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Foreword
 

This Surgeon General’s Workshop marksthe beginning of a coordinated
campaign to save the 25,000 lives that are lost each year because Americans
persist in drinking and driving. As with smoking, the issues are many and
complicated, and even small steps toward alleviating the problem trigger
emotions and controversy.

Coordination began with having five Federal Departments sponsor the
workshop — Defense, Education, Justice, Health and HumanServices, and
Transportation. The experts who participated in the workshop represent the
broadarray of specialists who must work together to bring this pervasive
behavior undercontrol. Thedifficulties they face were immediately apparent
in the numberofinvited experts who declinedto attend.

Theparticipants spent 3 days generating solutionsin 11 interrelated areas
and developing recommendationsthataffect the wide range of people— from
beverage servers to carmakers,from legislators to treatment providers, from

advocates to advertisers —who can play somerole inalleviating this problem.
Theparticipants also suggested strategies for implementing the

recommendationsandset up timeframesfor their accomplishment. They are
included in this volume. Nowit is our turn to act to make the Nation safe
from the tragedies precipitated by combining alcohol and motorvehicles.

C. Everett Koop, M.D., Sc.D

Surgeon General
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BIA

CDC
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DHHS

DOJ

DOT
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DwI

EMS

FARS
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FCC

23 U.S.C. 402 Highway Safety Programs. These formula grants

to the States for highway safety programs are administered

by the Governors’ Representatives for Highway Safety.

23 U.S.C. 408-I incentive grants to States for alcoholtraffic

safety programs

23 U.S.C. 410-1 incentive grants to States for drunk driving

prevention programs

Alcohol Beverage Control

Alcohol, Drug Abuse and Mental Health Administration

Alcohol Safety Action Projects

Association of State and Territorial Health Officers

Blood Alcohol Concentration

Bureauof Indian Affairs

Centers for Disease Control

Certified productslist

Departmentof Health and HumanServices
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Departmentof Transportation

Driving Underthe Influence

Driving While Intoxicated

The terms DWI and DUIare synonymous, meaning either

driving while intoxicated or driving while underthe influence.

These are generaltermsreferring to the criminal action of

driving a motorvehicle either (1) while “illegal per se” or (2)

while impaired, underthe influence,or intoxicated by alcohol

or other drugs.
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Federal Bureau of Investigation

Federal Communications Commission
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Opening Remarks
  

Goodafternoon. I am Faye Abdellah, Deputy Surgeon General, U.S.

Public Health Service (USPHS), and am serving as moderatorforthis

opening session.

First — Welcometoall of you to this historic Surgeon General’s

Workshop.Thefirst wasinitiated by Dr. Koop in 1981.

The Surgeon General’s Workshopis a concept, now inveterate, of

convening experts to advise the Surgeon Generalandto identify the public

health implications of major health problems demandingresolution.

This workshop provides you, the experts, with the opportunity to come

together to advise the Surgeon General, within the constraints of his office,

on how best to approachthe problem of drunk driving from the

perspectives of needed education,services, research, and health policy.

Previous workshopshave addressed equally complex problems such as

the needsof ventilator/handicappedchildren, child abuse, elder abuse,

pornography, pediatric AIDS, self-help groups, and, most recently, health

promotion andaging. For example, during the last workshop,one panel

dealt with the problemsofalcohol abusein the elderly

—

oftenstarting

when they were adolescents. The recommendationsofthis panel were

incorporated into the research agendaof the National Institute on Alcohol

Abuse and Alcoholism (NIAAA).Thisis precisely the kind ofresult that

we would like to see comeoutofyour deliberations.

Soon after the workshopis completed, the workshop proceedings and

background paperswill be published and widely disseminated to

appropriate groupsat Federal, State, andlocallevels as well as private

sector groups.

The purposeofthis workshopis to develop a comprehensive set of

recommendationsthat can help the Surgeon General bring drunk driving

under control and eliminate drunkdriving as the leading cause of death

among young Americans.

Participants are encouraged to examine each expert panel charge in

light of the following questions:

1. What do we know about the problem andits extent?

2. What have we doneso far? Have these actions been effective

or ineffective?
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3. What do we need to know?

4. How do weput our knowledgeinto practice effectively? What
will really work?

This is your mandate.

Let me nowintroducethis afternoon’s speakers.

 

Introduction of Surgeon General C. Everett Koop

Dr. Koop, the 13th Surgeon General of the USPHS, has becomethe

mosteffective Surgeon General since the establishmentofthat
position. Why has he been soeffective?

Dr. Koop haspaid his dues to the health establishment many times
over. His inimitable courage as a pioneerin pediatric surgery for more
than four decades helped him climb mountainsin the pediatric world
never before surmounted. His appointmentas the U.S. Surgeon
General in November 1981 presented him with new mountains to
climb; for example, planning and implementing the strategy to achieve
a smoke-free society by the year 2000;introducing regulations to
protect the newborn;protecting the confidentiality of those who are
HIVpositive, yet still seeking new ways of obtaining prospective data
such as volunteer testing of college students; setting new guidelines
for nutrition; and most important, strengthening the PHS
Commissioned Corps to make this cadre of health professionals proud
to serve throughoutthe United States and in manyotherparts of the
world.

Notonly does this Surgeon General climb mountains that appearto
be insurmountable, but during his college days at Dartmouth, he was
also known to jump off mountains. Does he fly? — NO. He does not
have to. His enormous energy propels him onatleast 16 cylinders!

Ladies and gentlemen, the U.S. Surgeon General C. Everett Koop.

Opening Remarks
 

C. Everett Koop. M.D., Sc.D.

Surgeon General of the U.S. Public Health Service

U.S. Department of Health and HumanServices

Greetings to hosts, guests, and friends.

I wantto thankyouall for traveling to this workshop from so manyparts
of the country. You represent a cross-section of a nation deeply concerned
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about the annualtoll of death and disability caused by drunk and drugged

drivers.

You were chosen by a thoughtful, hard-working interagency planning

committee. Its members came from five cabinet-level departments:

Transportation, Justice, Education, Defense, and Health and Human

Services. I'd hardly call it a parochial group, and I’m delighted that they

found the name and addressof each oneof you.

I also wish to recognize a memberof the Houseof Representatives who

is with us today— Congressman William F. Goodling of Pennsylvania.

Congressman Goodling has been a dedicated andtireless leader in

every majoreffort by the U.S. Congress to fight the scourge of drunk

driving. The American people are very fortunate to have had him ontheir

side so far, and we can look aheadto his continued leadership and support

in the 101st Congress whenit convenes next month. Welcome,

Congressman Goodling, I’m very pleased to have you with usthis

afternoon.

All of you, gathered here this week, are respected expertsin this field,

but that doesn’t meanyouall think alike. I’m sure as the workshop sessions

continue, we will become awareof the wide range of opinionsandinterests

represented here.

I knowthisis not the best time of year to ask people to leave their

homesandfamilies and spend a few days at a conference. ButI believe

that this workshopis different. There’s an urgency about the subject: drunk

and druggeddriving.

Theurgencyis almost palpable in the manyletters that come in to my

office from State andlocalofficials of every area of the country. The

urgencyis also clear in the cards,letters, and telegramsI’ve received from

surviving family membersgrieving over the loss of a loved one — someone

killed by a drunk driver.

The urgencyis clear from the response we’ve already had to the

alcoholism and alcoholabuseinitiative launched by Secretary Otis R.

Bowenlast year and reinforced at a major national meeting in San Diego

this past October. —

Andit’s clear from the sentiment expressed by 99 UnitedStates

senators and from a unanimous Houseof Representatives, who have asked

meto take on this issue and do whateverI can to bring it under control.

Although they are nothere today, I do want to recognize two other

individuals who have been of immeasurable help in the United States

Senate ~ Senator Claiborne Pell of Rhode Island and Senator John W.

WarnerofVirginia, the two gentlemen who cosponsoredthatletter signed

by them and 97 oftheir colleagues. And, again, Congressman Goodling

can take great credit for the passage of that resolution — House Concurrent

Resolution 276 —in the recent 100th Congress.



OPENING REMARKS

The Congress knows asI certainly do, and as most of you know,
also—that the powers of the Surgeon Generalare carefully circumscribed.
I do notallocate funds, or operate programs, or carry out any specific

legislation. Nor do I pretendthat I do.
Onthe other hand, the powerand authority of myoffice are heavily

invested inpublic education.

Myprincipalassignment, therefore, is to inform the American people of
any threats to their health and to advise them of ways to avoid such threats,
if they are known.I inherited that power and authority when I assumed the
office of Surgeon General more than 7 years ago. Andthe credit for that
goes to my 12 predecessors, going back for more than a century.

Whenthe time comes for me to take myleave, I hope andpray that I
will have done nothing to compromisethe integrity and credibility of this
greatoffice. On the contrary, I hope I also might be rememberedas having
done somethingto further strengthenthis office in the eyes of the Nation.

In this matter of drunk driving, the Surgeon General’s roleis virtually
nothing more — butcertainly nothing less — than public education. And by
“the public,” I include not only lay citizens but also my colleaguesatall
levels of government— Federal, State, and local—and myfellow citizens in
the private sector, both in profit and nonprofit activities.

AsSurgeon Generai, I have a responsibility to speak to them ali. And I
do, whether they are comfortable with whatI haveto say or not.

Oneof the mechanismsI have usedfor this purpose is the Surgeon
General’s Workshop. The workshop provides, as it were, an umbrella
underwhich individuals and groups representing manydiverse interests
and pointsof view can assemble andtalk outan issue ofsignificance to the
health of the American people.

That umbrella —to be effective —has to be neutral. Hence,let me assure
all of you that I do not cometo this workshop with any prearranged
conclusions or recommendationsor any preset ideas about what we should
do next.

Butlet there be no mistake: I am not neutral about the issue of drunk
driving. No sensible person can be neutral about that. Where we differ may
be on the approach that the United States should take,as a civilized
society, to reduce and maybe oneday eliminate this terrible thief of health
andlife.

I ask you to please adoptthis spirit as you take partin the working
sessions tomorrow and Friday. In other words,I ask you to be willing to
share yourideas, but also bewilling to listen, and bewilling to learn new
things and maybe adjust someofyourthinking, if need be.

If we have that kind ofparticipation from everyone, then we maygeta
good deal closer to the core ofthis problem andthe essenceofits solution.

Andthat brings me to the announcementthat the working sessions
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tomorrow andFridaywill not be open to the press. Thatis consistent with

past practices.

I have conducted nearly a dozen Surgeon General’s Workshops during

mytwo termsin office. The issues have included AIDS,liver

transplantation,the care of handicappedchildren,family violence,

pornography, and so on.

In each workshop, the main or plenary sessions,like this one, have

always been opento everyone, including the press. But the working sessions

have not been open. They have always been closed to nonparticipants,

again, including the press.

The reasonis simple enough.I wantall invited participants to go into

these sessions ready to speak their minds, ready to engage in open and

candid give-and-take with colleagues and counterparts, and,yes,in the

course of the debate, ready to change their own minds,if need be.

This approachis notonlylegal, it’s very successful. And I am sure it will

be equally successfulfor usatthis workshop, too. Let me assure you,

however, that, while the actual deliberations of the working sessions will be

closed,the results of those sessionswill be madepublic at the final open

session on Friday. The recommendations will be presented to me by the

persons who lead the sessions.I will take

a

little time to review them and

then comeback to you with my responsein the final session, Friday

afternoon.

Now,one more word about these recommendations.

This is the Surgeon General’s workshop. And J am the Surgeon General.

ButI hopeyou will look beyond the office of Surgeon General when you

make your recommendations.

As | indicated a momentago,there’s really only one recommendation

for the Surgeon General — to speak out publicly on the issue of drunk

driving. Well, I’m already doing that.

That’s why I urge you to set your sights beyond the Surgeon General’s

office and recommendfuture action for education— State, local, public,

andprivate— for law enforcement, for the health professions and the

public health community, for the transportation and highwayinterests, and

for communications, including advertising and broadcasting.

So, with those few groundrules in mind,let us move forward with our

agenda, becausetimeis not on our side. Even as we deliberate here in the

safety of these hotel walls during this otherwise festive season of the year,

alcohol consumptionis up andsois the toll of alcohol-relatedtraffic

injuries and deaths.

Hence, we can expect that 1988 —like 1987 and 1986 before it —will be a

year in which 24,000 more Americanswill have died on our highwaysin

alcohol-related accidents.

And manythousands morewill have been killed in accidents that are
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drug-related, a fact we want to emphasize during this week, whichis
National Drunk and Drugged Driving Awareness Week.

During my brieftime at this microphone— 20 minutes or so— one of our
citizens will be killed by a drunk driver.

While you were grabbing a quick lunch at noontime, two more were
killed.

Andthis evening,in the hour when you relax over dinner, three more will

be killed in the same way.

Anaverageof twoto threeof our fellow citizens are killed on our streets
and highways every hour, aroundthe clock, becausethey or others had
their judgmentand reflexes impaired by alcohol and other drugs.

Bythis time tomorrow, some 65 Americanswill have died on the
highwayin alcohol-related accidents.

That’s the picture in regard to alcohol-related fatalities. But over a
million alcohol- and drug-related crashes occur every year on our
highways, and mostof them do not end in death. Butthey do result in
injuries—a half-million injuries at a minimum.

Whenthe vehicular wreckage is towed away, the human wreckageis left
behind—the permanent brain damage,the spinal cordinjuries, the lost or
permanently deformedlimbs,the blindness, and the impotence — the
lifetimes crippled with disability and haunted by recurrent nightmares of
howit all happened.

Tens of thousands of deaths, hundreds of thousandsofinjuries. Those
are numbingstatistics. But they are also more than juststatistics.

Theyare real people, real humanlives.

Unfortunately, a disproportionate numberof highwayvictims areyoung
people, young men and womenbetweenthe agesof 15 and 24. No other
comparable age cohort has such a record of death andinjury on the
highway.

Andthis age group,byitself, accounts for more than 8,000
alcohol-related fatalities, or abouta third ofall fatalities each year in which
alcoholis implicated.

Fortunately, young people themselves are becoming more and more
sensitive to this issue. That was one of the most encouraging aspects of the
recent report of the public hearings held by the National Commission
Against Drunk Driving.

Young people whotestified at those hearings supported the minimum
drinking-age law, seatbelt laws, more public education, and so on.

Also, according to the National Commission, young people themselves,
“with near unanimity, declared that advertising encourages adolescents to
drink,” and the Commission wentso far as to recommendthat“in the
absenceof alcoholindustry action, legislation should be enacted to
regulate alcohol beverage advertising.”
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Young people maynotbe numerically represented here as they are in

the death andinjury statistics each year, but they should be uppermostin

our minds duringour deliberations today, tomorrow, and Friday.

And now,a final word. I’ve been spending some time lately preparing

for the 25th anniversary of the publicationofthefirst Surgeon General’s

Report on Smoking and Health. In doingso,I’ve been looking over that

25-year recordof progress, and I find it very instructive.

Twenty-five years ago the public health community, with the supportof

citizens’ groups and membersof Congress, embarked upon a systematic

program ofresearchinto the relationship between smoking andhealth.

At the sametime, andin a responsible way, they also looked at the

public policy implicationsof the research results, as those cametolight.

From thatinformation they were able to plan ways to help the American

people endtheir high-risk romance with tobacco. Chief among these ways

was a far-reaching program of public education and instruction.

Andso it appears to me that we may now be—in termsof alcohol and

drunk driving—where we were 25 years ago in terms of tobacco andthe

fatal diseases caused by smoking.

Andthatbrings meto the particular charge for this workshop, the

specific areas ofinterest I hope you addressin the next 2 days:

e First, let’s consider the research agenda requiredforthis issue

of drunk and drugged driving. We know quitea bit aboutthe

issue now, but muchstill remains to be learned. Weclearly

needto build a strongscientific base which either confirms

alcohol’s role in highway trauma,orrefutes the connection

between highway trauma and alcohol and other drugs.

@ Next, we needto look at — or anticipate, if possible — the many

policy implicationsofthat research. In other words, we may

feel we’rejustified by experience to have strong opinions

aboutthis and that, but the country needsan objective

assessmentof the knowledgebase andits implications for

public policy.

e Third—andalso on the strength of an ongoing research

program andits policy implications—we needto lay out a

plan with near-term and long-term public health objectives. In

other words, whatkinds of actions must we take, in both the

public andprivate sectors, in regard to drunk and drugged

driving? What are our goals and objectives, and how should

we go aboutreaching them, soon and overthe long run?

@ Andfinally, we need to devise an overallstrategy for carrying

out such a national plan. In these daysof restricted and

limited resources, we must make every person and every
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dollar count. That meansnotonly having a plan,butalso
having a coherentand cost-effective approach to the
implementation ofthat plan.

Thosefour elements, then, constitute my charge to this workshop:
research, policy, aplan ofaction, and an implementation strategy for that
plan.

That’s a big assignment for a 3-day workshop.But I’ve foundin
workshopspast that people tend to work more creatively andat a higher
energy levelif time is of the essence.

In any case, this workshopis not an on-the-job training experience for
any of you. You are all seasoned and experiencedindividuals. Also, I’m not
searching for the ultimate statementon the issue of drugged and drunk
driving. Rather, I’m hoping for a documentthatwill give the country a
strong push in the most fruitful direction.

This maybethefirst meeting of this kind— andit’s an important
one— but I doubtthatit will be the last one.

I am sureall of you can think of some people whoare missing from this
workshop. Maybethey will be at the next one— andthe onesthatwill
follow. Butfirst, let’s make the very best start we can.

Again, thank you forjoining methis weekat this workshop. I appreciate
it, and the country will surely benefit from your contribution.

Thank you.

 

Introduction of Secretary Bowen

Dr. Bowenis the first physician to serve as Secretary of the
Department of Health and Human Services. Having served twohighly
Successful terms as Governorof Indiana, we are mostprivileged to
havethis physician as Secretary of DHHS.

Secretary Bowen has been able to accomplish what no other
secretary has, namely, the introduction and successful passage of
legislation related to catastrophic illness. President Reagan publicly
Stated that this legislation is the most important of his administration.

Whyis it so important that Secretary Bowen bewith us at this
workshop? He has accomplished the following related to drunk driving.

e@ He madealcoholism and other alcohol-related problems a
specialpriority for the DepartmentofHealth and Human
Services.

e@ November 1987, the Department announced a 14-pointinitiative
to raise public awareness about alcohol-related problemsin
America.
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e@ The Departmentcreated a public affairs campaign to help get

the message across.

e The Departmentestablished a National Citizens Commission on

Alcoholism. ,

Ladies and gentlemen, Secretary Otis R. Bowen.

Opening Remarks
 

Otis R. Bowen, M.D.

Secretary of Health and Human Services

I’m delightedto join such distinguished companyin addressinga very real

problem that should be of concern to every single American.

I think this is a very appropriate timeof the year to be focusing on this

matter. The holiday season, from Thanksgiving to New Year’s,

unfortunately,is the occasion for a generalincreasein alcohol intake by

the average person.All too often, what oughtto be a joyous celebration of

the revival of the humanspiritis utterly destroyed by the abuse of alcohol

andthe tragediesthat follow in its wake.

It’s well to rememberthat, for our purposes, drunk driving is a

misnomer. Whatwe'rereally talking aboutis drinking and driving.It isn’t

necessary to be intoxicated;just a drink or two can make somebodybehind

the wheel a threat to themselves and to others.

Thefact that the holiday seasonis usually marked by weather that

makes road and highway conditions treacherous simply compoundsthe

matter.

Now,I don’t wantto be the grinch that stole Christmas. ButI do think

this is as good a time as any to renew our annualplea that conviviality and

good times shouldn’t extend to the point of endangeringlives and property.

Lil let Dr. Koop terrorize those who wantto enjoy a big steak and a

good cigar. Let mejust sound the noteof cautionthat’s in keeping both

with our purposeandits timing.

I don’t think there is anyone who doesn’t realize that alcohol abuse and

alcoholism are having a devastating effect on‘American society.

Andit’s going to get worse. oN

Recent studies indicate that the annual cost to the country of alcohol

abuse and alcoholism will reach $136 billion by the end of next year and

will rise to $150 billion by 1995.

The checklistofstatistics makes a sad litany indeed.

e Inall, some 18 million American adults are either alcoholics

or have alcohol abuse problems.
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Alcoholis a factor in things like teenage pregnancy, poor
scholastic achievement, crime andviolence, the gap in health
status between white Americans and Americans from
minority group backgrounds,and general loss of American
productivity.

An estimated 4.6 million adolescents annually—3 out of every
10 American teenagers— have alcohol problems.

Nearly 9 out of 10 teenage automobile accidents involve
alcohol.

Alcohol is a major disciplinary, vandalism, and crime problem
on mostcollege campuses.

Some 40,000 babies are born each year at increased risk
becauseof their mother’s drinking during pregnancy.

Fetal alcohol syndromeis oneof the top three causesofbirth
defects and is the only one that’s preventable.

Womenarethe fastest growing componentof the alcohol
abuse segmentof the population.

Black, Hispanic, and Native American minorities suffer

disproportionately from alcohol-related problems.

In an attempt to do something about this national catastrophe by
increasing public awareness,I launched a 14-pointinitiative a year ago in
the U.S. Department of Health and HumanServices.Since putting alcohol
abuse andalcoholism in the spotlight, we have been able to accomplish a
numberofthings.

We've established a National Citizens Commission on

Alcoholism.

We’ve created a special public affairs campaign to inform the
American peopleof the serious health effects of alcohol.

We’ve developed a new publication calledAlcohol Alert to
expedite the delivery of research findingsinto the handsof
clinical practitioners.

We've held two national conferences on alcoholism and
alcohol abuse that brought together more than a thousand
clinical practitioners, researchers, and preventionspecialists.

And we’ve joined forces with the American Medical
Association to improvethe training of physicians in the
detection and treatmentof alcohol problems.

Thereis, of course, muchthatstill needs to be done. Oneof the major
alcohol issues that demandsourattention is the operation of a motor
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vehicle while under the influenceof alcohol. Andthat’s the reason for this

workshop.
Alcohol-related motor vehicle accidentsare a very seriousnational

public health problem. Everyyear, they inflict lingering spinal cord and
brain injuries and other traumaon halfa million people. Andtheykill
24,000 in this country alone. Thetoll in human misery is awesome and

intolerable.

Dr. Koopis to be highly commendedfor organizing this 3-day
workshop.Hehasenlisted in his cause the Federal Departments of

Defense, Education, Justice, and Transportation.

And from our Department of Health and HumanServices, the Centers

for Disease Control, the Health Resources and Services Administration,

the Indian Health Service, and the Alcohol, Drug Abuse, and Mental

Health Administration all work together on this problem.

In the past, there have been honest disagreementson the best ways to

solve this problem of alcohol-impaired driving. This workshopwill attempt

to bring togetherall the public health, academic, government, public

safety, law enforcement, and advocacy points of view. And hopefully,it will

produce the best background research and recommendationson the
problem, from which can come a comprehensive plan to reduce
alcohol-impaired driving and eliminate it as a leading causeofdisability

and death among Americans, many of them unacceptably young.

Whenthese findings reach every level of our society, perhaps that

process can begin.

Dr. Koopis goingafter alcohol-impaired driving the way he has gone
after cigarette smoking. His goalis to savelives. I supporthis effort.

Andeven though my stewardshipis about to end, the commitment of

the Department of Health and HumanServiceswill not. In fact, planning

has already begun for the third national conference on alcoholism and
alcohol abuse. The second conference, last month in San Diego, was

enormously successful, with more than 1,400 people in attendance. The

next conference promisesto be even better.

Wearen’t the only ones with these concerns. Maybe from others in the

international community we can learn new ways to combatthe problem

that brings us together today, and maybe we can teach them something of

what we know.

There maybe no magic bullet to end the tragedy of alcohol abuse and
driving, but I think we can begin to developat this workshop ways and

meansof dealing with it that will be just as effective.

I am pleasedto see that several membersof the Congress are
participating in this workshop. They canplay vital role in anything we

hope to accomplish.

Thankyou for coming.I wish you every successin your deliberations.
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Introduction of M. George Reagle

Mr. George Reagle is representing Secretary Burnley of the
Departmentof Transportation. Mr. Reagle is the Associate
Administrator, National Highway Traffic Safety Administration,
Departmentof Transportation. The Department of Transportation has a
long history of cooperation with the Department of Health and Human
Services and has been working underan interdepartmental agreement
with us for many years in a cooperative fashion on this issue. The
Departmentof Transportation historically has been involved in drunk
Oriving issues since the 1960s when they implemented alcohol safety
action programs.This is another step in their ongoing efforts to
addressthis issue of drunk driving.

Ladies and gentlemen—Mr. George Reagle.

Opening Remarks
 

George Reagle

Associate Administrator for Traffic Safety Programs

National Highway Traffic Safety Administration

Distinguished panel, ladies, and gentlemen.

I wantto thank you for the opportunity to address this gathering of
experts on the problem of drunkdriving.I sincerely hope that your
deliberations over the next few days can provideus with additional energy
and information to reduce drunkdriving andits tragic consequences.

Alcohol Safety Action Projects

During the 1970s, the National Highway Traffic Safety Administration
(NHTSA)placed a great deal of emphasis on the problem of drunk driving
via a national demonstration program involving 35 Alcohol Safety Action
Projects (ASAPs). These 35 projects were designed to reduce drunk
driving at the local level by combining the various elements(e.g.,
enforcement,licensing, adjudication, public information) into a system at
eachlocality. Prior to this time, persons in these different areas frequently
did not coordinate their efforts to deal with the drunk driving problem.

Evaluation was a major componentof these ASAPs, and we wereable
to get a reading on how successful we were. By the endof the projects, we
had demonstrated significant reductions in nighttime fatal crashes in 12 of
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the 35 sites. Still, from 1970 to 1976, we were not able to detect any

significant, national level changes in the problem of drunk driving.

Indepth Demonstration Projects

Wethen beganto look in depth at the various countermeasure elements
to see if we could find ways to improve them and demonstrate their
effectiveness. We conducted a DWI enforcement demonstration project in
Stockton, California that showed that specially trained and motivated
officers were able to significantly increase DWI arrests and to make small
but significant reductionsin alcohol-related crashes, We conducted
probation demonstrations in Mississippi and Tennessee and foundthat
long-term followup with a diagnostic and assessment program called the
“Life Activities Inventory” resulted in significant reductions in recidivism
among convicted drinking drivers. In addition, we conducted a
comprehensive DWItreatment demonstration in Sacramento, California
which showed that intensive treatment and long-term followup could
significantly reduce recidivism among convicted drinking drivers.

Again, however, we detected no changesin the nationallevels of
drinking and drivingorin the fatalities or crashes involving drinking
drivers during this period (1976-80).

1980: A Pivotal Year

By 1980, we had done much groundworkin attempting to find solutions
to the problem of drunk driving. We had conducted and evaluatedlocal
level, comprehensive programs; we had looked in depthat individual
countermeasures, and we had reviewedthe results of international efforts
to reduce drunk driving during the past several decades. As a result of our
experiences and those of foreign nations, we beganto place significantly
greater emphasis on general deterrence of drunk drivers. This meant that
deterrenceactivities such as roadside sobriety checkpoints, swift and sure
license actions, jail sentences for multiple offenders, and increasedfines
received greater emphasis and more mediaattention. To convey this new
emphasisto State and local highway safety leaders, in 1980 weinitiated a
series of alcohol-safety workshops to review the results of the past decade
andto conveythe latest technology to these leaders.

Aboutthe same time, however, a much more important development
emerged.Citizen activist groups, which had begunas early as 1978, became
morevisible across the Nation. These groups represented an element that
had been missing in the efforts to reduce drunk driving in the United
States — a concerned public. Recognizing the potential of such groupsto
bring about needed changes, we included themin ourseries of State
workshopsand gave them an opportunity to voice their concernsto State
highwaysafety leaders.
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The program we were advocating at that time was a six-point program
involving (1) general deterrence, (2) prevention andintervention,(3)
citizen activist support, (4) emphasis on a total systems approach, (5)
financialself-sufficiency, and (6) a focus on the community level.

Suffice it to say that energy produced by the emergence ofcitizen
activists, combined with the new emphasis on general deterrence measures,
resulted in the most dramatic progress ever experiencedin this Nation in
termsof reducing drunkdriving. The activists, and the mediaattention that
they produced, resulted in dramatic increases in DWI legislation,arrests,
convictions, sanctions, education programs, designated driver programs,
responsible server programs,etc.

Mostimportantly, the alcohol-related proportion offatal crashes
decreasednearly every year since 1982. For example:

@ Thealcohol-related proportion offatalities was reduced from
57 percent(in 1982) to 51 percent (in 1987), a reduction of 11
percent from the 1982 level.

@ The proportionoffatalities involving an intoxicated driver was
reduced from 46 percent (in 1982) to 40 percent(in 1987), a
reduction of 13 percentfrom the 1982 level.

@ Thealcohol-related proportion offatalities among youth
(under age 21) was reduced from 63 percent(in 1982) to 51
percent(in 1987), a 19-percent reduction.

@ The proportion of youth fatalities involving an intoxicated
driver was reduced from 49 percent(in 1982) to 35 percent
(in 1987), a 29-percent reduction.

Neverbeforein the history of this Nation had such reductions been
recorded. They werelarger than ever before, and they were documentedin
several successive years. Unfortunately, since 1985, these reductions
appearto have slowed or stopped.

Problems Remaining

Unfortunately, we have a long wayto go to eliminate or even greatly
reduce the tragedies that result from drunk driving. More thanhalfofall
fatal crashes continueto be alcohol-related. More than 80 percentof these
alcohol-related fatal crashes involve a legally intoxicated driver (i.e., with a
blood alcohol concentration greater than 0.10). Similarly, more than half of
all fatal crashes involving youth continueto be alcohol-related, and
approximately 70 percent ofthese alcohol-related fatal crashes involve an
intoxicated driver.
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Primary Objectives for Reducing Drunk Driving

To further reduce drunk driving, we must concentrate on specific
program objectives. Someof the most importantinclude the following.

e Deterring drinking drivers who have not been caught(but
whowill contribute to approximately 75 percent of
alcohol-related fatal crashes in the future)

e@ Reducing the impaired driving recidivism of drivers who have
already been arrested and processed through our criminal
justice and/or administrative sanctioning and rehabilitation

processes

e Preventing drinking and driving by such means aspublic
information, education, more responsible serving and hosting
practices, intervention by friends, designated driver programs,
safe ride programs, and preventing the sale of alcoholic

beverages to minors

Wecanactto reduce this problem in manyareas.It is important that we
look atall of them. I am encouraged to see so manytopical areas being

addressed at this workshop.

What NHTSAHopesto Gain From the Workshop

From our perspective at NHTSA,this workshop provides us with an
opportunity to inject new energy into the anti-drunk driving movement.
Clearly, such additional energy and motivationis necessary if we are to
againrealize significant reductions in the tragic consequencesofthis

serious behavior.
The recommendations made by workshopparticipants will broaden the

activities and numberof organizationsinvolvedin the efforts to stop drunk
driving. We expect that this workshop will be a major factorin our current
attempts to make drunkdriving a public health issue andto enlist the aid
of public health and medical groupsin ourefforts.

Thankyoufor taking yourtime to come here and addressthis problem.
I wish you success in developing recommendationsthat can actually make
a difference in reducing this most serious public health problem, drunk

driving.



Recommendations
 

After meeting and debating for 2 days in closed sessions, the panels
prepared andpresented to the workshopparticipants and the Surgeon
General the following recommendationsandstrategies for implementing
them.
Note to readers:

On December14, 1988 the National Beer Wholesalers Associationfiled
a lawsuit in the United States District Court seeking relief under the
Federal Advisory Committee Act to postpone or cancel the Surgeon
General’s Workshop on DrunkDriving, Pursuantto the Court’s order, the
Surgeon General openedthe workshop to membersofthe public.
Thereafter, the parties resolved the remainderof the lawsuit by entering
into a settlement agreementin which the Surgeon General agreed to
accept and consider commentsfrominterested parties until January 31,
1989. The Surgeon Generalalso agreed that the final recommendations
would not be made before February 28, 1989 and thatthefinal
recommendations or report would consider any such written comments.
Since the legal ruling was delivered after the opening plenary session of the
workshop,its stipulations were notreflected in the opening remarks.

Extensive comments were submitted but are not included in these
proceedings because they werenotpartofthe offical workshop
deliberations and because they were so lengthy. The comments were
considered; however, they did notalter the recommendations published in
this report. The commentswill continue to be used in the implementation
of strategies to eliminate alcohol-impaired driving.
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Panel A

Pricing and Availability
 

Chair: Harold Holder, Ph.D.

Background Paper: Alexander Wagenaar, Ph.D.

Recorder: Mary Ganikos, Ph.D.

Panel Members: George McCarthy

Dennis Nalty, Ph.D.

Michael Jacobson, Ph.D.

Charles Phelps, Ph.D.

Sandy Heverly

ThePricing and Availability Panel was charged with discussing matters of

concern and controversy,i.e., the pricing and availability of alcoholic

beverages. A significant portion of Americanindustry is involved in the

production, distribution, and wholesale and retail sale of beer, wine, and

distilled spirits. The panel does notchallenge the rights of these industries

or businesses to produce andsell alcoholic beverages. However, the panel

found that by changing pricing andavailability of alcoholic beverages,

alcohol-impaireddriving injuries andfatalities could be reduced.

The panelprefers the adjective “alcohol-impaired” rather than “drunk”

in referenceto driving. This acknowledgesthe increasedrisk of crash,

injury, and death for drivers and others when even small amountsof

alcohol are consumed.Thisis particularly true for young drivers.

The panel’s deliberations and recommendationsare based on two

sources ofinformation:

® Scientific research on relationships betweenalcoholic

beverage price andavailability and alcohol-involved driving

e Experience and expert knowledgeofpanel membersand

others in the field

17
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Price

Research evidence showsthat an increasein the excise tax could have the

largest long-term effect on alcohol-impaired drivingofall policy and

program optionsavailable. Since Federal excise taxes differ widely by

beverage type, and the effective tax rates have declined by three-quarters

becauseofinflation since 1951, the panel makesthe following

recommendations to Federal and State Governments.

A-1 Recommendations to the Federal Government

A-1.1 Equalization— Equalize Federal excise tax rates by ethanol

(pure alcohol) contentacrossall beverages by raising rates for beer and

wine to thatofdistilled spirits.

A-1.2 Adjustmentfor past inflation — Adjust the resulting equalized

excise tax rate to reflect the change in the ConsumerPrice Index

(CPI-U)since 1970.

A-1.3 Future indexing— Annually adjust the resulting excise tax rate to

reflect changes in the Consumer Price Index (CPI-U) for the previous

year.

A-2 Recommendations to State Governments

A-2.1 Equalization — Equalize excise tax rates by ethanol content

acrossall beveragesbyraising rates for beer and wineto thatofdistilled

spirits.

A-2.2 Adjustmentfor pastinflation — Adjustthe resulting equalized

excise tax rate to reflect past inflation.

A-2.3 Future indexing— Annually adjust the resulting excise tax rate to

reflect the change in the ConsumerPrice Index (CPI-U)for the

previous year.

A-2.4 States with relatively low tax levels should increase their rates to

at least the levels in borderingStates.
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Strategy

For RecommendationsA-1 andA-2, the Surgeon General should
take thefollowing steps by April 1, 1989 to achieve equalization,
adjustforpast inflation, andprovide indexingforfuture inflation for
Federalexcise taxes on beer, wine, and distilled spirits. The Federal

excise tax increases should be part ofthe FY 1990 budget.

1. Write letters to all members ofthe U.S. Congress concerning
the need to raise taxes as a means ofreducing
alcohol-impaired driving and the Federal budgetdeficit.

Write similar letters to all State Commissioners ofHeaith
requesting that they urge their State’s congressional delegation
to support higher Federal excise taxes. The Surgeon General
Should also offer assistance to review State aicohoi excise tax

laws.

White letters to President Bush, the Secretaries ofHealth and
Human Services and Treasury, and the Director of Office of
Management and Budget addressing the needfor both
increasing alcoholexcise taxes and ending the tax deductibility
ofalcoholic beverage purchases.

Urge the National Economic Commission to include Federal
alcoholic beverage excise tax increases in its recommendations.

Convene a meeting with appropriate Congressional leaders in
health andfinancial matters on the health and budgetary
benefits ofraising Federal alcoholexcise taxes.

Prepare a position paper onthe health andfiscal benefits of
raising alcohol excise taxes, addressing alcohol-impaired
driving and other alcohol-relatedproblemsas well as
increased revenues.

Urge organizations andcitizens concerned aboutalcohol-
impaired driving, other alcoholproblems, and the Nation’s
economic and social well-being to urge the President and their
congressional representatives to support higher alcohol taxes.

Preventing Increased Availability

Theavailability of alcoholic beverages in a communitycan significantly
affect the extent of alcohol-impaired driving. The effects of small increases
in availability on alcohol-impaired drivingare difficult to measure.
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Nevertheless, the cumulative effect of several such changes can be

substantial.

Therefore, the panel recommends:

A-3 Federal, State, and local governments shouldnot adopt policies that
result in increased availability of alcoholic beverages without careful
analysis, study, and public debate aboutthe potential effects on
alcohol-impaired driving. This applies particularly to bars, restaurants, and
other public facilities, since research showsthat the majority of
alcohol-impaired drivers obtain alcoholat such places.

Reducing Availability

To reduce alcohol-impaired driving, State and local governments, and/or
the Federal Government where appropriate, should consider applying the

following measures.

A-4 Adoptor strengthen server/sellerliability statutes and policies to
encourage responsible serving andselling practices.

A-5 Prohibit “happy hours” and other reduced-price promotions.

A-6 Requiretraining andcertification of sellers and serversof alcoholic
beverages.

A-7 Restrict alcoholsales by time andplaceat sporting, music, and other

public events.

A-8 Adopt open-containerlaws that prohibit drinking while driving.

A-9 Permit local governmentsto enact regulations that are more
restrictive than State Alcohol Beverage Control (ABC)laws.

A-10 Strengthen laws concerninghoursofsale, characteristics and density
of outlets, and other factors relating to retail availability of alcoholic

beverages.

A-11 Increase enforcementof existing State and local Alcohol Beverage
Control regulations and increase resources available for enforcement.
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A-12 Eliminate the tax deductibility of alcoholic beverage purchases for

business purposes.

A-13 Prohibit or discourage serving andselling practices that increase the

level of alcohol-impaired driving.

A-14 The Federal Government has a primary responsibility for these

matters in three importantsettings— military bases, commercial aviation

crews and travelers, and generalaviation pilots — and should adopta strong

leadership role in appropriately controlling pricing, availability, and use of

alcoholic beverages in thesesettings.

Strategy

For Recommendations A-1 thru A-14, the Surgeon General should

take thefollowing steps by November I, 1989 to reduce

alcohol-impaired driving by limiting and reducing alcohol beverage

availability.

1 Write letters to a broad range ofheaith andothercivic

organizations andparents, asking that they support higher

Federal andState alcohol taxes and other measuresthat limit

and reduce alcoholic beverage availability.

Convenenolater than June 1989 a conference ofState

budgetary andhealthofficials to describe anddiscuss the

health andfiscal benefits ofraising alcohol excise taxes. The

Surgeon General shouldpay special attention to States that

have relatively low excise taxes.

Write letters to governors, mayors, ABC administrators, and

State and localpolice leaders to recommend measures they

could take that would reduce alcohol-impaired driving through

better controlofalcoholic beverage availability.

Give a national address on alcohol-impaired driving and the

need to increase excise taxes and reducealcoholic beverage

availability.

Urge owners and managers ofstadiums andother such public

facilities to restrict alcoholic beverages as necessary to reduce

alcohol-impaired driving.

Urgesellers and servers ofalcoholic beverages, through their

trade associations, to end reducedprice promotions such as

happy hours, eliminate servingpractices thatincrease risk of
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alcohol-impaired driving, and implementserver andseller
raining.

Future Research

Finally, in support of these above recommendations, the following research
should be undertaken.

A-15 Evaluate the impacton alcohol-impairedtraffic problemsas policy
recommendationsof this panel are implementedat Federal, State, and
locallevels.

A-16 Determine thespecific price sensitivity of changes in
alcohol-impaired driving by age and gender.

A-17 Documentthe contribution oflocation, density, and hours-of-sale of
alcoholoutlets to alcohol-impaireddriving andresulting injuries and
fatalities.
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Estimating Effects of Increased Federal Excise Tax

on Alcoholic Beverages

Charles E. Phelps, Ph.D.*

The Pricing and Availability Panel of the Surgeon General’s Workshop on

Drunk Driving proposed a three-step strategy for dealing with Federal

excise taxes (FET) on alcoholic beverages. This note describes the

proposed changes and their consequences.

Increasesin the Federal Excise Tax

Equalizeall tax rates to that of distilled spirits. Currently,distilled

spirits are taxed at $12.50 per gallon of 100-proof alcohol. This converts

directly to $2.50 perfifth of 100-proof alcohol, or $2 per fifth of 80 proof. A

standard drink of 1.41 oz of 80-proof alcohol thus has a Federal excise tax

of $0.11 attachedtoit.

The equivalent tax on beeris derived by assumingthat beeris, on

average, 4.7 percent alcohol (some more, some less). This is 9.4 proof, so to

equalize rates, beer should be taxed at 9.4 percentof the rate for 100-proof

alcohol, or $1.175 pergallon. This equals $0.11 per 12 oz serving of

4.7-percentalcohol, the standard drinkofbeer.

The equivalent tax on wineis derived for wine with 12 percent alcohol

content, or 24 proof. Thus, a gallon of wine should be taxed at 24 percent

of $12.50, or $3 per gallon, or $0.60 per fifth (25.6 oz). Thus, a standard

drink of 4.7 ouncesof wine hasa tax of $0.11 attachedtoit after

equalization.

Correct for inflation since 1970. The 1970 distilled spirits tax was $10.50

per proofgallon,or $1.68 perfifth of 80 proof. Inflation correction since

1970 provides a multiplying factor of 3, so the equivalent 1989 tax would be

$5.04 perfifth, an increase of $3.04 perfifth from the current tax, or $0.167

per standarddrink,to a tax per standard drink of $0.277. This becomes the

1989 standard tax.

The current tax on beer is $0.027 per 12 oz serving, so the equivalent

inflation-corrected tax would increase by $0.25 to $0.277 per 12 oz serving.

The current tax on wineis $0.17 per gallon and $0.034 perfifth. Raising

 

*Professor of Political Science and Economics and Director, Public Policy Analysis

Program,University of Rochester
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it to the inflation-correcteddistilled spirits tax brings the wine tax to $1.50
perfifth of 12-percent wine, (again) $0.277 per drink. This represents an
increase of$1.47 perfifth of wine, or $0.271 per standarddrink.

Indexfor future inflation. This will prevent erosion of the real Federal
excise tax in the future.

Relative Price Changes

The following calculations assume, as would occurin standard competitive
industries, that a tax increase will be addedtoretail price on a dollar-
for-dollar basis. In a monopoly, the cost-passthrough would beless, using

standard monopolypricing models.

Distilled spirits. Currently, the average retail price of distilled spiritsis
approximately $11.50 perfifth. The added tax of $3.04 perfifth represents
a 26-percentincreasein the priceof distilled spirits. The relative increase
is smaller for premium brands(and conversely for low-price brands), since
the proposedtax is based on alcohol content, notprice.

Beer. Currently, the average price of beeris approximately $0.70 per
can, or $4.20 per six pack. The tax would increase by $0.25 per can,
representing an averageincreaseof 36 percent. Again, the relative change
would be smaller (larger) on relatively high (low) priced beers.

Wine.Currently, a bottle of wine is taxed at $0.036. The current average
price has been estimatedat $3.07 for table wines, higherfor coolers,
fortified wines, and naturally carbonated wines. Onthis base, an increase

of $1.47 per bottle represents an increase of 48 percent.

Consumption Changes

The demandelasticity has been estimatedfordistilled spirits and wine at
- about —0.5 to -1. For beer, -0.4 is a reasonably well-established estimate.

Distilled spirits quantity. The quantity response to a 26-percent
increase in price wouldbea decline of 11 to 21 percent, using the assumed
range ofelasticities.* With the current apparert consumption at44 billion
drinks, the decline would range from 4.9 to 9.2 billion drinks, giving a new

*These calculations assume a constant/elasticity demand model. The new
consumption relative to current consumptionis found byraising (1+t) to the power
of the elasticity. For example,if the elasticity is -0.5, and if the tax adds 26 percent to

the current price, then the new consumption is old consumption multiplied by (1.26
raised to the -0.5 power), which equals 0.89. Thus, current consumption would fail by

11 percent.
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total of 39.2 to 34.8billion drinks. The midrange of these estimates isa

decline of7 billion drinks to 37 billion drinks.

Beer quantity. The quantity response to a 36-percent increase in the

price of beer, using an elasticity of -0.4, is a decline of 11.6 percent. The

estimated current volumeis 58 billion drinks annually; the projected

decline of 6.7 billion would bring the new annualtotal to 51.3 billion drinks.

Wine quantity. The responseto a 48-percentincrease in the price of

wine is as follows. Current consumptionis estimated at 13.2 billion drinks.

Fora priceelasticity of -0.5 to ~1, consumption would decline by 18 to 32

percent. The new quantities would be 10.8 billion to 9 billion drinks. The

averageofthese,9.9 billion drinks, represents a decline of 3.4 billion.

Implications for Federal Tax Revenue

Onthe new quantity of 37 billion distilled spirits drinks, the Federal excise

tax would total $10.25 billion. The current FETof $0.11 per drink imposed

on 44 billion drinks produces a current revenue of $4.84 billion, thus the

net increase in FET would be $5.4billion.

Onthe new quantity of 51.3 billion beer drinks, the Federal excise tax

would be $14.2 billion. The currenttax of $0.027 per drink on 58 billion

drinks produces revenues of $1.57 billion. Thus, the net increase would he

$12.6 billion.

Onthe new quantity of 9.9 billion wine drinks, the Federal excise tax

would be $2.7 billion. The currenttax of $0.006 per drink on 13.2 billion

drinks yields $80 million. Thus, the net increase would he $2.6 billion.

Combining these three sources, the estimated increase in FET would be

$20.6 billion. These estimatesrise (fall) as the assumedelasticity is smaller

(larger) than the mid-range estimates used in this calculation.

Lives Saved

The estimates from Saffer and Grossman, from Cook, and from Phelpsall

suggestthattheelasticity of fatalities with respect to alcoholprice is about

_0.7 to—1. The current proportionsof drinks in the total market are 50

percentfor beer, 38 percent for distilled spirits, 12 percent for wine. Thus,

the weighted price change recommendedbythe Pricing and Availability

Panelis 33.6 percent. The ensuing reductions in highwayfatalities would be

19 to 25 percent. On an approximatebaseof44,000 highwayfatalities in

1988, this represents the avoidanceof some8,400 to 11,000 premature

deaths annually.
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Education about alcoholis

a

criticalfirst step toward a comprehensive

approachto alcohol problems in our society. Mass communicationis one

major source oflearning about alcohol use, especially for youth. In

particular, alcohol advertising tendsto glamorize alcoholuse andto give a

one-sided view without providing information about the consequencesof

such use. Hence, more complete and accurate information is needed.

Therefore, the panel makesthe following 17 recommendationsin six

categories.

Advertising and Promotion

B-1 Match thelevelof alcohol advertising with equivalent exposure for

effective pro-health and safety messagesto provide more complete and

accurate information.
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Strategy

Assuming continued limitations on public service media availability,
a mandate to governmentto allocatefunds to purchase timefor

alternative/counteradvertising is necessary. Ifthis goal is not
adequately met within I year, a system for mandated
counteradvertising should be implemented.

B-2 Eliminate alcohol advertising and promotion on college campuses
wherea high proportion of the audience reachedis underthe legal
drinking age.

Strategy

i. The Surgeon General should request that the alcohol industry

cease advertising andpromotion efforts on such college

campuses by September 1989.

The Surgeon General should

- write to such university presidents
recommendingthat they disallow advertising
andpromotion ofalcohol and

~ provide guidelines andtraining sessions to the
universities.

Alcoholic beverage industry codes should be revised to
incorporate this recommendation.

The public should be informedofthe extent and consequences
ofaicohol advertising andpromotion on college campuses.

Sanctions (legal or economic) should be developed against the
alcohol industry, andpossibly universities, if alcohol
advertising andpromotion on such campuses do not cease by
September 1990.

B-3 Eliminate alcohol advertising, and promotion and sponsorship of
public events (e.g., musical concerts, athletic contests), where the majority
of the anticipated audienceis underthe legal drinking age.

Strategy

1. The Surgeon General should request that the alcoholindustry
cease advertising andpromotional efforts at such public events
as well as sponsorship ofsuch public events by September
1989.



ADVERTISING AND MARKETING 29

2. Industry codes should be revised to incorporate this

recommendation.

3. A letterfrom the Surgeon General should ask eventpromoters,
sponsors, etc., to disallow advertising andpromotion of
alcohol at such events.

B-4 Eliminateofficial sponsorship of athletic events(e.g., the Olympics)

by the alcohol beverageindustry.

Strategy

1. The Surgeon General should request that the alcohol industry
cease advertising andpromotion efforts through the

sponsorship ofathletic events.

2. Industry codes should berevised to incorporate this

recommendation.

B-5 Eliminate alcohol advertising and promotion that portray activities

that can be dangerous when combined with alcoholuse.

Strategy

1. The Surgeon General should request that the alcohol industry
cease advertising andpromotion efforts thatportray activities
that can be dangerous when combined with alcohol use.

2. Industry codes should be revised to incorporate this

recommendation.

B-6 Eliminate the use of celebrities who have a strong appealto youth in

alcohol advertising and promotion.

Strategy

1. The Surgeon General should request that the alcoholindustry
cease advertising andpromotion efforts through the use of

celebrities with a strong appeal to youth.

2. Industry codes should be revised to incorporate this
recommendation.

B-7 Eliminate tax deductions for alcohol advertising and promotion

other than price and product advertising.
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Strategy

1. Introducelegislation in the 101st Congress to address this

recommendation.

2. Introducelegislation in State legislatures to address this

recommendation.

B-8 Warning labels, now required (as of November 1989) on alcoholic

beverage containers, should also be required,clearly and conspicuously,in

all alcoholadvertising.

Strategy

Introducelegislation in the 101st Congress to extend the warning

label law to include warninglabels on ail advertising consistent with

the timetable ofthe current law.

B-9 Develop and implementtraining for local community groups

regarding advertising and promotionissues and about voluntary and legal

approachesfor addressing this problem.

Entertainment Programming

B-10 Encourage the creative community to more fully and accurately

portray the dangersassociated with drinking and driving, and to provide

highly visible role models for prevention. We acknowledge and commend

the efforts of the creative communityto date.

Strategy

1. The Surgeon General should communicate with appropriate

individuals throughletters.

2. Workshops should be developed to stimulate increased

attention to alcohol-related issues.

News Coverage

B-11 Encourage comprehensive newsreporting of alcohol-related

problemsin general, and crashesin particular.

Strategy

1. The Surgeon General should develop anddisseminateafact
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sheet on alcohol to be distributed to news organizations. This

fact sheet should include information such as the following.

_ Alcoholis a drug, andbeer isthe alcoholic

beverage of choice.

— Alcoholis addictive.

_ The numberofalcohol-related deaths

includes approximately 25,000 traffic fatalities

annually.

2. Encourage inclusion ofinformation about the role of alcohol

in news reporting of local crashes when appropriate.

3, Develop and disseminate twice annually a newsrelease from

the Surgeon Generalprovidingthe latest available information

on drinking anddriving.

B-12 Encourage the news media to provide coverage on alcohol issues

commensurate with the nature and scope of the problem.

Public Campaigns

B-13 Institute and sustain high visibility public information efforts about

issues related to drinking and driving.

Strategy

1. Continue to expand andpublicize existingprogramsalready in

place, ¢.g. alcohol awareness week.

2. Create a coalition ofpublic and private agencies to provide

focus andpromote coordinationofdrinking/driving campaigns.

3. Increase State andlocallevels ofpublic funding, as

appropriate, and encourage private sector involvement.

Regulatory Responsibilities

B-14 Consider moving the responsibility for regulation of the alcoholic

beverage industry to the Food and Drug Administration, DHHS.

Research

B-15 Fund research to determine —
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B-15.1 Theeffect of alcohol promotion, advertising, and other media

content ondifferent populations, e.g., underage youth, high-risk

audiences, andjuries.

B-15.2 Which specific advertising and entertainmentfeatures

contribute to higher versus lowerlevels of excessive drinking and

alcohol-impaired driving.

B-15.3 The most effective media campaign strategies, as part of a

comprehensive intervention effort to reduce drinking and driving.

B-15.4 Whethera relationship exists between the amountsof

alcohol-related advertising and editorial content in magazines.

B-15.5 The potentialeffects of informing audiences about

compensatedinclusion of alcohol productsin theatrical motion pictures.

B-16 Provide a researchtesting service to measure target audience

reactions to:

— public information campaign messages voluntarily submitted

prior to dissemination; and

— new alcohol advertisements appearing in the mass media.

B-17 Assess the effects of these recommendations, as implemented, on

alcohol problems.

Strategy

1. Federal and State Government agencies should allocate

fundingfor this research.

Private foundations should increasefundingin this area.

Private sector organizations should increasefunding in this

area.
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The Panel on Epidemiology and Data Management submits
recommendations regarding drunk driving data collection and data
managementand on druggeddriving.

In the area of data collection, we recommendthefollowing.

C-1 Require State and local police to obtain the blood alcohol
concentrations (BAC)ofall drivers and nonmotorists involved in fatal and
serious injury motorvehicle crashes.

C-2 Obtain and record a BACforall patients of appropriate age
admitted for treatmentof acute injury for the purposesof:

— patient diagnosis andclinical management;

- aiding in the diagnosis of alcohol abuse; and

~ providing data to document the epidemiology of alcoholin all
typesof injury.
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C-3 Develop a research agendato identify the range of factors that

inhibit the uniform collection of blood alcohol data. There appear to be

institutional, professional, and economicbarriers to the collection of blood

alcohol data on peopleinvolvedin motorvehicle crashes. To carry out the

first set of recommendations, these barriers will have to be understood and

addressed.

Strategy

Implementation ofrecommendations C-1 and C-2 are addressed in

C-3, the developmentofa research agenda. The membersofthe

epidemiologypanelare to prepare a draft research agenda and

submit to Dr. Perrine, Workshop Chairperson, for compilation. This

material will be forwarded to the Surgeon General’s office. This

panel requests that the Surgeon General:

1. define such a research agenda by April 1989,

2. assign this agenda to one or more Agencies, and

3. assign a 1-year timeframefor completion ofthe research.

C-4 Avoluntary standards organization should establish a consensus

committee to set standardsfor definitions, questions, data elements, and

methodologies used in research anddata collection relating to

drunk/drugged driving.

Strategy

The paneladvises the Surgeon Generalto invite an organization to

establish a consensus committee charged with the task ofassembling

aninitial set ofdefinitions within a year.

To obtain improved exposuredata, the panel recommendsthe following.

C-5 Changepoliciesto facilitate periodic roadside surveys to collect valid

and complete data on the BACof an appropriate sampleofall drivers

using public roads.

C-6 Conductroadside surveys at enforcement checkpoints and other

sites to collect data on BACatall levels starting at zero.

C-7 Develop policies and procedures to ensure that accurate alcohol
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data are obtained for commercial motorvehicle operators using the

highways.

C-8 Encourage developmentandtesting ofa valid, cost-effective

surrogate for roadside surveys.

Strategy

1. A policy needsto be generated to encourage andfacilitate the

roadside surveys that receive the endorsement ofthe Surgeon

General.

2. Achange in State andlocalpolicies ts needed to facilitate the

collection ofdata, which include zero BAC.

3. Commercial motorvehicle operators should undergo drug

testing during roadside data collection whenfeasible.

C-9 Determine more accurately the characteristics of drunk drivers and

identify the contributionsof those characteristics to the risk of serious

motorvehicle crashes.

Strategy

Focus should be placed on those characteristics of drunk drivers

amenableto intervention.

A major purposeofcollecting epidemiologic datais to indicate possible

pointsofintervention. Therefore—

C-10 Evaluate all drunk driving countermeasures— whether they apply to

people, vehicles, or environment — for effectiveness, safety, acceptability,

andcost.

In the area of data management, we recommendthefollowing.

C-11 Develop standards and proceduresfor keeping and linking records

relating to drunk/drugged driving and related offenses, from arrest through

prosecution, conviction, and disposition. These should be adopted byall

jurisdictions in the country.

C-12 Convene a study committee to:

— inventory existing routinely collected data bases,
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— inventory data bases that have the potential to provide useful

information,

— assess the validity, completeness, and comparability of these

data basesandthe ability to access and link them,and

~ identify needs for additional data that should be routinely

collected.

C-13 Developa central locus for assembling relevant drunk driving data

bases and describing their contents to potential users. The panel on

epidemiology finds that the resources applied to datacollection and

analysis on alcohol and motorvehicle crashes is minuscule compared to

losses from crashes involving alcohol. To achievea significant improvement

in motorvehicle safety will require substantially more andbetter

information, and the commitmentof substantially more resources to

epidemiologic research on drinking anddriving.

Strategy

The Surgeon General should ensure that this study committee be

assembled with government and nongovernmentrepresentation. The

optimum size 0; this ad hoc committee would be 12 members. This

committee would be in existence within 1 year andreceivefunding

on a prorated basis from the FederalAgencies sponsoring this

workshop. The committee would provide a written report on the

tasks outlined in C-12 and C-13 to the Surgeon General andthe

Agencies involvedin this workshop.

Considerablyless is known about drugged driving that about drunkdriving.

Therefore —

C-14 Define a research and data collection agenda to determine the

nature and magnitude ofthe drugged driving problem.

Strategy

The Surgeon General should convene a workshop on drugged

driving in 1989.
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The Education Panel recognizes that driving while intoxicated (DWI)is a

leading cause of death and disability and the leading cause of death among

youngpeople.A variety of efforts are needed to addressthis problem, and

education plays an importantrole.

The private and public sectors have a shared responsibility to educate

and protect the public against impaired driving. Health, alcohol, andtraffic

safety communities must work together in designing and implementing

effective education and behavior-change programs.

Educational efforts should be designed to help overcome DWI social

acceptability and reduce myths surrounding DWI. DWIinformation

should be factual and current.It should help the public, professionals, and

decisionmakers understand what they can do to help change DWIpolicy

andpractices.

Educationleadingto effective policy developmentat Federal, State, and

community levels is a critical step in this process.

Education does not occur in a vacuum.It must be part of a

comprehensive public health approach to DWI thatincludes social and

environmentalaction.
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Properly designed and implemented educational efforts can influence
knowledge, attitudes, and practices and are cumulative and additive in

their effects.

The goal of education programsfor those under21 years of age should
be to promote nouseof alcohol(or other drugs). For those 21 and over,
educationalefforts should promote the concept oflow-risk
choices— choosingnotto drink in high-risk situations.

Educational interventions must be undertaken within worksites, the
family and community, health care agencies, and schools. Within these
settings, targets include the generalpublic, at-risk individuals, and

decisionmakers.

Most DWIeducational programsare insufficiently based in theory and
should reflect current knowledgein the fields of social psychology, mass

communication, and organizational change.

Research should be ongoingand should help to identify effective
education and promotionstrategies needed to reduce DWIin specific
community settings. Onceidentified, these strategies should be widely

disseminated.

Objectives

The Education Paneloffers the following objectivesfor all drinking and
driving education programs.

@ To decrease the frequency ofdrinking in association with

driving

@ To reducethe frequency of drinking in other traffic-related
situations (motorcycles, bicycles, boats, snowmobiles,etc.)

@ To reducethe average blood alcohol concentration among
drinking drivers to less than 0.05 percent, and promote zero

toleranceas the standard for the public

@ To decrease the frequency ofriding with drinking drivers

@ To promotesocial normsthatdo not tolerate drinking and

driving

e@ To promote personalresponsibility for discouraging drinking
and driving amongfriends and acquaintances

@ To promote support by the general public and actions by
decisionmakers for public policy, environmental control, and
environmentalprotection and programsregarding drinking

and driving
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General Recommendations

The Education Paneloffers the following general recommendations.

Drinking and driving education should be considered an

essential componentof a comprehensive public health

approach to DWI reduction.

Drinking and driving education should be integrated into all

health promotion/risk reduction programs.

Drinking and driving information should be included in health

professionaltraining.

All drinking and driving public information and education

programs should be based on sound learning theories, as well

as social marketing and communicationstrategies.

All decisionmakers should be educated aboutthe

development and implementationofeffective policies to

prevent drinking and driving.

The impact of alcohol beverage advertising should be

balanced with fair time counteradvertising.

Specific Recommendations

Policy Education

D-1 Develop modelpolicies for worksite, school, health care, community,

and recreational settings regarding alcohol.

Strategy

Set up an advisory group to review existingpolicies andto identify

currentpromisingpolicies. Convene a consensus panel to select

policies for each setting.

D-2 Develop a decisionmaker’s guide to drinking anddriving policy

development.

Strategy

Using the policies selected by the consensus panel, develop and

publish a manual. Subsequently, conducttrainingforlocal, city, and

State decisionmakers.
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D-3 Develop guidelinesfor training education, health care, and other

professionals.

Strategy

Provide small grants to professional organizationsto develop
training manualsfor their membership to reduce drinking and

driving and considerthis training as part ofthe requirements for

maintaining their certification.

D-4 Develop guidelines for the sponsorship, promotion,use, and sale of
alcoholic beveragesin relationto lifetime leisure activities (recreation,

sports, drinking establishments).

Strategy

Develop a guidefor communities on environmentalandsocial
policy including responsible recreational events; make camera-ready
copies available and develop a distribution list and mechanism for

distribution.

Encourage State and local governments to implement environmental
controls, such as eliminating happy hourpromotions, banning
alcohol advertising on billboards and atfairs, andposting warning
labels where alcoholic beverages are sold.

D-5 Educate decisionmakers about how to implementincentives

regarding the parental supervisoryrole.

Strategy

Conduct research to determine if analytical skills are permanently
impaired bypreadolescent and adolescentdrinking.

Have parents educate and encourageotherparents to teach their
children not to drink and drive, as well as inform decisionmakers

about the important role parents can pluy.

D-6 Increase revenues for drinking and driving programs byraising taxes
on alcoholic beverages and/or increasing fines for a DWI offense.

Strategy

Develop modellegislation for use by legislators and track legislation

as it is beingpassed.
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Haveexhibit booths at annual conferences ofmayors, governors,
andcity managers. Educate these target groups by making
information available.

D-7 Expand warninglabels on alcoholic beverages.

Strategy

Provide research findings to citizen activist coalitions on the wide

range ofhealth effectsfrom alcohol consumption and encourage

them to work toward more comprehensive warminglabels.

D-8 Encourage stronger law enforcement and adjudication of existing

drinking and drivinglaws.

Strategy

Establish a monitoring systemto identify areas having exemplary, as

well as poor, enforcementand adjudication ofdrinking and driving

laws. Regularlypublish the namesofthose cities and counties having

the “best” enforcement and adjudication rates, as well as the 10 “hot

spots.”

Develop a guide for State Attorneys Generalidentifying liability

issues, encouraging dram shop liability, andproviding guidance on

responsible business practices.

Professional and Provider Education

Forhealth care providers, schools, worksites and communities (law

enforcement,electedofficials, parents, clergy, media, etc.) —

D-9 Increase the level of knowledge and awareness about drinking and

driving prevention.

Strategy

Distribute copies ofthe recommendationsto a wide variety of

national groups andorganizationsin the following areas: education,

highway safety, judicial and law enforcement, driverlicensing, public

health, and medical. Ensure that associations not represented at this

workshopreceive copies ofthe recommendations. When the

recommendations are distributed, includea list of recipients.
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Encourage these groups and organizationsto use the
recommendationsto (1) create a State Task Force on Impaired
Driving or (2) motivate existing State Task Forces.

Include a diversity ofState and local groups and organizationsin

implementing these recommendations.

Provide accurate information on drinking and driving to science and
health editors and writers, as well as free-lance writers, for inclusion
in health andscientific journals.

D-10 Increase the numberofprofessionals who receive education about
drinking and driving prevention aswell as the importance of modeling and

how their behavioraffects the public.

Strategy

Provide small grants to professional organizations to develop
training manualsfor their membership to reduce drinking and
driving, and considerthis training as part ofthe requirementsfor
maintaining their certification.

Work with textbook editors andpublishers to ensure that accurate
information is included and updated regularly.

Request that relevant groups and organizations monitor alcohol
education materials for accuracy and messages.

Work with curriculum developers in health programsto include and
update materials on impaired driving, including the nature of

alcohol advertising and marketing.

Provide information on how to access health promotion funds that
could be usedfor reducing impaired driving.

D-11 Includetraining in professional practices for professionals and
providers.

Strategy

Provide smail grants to professional organizations to develop
training manualsfor their membership to reduce drinking and
driving and considerthis training as part ofthe requirementsfor
maintainingtheir certification.
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D-12 Educate on how to overcomebarriers to implementing policies and
programs.

Strategy

Publish a guide on how communities can overcomebarriers to
policy changes.

D-13 Provide education andtraining in support of community coalition
developmentto citizens, traffic safety, public health, and medical
professionals.

Strategy

Give widespread recognition andutilization to systems-based,

community development approaches,i.e., the Centersfor Disease
Control’s program entitled PATCH - PlannedApproachto
Community Health.

Expandthe scope ofexisting coalitions to include impaired driving
issues and strategies, i.e., Traffic Safety Now and the Safe Kids
Campaign.

Have NIAAA’s ChiefExecutive Officer Task Forceform a
subcommittee on drinking and driving to explore ways corporations
can reduce drinking and driving.

D-14 Provide incentives to increase and recognize those professionals and
providers who develop and implementeffective and innovative programs.

Strategy

Create a well-recognized awardprogram in the Departments of
Transportation and Health and Human Services to recognize
effective and creative impaired-drivingprograms conducted by
private/public sectorpartnerships.

Public Education

D-15 Increase the quality and quantity of exposure of the public to how
they can reduce drinking and driving by:

- affecting policy

— reducing tolerance for drinking and driving

— advocating forlegislative changes
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— perceiving how their behavioraffects those around them

Strategy

Prepare a Surgeon General’s letter on impaired driving myths and

facts. Facts would include: problem ofcrash involvement, the
difference between impaired and drunk driving, genderfindividual
differences, genetic and biological vulnerability, the effects ofalcohol
consumption on sexuality and weight, the temporary effects of
alcohol consumption(i.e., “hangover effect”), the risksfor impaired
pedestrians, and the concept of “low-risk” choices. Myths would
include: even though alcohol consurnption is legalfor adults, it is not
necessarily safe; drivingperformanceis not improved by consuming
alcohol;beeris an intoxicating beverage;it is dangerousto be able to

“holdyour liquor”; and a 12 oz wine cooler contains more alcohol

than a can ofbeer.

Prepare a strong statementfor the Surgeon Generalto issue on
encouraging the nonuse ofalcoholby those under age 21. The
message should include the association with health problems,

especially when combining alcohol with other drugs.

Develop a planfor disseminating the workshop recommendations.
Document current Federal drinking and driving activities.

Have the Surgeon General hold a press conference to disseminate

the above information to the public.

Use motivational techniques to help people maintain a commitment
to not drink and drive and to encourage communities to maintain a
long-term commitmentto reduce the problem.

Ensure that information on drinking and drivingis included on
electronic bulletin boards for use by the media, educators, science

writers, etc., in informingthepublic.

Print the names and BACs ofconvicted drinking drivers.

Work with television programmers and writers to include messages in
the electronic media on drinking and driving.

Provide the automobile industry (manufacturers, dealers, etc.) with
information they can provide to customers.

D-16 Base public information campaigns on effective social marketing
theories.
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Strategy

Conductresearch on the knowledge, attitudes, andpractices ofthe

American public and develop materials and messages accordingly.

Market drinking and driving messages, theories, andstrategies in an
easy-to-read manner. Provide materials that contain graphics and

are written for appropriate reading levels. Request supportfrom the

private sector in developing these materials.

Have NIAAA andotherrelevant Institutes compile a review oftheir

most recent research and grantfindings. Provide this information to
science writers and other writers to use in developingpublic

information articles.

D-17 Educate the public (1) concerningthe effects of marketing and
advertising by the alcohol beverage industry regarding alcohol
consumptionand (2) about the relationship betweenincreased taxes on
alcohol beverages and reductionin drinking and driving crashes.

Strategy

Provide smallincentive grants to associations to have the public
identify ways to overcome the alcohol beverage industry’s advertising

and marketingpractices.

Usefindingsfrom NIAAA-sponsored studies and grants on the
relationship between increased taxes and a decrease in motorvehicle

crashes to informthe public.

D-18 Educate the public about the impairing effects of low levels of

alcohol on driving performance.

Strategy

Conduct research to determine the length oftime that low, moderate,
andhigh doses of alcoholaffect performanceofadolescents, young

adults, adults, and older individuals.

Research Needs

D-19 Conduct research ontherelationship between media messages and

“traditional” classroom instruction.
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D-20 Test and replicate social marketing strategies with targeted
audiences.

D-21 Conduct ongoing systematicevaluation ofthe alcohol beverage
industry’s advertising marketing and promotion efforts and their
relationship to alcohol consumption and drunk driving; explore the
relevance of these efforts to educationalinitiatives.

D-22 Conduct research on effective community approachesto drinking
and driving prevention.

D-23 Reexaminedrinking and driving education to improve its
effectiveness.

D-24 Translate research findings for practitioners and determine the most

effective means for disseminating this information.

D-25 Determine the most effective combination of approachesfor a
community program to reduce impaired driving,

D-26 On an ongoingbasis, expand and maintain existing national data
bases on knowledge,attitudes, and practices regarding drinking and
driving.

D-27 Monitor and assess implementation of these recommendations.

Strategy

Coordinate the research plans for agencies such as NIAAA,
NHTSA, CDC, and NIDA,in particular, CDC’s Injury Prevention
Research Centers.

Request that the Transportation Research Board study these
recommendations and develop its own research implementation
plan.

Expandfundingfor research from existing sources, e.g., request that
Congress include drinking and driving research in the Omnibus Drug
Bill.
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Thejudicial, prosecutorial, and administrative functions play a very
importantrole in dealing with the subject of this workshop, but cannotbe
the total solution. Responsible action is needed from citizen support
groups, community leaders, the hospitality industry, manufacturersof
alcoholic beverages, and automobile manufacturers,

The judicial, prosecutorial, and administrative functions should act to
changethe behavior of those who are apprehendedfor drunkdriving and

those who are not apprehended.

The panel makesthe following recommendations.

E-1 Apply “hard” driver’s license revocation(i.e., no exceptionsfor
hardship, occupation, treatment, or other reasons) for a minimum of 90
days forfirst offenders. The time of revocation should be substantially
increased for repeat offenders.

Mostjurisdictions have some form of “Limited Driver’s License”
process. This nullifies the beneficial results of the loss of the driving

privilege.
In jurisdictions with “hard”license revocation, it has been foundthat
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very few people havelost their jobs, and none have been unable to attend

treatmentor aftercare programs,

E-2 Increase emphasis on reducing driving withouta valid driver’s license

due to driving while underthe influence or other alcohol-related charges,

as this is an intentional offense. The panel recommendssingly or in

combination:

- License plate confiscation (License plate confiscation

should be usedby judges as a condition of pretrial

release. Administrative hearing officers should also use

license plate confiscation. The judge may consider the

issuanceof special plates.)

- Incarceration of the violator

-— Impoundmentofthe vehicle used in the violation

E-3 Donotreinstate driver’s licenses lost for an alcohol-related offense

withoutthe offender providing proof of compliance with an alcohol

assessment and any court order.

E-4 Makethe following sanctions mandatory in addition to “hard” license

revocation.

— Fines. The monies should beused to fund educational

programson theuse ofalcohol and driving and to

compensate victims.

- Jail. This maybestayedforfirst-time offenders on

compliance with court-imposed conditions. The stay

shouldbefor at least 2 years.

E-5 Discourageplea negotiations. All negotiationsshall be placed on the

record,andall proceedings shall be in open court.

E-6 Makedrivingillegal per se at 0.08 blood alcoholconcentration.All

presumptionsofnot being underthe influence of an alcoholic beverage or

nonintoxication should be repealed.

Thisstill recognizes that driving with any alcohol concentration presents

an increased hazardto the driver and the public.

E-7 EncourageStates and the District of Columbia to regularly review

their existing implied consent laws to determineif they are meeting their

desired goals. The penalties associated with such laws should be

sufficiently more severe than penalties associated with failure of a chemical
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test or of an alcohol-related conviction to provide an incentive to submitto

a chemical test.

E-8 Adopt administrative per se driver’s license laws. In this type of a

procedure,the offender’s driving privileges can be revokedfor driving with

a blood alcohol concentration at or abovea setlevel.

E-9 Give prosecution and defense the same rights of appeal. (In some

jurisdictions, the prosecution hasnorightof appeal.)

E-10 Havean alcohol assessment, by a competentcertified person,

selected by the court, madeavailable to the judge prior to sentencingofall

defendantsin alcohol-related driving offenses.

E-11 Provide sufficient funding for judges, prosecutors, and

administrative hearing officers for continuing education in alcohol and

related driving offenses. This funding should not only allow for training

within the State but outof State at such locationsas the National Judicial

College.

E-12 Recognize therights androles ofvictims and adoptthe Statement of

Recommended Judicial Practices which were adopted December2, 1983, by

102 judges— two from every State and the District of Columbia — ata

Conferenceat the National Judicial College. *

“Givingvictimsthe rightof allocution at sentencing hearings has not

resulted in any noteworthy changein the workloadsof either the courts,

probation departments,district attorneys’ offices or victim witness

programs.” **

E-13 Admit evidence from the criminal proceedingsin any resulting or

related civil proceedings.

E-14 Establish a uniform State and national record system forall moving

traffic violations.

— Reporting to both State and national systems shall be

mandatory with sanctions for noncompliance.

*Copies of the Statement of Recommended Judicial Practices may be secured from

National Institute of Justice/NCJRS, Box 6000, Rockville, Maryland, 20850.

**National Institute of Justice, Executive Summary, Victim Appearances Underthe

California Victims’ Bill ofRights. Page 59.
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- EachState and the District of Columbia shall
participate in the national system.

- EachState and the District of Columbia shall regularly
audit and review their systems for compliance.

- The national system shall be regularly reviewed for
compliance and uniformity.

E-15 Apply judicial, prosecutorial, and administrative penalties to parties,
other than the driver, who contribute to the offense, such as the legal or

illegal providers of the alcoholic beverages.

E-16 Develop self-sufficient systems and programsfor prosecution,
adjudication, sanctioning, and treatmentof alcohol-related driving
offenders. (Usefines, fees, and alcohol consumptiontaxes.)

E-17 Useexisting special programs and further deviseothers for juvenile
drinking drivers. They must use both education and comprehensive actions
of the court centered aroundtheir driving privilege.

E-18 Develop programsfor the 18- to 26-year-old group for both
education and sentencing procedures. This age group is involved in a
disproportionate numberof alcohol-related driving offenses.

The panelrealizes that some recommendations may work well in all
jurisdictions and others maybelesseffective in some. Certainly, no
jurisdiction has solved the problem, and nojurisdiction shouldsit back and
be complacent. Each jurisdiction should regularly reexamineits own
methodsand also lookat those used by others. All too often the statement
is made that “We have the toughest laws in the country.” This maybetrue,
but tough laws are meaninglessif they are not enforced and implemented
by the courts, prosecutors, administrative hearing officers, and law
enforcement agencies.
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Driving Underthe Influence (DUI) enforcementis a short-term control
over a much more fundamental problem — publicattitudes toward alcohol
abuse. This public health problem must be addressedin the long range by
effective education programsbeginningin our primary schools and
extendingto adult programs, mass media, advertising, and regulation. This
will require a concerted and cooperative effort among agencies concerned
with health, education, transportation, commerce, and the administration
ofjustice. Enforcementcan contribute to this longer range process through
well-publicized programs enforcing community standards regarding

drinking and driving.
Werecommendsix high-priority measures that would make DUI

enforcement moreefficient and effective in the apprehension of DUI
offenders. The goal of enforcementis deterrence. The recommended
measuresare likely to increase the volume of DUIarrestees and thusaffect
other components of the DUI control system — notably the courts,
corrections, and licensing agencies.

The Law Enforcement Panelof the U.S. Surgeon General’s Workshop
on Drunk Driving makesthe following recommendations.
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F-1 Develop a comprehensive DUItraining program for chief executives
of law enforcement agencies. The graduates of the program should—

Understandthe specific nature and extent of the DUI
problem;

Understandstate-of-the-art strategies and technologies of
DUI enforcement;

Be able to implement and use DUIdata systemsin their
jurisdiction; and

Beable to identify and effectively draw on relevant
organizations and resourcesatthe local, State, and national
level.

Strategy

An executive trainingprogram should be developed by NHTSA,in
conjunction withthe InternationalAssociation of Chiefs ofPolice
(IACP) and the National Sheriffs Association (NSA). This training
program should be disseminated nationwideto ail chieflaw

enforcement executives through the auspices of[ACP and NSA.

@ Timeframe: development ofprogram in 1989

@ Timeframe: implementation ofprogram in 1990 and beyond

F-2 Apply innovative techniques of DUI enforcement such as passive
sensors, preliminary breath testing (PBT) devices, BATmobiles (mobile
breath alcohol testing units), drug recognition experts, and horizontal gaze
nystagmus. Adopt appropriate enablinglegislation where needed andtrain
field officers and court personnel in appropriate evidentiary use and
interpretation of these techniques.

Strategy:

A program should be established by NHTSA in conjunction with the
National Bureau ofStandards and the IACPto certifypassive breath
sensorsforDUI enforcement.

Such a programshall include minimum standardsfor these devices,
a quantificationtest, the developmentofa certifiedproducts list
(CPL), and a quality-control samplingprocedure. This program
Should be established in consultation with the NSA.

@ Timeframe: develop standards and CPL by January 1990.

@ Timeframe: establish quality-controlprocedures by January 1991
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NHTSA, LACP, and NSA should educate law enforcement

personnelin the use ofdevices (passive sensors, PBTs) and

techniques (drug recognition experts, horizontal gaze nystagmus) and

encouragetheir application and wideutilization.

e@ Timeframe: begin implementation by calendaryear 1989 and

beyond as necessary

NHTSA should also continue to evaluate devices and techniques

through appropriate research.

@ Timeframe: ongoing

F-3 Implement DUI checkpoints in those jurisdictions currently not using

this technique, and expand their use in jurisdictions currently using them.

To enhancetheefficiency and effectiveness of checkpoints, we advocate

the use of BATmobiles, passive sensors, and/or PBT devices and the

adoption oflegislation to permit sobriety checkpoints where necessary.

These techniques should be used in accordance with the standardsset

forth by the United States Supreme Court and/or respective State Courts.

Also, research data onthe effectiveness of checkpoints should be broadly

disseminated.

Strategy

The IACP and NSA should conduct leadership workshops on the

conduct ofsingle and multiple agency checkpoints during their 1989

annual conferences, to be followed by a series of workshops across

the country to disseminate this information to line supervisors, with

the assistance ofeach State’s Governor's Highway Safety

representative.

e Timeframe: Calendaryear 1989 and continue thereafter

Where checkpoints are currently not being used, consult with the

attomey generalofthat State for the purpose ofmeeting the

constitutional requirements of that State, relative to the application

ofcheckpoints or drafting necessary constitutional/legislative

amendmentsto allowtheir application.

e@ Timeframe: immediate

F-4 Makeblood alcohol concentrationtesting mandatory forall drivers

involved in fatal and seriousinjury traffic collisions, both for data

collection and prosecution, as appropriate.
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Strategy

NHTSA should develop and disseminate modellegislation for

application by thestates.

@ Timeframe: during calendaryear 1989

F-5 Adopt administrative license suspension and revocation procedures

for DUIthatare designed to keep to a minimum the time required for field

officers to carry out their testifying functions.

Strategy

The Surgeon General should wnite a letter to the governors of those

States that currently have no administrative license suspension

legislation (administration per se) to encourage such legislation.

e Timeframe: immediate

F-6 Maximize public perception ofthe risk of arrest and punishment for

driving underthe influence through law enforcementpublic information

and educationefforts. Theseefforts are essential to the deterrent

effectiveness of DUI enforcement.

Strategy

To deter drunk driving through enforcement, public information and

education (PI&E)efforts must be tailored to the specific activities of

the enforcement agency and thus must be developed atthe local

level. NHTSA should develop and disseminate basic PIKE

resources and materials fortraining in their adaptation and use at

the local level. NHTSA should work with the Governor’s Highway

Safety Representatives (NAGHSA), IACP, and NSA to conduct

training to foster the use ofthese materials at training sessions

sponsored by these organizations.

@ Timeframe: nolater than 1989, annual LACP, NSA, and

NAGHSRconferences, and ongoing
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The Transportation and AlcoholService Policies Panel was charged with
reviewing therole of alternative formsof transportation, such as taxis and
designated driver programs, andtheir ability to reduce the problem of
drinking-driving. The panelists were further charged with reviewing and
recommendingpolicies that mightalso have a direct bearing on the
drinking-driving event, such as drinking establishmentpatterns, server
education, and employeeassistance programs.

The panelfocusedits attention on the environment of transportation
opportunities and on social and commercial practices for serving alcohol.
One element common to both concernswasthe aim of disengaging
prevention ofthe driving act from the drinking act. We recognize that
policies to affect transportation and server practices have received scant
attention in public health circles. Amongalternative forms of
transportation, the supportof and information about designateddriver,
safe ride, and employeeassistance programsare important adjuncts to
public transportation and private commercial transportation.

Noless importantare the practices of beverage service establishments
in the prevention of drinking-driving. Training servers and other beverage
service personnel to monitor and recognize patronsat risk should be a
significant aspect of beverage service enterprises. The panel further

55



56 RECOMMENDATIONS

recognized that commercial beverage serving establishments have an
obligation to be concerned aboutsafe transportation for patrons whose
drinking creates a risk to themselves, passengers, and/or pedestrians. The
role of such enterprises, as well as social hosts,is vital to a successful
program to curb drinking-driving.

The panelwasalso convincedthat the cogency andfeasibility of such
service programsandalternative transportation forms depend on
particular local conditionsof servicing agencies and transportation
facilities. They also require the cooperation and support of community
agencies and groups. The need for implementing programsat the local and
communal level wasstressed. The purposeof the special community task
force recommendedbelowis to create community standards for serving
practices by social hosts and commercial establishmentsso as to prevent
drinking-driving and ensure compliance with existing local rules and
regulations. In addition, the task force would examine and encourage
improvementsin alternate systemsof transportation. Such task groups are
importantsince, in the past, transportation and server practices have been
overlookedin public health preventionefforts.

The panel recognizes the possible danger that programsto provide safe
transportation for drinkers may encourage drinking and risk exacerbating
other alcohol problems. Servers and others should be awareof these risks
and not view the recommendationshere as encouraging any lessening of
other actions to prevent problemsrelated to the use of alcohol.

Community Focus

G-1 Each community should form or expand a task groupto review and
implement,in a systematic way, interacting policies andpriorities as to
alcoholservice andalternative transportation. Such groups shouldinclude,
but not be limited to, representatives of public transportation, taxi
associations, alcohol and drug abuse authorities, traffic safety
professionals, hospitality industry associations, zoning authorities, licensing
agencies, citizen support groups, insurance companies, alcohol beverage
authorities, educationalinstitutions, and other public and private sector

groups.
The agendafor this communityeffort includes the recommendationsin

the three broad areasof transportation, server practices, and
implementationstrategies.

Transportation

Alternative transportation plans enable impaired drinkersto reach their
destinations without risking harm to themselves or others.
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G-2 The designated driver program should be a community-wide

approach addressingall types of drinking situationsat all hours and

involving drinkers, commercial establishments, social hosts, transportation

alternatives, and special events, including sports events. Servers and social

hosts mustnotallow guests or patronsto becomeintoxicated and thus

become a danger to themselves and others, not only through

drinking-driving but in other dangerous situations as well. Designated

driver programs should incorporate these features:

— The designated driver does not drink any alcoholic beverages.

— Establishments or social hosts provide easy availability of and

promote food and alcohol-free beverages.

G-3 Information describing the relationship amongalcohol consumption,

blood alcohollevel, and risk of injury or death should be providedto all

individuals obtaining a new or renewallicense for operating any type of

motorvehicle.

G-4 Thehours of drinking establishments should be consistent with the

hoursof alternative transportation.

G-5 Improving the effectiveness of taxi cabs and othersimilar formsof

transportation as alternatives to drinking and driving should be explored

with representatives of the taxi and otherpertinent industries.

G-6 The automotive industry and the National Highway Traffic Safety

Administration should continue to explore the viability of ignition

interlocks and their incorporation in future vehicle design.

G-7 As acondition of obtaining a license to serve alcohol, including “one

day” or special permits, an organization must develop and implementa

specific plan to provide transportation for individuals whoare impaired.

Social hosts should do the same.

G-8 Programsto promote safe or alternative transportation (designated

driver, safe rides, etc.) should keep in mind that problemsrelated to

impairmentarenotlimited to driving automobiles, but also include

operating motorcycles, bicycles, boats, snowmobiles, and airplanes;

horsebackriding; skiing; and even being an impaired pedestrian.

Beverage Service Policies and Practices

Alcoholservice training andintervention refer to a broadsetof strategies
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that address environmental reforms attwobasic levels: the legal
environmentand the specific environmentof the licensed establishment.
Thefollowing policy considerations are recommended in order to achieve
a consistent and effective prevention plan.

G-9 Crowd management: Licensees must maintain an adequate ratio of
staff to patrons in order to monitor beverage sales, consumption, and

patron behavior.

G-10 Promotions: Licensees should not encourage drinking as a focus of
activity through promotionssuchasfree drinks, drinking contests,
discounted drinks, or multiple drink purchases(e.g., happy hours).

G-11 Training: Training appropriate to the type offacility should be
madeavailable to all managers andservers ofalcoholic beverages,
consonantwith policies recommendedhere.

G-12 Written policies: Written policies must be posted and made
available to all employees. These should be included and madea partof

alcoholservice training.

G-13 Food options: Food should be offered and available duringall hours

of operation.

G-14 Alcohol-free beverages: Alcohol-free beverages ofall types should
be promoted, offered, and madeavailable where alcoholic beverages are

sold.

G-15 Alternative transportation: Alternative transportation options must
be madeavailable wherever and wheneveralcoholic beverages are served.

G-16 Serving sizes: All alcoholic beverage drinks should be served in
single- serving standardsizes(e.g., 12 oz beer, 5 oz wine, or 1 Ys OZ

80-proofliquor).

G-17 Drinking on the job: Managersandstaff are required to be
alcohol-free while on duty.

G-18 Age identification: All patrons must producea valid identification
whena serveris in doubtas to legal drinking age. Two formsof
identification, one with a photo such as governmentidentification or
drivers license, are recommended.
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G-19 Intoxicated patrons: Service to intoxicated patronsis prohibited.

G-20 Employee assistance programs:All alcohol service employees must
have access to an employeeassistance program.

Implementation and Incentives

It is recognized that responsible beverageservice policies will be followed
onlyin a legal, economic,and social environmentthat encourages them.
The following specific recommendationsserve to foster that environment.

G-21 Serverpractices require vigilant enforcement by regulatory
agencies. Those agencies must be adequately fundedto carry out that task.
In addition, State regulatory agencies (Alcohol Beverage Control boards)
should be reviewed to determine current practices, conflicts of interests,

scope ofauthority, and enforcementof existing statutes. State legislatures
should review the structure of their Alcohol Beverage Control agenciesto
emphasize their place in the promotion of public health.

G-22 State licensing regulations should be adopted to provide incentives,
such as adjustmentoflicensing fees, for compliance with responsible server
practices as recommended.

G-23 State legislatures should review and reform their dram shop(liquor)
liability laws to maximizetheir preventive impact and to encourage
business to adoptresponsible serving practices. (The 1985 Dram Shop Act,
Western State Law Review 12:417-517, 1985, can serve as a reference.)

G-24 States should review and certify server and managertraining
programstoassure that they accomplish prevention goals, and that the
implementation of monitoring and certification oftrainees is consistent
with other vocational and educational programsin theState.

G-25 State insurance commissionersshould review the rate-setting
practicesof liability insurance companies to ensure incentives for
implementingrisk managementpractices that minimize drinking-driving.

G-26 Adequate recordsofthe site of the last drink should be keptinall
casesofall officially reported alcohol-related incidents.

G-27 A representative from each of the 11 panels from this workshop
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should beselected to serve on the advisory boardofthe governmental

interagency implementation group.

G-28 Thefinal report of this workshop should be widely disseminated to a

broad range of agencies and enterprises in public and private sectors,

including regulatory agencies, insurance companies,trade associations,

and local workshops and conferences such as Responsible Service Forums

and Life Savers. Dissemination mightinclude representatives from the

implementing groups or from the workshop panels.
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Injury controlin drunk driving crashes requires examination ofall

components covering precrash, crash, and postcrash phases. These phases

are notisolated but are intimately linked andinterrelated. Injury

prevention,injury control, and rehabilitation are inseparable parts of the

treatment ofalcohol abuse as a disease.

Specific concrete recommendations concerning injury control require

direct and indirect approaches. Direct approaches concern prevention

and treatment programsdirected at the drinking driver as a perpetrator of

injury. Indirect approaches concern programs directed at generic injury

control, such as improved environment and behavior modification. Specific

agencies and groups should be designated to help in the implementation of

these approaches.

Injury Controlin the Precrash Phase

H-1 Establish a program tointegrate at the national, State, and locallevel
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highway safety personnel, highway engineers, maintenance personnel, and
Federal and State Departments of Transportation. The program should —

— Stress injury prevention; and

— Foster technology transfer and implementation.

H-2 State governors: Develop a State-sponsoredinjury control coalition
in each State comprising componentsfrom public health, education,traffic
safety, judiciary, alcohol beverage control, communications, alcohol and
drug abuse, and others, including balanced representation from grassroots
citizen groups. The goals ofthe coalition should be to—

— Developscientifically based educationin injury prevention;

— Evaluate the program to measurethe impact of education;

— Develop expertise in the correlation of injury severity scores
on crash analyses;

- Identify high-risk roadway and environmental conditions, and
to implement programsto correct these hazards; and

— Proposelegislative initiatives designed to implementinjury
control.

H-3 State governors: Establish a Fatal Crash Review Panelin eachState
to include broad governmentand lay community representation.Its goals
would be to—

— Produce better epidemiological reporting of the crash event
by police and otherauthorities;

— Analyze causation, including multiple components of
causation; and

- Recommend changesin action programs and environmental
improvements suchassigns, guardrails,etc.

H-4 Federal DepartmentofTransportation: Establish a nationalsafety
' feature checklist to be displayed onall new cars, highlighting objective
scores concerning rollover potential, front end yielding, intrusion
protection,fields of vision, etc. Mandated standards should include —

— Adefined numerical range for each feature;

— Thevehicle’s specific score for each feature; and

- Consumer education programsfor the public.

H-5 FCC and Congress: Develop and implementnationalpolicies and
programsto lessen the use ofalcohol seen in TV programs andfeature
movies.
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H-6 FCC and Congress: Develop and implementnational policies and
programsfor television that encourage positive lifestyle decisions such as
routine buckling up, refusingto drive after drinking, andrefusing to ride
with a driver underthe influence.

H-7 FCC and Congress: Establish national policies requiring equal time
on television for public service announcementsto advise the public of the
hazardsofalcohol.

H-8 NHTSAandState andlocal authorities: Develop demonstration
programsto study the use of an interlock mechanism for the vehicle of
anyone convicted of a DUIoffense, and encouragethe useofinterlock
mechanisms where proveneffective.

Injury Control in the Crash Phase

H-9 Federal DOT: Promote enactment in every State of effective
mandatory seatbelt laws to include “primary” enforcement with an
adequate fine.

H-10 Federal DOT: Promote enactmentof laws requiring airbags for
drivers and front seat passengers as standard equipment.

H-11 Federal DOT: Promote the properuse of seatbelts and child safety
seats in both cars and trucks. Stress —

— 3-point harness devices and improved technology for the
protection of young children andlow birth weightinfants;

— Use of seatbelts even in vehicles with airbags; and

- Use ofseatbelts in front and back seat.

H-12 Federal DOT, HHS,and Justice: Promote Federalpolicies that
foster passage and maintenanceof laws regarding mandatory helmet usage
for all motorcycle riders.

H-13 NHTSA: Encourage industry and consumerprogramsto retrofit
used vehicles with appropriate standard restraint devices and air bags.

H-14 Federal DOT, HHS,and Justice: Foster policies for mandatory
fitting of large trucks with devices to prevent “underride.”
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Injury Control in the Postcrash Phase

H-15 Regionalize emergency medicalservice systems for the care of
injured patients throughout the Nation.

~ Establish guidelines for the care ofinjured patients in the
prehospital, inhospital, and rehabilitation phasesof care.

— Define regionalization guidelines for urban and ruralareas.

— Develop “self-sufficiency” funding mechanismssuch as a
surcharge on DUIandothertraffic violations.

~ Develop new approachesto the financing of inhospital and
rehabilitation care of indigent patients.

— Encourage public education in the structure and function of
emergency medicalsystems.

H-16 DHHSand medicalcare professional groups: Develop and

implement comprehensive rehabilitation programs for —

— Physical rehabilitation;

— Psychosocial intervention for the drinking driver; and

— Psychosocial rehabilitation of the victims and the family of the
victim.

H-17 DHHS: Require BACtesting ofall age-appropriate traumavictims
of traffic-related injuries as a componentof their medical care and
management.

H-18 DHHSinteracting with professional education organizations:
Encourage the teaching of alcohol abuse andinjury control as a public
health issue in the curricula for health care providers.

H-19 States: Establish State traumaregistries as an important part of a
system to provide epidemiological data on death,disabilities, and costs to
governmentandprivate resources.

Strategy

1. The Surgeon General should speak to the National Governor’s

Conference on what each governor can do to be a catalystfor
administrative andlegislative action on drinking and driving within
each State.

- Stress that injury is a preventible disease that
requires a comprehensive approach to reduce
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the humanandfinancial cost of alcohol

abuse andtraffic-related injuries.

Provide specific recommendations regarding

improvedvehicle safety, environmental safety,

andinjury prevention behavior.

Support regionalization of injury care systems.

The Surgeon General andhis office should also address the

issue of drinking and driving through —

TVprograms to educate the public (as done

with AIDS);

A speech to the National Governor's

Conference; and

A formal congressional hearing on the issue of

drinking and driving.

The expertise and assistance of the following specific agencies

andgroups, as listed with the individual recommendations

madeby the injury controlpanel, should be enlisted:

Department of Transportation (NHTSA)

Federal Communications Commission

DepartmentofJustice

Department ofHealth and Human Services

(CDC)

U.S. Congress

State Departments of Transportation

State governors

State legal authorities

NationalAssociation of State Emergency

Medical Services Directors

Medicalcare professional groups

Professional education organizations
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The several recommendations coming outof this Surgeon General’s
workshop maybeeffective in the general population. However,their
effectiveness in ethnic minority groups will depend on the extent to which
those interventionsare tailored to the social andcultural identity of the
specific ethnic group. Educationalefforts, for instance, need to take into
account the best media for disseminationof informationas well as sensitive

use of meaningful cultural symbols and images.

Drunkdriving as a major public health problem affects youth and ethnic
minority groups disproportionately. Specifically targeted interventions are
needed. However, drinking and driving occurin the context of social
norms, and cultural and regionaltrends are influenced by a multitude of

otherfactors.
Drinking and driving among youth are frequently determined bytheir

adult role models. Action at the school level should include more than just
classroom prevention programs; a restructuring of the schools to improve
student commitmentto education and other social valuesis also needed.
Concerted efforts should be aimed at improving self-concept, coping skills,

and psychological adjustment.

Thepanelfindsit difficult to provide specific recommendationsfor the
special populationsas distinct entities given the lack of data on the extent
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andcorrelates of the problems within each group. Therefore, the panel

addresses those issues which the various ethnic groups have in common

while highlighting the specific needs of certain ethnic groups. The

following recommendationsare based on this premise.

Relative to drinking and driving, we recommendthe following

programs, policies, and countermeasures.

I-1 Increase local, State,and Federaltaxation on alcoholic beverages.

I-2 Increase justice system training.

I-3 Increase health care system training (i.c., cross-train disciplines where

possible).

I-4 Increase the precision and consistency of present data collection

systems(i.e., the Fatal Accident Reporting System (FARS), Multiple

Cause of Death (MCD)file, death certificates) to collect and record data

on drinking and driving among youth and at-risk minority groups.

Strategy

Research funds should be allocatedfrom NIAAA,probably the

epidemiology branch. The requestforproposals (RFP)

announcement should include provisionsfor evaluation ofdata

collection measures. Results should be realized within 2 years of

implementation.

© Timeframe: 3 monthsfor RFP

9 monthsto go through review and award system

I-5 Renew governmental regulatory guidelines on motorvehicle design

and roadsafety.

I-6 Support community involvement through proven strategies and

programs.

1-7 Restrict Federal highway fundsif States do notinstitute administrative

drivers license revocation for DUI.

1-8 Ensure swift and sure sanctions including making the sanctions reflect

the magnitude of the problem.
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I-9 Support enactment and enforcementof the 1987 National Commission
Against Drunk Driving (NCADD)checklist of countermeasures.

Strategy

The National Highway Traffic SafetyAdministration should include
the 19 countermeasures ofthe 1987NCADD Checklist of
Countermeasuresin their 408 or 410 DWIcountermeasure incentive
programs. States must attain 80percent ofthe countermeasures to be
eligiblefor the incentive grantfunds in thefirstyear and 90percent to
be eligiblefor the second and subsequentyears. Special grant
incentives should be set upfor 100- percent attainment.

e@ This program should be implemented during the 1990 Federal

fiscal year.

I-10 Encourage comprehensive school-based K-12 alcohol and other drug

abuse education and educatortraining programsofprovenefficacy.

Strategy

Bythe end of 1990, NIAAA in conjunction with NHTSA should

award a series of5-year contracts to evaluate existing and/or

innovative educationalstrategies and teacher-training efforts in terms
ofstudent behavioral outcomes, including age offirst use, drinking
patterns, DWI/RWID,andother alcohol-relatedproblems.

Teachertraining should be evaluatedin termsofincreased teacher
awareness and knowledge, increased comfort with addressing
alcohol-related issues, increased skill in implementing aicohol
education, and increasedskill in action planning ofprevention for

the school and community.

These contracts shouldbe restricted to individuals andinstitutions
who have notparticipated in the developmentofthe programs and

who havenofinancialinterest in the dissemination ofthe programs.

I-14 Add funds for States to develop and evaluate innovative programsto
prevent and reduce drinking anddriving.

1-12 Encouragecivil liability for intentionally providing, directly or

indirectly, alcohol to minors.
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1-13 Institute night driving curfews for beginning drivers under18 years of

age.

Strategy

e NHTSA and the Office ofJuvenile Justice and Delinquency
Prevention (OJJDP) should develop model curfew and 0.02

legislation by the end of 1990.

@ Statesfailing to adoptlegislation conforming to these models by
the end of 1992 shouldforfeit 10percentoftheir Federal

highwayfunds.

@ By the end of 1992, NHTSA and OJJDP should have developed
a training curriculum for local law enforcementofficers in
methodsfor identifyingyouth driving with low BACs.

e By the end of 1992, training oftrainers conferences ofthe above
curriculum should be held in all NHTSAprogram regions.

e By the end of 1992, NHTSA should award a 3-year contractto

study the implementation ofcurfew and 0.02 legislation in all

States.

I-14 Increase the effectiveness of minimum alcohol purchase age laws.

I-15 Support mandatory seatbelt and motorcycle helmetlaws and tie them

to Federal highway funds.

1-16 Endorsethe following recommendations of the National Commission

on Drunk Driving report on youth:

- Administrative per se license suspensions should be
statutorily permitted.

— Open container laws should be promulgated.

— Strict sanctions shouldexist for the sale or transfer of

alcoholic beverages to youths underthe legal drinking age.

Appropriate State agencies andState legislatures should consider

legislation in the following areas.

I-17 Make classroominstruction onalcoholuse, other drug use, and
impaired driving mandatory for grades K-12; develop curriculum
guidelines for each grade level.
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Strategy

By the end of 1990, based on current knowledge, NIAAA in

conjunction with NHTSA and Department ofEducation should
develop guidelinesfor the selection and developmentofcurricula
and teacher-training methods by local schooldistricts. This effort
should be overseen by a nationalpanelofexperts who do not have a
financialinterest in any such programs.

NOTE:The Department ofEducation recently did thisfor drug
education (including alcohol and tobacco), but thereis little (if any)

traffic safety thrust in their materials.

I-18 Encourage insurancerebatesfor drivers who take an approved
driving risk-reduction course and have a clean driving record.

I-19 Include a mandatory componenton alcohol use and impaired driving
in driver education courses.

1-20 Discourage and/or limit beverage advertising and promotionthatis
directed at youth and minorities.

Strategy

Implementation shouldfollow guidelines set up by the Advertising

and Marketing Panel.

I-21 Endorse 0.08 BAC for DWIfor ail the population 21 years of age and

older.

I-22 Endorse additional penalties over and above standard liquor law
violations for those under age 21 with an 0.02 BAC orabove.

I-23 Increase the enforcement of DUIlawsrelative to youth.

!-24 Increase professional and public information and education with
regard to youth and other special populations. Proven strategies for
prevention and remediation should beutilized. Emphasis should be placed
on providing educationto:

— Criminal justice personnel

- Health care professionals

— Educators
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~ Mediaprofessionals

— Other policymakers

— Other community leaders

— General public

Prevention media communications should take into accountthe

appropriate culture and ethnic values when delivering their message.

1-25 Provide broad-based education of Indian tribal leaders and tribal

.

membersonpolicy options pertaining to alcohol.

Strategy

Require the Federal Agencies, in consultation with tribal

communities, to develop strategies andplans forproviding
training

on tribal specific and appropriate alcoholpolicy, ¢.g., to include

personnelplans andpolicies, law and order codes and ordinances,

schoolcriteria and guidelines for education, diagnosis and treatment

protocolsin clinics and hospitals, and quality assurance plansforail

treatment and rehabilitation programs.

The lead Agencies should be the Bureau ofIndian Affairs (BIA), the

Indian Health Service ( IHS), NIAAA, NHTSA,etc.

@ Timeframe: By December 1990

1-26 Increase Indian tribal law enforcement resources.

|-27 Expandtraffic safety initiatives among Indian tribes.

|-28 Betterutilize all sources of funding for education, recreation, and

economic development.In particular, improve the socioeconomic status of

the AmericanIndian.

1-29 Support Federal/tribal/State cooperation for the establishmentof

detention and treatmentcenters for American Indians.

I-30 Improve social and cultural relevancein all programming and

countermeasures.

I-31 For American Indians and Alaska Natives, seek supportof tribal

governmentsin the developmentoftribal resolutions for establishing policy

actions on alcohol and operation of motor vehicles while under the

influence of alcohol or other drugs.
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Strategy

AmendP.L. 99-570, the Anti-DrugAbuse Act of 1986, to include

incentivesfor tribal governments toformulate, execute, and enforce
tribal-specific drinking-drivingpolicies. Lead agencies: Bureau of
Indian Affairs, Indian Health Service

@ Timeframe: December 1989for amendedlegislation

1-32 Develop and implement educationalefforts to increase Hispanics’
awarenessoftherisks associated with drinking and driving and to minimize
drinking practices that lead to the consumption of higher volumes of
alcohol per occasion. The target groups should be youth and males aged
21-39 years.

Strategy

A campaign should be developed nationwide with sponsorshipfrom
the Officefor Substance Abuse Prevention (OSAP). Proposals
Should include carefully laid outpiansfor evaluations ofcampaign
effectiveness.

@ Timeframe: 3 months to requestproposals

4 months to proposal deadline

2 months for review

3 monthsforfunding

I-33 Encourage special training of law enforcementofficers to ensure
nondiscriminatory DUI law enforcement.

I-34 Increase community recreational resources for black (and American
Indian and Hispanic) youth.

Strategy

Funds may beallocatedfrom State block grants orfrom OSAPfor
demonstration projects to set up neighborhood afterschoolprograms
(e.g., music, dramaprograms; physical rehabilitation programs;
occupational therapyprograms; RAP and counselingprograms).

@ Timeframe: 1 yearfor implementation ofprogram

1 yearfor evaluation ofsuccess ofprograms

lookforresults in 1992
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1-35 Increase education of religious and other black community leaders

aboutalcohol abuse and drunk driving.

Strategy

Include an appealto religious leaders in theirreligious training

programs.

Institute training curricula in ministerial schools.

Encourage black community leaders to set up neighborhood RAP

sessions andprograms.

Funds maybeallocatedfrom the Office for Substance Abuse

Preventionor the National Highway Traffic Safety Administration.

@ Timeframe: One year setup time to implementprograms, one

additional year to see how or if the program works andproduces

results.

1-36 Increase religious and community programs on alcohol and other

drug abuse for blacks.

Research

In the areaof research, the panel recognizes the extremelack of data on

specific minority populations with regard to drinking and driving.

Descriptive data are needed onthe following topics.

1-37 Describe effective alcohol and other drug abuse assessment tools for

youth.

1-38 Identify effective support groups for youth and ethnic minorities

returning from treatment.

I-39 Develop more precise and consistent measurestocollect and record

data on drinking and driving among youth and ethnic minority groups.

1-40 Determine the extentof drinking and driving among ethnic groups

and the major demographic characteristics of individual membersof the

group who engage in such behavior.

I-41 Study the relationships among drinking patterns such as volume

consumption per occasion and drinking and driving.
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I-42 Investigate the attitudes toward drinking and driving among blacks/
Hispanics/American Indians and how devianceis definedin the specific

group.

I-43 Track arrest patterns to assess the question ofthe validity of high
prevalence of DUI arrest among Hispanics asit relates to law enforcement

practices.

I-44 Assessthe effectiveness offirst and multiple offender rehabilitation
programsfor youth and ethnic minorities.

1-45 Assess the effectiveness of driver’s license sanctions associated with

DUIconvictions.

I-46 Assess the effectiveness of State laws that apply special license
sanctions to youth for alcohol-related violations.

1-47 Evaluatethe effect of liquor advertisements on the use of alcohol by

minors.

1-48 The panel endorses the research questions listed in Dr. Perrine’s
background paperfor the Epidemiology Panel as theyrelate to the
different age groups in the minority population. (See background papersin

separate volume.)

In specifically addressing the recognized research priority needs among
American Indians, the panel makes the following additional
recommendations.

I-49 In the area of epidemiology, research is needed on the following
issues relevant to American Indians:

- Motorvehicle accidents based on geographiclocation,i.e.,
reservation/off-reservation, urban orrural sites

— Adult prevalence studies

— Survey oftribal alcohol policies

— Prevalence andlevel of impairment due to drinking and
driving related motor vehicle accidents

I-50 In the area ofsocial-psychological research, the following topics are
of major importance to American Indians:

- Social-psychologicalstudies of accidentvictims
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— Attitudinal values and trends on drinking and driving

Strategy

Sponsorship for this research should come from
the National

Institute on AlcoholAbuse
andAlcoholism. The mechanism for

funding would be the basic ROJ grantfundingofthe extramural

research program.

e Timeframe: February 1, 1989 Receive proposals

June 1989 Initial review

October 1989 Council review

December 1989 Funding awarded

1-51 Organize Federal coordination efforts to provide technical assistance

to tribes regarding legislation implementation
.

Strategy

Lead agencies: Bureau of Indian Affairs, Indian Health Service,

NHTSA, NIAAA, ete.

e@ Timeframe: December 1990

|-52 Evaluate the effectiveness of policy execution by:

— Process evaluation— the stages of passing and implementing

new policy; and

~ Outcome measures — maintain accident(e.g., pregnancy,

morbidity and mortality) data and alcohol(e.g,,

alcohol-related problems)
data on a longitudinal database.

Strategy

Lead agencies: Indian Health Service, NIAAA,andpri
vate sector

agencies.

1-53 Identify potential State, Federal, tribal, and private funding resources

to implementtribal policy.

Strategy

Lead agencies: IHS, BIA, NIAAA

e Timeframe: ongoing
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1-54 Develop interagency plansforprioritizing funding needs and
technical assistance to meettribal priorities such as:

— Public health planning

— Legal aid

— Media and information services

~ Plans for dissemination of knowledge and sharing experience
amonglocal communities.

Strategy

Lead agencies: BIA, IHS, tribal governments

e@ Timeframe: Plans by December 1990

Implementation: ongoing asprocess evolves
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Drinking and driving is a serious social and public health problem. Because

of the enormous human and economic costs of drinking and driving on our

society, the Panel on Treatment unanimously agrees that prevention and

deterrence from drinking and driving are beneficial to all our society.

To improvetraffic safety in the United States, the panel advocates the

position thatthe safest blood alcohollevel is 0.0 percent while driving and

strongly recommendsthat the public service message should clearly state:

“If you are going to drive, don’t drink.”

The panel further advises that contrary or different messages, including

“Know yourlimit” messages, should not be used.

From a public health perspective,all of the following recommendations

are important. The panelopts to prioritize and rank order these

recommendations according to which are most pressing and would

enhance an effective responseto this problem.
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Prevention

Rehabilitative countermeasures, even if 100-percent successful, can

have only a limited impact ontraffic safety. The main approach to
eliminating alcohol/drug-related injuries or fatalities must be focused on
prevention.

J-1 Prevention measures,including both general and specific deterrence
aimedat eliminating the behaviorof driving while underthe influence, are
essential if major declines in mortality and morbidity are to be achieved.
Prevention measures to be considered include traditional educational
approachesandalso public policy, enforcement, legal sanctions, and
treatment measures. All messages, verbal and behavioral, should be clear,

concise, noncontradictory, and focused oneliminating thejoint activities of

drinking anddriving.

Strategy

The Surgeon General should immediately begin to promote a single
public health message conceming drinking. This message should be

“Don’t drink and drive.”Any contrary messagesto this should be
discouraged, including “Knowyourlimits” messages.

The Surgeon General should ensure that all Federal Government
promotional materials about drinking and driving be revised to

reflect this position by the National Drunk and Drugged Driving
Awareness Week in 1989 and should ask all voluntary agencies
concerned with drunk driving to adopt an identical message and to
discourage contrary messages.

The Surgeon General should convene a multidisciplinary taskforce
to develop mechanismsto coordinate and increase prevention efforts
and the recommendationsfromthis and other taskforces involved in
the Surgeon General’s Workshop on Drunk Driving.

The Surgeon General, acting through the Public Health Service,

should create a variety ofeducational materials on drunk driving,

which should be widely distributed (including through chemical
dependency andother health care facilities and organizations) and
incorporated in health care training didactic andclinical
curriculums. The creation and dissemination ofthese materials
Should be completed by the National Drunk and Dnigged Driving

Awareness Week in 1989, or as soon as possible.
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Treatment

J-2. Treatment should not routinely be used as a substitute for legal

sanctions, but rather as an important component of a comprehensive traffic

safety program.

Driving underthe influence of alcoholor other drugs is a multifaceted

problem for whichthereis no single effective treatmentof any type

(medical, legal, or punitive).

Treatment programs reduce driving related alcohol/drug incidents in

those alcohol/drug dependentpersons successfully treated, both those with

and those without prior DUI offenses. Such programsare also a resource

(as are other componentsof the health care delivery system) to further the

dissemination of prevention materials.

A systematic approach to offenders using qualified personnel,

appropriate standards, with oversight and quality assurance controls and

without conflict of interest, is necessary to assess those persons who may

benefit from one or a combination oftreatment approaches. Such a

systematic approachalso needs ongoing evaluation to develop answers to

relevant questions and enhancecost-effectiveness.

Thetraditional short-term, low-intensity educational programs that are

broadly applied have been of limited effectiveness, and more intensive,

longer term treatment options may be more beneficial (albeit more costly)

and perhaps applicable to a selected population of offenders.

Strategy

Since a significant body of research supports the role of legal

sanctions, in particular licensing sancti
ons, in reducing DUI

recidivism, the Surgeon General should encourage Federal, State,

and local governmentsto adopt andpromulgate policies and

practices that offer treatment in combination with licensingpenalties

and other sanctions proven to be effective and to discourage offering

treatmentin lieu of other known, effective sanctions.

Because of the wide variationsin the structure and quality of

assessmentandtreatmentpr
ogramsfrom State to State, the Surgeon

General shouldpromote and encourage States to develop

mechanismsfor high-quality diagnostic and referral procedures for

DUIoffenders and, specifically, should encourage the use of uniform

diagnostic criteria and assessment instruments and treatment

approaches, since this would greatly facilitate research studies on the

effectiveness and cost-effectiveness of treatment.
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Research

J-3 Develop a precise data base on the incidence and prevalence of
driving underthe influencein different population groups. Since drunk
drivers comprise a heterogeneous population,specific demographic
identifiers among this population need to be defined. Special populations
(i.c., youth, minorities, and women) should be targeted in obtaining these
data.

J-4 Intensively investigate the neuroscientific basis of high-risk, impulsive
behavior andrecidivism in this population.

J-5 Develop a scientific evaluation of treatment modalities and the
combinationof various treatment options for the heterogeneous groupthat
makes up the drunk-driving population.

J-6 Evaluate the effectiveness of new, short-term low-intensity programs
that have an impact on behavior from both an outcome and a process
perspective.

J-7 Develop and evaluate newer treatment modalities in high-risk
populations.

Strategy

The Surgeon General should encourage andfoster research and the
coordination ofresearch activities ofvarious U.S. Government
Agencies involvedin this field, to increase the quantity and quality of
research focused on the drunk driving issues identified by the task
force. A priority in this area, which requires an immediate increase in

research, is the assessment ofsubpopulations whoare already
underrepresented in existing knowledge bases.

The Surgeon General should encourage States and local government
agencies to develop uniform data collection, assessment, and
treatment methodologies, since such information wouldprovide an
invaluable basisfor thefurther development ofpublic policy
initiatives aimed at minimizing the enormous adverse impact of
drunk driving.
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Resources

Significant increases in fiscal and personnel resources will be required

for success, but this is not seen as the sole responsibility of the Federal or

State Governments.

J-8 Since DUIhassignificant econom
ic impact, funds should be used

judiciously atall levels of State, local, and Federal Government.In

allocating resources to addressthis issue oftraffic safety, funds earmarked

for public education should be given the highest priority. Evaluation and

reevaluation of current treatment programs that are most cost effective and

provide the most efficient treatment are encouraged.

J-9 Coordination and leadership,at the highestlevels of government and

in the private sector, are also necessaryif impaired driving is to be

eliminated. Involvementof health, judicial, law enforcement,

transportation, and education departments, in an intense andtruly

cooperative effort, will facilitate the involvement of universities, business,

andprivate groups in developing, implementing, and testing strategies to

eliminate this national tragedy.

J-10 The cost of treatment should be borne as much as possible by

individuals convicted of DUI, based ontheir ability to pay.If the individual

is unable to pay, the individual’s high-risk group (those convicted of DUT)

should bear the cost.

Resourcesfor supporting this prevention and rehabilitative endeavor

would be derived from revenue from fees, penalties, and other appropriate

sources.

Strategy

In view ofscientific data indicating the limited effectiveness of

short-term, low-intensity educational progr
ams, which are the most

common approach to DUI offenders, the Surgeon General should

encourage States and local governments to reassess the use of

resources currently devoted to such programsand to consider

retargeting resources to other treatmentorprevention strategies.
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Citizen advocacy representsa broad focus of concern that cuts across the
more specifically defined issues associated with driving while intoxicated
(DWI). Havingits roots in the towns and communities of the Nation where
the problem of DWI is most omnipresent, the citizen advocate’s concerns
encompassall aspects ofDWI from advertising and marketing through
enforcement, judicial and administrative issues, and treatment. But the
greatest concentrationofeffort is in education,forit is through education
of the judiciary, legislature, and citizenry that the dramatic efforts to
reduce andeliminate DWI are concentrated. Only continued community
awarenesscan bring about the type of behavioral andattitudinal changes
necessary to ensure the safety of the Nation’s highways from impaired
operators of motor vehicles.

The Citizen Advocacy Panel was charged with addressing a range of
issues, many of which are being addressedbyother panels in the workshop.
After wrestling with these charges, it became apparentthat continued
deliberations would only serve to duplicate the recommendationsof the
other panels. Each of the charges represented

a

vital and importantissue,

82
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andthere wasinsufficient time to address each in the detail required. The

panel members are concernedthatcitizen advocates were not empaneled

as membersofeachof the other panels, for only in that fashion could the

citizen advocates voice their unique concerns.

Thecitizen advocateis able to represent the perspectives andissues that

cut acrossjurisdictionallines; represent victim viewpoints; challenge

inaccuracies and inconsistencies in the law,its enforcement, and

disposition; and speak out as a conscience for necessary action.

The panel proceeded to addressseveral issues that were of particular

and continued concern to advocacy groups. The panelalso went on record

as supporting and endorsing the recommendations of the Presidential

Commission on Drunk Driving (1983) and the Youth Driving Without

ImpairmentReport of the National Commission Against Drunk Driving

(1988). In addition, the panel addressedthe special roles and

responsibilitiesofcitizen advocates and supported the mandate provided

bytheir inclusion in this workshop that citizen advocacy groups continue to

give the issue of DWI the full force of concern in our society which this

grave problem deserves.

The panel makesthe following recommendationsto the Surgeon

General.

Recommendations for Advocacy Groups

K-1 Develop a coalition of national and local advocacy groupsfor the

purpose of coordination, exchange of information, andstrategic planning.

Strategy

An agency should be identified, such as the National Highway

Traffic Safety Administration (NHTSA), under whose sponsorship a

meeting ofadvocacy groups could be convenedtoinitiate coalition

building. This conference could occurin conjunction with the next

Lifesavers Conference, April 1989.

The NHTSA grant programs shouldprovide fundingfor regional

workshops on drinking and driving to facilitate coalition building on

a regional basis. Because ofthe already established networks of

NHTSA,the Surgeon General should encourage the Congress to

increase appropriations for NHTSA ’s grant programs.If

coordination with Lifesavers is notfeasible, then other sources of

supportfor a coalition-building conference should be sought and a

preliminary meeting held during 1989.
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K-2 Establish a national clearinghouseof information about impaired
driving issues and advocacyactivities as a resource for advocates and the
generalpublic.

Strategy

The Surgeon General shouldProvide the leadership to coordinate
appropriate agenciesto identifyfunding and establish a National
Impaired Driving Prevention Information Clearinghouse to help
advocacy groups andother interestedparties.

@ This should beinitiated by the end offiscalyear 1989.

K-3 Advocacy groups should educate themselves with regard to all
aspects andissues of impaired driving to ensure that they have the most
accurate and up-to-date knowledgeabout the problems.

Strategy

The National Impaired Driving Prevention Information
Clearinghouse would serve as a majorsource ofinformation and
training materialsfor advocacy groups and individuals interested in
becoming advocates. Advocates whointeract with thepress or the
legislators must know current laws and legislative initiativesfor
improving them.

K-4 Ofall the activities in which advocates are involved, the major efforts
should be directed toward four primary activities that are not emphasized
by any other group:

— Court monitoring

- Victim assistance

— Influencing public policy and legislation

~ Ongoing awareness and public education

Strategy

The National Clearinghouse would be a resourcefor information to
support these activities, provide training material, serve as a
repositoryfor modellegislation, andprovide assistance with the
developmentofappropriate materials. However, nothing will be
accomplished without energetic andvigilant efforts by local
advocates.
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K-5 Advocacy groups should continue to expand their volunteer base,

drawing on both victims and potential victims.

K-6 It is important for advocacy groups to keep their volunteers happy

and productive. Volunteers require training in orderto be well prepared

and comfortable with their tasks. A variety ofactivities should exist that

challenge and utilize the broad range of volunteerskills and talents that the

individual membersbring with their commitment.

Strategy

Advocate participants need to take back to their organizations the

recommendationspresented at the workshop and to seek ways to

both implement and encourage supportfor the recommendations,

giving them wide publicity and assuring the widestpossible

distribution of the subsequent report.

The Proceedings of the Surgeon General’s Workshop on Drunk

Driving should be sentto all of the following:

- State governors

- State legislators

- State Attorneys General

— Members of the U.S. Congress

- National advocacy groups

— Federal Judges and members ofthe U.S.

Supreme Court

_— Members ofthe Presidential Commission on

Drunk Driving

- Advocacy group officers

— Membersofthe citizen advocacypanel.

In addition, copies should be made available to the National

ClearinghouseforAlcohol and Drug Information for distribution to

advocacy group chapters nationally through NCADI’s Regional

Alcohol and DrugAwareness Resource (RADAR) Network and the

NationalInstitute ofJustice Clearinghouse.

Copies shouldalso be sentto the national officers andail State

presidents of the League of Women Voters.

K-7 Advocacy groups must continually seek a variety of resources within

their communities to supporttheir activities, including help from

corporations, foundations, individuals, and governmental entities.
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K-8 Advocates should seek opportunities to recognize and reward thoseindividuals whose behavior and actions are necessary and appropriate tothe task of removing impaired drivers from the Streets and streams ofAmerica. Appropriate behavior should be reinforced and recognized,whether through theservices of volunteers or from administrators, lawenforcement Officers, judges, probation officers, legislators, or otherprofessionals,

Strategy

Whena national clearinghouseis established, one service might bethe developmentanddissemination ofa newsletter that wouldfeature volunteers andProfessionals and recognize their importantcontributionsto getting impaired drivers offthe Nation’s highways.

K-9 Advocates must be onthealert to identify the unaddressed potentialSituations in their communities that create a climate for excessive alcoholconsumption. Excessive drinking at sporting events or festivals should bediscouraged. Those individuals responsible for the planning of publicevents should be encouraged to seek ways to reduce and controlthe readyavailability of alcohol and to actively discourage DWI while promotingalternatives.

Strategy

This activity is a major responsibility oflocal advocacy groups.Distributionofthe workshop proceedings will help to disseminatethis information.

K-10 Advocates must be constantly on thealert for attempts within theircommunity or State to revoke and/or weaken established laws and policiesbyappendingrevocation language onto otherwise unrelated bills.

Strategy

A clearinghouse would help make such attempts widely known, andthe tactics in one State would be exposedforail to learn from andSuard againstin their own States.

Additional Recommendations

In addition to recommendations specific to citizen advocates, the panelalso wishesto go on record regarding issues that are of great concern tocitizen advocates.
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K-11 Emphasize that DWIis a national catastrophe(crisis) representing a

most serious threat to the public health and deserving of extensive and

continuousattentionatall levels of governmentandsociety.

K-12 State clearly that Driving Underthe Influence (DUDor Driving

While Intoxicated (DWI)is a crime and deserving of criminal sanctions,

even forthefirst offense. Use a twofold attack consisting of administrative

license revocation per se combined with criminal sanctions. Although some

leniency in punishment and emphasis on education toward behavior

modification are appropriateforfirst offenders not involved in crashes

resulting in injury or death, the importance of establishing a record ofthis

first offense as acrime cannotbeoverstated, for it then becomesthe basis

for more punitive sanctions for the multiple offender.

Strategy

This needs to be stated andrestated, not only by the Surgeon

General, but by the U.S. Attomey General and Federal and State

attorneys.

To help publicize the magnitude ofthis issue andto give prominence

to the pervasiveness ofDWT in the country, reports ofDWI and

related criminalactivities, such as hit-and-run, should be regularly

incorporated in the FBI’s Uniform Crime Report.

e Incorporation ofsuch reporting to be initiated by October 1989.

K-13 Increase national attention on DWIandthe events leading up to this

act. To accomplishthis, use of properly descriptive language must be

strongly encouraged.This includes the fact that alcohol-related crashes

andinjuries are not “accidents.”

Strategy

The Surgeon General should encourage all major medical

organizations and the Centersfor Disease Control to define

alcohol-related episodes as crashes, with resultant injuries where

appropriate, and to cease using the word “accident.” The CDC

should commenceregularly reporting alcohol-related crash injuries

and deaths. These deaths andinjuries due to DWIshould be

regularly tracked and reported in the Centerfor Disease Control’s

Morbidity and Mortality Weekly Report. Thelatter will help to raise

health professional awareness aboutthe magnitudeofthe problem.

@ This should be initiated by October 1, 1989.
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@ All ofthe above with Preliminary implementation by December31, 1990,

K-15 Significantly lower the per se BACof0.10 and apply this loweredstandardto the general public consistently throughoutthe United States.

Strategy

determine appropriate BAClevels to Safely operate motor vehicles,and issue a report on theirFindings not later than December 30, 1990.Whenthis determination is made, the information Should beforwarded to NHTSA and the Departments ofJustice, Education,and Defensefor the widestpossiblepromulgation. In addition, thePHSshouldforward a recommendation to the appropriate
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Congressional Committees to consider developm
ent of legislation to

establish this level nationally.

Advocacy groups should urge the adoption of the level on a

State-by-State basis.

If all legislative avenues to establish a physiologically relevant

standard fail, then the Congress should consider withholdin
g

Federal highway trustfunds from States, as part of a total package of

mandating model standards for the public health and safety.

e Effective legislation and enforcement could be in place by 1992.

The PHS can probably conduct a review of research
and make a

recommendation by the end ofFY 1990.

K-16 Adopt uniform graduated penalties for DWI inthe States and

territories, with special focus on multiple offenders, especially those

individuals driving with revoked licenses.

Strategy

The Surgeon General should ask NHTSA to work with advocacy

groups, law enforcement officials, and appropriate judiciar
y

organizations to develop such models and supportive educational

material.

The resources ofNHTSA should be directed to convening an expert

working group to establish standard graduated
sanctions, with

particular emphasis
on multiple offenses, driving underlicense

revocation, and penalties for those who knowingly lend a vehicle to

an individual who has a revokedlicense.

K-17 Establish a national computer registry of DWI offenders in which

the recognition of DWI in any State has reciprocity and recognition in all

other States. This should be available to licensing bureaus a
nd all

enforcementofficer
s through a networklike the Federal Bureau

of

Investigation’s Nati
onal Crime Information Center (NCIC).

Strategy

The Congressis urged to appropriate funds to implementthe 1988

Drunk Driving Prevention Act, and advocacy groups nationally

should also urge passage of the provisions of this law in their

individual States.

In addition, the Surgeon General should request participation
of the
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Justice Department andother appropriate law enforcement agencies
and institutions to review and recommend the most expedient
mannerfor creation ofthis data base.

e@ Review and recommendationsregardingfeasibility and cost
could be completedby the end ofFY 1990 and the Registry be

implementedby the end ofFY 1992.

K-18 All States should incorporate into their driver qualification tests
questions onthe effects of drinking and driving andthe penalties for
violations.

Strategy

Advocacy groups should urge incorporation throughtheir legislators
andlicensing bodies.

@ To begin immediately.

K-19 Testing for BAC should be mandatory as evidence in any crash,

injury, or death in which a motorized vehicle is involved (including boats,
snowmobiles, and otherall-terrain and off-road vehicles).

Strategy

The U.S. Attorney General should restate the requirementsofthe

Uniform Vehicle Code astheypertain to mandatory testing, and
testing should be appliedin alltraffic crashes resulting in fatalities or
bodily injury.

© This emphasis needs to bepromulgated immediately and
consistently, certainly as soon aspossible after the newAttorney
General takes office January 20, 1989.

K-20 Require all medical personnel in trauma centers and emergency
rooms to conduct BACtesting and report suspected DWI offendersto the
properauthorities. These laws would besimilar to the child abuse lawsin
whichclinicians are protected against prosecution for compliance,but
compliance is mandatory.

Strategy

The U.S. Attorney General should recommendlegislation toprovide

Protection from prosecution ofmedicalpersonnel and request that
this requirementbe inserted into appropriate legislation.
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Advocates should work with their local medicalsocieties,
State

medical associations, and the Attorney Generalto draft legislation to

implement and enforce this reporting.

@ Mandatory reporting to be passed by atleastfive States by

December 1992.

K-21 Establish programsof victim assistance for the injured as well as the

dead. These programsshould provide help not only with court

proceedings, but with compensation and treatment, both physical and

psychological.

Strategy

Advocacy groups, working with the DepartmentofJustice and

NHTSA, shouldestablish a Victims Bill ofRights, to be

incorporated into newly drafted highway safety legislation thatis

designedtofill the gaps in the current drunk driving legislation.

The DepartmentofJustice shouldpromote the VictimsBill of

Rights, including the admissibility of Victim Impa
ct Statements for

adoption into law.

@ By December 1, 1990.

A modellaw needs to be developed to address the issue ofnonfatal

injuries incurred in an alcohol-related crash. This must include

restitution/compensation for
any degree ofinjury that occurs. This

modellaw needs to be incorporated as a statute in newlegislation.

Such legislation should be developed during a consensus conference

sponsored by NHTSA.

e By December 31, 1991.

K-22 The DepartmentofJustice and other interested parties shouldfile

amicus briefs before the next session (and,if necessary, in any future

sessions) of the Supreme Court (e.g., South Carolina vs. Gathers 88-305 or

others) in an effort to reverse the high court’s decision on Booth vs.

Maryland(107 S.Ct, 2529 [1987]) regarding the admissibility of Victim

Impact Statements.

Strategy

The U.S. Attorney General should submit an amicus brief to the

court in support of the admissibility of Victim Impa
ct Statements.

@ By April 1, 1989.
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K-23 Focus increased attention ontheissue of alcoholic or codependent
denial andits insidious influence on those who are charged with the public
responsibility of addressing and dealing effectively with impaired driver
issuesatall levels. This includes impaired or addicted individualsin
education,the criminal justice system, the medical care system, and private
citizens whose own illness may negatively impacttheir ability to behavein
an appropriate and lawful manner.

Strategy

The U.S. Public Health Service, through appropriate agencies,
shouldfacilitate increased awareness ofaddiction and the attributes
ofan impaired individual, with strong encouragementfor the
increasedavailability ofemployee assistanceprograms and other
detection and treatment measures. This education should be
conducted cooperatively with NHTSA and the Departments of
Defense and Education.

@ Preliminary information on denial and codependency should be
provided to professionalpreparation institutions, both law and

medicine, by December 31, 1989.

@ Supervisors in all major FederalAgencies should receive
information on impairmentand the availability ofemployee
assistanceprogramsin theirAgencies by October 1, 1990.

The PHS, through the educational resources ofthe CDC, should
develop counteradvertising messagesforyouth to illustrate the
negative consequences ofalcohol abuse andtofoster a climate of
nonalcoholic sociability.

e@ Public service announcements should be pilot tested and
available by June 30, 1990.

Thepanelreiterates that the most important single element in addressing
all the issues of drunk driving is education. Continual community
awareness aboutthe severity and seriousness of DWI mustbe the
responsibility ofall individuals who wish to protect themselves, their
property, and their lives from seriousinjury or death.

The membersof the Citizen Advocacy Panel wish to thank Surgeon
General C. Everett Koop for his concern andhis willingnessto put the full
weightof his office and the attention of the U.S. Public Health Service on
the issue of drunk driving.

NOTE:TheCitizen Advocacy Panel recommends to all concerned
readers the MADD Impaired Drivers Issues Compendium, which provides
detailed information about manyofthe issues discussed at the workshop.
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C. Everett Koop, M.D., Sc.D.

Surgeon Generalof the U.S. Public Health Service

U.S. Department of Health and HumanServices

I’m certain there are no reasonable people whobelieve that drunk driving

should be tolerated. Yet people shy away from any discussion deeper than

“isn’tit terrible.” Leadership is hard to comeby, becauseitis a lonely

position. Although this workshop hadthe enthusiastic representationoffive

cabinet departmentsin planning, only one cabinet secretary—Dr. Otis

Bowen — appearedatthis meeting.

It is never an easy assignment to respond to workshop recommendations

because the timeis short, the number of recommendationsgreat, and the

Surgeon Generalhasneither budget nor power, save the power of moral

suasion.

It has been mycustom to keep the participants and other interested

individuals and organizations apprised ofinitiatives undertaken and other

activities 6 months and1 year after publication of the booklet. Onselected

subjects in former workshops, annualprogress reports have also been

provided to participants.

I am pleased that Jeffrey Miller and Loran Archer have been able to

respond to your deliberations and,believe me, I am grateful to them. They

have indicateda willingness to work with us, and you have heard whata

resourcethey are for you.

I find myself in the cleanup position, and since the other respondents and

I have already conferred,I will try not to be repetitious. Since the subjects of

manyofthe panels are crosscutting, generic remarks covering all panels

seem appropriate. Obviously, I will properly refer recommendationswith a

narrow focus to appropriate agencies. And when recommendationsare sent,

ail will be sent because ofthe overlaps and crosscutting of someissues and

panels.

The advertising and marketing recommendations remind me of the first,

and at timesfaltering, steps taken 25 years ago in reference to tobacco

advertising. I’m not beingcritical; that’s a compliment.

93
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In reference to the research recommendations, you have already heard
from Mr. Archer.I will discuss them with Mr. Archer and Dr. Gordis of
NIAAA,and with Dr. Fred Goodwin, Administrator of ADAMHBHA,as well
as getting them exposure in appropriate media catering to the academic
community.

I will present the epidemiology panel’s recommendations to Dr. James
Mason,Director of the Centers for Disease Control (CDC),for a critique for
feasibility on the part of the Federal Government and request that he report
on current andfuture plans of the CDC that may address specific
recommendations.I will also ask for the cooperation of the CDCin wide
dissemination of the panel’s findings.

Educationis probably where I can be mosteffective, and I pledge myself
to this effort both now as your Surgeon Generaland later whenI leave this
office for the private sector.

I will seek appropriate counsel regarding the broad dissemination ofthe
judicial and administrative enforcement recommendations to those agencies
mostlikely to have responsibility and/or the ability to act.

I will undertake to deliver to organized medicine by appropriate
means— personalandby transmittal— concerns and recommendationsofthe
injury control and treatmentpanels.I will be contacting these organizations
early on:

@ American Medical Association — especially the student sector

@ National Medical Association —for someof the ethnic
considerations

American Academyof Pediatrics

American College of Surgeons

American College of Preventive Medicine

American Academyof Family Physicians

American TraumaSociety and others that will come to mind or
be suggested by you.

Appropriate contactwill also be madewith the following groups to
expedite the recommendations on youth and otherspecial populations.

@ National PTA

@ National School Board Association

@ The variousassociations of school principals

@ The National Education Association.
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Mywork with these groupsover the past few years regarding AIDSgives

me easy access and readycredibility.

But also: Boy Scouts, Girl Scouts, Camp Fire Girls, 4-H Clubs,and others.

I note the crosscutting nature of the concernsofthe citizen advocacy

panel. I will convene a group (and welcome suggestions from the panel) to

consider the formation of a nonprofit corporation of the 501(c)3 type to act

as an umbrella for a coalition to be supported by dues— to set its own

agenda.I will provide fundsto pay legal fees and other expensesto get this

off the ground.

I will seek to put this new organization in touch with possible ongoing

sources of funding. Believe me,this is an effective and productive tool,

judging from our post-workshop experiences with organ procurementfor

transplants, child abuse, resource location for handicappedchildren,

self-help, and so on.I will see that these recommendations reach the widest

possible audience, because weail must be advocates.

And now for some commentsthatapplytoall panels —I will:

e Use myrelationship with organized medicine to give thefinal

productof this workshop the broadest applications.

@ Scethat a copyofthe final documentgoes to each Senator and

each Congressmanwith an appropriate covering letter from me.

e Dothe sameforthe chiefs of staff of the various congressional

committees that could havea legislative interest in these

recommendations.

e Present these findingsin detail and with additional commentsto

the Association of State and Territorial Health Officers at their

annual meetingin the spring.

@ Seek an appropriate opportunity to address municipal and

county health officers in the same manner.

e Personally sit down with the new Secretary of the Department

of Health and HumanServicessoon and with the new Surgeon

General eventually and solicit their personal involvement

becauseof the gravity of the situation and the needfor action,

and

e@ Whereverpossible,I will lay the burden on government

agencies, private agencies, and academia and seek cooperation

at every level.

Whenthe new administration is underway,I will see that the governors of

each State andterritory receive the complete set of documents with a

coveringletter from me.
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Nowfor a final word.Strange as it may seem,there are a few people and
organizations who would have preferred that we not meeton this subject this
week— or maybe ever.

I guess by now everyone knowsof my correspondence with Mr. Edward
O.Fritts, President of the National Association of Broadcasters (NAB)
inasmuchasthepress hadhis letter to me when I received my copy.Hisis a
key organization, I won’t deny that. I wanted him and the NABto be here
with us. I wanted everyone to hear the NAB’spoint of view not only because
broadcasters arevery influential— as we all know—but because they also
have so much atstake in this issue. Hence, they certainly have a right to be
here.

That’s why I invited Mr. Edward Fritts. And that’s why I also invited Mr.
John O’Toole, the Executive Vice-President of the American Association of
Advertising Agencies(the “4-A’s”), and Mr. Dewitt Helm,the President of
the Association of National Advertisers, the people whoaretheclients of
the 4-A’s.

Butall three declined. Mr. O’Toole and Mr. Helm suggested that our
workshoplacked “good balance.” Theyalso said they hadvery little time to
prepareforthe discussion that would no doubt take place here. And each
person suggested I cancel the workshop.

I was sorry to get their replies. But, if I maysayso, I think their complaints
and suggestions are quite unfair. Now,it is true that one message that might
be heard at this workshopis this one: alcohol contributes to injury and
premature death.

That’s a troubling message, to be sure, and one’s instincts might well be,
figuratively speaking, to “kill the messenger” — in this case, discredit this
workshopor have it cancelled. If so, then Mr. O’Toole’s and Mr. Helm’s
strategy didn’t work.

However,the letter to me from Mr.Fritts of the NAB was a bit more
unsettling because it contained this observation:

Atbest, this workshopis designed topoliticize the
emotional tragedy of drunk driving. At worst,it is a total
abuseofthe policy-setting process.

In additionto being surprised atthat unfortunate choice of words, I was
taken aback bythat observation, since over the past 7 years I have personally
convened and conducted a dozen workshops,several at the request of
President Reagan, dealing with suchdifficult issues as —

® Organ transplantation;

@ Domestic violence;

@ The needs of handicapped children and their families; and
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e Therole of the self-help movement in public health.

And ve conducted workshops on child pornography and public health

and on the care of children who are born with AIDS,and so on. None of

these workshops was called to “politicize an emotional tragedy,” and all

these workshops contributed significantly to the policymaking process ofthis

administration. As will this one, 1 am sure.

{ don’t wish to dwell on the NAB’scriticism because it may be nothing

more than an early and predictable phase in the industry’s learning process.

That’s been the immediate response from the broadcasting and the

advertising industries. We obviously must wait for them to offer something

more helpful. But what are the chancesthat will happen? If history is any

guide, the chances mightbeslim.

I hopethat’s not the case, because the history of smoking andhealth is not

encouraging.I’ve reviewed the way the tobacco, broadcasting, and

advertising industries behaved around the time my predecessor, the late Dr.

Luther Terry,released the first Smoking and Health Report 25 years ago.

From that review I can see that, even at this early stage of discussion, there

are already similarities of behavior.

Andthat’s a shame.I think we'dall prefer that these industries— and their

chosen leaders — would heed the oft-quoted wisdom of George Santayana,

who wrote

Those who cannot rememberthe past are condemnedto

repeatit.

I cantell you thatI, for one, would rather not repeat the difficult times we

hadin the past. I do not think the confrontations were always necessary OF

fruitful.

But someaspects of the past are worth noting and worth emulating. For

example, 25 years ago the public health community, with the support of many

citizens’ groups and a substantial number of members of Congress,

embarked upon a systematic program of researchinto the relationship

between smoking andhealth.

At the same time, and in a responsible way, we also began to look atthe

public policy implicationsof the research results, as they came to light. From

that information we were able to plan waysto help the American people cast

off this high-risk health behavior: smoking. And that meant principally a

long-range and unremitting program of public education and instruction.

That’s what happenedregarding the issue of smoking and health. And

certainly drinking and driving is high-risk behavior amenable to education

and instruction.

I respectfully suggest that Mr. Fritts, Mr. O'Toole, and Mr. Helm— and
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their colleagues — review that history as I did, because the American people
may now be —in terms of alcohol — where we were 25 years ago in termsof
tobacco.

Therelationship of the National Commission Against Drunk Driving and
this workshop provides a puzzle noteasy to solve. That we ~— the Commission
and this workshop— have the same presumedgoal should be obvious. That
we should stand together makessense.

Yet Mr. Adduci, Chairman of the Commission, cleverly suggested to me
in a letter of November28, 1988, that “you may be considering the following
along with other options.” One option wasto “disregard the views and
position of the National Association of Broadcasters.” Another was to
postpone this meeting, and a third wasto “notify all panelists that (my) office
had overlooked or was unawareof the fact that DOT had given the National
Commission a $100,000 grant to do a 16-month assessmentofits initiatives.”

After further correspondence with me and conversations with my staff, it
wasagreed that Mr. Adduciand I wouldlet no light be seen betweenus as
we stoodsidebyside in this effort to reduce the carnage on our highways and
streets. And that either Mr. Aducci or his program director, Dr. Grant,
would speakat the opening plenary session.

This seemed very appropriate in view of the published report of the
commission on “youth driving without impairment,” excerpts of which both
Dr. BowenandI read the day before yesterday at the plenary and
commented uponfavorably.

Yet when the confirmatory letter was faxed to me on the 13th—the day
before this workshop opened — there was a quid pro quo.In return forthat
speech, we would notrelease conclusions or recommendationsof two of our
panels until the commission had completedits assessment project —a
minimum of 16 months from whenevertheystart.

I thought that would be unacceptable to you and,therefore, the
Commissionrefused to speak at the opening plenary session.I thought the
proposed delay— 16 months — was particularly inappropriate in view of the
fact that the National Beer Wholesalers Association and the National
Association of Broadcasters, with participating legal counsel, in the most
intense discussions Wednesday, Thursday, andtoday, requested only a
45-day commentperiodfollowedby a 30-day delay beforefinal publication.

Asfor me,I intend to ignore those who would lynch or executea first
offender in drunk driving, just as I would ignore those who say that it has not
yet been proven that alcoholis responsible for impaired driving.I intend to
assumewhatleadershiprole I may between these two extremesand,as I have
with otherissues, transmit what energy, enthusiasm, and credibility I have to
this war against impaireddriving.
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J will think of lots more and keep you posted.

Thanks to Amy Barkin, Steve Moore, and many others who have brought

us this far with the workshop and thank you, Susan Lockhart, for all you will

do with meas weface this problem in the new year.

Andthankall of you for coming. Have a blessed holiday season andall

that’s good in the new year.
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