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FOREWORD

Control alcohol, promote health, protect future generations

Alcohol use is part of many cultural, religious and social practices, and provides perceived
pleasure to many users. This new report shows the other side of alcohol: the lives its
harmful use claims, the diseases it triggers, the violence and injuries it causes, and the
pain and suffering endured as a result.

This report presents a comprehensive picture of how harmful alcohol use impacts
population health, and identifies the best ways to protect and promote the health and
well-being of people.

It also shows the levels and patterns of alcohol consumption worldwide, the health and
social consequences of harmful alcohol use, and how countries are working to reduce
this burden.

While less than half of the world’s adults have consumed alcohol in the last 12 months, the
global burden of disease caused by its harmful use is enormous. Disturbingly, it exceeds
those caused by many other risk factors and diseases high on the global health agenda.
Over 200 health conditions are linked to harmful alcohol use, ranging from liver diseases,
road injuries and violence, to cancers, cardiovascular diseases, suicides, tuberculosis and
HIV/AIDS.

Although the highest levels of alcohol consumption are in Europe, Africa bears the heaviest
burden of disease and injury attributed to alcohol.

The report finds that while inaction on alcohol control is widespread, there is also hope. For
example, political commitment at the highest level to implement effective interventions
has contributed substantially to the sharp reduction of alcohol use and related harm in
eastern Europe.

The Sustainable Development Goals (SDGs) aim to provide a more equitable and
sustainable future for all people by 2030, ensuring that no one is left behind. While the
agenda’s goals have health targets on substance abuse and addressing noncommunicable
diseases, reducing alcohol-related harm also increases the chances of reaching other
targets.

Maintaining the momentum towards the SDGs is only possible if countries demonstrate
the political will and capacity to meet the different targets. Countries have committed to
bring about change as part of the Global strategy to reduce the harmful use of alcohol and
the WHO Global action plan for the prevention and control of NCDs 2013-2020.

Now the task we share is to help countries put in place policies that make a real and
measurable difference in people’s lives.

\We have no time to waste; it is time to deliver on alcohol control.

@4- /s

Dr Tedros Adhanom Ghebreyesus
Director-General
World Health Organization
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-XECUTIVE SUMMARY

CHAPTER 1: REDUCING THE HARMFUL USE OF ALCOHOL:
A KEYSTONE IN SUSTAINABLE DEVELOPMENT

The harmful use of alcohol is one of the leading risk factors for population health
worldwide and has a direct impact on many health-related targets of the Sustainable
Development Goals (SDGs), including those for maternal and child health, infectious
diseases (HIV, viral hepatitis, tuberculosis), noncommunicable diseases and mental
health, injuries and poisonings. Alcohol production and consumption is highly relevant
to many other goals and targets of the 2030 Agenda for Sustainable Development.
Alcohol per capita consumption per year in litres of pure alcohol is one of two
indicators for SDG health target 3.5 — “Strengthen the prevention and treatment of
substance abuse, including narcotic drug abuse and harmful use of alcohol”.

Alcohol frequently strengthens inequalities between and within countries, hindering
the achievement of SDG 10 which calls for inequalities to be reduced. Harms from
a given amount of drinking are higher for poorer drinkers and their families than for
richer drinkers. This pattern of greater “harm per litre” is found for many different
harms caused by alcohol.

Economic development from a poorer society to a richer one may have potential in the
longer term to mitigate alcohol-related harm, but more immediately it can bring about
an increase in alcohol consumption and related harm as the availability of alcoholic
beverages increases. Effective alcohol control measures in the interests of public
health are especially important when rapid economic development is under way.

Alcohol is often consumed before, along with, or after other psychoactive substance
use, and the comorbidity of alcohol and tobacco dependence is strong and well
documented. Public health policies, strategies and interventions should take into
account the frequent association of alcohol consumption with the use of other
psychoactive substances, particularly with opioids and benzodiazepines — for
prevention of overdose deaths — and with cannabis — for road safety.

CHAPTER 2: GLOBAL STRATEGIES, ACTION PLANS AND
MONITORING FRAMEWORKS

The harmful use of alcohol is mentioned in numerous global strategies and action
plans, but WHQ's Global strategy to reduce the harmful use of alcohol continues to
be the most comprehensive international policy document providing guidance on
reducing the harmful use of alcohol at all levels.

With development and ratification of the Framework Convention on Tobacco Control,
alcohol remains the only psychoactive and dependence-producing substance with
significant global impact on population health that is not controlled at the international
level by legally-binding regulatory frameworks.



Executive summary

e The update of the evidence on cost-effectiveness of policy options and interventions
undertaken in the context of an update of Appendix 3 of the Global action plan on NCDs
resulted in a new set of enabling and recommended actions to reduce the harmful use
of alcohol. The most cost-effective actions, or “best buys”, include increasing taxes
on alcoholic beverages, enacting and enforcing bans or comprehensive restrictions
on exposure to alcohol advertising across multiple types of media, and enacting and
enforcing restrictions on the physical availability of retailed alcohol.

e The growing evidence of a contributing role of harmful use of alcohol to the disease
burden of infectious diseases such as HIV, tuberculosis, viral hepatitis and sexually
transmitted infections has not yet been sufficiently recognized and addressed in the
relevant global strategies and action plans.

e There has been a significantly increased demand for global information on alcohol
consumption, alcohol-attributable harms and policy responses. WHOQO's Global
Information System on Alcohol and Health (GISAH) is a global repository for all key
alcohol-related indicators included in the 2030 Agenda for Sustainable Development
and in global monitoring frameworks for noncommunicable diseases (NCDs).

e Monitoring and surveillance systems on alcohol and public health should cover
three overall domains of key indicators, namely those on alcohol consumption,
health and social consequences, and policy and programme responses. International
comparability of data generated by countries is essential for global monitoring.
Assessment and monitoring of unrecorded alcohol consumption continues to be a
challenge for national monitoring systems.

CHAPTER 3: ALCOHOL CONSUMPTION

e Worldwide in 2016, more than half (57%, or 3.1 billion people) of the global population
aged 15 years and over had abstained from drinking alcohol in the previous 12 months.
Some 2.3 billion people are current drinkers. Alcohol is consumed by more than half of
the population in only three WHO regions — the Americas, Europe and Western Pacific.

e Inthe African, Americas, Eastern Mediterranean and European regions, the percentage
of drinkers has declined since 2000. However, it increased in the Western Pacific
Region from 51.5% in 2000 to 53.8% today and has remained stable in the South-
East Asia Region.

e Total alcohol per capita consumption in the world'’s population over 15 years of age
rose from 5.5 litres of pure alcohol in 2005 to 6.4 litres in 2010 and was still at the
level of 6.4 litres in 2016. The highest levels of per capita alcohol consumption are
observed in countries of the WHO European Region.

e Whereas in the WHO African Region, the Region of the Americas and the Eastern
Mediterranean Region alcohol per capita consumption remained rather stable, in
the European Region it decreased from 12.3 litres in 2005 to 9.8 litres in 2016. The
increase in per capita alcohol consumption is observed in the WHO Western Pacific
and South-East Asia regions.

e Current drinkers consume on average 32.8 grams of pure alcohol per day, and this is
some 20% higher (40.0 g/day) in the African Region and about 20% lower (26.3 g/day)

Xl
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in the South-East Asia Region. Drinkers increased their alcohol consumption since
2000 in almost all regions except the WHO European Region.

One quarter (25.5%) of all alcohol consumed worldwide is in the form of unrecorded
alcohol —i.e. alcohol that is not accounted for in official statistics on alcohol taxation
or sales as it is usually produced, distributed and sold outside the formal channels
under governmental control.

Worldwide, 44.8% of total recorded alcohol is consumed in the form of spirits. The
second most consumed type of beverage is beer (34.3%) followed by wine (11.7%).
Worldwide there have been only minor changes in beverage preferences since
2010. The largest changes took place in Europe, where the share of total recorded
consumption of spirits decreased by 3% whereas that of wine and beer increased.

Prevalence of heavy episodic drinking (HED) (defined as 60 or more grams of pure
alcohol on at least one occasion at least once per month) has decreased globally from
22.6% in 2000 to 18.2% in 2016 among the total population, but remains high among
drinkers, particularly in parts of Eastern Europe and in some sub-Saharan African
countries (over 60% among current drinkers).

Worldwide, more than a quarter (26.5%) of all 15-19-year-olds are current drinkers,
amounting to 155 million adolescents. Prevalence rates of current drinking are highest
among 15-19-year-olds in the WHO European Region (43.8%), followed by the Region
of the Americas (38.2%) and the Western Pacific Region (37.9%).

Results of school surveys indicate that in many countries of the Americas, Europe and
Western Pacific alcohol use starts before the age of 15 years and prevalence of alcohol
use among 15-year-old students can be in the range of 50-70% with remarkably small
differences between boys and girls.

Worldwide and in all WHO regions, prevalence of HED is lower among adolescents
(15-19 years) than in the total population but it peaks at the age of 20-24 years when
it becomes higher than in the total population. Except for the Eastern Mediterranean
Region, all HED prevalence rates among drinkers of 15-24 years are higher than in the
total population. Young people of 15-24 years, when they are current drinkers, often
drink in heavy drinking sessions. Prevalence of HED is particularly high among men.

In all WHO regions, females are less often current drinkers than males, and when
women drink, they drink less than men. Worldwide, the prevalence of women's
drinking went down in most regions of the world, except in the South-East Asia and
Western Pacific Regions, but the absolute number of currently-drinking women has
increased in the world.

The economic wealth of countries is associated with higher alcohol consumption and
higher prevalence of current drinkers across all WHO regions. The prevalence of HED
among drinkers is fairly equal in most regions for higher- and lower-income countries,
except in the WHO African Region where it is higher in lower-income countries
compared with higher-income countries, and in the WHO European Region where,
conversely, it is lower in low-income countries than in high-income ones.

Until 2025, total alcohol per capita consumption in persons aged 15 years and older is
projected to increase in the Americas, South-East Asia and the Western Pacific. This
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is unlikely to be offset by substantial declines in consumption in the other regions. As
a result, total alcohol per capita consumption in the world can amount to 6.6 litres in
2020 and 7.0 litres in 2025 unless projected increasing trends in alcohol consumption
in the Region of Americas and the South-East Asia and Western Pacific Regions are
stopped and reversed.

CHAPTER 4: HEALTH CONSEQUENCES

e In 2016, the harmful use of alcohol resulted in some 3 million deaths (5.3% of all
deaths) worldwide and 132.6 million disability-adjusted life years (DALYs) —i.e. 5.1%
of all DALYs in that year. Mortality resulting from alcohol consumption is higher than
that caused by diseases such as tuberculosis, HIV/AIDS and diabetes. Among men
in 2016, an estimated 2.3 million deaths and 106.5 million DALY's were attributable to
the consumption of alcohol. Women experienced 0.7 million deaths and 26.1 million
DALYs attributable to alcohol consumption.

e The age-standardized alcohol-attributable burden of disease and injury was highest in
the WHO African Region whereas the proportions of all deaths and DALY's attributable
to alcohol consumption were highest in the WHO European Region (10.1% of all
deaths and 10.8% of all DALYs) followed by the Region of the Americas (5.5% of
deaths and 6.7% of DALYSs).

e In 2016, of all deaths attributable to alcohol consumption worldwide, 28.7% were due
to injuries, 21.3% due to digestive diseases, 19% due to cardiovascular diseases,
12.9% due to infectious diseases and 12.6% due to cancers. About 49% of alcohol-
attributable DALYs are due to noncommunicable and mental health conditions, and
about 40% are due to injuries.

e Worldwide, alcohol was responsible for 7.2% of all premature (among persons
69 years of age and younger) mortality in 2016. People of younger ages were
disproportionately affected by alcohol compared to older persons, and 13.5% of all
deaths among those who are 20-39 years of age are attributed to alcohol.

e Alcohol caused an estimated 0.4 million of the 11 million deaths globally in 2016
which resulted from communicable, maternal, perinatal and nutritional conditions,
representing 3.5% of these deaths.

e Harmful use of alcohol caused some 1.7 million deaths from noncommunicable
diseases in 2016, including some 1.2 million deaths from digestive and cardiovascular
diseases (0.6 million for each condition) and 0.4 million deaths from cancers. Globally
an estimated 0.9 million injury deaths were attributable to alcohol, including around
370 000 deaths due to road injuries, 150 000 due to self-harm and around 90 000
due to interpersonal violence. Of the road traffic injuries, 187 000 alcohol-attributable
deaths were among people other than drivers.

e |n 2016 the leading contributors to the burden of alcohol-attributable deaths and DALY's
among men were injuries, digestive diseases and alcohol use disorders, whereas
among women the leading contributors were cardiovascular diseases, digestive
diseases and injuries.
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There are significant gender differences in the past 12-month prevalence of alcohol
use disorders. Globally an estimated 237 million men and 46 million women have
alcohol use disorders, with the highest prevalence of alcohol use disorders among
men and women in the European Region (14.8% and 3.5%) and the Region of
Americas (11.5% and 5.1%). Alcohol use disorders are more prevalent in high-income
countries.

In 2016 the alcohol-attributable disease burden was highest in low-income and lower-
middle-income countries when compared to upper-middle-income and high-income
countries.

The proportion of alcohol-attributable deaths in total deaths decreased slightly
between 2010 (5.6%) and 2016 (5.3%), but the proportion of alcohol-attributable
DALYs remained relatively stable (5.1% of all DALYs in 2010 and 20186).

CHAPTER 5: ALCOHOL POLICY AND INTERVENTIONS

In 2016, 80 countries reported having written national alcohol policies, while a further
eight countries had subnational policies and 11 others had a total ban on alcohol. The
percentage of countries with a written national alcohol policy steadily increased from
2008, and many countries have revised their policies since the Global strategy to
reduce the harmful use of alcohol was released. The majority of countries in Africa and
the Americas do not have written national alcohol policies. The presence of national
alcohol policies is highest among reporting high-income countries (67 %) and lowest
among low-income countries (15%). Principal responsibility for the policy lies with
the health sector in 69% of countries with a national policy.

Levels of treatment coverage for alcohol dependence (calculated as the proportion of
alcohol-dependent persons who are in contact with treatment services) varied widely
in 2016 from close to zero in low- or lower-middle-income countries to relatively high
(more than 40%) in high-income countries. Results of the survey indicate that the
level of treatment coverage in most countries is not known. About half of reporting
countries indicated that they increased the level of screening and brief interventions
for hazardous and harmful drinking in primary health care settings since 2010, but most
of this progress was confined to high-income and upper-middle-income countries.

The majority (97) of responding countries have a maximum permissible blood alcohol
concentration (BAC) limit to prevent drink—driving at or below 0.05%. However, 37
responding countries have a BAC limit of 0.08%, and 31 responding countries have
no BAC limits at all. Seventy countries (41%) reported using sobriety checkpoints and
random breath-testing as prevention strategies, but 37 (22%) used neither strategy.
The number of countries reporting these measures increased substantially between
2008 and 2016.

Licensing systems are the commonest means of restric