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Purpose of review

The WHO is preparing its global strategy on alcohol, and, in so doing, has been asked to
consult with the alcohol industry on ways it could contribute in reducing the harm
done by alcohol. This review asks which is more effective in reducing harm: the
regulatory approaches that the industry does not favour; or the educational approaches
that it does favour.

Recent findings

The current literature overwhelmingly finds that regulatory approaches (including those
that manage the price, availability, and marketing of alcohol) reduce the risk of and
the experience of alcohol-related harm, whereas educational approaches (including
school-based education and public education campaigns) do not, with industry-funded

education actually increasing the risk of harm.

Summary

The alcohol industry should not be involved in making alcohol policy. Its involvement in
implementing policy should be restricted to its role as a producer, distributor, and
marketer of alcohol. In particular, the alcohol industry should not be involved in
educational programmes, as such involvement could actually lead to an increase in

harm.
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Introduction

Alcohol policies have been defined as sets of measures
aimed at minimizing the health and social harms from the
use of alcohol [1]. At the time of the preparation of
a report for the European Commission on alcohol in
Europe, a public health perspective [2], stakeholders
of the European Commission’s alcohol and health work-
ing group (23 government officials, 22 nongovernmental
organization representatives, and 30 representatives of
the alcohol beverage industry) were invited to express
their views on the potential impact of 35 interventions
across 12 alcohol policy domains in reducing the harm
done by alcohol [3]. Factor analysis of the responses
(which were indicated on a 10-point interval scale)
resulted in three factors: regulatory factors, for which
the alcohol industry stated there was evidence for limited
impact in reducing the harm done by alcohol; educational
approaches, for which the industry stated there was
evidence for a large impact in reducing the harm done
by alcohol; and, a factor that included enforcement
of legislation and provision of treatment. This review
summarizes the recent evidence for the effectiveness of
the competing policy approaches and concludes with
answering the question of whether the alcohol industry
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should be involved in developing alcohol policies and
programmes.

Regulatory factor

The regulatory factor included managing the availability,
marketing, and the price of alcohol, and related cross
border issues and smuggling, reducing blood alcohol
concentration (BAC) levels for drinking and driving,
and mandatory warning labels on alcoholic beverages.

Managing the availability of alcohol

Government retail monopolies for the sale of alcohol can
reduce alcohol-related harm [4]. This is largely due to the
fact that such monopolies tend to have fewer stores,
which are open for shorter hours than systems of private
sellers. In general, the number of alcohol outlets is related
to the level of alcohol-related harm, with the association
being strongest when there are major changes in the
number or types of such outlets. An increased density
of alcohol outlets is associated with increased levels of
alcohol consumption, with increased levels of assault and
with other harms such as homicide, child abuse and
neglect, self-inflicted injury, and, depending on the
distribution of outlets, road traffic accidents [5]. Although
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extending the times of sale can redistribute the times
when many alcohol-related incidents occur, such exten-
sions do not reduce rates of violence and often lead to an
overall increase in alcohol-related harm [2]. Reducing the
hours of sale of alcoholic beverages in Brazil was followed
by fewer homicides and assaults [6].

Managing the marketing of alcohol

Econometric studies look for correlations between the
amount of alcohol advertising and the amount of drinking
taking place in a particular jurisdiction using econometric
methods. Establishing such a link, however, is proble-
matic for a number of methodological reasons, includ-
ing accuracy and inclusiveness of expenditure amounts,
inclusiveness of models taking into account all confoun-
ders (price, income, etc.), and the ability to detect con-
sequences of only minor variations in expenditure [7].
Thus, econometric studies have yielded mixed results,
although a recent meta-analysis found effects of alcohol
advertising on drinking behaviour [8]. The strongest
evidence for the impact of marketing comes from longi-
tudinal studies that measure exposure at initial time A
and how this relates to drinking at future time B, con-
trolling for potential confounders (such as peer and
parental drinking). A systematic review of 13 such studies
has shown an impact of various forms of alcohol market-
ing, including exposure to alcohol advertising in tradi-
tional media as well as promotion in the form of movie
content and of alcohol-branded merchandise, on initia-
tion of youth drinking and on riskier patterns of youth
drinking [7]. The effects of exposure are dose related
and seem cumulative over time. The results were all the
more significant, given that a full marketing strategy also
includes product development, pricing and physical
availability which were outside the scope of the individ-
ual studies. In some jurisdictions, alcohol marketing
relies on self-regulation implemented by economic
operators, including advertising, media, and alcohol pro-
ducers. However, evidence from a number of studies
shows that these voluntary systems do not prevent the
kind of marketing that impacts on younger people [9°].

Managing the price of alcohol

Drinkers respond to changes in the price of alcohol
as they do to changes in the price of other consumer
products. When other factors are held constant in
analyses, such as income and the price of other goods,
a rise in alcohol prices leads to less alcohol-related harm
and vice versa. Demand for alcohol is relatively inelastic
to price, such that an increase in price results in a drop in
consumption that is relatively smaller than the price
increase. For example, a meta-analysis of 132 studies
found a median price elasticity for all beverage types
of —0.52 in the short-term and —0.82 in the long-term,
elasticities being lower for beer than for wine or spirits
[10°]. An elasticity of —0.52 means that for every 10%

increase in price, consumption would fall by 5.2%.
Another meta-analysis of 112 studies found mean price
elasticities for beer, —0.46, for wine, —0.69, and for spirits,
—0.80 [8]. These reviews have shown that beverage
elasticities are generally lower for the preferred beverage
(beer, spirits or wine) in a particular market than for
the less preferred beverages and that the impact of an
increase in alcohol price tends to be stronger in the longer
rather than the shorter term, which, from a public health
perspective, is more important. Other reviews have
shown that price elasticities tend to decrease with higher
levels of consumption in the population, and, when con-
trolling for overall consumption, beverage preferences
and time period, consumer responses to changes in the
price of alcoholic beverages vary little by country [11]. If
prices are raised, consumers reduce overall consumption
and tend to shift to cheaper beverages, with heavier
drinkers tending to buy the cheaper products within
their preferred beverage category. Policies that increase
alcohol prices delay initiation of drinking, slow young
people’s progression towards drinking larger amounts,
and reduce young people’s heavy drinking and the
volume of per occasion drinking. Price increases reduce
the harms caused by alcohol, also indicating that heavier
drinking has been reduced [12]. Studies in Alaska found
statistically significant reductions in the number and rates
of deaths caused by alcohol-related disease beginning
immediately after alcohol tax increases in 1983 and 2002
[13°°].

Natural experiments in Europe consequent on economic
treaties have shown that as alcohol taxes and prices
have lowered, so alcohol consumption and alcohol-
related harm have usually increased, particularly among
lower socioeconomic groups [14°°]. Overall, it can be
shown that increasing alcohol taxes not only reduces
alcohol consumption and related harm, but also increases
government revenue at the same time. In general, alcohol
taxes are well below their maximum revenue producing
potential and that collected revenue is usually well below
the social costs of alcohol [2].

Illegally traded alcohol can bring a health risk either due
to contamination during the trading process or due to a
lower cost than legal alcohol, and thus higher consump-
tion. Widespread introduction of tax stamps to track the
trade of alcohol could reduce illegal trade [12].

Blood alcohol concentration levels

It is well established that setting a maximum legal BAC
level for driving and also subsequently lowering it is
effective in reducing drink-driving casualties [15]. For
example, a meta-analysis of nine studies in the United
States found implementation of 0.8 g/l BAC laws resulted
in 7% decrease in alcohol-related motor vehicle fatalities
[16].



Mandated health warnings

Mandated health warnings on alcohol product containers
have been introduced in the United States. Evaluation of
their impact does not demonstrate that exposure pro-
duces a change in drinking behaviour, although some
intervening variables are affected, such as intention
to change drinking patterns [17]. These results contrast
with evidence from tobacco, where there is evidence of
impact, but this may reflect the nature of the warning
labels, as it seems that the introduction of more graphic
and larger warnings for cigarettes, with rotating messages,
has affected behaviour. Nevertheless, warning labels are
important in helping to establish a social understanding
that alcohol is a special and hazardous commodity.

Educational factor

The educational factor included public education
campaigns, school-based education, public access to
information on the alcohol industry, education to those
who work in the industry to reduce harm, including server
training, and designated driver campaigns.

Public education campaigns

In general, public information campaigns are found to
be ineffective in reducing alcohol-related harm [1]. An
exception to this are mass media campaigns to reduce
drinking and driving, which, when implemented in the
presence of strong drinking and driving countermeasures,
can have an impact [18]. Counteradvertising, a variant of
public information campaigns that provides information
about a product, its effects, and the industry that pro-
motes it, in order to decrease its appeal and use, has
inconclusive effects [1]. There have been no rigorous
evaluations of whether or not publicizing drinking guide-
lines have any impact on alcohol-related harm. Certainly,
in a liberalizing policy environment as in the UK, drink-
ing guidelines have failed to deter increases in alcohol
consumption [19].

School-based education

Many systematic reviews have evaluated school-based
education and concluded that classroom-based education
is not an effective intervention to reduce alcohol-related
harm. Although there is evidence of positive effects on
increased knowledge about alcohol and on improved
alcohol-related attitudes, there is no evidence for a sus-
tained effect on behaviour. For example, a systematic
review of 14 systematic reviews identified 59 high-quality
programmes, of which only six were able to demonstrate
any evidence of effectiveness [20]. One series of reviews
that did find a positive outcome was based on inappropri-
ate analyses, and which, on proper analysis, found no
effect [21]. Two areas that might have a potential for
greater impact are parenting, in which a systematic
review of 14 parenting programmes found reductions
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in alcohol use in six [22], and social marketing pro-
grammes, in which a systematic review of 13 programmes
found some evidence for effect for reducing alcohol
consumption in eight [23].

Alcohol industry education

There is evidence that tobacco industry-funded edu-
cation is more likely to lead to increased smoking [24].
Although there is limited research on the impact of
alcohol industry-funded education, it seems that indus-
try-funded TV spots are ambiguous, often interpreted as
advertising, and lead a favourable perception of the
messenger, the alcohol industry [25].

Server training

The relationship between drinking and alcohol-related
harm can be both affected and mediated by the physical
and social context of drinking and by the succeeding
contexts while the drinker is intoxicated. Although there
is some evidence that employment of security staff,
in part to reduce potential violence can reduce alcohol-
related harm, a systematic review has shown that inter-
ventions modifying the behaviour of those serving
alcohol and of door and security staff were ineffective
on their own [26]. However, there is some evidence for
effectiveness when backed up by enforcement by police
or liquor licence inspectors.

Designated driver campaigns

Designated driver campaigns require that the designated
driver be assigned before alcohol consumption, abstains
from all alcohol, and drives other group members to their
homes. A systematic review of nine studies found no
evidence for effectiveness [27].

Implementation and treatment

The implementation and treatment factor included two
different groups of policy measures, which were strong
components of the factor analysis [3]. The first group
included those policy measures that focused on imple-
mentation, random breath testing for drinking and
driving, restrictions on alcohol products to avoid pro-
moting erroneous impressions about their characteristics
or health effects and to avoid direct or indirect appeal to
minors, and prohibition of sales to underage drinkers.
The second group included treatment programmes for
alcohol use disorders and alcohol dependence.

Random breath testing

Intensive random breath testing, in which police regu-
larly stop drivers on a random basis to check their BAC
level, and checkpoints, where all cars are stopped and
drivers suspected of drink-driving are breath-tested,
reduce alcohol-related injuries and fatalities. A meta-
analysis of 23 studies found that alcohol-related fatal
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crashes reduced by 22% following introduction of random
breath testing and by 23% following introduction of
sobriety checkpoints [16].

Restrictions on alcohol products

There is evidence that alcohol products such as
‘alcopops’ and ‘ready-to-drink’ alcoholic energy drinks
are marketed to appeal to young people, often giving
erroneous impressions about their characteristics [28],
and there is evidence that such products are associated
with heavier alcohol intake and alcohol-related harm
among young people [29].

Prohibition of sales to underage drinkers
Implementation of laws that set a minimum age for the
purchase of alcohol is effective. A review of 132 studies
published between 1960 and 1999 found that changes in
minimum drinking age laws impact on youth drinking
and alcohol-related harm, including road traffic accidents,
with lower ages leading to an increase in harm and higher
ages leading to a reduction in harm [30].

Treatment

Brief advice heads the list of effective evidence-based
treatment methods. There is extensive evidence from a
variety of healthcare settings in different countries for the
effectiveness of early identification and brief advice
for persons with hazardous and harmful alcohol use
in the absence of severe dependence. A meta-analysis
of 21 trials on the impact of brief interventions in primary
care populations noted a mean reduction in consumption
from 320 to 280g alcohol/week, with no evidence of
increased gain from longer interventions [31]. A systema-
tic review of 12 studies found that a combination of
educational and office support programmes increased
screening and advice giving rates of primary healthcare
providers from 32 to 45% [32]. For individuals with
more severe alcohol dependence and related problems,
a wide variety of specialized treatment approaches have
been evaluated. A systematic review of 17 studies of
behavioural therapies found a combined effect size of
0.33 (SE =0.08) for reduced alcohol consumption and
alcohol-related difficulties [33]. A systematic review of
17 randomized controlled trials (RCTs) for glutamate
inhibitors found a relative risk of point prevalence absti-
nence of 1.40 [95% confidence interval (CI) 1.24, 1.59] at
6 months and 1.62 (95% CI 1.37, 1.92) at 12 months [34].
A systematic review of 29 RCTs for opiate antagonists
found a significant reduction in relapse, at least in the
short-term (3 months): relative risk (95% CI) = 0.64 (0.51,
0.82) [35]. There is evidence that matching individuals
with alcohol use disorders to specified treatment does not
improve outcome [36]. Finally, there is also evidence for
treatments that lack evidence of effect. For example,
a systematic review of eight studies found no studies
that unequivocally demonstrated the effectiveness of

Alcoholics Anonymous or Twelve-Step Facilitation
approaches for reducing alcohol dependence or alcohol-
related problems [37].

Conclusion

The present review has shown that regulatory
approaches, for which the alcohol industry stated there
was evidence for limited impact in reducing the harm
done by alcohol, are, in fact, those policy options that are
the most clearly effective in reducing the harm done by
alcohol. In contrast, educational approaches, for which
the alcohol industry stated there was evidence for a large
impact in reducing the harm done by alcohol, are, in fact,
those policy options that are almost entirely ineffective.
The approaches that included enforcement of legisla-
tion (such as minimum age of purchase) and provision
of treatment are found to be effective, whereas self-
regulation by the industry not to produce products with
erroneous impressions or appeal to young people is
ineffective. An important conclusion from this review
is that, as recommended by the WHO Expert Committee
on problems related to alcohol consumption [38], the
alcohol industry should not be involved in making alcohol
policy. Its involvement in implementing policy should
be restricted to evidence-based price, availability and
marketing approaches that reduce alcohol-related harm
that can be implemented by the industry in its role as
a producer, distributor, and marketer of alcohol. In
particular, the alcohol industry should not be involved
in educational programmes, because such involvement
could actually lead to an increase in harm.

References and recommended reading

Papers of particular interest, published within the annual period of review, have
been highlighted as:

e of special interest

ee of outstanding interest

Additional references related to this topic can also be found in the Current
World Literature section in this issue (p. 331).

1 Babor TF, Caetano R, Casswell S, et al. Alcohol: no ordinary commodity.
Research and Public Policy. Oxford: Oxford Medical Publication, Oxford
University Press; 2003.

2  Anderson P, Baumberg B. Alcohol in Europe. London: Institute of Alcohol
Studies; 20086. http://ec.europa.eu/health/ph_determinants/life_style/alcohol/
documents/alcohol_europe.pdf. [Accessed December 2008].

3 Anderson P, Baumberg B. Stakeholders’ views of alcohol policy. Nordic Stud
Alcohol Drugs 2006; 23:393-414.

4 Her M, Giesbrecht N, Room R, Rehm J. Privatizing alcohol sales and
alcohol consumption: evidence and implications. Addiction 1999; 94:1125—
1139.

5  Chikritzhs T, Catalonao P, Pascal R. Predicting alcohol-related harms from
licensed outlet density: a feasibility study. National Drug Law Enforcement
Research Fund, Monograph, Series No 28; 2007. http://www.ndlerf.gov.au/
pub/Monograph_28.pdf.

6  Duailibi S, Ponicki W, Grube J, et al. The effect of restricting opening hours on
alcohol-related violence. Am J Public Health 2007; 97:2276-2280.

7  Anderson P, de Bruijn A, Angus K, et al. Impact of alcohol advertising and
media exposure on adolescent alcohol use: a systematic review of longitudinal
studies. Alcohol Alcohol [Epub ahead of print]. Advance Access published
14 January 2009. doi: 10.1093/alcalc/agn115.


http://ec.europa.eu/health/ph_determinants/life_style/alcohol/documents/alcohol_europe.pdf
http://ec.europa.eu/health/ph_determinants/life_style/alcohol/documents/alcohol_europe.pdf
http://www.ndlerf.gov.au/pub/Monograph_28.pdf
http://www.ndlerf.gov.au/pub/Monograph_28.pdf

8  Gallet CA. The demand for alcohol: a meta-analysis of elasticities. Aust J Agric
Resour Econ 2007; 51:121-135.

9 Jones SC, Hall D, Munro G. How effective is the revised regulatory code for
e alcohol advertising in Australia? Drug Alcohol Rev 2008; 27:29-38.

Most bodies that oversee self-regulatory codes involve the alcohol industry and
report that they are doing a good job; the reality is somewhat different.

10 Wagenaar AC, Salois MJ, Komor KA. Effects of beverage alcohol price and tax

e levels on drinking: a meta-analysis of 1003 estimates from 112 studies.
Addiction 2009; 104:179-190.

Despite the wealth of evidence to the contrary, the alcohol industry continues to

maintain that the assertion of the relationship between price and harm is based on

a selective and tendentious reading of the available evidence and that a compre-

hensive and balanced reading does not support this conclusion.

11 Fogarty J. The nature of the demand for alcohol: understanding elasticity. Br
Food J 2006; 108:316-332.

12 Cook PJ. Paying the tab. The costs and benefits of alcohol control. Princeton:
Princeton University Press; 2007.

13 Wagenaar AC, Maldonado-Molina MM, Wagenaar BH. Effects of alcohol tax

ee increases on alcohol-related disease mortality in Alaska: time-series analyses
from 1976-2004. Am J Public Health 2009; 99:1-8.

Natural experiments are often poorly researched using scientific methods. Two

alcohol tax increases in Alaska were clearly associated with immediate and

sustained reductions in alcohol-related disease mortality, giving powerful evidence

that alcohol taxes save lives.

14 Herttua K, Makela P, Martikainen P. Changes in alcohol-related mortality and
ee its socioeconomic differences after a large reduction in prices: a natural

experiment based on register data. Am J Epidemiol 2008; 168:1110-1118.
When Estonia joined the European Union, Finland reduced its alcohol taxes
dramatically to ward off concerns about the health impact of increased legitimate
cross border trade. This misguided policy option, which was contrary to available
evidence, led to an increase in alcohol-related deaths, almost all of which was due
to cheaper Finnish alcohol, rather than imported Estonian alcohol, and which
preferentially killed the less well off.

15 Mann RE, Macdonald S, Stoduto LG, et al. The effects of introducing or
lowering legal per se blood alcohol limits for driving: an international review.
Accid Anal Prev 2001; 33:569-583.

16 Shults RA, Elder RW, Sleet DA, et al. Reviews of evidence regarding interven-
tions to reduce alcohol-impaired driving. Am J Prev Med 2001; 21:66-88.

17 Stockwell T. A review of research into the impacts of alcohol warning labels on
attitudes and behaviour. Canada: Centre for Addictions Research of BC
University of Victoria British Columbia; 2006. http://www.carbc.uvic.ca/pubs/
AlcWarningLabelsTS.pdf. [Accessed 22 July 2008].

18 Elder RW, Shults RA, Sleet DA, et al. Effectiveness of mass media campaigns
for reducing drinking and driving and alcohol-involved crashes: a systematic
review. Am J Prev Med 2004; 27:57-65.

19 Anderson P. A safe, sensible and social AHRSE: new labour and alcohol
policy. Addiction 2007; 102:15156-1521.

20 Jones L, James M, Jefferson T, et al. A review of the effectiveness and cost-
effectiveness of interventions delivered in primary and secondary schools to
prevent and/or reduce alcohol use by young people under 18 years old.
Alcohol and schools: review of effectiveness and cost-effectiveness. NICE:
main report (PHIAC 14.3a); 2007. http://www.nice.org.uk/nicemedia/pdf/
AlcoholSchoolsConsReview.pdf.

21

22

23

24

25

26

27

28

29

30

31

32

33

34

35

36

37

38

Global alcohol policy and the alcohol industry Anderson 257

McCambridge J. A case study of publication bias in an influential series of
reviews of drug education. Drug Alcohol Rev 2007; 26:463-468.

Petrie J, Bunn F, Byrne G. Parenting programmes for preventing tobacco,
alcohol and drug misuse in children <18 years: a systematic review. Health
Educ Res 2007; 22:177-191.

Stead M, Gordon R, Angus K, Mc Dermott L. A systematic review of social
marketing effectiveness. Health Educ 2007; 107:126-191.

Wakefield M, Terry-McElrath Y, Emery S, et al. Effect of televised, tobacco
company-funded smoking prevention advertising on youth smoking-
related beliefs, intentions, and behavior. Am J Public Health 2006; 96:
2154-2160.

Smith SW, Atkin CK, Roznowski J. Are ‘drink responsibly’ alcohol campaigns
strategically ambiguous? Health Commun 2006; 20:1-11.

Ker K, Chinnock P. Interventions in the alcohol server settings for preventing
injuries. Cochrane Database Syst Rev 2006: CD005244.pub2. doi:
10.1002/14651858. CD005244.pub?2.

Ditter SM, Elder RW, Shults RA, et al. Effectiveness of designated driver
programs for reducing alcohol-impaired driving a systematic review. Am J Prev
Med 2005; 28 (5 Suppl):280-287.

Mosher JF, Johnsson D. Flavored alcoholic beverages: an international market-
ing campaign that targets youth. J Public Health Policy 2005; 26:326—
342.

O'Brien MC, McCoy TP, Rhodes SD, et al. Caffeinated cocktails: energy drink
consumption, high-risk drinking and alcohol-related consequences among
college students. Acad Emerg Med 2008; 15:453-460.

Wagenaar AC, Toomey TL. Alcohol policy: gaps between legislative action
and current research. Contemp Drug Probl 2000; 27:681-733.

Kaner EFS, Beyer F, Dickinson HO, et al. Effectiveness of brief alcohol
interventions in primary care populations. Cochrane Database Syst Rev
2007: DC004148. doi: 10.1002/14651858.CD004148.pub3.

Anderson P, Laurant M, Kaner E, et al. Engaging general practitioners in the
management of alcohol problems: results of a meta-analysis. J Stud Alcohol
2004; 65:191-199.

Walters GD. Behavioural self-control training for problem drinkers: a
meta-analysis of randomized control studies. Behav Ther 2000; 31:135-
149.

Mann K, Lehert P, Morgan MY. The efficacy of acamprosate in the main-
tenance of abstinence in alcohol-dependent individuals: results of a meta-
analysis. Alcohol Clin Exp Res 2004; 28:51-63.

Srisurapanont M, Jarusuraisin N. Opioid antagonists for alcohol dependence.
Cochrane Database Syst Rev 2005: CDO001867. doi: 10.1002/
14651858.CD001867.pub2.

Project MATCH Research Group. Matching alcoholism treatments to client
heterogeneity: project MATCH three-year drinking outcomes. Alcohol Clin
Exp Res 1998; 22:1300-1311.

Ferri M, Amato L, Davoli M. Alcoholics anonymous and other 12-steps
programmes for alcohol dependence. Cochrane Database Syst Rev 2006:
CD005032. doi: 10.1002/1465 18 58.CD005032.pub2.

WHO Expert Committee on problems related to alcohol consumption. WHO
Technical Report Series. 2nd report. Geneva: World Health Organization;
2007.


http://www.carbc.uvic.ca/pubs/AlcWarningLabelsTS.pdf
http://www.carbc.uvic.ca/pubs/AlcWarningLabelsTS.pdf
http://www.nice.org.uk/nicemedia/pdf/AlcoholSchoolsConsReview.pdf
http://www.nice.org.uk/nicemedia/pdf/AlcoholSchoolsConsReview.pdf

	Global alcohol policy and the alcohol™industry
	Introduction
	Regulatory factor
	Managing the availability of alcohol
	Managing the marketing of alcohol
	Managing the price of alcohol
	Blood alcohol concentration levels
	Mandated health warnings

	Educational factor
	Public education campaigns
	School-based education
	Alcohol industry education
	Server training
	Designated driver campaigns

	Implementation and treatment
	Random breath testing
	Restrictions on alcohol products
	Prohibition of sales to underage drinkers
	Treatment

	Conclusion
	References and recommended reading


