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Introduction

As part of its Health Policy for Europe, the
Regional Office for Europe of the World
Health Organization (WHO) in 1984 set 38
targets for the achievement of health for all
(HFA). Many of these relate to the promotion
of healthy lifestyles. One of these targets — tar-
getl7 — calls for the health-damaging con-
sumption of alcohol, tobacco and psychoac-
tive substances to be significantly reduced be-
tween 1980 and the year 2000. With regard to
alcohol it is suggested that consumption be re-
duced by 25% with particular attention to re-
ducing harmful use.

A variety of initiatives have been undertak-
en by WHO and its Member States in pursuit
of the alcohol aspect of target 17. One of the
most significant was in September 1992, when,
at the forty-second session of the World Health
Assembly, the European Alcohol Action Plan
(EAAP) was endorsed and the Member States
committed themselves to follow a set of guid-
ing principles on this issue. The role of the
Regional Office was outlined in the Action
Plan and that role included dissemination of
information and promotion of research. This
publication, Alcohol in Europe — a Health Per-
spective, has been produced as part of that
brief.

The Regional Office’s role in pursuit of
Health for All involves monitoring of progress
towards the achievement of the targets. A piv-
otal publication in this process is Health in Eu-
rope which provides an overview of progress
across the main target areas. Its breadth of cov-
erage makes it difficult to include the level of
detail desirable for those concerned with the
implementation of specific targets. To supple-

ment the wide angle perspective of Health in
Europe, the Regional Office in recent years
has been producing more detailed monitoring
publications on specific targets. In this con-
text the Office has already, in the early 1990s,
produced European summaries on alcohol and
on drugs, and in early 1996 plans to produce a
comprehensive up-to-date European Summa-
ry on Alcohol, Drugs and Tobacco which will
contain a profile of each Member State in re-
lation to each of the three substance areas as
well as an overview of the situation in the re-
gion as a whole.

The occasion of the conference “Health, So-
ciety and Alcohol” in December 1995 has giv-
en additional impetus to WHO-Euro’s role in
the aspect of the European Alcohol Action Plan
concerned with information dissemination and
promotion of research. A booklet series on spe-
cific topics ranging from the economics of al-
cohol policy to treatment approaches to alco-
hol is being published in the context of the
conference. A comprehensive review, Alcohol
Policy and the Public Good, was published in
late 1994 and presents the research evidence
for the effectiveness of various policy options
for minimizing alcohol-related harm.

This current book, Alcohol in Europe — a
Health Perspective, seeks to bring together in
one publication a number of aspects of the al-
cohol situation in Europe of relevance to poli-
cy makers and indeed to the concerned pub-
lic.

¢ Chapter two on alcohol consumption and
health outlines the research evidence for
the influence of alcohol consumption on
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individual and population health, and indi- It is the intention that the material presented
cates some of the gain in health which  in this book will enable policy makers to see

might be expected from a reduction in al- ~ where we stand in Europe currently in rela-
cohol consumption. tion to alcohol consumption, alcohol-related

harm and alcohol policy and, by drawing on
Chapter three on the socio-economic wider research evidence on the effect of alco-
context of alcohol use is a review, with hol on health and the effectiveness of various
European examples, of the impact of gen- policy options, will provide a glimpse of where
eral socio-economic factors on alcoholuse  we might go and what we might gain and what
and alcohol-related harm — a particularly we may need to do to get there.

important theme in a decade which has
seen politico-socio-economic structures in
one part of the region disintegrate while
another part of the region moved towards
closer integration.

Chapter four on alcohol consumption and
harm in Europe provides up-to-date infor-
mation on the current situation and trends
since 1980 on these issues in the region.
The information presented (and also that
in Chapter Six) draws extensively on data
provided by the national counterparts of
the European Alcohol Action Plan in re-
sponse to a questionnaire from WHO-
Euro in 1994/95 and also uses data from
the WHO Health for All data base.

Chapter five on alcohol policy and health
draws on evidence presented in Alcohol
Policy and the Public Good and other
known published literature to discuss the
impact of various aspects of alcohol poli-

cy.

Chapter six on alcohol policy measures in
Europe moves on to look at the current
situation in the region with regard to poli-
cy measures — how countries rate their
own state of policy development in this
area and what aspects of policy they have
favoured to date.

Chapter seven brings together the summa-
ries of the earlier chapters into a conclu-
sion.



Alcohol

consumption

and health

Risk functions are an important concept for
public health debate on alcohol (1). Rather
than the question being put in terms of say,
“does alcohol cause cancer?”, a more impor-
tant question is what is the risk of cancer for
agiven level and duration of alcohol consump-
tion. Knowing the relationship between a giv-
en level of alcohol consumption and the risk
for cancer, a curve describing the relevant risk
function can be determined. Knowledge of risk
functions is important not only for individual
health but also for public health. This chapter
discusses risk functions for alcohol and indi-
vidual health and considers the size and dis-
tribution of the risk. The chapter then discuss-
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Figure 2.1. Breast cancer mortality among
women. Results from five studies. Alcohol
consumption and relative risk. Source:
Alcohol Policy and the Public Good (1).

es alcohol and population health and concludes
with a summary of the potential for health gain.

ALCOHOL AND INDIVIDUAL HEALTH

There is evidence for a dose response relation-
ship between alcohol consumption and risk of
liver cirrhosis, cancers of the mouth, pharynx,
larynx, oesophagus, liver and female breast,
but the relationship between alcohol consump-
tion and cardiovascular disease is more com-
plex (1,2). Alcohol appears to reduce the risk
of coronary heart disease, despite its adverse
effect on blood pressure and the association
with an increased risk of stroke.

There is evidence for a dose response rela-
tionship between alcohol consumption and risk
of family, work and social consequences, al-
cohol dependence, accidents, assaults, crimi-
nal behaviour, unintentional injury, violence
and suicide (1,2).

ALCOHOL AND CANCERS
The International Agency for Research on
Cancer concluded that alcohol is causally re-
lated to cancers of the mouth, pharynx, lar-
ynx, oesophagus and liver (3). There is a dose-
response relationship in most studies after con-
trolling for potential confounders such as to-
bacco smoking, and the relations appear to
hold for women as well as men. The relation-
ship is not a straight line, but shows upward
curvature at higher drinking levels. It takes 10-
15 years for the risk to return to normal after
reducing or stopping drinking.

The last few years have seen the publica-
tion of a number of studies of alcohol and
breast cancer in women (4). Evidence is accu-
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Figure 2.2. Coronary heart disease mortality
among men. Results from seven studies. Alco-
hol consumption and relative risk. Source:
Alcohol Policy and the Public Good (1).

mulating of a dose-response relationship, with
the risk rising relatively slowly but steadily
with increasing alcohol consumption (Figure
2.1). There is some variation in results and the
relative risks are small, although similar in size
to many of the established risk factors for
breast cancer. The relationship holds when ad-
justing for some of the potentially confound-
ing risk factors, such as body mass index and
dietary fat intake.

ALCOHOL AND CORONARY HEART DISEASE
Although findings are not consistent across all
studies, there appears to be an L-shaped rela-
tionship between alcohol consumption and risk
of coronary heart disease. Alcohol consump-
tion in the range of less than 10g a day to up
to 50g a day reduces the risk of coronary heart
disease by between 25-50 per cent (1,2), (Fig-
ure 2).

The negative relationship between alcohol
consumption and risk of coronary heart dis-
ease is present across all age ranges for both
men and women, although it appears stronger
for older people. Most of the reduction in risk
can be achieved at consumption levels of less
than 10g a day. The reduction in risk does not
appear to be dose related.

Figure 2.3. Mortality from stroke among
men. Data from seven studies. Alcohol con-
sumption and relative risk. Source: Alcohol
Policy and the Public Good (1).

The negative relationship between alcohol
consumption and risk of coronary heart dis-
ease is greater when alcohol consumption is
spread throughout the week on a regular basis
than when consumption is concentrated and
consumed on one occasion during the week.
It is not clear if the relationship is equally
strong for all beverage types.

The mechanisms underlying the reduced
risk of CHD from alcohol are likely to be an
elevation of HDL cholesterol, which is strong-
ly protective for CHD, and interference in co-
agulation mechanisms, thereby providing
some protection from the thrombotic occlu-
sion of atherosclerotic coronary arteries (35).
Multivariate modelling of alcohol’s effects on
coronary heart disease has suggested that the
effect on HDL cholesterol probably contrib-
utes at least 50% of the reduced risk. Alco-
hol’s impact on coagulation mechanisms is
likely to be immediate and since lipid modifi-
cation in older age groups produces a signifi-
cant benefit, it is likely that the impact medi-
ated through elevation of HDL cholesterol can
be achieved by alcohol consumption in mid-
dle and older age.
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Figure 2.4. Alcohol consumption and mortal-
ity among men. Data from seven studies.
Alchol consumption and relative risk. Source:
Alcohol Policy and the Public Good (1).

ALCOHOL AND STROKES

Alcohol consumption increases the risk of
stroke, through an effect on haemorrhagic
stroke (1,2), (Figure 2.3). Low doses of alco-
hol may reduce the risk of non-haemorrgahic
stroke although not all studies agree on this.

Because there is a dose response relationship
between alcohol consumption and blood pres-
sure, controlling for blood pressure removes
some of the alcohol effect for risk of stroke.

ALCOHOL AND OVERALL MORTALITY

For most industrialized countries, the overall
relationship between alcohol consumption and
all cause mortality is J-shaped for both sexes
(1,2), (Figure 2.4).

When taking different age groups into con-
sideration, the relationship between alcohol
consumption and all cause mortality is linear
in the younger age groups, with a steeper gra-
dient for women than men and J- or U-shaped
in the older age groups. The reason for the age
specific pattern is the different causes of death
for the different age groups. In younger age
groups, accidents and poisoning are a more
common cause of death, whilst in older age
groups, cardiovascular diseases become the
major causes of death. In industrialized coun-
tries, the age when the relationship between
alcohol and mortality changes from linear to
J- or U-shaped is about 50 years. The lowest
part of the J or U corresponds to a consump-

25

20

Per cent reporting two or more harms

0 0.5 1

15 2 2.5
Drinks per day in the past year

Figure 2.5. Adverse social consequences from drinking. Alcohol consumption and experience
of harm in six life areas as reported by subjects. Source: Alcohol Policy and the Public
Good (1).+: Health. B Finances. B Friendship. B Happiness. & Home life. B Work.
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Figure 2.6. Alcohol dependence. Alcohol
consumption and proportion of subjects
reporting symptoms to qualify them for
ICD-10 diagnosis of alcohol dependence

(3+ criteria met). Source: Alcohol Policy and
the Public Good (1). B Women. B Men.

tion of about 5-20 g of alcohol a day and the
cross-over is at about 30-40 g a day.

It is not clear the extent to which control-
ling for psychosocial variables, such as psy-
chological well-being, social class and social
isolation affects the parameters of the relation-
ship between alcohol consumption and all
cause mortality.

ALCOHOL AND SOCIAL HARM

Adverse consequences in life areas such as
friendships, health, happiness, home life,
work, studies and employment opportunities
and friendship all increase with increasing con-
sumption (1,2), (Figure 2.5). At the level of
20g a day, Canadian data suggest that 20% of
the population experience two or more adverse
consequences of drinking in the above life ar-
eas during the period of a year (1,2). Among
both men and women, the proportion with di-
agnosable dependence rises regularly with al-
cohol consumption, (Figure 2.6). At the level
of 20g a day, over ten per cent of North Amer-
ican men and women are, according to ICD-
10 diagnosis, alcohol dependent (1,2).
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Figure 2.7. Experience of assault by someone
who has been drinking. Alcohol consumption
and percentage of subjects reporting that
over the previous twelve months they had
been “pushed, hit or shoved by someone who
had been drinking”. Findings plotted sepa-
rately by frequency with which subjects have
consumed five or more drinks on an occasion.
Source: Alcohol Policy and the Public Good
(1). M Less than monthly. B Total. B At least
monthly.

ALCOHOL AND VIOLENT HARM

Alcohol and frequency of heavy drinking are
associated with an increased risk of accidents,
intentional violence both towards self and oth-
ers, suicide, family violence, violent crime,
engaging in criminal behaviour, and victimi-
zation, including robbery and rape. For all
these harms, there is a dose response relation-
ship, with no evidence of a threshold effect
(1,2), (Figure 2.7). At the level of 20g a day,
10% of people report having been assaulted
as aresult of someone else’s drinking.

SIZE OF THE RISK

A dose response relationship without evidence
of a threshold effect exists for a number of
conditions such that, at levels of alcohol con-
sumption of around 20g a day, compared with
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no consumption, relative risk has been esti-
mated to be increased by 100% for cirrhosis
of the liver, 20%-30% for cancers of the oral
cavity, pharynx and larynx, 10% for cancer of
the oesophagus, 14% for cancer of the liver,
10%-20% for cancer of the female breast and
possibly 20% for stroke. There appears to be
a significant negative association that is L-
shaped and not dose related, between alcohol
consumption and risk of coronary heart dis-
ease, such that at levels of alcohol consump-
tion between a few grams and 40g a day, com-
pared with no consumption, the relative risk
for coronary heart disease is decreased by 25-
50%. For people under 50 years of age, at con-
sumption levels of around 20g a day, all cause
mortality is increased by 15-20% and for peo-
ple over the age of 50, 20g a day is the point
where the increased risk of mortality rises
above the lower part of the J. At a consump-
tion level of on average 20g a day, 20% of
people experience significant adverse conse-
quences of drinking, 10% report dependence
on alcohol, and 10% report having been as-
saulted as a result of someone else’s drinking.

DISTRIBUTION OF RISK

Throughout the European region as a whole,
approximately one in three men and one in
ten women are drinking over 20g a day (see
chapter 4). The proportions are higher in high
consuming countries and lower in low con-
suming countries.

Use of alcohol is related to a number of fac-
tors, including sociodemographic, economic
and regional (see chapter 3). Consumption of
alcohol is higher among men than among
women and in both sexes declines with age.
Levels of drinking in young adulthood pre-
dict drinking patterns in later adulthood. Be-
ing unmarried and becoming divorced or wid-
owed are associated with increased consump-
tion. Certain employment categories, includ-
ing those working in the alcohol and hospital-
ity industries and those involved in fishing and
the construction industry are related to in-
creased alcohol consumption. Being unem-
ployed in the short term leads to increased con-

sumption, whereas long term unemployment
is related to decreased consumption.

Women in professional social classes con-
sume more alcohol than women in other so-
cial classes. For men there is no obvious pat-
tern in relation to social class. However, there
is pattern in relation to income. For both men
and women as income increases the propor-
tion of the population who consume a high
amount of alcohol increases.

ALCOHOL AND POPULATION HEALTH

The analysis of the relationship between the
individual’s drinking and individual risk forms
the basis for the relationship between the pop-
ulation’s level of drinking and the population
problem experience. This relationship can be
understood through the interaction between
individual risk functions and the distribution
of consumption levels within the population
(1).

There is a significant relationship between
population consumption level and population
mortality from cirrhosis, alcoholic psychosis,
alcoholism, pancreatitis, and certain cancers
and all causes. There is a positive relationship
between overall consumption and suicide, traf-
fic fatalities and violence toward others. The
overall level of a population’s drinking is sig-
nificantly related to the level of alcohol-relat-
ed problems to the extent that a 10% decrease
in per capita consumption will be reflected in
about a 20% decrease in male alcohol-related
mortality and a 5% decrease in fatal accidents,
suicides and homicides in the whole popula-
tion (2).

TOTAL MORTALITY

Analysis of data for Prussia during the period
1875-1918 and France between 1885 and 1958
shows that a one litre increase in alcohol con-
sumption increases the mortality among mid-
dle aged men by about 1 per cent (1,2). Dur-
ing these years, coronary heart disease was not
as common a cause of death as it has been in
recent decades. On the basis of Swedish 19th
century data, per capita consumption dropped
from a high level of ten litres to approximate-
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ly 7 litres. The 30 per cent decrease in con-
sumption reduced mortality by about 3.5 per
cent. This effect of alcohol consumption on
overall mortality can be compared with chang-
es in real wages. Increasing real wages reflect
improvements in a host of factors that impact
on mortality, including improvements in stand-
ards of living, better sanitation, education and
so forth. Over the same time period, a 30 per
cent increase in real wages would be associat-
ed with a reduction in mortality of 7 per cent,
only twice the impact of decreasing alcohol
consumption. Itis also possible to express the
estimated effect of consumption in terms of
attributable fraction. This means thatin a high
consuming country, with a per capita consump-
tion of 18 litres, one fifth of the deaths in males
aged 35-59 are attributable to alcohol and in a
low consuming country with a per capita con-
sumption of 5 litres, the attributable fraction
is about six per cent.

SPECIFIC CAUSES OF DEATH

When examining alcohol-related mortality
from specific causes, a much stronger relation-
ship exists between changes in per capita al-
cohol consumption and mortality (1,2). A one
litre increase in consumption is associated with
an increase in mortality from liver cirrhosis,
alcoholic psychosis, alcoholism, pancreatitis
and cancers of the upper digestive tract and of
the pancreas by 20 per cent analysing Norwe-
gian data and by 40 per cent analysing Swed-
ish data.

Time series analysis on data for men from
Ontario, Finland, Norway and the United
Kingdom, taking into account time lag, shows
that a one per cent increase in mortality is as-
sociated with an increase of between 14 per
cent and 26 per cent in cirrhosis mortality.

Analysis of data from Denmark, Finland,
France, Hungary, Norway, Sweden and Por-
tugal shows that a one litre increase in alcohol
consumption is associated with 10 per cent in-
crease in male suicides in low consuming
countries and 3 to 4 per cent increase in high
consuming countries.

Analysis of data from France, Denmark,

Finland, Norway and Sweden shows a signif-
icant relationship between alcohol consump-
tion and rates of assault, except for Denmark.
In Sweden, separate analysis also shows a sig-
nificant relationship between alcohol con-
sumption and rates of homicide. The magni-
tude of the effect is similar to that for suicide
and is found to be greater in the low consum-
ing countries than the high consuming coun-
tries.

Only limited time series analysis has been
undertaken for ischaemic heart disease, but it
seems from one analysis that there may be a
protective impact of alcohol against ischae-
mic heart disease in some low consuming pop-
ulation categories.

POTENTIAL FOR HEALTH GAIN

Large changes in alcohol consumption that
have occurred, for example during war times,
have led to large changes in death rates. In
France, extreme shortages of alcohol occurred
during both World Wars, with particularly dra-
matic effects on liver cirrhosis mortality, (Fig-
ure 2.8). During the Second World War, ra-
tioning led to an 80 per cent decrease in alco-
hol consumption. One year after the introduc-

Rationing
<+—>

Mortality rate per 100 000

1931 1936 1941 1946 1951

Figure 2.8. Liver cirrhosis mortality in Paris
1930-1959. Source: Alcohol Policy and the
Public Good (1).
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tion of rationing, cirrhosis mortality was re-
duced by more than 50 per cent and after five
years by more than 80 per cent.

Due to a food shortage during the First
World War, the price of Danish aquavit was
raised more than ten times over, while the price
of beer was doubled. These drastic measures
reduced the per capita consumption of alco-
hol by three quarters from 6.7 to 1.6 litres with-
in two years. Recorded cases of delirium tre-
mens declined to one thirteenth and deaths due
to ‘alcoholismus chronicus’ to one sixth of the
previous level.

Alcohol consumption decreased consider-
ably in Britain during the First World War, with
reductions in consumption of spirits by 52
per cent, wine by 33 per cent and beer by 63
per cent between 1914 and 1918. Over the
same time period, drunkenness convictions de-
creased by 79 per cent and liver cirrhosis death
rates by 64 per cent.

The anti-alcohol campaign of the former So-
viet Union during 1985-87 and the subsequent
liberalization consequent on major political
and socio-economic changes illustrates the re-
lationship between large changes in alcohol
consumption and associated harm that can oc-

cur following a planned and implemented cam-
paign (Figure 2.9).

POPULATION LEVELS

OF ALCOHOL CONSUMPTION

AND MORTALITY

As has been pointed out, at the individual lev-
el several studies suggest that the risk func-
tion between alcohol consumption and over-
all mortality may be J-shaped. A J-shaped risk
function implies that there is for the individu-
al a consumption level, where the risk of death
is at a minimum level.

It is important to consider what kind of re-
lationship one would get at the population lev-
el, if the individual level relationship is J-
shaped (1). What would happen to population
mortality rates if the population consumption
level changed? This would, of course, to a
large extent depend on the distribution of
drinking within the population.

If only those who consumed less than the
minimum risk level increased their intake,
while everybody consuming in excess of the
minimum risk level cut back, the mortality rate
should decrease. However, this is not a likely
outcome, for it would imply that everybody
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had the foresight to adjust their intake so as to
maximize life expectancy. The drinkers who
are today drinking at such a level that their
health is endangered are unlikely to reduce
their consumption to the minimum risk level
on health grounds alone. On the contrary, it
could be argued that if a substantial fraction
of the light drinking population started to drink
more heavily, then those who already drank
above the minimum risk level might be in-
duced to drink more, since they would find
themselves living in an environment, with
more pressures and opportunities to drink.

In a real society, some people will undoubt-
edly drink less than any minimum risk level,
while others drink more. Thus, at a mean lev-
el equal to the individual minimum risk level,
the population mortality rate will not be re-
duced by as large an amount as would be sug-
gested by calculations based on the individual
risk. The benefit to the population will there-
fore be considerably smaller than that for an
individual.

In setting public health policies in the pres-
ence of a J-shaped risk function, it is thus cru-
cial to make a distinction between the mini-
mum risk level for the individual and for the
population. Due to the long tail of the con-
sumption distribution, it is likely that the min-
imum risk consumption level for a population
will be considerably lower than the minimum
risk level for an individual. How much lower
will depend on the shape of the risk function
and on changes in the distribution of alcohol
consumption, as the consumption level of the
population changes. In not too unrealistic cir-
cumstances with proportional changes in con-
sumption, the minimum risk consumption lev-
el for the population could be less than that
for an individual drinker by a factor of up to
5. This would imply that most Western coun-
tries are already consuming in excess of the
population minimum risk level of 2 litres per
capita. If this is the case, then an overall in-
crease in intake that is triggered by the pros-
pects of health benefits for light drinkers could
in fact result in an overall increase in the mor-
tality rate. However, a substantial change in

the whole distribution of alcohol could, if it
occurred simultaneously, such as through a
policy of rationing of alcohol, theoretically
prevent this from happening.

SUMMARY

There is evidence for a dose response relation-
ship between alcohol consumption and risk of
liver cirrhosis, cancers of the mouth, pharynx,
larynx, oesophagus, liver and female breast,
but the relationship between alcohol consump-
tion and cardiovascular disease is more com-
plex. Alcohol appears to reduce the risk of cor-
onary heart disease, despite its adverse effect
on blood pressure and the association with an
increased risk of stroke. Most of the reduc-
tion in risk for coronary heart disease can be
achieved at consumption levels of less than
10g a day and the reduction in risk does not
appear to be dose related.

There is evidence for a dose response rela-
tionship between alcohol consumption and risk
of family, work and social consequences, al-
cohol dependence, accidents, assaults, crimi-
nal behaviour, unintentional injury, violence
and suicide.

For most industrialized countries, the over-
all relationship between alcohol consumption
and all cause mortality is J-shaped for both
sexes. When taking different age groups into
consideration, the relationship between alco-
hol consumption and all cause mortality is lin-
ear in the age group less than 50 years old,
with a steeper gradient for women than men
and J- or U-shaped in the older age groups.

There is a significant relationship between
population consumption level and population
mortality from cirrhosis, alcoholic psychosis,
alcoholism, pancreatitis, and certain cancers
and all causes. There is a positive relationship
between overall consumption and suicide, traf-
fic fatalities and violence toward others. The
overall level of a population’s drinking is sig-
nificantly related to the level of alcohol-relat-
ed problems to the extent that a 10% decrease
in per capita consumption will be reflected in
about a 20% decrease in male alcohol-related
mortality and a 5% decrease in fatal accidents,
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suicides and homicides in the whole popula-
tion.

The drinking population in general has been
found to behave as a collectivity. Increases or
decreases in overall consumption are likely to
result in shifts across the entire spectrum of
drinkers. Because of the apparent stability in
the shape of the consumption distribution the
mean level of per capita consumption which
could lead to the lowest mortality rate in the
population may be much lower than might be
assumed from consideration of dose response
effects at the individual level.

While the consumption level associated
with the lowest mortality rate for the popula-
tion will vary depending on patterns of ill
health and causes of death, in countries with
high rates of CHD the per capita level may be
in the order of about 2 litres of absolute alco-
hol. In countries with low rates of coronary
heart disease, the level is likely to be substan-
tially lower. Many countries in which alcohol
is readily available are consuming at a level
substantially above 2 litres per capita and in
these public health policy should continue to
advise action to reduce per capita consump-
tion.



The soci10-

economic context
of alcohol use

SOCIAL NORMS GUIDING DRINKING
ALCOHOLIC BEVERAGES

There are many traditional socio-cultural
meanings for drinking alcoholic beverages.
Wine may be considered as a traditional part
of the ordinary diet, particularly in southern
Europe. Drinking alcoholic beverages is for
many a recreational activity, for instance a
drink with colleagues after work and before
going home, a drink when arriving at home, a
drink while looking at a football match onTV,
a drink before going to sleep or a drink or two
connected to other recreational activities. In
many cultures some alcoholic beverages have
been used as a popular medicine against a va-

riety of diseases. Alcoholic beverages may
have a religious symbolic meaning, for in-
stance representing the blood of Jesus Christ
in the Christian Holy Communion. To have a
drink, to raise a toast or even heavy drinking
together may be symbols of friendship or of
celebration.

At the same time there are many social
norms that restrict alcohol use. Drinking al-
coholic beverages may be against religious
norms, for instance against the norms written
in Koran. Drinking and particularly intoxica-
tion may be perceived as a sign of a moral
weakness or simply as a bad behaviour. It may
be perceived as an economic risk for the drink-
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Figure 3.1. Proportion of the adult (aged 18 or over) population that drink every or almost
every day and never drink alcoholic beverages in some West-European countries, in 1990.

Source of data: (6)

B Drinks alcoholic beverages every/almost every day. B Never drinks alcohol.
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Country Spirits Wine Beer
Slovakia 57 15,9 95,6
Poland 38 74 30,4
Bulgaria 32 23,4 66,8
Finland 3,0 6,5 83,5
Spain 2,7 374 71,8
France 2,5 72,7 415
Germany (west) 2,2 26,1 1431
Slovenia 2,0 46,4 60,0
United Kingdom 17 11,6 1095
Austria 1,5 350 1213

Table 3.1. Recorded consumption of beer,
wine and spirits (litres per capita) in some
European countries, in 1990.

er’s family or employer. It may be perceived
as a safety risk for others in the work place or
in traffic. It may be seen as a cause of social
and psychological problems in the drinker’s
family. And it is perceived as a health risk for
the drinker him or herself. These kind of per-
ceptions are the background for, and the re-
sult of, social norms guiding people not to
drink or to restrict their drinking.

Some of these norms are specific to certain
cultures. Most of them exist in different Euro-
pean cultures. The balance between the dif-
ferent norms varies between different periods
of time and between different cultures. For in-
stance, wine has been a traditional part of the
diet in the Mediterranean countries, while the
recreational meaning of drinking has been
more emphasised in the northern parts of Eu-
rope (see figure 3.1.).

Some norms guiding drinking alcoholic
beverages are also included in legislation. For
instance, most countries have banned driving
a car under the influence of alcohol. A mini-
mum age for purchasing alcohol, prohibiting
drinking at the workplace and restrictions on
the availability of alcohol are other examples
of social norms for alcohol supported by law.
Countries differ significantly with regard to
the number of norms included in their legisla-
tion.

Europe can be divided into “wine coun-
tries”, “beer countries” and “vodka” or “spir-
its countries”, describing the different cultur-
al beverage preferences. The differences are
great, but it should be noticed that, for instance,
spirits consumption is at a quite high level in
many “wine countries” (table 3.1.). A slow har-
monisation process seems to be a trend in Eu-
rope, at least in the western part of the conti-
nent. People in “wine countries” seem to be
reducing the consumption of wine and increas-
ing the consumption of beer, while wine drink-
ing is becoming somewhat more popular in
central Europe and beer drinking in northern
Europe (7).

ALCOHOLIC BEVERAGES IN THE ECONOMY
Alcohol is a special commodity because of its
addictive characteristics and the many prob-
lems related to its use. However, it is also a
commodity like other commodities with re-
gard to its role in the economy. The produc-
tion of, and trade in, alcoholic beverages pro-
vide employment, income and profits for many
people. Alcohol trade may have an impact on
the foreign trade balance of a country and rev-
enue from alcohol taxation may be significant
part of state finances. These “societal bene-
fits” of alcohol are often presented as argu-
ments against efforts to reduce alcohol con-
sumption.

Undoubtedly, the consumption of alcohol-
ic beverages creates jobs, income and reve-
nue. It has been estimated that the production
and trade of alcoholic beverages provided em-
ployment for more than 2 million people in
the 12 Members States of the European Un-
ion, in 1990. This is about 2.0 % of the total
civilian employment. The tax revenue from al-
coholic beverages was about 2.4 % of all tax
revenue in the EU (8). There are countries,
such as Moldova, and subnational regions,
such as the wine producing regions in the Med-
iterranean countries and whisky producing re-
gions in Scotland, where the proportion of al-
cohol production and trade in employment is
significantly higher. Some countries, such as
Finland, have also succeeded in collecting
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much a higher proportion of their tax revenue
from alcoholic beverages. For some Europe-
an countries, such as France, Italy, Spain and
Moldova, export of wine has been a signifi-
cant part of foreign trade (9).

THE SOCIETAL ECONOMIC BENEFITS
SHOULD NOT BE OVERESTIMATED

If a society did not use its resources for the
production and trade of wine, it could use these
resources for some alternative goods and serv-
ices, which would also create jobs, income and
revenue. For instance, it is estimated that the
trade surplus of alcoholic beverages in the EU
was ECU 5.6 billion, in 1990 (8). At the same
time the EU subsidies for wine production,
without including national subsidies, were es-
timated to be around ECU 2 billion (9). One

1000

900

800

700

600

500

400

300

200

100

0
1975 1979 1983 1987 1991

Figure 3.2. Total alcohol consumption (cl of
pure alcohol per population over 14 years),
employment in the production of alcoholic
drinks (tens of employed) and export minus
import of alcoholic drinks (volume in IR£
million) in Ireland, in 1975-1991.Source of
data: (10). B Consumption (cl pure alcohol.
B Employment (IR£ million). M Export minus
Import.

Country Revenue from  Total consumption of
alcohol per capita alcohel per capita

(ECU) {litre pure alcohol)

Greece 50 8.6
France 100 11.9
United Kingdom 230 7.4
Ireland 340 74

Table 3.2. Total consumption of alcohol per
capita and state revenue from alcohol per
capita in selected European countries, in the
beginning of the 1990s (9).

could ask, whether the same amount of subsi-
dies to some alternative products could create
an even larger trade surplus.

Some of the economic “benefits” of alco-
hol also seem to be relatively independent of
the level of alcohol consumption. Technolog-
ical and organizational changes in alcohol pro-
duction reduce employment much faster than
a reduction in consumption. For instance, di-
rect employment in the production of alcoholic
beverages decreased in Ireland by 45% be-
tween 1981 and 1991, while the total con-
sumption of alcohol changed less than 2% and
while the export of alcoholic drinks grew much
faster than the import, (Figure 3.2).

Most of the jobs accounted for by alcohol
are in the retail sale of alcoholic beverages.
The most important, from the employment
point of view, is the hotels, restaurants and ca-
fes sector. Actually, however, these jobs are
not so dependent on the volume of alcoholic
beverages sold. For instance, the number of
jobs in Italian hotels, restaurants and cafes in-
creased by 24% during 1980-1990 at the same
time as total alcohol consumption decreased
by 33% (9).

The tax revenue from alcohol is also more
related to the level of taxation than to the vol-
ume of alcohol consumption. For instance, Ire-
land and the United Kingdom have succeeded
in receiving a much higher per capita alcohol
tax revenue from a significantly lower per cap-
ita alcohol consumption than countries such
as Greece and France, (table 3.2.).
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Country e
Russia 3.337.000.000
Ukraine 908.000.000
Lithuania 93.000.000
Latvia 62.000.000
Estonia 19.000.000

Table 3.3. The estimated volume of unrecord-
ed (and, thus, probably untaxed) alcohol
consumption per year, transformed to 1/2
litre bottles of 40% vodka, in some European
countries.

Many of the countries of eastern Europe lose
large amounts of potential state revenue, due
to their failures in developing an effective reg-
ulation of the alcohol market. Smuggling and
illegal production and trade of alcohol, due
to ineffective enforcement of the existing leg-
islation and the use of loopholes in legislation
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Figure 3.3. Retail price of alcoholic beverag-
es relative to personal disposable income and
consumption of pure alcohol per capita over
14 years in UK, in 1960-1991 (14).

B Consumption. B Price.

leave a large proportion of alcohol sale to the
“black” or “grey” market. This commonly
means that this proportion of the consumed
alcohol also remains outside taxation. It has
been estimated, for instance, that Russia loses
potential tax revenue worth billions of US $,
due to the fact that a high proportion of the
consumed alcohol has evaded taxation, (table
3.3).

THE IMPACT OF PRICE ON ALCOHOL
CONSUMPTION

The price of alcoholic beverages, relative to
the level of income, has a significant impact
on the volume of drinks consumed by a popu-
lation (see chapter 5). Increasing purchasing
capacity of the population is one of the most
important explanations for the fast increase in
total alcohol consumption that occurred in
most European countries during the first 30
years after the Second World War (11). The
total consumption stabilised and turned to a
decrease in many countries of western Europe,
in the 1980’s, at the same time as many coun-
tries also experienced an increase in unem-
ployment and a slow development in the total
purchasing capacity of the population. Statis-
tics from individual countries show the rela-
tionship between price, income and alcohol
consumption quite clearly, (Figure 3.3).

Two studies (12,13) have also concluded
that price has a significant impact on those who
drink heavily and particularly on young peo-
ple. Thus, increases in prices are expected to
reduce the problems of heavy drinking and par-
ticularly alcohol-related problems of young
people.

During a time of rapid inflation, many of
the countries of central and eastern Europe and
the newly independent states have had diffi-
culties in adjusting the alcohol prices to the
increase in prices of other consumer goods.
Thus, alcohol prices have decreased relative
to the prices of other consumer goods (14).
The existence of the large black market of al-
coholic beverages also weakens the opportu-
nities of the governments to use price policy
in attempts to reduce alcohol consumption.
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DISTRIBUTION OF ALCOHOL CONSUMPTION
IN THE POPULATION

Individual differences in drinking are signifi-
cant. The differences in the drinking habits of
different nations and sub-populations are also
great. However, the distribution of alcohol
consumption in different drinking populations
seems to be rather uniform. The distribution
curve has the following characteristics, Fig-
ure 3.4 (1):

e the majority of the drinking population
consumes small to moderate amounts of
alcoholic beverages;

o the number of individuals decreases grad-
ually when the consumed amounts in-
crease;

o the heavy drinkers drink many times more
than the majority of drinkers, but there is
no sharp division between the “normal”
and the “heavy” or “alcoholic” drinkers.
The shift from light to heavy drinkers is
gradual, rather than abrupt.
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Figure 3.4. Distributions of annual alcohol
consumption according to surveys in France
and Norway (1). B Norway. B France.

When a population increases or decreases it’s
drinking, the distribution curve tends to keep
the strongly skewed shape. When there are
changes at the population level, one can ex-
pect that the change has affected the whole
drinking population from light to heavy drink-
ers in the same direction. Thus, changes in
total alcohol consumption tend to be collec-
tive, rather than affecting only some sub-
groups of the drinking population (1). This
also results in the fact that the number of heavy
drinkers varies in parallel to changes in the
total consumption of alcohol. The higher the
total consumption, the greater the expected
number of heavy drinkers.

It should be emphasised that the distribu-
tion of many other commodities follows the
same model as the consumption of alcohol.
Changes in consumption habits tend to be col-
lective rather than individual or group specif-
ic. And distribution of consumption of many
products and services, from sweets to bank-
ing services, is also skewed with a majority
consuming less than the average and with a
long tail towards “heavy consumption”.

GENDER, FAMILY, SOCIO-ECONOMIC AND
AGE DIFFERENCES IN CONSUMPTION
Gender. Women drink significantly less than
men in all European countries, where drink-
ing habits studies have been made. Women’s
share of the total consumption of alcohol var-
ies between 1/5 and 1/3 (16). There are some
indications of an increase in women’s share
of consumption in some countries, but the
change seems to be rather slow. The social
norms restricting drinking seem to be much
tighter with regard to women than to men, in
all European cultures.

In European cultures women have a broad
responsibility for the well-being of families.
That is why they often have to take responsi-
bility for alleviating the problems in the fami-
ly related to their male partner’s drinking.
Thus, while they drink much less than men,
they bear a broader responsibility for alcohol-
related problems. Very often they also have a
significant role in implementing informal con-
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trol of men’s and, particularly, children’s drink-
ing (17). In many European countries, adult
single men have the highest risk of heavy
drinking and many alcohol-related problems.

Socio-economic status. The socio-economic
status of an individual influences his or her
drinking in many ways. The higher the avail-
able income, the more one can afford to buy
alcoholic beverages. The more demanding
one’s job, the more difficult it is to drink dur-
ing the working days. The unemployed may
have more free time to be used for drinking.
At the same time, their lower income may be-
come a restriction on buying drinks. Higher
education commonly means better compliance
with health education messages, including
messages to restrict one’s drinking. Better ed-
ucated people also tend to adopt earlier new,
emerging lifestyles, including drinking behav-
iours. Thus, changes in total alcohol consump-
tion may be expected to start among the better
educated and spread slowly to other strata in
the society. Living in the countryside, far from
retail sale premises of alcoholic drinks, tends
to restrict drinking commercial alcoholic bev-
erages. However, in many countries living in
the countryside may increase the probability
of consuming wine or other beverages pro-
duced by the local people themselves.
Because of the many relationships between
socio-economic status and drinking, there does
not seem to be a common distribution of alco-
hol consumption between the different socio-
economic groups. For instance, people work-
ing in agriculture tend to drink more than the
national average in France (18), while this
groups drinks significantly less than the aver-
age in Finland (19). The relationship between
the socio-economic status or the level of edu-
cation and total consumption of alcohol does
not seem to be linear. People with the highest
economic status and highest education and
people with the lowest socio-economic status
and lowest education in France both drink
more than the strata between them (18). The
frequency of drinking and the socio-econom-
ic status may be more linearly related, (Figure
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Figure 3.5. The proportion of frequent drink-
ers (drinks at least once a week) among dif-
Serent social groups in the EU and EFTA
countries, according to the data presented in
a customer survey, in 1992.

Source of data: (6)

3.5). However, this cannot be generalised to
other countries.

Quite often the heavy drinking by some of
the poor, the homeless and the unemployed
receives higher visibility in the cities and in
the media than the heavy drinking of those
of better socio-economic status. The poor are
also more numerous among the clientele of
many alcohol treatment institutions than their
proportion in the population would suggest.
The visibility of the poor in this connection
seems to be more the result of their restrict-
ed opportunities for privacy. Their proportion
in alcohol treatment is most probably a re-
sult of their more vulnerable position: they
are more dependent on the public support sys-
tems than the better established heavy drink-
ers (20). According to population drinking

‘habits surveys, heavy drinking does not seem

to be much more prevalent among the poor
and unemployed than among the whole pop-
ulation in the same age and gender groups.
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Age. The youngest, and the old and sick drink
for obvious reasons little, if at all, in all Euro-
pean countries. The age of starting drinking
varies, but the trend has been towards lower
starting age in many countries, Figure 3.6 (21).

The youngest (18-24 years) and the oldest
(over 64 years) age groups drink less frequent-

ly than the average in most West-European
countries (Figure 3.7). The highest frequency
varies between the different middle-aged
groups. For instance, in France and Italy the
older men seem to drink more often than the
younger men, while in Denmark and Belgium
the younger men seem to drink more often than
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the older men (6). This probably is related to
the fact that France and Italy have experienced
along period of decreasing total consumption
of alcohol, while the total consumption in Den-
mark and Belgium has only stabilized after a
long period of increased consumption.

THE IMPACT OF THE FAMILY
Many studies have proved that the family has
a significant impact on the present and future
drinking of its members. Heavy drinking tends
to be more common among single and di-
vorced adults, both men and women, than
among their married counterparts. Single and
divorced adults are also overrepresented in the
client population of alcohol treatment servic-
“es (23). Having children tends to decrease the
drinking of women. The same may not be true
with men (16, 19).

The prevalence of alcohol-related problems
and heavy drinking tends to be higher among
people who have experienced family prob-
lems, such as alcohol dependence of a parent
or antisocial behaviour, during their childhood
(24). Particularly, in many countries of cen-
tral and eastern Europe and newly independ-
ent states, the increase in economic, social and
psychological problems in families has been
seen as one of the reasons for an increase in
alcohol-related problems of young people.

THE IMPACT OF SOCIAL AND HEALTH
POLICIES ON ALCOHOL CONSUMPTION

The impact of different alcohol policies on al-
cohol consumption has been evaluated in many
studies. Alcohol policies, many of which are
listed in chapter 5, have been proven to be
effective in containing alcohol consumption,
some of them as single actions and all of them
as a part of a comprehensive alcohol policy
(1).

The period of increasing alcohol consump-
tion in the European region, from 1950 to
1975, was also a period of liberalization of
restrictions in alcohol availability and of de-
crease in the price of alcoholic beverages rel-
ative to the available income of the popula-
tion (11). The increase in alcohol consump-

tion in most of the countries of central and
eastern Europe, during the present socio-eco-
nomic transition period, is also related to the
dismantling of earlier alcohol restrictions and
to difficulties in creating an effective new al-
cohol policy (15). Also the Nordic countries,
which have practised restrictive alcohol poli-
cies and kept the level of alcohol consump-
tion relatively low, are under pressure to lib-
eralize their policy, due to their integration into
the European Union. They have been forced
to dismantle parts of their state alcohol mo-
nopolies and they are experiencing pressures
to lower alcohol taxation and prices (25).

The opportunities for effective alcohol pol-
icies should not, however, be overestimated.
Sustainable changes in drinking habits need
changes in the social norms and cultural codes
guiding drinking habits. These changes are
quite slow. A policy is only effective, if it is
effectively implemented — and effective im-
plementation demands popular support for the
policy. For instance, many countries of cen-
tral and eastern Europe have rather ambitious
alcohol policy statements and even legislation,
but the implementation of these policies has
been sometimes seriously inadequate.

CHANGES IN SOCIETY, CHANGES IN
ALCOHOL CONSUMPTION

Many societal changes, in addition to chang-
es in alcohol policy may lead to changes in
alcohol consumption, by changing the social
norms and cultural codes guiding drinking, by
changing the economic conditions for produc-
tion, trade and consumption of alcoholic bev-
erages or the other aspects of society related
directly or indirectly to drinking behaviours.

VARIATION IN DEMOGRAPHIC PATTERNS
There are significant differences in alcohol
consumption between different age groups.
Thus, in a population with a high proportion
of children a high per capita alcohol consump-
tion means even higher consumption by the
adult population. This should be taken into ac-
count when comparing alcohol consumption
of different countries.



20 Alcohol in Europe — a health perspective

A rather universal European trend is an in-
crease in the proportion of the oldest age
groups in the population. Older people con-
sume considerably less alcohol than young and
middle aged adults in most countries. Thus,
the total alcohol consumption should decrease
as a result of the ageing of the population.
However, it is not certain whether tomorrow’s
pensioners consume as little as yesterday’s
pensioners. Their pensions may be higher and
they have learned their drinking habits during
a period of much higher average alcohol con-
sumption than the earlier older generations.
Thus, they may not reduce their consumption
to the level of the yesterday’s elderly. This may
also lead to an increase in the number of alco-
hol-related problems due to interaction be-
tween chronic diseases and alcohol or between
medicines and alcohol.

The statistics from many countries also
show an increase in the divorce rate and the
number of people living in single person
households and a decrease in the number of
children in families. If other things remained
constant, this might lead to a slight increase
in alcohol use and related problems. Howev-
er, this is part of a change in the role of the
family in society, the impact of which on al-
cohol consumption is not yet known.

CHANGES IN WORKING LIFE

One of the background factors of the increase
in alcohol consumption between 1950 and
1975 may be the reduction in working hours
and, particularly, the change from six to five
working days a week. In the 1990s, the com-
mon trends are an increasing demand for flex-
ibility of the work force, an increasing pro-
portion of jobs which demand precise infor-
mation processing capabilities and flexible
service for the clients, and unemployment that
remains at a high level.

The increasing demands for quality on the
work force means that there is less room for
alcohol at the working place. The support for
alcohol-free policies at the work place is ex-
pected to increase. The “Gorbatsev-Ligatsev
alcohol campaign” in the former Soviet Un-

ion, in 1985-1987, emphasised the harm of al-
cohol for working life and productivity (15).

A high level of unemployment means that
a significant proportion of the drinking popu-
lation is left without the support of those so-
cial norms which separate working and drink-
ing. In principle, the unemployed have more
time to drink and produce their drinks but less
money for buying alcohol. A Finnish study in-
dicates that long term unemployment tends to
increase the drinking of some of the unem-
ployed, while it tends to decrease the drinking
of a significant proportion of the unemployed
(26).

CHANGES IN THE INCOME OF THE
POPULATION

The available income of the population, rela-
tive to the prices of alcoholic beverages, is a
significant determinant of alcohol consump-
tion. The real price of alcoholic beverages has
been maintained at the previous level or even
increased in a majority of the European coun-
tries, in the 1990s. However, in many coun-
tries of central and eastern Europe and the new-
ly independent states, the actual price level has
come down, due to difficulties in adjusting the
prices to a rapid inflation rate and to the
“dumping” of prices by the extensive black
market of home produced, smuggled, falsified
and untaxed alcohol (15).

Some western countries and particularly
many of the countries of central and eastern
Europe and the newly independent states have
experienced a polarisation of income within
the population. This may also create a tenden-
¢y towards polarisation of drinking habits be-
tween different income groups (27). Howev-
er, other societal changes may counterbalance
this tendency.

URBANISATION

Urbanisation as a migration from rural to ur-
ban living means also moving from one norm
environment to another. Urban life also means
different demands in work and in traffic and
better separation of alcohol from work places
and driving a car. It means greater availability
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of commercial alcoholic beverages, although
in wine producing countries restricted availa-
bility of local wine products. It means mov-
ing to a different consumption culture and
much else.

It seems that the process of urbanisation in
northern and central Europe has been parallel
to an increase in total consumption of alco-
hol. In the Mediterranean wine producing
countries, however, urbanisation may be par-
allel to a decrease in alcohol consumption.
Thus, it may be that in different contexts the
same societal change has a different impact
on alcohol consumption.

MIGRATION AND MULTI-CULTURAL
SOCIETIES

Migration from one country to another means
often much greater change in the norm envi-
ronment than urbanisation inside the same
country. For immigrants it means a difficult
balancing of integration in the new environ-
ment and efforts to sustain their own culture.
Most immigrants who come from outside Eu-
rope come from cultures that are more restric-
tive towards alcohol than the European cul-
tures. Inside Europe, for instance within the
former Soviet Union, there has also been mi-
gration from cultures that are more permis-
sive towards heavy drinking to more restric-
tive cultures.

It does not seem to be possible to make any
generalisations about the alcohol consumption
of immigrants or of ethnic minorities. There
are examples of both lower and higher con-
sumption among immigrants than among the
majority population. However, migrants and
ethnic minorities are often more vulnerable to
alcohol-related problems than the majority
population. This vulnerability is also related
to the fact that their heavy drinking may be
more visible and create more conflicts both
inside their own community and with the ma-
jority culture than heavy drinking by the mem-
bers of the majority culture (28).

ARMED AND OTHER CONFLICTS

The availability of alcoholic beverages may
be more restricted than during normal times
and the risks of alcohol are particularly great
during armed and other times of conflict. At
the same time, however, the weakening of the
traditional norms and the often rather permis-
sive attitude towards heavy drinking as a “re-
laxant” from the tensions of military service
or the burden of conflicts may lead to increase
in alcohol-related problems.

INTERNATIONAL ECONOMIC AND
POLITICAL INTEGRATION

Strengthening western European economic in-
tegration has been a strong trend during the
last decades. This process has broadened to
the eastern part of the European region, par-
ticularly since the late 1980s. The process has
also led to more political integration. At the
same time, growing tourism and the crossing
of national borders by popular culture and the
mass media have increased international in-
fluences in the development of social norms
and cultural habits.

There has been a slow process of narrow-
ing the differences in drinking habits in west-
ern Europe, during the last few decades. For
instance, total consumption of alcohol has de-
creased in the south, where the consumption
level has been higher, and increased or re-
mained stable in north-western Europe, where
the consumption level has been lower. Drink-
ing wine has decreased and drinking beer has
increased in the south, while drinking wine
has somewhat increased in many north-west-
ern countries. However, the differences in
drinking habits are still quite significant and
will most probably remain so, even during the
next decades (16).

The impact of economic and political inte-
gration on the price level of alcoholic bever-
ages may create significant pressures towards
an increase in alcohol consumption in coun-
tries with a traditionally high price level of
alcoholic beverages. The dismantling of du-
ties between countries within the integrating
region and restrictions on the citizens in bring-
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ing their beverages from countries with lower
prices have forced, for instance, Denmark to
lower its alcohol taxation and similar pressures
are now growing, for instance, in the United
Kingdom, Sweden and Finland (25).

SUMMARY

The drinking of alcohol beverages is not only
a behaviour chosen by individuals. It is also
strongly influenced by various social norms
and by the socio-economic and cultural con-
text in which individuals live. There is a rath-
er great variation in this broad context of drink-
ing habits, in Europe. Research on drinking
habits and drinking problems has found many
regularities in the relationship between chang-
es in the socio-economic and cultural context
and changes in alcohol use. Knowledge about
these regularities helps in developing public
health action on alcohol. It particularly em-
phasises the need for a long term and compre-
hensive approach to alcohol policy. Drinking
habits and the alcohol economy are so deeply
linked with so many aspects of European so-
cieties, that no short term singular campaign
can change much.

A knowledge about the differences in the
role of alcoholic beverages in different Euro-
pean countries is needed in order to develop
policies adjusted to their specific socio-eco-
nomic and cultural contexts. A knowledge
about the regularities in the relationships be-
tween socio-economic, demographic and oth-
er changes and trends in alcohol use and relat-
ed problems is, however, at least as impor-
tant. It is possible to learn much from the ex-
periences of other countries. It is also possi-
ble for European countries to do more togeth-
er. For instance, there is a significant interna-
tional aspect in the flourishing of the black
market of alcohol, in the countries of central
and eastern Europe and the newly independ-
ent states. Common action would help in con-
taining smuggling and illegal or semilegal im-
port of alcoholic beverages. Common action
is also needed for controlling the marketing
of alcohol through international mass media.
Within the European Union, common action

is needed to combat the pressures to lower al-
cohol taxation in the member states.
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consumption and
harm 1in Europe

Historically, and at the present time, the Eu-
ropean region, particularly the wider region
covered by WHO’s remit, continues to encom-
pass considerable diversity in relation to prev-
alence of consumption, levels of alcohol con-
sumption, extent of alcohol-related harms,
drinking patterns and cultures, the economic
significance of the alcohol industry and the

policy responses with which governments
have chosen to address these issues. Not only
do the “snapshots” of situations differ but so
too do the trend directions viewed over a more
extended time period.

The present chapter presents information on
the current situation and trends since 1980 in
relation to many of these issues. The main
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Figure 4.1. Recorded and estimated unrecorded consumption (where available) of pure alcohol
in litres per capita in the Member States of the European Region of the World Health Organiza-
tion in the early 1990s. B Unrecorded consumption. B Recorded consumption.
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sources of the information are the reports from
each country prepared by the national coun-
terparts of the European Alcohol Action Plan
and the WHO-Euro Health for All data base.

CONSUMPTION/PREVALENCE

To present accurate information on alcohol
consumption for any country it is necessary
to take both recorded and unrecorded con-
sumption into account. Where available, both
aspects are presented in this report. However,
information on unrecorded consumption is not
available for all countries. By definition, quan-
tifications of unrecorded consumption are es-
timates and since the ratio of recorded to un-
recorded consumption varies from country to
country, the magnitude of error varies too.
This, together with the fact that the basis on
which figures for even recorded consumption
are calculated can also differ, calls for caution
in comparisons between countries and even
in interpretation of within-country trends. With
this caveat in mind, it is possible to say that
more or less detailed and reliable figures are
available for many countries.

CURRENT CONSUMPTION LEVELS
In the countries of the region for which such
data are available, recorded annual pure alco-
hol consumption in litres per capita varies from
0.8 in Turkey (1993) to 12.1 in Germany!
(1992) and 12.6 in Luxembourg?. To put this
into a health perspective, current evidence sug-
gests that even when taking only mortality in-
to account, the lowest mortality risk for popu-
lations is at 2 litres per capita (see chapter 2).
The addition of estimates of unrecorded
consumption alters the picture considerably as
Figure 4.1 shows, extending the range to over
20 litres at the upper end, reducing the number
of countries with a per capita consumption of
5 or less litres and considerably increasing the

1 This figure is based on a calculation system which Germany
considers more appropriate to its situation than other commonly
used systems. World Drink Trends gives a per capita consump-
tion of 10.4 litres in 1993.

2 It is widely accepted that a considerable portion of this alcohol
is bought for consumption by visitors from outside Luxembourg.

number with 10 or more litres. It can be seen
that there is a wide regional spread of coun-
tries in the 10 or more litres group ranging
from Denmark and Germany in the north of
Europe to Spain, Portugal and Greece in the
South and France which could also be consid-
ered in the south, from the Baltic Republics
of Estonia, Latvia and Lithuania to central and
eastern European countries such as Hungary,
Slovenia, and Poland and newly independent
states such as the Russian Federation and
Moldova. With recorded consumption levels
of between 8 and 10 litres, it is likely that oth-
er countries such as the Slovak Republic (9.3
litres in 1993), Czech Republic (9.2 in 1993),
Italy (8.6 in 1993), Belgium (9.1 in 1993), Bul-
garia (8.3 in 1993), Switzerland (9.7 in 1994)
would also equal or surpass a consumption lev-
el of 10 litres, if unrecorded consumption was
taken into account.

The extent of unrecorded consumption (in
litres of pure alcohol per capita) varies and is
particularly significant in countries such as
Latvia (16-20 litres per capita), Ukraine (7 li-
tres in 1993), Moldova (about 7 litres), Slove-
nia (7-8 litres in 1994), the Russian Federa-
tion (7.5 litres in 1993), Estonia (5-7 litres in
1993) and Lithuania (5-8 litres).

It should also be noted that when consump-
tion is presented as per capita 15 years and
over rather than as simply consumption per
capita total population (as has been done
above) then the relative position of some coun-
tries changes. For example, among the EU
countries, Ireland, with 27% of its population
aged 0-14 years, changes from 11th to 8th
place in terms of quantity consumed.

In summary it can be said that of the 40
countries for which consumption data are
available, 26 have recorded per capita con-
sumption of 5 or more litres and 7 of these
have recorded consumption of 10 or more li-
tres. With the addition of unrecorded consump-
tion where available, the situation disimproves
with 31 countries (78 %) having a total per cap-
ita consumption of 5 or more litres and 14 of
these having a consumption of 10 or more li-
tres.



Alcohol consumption and harm in Europe 25

TRENDS IN PER CAPITA CONSUMPTION

Of even more interest, from a public health
perspective, than current consumption levels,
are time trends in this - whether consumption
is increasing, decreasing or remaining stable.
(Unless otherwise stated trends referred to here
are those since 1980 with particular emphasis
on the most recent years, i.e. late 1980s to early
1990s). In general, comment is made only on
changes of 10% or more.

DECREASING CONSUMPTION

Most gratifying from an alcohol policy per-
spective are those countries where consump-
tion is decreasing. Prominent among these are
Italy, Spain and France with decreases since
1980 of 51%, 36% and 25% respectively in
recorded consumption (Figure 4.2). Consump-
tion has also been decreasing slightly in Ice-
land (since 1989), the Netherlands, Norway
(with some fluctuations), Portugal, the Slovak
Republic and Switzerland (since 1988). Sev-
eral of these have still a relatively high level
of per capita consumption.

CONSUMPTION INCREASING

Since 1980 consumption has been increasing
in a number of countries such as Greece, Ire-
land, Luxembourg, the Former Yugoslav Re-
public of Macedonia and in the Czech Repub-
lic (from 1988-1992 but with no increase in
1993). There are also a number of countries,
mainly among those which have recently un-
dergone major political, social and economic
change, where levels of recorded consumption
since 1980 would suggest a decreasing trend
but where the addition of estimates for unre-
corded consumption suggest an increasing
trend. Many of these countries show a strik-
ing decrease in consumption levels in the mid
to late 1980s (the period of the anti alcohol
campaign in the former USSR) but considera-
ble increases since then. Among these are the
Baltic republics of Estonia, Latvia and Lithua-
nia, Poland, the Russian Federation, and
Ukraine. Evidence, including that of indica-
tors of alcohol-related harm, suggests that
Moldova is also in this situation. In the Rus-
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Figure 4.2. Annual pure alcohol consumption
in litres per capita in France, Italy and Spain
1980-1993. M France. B Italy. B Spain.

sian Federation there is some indication that
consumption decreased in 1993. In Slovenia
recorded consumption in 1993 was lower than
in 1980. There appears to have been consider-
able fluctuations in the 1991-1993 period with
an increase of 2 litres in 1992 and a decrease
of the same amount in 1993. The reported high
level of unrecorded consumption in Slovenia
suggests an overall increasing trend.

STABLE CONSUMPTION

Countries with relatively stable consumption
levels over the 1980-1993 period include Den-
mark, Sweden, Turkey and (with some fluctu-
ations) Finland and the United Kingdom.
While Austria also showed a stable trend for
this period, the figure for 1994 indicates a con-
siderable decrease (almost 1 litre) over the
1993 figure. In Romania, while recorded con-
sumption was the same in 1993 as in 1980,
there have been considerable fluctuations over
the period, in particular an increase of 37%
from 1991 to 1992 which reversed slightly in
1993.
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Because of the complicating factor of high
unrecorded consumption in some countries,
particularly among the countries of central and
eastern Europe and the newly independent
states, and the fact that some countries have
quite fluctuating consumption levels, it is dif-
ficult to be precise about the exact number of
countries displaying different trend directions
since 1980. Broadly speaking it could be said
that about 21 countries have experienced an
increasing trend, either over the entire 1980-
1993 period or in more recent years. About 11
have experienced a decreasing trend and in an-
other eight consumption has been relatively
stable. One might add that future monitoring
of consumption trends would be greatly aided
by the standardization of per capita consump-
tion levels in a way which includes unrecord-
ed as well as recorded consumption.

PREVALENCE AND PATTERNS

OF CONSUMPTION

While per capita consumption and trends in
relation to it are very useful indicators of a
country’s situation in relation to alcohol use,
they can mask considerable differences in pat-
terns of use between countries. For a richer
and more contextual view, it can be helpful to
examine issues such as prevalence of con-
sumption and differences in this between sex
and age groups, distribution of consumption
in terms of quantity among a population and
general social and cultural factors which in-
fluence drinking patterns. While such more
detailed information is not available for all
countries of the region, there is still sufficient
to give some flavour of the considerable vari-
ety and diversity which exists.

COUNTRIES OF THE
EUROPEAN UNION
In France the percentage drinking excessive-
ly, in this case defined as drinking >30 grams
of alcoholic beverage daily, has decreased
since 1980 as table 4.1. illustrates.

In Spain, a 1989 study found that 3.6% of
the population (6.6% of men and 0.9% of
women) drank 412-550 grams of pure alco-

30-40g 50-80¢g >80 g
daily daily daily

1980-1981

Women 7.3 2.1 0.0

Men 227 16.8 48

1986-1987

Women 41 1.1 0.2

Men 20.2 15.4 3.7

1991-1992

Women 4.1 0.9 01

Men 20.2 12.7 3.2

Table 4.1. Trend in excessive alcohol con-
sumption among adults in France (as a %).
Source: Sesi - Enquéte Santé 1992.

hol weekly and 7.3% (14.4% of men and 0.7%
of women) drank >550 grams. By 1993 the
percentage in both of these categories for the
sexes combined had decreased to 2%.

No recent studies on the issue have been
conducted in Greece but a 1984 study showed
that among males 1.4% of 12-17 year olds,
5% of 18-24 year olds, 6% of 25-44 year olds
and 7.7% of 45-64 year olds drank more than
200 grams of alcohol in the week prior to in-
terview. The corresponding percentages for fe-
males were 1%, 1.4%, 1.7% and 1.2%.

In Denmark, general surveys suggest that
about 5% of the population drink more than
60 grams daily (more than 420 grams week-
ly). In Germany about one fifth of the popula-
tion drink scarcely any alcohol, about half
drink less than 140 grams per week and a quar-
ter drink more than 140 grams per week.

A 1992 study in the Netherlands found that
6.7% drank more than 80 grams daily, a level
which has been fairly stable since 1980. In the
United Kingdom in 1992, 27% of men aged
18 years and over were drinking more than
210 grams and 11% of women more than 140
grams weekly. Six per cent of men and 2% of
women were drinking more than 500 grams
and 350 grams respectively. In Ireland there
are no recent studies of alcohol use among
adults but a national survey in the early 1980s
showed that 11% of men drank more than 500
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grams weekly and 1% of women more than
350 grams.

In Austria, in a 1994 survey which was ad-
justed for underreporting of consumption and
for undersampling of certain population
groups, 24.3% (41% of men, 8.5% of wom-
en) drank more than 40 grams and 16.2%
(28.8% of men and 4.3% of women) drank
more than 60 grams daily.

In Sweden the structure of consumption has
been changing. The share of spirits in the al-
cohol market has been decreasing while the
shares of beer and wine have been increasing.
In 1994 beer accounted for 44% of pure alco-
hol consumed compared to 26.6% in 1980.
Surveys in Finland suggest that there are about
200 000 problem drinkers or heavy consum-
ers - about 5% of the population aged 14 years
and over. Again the structure of consumption
has been changing with beer accounting for a
greater share and spirits a lesser share since
1975.

NoN EU COUNTRIES OF WESTERN EUROPE
In Switzerland, in 1992/93, 9.2% of men and
1.6% of women drank more than 60 grams dai-
ly while 16% did not drink alcohol at all and
25.9% (34% of women and 17.1% of men)
drank more than once a week. The percentage
drinking on average less than 20 grams daily
has increased since 1981 though at the other
end of the scale the percentage of men and
women who drink more than 80g or 60 g re-
spectively daily has increased since 1987 lead-
ing to some polarization in drinking habits with
a rising proportion of nondrinkers or people
with low intake and a considerable minority
with heavy or risky drinking habits. Already
at 10 years of age 25% of boys and 7% of
girls indicate that they drink alcohol at least
once a week.

In Norway in 1991, 20% of men and 6% of
women were drinking as much as 5 bottles of
beer, 1 bottle of wine, or a half bottle of forti-
fied wine or a quarter bottle of spirits at least
twice a month. Consumption of spirits has
been decreasing and that of beer and wine in-
creasing since 1980. InIceland in 1992 about

8.1% of men and 1.6% of women drank the
equivalent of about 150 grams pure alcohol
weekly in the six months prior to interview.
The structure of consumption has been chang-
ing with the share of spirits decreasing and
that of wine increasing.

THE BALTIC REPUBLICS

As one group of countries which has under-
gone extensive political, social and economic
changes in recent years, the Baltic Republics
have also being experiencing changes in alco-
hol policy - in general in the direction of lib-
eralization of control. This has given rise to a
situation where there is much illegal importa-
tion and production, with consequences for
consumption levels. In Estonia, for example,
itis estimated that when unrecorded consump-
tion is included, per capita consumption is in
the region of 12-14 litres of alcohol. About
45% of this is considered to be illegal alcohol
some of which does not meet quality require-
ments or safety standards. A study in the mid
1980s indicated that only in about 5% of fam-
ilies was no alcohol consumed and that the
proportion of alcohol users and of heavy drink-
ers increased significantly with age. Compared
to food prices, the prices of alcoholic bever-
ages are relatively low in Estonia.

In Latvia, a fairly similar picture emerges
with very high levels of estimated unrecorded
consumption - in the region of 16 litres of pure
alcohol per capita in 1993. A survey published
in 1993 showed that 85% of men drink alco-
hol and this rises to 92.8% of 25-29 year olds.
Among women, 53.8% drink. Vodka and oth-
er spirits are the preferred drinks of about 60%
of both sexes. In Lithuania it is estimated that
about 60-65% of the alcohol beverage market
is illegally imported or produced.

COUNTRIES OF CENTRAL AND

EASTERN EUROPE

In Poland, a 1993 survey found that 23.7% of
men (aged 18 years and over) drank >150g of
alcohol weekly and 3.6% of women drank
>115g weekly. Eleven per cent (11.2%) of
adults were abstainers. An exceptionally high



28

Alcohol in Europe — a health perspective

Austria 1994

All aduits: 24.3% drink >40g and 16.2% >60g daily. Men: 41% drink >40g and 28.8%
drink >60g daily. Women: 8.5% drink >40g and 4.3% >60g.

Czech Republic 1987/88

Denmark

Men aged 20-49 in Prague: In 1988, 23% and in 1993, 28% drank 50g daily. Women
aged 20-49 in Prague: In 1987/88, 8% drank on average 209 or more daily while 47%
drank 5g or more.11% drank daily.

About 5% of the population drink >60 g daily according to general surveys.

France 1991-92

Germany

Men: 20.2% drink 30-40 g daily; 12.7% 50-80g; 3.2% 90g. Women: 4.1% drink
30-40g daily; 0.9% 50-80g; 0.1% 90g. All adults: % drinking >30g daily has
decreased since 1980..

All adults: about 20% drinks scarcely any alcohol; about 50% drinks 1- 140g weekly;
about 25% drinks more than 140 g weekly.

Greece 1984

Hungary 1985/86

Men: 1.4% of 17 year olds, 5% of 18-24 year olds, 6% of 25-44 year olds and 7.7% of
45-64 year olds drank >200g in the week prior to interview. Women: Corresponding
percentages for females were 1%, 1.4%, 1.7% and 1.2%.

Men: 25% of adult males were regarded as problem or heavy drinkers (6 month
prevalence figure). Women: 2.4% were regarded as problem or heavy drinkers.

lceland 1992

Ireland 1981

Men: About 8.1% drank the equivalent of 150g of pure alcohol weekly in the
previous six months. Women: 1.6% did the same.

Men: 11% of men drank >500g. Women: 1% of women >350g weekly.

Latvia 1993

The Netherlands 1992

Men: 85% of men drink alcohol, 93% of 25-29 year olds. Women: 54% drink
alcohol.

All adults: 6.7% drink >80g daily, a level which has remained fairly stable since 1980.

Norway 1991 and 1992

Poland 1993

Men: In 1991, 20% were drinking as much as 5 bottles of beer, 1 bottle of wine or
a half bottle of fortified wine or a quarter bottle of spirits at least twice a month.

In 1992, 10.1% were abstainers. Women: 6% drank as above and 19.7% were
abstainers.

All Adults: 11.2% are abstainers. Men: 23.7% drink >150g weekly. 6.2% are
abstainers. Women: 3.6% drink >115g weekly. 15.9% are abstainers. An
exceptionally high proportion of heavy drinkers is found among the unemployed.

Romania 1992

Spain 1989

Men: 77% drink (16% daily). Women: 47% drink (2% daily). An increase in drinking
since 1989 especially among females. Population survey of those 20 years or older.

All adults: 3.6% drank 412-550g weekly; 7.3% drank >550 weekly. Men: 6.6%
drank 412-550g weekly; 14.4% drank >550g. Women: 0.9% drank 412 -550g weekly;
0.7% drank >550 g By 1993 the % of all adults in each category had decreased

t0 2%.

Switzerland 1992/93

United Kingdom 1992

Men: 10% drink no alcohol; 56% drink <20g daily; 24% drink 20-59g; 9.2% drink
60g. Women: 23% drink no alcohol; 67% drink <20g daily: 8% drink 20-59g; 1.6%
60g The % drinking >20g has been decreasing. However since 1987 the %s drinking
>80g for men or >60g for women have been increasing.

Men: 27% aged 18 and over drink >210g and 6% drink >500g weekly. Women: 11%
drink >140g and 2% >350g weekly.

Table 4.2. Survey Data onAlcohol Consumption in some European Countries.
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proportion of heavy drinkers was found among
the unemployed. The structure of alcohol con-
sumption in Poland has been changing some-
what in recent years. There was a significant
increase in beer consumption at the expense
of wine and spirits at the beginning of the nine-
ties and some reversal of this trend in 1993.
The beginning of the 1990s saw a significant
increase in the frequency of vodka consump-
tion which continued but at a slower rate in
1993. The increased consumption of beer has
had implications for the drinking culture. A
1993 survey showed that beer was more like-
ly to be drunk in public places such as bars
and restaurants and in the open or alone and
was much more likely to be drunk for no spe-
cial reason compared to spirits and wine whose
consumption frequently takes place in private
houses or apartments and is often associated
with ceremonial occasions such as birthdays
and name days.

In Hungary drinking habits have been
changing and the country no longer belongs
to the wine drinking nations. About 48% of
absolute alcohol is consumed in concentrated
form. The consumption of distilled spirits did
not replace other kinds of drinks but came in
as an extra. Soft drink consumption grew in
the same way without affecting consumption
of alcoholic drinks. A national survey of drink-
ing practices in Hungary in 1985-1986 showed
that about 25% of the adult male population
could be regarded as problem or heavy drink-
ers (a six month prevalence figure) compared
to 2.4% of women. Hungarian medical pro-
fessionals estimate that there are about 995 000
people who “misuse” alcohol, about 10% of
the country’s population. Only about 10% of
the country’s heavy drinkers are registered in
state-run rehabilitation centers according to the
Central Statistics Office.

In Slovenia, the average inhabitant con-
sumes 27.5 grams of pure alcohol daily. Sev-
enty -four (74%) of adults drink wine at least
a few times a year and 42% think that it is
wise to drink everyday. In the Former Yugo-
slav Republic of Macedonia, most people (ex-
cept some ethnic minorities) have their first

contact with alcohol at the age of seven. Sur-
veys carried out in recent years have shown
that there are about 40 000 persons dependent
on alcohol of whom about 12 000 live in the
capital, Skopje. About 15% of adult males are
heavy drinkers and 15% have alcohol - relat-
ed problems. A survey in high schools in the
major cities revealed that about 83% of fami-
lies are involved in home production of alco-
holic beverages. Over a quarter of pupils said
that their parents drank alcohol everyday.

There are no very recent national data on
prevalence of alcohol use in the Czech Re-
public but a survey of a probability sample of
718 Prague women aged 20-49 years in 1987/
1988 found that 8% were drinking hazardously
i.e. average daily intake of 20 grams or more
while 47% drank 5 grams or more daily on
average. Eleven per cent drank daily. In a sim-
ilar representative sample of males the percent-
age drinking hazardously was 23% in 1988
and 28% in 1993. In Bulgaria, while there are
no studies of prevalence of alcohol consump-
tion among adults, a WHO sponsored pilot
study of 99 students aged 14-18 years in Sofia
in 1993, found that two thirds drank alcohol
and one fifth drank regularly.

NEWLY INDEPENDENT STATES

(EXCLUDING THE BALTIC REPUBLICS)
Among the newly independent states there is
considerable variation in prevalence and pat-
terns of consumption. In the Russian Federa-
tion, while there are no survey data on preva-
lence of consumption or of heavy drinking,
there are many indications of extensive con-
sumption of alcohol though not agreement on
the exact amount. One estimate suggests that
total consumption was about 14.5 litres (of
which 8.5 was estimated to be unrecorded) per
capita pure alcohol in 1993. However many
observers suggest a lower figure in the range
11-12.5 litres (we have taken the upper limit
of this latter estimate i.e. 12.5 litres for the
purposes of this report e.g. Figure 4.1, which
would give an unrecorded consumption of 7.5
litres). This figure suggests a decrease in al-
cohol consumption in 1993 which is attribut-
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ed to the lowering of living standards and the
reduced purchasing power of the bulk of the
country’s population. The proportion of unre-
corded sales in total sales is estimated to have
increased dramatically since the mid 1980s.
Strong alcohol dominates consumption. For
example in 1993 vodka constituted 82.1% of
the 4.9 litres per capita in state sales of alco-
hol. Between 1987 and 1992 sales of high
proof alcohol rose by 1.8 times while con-
sumption of grape wine, including champagne,
halved.

Current trends in consumption in the Rus-
sian Federation can best be understood when
viewed against the background of the anti-al-
cohol campaign of the 1985-1987 period and
subsequent liberalization consequent on ma-
jor political and socio-economic changes. Re-
corded consumption of alcohol in 1987 was
less than half that in 1980 or 1985. Though it
is acknowledged that there was illegal produc-
tion during this period (with some disagree-
ment on the extent of this), indicators of alco-
hol-related harm decreased dramatically as
detailed later. In the late 1980s estimated total
consumption started to increase again though
as already mentioned with some evidence of a
decrease in 1993. The market reforms of 1992
created a radical change in the alcohol situa-
tion in the Russian Federation. By July 1994,
the comprehensive consumer price index had
risen 1229 times but for alcoholic beverages
only by 431 times resulting in a 3-fold decrease
in the relative price of alcohol. Overall this
led to a situation where in 1994 a bottle of
vodka cost half as much as a kilogram of sau-
sage whereas 10 years previously the vodka
cost roughly twice as much as the sausage. The
rise in alcohol consumption since the late
1980s has been accompanied by increases in
the level of all alcohol-related problems.

In other countries, for example Moldova and
Georgia, there is a tradition of wine growing.
In Georgia the vine is grown in all regions and
almost every person in rural areas makes wine
and grape vodka for his family and sometimes
for sale. In Moldova wine is a traditional as-
pect of the economy and a primary source of

income for many farmers. There is overpro-
duction of wine and in recent times a loss of
traditional markets. Moldovan wine faces con-
siderable problems in the international mar-
ket due to the expensive subsidies received by
wine producers in western European countries.
Much of the alcohol which was once export-
ed now comes on the domestic market. There
is also a large illegal import into the country.
It is estimated that 15 per 1000 people drink
heavily and that about 20% of these are wom-
en.

In Ukraine, while there are no surveys of
prevalence of consumption or of heavy drink-
ing it is known that, in addition to the two li-
tres recorded consumption in 1994, there is
considerable unrecorded consumption and that
while this decreased in the mid to late 1980s,
it has increased again in 1993 to its 1980 level
of about 7 litres pure alcohol per capita. In
Belarus, which had a recorded per capita con-
sumption of 7.9 litres in 1993, it is estimated
that about 10% of the population drinks heav-
ily.

Among the Transcaucasian and Central
Asian Republics alcohol consumption levels
appear to be still relatively low in Armenia,
Azerbaijan and Turkmenistan. In Armenia, for
example, no women or adolescents are to be
found among known alcoholics. In Azerbai-
jan consumption is low at 1 litre in 1987 but
there is a rising trend in the number of people
dependent on alcohol. Likewise in Turkmeni-
stan alcohol consumption is low though no
special surveys have been carried out on the
extent of heavy drinking. Alcohol use takes
place in a cultural context of both Russian and
Turkmen influences (European and Asian,
Christian and Muslim). Alcohol consumption
patterns strongly resemble Russian drinking
habits.

In Kyrgyzstan, while recorded consumption
of pure alcohol was low at 1.9 litres in 1993, a
decrease on the 4.7 litres recorded in 1985,
experts consider that this does not represent
the real picture and that in fact alcohol con-
sumption has increased in recent years. A
number of reasons are put forward for this in-
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Figure 4.3. Percentage of 15 year old boys and girls drinking alcohol at least once a week in
selected European countries 1993/94. B 15 years old girls. B 15 year old boys.

crease. These include the stress caused by the
recent political and socio-economic changes,
the fact that many people are setting up small
businesses related to alcohol and the fact that
there is much migration of young people into
towns where they use alcohol in a manner not
easy to do in a small village. While no quanti-
fied data are available on unrecorded con-
sumption, such consumption does take place
though not to as great an extent as in the Rus-
sian Federation. Alcohol has become expen-
sive but not as expensive as food, and locally
produced alcohol is still not so expensive.

ALCOHOL USE AMONG YOUNG PEOPLE

The focus of this section has been on preva-
lence and patterns of alcohol use among adults.
However alcohol consumption among young
people is also obviously of interest. Some da-
ta on consumption among 15 year olds is pre-
sented in Figure 4.3. Among 15 year old boys
the percentage drinking at least once a week
varies from 50% in Wales to 8.3% in Greece,

with Belgium, Denmark and Austria also hav-
ing a high percentage - in the region of 40%.
Among girls, Wales was again highest with
43.7%, and Estonia and Lithuania lowest with
only 3.3% and 5.7% respectively saying they
drank alcohol at least once a week.

In Ireland a 1991 study of 2000 post prima-
ry (second level) students in Dublin found a
considerable increase in prevalence of drink-
ing and drunkenness compared to that in a
comparable sample in 1984 (29). Thus life-
time prevalence of drinking (ever having had
an alcoholic drink) was 83% for boys and 74%
for girls in 1991 compared to 74% for boys
and 57% for girls in 1984. Among those aged
15 years lifetime prevalence was about 85%
for boys and 68% for girls in 1991 while at
age 17 or older it was 95% for boys and 90%
for girls. Among those aged 15 years, 36% of
boys and 22% of girls were regular’ drinkers

1 Regular drinkers were defined as those who had drunk more
than one type of drink or who had drunk on more than 3 occasions
in the previous month.



32 Alcohol in Europe — a health perspective

in 1991 while at age 17 or older, 63% of boys
and 40% of girls were regular drinkers. There
appears to have been a considerable increase
in drunkenness. In 1984, 39% of students re-
ported being drunk at some time in their lives
while in 1991 half the students reported hav-
ing been drunk at least once during the previ-
ous year. There were increases at every age
group and especially at the highest levels of
frequency. Thus in 1984, less than 29% of 17
year olds said they had been drunk six or more
times in their lives. In 1991, 49% of 17 year
olds reported having been drunk six or more
times in the previous year. The percentage of
girls who reported being drunk six or more
times doubled between 1984 and 1991.

SUMMARY

In summary it can be said that alongside
changing levels of consumption, the Europe-
an region also presents a picture of changing
patterns of consumption in many of the Mem-
ber States. In general these could be charac-
terized as a convergence in patterns. The in-
creasing ratio of spirits in total alcohol con-
sumption since the late 1980s in countries such
as the Russian Federation gives cause for con-
cern as does the increasing ratio of unrecord-
ed to recorded consumption. This latter is an
issue in several countries of central and east-
ern Europe and the newly independent states
and increases the possibility of harm through
consumption of alcohol which does not meet
quality standards. Lastly one might add that
standardization of consumption categories and
the presentation of information in grams would
considerably facilitate future trend analysis
and comparison between countries.

ALCOHOL-RELATED HARM

The fairly extensive consumption of alcohol
detailed in the previous section inevitably
brings with it considerable harm to individu-
als and communities in the region. The toll of
alcohol-related harm includes damage to the
physical and mental health of the drinker (and
frequently too of the family), accidents and
sometimes deliberate violence caused to oth-

ers, loss of productivity and the economic costs
borne by society in dealing with these effects.
A frequently used indicator of damage to phys-
ical health is the death rate from cirrhosis. It
is recognized that there are limitations in the
use of this indicator. For example, not all cir-
rhosis deaths are the consequence of alcohol
use and the proportion which are can vary from
one country to another. Nevertheless, the evi-
dence suggests that it is a fairly reliable indi-
cator of alcohol-related harm, an indicator
which in general tends to vary in tandem with
consumption levels though frequently with a
time lag.

No less than consumption, the SDR for
chronic liver disease and cirrhosis shows con-
siderable variation throughout the region both
in current level and in trend direction. It rang-
es from 0.3 per 100 000 all ages in Iceland in
1993 to 68.2 in Moldova in 1992 (Figure 4.4).
Countries with the highest levels (in this case
taking those with an SDR of 25 or more) in-
clude Moldova, Hungary, Romania, Uz-
bekistan, the Slovak Republic, Slovenia,
Croatia, Kyrgystan, Azerbaijan, Georgia, Por-
tugal and Austria. It can be seen that most of
these countries have undergone extensive re-
cent changes. At the other end of the scale,
countries with an SDR of 10 or less, in other
words with a relatively low SDR, are much
more widely spread geographically. They in-
clude Belarus, Estonia, Lithuania, Iceland,
Norway, Sweden, Greece, Israel, Malta, Tur-
key, the Netherlands, Switzerland, Ireland and
the United Kingdom. In what for this purpose
could be termed the middle range i.e. coun-
tries with an SDR between 10 and 24, are
France, Italy, Spain, Belgium, Denmark, Ger-
many, Finland, Latvia, Bulgaria, Czech Re-
public, Poland, Armenia, Kazakstan, Turkmen-
istan and Ukraine.

TRENDS IN SDR FOR CHRONIC LIVER DIS-
EASE AND CIRRHOSIS

Grouping countries according to their SDR for
chronic liver disease and cirrhosis in 1980, the
following general trend categories can be ob-
served:



