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Executive summary

This report tries to contribute to a monitoring system for harmful alcohol consumjatioime World
Health OrganizatiolVYHO European Region byedcribingthe trendsof alcohol consumption and
attributable mortality for the time period 199 2014 forall countries in the region and fdine region
as a whole. It is based on data from the Global Infion Systen on Alcohol and Health and used
standard methodology developed for comparative risk assessments over the last dédaiteethe
main emphasis of the report is on the country level, trends are also reported for sateptgions
identified on he basis partly of geography and partly of drinking patterns.

There is high variability between countries of the WHO European Region, as well as within countries
over time. Despite divergent trends on the country levee WHO European Region continues to be the
WHO region with the highest aduyder capitaalcohol consumptionThere had been sliglitecreases in

the consumption levebf the WHO European Regibetween 1990 and 2014vhich,combined with
increases in alcoh@onsumption in Asia and Afrigathe same time perioded to some convergence in
global drinking levels.

The decrease in alcohol consumption levels in the WHO European Region has been fueled by decreases
in the richest countries in the Central Westdtdand Mediterranean parts of the Regi¢see Figure )
whereas drinking levels in the Central Eastétspart remained stable over the past 25 years, and

drinking levels in Russia and surrounding countries and istheh Eastern part of the WHO Eurape

region increasedT here are indications that Russia and surrounding countries with similar drinking
patterns (Belarus, Moldovand Ukraing have decreased their consumption levels in recent years
however(around2007) contributing to the overall deease in the region

Unrecorded consumption in the WHO European Region amountefl.84lin the year 2012, and has
proportionally been relatively stable of the 25 years analyd&®90: 20.5%)it is higher in the Eastern
part of the WHO European Regj@a¥ecially in Russia and surrounding countries.
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Figurel: Trends in adulper capitaalcohol consumption ithe WHO European Regiand selected sub
regions 19902014 (in litres pure alcohol per year)

The high level of alcohol consumption in the WHO European Region led to a substantial amount of
attributable mortality burden in chronic and acutauses of deathas evidenced by the burden of

mortality by cardiovascular diseases, cancer, liver cirrhasaisunintentional and intentional injury.

These causes of death were selected, as they comprise more thanftughs of allcause mortality in

WHO European Region (data for 2013), as alcohol has a causal impact, and as almost 90% of the alcohol
attributable mortality burden stems from these causes of death.

While attributable deathsn generalfollowed the trends in averagevel of alcohotonsumption, the
overallstandardized rate foalcohotattributable mortality increased in th&VHO Europeandgjion over
the time period between 1990 and 201#4%; see Figure Il for details)
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Figure Il: Comparisons afe-standardized alcohedttributable mortality for major causes of death,
1990 vs. 2014n the WHO EuropeareBion and selected striegions(rates perl,000,000

The increase in attributable mortality burden in the WHO European region was rhatdg by the
development in Russia and surrounding countries (+22%) and in the South Eastern part (+65%, albeit
from a relatively small b&. On the other hand, the more affluent countries decreased their aleohol
attributable morality burden, more in the Meditranean {27%) and the Central Western EU regions
(-25%) than in the Central Eastern EU regit8%o).

The increase of alcohedttributable mortality burden in the WHO European region despite a small
decrease in overall consumption has a number of raaso

1 the exponential increase of mortality risk with increasing levels of average consumption, which
led to a substantial increase in alcotadtributable mortality, especially in the regions where
already high consumption levels further incredgsuch asn Russia and countries with similar
drinking patterns),



1 the role ofepisodicandchronicheavy drinking occasions for cardiovascular mortalitg injury
and

91 the overall elevated adult mortality rate and low léxpectancy in some parts of the WHO
Euwopean Regionin particular in Russind surrounding countries

The decrease in alcohattributable mortality in the Central Eastern EU countries was due to an overall
decline in mortality rates in this region. Even widhativelystable alcohchttributable fractions such a
decline results in lower standardized rates.

The following cowlusionscan be drawn forlcoholpolicy: overall consumption in the WHO European
Region needs to be reduced, @sohol consumptiotis causallyrelated to considerablenortality -- up to

25% of all mortality fronfiver cirrhosiscancer, cardiovascular disease and injargertain parts of the
region Currently, the average level of alcohol consumption per drinker in this region already exceeds
the threshold for acceable risk in modern societies for voluntary behaviours. Secondly, heavy drinking
occasions, includingpisodicheavy drinking occasions, should be reduced in particElisodicheavy
drinking occasions are an important determinant of cardiovascular sésad injuriesover and above

the average level of consumption.

Different policy options have been proven effective and edtctive to reduce the level of alcohol

consumption, and heavy drinking in particul®hese include but are not limitedto teeOl f t SR a0 Sai
0 dz&™ df increasing price via taxation (unless there is too much unrecorded consumption), restrictions

of availability and ban of marketing and advertisibgfortunately, despite the availability of effective

and costeffective policyoptions to reduce aldaol-attributable mortality, and despite marked decreases

in several countries of the WHO European Region, which could serve as benchmarks, the overall
development of alcohettributable mortality burden in this region cannot be segha public health

success, as thegestandardized alcohedttributable mortality rate in 2014 was even slightly higher

than 25 years before.

This means that other policies to reduce alceatitibutable mortality burden should be considered.
Jecific cages of alcohehttributable mortality burden may be focused @uch as traffic injury via
implementation and enforcement gfer selaws on blood alcohol concentration while operating
machinery.Such specialized measgrgeem to be better supported by thgeeneral population and
politicians than omnibus measurdsinally, interventions in the health care system such as screening
and brief intervention in primary health care, or treatment of alcohol use disorders have been shown to
impact on alcohehttributable mortality.

N On the definition of best buys by the World Health Organizatipp.(2):6Costeffectiveness summarizes the

efficiency with which an intervergiy’ LINRB RdzOS & K SHighlyickisteBedtilieQrzenéhtiodis definbd as

one that generates an extra year of healthy life (eqiewt to averting one disabilitgdjusted life year) for a cost

GKIG Frefta o0St2g (GKS F@SNI IS | yydz £ A yORNBUIENHoBNR 34 R2
pragmatic concept that extends beyond the economic efficiency andefesttiveness of an intervention. It is

defined as an intervention for which there is compelling evidence that is not only highbgffestive but is also

feasible low-costand appropriate to implement within the constraints of the local health system
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Alcohol as a risk factor for burden of disease

Alcoholis one of the most important risk factors ftire global burden of disea$¢for comparison with
other risk factors se&®). The European region hése highest level of alcohol consumption in the world,
in part driven by high consumption in the Eastern part of the regiBonsequently, the disease burden
caused by alcohol is also high in this region, in particular in the Easteri’Sdetspite theoverallhigh

life expectancyn large prtions of this region’

The high burden of alcohol has led to a plea for interventiglnbally and for Europe in particul&r'
Theseinterventioninitiatives havealsobeendriven by recent insights that substance use policies may
be key for population health, and getting them wrong may even lead to reversdis @xfiectacy for
large groupsr for nations™ Public health policy planning needs to be based on empirical evigénce
andmonitoringand surveillancef alcohol consumptioland of the alcohotattributable diseaseburden
have been key elements both in th@lobal Srategyto Reduce theHarmful Useof Alcohof andin the
Global Action Plan for Non-communicableDiseases® TheGlobal strategy asked for monitoriraf the

& K NI T dzf ohal& SI 2R tRiskddkept&sBroadly encompassing all drinking that causes
detrimental health and social consequences for the drinker, the people around the d(ofiem
labelled as harm to othet§, and society at large,ral for monitoring ofthe patterns of drinking
associated with increased risk of adverse health outcomikese operational definitios with concrete
indicatorsto be used in this repomvere given within the monitoring framework for necommunicable
disease§NCDs}?

The present reportries to contribute tomonitoring and surveillance of alcohattributable harm.
Specifically, it has the following objectives:

A To describe the trendsf alcohol consumption and attributable mortaliburdenfor the time
period 1990¢ 2014 for WHO European region

A To describe country level trend¥, as health care planning and policy decision making is mainly
at the country level,

A To describe trends for selected regions;

A To help establish a monitorirgystem for WHO European region and for countries as an
evidence base for alcohol policy.

P While there had been a few country level studf&$’ this is the first time trends for alcohol exposure or
attributable burden has been examined systematically for all countries of the WHO Europeanfoegion
extended period of 25 years.
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Monitoring alcoholexposure

The keyindicatorfor monitoring harmful alcohotonsumptionon the countryand internationalevelis

adult (defined as age 15 and overr capitaconsumption™® which is a composite measure comprising
mainly recorded and unrecorded consumption. Recorded consumption refers to all alcoholic beverages
which are officially registered by the respective country where they are consumed, most commonly
based ontaxation'®** Unrecorded consumption is a summary term for all megistered products,

which indude the following main categori¢s?’legal but unrecorded alcotiproducts (mostly

homemade alcohgj alcohol products recordedutsidethe jurisdiction wherghey areconsumed
(crossborder shopping)surrogate alcohol (noteverageethanoktbasedalcohol products nobr not

officially intended for human consumption) and illegally produced or smuggleti@lproducts

intended for human consumption (including illegal homemade alcokdith respect to surrogate

alcohol, sometimes products may not officially be intended for human consumption, but in reality they
are only declared this way to avoid higheration ofofficially declaredalcoholc beverags. Ethanot

based medicinal tinctures or perfumes with fragranteRussia would be orsichexample?®?*

Globally, mrecorded alcohol has constituted at least 20% of all alcohol consumed in the last decades,
but with high variability between countries dmegions and over time&>?’ The proportion of

unrecorded to totaklcoholconsumption isn general associatedith economicwealth: the higher the
wealth of a countrye.g., as measured lis grossdomestic product)the lower the proportion of
unrecordedalcohol to overall consumptiof?®In addition to recorded and unrecorded consumption,
tourist consumption is subtracted for a small number of countries where towrisume a sizable

share of the werall alcohol consumption (s€dor definitions).For most countries, it is assumed that
tourist consunption is balanced by the consumption of inhabitants while spending time outside of their
country.

The obijective of thishapteris to describe longerm trends oftotal adult per capitaalcohol
consumption™® for all countries which are part of the WHOr&pean Rgionfrom 1990 onwards. This
is the earliest yeafor whichwe havesystematicestimatesof unrecorded consumptionin addition, we
want to provideestimatesof recorded versus unrecorded consumption, axiimatesof average
consumption per drinkeMWhile we will include some regional trends, these will be only to illustrate
trends for groups of countries with similar drinking level or drinking patternsnidia emphasis is on
the country level.

Methodsfor estimatngalcoholexposuretrends
Data

We relied on the ®bal Information System on Alcohol andatth (GISAHY for estimates of adulper
capta consumptionof alcohol, mostly derived from taxation, or production, import and export data.

7 In the remaining text, we will refer to adyser capitaconsumption or alcohgber capitaconsumption, when
we refer to total consumption. Subategories will always be specified.
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For the year 2020, adutter capitaconsumption was estimated based on regression of trends for the
respective country.

Estimates ofecordedadult per capitaalcohol consumption exist as time ser@syearly datssince 1960
for all WHO member states; these datee regularlyupdated based oman algorithm based on the
validity and reliability of source¥ For the year 2014, datan recorded adulper capitaconsumptionfor
the minority of countries without data availableasestimatedbased on regressions ofguious trends
for this indicator

For the time after 1990, there are estimatesurfrecorded consumptiorfor select years (1990; 2000;
20102014), mostly assembled by the Toronto WHO Collaborating Centre within the WHO monitoring
system on alcohol led bje last author (for methodology se&3°3). The years in between the

estimated years have been imputed based on linear interpolation between data points.

Box 1: On estimating the level of unrecorded alcohol consumption

This report is based on the beavailable data from all sources for different categories of unrecorg
consumption?%283

9 surveys (such asi¢ STEPS survey where unrecorded alcohol is asked in the expanded
alcohol module®:

9 expert Delphi rounds;

9 industry estimates; and

9 research studies)

However, even based ohit best available and recently increasing evidence base, the quantific
of the unrecorded consumption is still fraught with difficulties and contains considerably more
than recorded consumption.

Tourist consumptiorhas been estimatedith the dgorithm developed for the Global StatiReport on
Alcohol and Healtibased on World Bank data on the annual number of towstr country This

algorithm basically specifies that tourist consumption is only taken into account if the number of tourists
exceeds the number of inhabitants, with special consideratiiwen tothe proportion of Muslims in the
country®

The sum of recorded, unrecorded and tourist consumption (all measured in@defined as age 15
years and oldef per capitaconsumption of pure alcohol) yieddotal alcohol consumptionAll trends

are presented as moving three year averages to reduce some of the random yearly vaFation
consumption per drinker estimate, adyder capitaalcohol consumption data were divided by the
proportion of drinkers, sgarate by sex. Any information on drinking by sex and age were derived from
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surveys, , which had been collected by the WHO Collabor@&mgre* and which had been made
publicly available via the GISAKsee Web Appendix 60 for an overview of soufoesurveys on
drinking statu$.

Theyearlyper countrypopulation sizéby sex and age was taken fraime United Nations population
division®®

Countriesand regions

All countries with separate estimates of recorded and unrecorded consumption over time were used
Albania, Armenia, Austria, Azerbaijan, Belarus, Belgium, Bodtéazzgovina, Bulgaria, Croatia, Cyprus,

Czech Republic, Denmark, Estonia, Finland, France, Georgia, Germany, Greece, Hungary, Iceland, Ireland,
Israel, Italy, Kazakhstan, Kyrgyzstan, Latvia, Lithuania, Macedonia, Malta, Moldova, Montenegro,
Netherlands, Nowvay, Poland, Portugal, Romania, Russian Federation, Serbia, Slovakia, Slovenia, Spain,
Sweden, Switzerland, Tajikistan, Turkey, Turkmenistan, Ukraine, United Kingdom, and Uzbekistan

We alsopresentexposureestimates for Luxembourg, but thesstimateswere derived via the
consumption of the neighboring countriess it isdifficult to determinefor this country how much
alcohol is soldo people living in the countrgs opposedo people fromsurrounding countrie$i.e.,
France and Germaior how often inhabitantsof these countriedbuy their alcoholic beverages in
surrounding countriesThecountrieswith consumption trendshownin Figuresl-9 below compriseall
countries in theWHO EuropeaRegion with the exception dhe followingsmall countriesAndorra,
Monacoand San Marino

In the observation period, there had been considerable political change, and some of the countries
above achieved political independence after 1990. Usually, we presenfrdatahe year of political
independence, or, inase, estimates existed for years before independence, for these geaxgll(for
instance, for Czech Republge presat data from 1990, even though Czechoslovakia only split up into
Czech Republic and Slovakid #93. Any national trends gber capitaconsumption are based on three
year moving averages.

In addition to country estimates, aestimated aduliper capitaconsumption fothe WHO European
Regionas a wholeand forseveralclusters ofcountrieswithin the region(see below for definion of
clusters)based on drinkingtyleand wealth® In terms of drinking style, the following traditional
drinking styles can be found in the WHO European Redfioiof a wider discussion on the
categorizatim of drinking pattern®) ™ first, a drinking style with wine as the predominant alcohol
beverage and frequent (daily or alstodaily) alcohol consumption, mostly as part of meals. This so
called Mediterranean drinking style had been prevalennajor wineproducing countries ithe
Mediterraneanregion (such as France, Greece, ltaly, Portugal and‘§phinNestern and Central
Western Europe, there had been a drinking style with beer as thdgminant alcohol beverage, and
less frequent drinking as well as a higher proportieing consumed outside of medt§"*"*In the

™ Alcohol consumption has roois the WHO European region dating back to the Neoliigie>® and some
scholas argue that the roots for some of the traditional drinking patternsedsdck to antiquity®
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Nordiccountries, as well as in many countries in Central Eastern and Eastern part of Europe, the
traditional drinking style wakess frequent drinkingmainly outside of mea, and spirits as the most
popular beveragé®*Abstention is lowoverallin the WHO Bropean Regiofi but substantial in several
South Eastern and Central As@ountrieswith higher proportiors of Muslim populations.

While the above described the traditional drinking styles, modern European drinking has been moving
into more similar drinking levels and patterns for most countries, with almost no more prototypical
drinking styles dominating at the population lewélany country, with exception of the countries

around Russiéee below; for more details on current drinking styles’$&&"4.

Based on theurrentdrinkingpatternsand economiavealth of countries ', the followingregional
clusters were separateﬂﬁ. Please note, that these clusters were selectedlastrations, neither
intended tocover all countries in at least one cluster, nor to be disjunctive:

1 European Union(EU)countries in Central Western Europ@ncluding Switzerland)Austria,
Belgium, Denmark, Germanyetherlands, Switzerland.
The countriesn the Central Western European part of the \&ére all categorized as high
income by the World BariR andwould rank at the higher end withithat category within the
WHO European RegioAll Central Western EU countries atsal been part of this category for
the whole observation period (i.e., 1990 to 2018he drinking stylems these countries are
characterized by a high proportion of beer and wine as preferred beveragebyalnohking
both with and outside of meals in a relatively frequent stypleg also footnoté™).

M Economic wealth is related to level of alcohol consumption, but more in low and lower middle income

countries?®*’ Within the group of high income countries, indicators of economic wealth no longer have predictive

value for overall level of consumption.

' For some regional comparisons we also give trends foEtiepean Union (EU) as a whole (20&8)nprising

the following countries: Austria, Belgium, Bulgaria, Croatia, Cyprus, Czech Republic, Denmark, Estonia, Finland,
France, Germany, Greece, Hungary, Ireland, Italy, Latvia, Lithuania, Luxerfdrdyifgr exposure)Malta,
Netherlands, Poland, Portugal, Romania, Sla/ekovenia, Spain, Sweden, and United Kingdom.

The EU is mainly of interest as a political organization of high income countries, albeit with different drinking
styles. Thusni 2014, all EU countries were categorized as-rigbme by the World Bank and most EU countries
had been part of this category for the whole observation period (i.e., 1990 to 20#)e drinking level is similar,
drinking styles differ within the EU, with regard to the highest patage of pure alcohol consumed by alcoholic
beverage type.

Those countries whereurrently (2014beer is the preferred beverage type are: Austria, Belgium, Czech Republic,
Finland, Germany, Hungary, Ireland, Latvia, Netherlands, Poland, RomanisariSpidie UK Countries with wine

as the preferred beverage type are: Croatia, Denmark, France, Greece, Italy, Luxembourg, Malta, Portugal,
Slovenia, Sweden and Switzerland. Countries whelegively the mostlcohol is consumed from spirits are:

Bulgaria, @prus, Estonia, Lithuania, and Slovakia. Please note, that for several countries, most preferred and the
second most preferred beverage typbad almost equal proportionEU countries also differ with respect to

drinking frequency, proportion of heavy dking occasions and drinking with meals (more details”$&& .
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1 EUcountries from Central and Eastern EurapRulgariaCroatia, Czech Republic, Estonia,
Hungary, Latvia, Lithuania, Poland, Romania, SlovakibSlovenia
All of these countries joined the EU since 1990, and although categorized as high income, their
per capitagross national income is lower than in thiher parts of the EUThe drinking style in
most countries in this region had been traditionally characterized by a comparably high
proportion of spirits consumed, with frequeerpisodicheavy drinking occasions for most
countries. However, in 2014, only Bulgaria, Estonia, Lithuania and Slovakia had a spirits
preference; and the difference to beer even in these countries was small and mostly within
measurement error of standard survey#iere is still a considerable proportion of drinking
occasions outside of meals.

1 Mediterranean countries Cyprus, France, Greece, lIsrael, Italy, Malta, Portugal, Spain, Turkey
All of these countries are high income countriBsinking styles were at onénte similar and the
Mediterranean drinking style had even becomstandardterm for describing the predominant
consumption ofmoderate) amours of wine withmeals on an almost daily baSigut see
footnote™ below). However, since 2000, there has been a shift to both beer and spirits in
Cyprus, Israel, and Turkeynd to beer in Spai**>?’

1 Russia andurroundingcountries with similar drinking patterns Russia, Belaru&epublic of
Moldova and Ukraine
Thesecountries have loweper capitagross national income thatountries inthe Western
parts of WHO European Regioand are in middle income categori@heir drinking style is
characterized bgpisodicheavy drinking occasionsjth both longer duration and higher
volume of alcohotonsumed per occasiahanin other parts of theVHO Europeandgjion®-*2

9 Countries in theSouth East of the WHO Europeandgion ArmeniaAzerbaijan, Georgia,
Kaz&hstan, Kyrggstan, Tajikistarifurkey, Turkmenistamnd Uzbekistan
This part of the WHO European Region is characterized by lower than aperacgpitagross
national income, relatively {w level of alcohol consumptighin part due to the fact, that in
many countris the majority has Muslim faittf and by spirits baig the preferred beverage
type, the latter with the exceptions of Georgia (wine) and Turkey (béer)

Box2 gives an overview of the regions used in this report:

Box2: Regionsised in this report and included countries

Central Western EU Countries Austria, Belgium, Denark, France, Germany,
Luxembourg, Netherlands, and Switzerland
European Union (EU) Austria, Belgium, Bulgaria, Croatia, Cyprus, Czech

Republic, Denmark, Estonia, Finland, France, Germa
Greece, Hungary, Ireland, Italy, Latvia, Lithuania,
LuxembourgMalta, Netherlands, Poland, Portugal,
Romania, Slovakia, Slovenia, Spain, Sweden, and Un
Kingdom

EU Countries from Central & Eastern Euro| Bulgaria, Croatia, Czech Republic, Estonia, Hungary,

*N Turkey and Israel had been an exception with respect to almost daily drinking.
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Latvia, Lithuania, Poland, Romania, Slovakia, and
Slovenia

Mediterranean Countries Cyprus, France, Greece, Israel, Italy, Malta, Portugal,
Spain, Turkey

Russia and neighboring countries with the | Russia, Belarus, Republic of Moldova, and Ukraine
same drinking patterns

Countries in the Soutkast of the WHO Armenia, Azerbaijan, Georgia, Kazakhstan, Kyrgyzsta
Eurgean Region Tajikistan, Turkey, Turkmenistan, and Uzbekistan

Any regional trends are based on populatierightedthree year movingverages of the respective
countries (veighted by thepopulation 15years and olderor the year under consideratiofi.e., for the
year 2010, the average 20@®11 is presentedHnally, wecompared the trend in adujper capita
consumption & the WHO Europeanegion withother WHO regions by comparing the net differenc
consumptionbetween1990 and 2014.

Trends fortotal adultper capitaalcohol consumption for all countisén the WHO European
Region

In the followingwe give trends fortotal adultper capitaalcohol consumptioni.e., for the sum of
recorded,unrecorded and tourist consumption, fafl countriesin the WHO European Regianith
clusters of severaleighboringcountries being on the same grapfor comparison purposegachgraph
will contain the trend fothe WHO Eurpean Regioms well
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Figurel: Trends in adufper capitaalcoholconsumption fotreland and the UKL9902014

(in litres of pure alcohol per year

In 1990, theWestern European courigsof Ireland and the United Kingdo(&ngland, ScotlandVales
and Northern Irelandhadsimilarconsumptionasthe WHO Euro &jion as a whole (Figure™f), but
lower alcohol consumption thamostcontinentalEUcountries WhilethesecontinentalEU countries
andthe WHO European Regi@s a wholalecreasedilcohol consumptiomver the timeperiod of 25
years, both Ireland and the UK experienced increases in consumption lgeforeass in consumption
were observed Currently adult per capitaalcohol consumption ithe UKis still higher than the WHO
European Regioaverage

M As the main purpose of the Figures on trends of agaftcapitaexposure is the comparison between
neighboring countriesye use different scales in different Figures. For overall comparison within the WHO
European Region, the trend line for the region as a whole is added as well.
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Figure 2: Tends in adulper capitaalcoholconsumption foAustria, Belgium, Denmark, France,
Germany, Luxembourg, Netherlandad Switzerland19902014(in litres of pure alcohol per year)
Central Western European countriasound Germanyery much reflect thelownward trendin
consumptionin most high income countries of the WHO European region, slightly more pronounced
than the trend for the WHO European Region as a whbhe variation betweethe countriesin this
region has beemnelatively small
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Figue 3: Trends in adufter capitaalcoholconsumptiorfor Cyprus, Greece, Israel, Italy, Malta, Portugal,
and Spain19902014(in litres of pure alcohol per year)

Overall, alcohol consumption in the countries in the south of thHeMEuropeandgjion around e
Mediterranean Sea has been decreasing, especially in the largest countries of Spain and Italy (Figure 3).
However,adult per capitaalcohol consumptiorin the south of the WHO European Regisrconverging

andthe countries with thehistoricallowestconsumption have shown increasing trends (Israel, Malta),

but still are markedly belowther Mediterranean countries anithe average for the WHO European
Regionas a whole
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Figured: Trends in adulper capitaalcoholconsumption folCzech Republic, Rigary, Poland, Romania,
Slovakia, and Slovenig990-2014(in litres of pure alcohol per year)

In 2014, alkixcountriesin Figure4 consumael alcohol at a level which is higher than tthHO European
Regionaverage Alcohol consumption in this region calsabe characterized by the higheatriationin
consumption levelbetween countries andcross timecompare to the Central WestereUcountries.
However, there seems to be convergence over time with 3idrdcapitaconsumption being similar for
all counties.
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Figure5: Trends in adupper capitaalcoholconsumption foFinland, Iceland, Norway, and Sweden
1990-2014(in litres of pure alcohol per year)

TheNordic countriesn Figure Sistorically had beeat the lower end of the alcohol consumption
continuum of Europe. This changed in 2@00s, andin 2014consumption irFinlandwas higher than
the WHO European Region aage and theother Nordic countriebad increased their consumption
since 1990 as wel
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Figure6: Trends in adulper capitaalcoholconsumption foBelarus, Estonia, Latvia, Lithuania, Moldova,
and Ukraine19902014(in litres of pure alcohol per year)

TheEastern European countri@s Figure had markedly higher consumption leveliencompared to
the WHO European Regi@average in 2014owever, this was not always the case. Beveralof these
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countries, in the beginning of the 1996onsumption levedwere belowor atthe WHO European Region
average The trends in these countsgalsoshowedmarkedlymore variationthan trendsfor other
countries in theAVHO European Region
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Figure7: Trends in aduler capitaalcoholconsumption for the Russian Federatwith several
compactor regionsl990-2014(in litres of pure alcohol pgear)

Russia is the most populous countnythhe Eastern Europeand has a long history béavy drinking
associated witttonsiderable alcohedttributable harm, which persists into the presétt:*® here Figure
7 shows that in the last two and a half decades, consumggealshavecontinued to be higlfand in
2014 higher than the Central Eastern EU countriésgre iggjoodindication however,that over the last
7 years, consumptiodecreasedn RussiaThis decrease may have been due to recent changes in
alcohol polies®"*®

We have contrasted the trends in alcohol consumption with two more redimnglefinitions see
above)to illustrate how different the trends in Russia have been. In 1990, shortly aftesdieachev
eraanti-alcoholcampaign that had been initiated in 198&ohol consumption level in Russia was
relatively low, under the WHO Eapean Region average, slightly below the average of the
Mediterranean countries and markedly under the average of the Central EdStérountries. In the
following years, consumption levels increased markedly until 2007, when the Russia population
consuma more than 3 litreger capitapure alcohol more than Central Eastétblcountries, more than
5 litres more than the average of the WHO European region, and 8 litres more than Mediterranean
countries. In 2014, the three averages came closer together, Rufsia decreasing their consumption
level again, but there are still marked differences, as both the WHO European Region average and the
average of the Mediterranean countries decreased as well.
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Figure8: Trends in adulper capitaalcoholconsumptiorfor Albania, Bosnia & Herzegovina, Bulgaria,
Croatia, Montenegro, Serbia, and TFYR Maced@8202014(in litres of pure alcohol per year)

There isaconsiderablevariation in the alcohol consumption legelf the countries inCentral South
EasternEuropein Figure &ver the past decadedoth between and within countries, with no clear
overall trend and no convergendglany ofthesecountrieswere part of the formerYugoslaviaand

some of theobservedvariation mayalsoreflect the establishmentfonational recording systems.
BulgariaCroatia andserbiahaveaboveWHO European Regi@verage levelfor almost a decade
whereas Bosni& HerzegovinaMacedonia and\lbania are clearly below the WHO European Region
average levels of alcohol consumptid-or the latter countries, there is a marked proportion of people
with Muslim faith®
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Figure 9: Trends in adyder capitaconsumption foArmenia, Azerbaijan, Georgia, Kalstan,

Kyrgyzstan, Tajikistan, Turkmenistan, Turkey, and Uzbeki®86-2014(in litres of pure alcohol per
year)

Alcohol consumption in countries of the South Eastern part of the WHO European Region, which are
primarily geographically situated in Asishowed marked variatiorwithin and between countrieoften
within a short time span. The exception is Turkeyergtthe adultper capitaalcohol consumptiotnas

been stable aapproximately? litresper year The other countries show radear pattern except that all

of them are consideraplbelowthe WHO European Regi@verage Most of the countriesn this region
have a marked proportion of people with Muslim faithut operated under alcohol regulations
influenced by prioSoviet Uniorlaws in the iirst years of the period
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Regional trend# total adultper capitaalcohol consumption

FigurelOsummarizes the trenslof different subregionswithin the WHO European Regi@md for the
regionasawhole between 1990 and 2012° There are clear differences in trerebnsumption irthe
WHO European Region in the last 25 years has decreased byldBémtith almostall ofthe decrease
occurringsince 2007The economic recession may have playedla there, as during recession overall
less money is spent arcoholic beverages, despite a potential increaseriemployedpeople (°*° for
the relationship between unemployment and alcohol consumpffdi8uch an effect would be most
relevant for countries with laver economic wealth such as those in the Eastern part ot
European Region

The decrease ialcoholconsumptionin the WHO European Regibasalsobeen fueledprimarily by an
almost lineardecrease in the countries of tHeUover the time sparfapproximately-18%based on the
1990 leve)l. The countries in th€entral WesterreUregionaround Germanyhowed a very similar
pattern as the EU as a who{e22%). Within the BU, consumptionin the Mediterranean countries &
decreased the most34% br all Mediterranean countries). ©@decrease in alcohol consumptiam
Mediterranean countries actually started earlier than 1990, and is primtaelyesult ofa decrease in
wine consumption in the traditios wine drinking countries dfrance, Greecdtaly, Portugal and

62-64

Spain

" While the emphasis of this report is on the country level, and thus, the majority of Bigareerns all
countries in comparisons to neighboring countries, the next section gives also some regional trends There is some
overlap between regions, as the regions had been selected based on geography, economic wealth and drinking
tradition (see abog for details).
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Figure 10: Trends in adydér capitaalcohol consumption ithe WHO European Region and selected sub
regions 19902014 (in litres of pure alcohol per year)

However, not all regions of 6hEU showed a decrease in alcohol consumpfitie. Central Eastern part

of the EU had almost stable consumption over the observation period. Russia and surrounding countries
in 1990 had consumption levels which were below the EU and below Mediterraneatriesyand now

their consumption exceeds the consumption in these reglonfar: in 2014, Russia and surrounding
countries had 3.1 (28%) and 6.6 (85%) lipescapitahigher consumption than the average of the EU

or Mediterranean countries, respectiyel

While in most parts of th&/HO European Regi@ticohol consumption is higher than tigédobal average
(see below for auantification), this is not the case for its South Eastern part. Alcohol consumption
levels aremarkedly lower here, in part becauseconsiderable proportion of the population is of the
Muslim faith®® The sharp increase to 1991 the South Eastern parfollowed by a decrease in 1992 is
partly due to the diffeent composition of the regiom these years and the methodology of using three
year averagetsee footnote ™).

FN9The time series for countries like Turkmenistan and Uzbekistan start in 1991, as they became independent in

that year. Moreover, for many countries in this region the data source changed in 1990 (for data sources for each
country and yar se€®), resulting in some changes between 1990 (= average-1999, i.e, one year with a
different data source) and 1991 (average 199®2; all years from the same data source).
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Figure 11 Trends in recorded adyer capitaalcohol consumptiom the WHO European Region and
selected sulegions, 199€2014(in litres of pure alcohol per year)

Most of the changes in alcohol consumption levels were driven by changes in recorded consumption
(see Figure 11)rhetraditionally high consuming countries in the Central Western part of the EU
decreased their consumptidoy 2.7 litregper capita(about 20%)with EU decreasing by 16% and the
Mediterranean countries by 33%n 2014, tle Central Western part of the B\ longer had the highest
level ofrecordedadult per capitaalcohol consumption, as Central Eastern EU tri@giconsumed

slightly morerecordedalcoholper capita.
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Figure 12: Trends in unrecorded acét capitaalcohol consumptiom the WHO European Region and
selected sulegions, 199€2014(in litres of pure alcohol per year)

Unrecorded consumption ithe WHO European Region and in most of its composite pastestimated
periodically was stable or decreased (see Figure 12). The only exception seems to be the South Eastern
part of WHO European Regiamhere some countries increased theinrecordedconsumption, albeitat

a relatively low levelCountries in the Central Western region of the EU decreased their unrecorded
consumption even furthefThe largest absolute level and relative impact of unrecorded consumption
wasfound in Russia and surroungjnountries?
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Prediction ofadult per capitaconsumption of alcohol for 2020

Table 1 gives an overview of the predicted values of gukiltcapitaconsumption for 2020 and the
changes from 20141 countries are predicted to change their consumption for more than half a litre,
13 downwards andL8 upwards; the rest of the countries would remain stald8 ¢ountries).

Country PredictedARCF 2020 | Trend™* | Country Predicted AP€2020 | Trend*
Albania 8.06 1y Latvia 13.36 1
Armenia 5.46 -> Lithuania 19.69 13)
Austria 9.03 Q@ Luxembourg 10.48 Q@
Azerbaijan 241 0] Malta 7.17 >
Belarus 17.66 -> Montenegro 13.06 13)
Belgium 14.37 13 Netherlands 9.52 ->
Bosnia

Herzegovina 4.36 @ Norway 8.42 K
Bulgaria 12.65 0] Poland 13.51 ->
Croatia 12.22 -> Portugal 11.86 ->

Republic of
Cyprus 14.15 ~ Moldova 17.83 b
Czech Republic 13.98 -> Romania 12.45 Q@
Russian

Denmark 10.89 ~ Federation 15.34 K
Estonia 16.37 1y Serbia 12.33 ->
Finland 11.24 -> Slovakia 11.01 0]
France 10.71 Q@ Slovenia 9.99 Q@
Georgia 9.84 sy Spain 9.62 ->
Germany 10.34 Q@ Sweden 10.20 13y
Greece 9.89 sy Switzerland 8.79 Q@
Hungary 11.59 Q@ Tajikistan 1.92 ->
Iceland 7.66 N TFYR Macedoni 3.16 ->
Ireland 9.90 -> Turkey 2.18 ->
Israel 3.52 -> Turkmenistan 6.27 N
Italy 6.04 Q@ Ukraine 14.20 N
Kazakhstan 9.82 N United Kingdom 13.68 N
Kyrgzystan 6.58 N Uzbekistan 5.45 ->

* APC: adulper capitaalcohol consumption (i.e., sum of recorded, unrecorded and tourist
consumption) *Arrowspoint upwards or downwards denote respective changes of more than 0.5
litres from the 2014 value.

Table 1: Predicted adyber capitaconsumption of alcohol (iitres of pure alcohol) and changes from

2014
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For theWHO Europeandgion as a wholehisresulted instability, with the different increases and
decreases balancing each other out (TableA8)Tables 1 and 2 show, the increases are mainly due to
Russk and other countries in the Eastern part of the WHO European region (from North to South). The
decreases are expected by a continuation of the trend for the Central Western and Mediterranean
countries of the EU.

Region 2020 2014 Trend*
WHO EurpeanRegion 10.73 10.67 ->
EU 10.96 11.28 ->
Russia and surrounding countri 15.34 14.39 13y
Central Eastern EU 13.07 13.37 ->
South East WHO Euro 4.15 3.87 ->
Mediterranean 7.10 7.77 Q@
Central Western EU 10.36 11.24 Q@

Arrows point upwards or downwaratenote respective changes of more than 0.5 litres from the 2014
value.

Table2: Predicted adulper capitaconsumption of alcohol (in litres of pure alcotiof)2020and
changes from 201#br the WHO European Region and selectedrsgiions

Trends imalcohol consumptiomper drinker

Figures 13 and 14 give an overview of averageholconsumption peadultdrinker separate by sex.

For men, most of the regions are clustering around the WHO European average (see Figure 13),
including even the countriesdm the South Eastn partof the region indicating again, that oncsub-
populations gart using alcohol, they often tend to drink at similar levelsnost independent of

culture®®®® (see also footnoté™?). However, Russia and surrounding countries are mdiskaigher in

this regard, which helps explain, why this region &ggeriencedoroportionally more alcohel

attributable burden®®® The lowesper-drinkerconsumption was in the Central Western part of the EU,
where the abstinence rates has traditionally been very low.

PN A corollary of this statement is that drinking level in different countries of markedly determined by the

proportion of abstainers in the respéve country. For 2010, based on data of the Global Status Report on Alcohol
and HealtH, the Pearson correlation between the proportion of current abstainers (defined andrzh
abstainers) and adufter capitaconsumption was0.82 (n= 190 countries; 95% confidence intervai86,-0.77;
t=19.6; p<0.001); and for WHO EuropeRegion was0.61 (n=51 countries; 95% confidence interval76,-0.40;
t=5.4; p<0.001).
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Figure 13: Trends axdult per drinkerper capitaalcohol consumption for men the WHCEuropean
Region and selected suegions, 1992014 (in litres of pure alcohol per year)
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For women, we have largely similapicture as for merat a lower level, but women from the South
East WHO Euro region consume markedly less compared to theretlfiens and to the WHO European
Region as a whole (Figure 14).
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Figure 4: Trends iradult per drinkermper capitaalcohol consumption favomenin the WHO European
Region and selected suegions, 1992014 (in litres of pure alcohol per year)
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Conclusin: alcohol consumption trends over the past 25 years in the WHO European Region

Adults inthe WHO European Region decreased their alcohol consumption over the past 25 years. This
decrease was fueled by trends in countries with the highest economic wiedttle EU, and there in
particular by the wineadrinking countries in the Mediterranean region. However, if the countries in the
Eastern parts of the WHO European Rediother increasetheir consumption, the NCD goals for a
reduction of the harmful use aflcohol (10%) could be threatened for region (see also Tables 1 and 2;
for more general considerations on reaching the NCD goal to reduce the harmful use of alcohol in the
region seé®). At this pointit should be mentioned that the NCD goal for alcohol was not too ambitious
for the WHO European region.

Despite the overall positive trend in reducing the level of alcohol consumption in the WHO European
Region, the enormous variation between countriegebetween neighboring countries, should be
pointed out Another crucial point are theurrent and projected increases in adpkr capitaalcohol
consumption in several countries, especially in the Eastern part of the region. More efforts should be
undertaken to counter such developmenty the respective countries and by the WHO European
Region as wholeSecond, even after the overall decrease in alcohol consumption, the region is still the
highest consuming in the world. From a broader public healthpeative, the average consumption per
adultin the WHO European Regianhighwith comparatively more risk associated as with other
voluntary activities opther forms of substance usé’* Thisarguesfor a special effort to reduce

alcohol consumption well beyond 10% in the European region.

More general conclusions will be given after describing the health burden attributable to alcohol
consumption.

38



Comparisons between WHO Europdegion and othewWHOregions

Figures 15 to 16 show the main componentpef capitaconsumption 1990 and the percentage
changes in the 25 yeaby WHO region (fothe composition of WHO regioris/ countriessee Web
Appendix7).
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Figure 15: Adulper capitaalcohol consumption in WHO regions 1990 and Z@1H4tres of pure alcohol
per year)

The following general statementaicbe made:

9 Adult per capitaalcohol consumption in WHO regions increased by about 10% bedast 25
years,andthe rank order of regions remained stableith the WHO European Region
consuming the most alcohol, followed by the Americas, the Western Pacific region, Africa,
Southeast Asia and the Eastern Mediterranean Region.

9 Over this time pend, the two regions witlthe highest consumption, the WHO European Region

and the Americaglecreased their consumption by 11% &%, respectively.

1 Most of the increase in consumption was in the Asian regimeded by marked increases in
consumption inChina (Western Pacific Regisee’?) and India (South East Asian Regfon
more details seé®). Africa also increased itdcohol consumptiomnarkedly (for more details on
the WHO African region séd.
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Figure 16Proportional banges(in %)in adultper capitaalcohol consumption in WHO regions between
1990 and 2014

The overall trends are not only heterogeneous between Wetfions, but also within regions between
countries. Figure 17 gives averview d this variability.
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Figure 17: Country level data on change of agettcapitaalcohol consumption between 1990 and 2014
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Alcohotattributable mortality burdenin the WHO European Region, 192014

On the selection of mortality as main outcome

Mortality is clearly the most severe health consequence of alcohol consumption. It has other advantages
as well: it more comparable and has less measurement bias thafatarhealthmeasures® However,

there are also limitationgorogress in medicine and other factarsy lead to a prolongation of lifeand

thus, some effects of alcohol on health may be disguisedsing only mortality as an outcome

Supmrting this hypothesis,here is someéndication thattrends diverged for alcohadttributable

mortality and other health indicators caused by alcohol including but not limited to

hospitalizationg™ "’

Main categories of alcohdttributable causes of death

Alcohol consumption has causal impact in over 200 ICD 10 three digit cate§8tidswever, the
overwhelmingmajority of alcohofattributable mortality burden, especially in Eurof&®is in the

chronic categories of liver cirrhosis, cancer and icaabcular deaths, and in the acute categories of
unintentional and intentional injury. According to the most recent Global Status Report on Alcohol and
Health? globally 88% of all alcohattributable mortality burden in 2012 was due to these five broad
cause of death categories reported heBf% inwomen;87% in men), wittcardiovascular deaths being
the largest contributor, followed by unintentional injuries and liver cirrhosis’$able 7) The resof
alcohotattributable mortalitywas due to infectious disease (TB, HiM] pneumoniy neuropsychiatric
conditions (epilepsy, alcohol use disorders) and neonatal conditions (FAS).

The five categies are not only most relevant for alcohkaitributable death; they also made up 76% of
all-cause mortality in the WHO European Region (same proportion in both sexes), most in cardiovascular
diseases, followed by cancer, injury, and liver cirrhosis (@ieulations based on th&lobal Burden of
Diseases 2013 iteratié).

Details on the cause of death categories and their links to alcohol consumption are listed below:

9 Liver cirrhosisliver cirrhosis, although not identified as part of the NCDs within the WHD NC
Global Action Plaltis one of the mee important singlecausesf death globally and in
Europe®*®® Alcohol consumption has been identified as a causal factor for liver disease in
general, and liver cirrhasiin particular, for centurie¥ Thee is a cleadoseresponse
relationship, which starts with slow and then increasing accelerdfi@verall, the relative risks
of heavy drinking are substanti&I*®and consequently, the alcohattributable liver cirrhosis
mortality constitutes a major part of mortality as a whife°especially in Europ&

1 Canceralcohol consumption has been identified as carcinogenic by the Intena#gency for
Research on Canc& The following cancers have been identified to be partially attributable
to alcohol:nasopharyngeal cancer, esophageal cancer, laryngeal cancer, pancreatic cancer, liver
cancer, colonvectal cancer, female breast cancébDose response relationships are close to
linear on the relative risk scaf&®’ with no apparem lower threshold; even light drinking has
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beenshown to increase cancer riék®® Thus, alcohol consumption has been consistently shown
to be a major risk factor for cancer, and given the high level of consumption in Europe, this is in
particular true for the WHO European Regidi™

9 Cardiovascular diseaseardiovacular diseasesave a complex relationship with alcohol
consumption:®*°?0On the one hand, light to moderate regular drinking has been shown to be
linked to decreases in morbidity andomality in ischemic disorder$®'**with heavy drinking,
both episodic and chronideinglinked to detrimental effects®*°’ For most other
cardiovascular causes of death, the impact is detrimental witha deseresponse
relationship bypertension:’® hemorrhagic stroké®: atrial fibrillation%). As a result, the
overall impact of alcohol on cardiovascular causes of death has been negative in most
countries®>'®while the netimpactattributed to death ofischemic diseases has been beneficial
for many countries with the exception of countries with pronounegasodicor chronic heavy

drinking patterns°**

Box 3: On the limitations of estimating population health effects on cardiovasculsgsatideath from
epidemiological studies

As indicated in the methods section below, the alceftibutable fractions which underlie the
estimates of standardized rates presented here for various cause of death categories, have been de
from metaanalyses of large cohort studies, which is technical term for studies, where people are
followed about some time, with exposure like alcohol consumption usually measured in the beginnin
the study and outcomes years later, then estimated the association between exposure and different
outcomes.

However, there are some indications that the beneficial effects of alcohol consumption on ischemi
heartdiseaseand ischemic strokas derived from usual epidemiological studies are overestimated
There area number ofselectionbiaseswhich had been fond in the underlying studieS;**results from
Mendelian randomization studieanother type of study with stricter control, seem to contradict the
results {3, but also se¥); and finallyaggregate level studgealso found conflicting result$

A%

While thecurrent evidence suggests theneay be an overestimatioof beneficial effects of alcohol on
cardiovascular disease outcomeiere arestill good biological reasons for the beneficial effect based
on experimental evidence for surrogate markers of ischemic dis¢&Se$Moreover, it is hard to
guantify the overestimation, anthus we will have to continue to use the best avaiabstimates from
meta-analyse®n individuallevel studieseven if they overestimate the beneficial effect.

1 Injury: alcohol has causal impact on almost all categories of injpwyh intentional and
unintentionalinjury.”®****°For some kind of injury such as traffic injury and violence, there is
both the impact on the drinke* and theimpact on others:**#All leves of alcohol
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consumption havesomeimpact on injury, as alcohol impadhe central nervous system already
at low to moderate dose¥****however,the dose respose relationship is accelerating Wit
higher levels of consumptiofi>*%°

We will report burden for theseause of deatltategoriesseparately foreach country from 1990 to

2014, for injuries also separately major sub-category, i.e.unintentional and intentional injury. Our

main calculations will be restricted to drinkers harming themselves, but we will give some indication on
alcohol consumptio® harm to others.

Methodology to estimate alcohedttributable burden

We will use standard methodology as used in the WHO Global Status Report on Alcohol andastalth
iteration 2014 and the Global Burden of Disease, Injury and Risk Factor studies (last iteratioh 2013:
to estimate alcohol attributable burden. While the methodology has baéescribed in detail
elsewhere®***’the main steps will be listed below as an overview:

1 Average level of laohol exposuravasestimated yearly aa continuous variable, separately by
sex and ge**based on a triangulation of adyer capitaconsumption of alcohol data and
survey data (for data smces see abovdor detailedmethodology**"*%j. Survey data are
necessary to distributper capitaconsumptioninformation, mostly derived from taxation,
production, export and import figurefmto drinkingby different groupss defined by sex and
age Heavy drinking occasions, used for the calculation of ischemic and injury causes of death,
were taken from survey&ee Appendix Bfor a listing of all source®r heavy drinking
occasiony

1 For all countriegxcept Russia and surrounding countugth similar patterns of drinking
(Belarus, Moldova, Ukraing)sk relations were taken from matnalyses (for liver cirrhos?&
for all alcoholattributable cancesites **% for the variouscategoriesof cardiovascular disses:

hypertensive diseas®? ischemic her disease and ischemic strok®: 5% @54%. other stroke

types?® atrial fibrillation:**® for injury**). For Russia and surrounding countriéth similar
patterns of drinkingve used countrnspecific estimates forisk relationdrom Russidrom a
large prospective studg>'*® seé’ for further reasoning).

1 For injury, we userelative risks fom the metaanalysis of Corrao and colleagtfésmodified to
incorporate the effects of binge drinking/hile we did not explicitly include risk to othér&?in
general, we did include some of the effect of alcohol use on traffic injury. Thus, we used the
WHO GlobhkStatus Report on Road Saféfyo determine the sex of driver, and the number of
passengers per car to add to the alcohttributable injury (for general considerations on harm
to others seé"'?.

MN2e Kdza s GKSNBT2NB 6S RAR YySAGKSNI AyOfdzRS (KS STF¥S00Ga 27
Fetal Alcohol Syndrome or Fetal Alcohol Spectruso@ers'>®**'or the sequelae of low kth weight,*%) or the
effect of alcohol on aggression towards othéts
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f  Exposure and risk relations were combined using stanftardulas for attributable risk't": for
foundation seé**'*) to derive alcohohttributable fractions by sex and agae usial age
groups for comparative risk assessments characterizing alcohol expo5t84; 35¢64; and
65+).

f The alcohehttributable fractions were then applied to the cause of death statistics (Sotifye:
divided by the respective population to derive rates 00,000 To achieve comparability, we
agestandardized the rategsing the standard population of the Internationgdency for
Research on Cancé&?
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Alcohotattributable mortality burden in 2014 in the WHO European redamestandardized rates per 1,000,0p0pulation)

(ggﬂpérgy Liver .leer_ Cancer Cardio . Injury | Unintent. | Unintent. | Intent. Intent.
. .| cirrhosis | Cancer vascular| CVD AA| Injury . : : :
overall AA cirrhosis AA AA disease AA Injury Injury AA| Injury Injury AA
mortality rate)
Belarus 207.8 120.4 | 1300.8 | 108.5 | 4183.6 | 1214.4 | 1060.1 637.9 641.4 353.7 418.6 284.2
Ukraine 252.4 130.7 | 11185 85.3 | 3909.8 926.2 722.6 379.2 436.9 203.2 285.7 176.0
Russian 2037 | 108.1 | 11775 | 78.7 | 3571.0 | 6749 | 9215 | 478.8 | 5239 | 2358 | 3976 | 2429
Federation
Moldova 484.9 273.3 946.4 86.0 | 3299.3 810.3 523.1 265.8 343.1 150.8 180.1 115.0
Kazakhstan 343.0 2329 | 1268.7 92.3 | 4258.7 200.3 971.8 323.5 523.9 159.7 447.9 163.7
Lithuania 197.1 157.8 | 1156.2 945 | 24115 79.5 729.9 351.7 425.8 200.9 304.0 150.8
Kyrgyzstan 475.4 285.3 827.1 41.2 | 3957.7 241.9 583.7 115.0 397.1 74.2 186.7 40.8
Romania 254.0 190.6 | 1093.3 86.5 | 2568.8 97.9 384.2 156.3 273.2 106.0 111.0 50.3
Estonia 126.1 98.0 1168.6 80.4 | 21151 65.6 477.4 203.5 290.5 119.4 186.9 84.1
Hungary 240.3 183.1 | 1578.8 | 131.6 | 2146.7 30.8 401.0 147.8 220.5 76.1 180.6 71.8
Turkmenistan| 325.1 174.2 946.6 70.4 | 4373.3 141.7 564.6 121.7 411.4 81.7 153.2 39.9
Georgia 203.9 129.3 945.8 52.1 | 3681.7 137.8 438.8 148.1 350.4 113.2 88.4 34.9
Poland 138.4 106.2 | 1300.7 82.6 | 1827.3 68.2 439.7 177.5 271.3 105.4 168.4 72.1
Slovakia 185.2 140.0 | 1308.4 | 116.3 | 2304.4 43.1 358.9 139.2 229.7 85.6 129.2 53.7
Uzbekistan 353.6 193.4 617.0 37.1 | 3881.8 128.2 534.1 102.8 401.3 71.2 132.7 31.6
Bulgaria 134.7 102.4 | 1124.0 77.7 | 3018.7 164.5 335.0 109.0 223.6 70.2 111.4 38.8
Latvia 112.6 81.8 1145.7 71.4 | 2601.2 -12.6 566.3 199.7 355.7 121.0 210.7 78.6
Slovenia 155.7 113.5 | 1165.6 77.6 | 1200.1 23.8 410.7 145.1 243.1 79.8 167.7 65.3
Croatia 152.4 112.9 1331.1 94.2 | 1795.7 334 377.3 105.4 240.0 64.2 137.3 41.2
Montenegro 42.8 31.3 1121.1 57.8 | 2917.5 144.2 395.8 100.6 206.3 49.4 189.4 51.1
Armenia 205.9 104.4 12445 46.3 | 2545.8 57.5 385.9 112.0 277.2 76.3 108.6 35.7
France 91.5 64.1 1177.6 80.9 739.0 17.2 366.8 132.8 224.3 74.8 142.6 58.0
czech 1211 | 936 | 12687 | 90.1 | 17855 | -47 | 3431 | 1240 | 2211 75.8 | 1220 | 482
Republic
Belgium 85.3 60.7 1133.2 69.0 953.0 8.6 376.7 137.7 219.1 74.9 157.6 62.8
Denmark 114.2 76.2 1093.9 58.9 | 1017.1 2.1 257.4 86.8 150.9 50.8 105.7 37.3
Portugal 117.1 81.2 1078.7 74.6 988.3 49.5 301.4 79.6 192.2 47.9 109.2 317
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Austria 119.3 76.0 | 10758 | 533 | 1139.2 | 12.8 | 2848 | 1104 | 1643 622 | 1205 48.2
Germany 108.1 736 | 11062 | 67.0 | 11547 | 136 | 2318 | 103.0 | 1346 57.1 97.2 45.9
Finland 121.4 841 | 897.8 | 442 | 12004 5.8 | 3660 | 117.7 | 196.2 60.6 | 169.8 57.1
Ireland 50.2 332 | 10755 | 56.3 | 11038 | 357 | 2322 | 973 | 1331 51.8 99.1 45 4
Azerbaijan | 2600 | 1065 | 7664 | 281 | 31292 | 630 | 3196 | 592 | 2487 438 70.9 155
Greece 46.1 287 | 1068.4 | 425 | 14834 | 395 | 2506 | 964 | 2098 79.4 40.8 17.0
Spain 85.5 555 | 10165 | 59.4 | 8259 | 252 | 2049 | 751 | 1433 50.4 61.6 247
Serbia 59.3 436 | 11415 | 738 | 20814 | 676 | 3222 | 508 | 1793 26.1 | 142.9 24.6
m;‘im 80.7 57.3 | 11104 | 638 | 971.1 | 101 | 1769 | 742 | 1129 44.9 63.9 29.3
Tajikistan 251.8 | 1015 | 6765 | 224 | 3565.8 | 1053 | 4253 | 242 | 3335 17.8 91.8 6.4
Sweden 49.6 313 | 9433 | 409 |1129.7 | 148 | 2518 | 89.8 | 1311 442 | 1207 456
EZ?;;vaina 71.3 433 | 11344 | 448 |2001.3 | 59.8 | 2270 | 524 121.2 25.1 105.7 27.2
Netherlands | 47.8 209 | 1301.3 | 62.4 | 8945 57 | 217.8 | 725 | 1276 39.5 90.2 33.0
Italy 80.1 449 | 10576 | 47.2 | 8800 | 148 | 2117 | 680 | 1549 485 56.8 195
Malta 41.9 251 | 8766 | 39.4 | 10379 | 360 | 1566 | 57.4 | 107.4 37.3 49.2 20.0
Albania 8.8 45 | 1000.1 | 32.1 | 25883 | 441 | 4464 | 663 | 313.1 452 | 1333 211
Switzerland | 505 31.8 | 9490 | 50.1 | 8166 | -190 | 2563 | 702 | 1353 356 | 121.0 34.6
Cyprus 33.9 221 | 6648 | 285 | 9447 | 196 | 1889 | 661 | 157.8 54.2 311 11.9
Norway 36.4 203 | 10336 | 347 | 9149 | -32.8 | 2662 | 735 | 159.7 424 | 1065 31.2
Macedonia 58.8 250 | 11153 | 32.7 | 27766 | 218 | 2573 | 391 | 1648 24.1 926 14.9
Iceland 13.0 6.6 | 9244 | 243 | 8882 | -226 | 2092 | 746 | 1102 37.3 99.1 37.3
Israel 48.6 17.7 | 912.9 | 236 | 7471 17 | 2388 | 415 | 1550 231 83.8 18.4
Turkey 54.7 147 | 11610 | 150 | 17075 | 360 | 3028 | 218 | 2302 16.2 725 5.6

AA: alcohchttributable; CVD: cardiovascular diseagegen highlighted countries have the lowegfestandardizedalcohotattributable mortality rates(5
lowest rates) red highlighted countries have the highest standardialedhotattributable mortality rates for the respective categori€s0 highest rates)

Table3: Standardized mortality of alcohattributable disease and injury categories in 2014 (ovagdistandardized rate and rate of alcohkattributable
causes of dath per1,000,000



Table3 gives an overview of standardized mortality rates of major alcaltobutable disease

categories for the year 2014. While the countries with the highest overall aladtriilutable mortality
rates from the Eastern part of the WHO European Region teitetthe highest in mangf the sixsub
categoriesf cause of death reported here (i.e., liver cirrhosis, cancer, cardiovascular disease, injury,
unintentional injury, intentional injury)the results are differentiated bgountry and regiorspecific
spedficities:

1 Like any other alcohattributable mortality, dcoholattributable liver cirrhosisnortality rates
aremainly impacted by two factorshe overallmortality rate of liver cirrhosis ithe
country regionunder consideratiorand the level of congnption. For theEuropearcountries
with high alcohokttributable liver cirrhosis rates, these two causal factors determine three
clusters of countrie§™* first, the Central Asian countries of Kazakhstan, Kyrgyzstan,
Turkmenistan and Uzbekistan haveglmoverall liver cirrhosigrevalence and mortalityin large
parts driven ly Hepatitis B and C infectioffSThe role of alcohol use may be overestimated by
the standard formula$or these countriegsee above)On the other hand, alcohol plays a crucial
role in liver cirrhosis mortality, independty of the original cause for incidencé this disease
category as even relatively small amounts of alcohol may lead to mortality in people with the
diseasepresentirrespective ofts etiological pathway® for the difference in risk curves
between morbidity and mortality*49.FN
Second, countries such as Hungary, Moldova, Romania and Slosa&iaigher liver cirrhosis
rates than expected by volume of alcohol consumption alone. There is some speculation that
specific kinds offruit spirits where pits (stoneywere not separatedn the production process
may play a role her&?Finally, countries like Lithuania or the Ukraine would be typical for
countries with a high liver cirrhosis rate more or less in line with their high level of overall
consumption .t should be noted that overaligsue exposure seems to be the causal
determinant!*****and that morevariabledrinking of the same amount of alcohol does not infer
additional risks for liver cirrhosis mortaljtgs abstinence days afavourablefor liver
regeneration $o called liver holiday$>4j.

9 Of all causes, alcohaltributable cancer shows by far the leastiadion between countries and
by time.Part of the phenomenomay bedue to the longand varyindagtime between
exposure and onset of disea¥8 Another reason is that alcohi@not causally or only weakly
related to themost numerous cancerés a resultthe level ofalcoholconsumption ighe main
determinant for alcohghttributable cancer mortality, which accounts for less than 10% of all
the cancer mortality in any region of the world. However, the variation in geibetween 1%
(Turkey) and 9% (Moldova) in 20fb4 alcohotattributable fractions for cancer mortality in the

FN3\We mention only countries with the 10 highest agfandardized rates for alcohaltributable liver cirrhosis

and the other disease and injury causes of death mortality.
AN 1t should also be noted, that alcohol use is associated with increased riskcaflsd noralcoholic liver
diseases™
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WHO European Regidstill very importanf™®

in the region.

1 As described above@hotattributable cardiovascular disease mortality iseterogeneous
category based on the different effediiseneficial and detrimentalpf different dimensionsof
alcohol usdaverage volume of consumption; patterns of drinking)differentcauses of
cardiovascular deatff* Some countries have slight protectigéfects on balance, and for many
countries the protective effect of light to moderate drinking on ischemic disease deaths, and the
detrimental effect of chronic andpisodicheavy drinking occasions on all cardiovascular causes
of death balancemore or Essout (Table3). Several elements are important here:

0 The distribution between ischemic and other causes of deathirflyiscremic heart
disease vscerebrovascular diseasstfoke),**® and within strokebetweenischemic
stroke vs. hemorrhagic strok®);

0 The distribution of drinking levels in the respective populationsvall as ptterns of
drinking™'®in particular the prevalencef episodicand chronic heavy drinking
occasions;

o Misclassification of cause of deatfi’( for the specific misclassification of alcohol
poisoning as cardiovascular causes of death see below);

o0 Competing causes of mortality.

given the overall impact of cancer on mortality

Unfortunately, the exposie data necessary on pattern of drinking are not of the same quality as
the adult alcohoper capitadata;*** and thus, the current estimates include considerable
measurement error. Moreover, while current epidemiology has started to use country specific
relative risk estimated**?currently and for this report only twoess of relative risk estimates

are available: the global orléand the Russiapecific oné'° The global estimates from meta
analyses are based mainly on cohorts from a limited number of high income countries with
rather favorable and stable drinking patterns, resultingphver estimates ofisk relations
compared to Russian estimateOne may speculate that countries like the Baltic countries may
have risks in between the global and Russian estimates, given the high ameyigsadicheavy
drinking® which play such an important role for CVD causes of dgatte above andf?).

However, as we do not have good epidemiolobstadies oralcohol and CVBeathfrom most
countries, we have to use the global estimates, which will result in underestimating the real
burden for many countries with mometrimentaldrinking patternsi.e. patterns including a

high proportion of heavy drinking oasions

Injury mortality is one of the major categoriesaltoholattributable mortality,” andalcohol is
one of the major risk factors for injury morbidity and mortafitlcohol has a relatively high
impact on injurymortality burden, fromaround5-8%(Tajikistan Turkey}o over 6(®%(Belarus,
Moldova, Russia, and the Ukrairfej intentional injury and to over 4%for unintentional
injury Belarus, Lithuania, Russand the Ukrainesee Table). Most European countriesave

PN \We based these comparisons of alcehtttibutable fractions rather than on the rate itself, as we focus on the

role of alcohol in explning mortality rather than on the level of standardized rates.
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alcoholattributable fractionsaround 30% to 40%or intentionalinjury, and about 5% lower
attributable fractionsfor unintentional injuryIn standardized mortality, the differences

between different countries in the WHO European Region are huge, moreotrear2Gfold.

Given, that all alcohedttributable injury mortality is in principle entirely avoidable from one day
to another!*****and can be substantially reduced in short time, these differences between

countries in one region are hard to toleratgee also conclusions belaw)
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Alcohotattributable liver cirrhosis mortality burden
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Figure 18: Trends mge-standardized alcohedttributable adult liver cirrhosis mortalitjor Ireland and
United Kingdom1990-2014(rates perl,000,000

Figure 18 shows that Western European cow#iin 2014, long withmostcontinentalBJ countries

(except forcountries inthe CentralEastern part (see belofigure 2] and the Baltic countrigshave a

lower livercirrhosis rate than the WHO European Reg@msistent with the trends in consumptio

(see Figure 1 aboyestandardized alcohedttributable liver cirrhosisates increased in the first decade

of the observation period, and decreased in the later years. The rise of liver cirrhosis mortality in the UK
from historicallycomparatively lowdvels to now being the third most important cause of death for

people under 65 years of age has ledltscussion and poligction, especially since other chronic

disease rates have beem ¢he decrease in this count(y”°, see foohote ™).

FNI® As will be discussed below in more detail, trends in liver cirrhosis mortality rates, especially if they go contrary

to other mortality trends, have been identified as important tools for monitoring and surveillance of substance use
and as an important aicator for inefficient substance use policies also in other countries of the world, such as the
US}56,157
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Figure 19: Trends age-standardized alcohedttributable adult liver cirrhosis mortality fohustria,
Belgium, Denmark, France, Germany, Netherlaadd Switzerland19962014(rates perl,000,000

Since early in the 2'century, all countries in Central Western Europe have lower liver cirrhosis rates
than the WHO region as who(Eigure 19)Austria, Denmark, France and Germany which all had higher
rates in earlier years of the observation period, have all reduced &tedhotattributable liver cirrhosis
mortality, consistent with their consumption leaffor consumption levels sdeigure2 abovs.
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Figure 20: Trends mge-standardized alcohedttributable adult liver cirrhosis mortalitfor Cyprus,
Greece, Israeltaly, Malta, Portugal, and Spaid9902014(rates perl,000,000

After 2005, all Mediterranean countries had lower liver cirrhosis mortality ratas the WHO European
Region average. In 1990, Italy, Portugal and Spain had higher rates, but with timacos decline of
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adult per capitaconsumption in theséraditionallywine drinking countries, the liver cirrhosis rates also
declined, starting more than a decade before 1980
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Figure 21: Trends sge-standardized alcohedttributable adult liver cirrhosis mortalitjor Czech

Republic, Hungary, Poland, Romania, Slovakia, and Slpt88i@2014(rates perl,000,000

All countries from the Central Eastern EU region have higher liver cirrhosis mortality rates than the WHO
European region average, albeit to different degs.Highest are the countries where spirits made of

fruits with pits have some market share (Hungary, Romania, Slovakia and Slovenia; see above on the pit
fruit hypotheses; alsd“'*). However, there are some indications that the highest rates have been
comingdown in the past 5 years (see Figure 21).
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Figure 22: Trends sge-standardized alcohedttributable adult liver cirrhosis mortalitfor Finland,
Iceland, Norway, and Swedel932014(rates perl,000,000

As with level of consumption (see Figuredgphotattributable liver cirrhosis mortality in Finlarths
beenclose to the average rate of WHO European regiarecent yearsThe other Nordic countries are
still markedly below this rate, despite slight increaéeee Figur@?2). Iceland is amonthe countries
with the lowest liver cirrhosis mortality rates not only in Eurdpg globally
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Figure 3: Trends irage-standardized alcohedttributable adult liver cirrhosis mortalitfor Belarus,
Estonia, Latvia, Lithuania, Moldova, and Ukraib@902014 (rates perl,000,000

Although all Eastern European countries displayed in Figure 22 except Moldova started with-alcohol
attributable liver cirrhosis rateselow the average of the WHO European region, since the turn of the
century, their rates areansiderably higher. For the past few years, liver cirrhosis rates have been going
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down in most of these countries, and in consequence, alcohol attributable rates have been going down
as well.There is no clear reason for this phenomemothe countries irFigure 23put the rates seem to

go down when economic recession started, and for the countries in Figure 23 were hit very hardly by
recession. Economic recession is linkedonsumption in a complex waybut overallevidence

supports a causal effect that due to tighter budgenstraints, less money is spent on alcoholic
beverages. Such an effect would be most relevant for countries with lower economic wealth such as
those in the Eastern part of the EU (at least within Eurddeyvever, while consumption levels in these
countries in the Central and Eastern part of WHO European region, went up again after the recession
(Figure 6), liver cirrhosis rates continued to decline.
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Figure 24: Trends mge-standardized alcohedttributable adult liver cirrhosis mortality for Russia, 1990
2014 (rates pef, 000,000

Russia seems to follow the trend of other Eastéuropean countries with increases in liver cirrhosis
ratesover the past 2¥ears surpassing the WHO European Region average around the year 2000, and
decreasing again for the past few years, albeit to back to the level of the rémiorpare Figure 24 in
comparison to Figure 23).
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Figure 25: Trends sge-standardized alcohedttributableadult liver cirrhosis mortalibAlbania, Bosnia

& Herzegovina, Bulgaria, Croatia, Montenegro, Serbia, and TFYR Macd@®@#a014 (rates per
1,000,000

As with consumption (see Figure 8), countries in Central South Eastern Europe are botargklow
above the WHO European Region average for aleattobutable liver cirrhosis mortality (Figure 25).
Croatia has the highest rate, and has a relatively high production of spirits from fruits with stones (see
above).
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Figure B: Trends irage-standardzed alcohehttributable adult liver cirrhosis mortalitfor Armenia,
Azerbaijan, Georgia, Kazakhstan, Kyrgyzstan, Tajikistan, Turkmenistan, Turkey, and Uzi&Ki6tan
2014 (rates pef,000,000

In 2014, all of the countries in the South Eastern pathefWHO European Region with the exception
of Turkey had higher alcohattributable liver cirrhosis mortality rates (Figure 26), even though their
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consumption was lower than the regional average (Figure 9). As already mentioned, this phenomenon
can be paly explained by liver cirrhosis incidence due to risk factmsompanying thalcohol,with

the alcoholalsoplaying a rolén the mortality. Also, it should be also noted that the used methodology
for comparative risk assessment contributed to thisliimg by not adequately controlling for other risk
factors.

Alcohotattributable cancermortality burden

Figures 27 to 35 show tlegestandardized alcohedttributable cancer mortality rates for the various
clusters of countries. As indicated above, theerallvariability of cancer mortality rates both within and
between countries is much lower than for other cause of death categahes, the variation in alcohol
attributable cancer morality is mainly based on differences in the level of overallchlerposure (as
expressed in aduer capitaconsumption of alcohol; see abové)s a resultdespite the overall limited
variation,the followingregional tendenciesan be distinguishednost MediterraneanNordic Central
Western Elhnd South East WHO European Regimmtrieswere below the WHO European region
averagewhereas most of the Central Eastern EU and Eastern European countries includingvBigssia
above the EU average.
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Figure 27: Trends mge-standardized alcohedttributableadult cancer mortalityor Ireland and United
Kingdom 19962014 (rates pet,000,000

56



120 -

80

60

40

20

—— Austria

100 - .
\_\’\—\/ ——Belgium
1 ——Denmark

—_— . — —___—~ ——France
> ——Germany

——Netherlands

| —— Switzerland

T T T T T T T T T T T 1 WHO Euro

O N < © 0 O N ¥ O 0 O N <

D OO OO O OO O O O O O d «+d «d

OO O OO0 OO O O O O O O O O o

— — — — N AN AN AN AN N

Figure 28: Trends sge-standardized alcohedttributable adult cancer mortalityor Austria, Belgium,

Denmark, France, Germany, Netherlgradsd Switzerlad, 19902014 (rates pet,000,000

90
80
70
60
50
40
30
20
10

M—\ —Cyprus
——Greece

J —— Israel

i — Italy

/_\__\/\// — Malta

] — Portugal

= ——Spain

-_— WHO Euro

O N ¥ O 0O O N § © 0 O N <

O O O O O O O O O O «+H «H

O O O O O O O O O O o o o

— — — AN AN N « N AN N «

Figure 29: Trends age-standardized alcohedttributable adult cancer mortalitjor Cyprus, Greece,
Israel, Italy, Malta, Portugal, and Spait9902014 (rates pet,000,000
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Figure 30: Trends sge-standardizedalcohotattributable adult cancer mortalityjor Czech Republic,

Hungary, Poland, Romania, Slovakia, and Sloy&8@62014 (rates pef,000,000
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Figure 31: Trends mge-standardized alcohedttributable adult cancer mortalityor Finland, Iceland,

Nomway, and Swederl9902014 (rates pet,000,000
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Figure 32: Trends sge-standardized alcohedttributable adult cancer mortalitjor Belarus, Estonia,

Latvia, Lithuania, Moldova, and Ukrajri9962014 (rates pef,000,000
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Figure 33: Trends sge-standardized alcohedttributable adult cancer mortality for Russia, 199014

(rates perl,000,000
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Figure 34: Trends sge-standardized alcohedttributable adult cancer mortalityor Albania, Bosnia &
Herzegovina, Bulgaria, Croatia, Montened®erbia, and TFYR Macedqrii@902014 (rates per
1,000,000
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Figure 35: Trends age-standardized alcohedttributable adult cancer mortalityor Armenia,
Azerbaijan, Georgia, Kazakhstan, Kyrgyzstan, Tajikistan, Turkmenistan, Turkey, and Uzh&stan
2014 (rates pef,000,000
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Alcohotattributable cardiovascular mortality burden

Figures 36 to 44 shows alcofaitributable cardiovascular mortality burden for the different clusters of
countries. It shows basically a dichotomous picture: Russiaand surrounding countries (Belarus,
Kazakhstan, Kyrgyzstavipldova,and Ukraing are above the WHO European Region averbgesome
countries considerablywhereas most other countries are markedly below this average.
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Figure36: Trends irage-standardizd alcoholattributable cardiovasculamortality for Ireland and
United Kingdom19902014 (rates pet,000,000
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Figure37: Trends irage-standardized alcohedttributable adult cardiovascular mortalitior Austria,
Belgium, Denmark, France, GermaNgtherlandsand Switzerland19932014 (rates pef,000,000
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Figure38: Trends irage-standardized alcohedttributable adult cardiovascular mortalitior Cyprus,
Greece, Israel, Italy, Malta, Portugal, and Spa#902014 (rates pet,000,000
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Figure 39: Trends irage-standardized alcohedttributable adult cardiovascular mortalitior Czech
Republic, Hungary, Poland, Romania, Slovakia, and Slp¥88i@2014 (rates pef,000,000
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Figure40: Trends irage-standardized alcohedttributable adult cardiovascular mortalityor Finland,
Iceland, Norway, and SwedelB932014 (rates pel,000,000
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Figure4l: Trends irage-standardized alcohedttributable adult cardiovascular mortalitior Belarus,
Estonia, Latvia, Lithuania, Moldova, and Ukrat@90-2014 (rates pef,000,000
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Figure42: Trends irage-standardized alcohedttributable adult cardiovascular mortality for Russia,
19902014 (rates pef,000,000
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Figure43: Trends irage-standardized alcohedttributable adult cardiovascular mortalitior Albania,
Bosnia & Herzegovina, Bulgaria, Croatia, Montenegro, Serbia, and TFYR MacEaRp2814 (rates
per 1,000,000
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Figure44: Trends irage-standardized alcohedttributable adult cardiovascular mortalitior A‘rmenia,
Azerbaijan, Georgia, Kazakhstan, Kyrgyzstan, Tajikistan, Turkmenistan, Turkey, and Uzhi&kiBtan
2014 (rates pei,000,000

Alcohotattributable injury mortality burden

Injury burden has been decreasing over the past decades glphatlyin Europe awell.>® As Figures
4553 show for all injuries, Figures B2 for intentional injury and Figures 63 for unintentional injury,
the same is true for alcohaittributable injury mortality™’, albeit to asubstantialljlower degree
(decreasdan agestandardizedmortality rate forall injury:-25%; alcohehttributable: -19%; for
intentional injury:-9%, alcohehttributable: -5%; for unintentional injury: 33% alcohotattributable: -
27%)

Moreover, it is striking that the countries with the highest alcolatributable injury nortality seem to
reduceless (see also for regions belgwhd in some cases even increased their rd@asWHO

European Region, the standardized mortality rate foakibhotattributable injury decreased by 19%,

but of the 3 countries with the highestuchmortality, one had a marked increase (Belarus: + 41%), one
a slight decrease (Russia®) and one about the average decrease (Ukralti#). For intentional

injury, the overall decrease was 5btit all three countries increased theigestandardizel alcohot
attributable intentional injury mortality (Belarus: +61%; Russia: +10%; Ukraine: +1%). Finally, for
unintentional injury, the overall decrease w&5%, with a 27% increase in Belarus, and decreases of
17% and 28% in Russia and the Ukraine, retspsy.

N7 The trend was characterized by an increase instgadardized mortality first, with the decrease happening in

the last decade.
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Figure45: Trends irage-standardized alcohedttributable adult injury mortalityfor Ireland and United
Kingdom 19962014 (rates pef,000,000
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Figure46: Trends irage-standardized alcohedttributable adult injury mortalityfor Austrig Belgium,
Denmark, France, Germany, Netherlgradsl Switzerland19902014 (rates pet,000,000
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Figure47: Trends irage-standardized alcohedttributable adult injury mortalityfor Cyprus, Greece,
Israel, Italy, Malta, Portugal, and Spait9902014 (rates pet,000,000
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Figure48: Trends irage-standardized alcohedttributable adult injury mortalityfor Czech Republic,
Hungary, Poland, Romania, Slovakia, and Sloy&08@032014 (rates pef,000,000
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Figure49: Trends irage-standadized alcoheéttributable adult injury mortalityfor Finland, Iceland,
Norway, and Sweder 9902014 (rates pet,000,000
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Figure 50: Trends age-standardized alcohedttributable adult injury mortalityfor Belarus, Estonia,
Latvia, Lithuania, Mold@; and Ukraine19902014 (rates pef,000,000
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Figureb51: Trends irage-standardized alcohedttributable adult injury mortality for Russia, 192014
(rates perl,000,000
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Figure52: Trends irage-standardized alcohedttributable adult injury mortalityfor Albania, Bosnia &

Herzegovina, Bulgaria, Croatia, Montenegro, Serbia, and TFYR Macd®@9#2014 (rates per

1,000,000

69



450 - ——Armenia
400 - —— Azerbaijan
350 m —— Georgia
300 -
——Kazakhstan
250 - K
—— Kyrgyzstan
200 - yray
150 - —— Tajikistan
100 - Turkmenistan
50 - —  ——— —Turkey
o T T T T T T T T T T T 1 UZbek|Stan
O N < ©W 0 O N ¥ © 0 O N <
O O O O O O O O O O dH «+H <
D OO O O O O O © © © © O o ==\WHO Euro
I o =+ < AN N N N NN N NN «

Figureb53: Trends irage-standardized alcohedttributable adult injury mortality forArmenia,Azerbaijan,
Georgia, Kazakhstan, Kyrgyzstan, Tajikistan, Turkmenistan, Turkey, and Uzb&RiB82014 (rates
per 1,000,000

Alcohotattributable unintentional injury mortality burden
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Figureb4: Trends irage-standardized alcohedttributable adult unintentional injury mortalityfor Ireland
and United Kingdoml 9902014 (rates pef,000,000
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Figureb5: Trends irage-standardized alcohedttributable adult unintentional injury mortalityor
Austria, Belgium, Denmark, France, Germany, NetherJamdsSwitzerland19902014 (rates per
1,000,000
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Figure56: Trends irage-standardized alcohedttributable adult unintentional injury mortalityor
Cyprus, Greece, Israel, Italy, Malta, Portugal, and $Spap02014 (rates pef,000,000
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Figure57: Trends irage-standardized alcohedttributable adult unintentional injury mortalityjor Czech

Republic, Hungary, Poland, Romania, Slovakia, and Slp¥88i@2014 (rates pef,000,000
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Figure58: Trends ige-standardized alcohedttributable adult unintentional injury mortalityfor

Finland, Iceland, Norway, and Swed&89032014 (rates pel,000,000
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Figureb9: Trends irage-standardized alcohedttributable adult unintentional injury mortalityor
Belarus, Estonia, Latvia, Lithuania, Moldcaag Ukraine 19902014 (rates pef,000,000
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Figure60: Trends irage-standardized alcohedttributable adult unintentional injury mortality for Russia,
19902014 (rates pef, 000,000
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Figure6l: Trends irage-standardized alcohedttributable adult unintentional injury mortalityfor

Albania, Bosnia & Herzegovina, Bulgaria, Croatia, Montenegro, Serbia, and TFYR Mat6éd64aial4

(rates perl,000,000
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Figure62: Trends irage-standardized alcohedttributable adult unintentional injury mortalityor

Armenia, Azerbaijan, Georgia, Kazakhstan, Kyrgyzstan, Tajikistan, Turkmenistan, Turkey, and

Uzbekistan19962014 (rates pef,000,000
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Alcoholattributable intentional injury mortality burden
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Figure 63: Trends age-standardizedhlcohotattributable adult intentional injury mortalityfor Ireland

and United Kingdoml9962014 (rates pef,000,000
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Figure 64: Trends age-standardized alcohedttributable adult intentional injury mortalityfor Austria,

Belgium, Denmark, Frand8ermany, Netherlandand Switzerland19932014 (rates pef.,000,000
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Figure 65: Trends age-standardized alcohedttributable adult intentional injury mortality foCyprus,
Greece, Israel, Italy, Malta, Portugal, and Spa#902014 (rates pet,000,000
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Figure 66: Trends age-standardized alcohedttributable adult intentional injury mortalitfor Czech

Republic, Hungary, Poland, Romania, Slovakia, and Slp¥88i@2014 (rates pef,000,000
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Figure 67 Trends irage-standardizechlcohotattributable adult intentional injury mortalityor Finland,
Iceland, Norway, and SwedelB932014 (rates pel,000,000
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Figure 68: Trends Bge-standardized alcohedttributable adult intentional injury mortalityfor Belarus,

Estonia, Latvid.ithuania, Moldova, and Ukrain&9902014 (rates pef,000,000
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Figure 69: Trends age-standardized alcohedttributable adult intentional injury mortality for Russia,
19902014 (rates pef,000,000
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Figure 70: Trends age-standardizedalcohotattributable adult intentional injury mortalityfor Albania,
Bosnia & Herzegovina, Bulgaria, Croatia, Montenegro, Serbia, and TFYR MacEaRp2814 (rates
per 1,000,000
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Figure 71: Trends age-standardized alcohedttributable adult intenional injury mortalityfor Armenia,
Azerbaijan, Georgia, Kazakhstan, Kyrgyzstan, Tajikistan, Turkmenistan, Turkey, and Uzi&Ki6tan
2014 (rates pef,000,000
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Regional differences in alcohattributable mortality

Overall trend in alcohedttributable mortality between 1990 and 2014 by major cause of death
categories

Figure 72 gives on overview of thgestandardized alcohedttributable mortality ratesper 1,000,000

by major categories of cause death at the beginning and the end of the obserpatimal, i.e. 1990 and
2014. For the WHO European region as whole there was higher afatitiblitable mortality in 2014

than in 1990(+4%) even though overall consumption went slightly down in this time period (see Figure
10) above. The increase in altintable mortality burden wamainly driven by the development in

Russia and surrounding countriegth similar drinking pattern§+22% and in the Soutltastern part
(+65%, albeit from a relatively small bas@hthe other hand, more affluent countriesuch as most

parts of the EU went dowmore in the Mediterranean-27%) and the Central Western regior2500)

than in the Central Easterrl6%).

1600
1400 I
1200
1000 I
800
600
[ m n
400 |
- ] B -
200 | I — p—
| [ | |
Q ™ Q ™ Q ™ Q ™ Q ™ Q N
S 0’» ‘_)'\/ g’lz S \)’1/ % v v '\, v
< o& & \% < © © ) ’bo L &©
Q NN & & NN
&L & & < o S < <
& & RS EA L P & & L L
& & S & SR SHPS SEN oS
> A QN < & e e
G M > @ < <
&K &S &« 2 N
& & O O S S & D
< < C C N
> 6"0 9 o&
-@'Z’Q 'b,b(\ S S
N\ A\
Qp"c’ Q\o‘;’

m liver cirrhosis W cancer CVD munintentional mintentional

Slightly darker shades refer to 2014

Figure 72: Comparisons aje-standardized alcohedttributable mortality for major causes of death,
1990 vs. 2014, ithe WHO European Region and selectedregimns(rates perl,000,000
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That increase of alcohalttributable mortality burden in the WHO European region despite a small
decrease in overafier capitaconsunption has a number of reasons: first and foremalsg exponential
increase of mortality riskor many cause of death categories with increasing levels of average
consumptiont®**which led to a substantial increase in alcohol attributable mortality especially in the
regions where already high consumption leves drinkerfurther increasedgeeRussia and countries
with similar drinking patternen Figures 13 and 34Second andelated to this heavy drinking occasions
have a specific detrimental rofer cardiovascular and injuypver and above the level of drinki(gee
alsonext paragraph)Finally Russia and surrounding countries can be ctiarézed by aroverall

elevated adult mortality rate and low lifexpectancy******whichhadeven led to an owmortality
stratumin the WHO classificatiofi**%

The decrease in alcohattributable mortality in the Central Eastern EU countries was due to an overall
decline in mortality rates in this regidf?'®® Even with stable alcohaittributable fractionsor slightly
increasing alcohedttributable fractionssuch a decline results in lower standardized rates.

In terms of composition of causes of alcolatiributable death(see Figure 72)%s indicated before,
cancer seems to be thelativelystable rate, not surprisingly given the consideradte varyindag

time of two decadesesyecially of cancer sites wheeeetaldehyde plays a key rdf&%° While alcohol
consumption plays an important factor in cancer mortality, ahgngein alcohol consumption and thus
also the potentiakffects ofalcoholpolicy measures will be lorgrm, as could be seen by majsinort-
term policychangesuch aghe Gorbacheseraanti-alcohol campaigrwhich had no effect on cancer
rates”o’”l

Liver cirrhosis mortality moves predictably and almost indtawith changes in consumptighand is a
good indicator of harmful drinking in a soci€fy*”® and thusis policy relevant>’ However, if liver
cirrhosis is to be used for monitoring harm or alcohol, the impact of hepatitis B arfddfionshave to
be taken into account as welt* and the indicator should reflect the net impact of alcahol

The key tanarkedchanges in alcohol attributablmortality burdenin the WHO European Regiare
cardiovascular disease and injuriéds. for cardiovascular mortality, alcohol cangption has nanarked
impact, as long as drinking is at moderate levels. The beneficial effects on ischemic diSe&ses
described abovgalmostcancel out with thedetrimentaleffects on dlother cardiovascular diseas&s

As aresult,in 2014, the proportion oélcohotattributable cardiovasculasf all alcoholattributable
mortality waslower than 5% of all alcohalttributable mortalityfor the Central Western part of thEU
about 12% for the Mediterranean countries, and 14% for the Central Eastern part of the EU (for the EU it
was 10%). This cause of death category comprised 54% of all aittstimitable morality in Russia and
surrounding countries, and 36% in the WH@opean Region as a wholRath episodicand chronic
heavy drinking cultures will experieno@ainly detrimental effects, obviously most pronounced when
very heavy binges are the dominant patterns of drinking for a large part of the population such as in
Russia or surrounding countries during the observation pefmdridividual large scale studies
sed>>1"*1""for discussion sé&"'"® for supportingaggregate level studies sg&'?).

81



Injury morbidity and mortality rates haveeendecreasing globally including the European regiéithe
speed of this decline may be halted and even reversed by alcohol consumption (see Figure 72 and
below; for a historical comparison of alcohol poisoning deaths in Russi&)séeneeds to be

mentioned that alcobl-attributable unintentional injury mortalityi.e., alcohol poisoninghay
underestimated in countries with high prevalencef heavy drinking occasions (e.g., Rus&&®
Estonia'®"*® for a discussiofi®*%.

82



Sexspecific trends in alcohaltributable mortality between 1990 and 2014 by major cause of death categories
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Figure 73: Comparisons aje-standardized alcohedttributable mortality for major causes of death, 1990 vs. 204yt sex in th&VHO European
Regionand selected subegions(rates per 1,000,000)
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FHgure 73 shows the comparison atoholattributable cause of death rates separate by dexall countries, more
alcohol is consumed bhyen compared to women, as men abstain less and as male drinkers consumed more
alcohol compared to female drinkers (see Figures 13 and 14 above for European regions). As a consequence,
alcoholattributable mortdity is higher in men than in wome®verall, the ratio of male to femasge

standardized alcohedttributable mortality rates for the WHO European Region is about 2:1 and has not changed a
lot over the past 25 years (1990: 2.1:1; 2014: 2.0:1). The vaties for different causes of death (see Figures 74 to
78 below), and by region, howevéthereas most regions vary around 2:1, the countries in the SBatitern part

of the European region and Mediterranean countries have higher ratios. Part of teistsethe correlation

between gender inequality and proportion afcohol consumed by women, which w&s65 in 2010 for the WHO
European Region (based on 44 countries with available data; 958670t: 0.44; t=5.4; p<0.001); the higher the
gender inequaty/, the lower the proportion of alcohol consumed by woméen

Theproportional differencegor men and women for 1990 versus 2014 are similar, albeit at a lower level for
women. The same can be said foost ofthe full trend linesdor sexspecific mortéity rates,covering all years for
the WHO European Regibelow (see Figures 74 to 7.8)

Figure 74 shows that standardized liver cirrhosis mortality rates fluctuate over time in concert, with male rates
about?2 timeshigher than female rags, and a slightendency for this ratio to decrease over time (from 2.1 in 1990
to 1.8 in 2014)Thisstandardizedate ratio may seem low given the much higtereragdifetime exposure to

alcohol in mercompared to womenand the exponential doseesponse relationshifsee*® for lifetime exposure

and® for doseresponse relationships between average drinking and liver cirrhosis mortality). However, there are
also cleasexdifferences in the acceleration of the liver cirrhosis risks: women have much higheofrisles

cirrhosis mortalityfor the same amount of drinkin

Overall liver cirrhosis mortality increased to about 2007 for both sexes, and deatdhseeafter, as digper capita
consumption (see FigutE) above, but thewhile the WHO European Region trends convergetrirds in
different countries do not show close association between consumption and liver cirrhosis rates¢s@estance
the discussiorafter Figure 23or Eastern European countries

FN® Own calculations based on data for the WHO Global Status Report on Alcohol and tdedlthe UN Gender Inequality

Index.
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Figure 74and Figure 75Trenddn agestandardizedates ofalcohotattributable adult liver cirrhosifeft handsidée
and cancemortality (right handside in WHO European Region, comparing men and women-29940 (rates per

1,000,000)

For cancefFigure 75}he ratio is almost the same (2:1), but the ratio stlg increased over the time period (from

1.9in 1990 to 2.2 in 2014).
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For cardiovascular disease mortality, a completely
different picture emerges, with the standardized
mortality trend lines much closer togeth@Ratios varied
between 0.9 and 1.3 with no consistent trendnd for
some time in the beginning of the period, women having
the highercardiovasculamortality compared to men
(Figure 76)As discussed before, the different level and
patterns of drinkinghave different impact on
cardiovascular mortality, and these impact also differ by
sex. Thus, for the curvilinear shapes, the relative
minimum (i.e., the largest beneficial eff¢cs at lower
levels than for merior all (e.g2%%%.

Figure 76: Trends agestandardizedates of alcohahttributable
adult cardiovascular disease mortality in WHO European Region,
comparing men and waen, 19962014 (rates per 1,000,000)
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Figure 77and Figure 78Trenddn agestandardizedates of alcohaghttributable unintentionalleft hand side) and
intentionalinjury mortality(right hand sidejn WHO European Region, comparing men and won#30-2014

(rates per 1,000,000)

The final two slides to compare standardized mortality ratios by sex concern unintentional (Figure 77) and
intentional injury (Figure 78). First, the ratios are much higher (unintentional between 4.1 and 4.7; intentienal 3.6
4.4) compared to other causes of death, reflecting the overall higtery risk for men compared to women

which had been consistent for some time in all counteied regionsylobally***9

Trends in alcohedttributable fractions

Figure B gives an overview 6temporal trends of overall alcohalttributable fractions summed up over the
different cause of death categories. Please note that these fragtiomnot fractions for all mortality; the
denominator only conprises the deaths of the categoriapaly2d.
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Figure B: Trends in alcohdlttributable fractionsin the WHO European Region and selectedreglons 199G
2014 (in % of all causes of death for which there is a causal impact of alcohol))

As expected Y the formula on attributable risk, thealues follow closely the adyter capitaalcohol consumption
trends (see Figure 10 above), albeit wstightly highewariation between regions. Given this pattern, it is all the
more surprising that in 2014, tHdediterranean countries, after a decade long decline in consum8d?®o) had
an almost similar proportion of alcohattributable mortality compared to the South Eastern part of the WHO
European Region with a high prevalence of people with Muslim (@i8%;see Figure 9).
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Regional tendsin agestandardizedates of major cause of death categories, 12914

In the following, we give trends by regioftg each of the major cause of death categories.
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Figure80: Trendsn agestandardizedates ofalcohotattributable adultliver cirrhosisnortality in the WHO

European Region and selected sabions 19902014 (rates perl,000,000

StandardizediVer cirrhosis rates have been and are highest in the Central Eastern EU, a region with high overall
consumptionconsumption alone would not be enough to explain the rates. As indicated above, this is also the
region where spirits based on fruits with pihave a tradition (Hungary, Romania, Slovakia and SIéV&jia
Alternatively,short chainaliphatic alcoholgontained in unrecorded productsgve beerhypothesizedas a possible
explanation % but see®*'%.

The increase in alcohaltributable liver cirrhos mortality in the South Eastern part of the WHO European Region
is of concern. While some of this mortality may be overestimated based on generalized risk functions, which may
not apply to these countries with high hepatiagtributable liver cirrhosis mrtality rates, it should also be taken

into consideration that liver cirrhosis mortality may be impacted by alcohol irrespective of the causal factors
leading to the liver cirrhosis in the fitace® Relatively small amounts of alcohol may thus lead to high risks of
mortality in already damaged lives.

Otherwise, the reduction of standardized liver cirrhosis mortality ratebe last few yearsven in countries where
consumption has not been goingwn, should be researched further.
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Figue 81 Trendsn agestandardizedates ofalcohotattributable adult cancer mortalitin the WHO European
Region and selected swbgions 19902014 (rates pet,000,000

Alcohol attributablecancer mortality rates have shown relative small variations over the observation peitiud
regions, and predictably, the rates between regions reflect consumption level, with the South Eastern WHO Euro
region having markedly lower consumption and lowatcohotattributable cancer mortality.
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Figure82: Trendsin agestandardizedates ofalcohotattributable adult cardiovascular disease mortalitythe
WHO European Region and selected®gions 19962014 (rates pei,000,000

As indicated aboveglcohotattributable cardiovascular mortalityas a high variability between regions and within
regionsover time. Cardiovascular causes of death, especially ischemic categories, are impacted by fluctuations of
heavy drinking occasions, and thus evelatively smalchanges in consumption with impact on heavy drinking will
have considerable impact also on cardiovascular mortality. During the already mentioned Gorbexhpti-

alcohol campaigralcoholconsumption in the Soviet Union went dowren aftercorrecting for increases in

unrecorded alcohot YR Ay | a&2 OA L (A 2 yhsdéddeadedindizthis thechideuse@fod S| 4 S Q |
cardiovascular causes of deaththe Soviet Uniorn 1987(- 9% in men from 184, - 6% in women in middle

age.'"® Cardiovascular mortality changes were reversed when alcohol consumption increased Ag&irior

discussions ofausality and implications s&&*8196:1%
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Figure83: Trendsin agestandardizedates ofalcohotattributable injury mortalityin the WHO European Region
and selected subegions 19962014 (rates pef,000,000

Alcohotattributable injury mortality rates can be characterized by a dichotomy betvegfew countries(Belarus,
Estonia, Kazakhstan, Latvia, Lithuania, Moldova, Russia, Ukrairégeeeb0,51 and 53bove)concentrated in a
particularregion(Russia and surrounding countrjegth similar drinking leveland patterns (see Figure 7aid

the rest of theWHO European RegioiThus, & of the countries with higher thanvaragerates are situatd in the
Eastern part of the region, from the Baltic countries in Negtst of the B, over Russia to Kazakhstan in the South
Eastern parbf the WHO European Region

Overall, the same patterns prevail fonintentional and intentional injurynortality (see Figures 78 and 79jith
the difference that the Central Eastern part of the EU is much closer to the WHO European Region average for
unintentional injuries than for intentional injury.

For all injury mortalityn EU countries, most countries seem tiegerge with the exception of the Central Eastern
part, and in particular the Baltic countries. However part of this appearance of convergence is due to the
comparison level from Russia and the surrounding countries with similar drinking level and paieihes been
shown in thefigures abovéFigures 45-53), thereare still marked between country differencesen within the EUJ
and to reduce injury mortality, other EU countries could benchmark with countrieftdilyeor Cyprus (see Tablg 3
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Figure84: Trendsin agestandardizedates ofalcohotattributable unintentional injury mortalityn the WHO
European Region and selected sabions 19962014 (rates pef,000,000
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Figure85: Trendsn agestandardizedates ofalcohotattributable intentional injury mortalityin the WHO European
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Conclusion: the need for alcohol policy

Even though alcohol consumption dates back in Europe a long titadast decades have shown thdespite
historical traditions, modern drinking patterns can change quickly and sustainably. The decraelasoff
consumption in the traditional win@roducing andvine-drinking countries of the Mediterranean region over the
past 40 or so years may seras an illustration of this poifif****®*In the above ithasbeen showrthat this
decreasdn consumptiorthe Mediterranean countriesesulted in a mankd reductionof alcohotattributable
mortality, which had maeed effects on lifeexpectancy“* A second example of changing drinking patterns and
resulting mortality are the Russian experiences following the Gorbachev era refomglleas more recent
eXarnples‘54,58,170,l71

Some of the changes in drinking and subsequent harm have reflected fundamental changes in the nature of society
For example, with shifts away from agriculture in most European economies, the widespread tradition of drinking
at lunchtime are@nconsistent with the demands of the 2 Centurymodern economyfor some empirical evidence
se€®). Other change$iad been causd or enforced byalcohol policy

Certainly effective®?°®?! and costeffective policie§*?** are available to further minimize the burden of alcohol

consumption in European societies. Howewwren though such policies have been proposed for many years (e.g.,
205206 o the variousEuropean action planse€ for the lastiteration), relatively little has changed in region, and in
the end, theagestandardized alcohedttributable mortality rate for major chronic and acute causes of death

the WHO European Region2014 was even higher than 25 years afjterehad been public health successes in
countries, as shown above, and these countries could be used as benchmarks, but there also have been drastic
public health failures, and the overall picture certainly cannot be called a public health success. M@zover,

recent examples have shown, getting alcohol policies wrong may also impact dramatically on the disease burden
(see aboveand®).

In order to initiate policies, there needs to be up to date epidemiological data, integrated into @omiogiand
surveillance systertf***Time of the essence here, and if relevant data are avaitabdecision makersithin a
shortdelayof one or maximally two yearshey will serve the purposauch better®® This report hopes to

stimulate establishing monitoring and surveillance systems on the national level, which routinely yield relevant
data on the harmful use of alcohol and attributable harm in a relevant wagidoision makersahd this can be

done with the NCD monitoring framewqt&?°® but should additionally include liver cirrhosis and injury burden
see abovi

So what wold be the policy conclusions from this report, and alcohol epidemiological findings for Europe in
general?First, and foremost, it must be stated that overall alcohol consumption is clearly too high in Europe
resulting in considerable harm. Ideally, assngnthat alcohol consumption will persist in this part of the world,
those who cloose to drink in Europe should limit their consumption to under 20g/ia§’ corresponding to a
yearly consumption of 11.6 | pure alcolawhong drinkersHowever, thisipperthreshold for drinkings lower than
the current mean drinking level among drinkers in Europe both for (b8t | pure alohol adultper capitaper
year)and for women(12.9 pure alcohol)The question is how to shift the current drinking level to the one which
would incur the least harm.
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Drinking guidelines have become more popular in recent ysas recent efforts in Australia, Canada, theddo

the EU*%?!3) as theyconform to the modern ideal of a consumer society, with wiaformed consumers putatively
adjustingtheir behaviair based on advice from governmental, research, and professional sdtiteeswever,

their effectiveness in changingtaal drinking is questionabfé>*'°*Nevertheless the development of guidelines
reflecting best evidence provide an important reference point for engaging with policy makers in developing more
directly effective approaches to reducing consumption.

On theother hand, the known cosgffective policy options as outlided @ G K® da@&@saidy GKS 21 h
framework(***’, see also Footnote 1 abovég., reductions of availability, increases in taxation aad bf

marketing and advertising, have not been overly popular with governmanis there are no signs that this trend

will stop. ™ How could epidemiology be helpful in improving the situatidiere is still a knowledge gapthe

general populatiorabodzii I £ O2 K 2 f Qrlity Ae¥pedially fior cAngéf°Yhis knowledge gap should be

closed, but knowledge may not necessarily change behavior, especially if knowledge coaitenmbroad areas

without more general implications such as the reduction of consumption.

A more promisingapproachseems tdbe tolook into the concrete mortality risks, and work on theSeere is a
need to go beyond passive approaches such as dgrdaidelines, so that ministries of health and other public
health agencies consider where and how in a particular society there are concerns about-edtatieol problems,
and how those concerns might be enemgl to bring tools in the policy impact li@ure into play, or create new
tools. The model from successful public health action on elififking and on cigarette smoking has been to focus
attention on the problems (with epidemiology playing a major part), and to push for preventive policiestams ac
in the context of that focus.

One of these foci could kalcoholattributable injury mortality as this indicatohas been decreasing more slowly
than injury mortality in general. This opens specific prevention opportunities, such as programs @edhajpi@ing
(lowering the legal limit for blood alcohol level yier selaws for traffic participation and operating machinery and
enforcing such laws via random breath testing or sobriety checks depending on the legal sit@afitspecifically
for lowering blood alcohol concentration from 0.08 to 0.05 g paimhol for every dcilitre:?*%). Drinkingdriving
measures haveden standard in many countrigdut still can be improved to be more effectivand 0.02 g pure
alcoholper decilitreshoutl be the goaf Another possibilitfor more specific interventiongould bethe recent
Dutchlaw for determining a threshold for a caugdfect of substance use in general and alcohol consumption in
particularon aggressioand violence (for the law published on January 19, 283 8or a first report on the
scientific evidencé®).

Addressing bothunintentional and intentional injury seeaa to work in an initiative in South Dakota, encouraging

24/7 sobriety. Agroup of people who hatleen arrested for or convicted of alcokialvolved offenseswere

monitored continuously for abstinenceith sanctions Results showed that on tr@unty level, a 12% reduction in
repeat driving under the influence of alcohol arrests and a 9% reduction in domestic violence arrests was achieved

F9¢ KSNB Ada adNIINAaAy3Ite fAGGES NBASENDOK K2g (KS aoS@i o dz
environments as characterized by level and availability unrecorded alcohol in different esugsi® for a discussion about
African countries; an&™ for an example of a failed taxation increase because unrecorded consampéis too important),
but such research would be especially necessary for countries in the WHO European region, where unrecorded consumption i
very common and there are huge price differentials.
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following adoption of the prograrff> Equally important would be to develop programs for prevention of other
injury types. The current efforts of the Dutch government to devgdepselaws with respect tantentional injury
should be carefully evaluatedhd, if successful, transferred to other countries.

With respect tathe redudion of alcohotattributable mortality in the WHO European Region, the mogent
polidesneedsrelate to those countries which have by far the largest burden, charactebiyeelatively frequent

very heavy binge drinking episodssich as Russia and surrounding countries. Whiteesimdications for Russia

point to some success of tleme of therecent policy change€? *® but se€”’), more is needed. One of the most
promising measures against binge drimkiare minimum pricing schem&$***but most ofthe arguments for ths
measure ardased on modelling studies with limited empiricaidance from Canadian provinc&S***The
transferability of such policies to Eastern European countries with a high proportion of unrecorded consumption,
which isespecially important for binge drinking in the most vulnergiigulations®******is questionablgand*is

not a counterexample, as it only deals with hoapeoduced alcohol and not with surrogasdcohollike medicinal
alcohol or industrial alcohplObviously, once you are able to reduce recorded consumptionueh asvas done

in the Soviet Uniorn the Gorbacheerain the 1980s "*increases in unreeded consumption do not mattethat

much but for slight reductions in recorded consumption, potential compensations by unrecorded consumption do
matter given the fact that unrecorded alcohol, especially surrogate alcohmlsteo be considerably

cheaper2.4’23522

Thus it would be important tofind local solutions to reduce heavy drinking occasions in countries with high
proportion of unrecorded consumptiofit is interesting that in the 24/7 sobriety program, one effects on mortality
were found, and most pronoured for cardiovascular mortality® Maybe such a program could be adopted for
Russia and surrounding countri€eduction of average alcoholic strength in beverages atsybe consideret

and the Russian government is trying this strategy by favoring beverages with lower ethanol content via taxation
(e.g., beer vs. vodka; see al$t"). Taxation is one important tool of alcohol policy, and different taxation schemes
can be used for different purposes like switching beverage preferefit@8reducing alcohati content in certain
beverages'?****or increasing age of onset in drinking or keeping abstention rates Hfi*for a more general
overview of the effect®f alcohol taxation seé").

The mainconclusiorof the current studyfor alcohol policy is clear: if governmeaito notinitiate policies tareduce
alcohol consumption in societiegth high heavy drinking occasigres disproportionate burden will result.
Reduction of alohol consumption among heavy drinkers plays a key role. If proven effective policies such as
reduction of availability, increase of price via taxation and ban of marketing and advertisements do not prove
feasible, reduction of consumption of the most hesstidrinkers vidrief intervention ortreatment couldhave
population health impacf®®?**see alsd®>?*9™. |n mostof the other countries in the WHO Europeaggion
governmentsshould be aware ahe fact that the current level of alcohol consumption is in no way acceptable
from a public health perspectivend associated with considerable hgramd thus theyshould continueor initiate
successful measures to reduce alcohol consumpftidareover, geernmentsshould be aware of the fact that
wrong policies could lead to substantiwrm in relatively short timé>**’

P There are other evidenebased ways to impact on heauyinkers specifically, like a rationing schefiiéor the above

cited sobriety enforcemer®.>***but realistically brief interventions and treatment will bleet most discussed policy options in
the current environment of WHO European Reglon.
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No matter what policies the respective governmentsabe reducingthe alcoholattributable burdenin Europes
an urgnt matter and needed to reduce not only individual suffering and harm to others around the drinker, but
also economic burdeattributable to alcohal®%4#4°

To summarize: althoughlcoholconsumption has beegoing down in th&VHO Europeandgion as a whole in the
last two and a halflecadesit continuesto be a major risk factor for mortality, and the overaitoholattributable
mortality burden increased slightly over that time peridkhe major contribution for the increasexdortality

burden came from Eastern European countries, which substantially increasedltdwiotattributable mortality
rates.Alcohol policy measures to reduce mortality burden are urgently needed, and whilatbdlge most urgent
in the Eastern part of the region, most other countries could quickly be facedavgiteateralcohotattributable
mortality burden if they do not continue to decreatigeir overalllevel of alcohotonsumption andpisodicheavy
drinking occasions (as an illustration see how at@hotattributable mortality rates increased in the UK, when this
nation increased their consumption in ti®90s) Given the overall failure in reducing alcofadiributable

mortality burden in the WHO Eurepn Region in the last 25 years despite the existence and promotion of
traditional evidencebased and cosgffective interventions, some rethinking on introducing additional alcohol
policies seem necessary.
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