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ABSTRACT
Alcohol consumption has been a major contributor to the global burden of diseases, accounting for 3.3 million 
deaths, which is equivalent to 5.9% of all global deaths. Alcohol misuse is the fifth leading risk factor for premature 
death and disability, and is the top factor among people between 15 and 49 years. There are causal relationships 
between the harmful use of alcohol and incidences of both non-communicable diseases and infectious diseases 
such as STIs, including HIV/AIDS. In addition to health consequences, the harmful use of alcohol also causes 
significant social and economic losses to individuals and society. This article focuses on alcohol consumption 
in India and South Africa, and highlights the policies that have been adopted in both countries and discusses 
interventions that could be used to combat it. Though policies and interventions have been put into place, gaps 
exist because alcohol use is high, especially in South Africa, and continues to rise in both countries. Strategies to 
reduce the harmful use of alcohol include the adoption of national policies and educational interventions such as 
health promotion. To reduce the harmful use of alcohol, the World Health Organization Global Strategy provides 
an initial framework that countries can adopt. South Africa’s national policy follows this framework, while in 
India, alcohol remains a state/province controlled subject. A well formulated national policy on alcohol use, when 
implemented effectively, could have a positive effect on sustainable development.
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INTRODUCTION
The harmful use of  alcohol is a global prob-
lem resulting in individual, social and eco-
nomic implications.1 Tobacco and alcohol 
are responsible for a major part (8.1%) of  
the disease burden, with alcohol being the  
top risk factor for bad health in developing  
countries.2 Globally, alcohol use is the third 
leading risk factor for poor health and is the 
number one risk factor causing disease and 
death in people aged 15-49 years, which is 
economically the most productive group.1 

Alcohol is also one of  the main factors 
contributing to premature deaths and dis-
ability and has a major impact on public 
health. Changing social norms, urbanization, 
increased availability, high intensity mass 
marketing and relaxation of  overseas trade 
rules, along with poor levels of  awareness 
of  the consequences of  harmful use of   

alcohol, have contributed to increased alcohol  
use, resulting in epidemiological transitions.3,4 
There is considerable evidence suggesting 
that an increase in alcohol prices reduces  
consumption and the level of  alcohol-related 
problems.5

The United Nations Millennium Develop-
ment Goals (MDGs) are eight goals that 
all 189 UN member States agreed to try 
to achieve by the year 2015.6 Not all of   
the MDGs were fully achieved by the target  
date, with a number of  global targets 
missed.7 Alcohol affects at least five of  
these eight MDGs. The first MDG, aimed 
at eradicating extreme poverty and hunger, 
is affected by alcohol, as disastrous alcohol 
expenditure may result in people in poor 
communities getting into lifelong debts. 
Achieving universal primary education, i.e. 
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MDG 2, was indirectly affected by alcohol, since its 
dependence and abuse has an impact on jobs being lost, 
exacerbating shortages in resources to invest on chil-
dren’s primary education.8 Promoting gender equality  
and empowering women (MDG 3) was affected by  
alcohol, since alcohol-related problems are associated 
with increased risk of  male intimate partner violence 
against women.9 Combatting HIV/AIDS, i.e. MDG 6, 
was also affected by alcohol misuse, as excessive alcohol  
consumption weakens the immune system, making the 
body more prone to HIV infection and sexually trans-
mitted infections.8 Sustainable Development Goals 
(SDGs) set the new agenda that are relevant to all coun-
tries worldwide to be achieved by 2030.7 The SDGs aim 
to reduce premature mortality from NCDs by one third 
through prevention and treatment; to promote mental 
health and well-being; and to strengthen the prevention 
and treatment of  substance abuse, including narcotic 
drug abuse and the harmful use of  alcohol.10

TREND IN ALCOHOL USE
Per capita sales of  alcohol and tobacco are decreasing 
in high-income countries (HICs), but increasing in low- 
and middle-income countries (LMICs). While alcohol 
consumption is reportedly decreasing in the developed  
world, it is increasing in developing countries, including  
India.1 The rate of  increase in consumption of  
‘‘unhealthy commodities’’ (such as soft drinks and pro-
cessed foods that are high in salt, fat, and sugar, as well 
as tobacco and alcohol) is highest in LMICs, with little 
or no further growth expected in HICs.11 Also, patterns 
of  drinking to intoxication are more prevalent in devel-
oping countries, indicating higher levels of  risk due to 
drinking.3

Alcohol consumption in South Africa and India

The World Health Organization states that South Africa 
has one of  the highest levels of  alcohol consumption 
in the world, with 16.6 liters of  pure alcohol consumed 
per drinker per year. This pattern of  drinking is similar 
to those in Kazakhstan, Mexico, Russia and the Ukraine, 
which are known for their high alcohol consumption.12,13 

The WHO Global Alcohol Report 2014 shows that the 
total alcohol per capita consumption for the popula-
tion aged 15 and above, for drinkers in South Africa, 
was 32.8 litres of  pure alcohol in males and 19.6 litres  
of  pure alcohol in females. Over the years, alcohol  
consumption has increased and still remains more  
dominant in males than in females.14 The WHO gives 
South Africa a score of  four out of  five (i.e. drinking 5 
or more beers or glasses of  wine at one sitting for men, 
and more than 3 drinks for women). On a least risky 
to most risky patterns-of-drinking scale, the higher the 

score, the greater the alcohol-attributable burden of  dis-
ease for the country.15 There is greater harm per liter of  
alcohol consumed in South Africa than in other regions, 
where drinking prevalence may be more widespread but 
where harmful use is rare. Consequently, South Africa 
experiences alcohol-related costs and externalities above 
global averages.12 Alcohol consumption is significantly 
higher in South Africa than in India (Table 1). In South 
Africa, nearly half  of  the alcohol consumption is in the 
form of  beer, while in India, spirits make up 93% of  the 
total alcohol consumed. 
India was among the countries with low alcohol  
consumption levels, but recent consumption levels of  
alcohol have increased due to liberalized social values, 
a lack of  evidence based research in this area, expan-
sion in commercial production, and aggressive marketing 
campaigns by the alcohol industry.1,16 Due to its large 
population, India has been identified as potentially the 
third largest market for alcoholic beverages, just behind  
China and Russia, attracting the attention of  multina-
tional liquor companies.3 India is the dominant producer  
of  alcohol (65%) in the South East Asia Region and  
contributes to about 7% of  total alcohol beverage 
imports into the region. India is now one of  the key 
markets for the global spirits industry and alcohol is 
the most commonly used intoxicating substance in the 
country.1,17 The total alcohol per capita consumption for  
drinkers (aged 15+) in India was 32.1 litres of  pure alcohol  
in males and 10.6 litres of  pure alcohol in females, showing  
that men consume almost three times as much as 
females, with drinking patterns showing to be average, 
as the score was three out of  five.17 Over the years, alcohol  
consumption has increased and still remains more domi-
nant in males than females.15 Although India’s consumption 
of  alcohol is still low when compared to the rest of  the 
world, 32% of  Indians consume alcohol, out of  which 
4-13% are daily consumers.16 Sale of  alcohol has been 
growing steadily at 6% and is estimated to grow at the 
rate of  8% per year. The percentage of  the drinking 
population aged below 21 years has increased from 2% 
to more than 14% in the past 15 years. People drink at  
an earlier age than before, and the “mean age of  ini-
tiation” has dropped from 19 to 13 years over the past 
two decades.1,3 Table 2 shows that the extent of  harmful  
consumption of  alcohol in South Africa is very high 
compared to India.

IMPACT OF HARMFUL USE OF ALCOHOL
Alcohol abuse is a major concern and causes socio- 
economic problems in many developing countries.  
It places a burden on the social, economic and health 
wellbeing of  irresponsible drinkers as well as on their 
social support networks.18 The negative consequences 
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of  the harmful use of  alcohol also have substantial cost 
implications for the government.12

Social and Economic Consequences 

Harmful use of  alcohol is a pattern of  alcohol use that  
causes damage to health, which can be physical or mental,  
for example depressive episodes secondary to heavy 
alcohol intake.19 The harmful use of  alcohol includes 
several aspects of  drinking, such as the volume of   
alcohol drunk over time; the pattern of  drinking  
(frequency of  drinking); the drinking context, if  it 
increases the public health risks; and the quality of  
the alcoholic beverages.1 Emotional and psychological 
impacts on families, the high levels of  crime and other 
social ills have left many communities under siege by the  
scale of  alcohol and drug consumption. Harmful drinking 
leads to negative social consequences for the user, the  
people around the user, society at large and the  
government.18,20 Alcohol use is often a contributing factor  
in crimes, misdemeanors and accidents. For example, 
alcohol is involved in more than 50% of  interpersonal 
violence cases. Similarly, in transport fatalities, alcohol is 
associated with 53% of  all cases.12 The extent of  harmful  
consumption of  alcohol in South Africa is very high 
compared to India (Table 2).
Alcohol consumption can affect the workplace through 
absenteeism. People with alcohol dependence and 

drinking problems are on sick leave more frequently 
than other employees, leading to a significant cost to 
employees, employers, and to social security systems.21 
In India, 20% of  absenteeism and 40% of  accidents at 
the work place are alcohol related.3 Productivity may 
decrease with heavy drinking at the workplace. Drinkers 
have lower performance, problems in personal relation-
ships with co-workers, and lack self-direction, although 
drinkers themselves may not feel as though their work  
performance is being affected. Heavy drinking or alcohol 
abuse may lead to unemployment, which in turn may 
lead to increased drinking.21

Drinking can affect how a person behaves as a parent 
and as a partner.21 Eighty five percent of  men who 
were violent towards their wives were frequent or daily 
users of  alcohol. More than half  of  abusive incidents 
occurred under the influence of  alcohol.3 The impact  
of  drinking on family life can include substantial mental  
health problems for other family members, such as 
anxiety, fear and depression, and child mistreatment.21,22 
Use of  alcohol increases indebtedness and reduces the 
ability to pay for food and education, and can leave the 
family in destitution as funds for household expenditure 
are diverted to purchase alcohol.1 Alcohol abuse leads to 
separations and divorces and causes emotional hardship 
for the family. While the emotional trauma cannot be 

Table 1: Consumption of pure alcohol by type in India and South Africa, 2010 
(Population aged 15+)

Per capita consumption of pure alcohol, (in litres) India South Africa
Male

Female
Average

8.0
0.5
4.3

18.4
 4.2
11.0

Type of Alcoholic Beverage consumption as a percentage to the total alcohol consumption

Beer 7% 48%

Wine <1% 18%

Spirits 93% 17%

Other - 17%

Source: WHO, NCDs Country Profile 2014; WHO, Global status report on alcohol and health 2014.43

Table 2: Extent of Harmful Consumption of Alcohol in India and South Africa, 2010
Harmful Consumption of Alcohol India South Africa

Heavy episodic drinking, past 30 days (%)

Males 3.2 17.5

Females 0.0 2.9

Both sexes 1.6 9.8

Alcohol use disorders, 12 month prevalence (%)

Males 4.4 9.6

 Females 0.5 1.5

 Both sexes 2.5 5.4

Source: WHO, Global Status Report on NCDs, 2014.44
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translated into monetary terms, the impact it has on the 
quality of  lives is significant.3

Health Consequences

Consumption of  alcohol has been identified as one of  
the main determinants of  NCDs. There are strong links 
between alcohol and several of  the main NCDs. NCDs 
are a major threat to development in developing coun-
tries.23 Alcohol has been linked to cancer, cardiovascular 
diseases (CVDs), liver diseases and mental disorders. 
According to the Global Burden of  Disease report  
(GBD) 2010, the burden of  disease attributable to alcohol 
consumption in 2010 was substantial. It accounted for 
4·9 million deaths and 5·5% of  global DALYs in 2010.21  

Of  the NCDs associated with alcohol use, the largest  
number of  DALYs are due to alcohol dependence 
(about 120,000 DALYs per year), followed by cirrhosis 
of  the liver (74,000 DALYs), epilepsy (52,000 DALYs) 
and hypertension (32,000 DALYs).12

Chronic alcohol consumption, particularly heavy drinking  
occasions, can contribute to high blood pressure, abnormal  
heart rhythms, heart failure, and strokes. Alcohol is 
associated with various kinds of  liver diseases, with fatty 
liver, alcoholic hepatitis and cirrhosis being the most 
common. Drinking 30 g of  absolute alcohol per day is 
associated with an increase in the chance of  dying from 
liver cirrhosis. Morbidity and mortality increase with the 
volume consumed per day.21

Alcohol intake during pregnancy can cause spontaneous 
abortion, slower fetal growth in the womb, premature 
birth, low birth weight and Fetal Alcohol Spectrum 
Disorder.21 Previous studies show the typical woman at 
risk to an alcohol exposed pregnancy as being poorly  
educated and living in poverty.24 Targeting drinking  
during pregnancy is therefore important to reduce 
adverse health effects on the developing fetus.25 
Alcohol use is a major underlying factor in homicides,  
violence, road traffic deaths, suicides, and other, uninten
tional injuries across South Africa.26 Hazardous drinking  
was also significantly associated with severe health  
problems, such as head injuries, and hospitalizations.  
In India, 34% of  those who attempted suicide were 
abusing alcohol.3

POLICIES AND INTERVENTIONS TO REDUCE 
HARMFUL USE OF ALCOHOL IN SOUTH AFRICA AND 
INDIA
To address NCDs, countries can implement the Global 
Strategy to Reduce the Harmful Use of  Alcohol, which 
provides an initial international framework for action 
and was approved by the World Health Assembly 
(WHA) in Geneva in May 2010, subsequently being 

adopted by the 193 member States.4,26 Evidence-based 
strategies that have the potential to reduce the occur-
rence of  heavy drinking episodes and the prevalence 
of  alcohol use disorders affecting NCDs are recom-
mended to be implemented. Such strategies are likely 
to include regulating the availability, pricing and marketing  
of  alcohol. Improvements to the capacity of  health 
services could support such initiatives by screening for 
risk and conducting brief  interventions for hazardous 
and harmful drinking at primary healthcare facilities and 
other settings.25 
While alcohol is an individual-level risk factor, its  
consequences can be prevented via broader public 
health interventions, such as those impacting on its 
availability, affordability and marketing.23 Strategies 
for health promotion and for prevention require both 
population and individual level interventions.2 Community  
support networks are responsible for implementing  
policies, programmes and plans to address alcohol 
abuse. Collaboration between the private sector and the 
alcohol industry is important to develop and implement 
such policies.22 Sustainable policy approaches rely on  
the involvement of  the private sector, including employers  
and shareholders. Policies that have support from a 
wide range of  partners are more likely to succeed and be 
acceptable to a larger proportion of  the target popula-
tion, therefore progressively becoming clear that multi-
sectorial action is needed to implement and cover the 
gaps in existing policies.28,29 
Both India and South Africa have introduced various 
policies and strategies (Table 3) to reduce the harm 
caused by and to curtail alcohol abuse. The Government 
of  South Africa introduced legislation to deal with its 
supply and demand, such as NDMP (2013-2017), the 
Prevention and Treatment of  Drug Dependency Act 
(20 of  1992), as amended, as well as the Prevention of   
and Treatment for Substance Abuse Act (70 of  2008).18 
The Department of  Health, Government of  South 
Africa (DOH,SA) has developed a framework for leg-
islation on the control of  alcohol. The Department is 
in charge of  reducing alcohol demand and the harm  
caused by alcohol, by making the alcohol related  
legislation and policy guidelines available to the public. 
It collaborates with the Departments of  Education and 
Social Development on national awareness campaigns22 
to this end. Therefore continuous evaluation of  policies 
and intervention strategies is critical to ensure that a  
dynamic situation is given attention, and that the chal-
lenges are addressed.18

The NDMP aims to reduce socioeconomic and other 
costs associated with alcohol abuse, and to promote the 
development of  a responsible and sustainable liquor 
industry, and makes provision for public participation 
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in the liquor licensing process.22 The NDMP sets the 
roles of  various government departments at national  
and provincial level, and identifies the need for a signi
ficant contribution to be made by other stakeholders 
in the country.26 For the purpose of  the NDMP, the 
Department of  Trade and Industry is responsible for 
the regulation of  the liquor industry, as it enforces the 
Liquor Act (No. 59 of  2003) through the National 
Liquor Authority (NLA). The Liquor Act provides the 
norms, standards, and criteria for cooperative govern-
ment in the regulation of  alcohol in South Africa. The 
Act also provides for the establishment of  the National 
Liquor Policy Council (NLPC), which consists of  the 
Minister of  Trade and Industry, as chairperson, and all  
MECs responsible for the administration of  liquor matters 
in each province.22 
To further strengthen the alcohol policy and practice 
in South Africa, various gaps need to be addressed, 
including intervention-focused demonstration projects 
and regular audits of  treatment services and prevention 
programmes.2 Research recommends that interventions 
can be developed through legislation and regulation, 
and could include pricing regulation and taxation, 
restrictions on the availability of  alcohol, direct drunk-
driving interventions, community mobilization, educa-
tion and public awareness interventions in the drinking 

environment.1,12 The DOH, SA is following the WHO’s 
Global Strategy to Reduce the Harmful Use of  Alcohol, while 
the liquor industry’s strategy is to focus on educating 
consumers about responsible alcohol use.27 Shifting  
from national and community-based strategy devising  
approaches to communityspecific solutions and com-
munity interaction with industry is vital for better imple-
mentation and enforcement.26 The alcohol industry is 
committed to reducing alcohol-related harm and for 
promoting policies, but they may lack the necessary 
expertise or the integrity to develop and implement  
such policies effectively.29 These interventions may  
provide a more cost effective means of  limiting the 
harmful impact of  alcohol misuse on the economy.25

The Constitution of  India includes prohibition of  alcohol  
in Article 47 of  the Directive Principles of  State Policy,  
but an effective, comprehensive, national alcohol control 
policy is essential.17 Alcohol is a state subject, and most 
state policies aim at making profits from the sale of  
alcohol products.30 Different policies govern different 
aspects of  alcohol in each Indian state. There is need 
for a comprehensive national policy that, at a minimum,  
would set standards for how states regulate alcohol  
production, distribution and consumption.1

The ‘public health approach’ looks at the bigger picture 
concerning alcohol (e.g. the legal age to drink alcohol 

Table 3: The Policies and Strategies implemented to Reduce Alcohol Consumption in India and South Africa 
Policies, Strategies and interventions India South Africa

Written national policy/ national action plan No Yes

Excise tax on alcohol Yes Yes

Minimum legal drinking age Subnational
6 States-18yrs

18 States-21yrs
5 States - 25yrs

18 years

Licensing of days and hours of sale Yes in 28 states
No in 2 states

Yes

Restrictions on outlet density Yes in 22 States
No in 8 states

No

Licensing of places for sale and consumption Yes Yes

Minimum sale price Yes in 22 States
No in 8 States

No

National BAC when driving a vehicle (general/young/
professional)

0.03/0.03/0.03 0.05/0.05/0.02

State regulations for restrictions on alcohol advertising Yes in 13 States
No in 15 States

Ban on direct surrogate ads in 2 States

No

Prohibition on point of sale advertising Yes in 5 States
No in 25 States

No

Legally required health warning labels on alcohol Yes in 21 States
No in 9 States

Yes

Ban on sales and drinking in public places Yes Yes

Government monopoly on retail sales Yes No

Source: WHO alcohol report 2014; Alcohol marketing and Regulatory Policy Environment in India 2013.30, 45
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is 18 and above), those who drink alcohol (e.g. random 
breath testing), and the environment (including the 
accessibility and availability through policy and legislative 
interventions, e.g. times at which alcohol is sold), to 
reduce alcohol misuse by making the environment less  
‘pro-alcohol’ and thereby reducing the per capita  
consumption.1,25 

Advertising

A ban on all direct or indirect alcohol marketing may 
help to reduce the number of  people initiating alcohol 
use.16 South Africa’s Ministry of  Health follows the 
‘public health approach’ and has hence proposed tighter  
restrictions on alcohol advertising, recently tabling  
legislation that aims to ban alcohol advertising.12 Most of  
the Indian states that impose a ban on advertisements 
of  alcohol brands do not clearly ban indirect advertising 
such as promotion and sponsorship. Alcohol companies  
advertise their products indirectly in such states. Therefore 
it is critical that all states impose a comprehensive ban 
on all kinds of  direct and indirect advertisements of  
alcohol brands.30 Only four states currently prohibit 
advertising alcohol brands at points of  sale.1

Pricing regulation and taxation

In India, alcohol companies can change/increase the 
price of  their products only once a year, when the state 
governments determine the alcohol prices. Thus state  
governments have a lot of  control over alcoholic  
products, and this can be effectively used to regulate 
alcohol.30 Excise duties on alcohol are levied as a specific 
tax. When excise taxes increase, they are passed onto 
consumers as higher prices, which will generally lead to 
a reduction in alcohol consumption. Raising prices and  
taxes on alcohol is one of  the most effective interven-
tions to reduce alcohol consumption.16 Increasing excise 
taxes on alcohol should be to correct the extraneous 
costs of  alcohol consumption, and to fund programmes 
that aim to reduce the burden of  alcohol misuse.12 
Increases in alcohol taxes have been associated with 
reductions in motor vehicle fatalities, crime, cirrhosis, 
industrial injuries and premature school leaving.25

Excise policies of  the thirty Indian states show that 
there are many policy gaps, and that most excise policies 
are not comprehensive. The national Indian population 
is exposed to different sets of  requirements of  excise 
policies in each state.30 In India, tax generated from  
alcohol production and sale is the major source of  revenue  
in most states, and has been cited as a reason for  
permitting alcohol sale.3 Introduction of  a government 
monopoly for the retail and/or wholesale alcohol market  
may help to limit the harms attributable to alcohol use.16 

In the southern states and some others, like Rajasthan, 
Orissa and Chhattisgarh, state governments have a  

monopoly over alcohol distribution. These states, espe-
cially Tamil Nadu, are considered role models for the 
collection of  excise from alcohol.30 Their objective is 
to maintain control over the quality of  alcohol, its price 
and taxation, and to prevent illegal alcohol sale. Apart 
from the taxes on the final alcohol product, duties on 
interstate movement of  alcohol are also levied, thereby 
increasing the price.1 The rise in price is expected to 
reduce the harmful use of  alcohol.31 

Restrictions on the availability of alcohol

Alcohol is readily available in most communities in both 
licensed and unlicensed outlets in South Africa.24 One 
of  the outcomes stated by the NDMP is to reduce the 
availability of  dependence-forming substances/drugs, 
including alcoholic beverages.26 Considering the burden 
associated with acute alcohol intoxication, prevention  
of  drinking to marked intoxication, i.e. changing patterns  
of  drinking in the individuals and populations at large,  
is an important objective of  primary prevention of  
alcohol use disorders.2 Many countries use licenses 
issued by the government to control the sale of  alcohol. 
These licenses can be cancelled if  the law is broken.25 
A number of  studies have reported a significant impact 
of  outlet density on alcohol consumption and drunk-
driving collisions. According to the WHO, South Africa 
currently employs restrictions on the number of  retail  
outlets, but there are no proper restrictions on the  
density of  outlets.25

There is need to regulate the days and hours when liquor 
sales should be permitted. In zoned areas, South Africa 
currently imposes restrictions on hours of  retail sales.32 
The Western Cape Liquor Act, for example, states the  
maximum opening and closing times for on-and  
off-premises consumption as 11am to 2 am and 9 am 
to 6 pm respectively, and Cape Town is considering 
restricting these hours further, and plans to restrict trade 
on Sundays and public holidays.25 In India, an alcohol 
ban exists in some states, making the manufacture, sale,  
transportation, consumption and storage of  alcohol  
illegal. States that have implemented and enforced the 
ban on alcohol in the country include Gujarat, Nagaland, 
Lakshadweep, Kerala, Manipur and Bihar.33,34 

Restrictions on the minimum legal drinking age

Increasing the legal drinking age can reduce alcohol 
sales and problems among young drinkers.25 In India the 
minimum legal drinking age varies from state to state 
(from 18-25 years): it is 25 years in Delhi and 21 in Uttar 
Pradesh. The minimum drinking age is 18 in South 
Africa, which is in line with international practice.32 To 
realize its full benefits, it is essential to enforce the age  
limit laws by the governments with the support of   
civil society, NGOs, producers and retailers of  alcoholic 



Marara et al.: Curtailing Unhealthy Consumption of Alcohol

Indian Journal of Pharmacy Practice, Vol 9, Issue 2, Apr-Jun, 2016 83

beverages. The most direct approach to the enforce-
ment of  the age limit laws is through a requirement for 
identification such as national identity cards, passports 
or driver’s licenses at points of  sale.32,35 To effectively 
enforce this policy, focus should be on sellers, who 
could be made to face closure for noncompliance.25 

To prevent young people from consuming alcohol, it is 
essential to make efforts in the form of  awareness and 
counselling aimed directly at young people and also at 
those adults who facilitate their access to alcohol.35

Roadblocks and Random (unrestricted) breath testing

In South Africa, the new Road Safety Strategy includes 
plans to increase enforcement, particularly in the form 
of  mini roadblocks as well as multidisciplinary road-
blocks. Roadblocks can identify drivers driving under 
the influence of  drugs or alcohol.22 Administrative  
license suspension and a reduction of  the blood alcohol  
content (BAC) levels lowers the incidence of  drink-
driving behavior at all levels, and has also led to further 
reductions in alcoholrelated road traffic accidents.2  
Most countries have a BAC limit of  either 0.05 or 0.08 g/ 
100 ml for drivers. The BAC limit for drivers has been 
specified in both countries. However, South Africa has 
different limits based on the type of  drivers, while India 
has a uniform limit (Table 2).25

Health warning labels

In India, some states mandate a health warning on 
liquor bottles while others do not.1 In South Africa, 
containers for alcoholic beverages must now contain 
one of  the seven health messages shown in Table 4, and 
these must be at least one-eighth of  the total size of  the 
container label.36 There is no requirement that messages 
are rotated. The liquor industry has even introduced its  
own health warnings on alcohol (e.g. ‘No sales to persons 
under 18’) in order to influence the government to 
counter calls for greater governmental regulation.37

Educational interventions

Community-wide interventions in the form of  creating 
awareness at community level; engaging community 
members in action around alcohol problems; providing 
information on alcohol; positively engaging youths in 
and out of  school; promoting responsible use, treatment 
and rehabilitation can be used.18 Educational and aware-
ness campaigns on the harmful use of  alcohol would 
help to control the harmful use of  alcohol, as educated 
individuals would act in their own long-term interests, 
even when faced with heavy marketing and promotion.4

Ensuring healthy lives and to promoting the well-being 
for all at all ages is essential to sustainable development. 
Health promotion has the potential to empower people 
to develop or maintain healthy lifestyles; reduces excess 
mortality; addresses the leading risk factors and underly-
ing determinants of  health; helps to strengthen sustain-
able health systems; and is important in achieving the 
targets for SDG 3, by increasing awareness of  the con-
sequences of  harmful use of  alcohol.38,39 Carrying out 
health promotion in settings where people live, work, 
learn and play is a creative and effective way of  improving 
their health and quality of  life. Health promotion has a 
crucial role to play in fostering healthy public policies  
and health-supportive environments, enhancing positive 
social conditions and personal skills, and promoting  
healthy lifestyles.38 There is evidence that comprehensive 
interventions targeted towards special populations such 
as pregnant drinkers could also have a positive impact.2

Community-Based Participatory Research (CBPR) is 
a collaborative approach that offers opportunities to 
engage people as active contributors, equitably involves 
all partners in the research process, and those that are 
affected and know of  the local circumstances that affect 
health.40,41 CBPR is an effective way to understand health  
issues, in their respective social and environmental  
contexts in which these issues are embedded.42 

CONCLUSION
The harmful use of  alcohol can be decreased through 
the introduction of  national policies and also by using a 
bottom-up approach, by implementing interventions in 
the community. As alcohol use affects sustainable devel-
opment, different policies and interventions have been 
introduced and implemented in both South Africa and  
India, but alcohol use continues to rise in both countries.  
India does not have a national policy on alcohol, as  
alcohol is a state subject and, in some states, the policies 
that exist prioritise the revenue generated by alcohol 
sales. Alcohol use in India is a major public health 
problem affecting individuals, families, society and the 
nation, and a national policy is thus important. South 

Table 4: Health messages for alcoholic beverages, 
South Africa

Alcohol reduces driving ability

Don’t drink and drive

Don’t drink and walk on the road

You may be killed

Alcohol increases your risk to personal injuries

Alcohol is a major cause of violence and crime

Alcohol abuse is dangerous to your health; alcohol is addictive

Drinking during pregnancy can be harmful to your unborn baby

Source: Global Agricultural Information network. Regulation amendment on 
container labels of alcoholic beverages.46
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Africa has a national policy that uses the WHO frame-
work, but for alcohol harm to decrease, these policies 
need to be enforced more effectively.
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