectiveness of education 

and intervention programs for students.
158

 
159

 
160

 If the NSW Government is to reduce alcohol use and 

misuse among university students, enforcement activities must be carried out more regularly at 

licensed premises on and around university campuses. 

University councils have the power to implement and enforce alcohol controls through university by-

laws. With a view to reducing excessive alcohol consumption on campus and its associated harms 

and costs, university councils should exercise their powers to regulate the availability and promotion 

of alcohol on campus. Such action should regulate the availability of liquor on university campuses by 

restricting trading hours, the number of outlets and the pricing and promotion of liquor on campus. 

By-law restrictions may also prohibit the sponsorship of university bodies, organisations and/or 

events on campus by licensed venues and/or liquor producers. University councils may also enforce 

rules that university bodies, associations and other organisations composed of staff and/or students 

are held accountable to the Liquor Act, Liquor Regulations and Liquor Promotion Guidelines when 

hosting events and functions where liquor is supplied at unlicensed venues on campus.  

Recommendations 

25. That the NSW Government carry out enforcement activities more regularly at licensed premises 

on and around university campuses.  

26. That universities in NSW develop comprehensive and universal alcohol policies that are 

communicated and promoted among students and reinforced within university council by-laws.  

27. That universities in NSW introduce by-law rules that restrict the availability of alcohol on 

campuses in terms of trading hours, the number of outlets and the pricing and promotion of 

liquor. 
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28. That universities in NSW introduce by-law rules that discourage or prohibit the sponsorship of 

student associations, clubs and societies by licensed venues and alcohol companies.  

29. That universities in NSW fund and design alcohol education and intervention programs to reduce 

risky alcohol consumption behaviours and improve university student health and resilience. 
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• helping communities to prevent and reduce alcohol-related harms;
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Alcohol-related harms data for the ten year period preceding the most recent available data was 
also analysed to gain an indication of the trends in alcohol-related harms in NSW. Eight indicators of 
alcohol-related harms were examined including:

• alcohol-attributable hospitalisations and deaths; 

• treatment episodes where alcohol was the principal drug of concern; 

• alcohol-related domestic assaults, non-domestic assaults, assaults on police and all assaults; and

• alcohol-related road accidents. 

The analysis found that there was an increase in levels of harm for five of the eight indicators, including a 
37 per cent increase in alcohol-attributable hospitalisations (2001-02 to 2010-11), a 37 per cent increase 
in alcohol-related domestic assault (2002-03 to 2011-12), a 16 per cent increase in all alcohol-related 
assaults (2002-03 to 2011-12), a ten per cent increase in alcohol treatment episodes (2001-02-2010-11)  
and a nine per cent increase in non-domestic assaults (2002-03 to 2011-12). There were declines 
for three of the eight indicators, including an eight per cent decrease in alcohol-attributable deaths 
(1998-2007), a 34 per cent decrease in alcohol-related assaults on police (2002-03 to 2011-12), and a 
34 per cent decrease in alcohol-related road accidents (2001-2010).

This study demonstrates that the recommendations arising from the Summit and actions following 
the Summit have had little impact in achieving the long-term goal from the Summit of “a downward 
trend in irresponsible drinking behaviour, alcohol related incidents of violence, injury and disease”. 
This is evidenced by the significant and concerning increases in alcohol-attributable hospitalisations, 
all reported assaults, and treatment episodes where alcohol is the principal drug of concern.

While the Summit provided a valuable opportunity for people to come together to discuss alcohol 
interventions and policy, it failed to contribute to an overall decline in alcohol-related harms in NSW. 
The study concludes that the three primary reasons for this are that: 

1. Many of the recommendations arising from the Summit were not evidence-based.

2. The Government’s response to the Summit’s recommendations was not well resourced, actions 
were not prioritised, and there was no ongoing political leadership in progressing the Summit’s 
outcomes.

3. The alcohol industry was significantly involved in the Summit proceedings, which is reflected in 
the rhetoric included in many of the recommendations and the Government’s Outcomes Report.

The NSW Government must ensure that future alcohol policy is evidence-based in order to prevent 
further increases in harms. However to introduce evidence-based policy, the Government must first 
acknowledge the need to address the supply of alcohol. This will require the Government to ‘reframe’ 
the alcohol policy debate in NSW from one with a focus on the problem of a few, to one that 
focuses on the need for population-based interventions. It also requires the Government to place 
a greater emphasis on consultation with public health experts and the community, ahead of the 
alcohol industry.
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Overview of the Summit 

The Summit was held over four days, with each day guided by a theme. Day one focused on the 
nature and extent of alcohol abuse; day two examined existing policies, strategies and services; 
day three focused on informing and engaging the community; and the fourth day examined the 
way forward (the fourth and final day). The Summit was co-chaired by Dr Neal Blewett (a former 
Federal Minister for Health), and Ms Kerry Chikarovski (a former NSW Opposition leader and NSW 
Government Minister).

The Summit also convened ten working groups. The working groups addressed the following topics:

1. Informing and Engaging the Community;

2. Preventing Abuse and Harm; 

3. Alcohol Dependence, Disease and Treatment;

4. Effective Health Care Service Delivery;

5. Alcohol Related Injury and Trauma;

6. Family Health and Wellbeing;

7. Workforce Development and Infrastructure;

8. Alcohol-Related Crime and Anti-Social Behaviour;

9. Alcohol and the Justice System; and

10. Responsible Supply and Consumption.

The recommendations arising from the Summit were also framed around these ten areas.

Outcomes of the Summit 

The final report from the Summit, Outcomes of the NSW Summit on Alcohol Abuse 2003: Changing 
the culture of alcohol use in NSW (Outcomes Report) further specified the Government’s short and 
long-term goals arising from the Summit. The Outcomes Report identified the Government’s short-
term goal for the course of ‘the plan for the next four years’ was 

improving and better targeting services and programs to deal with the effects of alcohol misuse as well 
as fostering a better understanding of the causes, effects and means of addressing alcohol abuse by the 
community and industry.6

The long-term goal arising from the Summit was 

changing the way the community uses and thinks about alcohol – to achieve a downward trend in 
irresponsible drinking behaviour, alcohol related incidents of violence, injury and disease, and an upward 
trend in research activities and accessibility of treatment and other programs.
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Assessing the progress made against each of the policy areas

Each of the 107 primary and secondary prevention recommendations was also assessed to determine 
the progress made against each of the policy areas. Recommendations were categorised as having 
been completed, had some action taken or no progress made. In total 19 recommendations were 
completed, 53 had some action taken and 35 had no progress made against them. 

A complete overview of the categorisation of each of the recommendations is provided as Appendix 1.  
An overview of the number of the progress made against each of the policy areas is provided in 
Table 5 below.

Table 5: Progress made against recommendations by policy area

Policy area Completed Some progress 
made

No progress 
made

Total number of 
recommendations

Awareness raising 1 17 8 26

Liquor accords 4 7 4 15

Enforcement 3 4 3 10

RSA 6 2 0 8

Early intervention 0 6 2 8

Education 0 4 2 6

Brief intervention 0 2 4 6

Availability 0 3 1 4

Drink driving 
countermeasures

2 1 0 3

Promotion and 
marketing

0 0 3 3

Price 0 1 0 1

Other 3 6 8 17

TOTAL 19 53 35 107
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Trends in alcohol-related harms

Eight indicators of alcohol-related harms were assessed to determine the trends in harms overtime. 
For five of the eight indicators of alcohol-related harms there was an increase in levels of harm 
ranged from a 9 per cent increase in alcohol-related non domestic assaults to a 37 per cent increase 
in alcohol-attributable hospitalisations. Decreases were observed for three indicators, ranging from 
a 5 per cent decrease in alcohol-attributable deaths, to a 34 per cent decrease in road accidents 
where alcohol was involved. When examining trends per 100,000 population, four of the indicators 
demonstrated increases or remained the same, three decreased and data was not available for the 
final indicator. Table 7 below provides an overview of the trends observed against each of the eight 
indicators, both overall and per 100,000 NSW residents.

Table 7: Trends in alcohol-related harm indicators

Indicator Time-frame Trend Trend per 
100,000 

population

Alcohol attributable hospitalisations 2001-02 to 2010-11 37% increase 20% increase

Alcohol attributable deaths 1998-2007 5% decline 19% decline

Treatment episodes where alcohol is the 
principal drug of concern 

2001-02 to 2010-11 10% increase 1% increase 

Alcohol-related non-domestic assaults 2002-03 to 2011-12 9% increase no change

Alcohol-related domestic assaults 2002-03 to 2011-12 37% increase 25% increase

Alcohol-related assaults on police 2002-03 to 2011-12 15% decline 22% decline

All alcohol-related assaults (domestic, 
non-domestic and on police)

2002-03 to 2011-12 16% increase 7% increase

Road accidents where alcohol as 
involved

2001-2010 34% decline 39% decline

A more detailed analysis of the trends against each of the indicators is provided in the following 
sections.
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The challenge of determining the extent to which Governments should consult with the industry is 
ongoing and Governments across Australia still consult with the alcohol industry freely to inform 
the development of alcohol harm-reduction policies. This is against the World Health Organisation’s 
advice which is that 

Any interaction [with the alcohol industry] should be confined to discussion of the contribution the 
alcohol industry can make to the reduction of alcohol-related harm only in the context of their roles 
as producers, distributors and marketers of alcohol, and not in terms of alcohol policy development or 
health promotion.31

It is now well accepted in public health literature that the alcohol industry has vested interest and 
should not be involved in the development of alcohol policy and programs. A recent article by 
Moodie in The Lancet provided clear recommendations to Governments on engagement with the 
alcohol industry and other industries representing ‘unhealthy commodities’, stating that “Unhealthy 
commodity industries should have no role in the formation of national and international policy for 
non-communicable diseases” and “Discussions with unhealthy commodity industries should be with 
the government only and have a clear goal of evidence-based approaches by government.”32

Arguably one of the weakest recommendations to arise from the Summit was for “The liquor 
industry to set aside a percentage of its advertising budget for harm minimisation programs”. This 
recommendation led to the development of DrinkWise, an alcohol industry funded social aspects 
organisation. DrinkWise has received over $5 million in Commonwealth Government funding and 
has been criticised by public health academics and organisations for supporting alcohol policies 
that are ineffective,33 and delaying the introduction of an effective alcohol warning label regime by 
implementing weak ‘consumer information labels’ on alcohol products.

The NSW Government should adopt WHOs advice on engagement with the alcohol industry and not 
involve the alcohol industry in alcohol policy development. There should be an acknowledgement 
that the alcohol industry’s vested interest in the outcomes of alcohol policy, as producers and 
retailers, is to promote and sell their products. 
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The most recent Australian specific data regarding 
alcohol disease burden comes from analysis 
undertaken by Begg et al [7], where fourteen risk 
factors including alcohol were examined, and 
together accounted for 32.2% of the total BoD and 
injury in Australia. Tobacco was responsible for the 
greatest disease burden in Australia (7.8% of total), 
and alcohol was responsible for the greatest BoD 
in males under 45 years old (8.1% of total for this  
age group).

Begg et al [7] characterised burden in their analysis 
using the summary Disability Adjusted Life Years 
(DALYs) measure. DALYs are used by the World 
Health Organization for health monitoring purposes, 
by the World Bank and in scientific studies including 
the Global Burden of Disease study [8] and the 
most recent alcohol-attributable burden of disease 
in Europe [9]. Begg et al [7] reported that alcohol 
affected males in Australia (76% of alcohol DALYs) 
to a much greater degree than females (24% of 
alcohol DALYs). Alcohol abuse (918 deaths, 0.7% of 
the total and 34,116 DALYs, 1.3% of the total), suicide 
(553 deaths, 0.4% of the total and 12,245 DALYs, 
0.5% of the total) and road traffic accidents (396 
deaths, 0.3% of the total and 11,121 DALYs, 0.4% of the 
total) contributed two-thirds of the harm attributed 
to alcohol.

Arriving at AAFs for Australia requires data on 
distribution of amounts and patterns of drinking in 
the population. The most recent detailed national 
survey data on alcohol consumption is from the 2010 
National Drug Strategy Household Survey (NDSHS), 
which is available as a base for the development of 
updated estimates. The following analyses in this 
report use mortality data and morbidity data (from 
the National Hospitals Minimum Dataset) for 2010.

There is a need for a new BoD study in Australia 
because:

1. The most recent study of alcohol in the Burden of 
Disease (BoD) by Begg et al [7] is a decade old, 
estimating alcohol consumption based on 2003 
data. Furthermore, the estimate calculated in this 
study where alcohol contributed a net 2.3% of 
DALYs is substantially lower than the estimates 
for New Zealand of 7.4% [10], Europe 10.2% [9]
and Canada of 9.3% [11]. 

2. Previous analyses of alcohol use have estimated 
consumption using national estimates provided 
by the Australian Bureau of Statistics (ABS). 
The present report estimates consumption 
using the latest methodology [9] incorporating 
consumption figures from jurisdictions where 
available and applying these to estimates of 
alcohol-related burden where appropriate (see 
Chapter 2). 
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coroner. These data are then provided to ABS to 
translate to ICD-10 code and compile in the National 
Causes of Death Database. The ABS uses the 
Medical Mortality Data System (MMDS) to automate 
code underlying and associated causes of death 
from death certificates with supplements from the 
National Coroners Information System (NCIS).

Alcohol-related causes of death data in year 2010 
was requested from ABS, aggregated by age 
group, gender, state and ICD-10 conditions as listed 
in Table 2. Numbers between one and four were 
randomised in the data extraction. Underlying 
causes and associated causes were both provided 
in this dataset. In this report only underlying causes 
were used in the analysis. Total number of deaths by 
gender and state for Australians aged 15+ in 2010 is 
downloaded from ABS directly1. 

Errors and ill-defined causes existed in the death 
data introduced by incomplete records, misreported 
cause of death, and processing errors of ICD-10 
code translation. “Garbage code redistribution” is 
commonly adopted in global and Australian BoD 
studies to reduce these errors [7, 19]. “Garbage codes” 
refer to ICD codes for ill-defined or residual categories 
of major disease groups (e.g. cardiovascular diseases) 
that do not provide meaningful information on 
underlying disease or injury causes of death2. However 
this method was not adopted in this study, as most of 
those ill-defined ICD-10 categories are either not of 
sufficient influence to the diseases used in the analysis, 
or occur in categories which contain only a low 
number of cases. Deaths caused by birth conditions 
were not provided by ABS due to confidentiality 
reasons, hence they were not included in the analysis. 

1 3302.0-Deaths, Australia, 2010, available at: http://www.abs.gov.au/AUSSTATS/abs@.nsf/DetailsPage/3302.02010?OpenDocument
2 Definition from the GBD Glossary. Available at: http://www.ncbi.nlm.nih.gov/books/NBK11818/
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Missing data 

Deaths and hospitalisations occurring due to pre-
birth conditions were not provided by the ABS and 
AIHW due to confidentiality reasons. Hence, these 
conditions are not included in the present study. 
Principal diagnoses were missing in approximately 
0.4% of all hospitalisation records (suppressed to 
protect confidentiality). Most of these records were 
treated as missing data, except records including 
injuries in external causes which were re-coded  
to injuries.

Population estimates

Estimated Resident Population (ERP) by age, gender 
and state were obtained from ABS7. 

Alcohol consumption 

ABS estimated apparent PCA based on state and 
territory alcohol sales data until 1996 when most states 
and territories stopped collecting alcohol sales data. 
PCA was then estimated using national wholesale 
data, which reflects alcoholic beverages available for 
consumption rather than those consumed. In WA, the 
NT and Queensland, the National Alcohol Sales Data 
Projects continued to report PCA is based on alcohol 
sales data [18], which are more accurate estimations. 

7 3101.0-Australian Demographic Statistics, available at:  
http://www.abs.gov.au/AUSSTATS/abs@.nsf/DetailsPage/3101.0Jun%202013?OpenDocument
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deriving alcohol-attributable fractions

AAFs for chronic diseases (except ischemic heart disease) and respiratory 
infectious diseases 

AAFs were calculated as the fraction of risk attributable to alcohol among all risks using prevalence of lifetime 
abstainer (Pabstainer), former drinker (Pformer), RR of former drinker (RRformer), consumption distribution of 
current drinker and RRs for causing diseases at different consumption level, see below:

Where Pdrinker (x) is the prevalence of current drinkers consuming x grams of alcohol daily (following the 
gamma distribution described above), RRdrinker (x) is the RR for drinkers drinking x grams of alcohol daily 
compared with abstainers, and RRformer is the RR for former drinkers compared with abstainers (sources of 
RRs are listed in Table 2). We assumed that the maximum daily consumption was 150 g/day, and the RR of a 
former drinker is independent from drinking behaviour of the former drinker. 

AAF for ischemic heart disease 

The protective effect for ischemic heart disease is known to be influenced by both average consumption of 
alcohol and the presence of “binge drinking” behaviours [37]. In this study, the proportion of binge drinkers 
(defined as at least one binge drinking occasion of 5+ standard drinks per month) was obtained from the 
NDSHS, and the protective effect for this population is omitted. The AAFs for non-binge drinking populations 
was calculated similar to other chronic conditions with the maximum daily consumption set as 50 g/day. 

AAFs for injuries 

Both average alcohol consumption and drinking patterns were considered for calculating AAFs for injuries. 
The calculation was as follows:

The prevalence of non-binge drinking occasions among drinkers, Pnon-binge, was calculated as :

Where Pbinger is the prevalence of binge drinkers and Pbinge/day is the probability of a binge drinker binge drinking 
in a day. Similarly, Pbinge the prevalence of binge drinking occasions among drinkers and can be calculated  
as follows:

Relative risks for non-binge drinking, RRnon-binge, and binge drinking, RRbinger, were calculated as follows:
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for breast cancer. Additionally, alcohol may increase 
the production of insulin-like growth factors (IGF) 
thereby stimulating the development or growth of 
breast cancer in women [62].

Liver cancer

A large number of case control and cohort studies 
have provided evidence that alcohol consumption 
is an independent risk factor in the development 
of liver cancer [4, 63-65]. As noted by the IARC 
monograph working group, cirrhosis and other liver 
diseases often occur before the cancer manifests, 
and patients with these disorders often decrease 
their alcohol consumption making the effect of 
alcohol on liver cancer difficult to quantify [53]. 

Alcohol is metabolised by the enzyme alcohol 
dehydrogenase in the liver leading to the generation 
of acetaldehyde and free radicals that bind rapidly to 
numerous cellular targets, including components of 
cell signalling pathways and DNA. In addition to direct 
DNA damage, acetaldehyde depletes glutathione, an 
antioxidant involved in detoxification [66].

Oesopogeal, mouth, nasopharynx 
and oropharynx cancers

Strong trends in risk have been reported for cancers 
of the oral cavity, oesophoagus and larynx [20]. In 
the developed world, alcohol is one of the main risk 
factors for oral, pharyngeal, and esophageal cancers 
[67]. There are differences in the strengths of 
association between alcohol and these cancer types, 

possibly due in part to the extent of physical contact 
between alcohol and the relevant tissue [68]. Daily 
consumption of 50g of alcohol is associated with a 
2-3 times greater risk of these cancers in drinkers 
compared to non-drinkers [53]. More information 
on the relative risks at each site have been detailed 
elsewhere [67, 68].

results
The following tables present information on the 
number and proportions of alcohol-attributable 
cancer deaths and hospitalisations in Australia 
in 2010, and then give a breakdown by state and 
territory. Table 12 shows that there were 861 male and 
642 female cancer deaths attributable to alcohol, 
and 5,175 male and 5,002 female hospitalisations for 
cancer attributable to alcohol. Table 11 also shows 
that for male deaths, cancers of the oral cavity 
and pharynx (30% of alcohol-related cancers), and 
those of the oesophagus (29%) were responsible 
for the highest proportion of alcohol-related cancer 
deaths. In contrast, for Australian women, breast 
cancer constituted the highest proportion, being 
responsible for >50% of all alcohol-attributable 
cancer deaths. A similar pattern was evident for 
alcohol-related hospitalisations in Australian men 
and women, with these aforementioned cancer-
types associated with the greatest burden on the 
hospital system. Summary data on the mortality and 
morbidity of each of these conditions is presented 
in Table 12.
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Cardiac arrhythmias

Atrial fibrillation (AF) is the most common 
arrhythmia observed in clinical practice, and a 
significant risk factor for stroke [82]. Numerous 
studies have reported associations between alcohol 
and cardiac arrhythmias see [83]. For example, 
Lowenstein et al. [84] and Rich et al. [85] each 
reported that alcohol was responsible for up to two-
thirds of new onset diagnoses of atrial fibrillation. 
The relative association between alcohol use and 
AF is apparent in high-alcohol consumers, and may 
involve both the amount of alcohol consumed, and 
the relevant pattern of alcohol consumption. For 
example, the Framington heart study [86] aimed to 
determine relevant risk factors for AF, and reported 
that consumption of 36g of alcohol on average per 
day was associated with an increased risk of AF of 
34% and that men were more likely to develop AF 
compared with women [82]. Recent analysis has 
suggested that these limits may be lower in females, 
with >2 drinks on average per day associated with 
increased relative risk of AF [87]. Relative risks 
from recent analyses have reported that women 
consuming between 24 and 120g of alcohol on 
average per day have a relative risk of between 
1.07 and 2.02 compared with non-drinkers, while in 
men, the RR for the same volumes of alcohol were 
between 1.08 and 2.09 (95% CI: 1.52–2.86)[21].

Different mechanisms supporting the link between 
alcohol and AF have been proposed. These have 
included direct toxic effect on cardiac myocytes, 
and changes in sympathetic and vagal tone or atrial 
conduction time [88].

Stroke 

The relationship between alcohol and the RR of stroke 
depends on a number of factors including the type of 
stroke considered (ischemic or haemorrhagic), and 
the amount and pattern of alcohol consumption [22, 
89]. Some authors have argued that more specific 
sub-types of stroke should be considered when 

defining RR attributable to alcohol consumption, 
and for a discussion see [89]. 

Overall, meta analyses have determined that 
there is a non-linear relationship between alcohol 
consumption and total stroke [20]. For example, 
the consumption of less than 12g of alcohol per 
day was associated with a decreased RR of stroke, 
while consumption of >60+ was associated with an 
increased risk of stroke [90]. In addition, the RR of 
total stroke is higher in ‘binge’ drinkers (men who 
consume >6 drinks in one sitting, and women who 
consume >4 drinks in one session), with a RR of 1.86 
[91].

Ischaemic strokes account for approximately 80% 
of all strokes [89]. For ischemic stroke, there is a 
J-shaped relationship between alcohol consumption 
and RR. Those consuming less than 12g of alcohol 
on average per day have the lowest risk, while those 
consuming more than 60 g per day have the highest 
risk of this form of stroke [90]. In addition, binge 
drinkers have a higher RR compared with non-binge 
drinkers of 1.99 [91].

In contrast, for haemorrhagic stroke Reynolds et 
al. (2003) reported that the relative risk increases 
linearly at all levels of alcohol consumption 
compared with abstainers, with the highest risk for 
those consuming >60g of alcohol per day. Feigin 
et al.[92] reported increased RR for both men and 
women consuming both <150g and >150g of alcohol 
on average per week. 

Multiple biological mechanisms are likely involved 
in the relationship between alcohol use and stroke 
[14, 52, 90]. Indeed while alcohol has anticoagulant 
properties which may be beneficial in reducing 
the risk of ischemic stroke, it may also increase 
the risk of haemorrhagic stroke. The increased 
risk of haemorrhagic stroke is thought to involve 
multiple mechanisms including alcohol-induced 
hypertension, cardiomyopathy, disorders in 
coagulation, AF or reduced cerebral blood flow. In 
contrast the decreased risk of ischemic disease may 
involve changes in high-density lipoprotein levels 
and platelet aggregation. 
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to alcohol and 3.0% of deaths in females were 
attributable to alcohol.

In addition, this report also provides an examination 
of differences based on jurisdictions, which have not 
previously been presented in alcohol-related BoD 
reports. These analyses showed that the highest 
proportion of alcohol-attributable deaths for both 
sexes occurred in the NT, (males: 13.4%, females 
8.9%) approximately three-times greater than the 
national figure (males: 4.7%, females 3.0%), while 
Victoria (males: 3.9%, females 2.9%) had the lowest 
proportion of deaths attributable to alcohol. In 
addition to deaths, 2.5% of hospitalisations for men 
and 1.2% for women were estimated to be alcohol 
attributable, with the highest proportion in the NT 
(males: 4.1%, females 1.5%) and the lowest in SA 
(males 2.3%, females 1.0%). 

These mortality figures present a higher number of 
deaths attributable to alcohol than that previously 
estimated by Begg et al [7] (3,430 deaths) and by 
Ridolfo and Stevenson [6] (3,271 deaths), but are 
similar to those estimated by Holman et al. [3] (5,360 
deaths). More concerning is the large increase in 
hospitalisations presented in this report compared 
to previous alcohol-burden studies, with 157,132 
hospital separations estimated to be due to alcohol-
related causes in Australia in 2010, this number 
approximately double the estimate of Holman et 
al. of 76,467. This finding supports recent literature 
showing increases in alcohol-related harm during a 
period of relatively stable alcohol consumption [156], 
particularly morbidity as opposed to mortality [157]. 
From a BoD perspective, increases in the number 
of hospital separations can be partly explained by 
the greater number of conditions that have received 
sufficient support based on meta-analyses for 
inclusion in this study compared with previous BoD 
studies. Alcohol has been identified as either a causal 
or component factor in more than 200 ICD-10 3-digit 
disease codes [45, 52] and this number has increased 
since previous BoD studies reflecting a greater 
knowledge of alcohol-related effects. This change in 
hospitalisation numbers may also reflect changes in 
the drinking patterns amongst high-risk sub-groups, 
who subsequently require more treatment episodes 
for alcohol-related conditions such as presentations 
to emergency departments or alcohol-related 
ambulance attendances [156]. In addition, utilisation 
of hospital services has increased. AIHW reported 
that population rates of hospitalisation separations 
increased by more than 10% from 2005 to 2010 in 
Australia [158], and this reflects potential differences 
in screening, and treatment for a number of 

conditions including alcohol-related conditions such 
as breast cancer in women.

Alcohol burden with respect to 
specific disease conditions

Many conditions included in this report have 
an AAF of less than 1 (e.g. MVA and certain 
cancers), because only part of the burden of those 
conditions is attributable to alcohol [127, 159]. For 
example, in 2007 IARC monograph working group 
concluded that there was sufficient evidence for the 
carcinogenicity of alcohol for a causal link between 
alcohol consumption and cancers of the oral cavity, 
pharynx, larynx, oesophagus, liver, colon, rectum and 
breast cancer in females [53]. The estimated number 
of deaths in Australian males (861) is greater than 
that estimated for females (642), however levels 
of hospitalisation for males and females is similar 
with 5,175 in males and 5,002 in females. A similar 
proportion of cancer deaths and hospitalisations 
due to alcohol were estimated between states and 
territories, with the highest proportions estimated in 
the NT and WA for both men and women. 

For Australian men and women the highest 
proportion of deaths in the cardiovascular disease 
category is for haemorrhagic stroke and ischemic 
heart disease respectively. In addition, the beneficial 
effects are due almost exclusively to ischaemic 
heart disease in men and ischemic stroke in women. 
Overall, there is estimated to be a higher proportion 
of total cardiovascular deaths in women than in men, 
and this relationship is observed in all jurisdictions 
except the NT. This difference likely reflects the 
higher reported alcohol consumption among men in 
the NT compared with other jurisdictions. 

It is important to note that for strokes and ischaemic 
heart disease, where both detrimental and beneficial 
effects exist (depends on consumption level), the 
current AAF estimation algorithm cannot separate 
these two effects in one population group. For 
example when calculating AAF of ischaemic 
stroke for females aged 65+, a proportion of this 
population consumed under a certain amount of 
alcohol, which has a protective effect (RR lower 
for this group compared with abstainer), while the 
rest of drinkers drank over this amount of alcohol 
(alcohol introduces a higher risk over this amount 
compared with abstainer). The AAF calculated for 
females aged 65+ is a neutralisation of protective 
and detriment effects in these two sub-groups, 
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some recent studies have noted that the relationship 
is sufficiently strong for a causal role of alcohol in 
depression [37, 144]. 

limitations
In estimating PCA for the present study, survey data 
were used from the 2010 NDSHS. However, a limitation 
with such surveys includes underreporting of alcohol 
consumption when compared with national sales 
and taxation figures [36] by between 30-70% [159]. 
Underreporting in national surveys is a function of 
respondents providing lower estimates of true actual 
consumption due to a desire to conceal it, or because 
high alcohol consumers in the community such as 
the homeless or those institutionalised are excluded 
from the sample or are reluctant to participate [156, 
159]. To address this limitation, relevant adjustments 
consistent with GBD methodology were used to 
overcome underreporting of alcohol consumption 
(see Chapter 2). Specifically, we first estimated state-
level annual PCA using the 2010 NDSHS data, then 
uplifted these data using the National estimation of 
PCA11. In WA, NT and Queensland the uplifted PCAs 
were corrected using available sales and taxation 
data from the 2009/2010 financial year.

In addition to concerns with alcohol-related ‘volume’ 
estimates, alcohol-related harm is also dependent 
on the pattern of consumption, [154, 155, 161] with 
heavy drinking occasions or ‘binges’ detrimental 
in a number of outcomes [161]. To address this 
issue, we also obtained data of proportions of 
binge drinkers and frequencies of binge drinking 
from NDSHS. However there is no alternative data 
available to assist us to correct the underreported 
‘binge’ drinking occasions reported in the survey. 
Hence, there is likely an underestimation of alcohol 
burden for conditions such as injuries, ischaemic 
heart disease and ischaemic stroke, where drinking 
patterns also contribute to harm. 

The AAF calculations are algorithms that use the 
distribution of alcohol consumption and drinking 
patterns in one population, and the RR of a disease 
obtained from other populations (normally obtained 
from meta-analysis) to calculate proportion of the 
disease outcomes attributable to alcohol. Most 
studies used in meta-analysis for deriving RR were not 
from Australia. Hence similar with other BoD studies, 

assuming a similarity between the population where 
RR was obtained from and the population where 
RR was applied to may introduce potential bias 
for our estimated results [127]. However, RRs were 
predominantly extracted from studies conducted 
in high-income countries (more comparable with 
Australia), which may reduce estimation bias caused 
by this problem.

It is also important to note that the current BoD 
methodology assumes stable alcohol exposure 
for individuals during the two decades for chronic 
conditions [9]. Hence, there is potential bias 
associated with estimation of alcohol attributable 
fractions for chronic conditions such as cancers 
given that drinking patterns may not be stable 
across this timeframe. Future studies can address 
this problem by including drinking patterns change 
in the BoD methodology.

future directions
This report provides a quantification of the 
burden of disease and injury in Australia which the 
contribution of alcohol to the burden of disease in 
Australia. For example, these estimates may form 
the basis for a future cost of illness study to assess 
how current funding is allocated to tackling alcohol-
related burden in the Australian health care system, 
and how to determine better estimates for future 
funding. Indeed, given the differences between 
jurisdictions with respect to alcohol consumption, 
future work should continue to extend this type of 
analysis to provide estimates that are relevant to 
sub-populations, and to support policy responses at 
jurisdictional and national levels. 

AAFs were applied only to principal diagnoses 
(underlying causes for deaths) not to other primary 
diagnoses (associated causes for deaths). However 
in 2010 hospitalisation records, there were an 
additional 76,681 separations where ICD-10 codes 
F10 (mental health and behaviour disorders due to 
use of alcohol) or T51 (toxic effect of alcohol) were 
coded as other primary diagnoses (records not 
included in the study due to principal diagnoses not 
in the study diseases list). The current Alcohol BoD 
methodology cannot employ both principal and 
other primary diagnoses, although they are both 
important in determining overall cost and burden 

11 43070DO001-Apparent Consumption of Alcohol, Australia, 2011-12 released 18/09/2013, available at:
http://www.abs.gov.au/AUSSTATS/abs@.nsf/DetailsPage/4307.0.55.0012011-12?OpenDocument
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