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Headline

Studies show that the more available alcohol is, the 
more it is consumed and the greater the harm that 
results. The implementation of even small reductions 
in the availability of alcohol can bring health gain 
and reduce violence and harm to people other than 
the drinker. To achieve this requires concerted action 
between the national authorities, licensing officers, 
the police, criminal justice systems and the health care 
sector.

Outcomes

Throughout the duration of this action plan, countries 
should, where appropriate, limit or reduce the 
availability of alcohol and ensure that regulations 
on limiting the sale of alcohol to intoxicated and 
underage customers are increasingly enforced by all 
involved parties.

Indicators

Indicators would include a composite measure of 
alcohol availability, including an assessment of the 
number of outlets, size and density of outlets, and the 
days and hours of sale. Underage access to alcohol 
would also be measured by regular surveys of young 
people (for example the European School Survey 
Project on Alcohol and Other Drugs – ESPAD).

Background

A system of licensing for the sale of alcohol enables 
governments to manage the availability of alcohol, 
since it allows the government to restrict the number 
of licences and require licensees to meet certain 
standards, revoking the licence as a penalty for 
infringement. While strictly limiting the availability of 
alcohol may encourage the development of a parallel 
market in illicit alcohol, it can usually be controlled 

Availability of alcohol

What works
Policies on pricing, limiting availability and 

restricting marketing have been proven to limit 

consumption. In addition, programmes for 

early identification of and brief advice to people 

with hazardous and harmful patterns of alcohol 

consumption have proved effective in primary 

care, social-welfare settings, and accident and 

emergency departments, as have programmes 

set in the workplace and educational 

environments.

The Alcohol Use Disorders Identification Test 

(AUDIT) is a simple ten-question test developed 

by WHO as a method of screening for excessive 

drinking and to assist in brief assessment. A 

self-administered web-based version of the 

AUDIT is available on the website of the WHO 

Regional Office for Europe (http://www.euro.

who.int/test-your-alcohol-consumption).

The challenge
Alcohol is the third leading risk factor for preventable 
death and disease globally, and is a major cause of ill 
health. Alcohol intake in the WHO European Region is the 
highest in the world. On average, adults (aged 15 years or 
over) in the Region consume 10.9 L pure alcohol per year 
(2008–2010); the global average among adults is 6.2 L.1 

Here are some key facts about alcohol consumption:

•	 	Approximately two out of three adults in the WHO European Region 
drink alcohol regularly. 

•	 	Men drink more than twice as much as women: excluding abstainers, 
the average per capita consumption for 2008–2010 was 22.7 L of pure 
alcohol for men and 10.1 L for women.

•	 	People in the group aged 20–39 years, particularly males, suffer the 
highest proportion of deaths attributable to alcohol.

•	 	Unrecorded consumption of pure alcohol has decreased in the Region, 
from 22% (2003–2005) to 17% (2008–2010). 

•	 	Over the past five years, the WHO European Region has seen an 
annual reduction of 2% in alcohol consumption.

•	 	On average, 31.8% of men and 12.6% of women who drink alcohol 
experienced an incident of heavy episodic drinking during the past 
month, but rates vary widely between Member States. Heavy episodic 
drinking is as drinking at least 60 g alcohol on one occasion.
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1 All data cited come from the Global status report on alcohol and health 2014 (Geneva: World Health Organization; 2014 (http://www.who.int/substance_abuse/publications/global_alcohol_re-
port/en, accessed 10 June 2014).
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private and professional drivers who cross borders 
within the European Region. Repeated offences or 
very high blood alcohol levels can be an indicator 
of alcohol use disorders and alcohol dependence, 
for which treatment should be systematically made 
available.

Strategies

Action on drinking and driving, and indeed action on 
the use of other psychoactive substances and driving, 
reduces the risk of harm not only to the driver but 
also to passengers, pedestrians and other drivers. One 
effective intervention is simply to reduce the legal 
blood alcohol content (BAC) limit for driving, and the 
effectiveness of this can be heightened if it is part 
of a combination of other measures. For any country 
with a BAC limit above 0.5 g/l, it could be beneficial 
to reduce the level to 0.5 g/l, while countries with a 
level of 0.5 g/l could benefit from reducing it to 0.2 
g/l. However, a lower legal blood alcohol level is only 
effective if combined with other measures and if it is 
actually enforced. The best method of enforcement is 
intelligent random breath-testing that raises the fear of 
being caught by those who drink and drive rather than 
in the driving population at large, followed by sobriety 
checkpoints. Enforcement should be supplemented 
by public education campaigns to ensure that the 
public knows the consequences of being apprehended. 
Enforcement also works best when punishment has 
severe personal consequences, e.g. on-the-spot fines, 
driving licence penalty points and, as appropriate, 
driving licence suspension. It can be further reinforced 
by court-mandated interventions and the use of 
alcohol ignition locks for specified periods. Such locks 
can also be used as a preventive measure, notably for 
professional drivers.

Options for action

Very few countries would not benefit from lowering 
their existing BAC limits or improving enforcement. 
Failure to do so may miss an opportunity to reduce 
preventable deaths and injuries among drink–drivers 
and others. There are two particularly important 
actions that can be taken.

•	 Reduce	the	legal	BAC	level	for	drinking	and	driving	
for all drivers. Whatever the present legal blood 
alcohol level, evidence suggests that more lives can 
be saved by reducing it closer to 0.2 g/l. This action 
sends a basic message and helps to establish “no 
drinking and driving” as a cultural norm. To be 
effective, however, a lower BAC limit must be part 
of a combination of other measures and must be 
backed up by enforcement.

•	 Enhance	enforcement,	either	through	increased	
random breath-testing or measures to increase the 
fear of being caught among those who drink and 
drive rather than among the driving population 
at large, or greater use of sobriety checkpoints. 
In order for BAC limits to be effective, the drink–
driver, rather than the driving public, needs to 
know that there is a real risk of being stopped and 
breath-tested at any time.
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Headline

Most alcohol is consumed in heavy drinking patterns, 
and this is the most risky form of drinking, which 
harms people other than the drinker and can cause 
considerable harm to drinkers themselves, not only 
through accidents and sudden death but also death 
from long-term chronic conditions. All policy options 
proposed in this action plan are likely to reduce the 
frequency and size of heavy drinking patterns, but 
action in drinking environments is also fundamentally 
important. To be effective, this requires a coordinated 
response between government, health systems, the 
police, criminal justice systems, licensing authorities, 
retailers and alcohol outlets, local communities and 
other stakeholders.

Outcome

Throughout the duration of this action plan, countries 
should tackle death rates as a consequence of 
alcohol intoxication, and in particular alcohol-related 

intentional and unintentional injuries.

Indicator

Death rates from alcohol-related intentional and 
unintentional injuries will be the indicator for this 
section.

Background

Heavy drinking occasions and intoxication that can 
occur in all settings, including the home as well as 
drinking outlets, are particularly harmful to health and 
social well-being. While all action areas in this plan 
can impact on heavy drinking, this action area focuses 
on the consequences of intoxication that result from 
drinking environments. The ready availability of cheap 
alcohol from other retail outlets may result in many 
customers arriving at drinking environments already 
intoxicated. Nevertheless, drinking environments 
can be associated with drunkenness, drink–driving 
and aggressive and violent behaviour, and some 

Reducing the negative consequences of drinking and  
alcohol intoxication
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WHO policy response 
 
In response to the high rates of morbidity and mortality due to alcohol, the WHO Regional Office for Europe has 
spearheaded efforts to curb alcohol-related harm for over 20 years. In 2011, the WHO Regional Committee for Europe 
adopted a new European action plan to reduce the harmful use of alcohol 2012–2020.  The action plan reflects the 
most recent evidence on alcohol-related public health policies and includes a range of policy options to reduce 
harmful use. It is organized according to 10 points for action, following those in the WHO global strategy to reduce 
the harmful use of alcohol, adopted in 2010.

Very strong evidence supports the effectiveness of policies that regulate the alcohol market to reduce the harm done 
by alcohol, including taxation and managing the physical availability of alcohol (for example, by limiting times of 
sale and raising the minimum drinking age). Alcohol taxes are particularly important in targeting young people and 
the harm done by alcohol. The evidence shows that, more violent harm results from extending the hours in which 
alcohol can be sold. Restricting the volume and content of advertising and marketing of alcohol products is likely to 
reduce harm. 

Harm from drinking disproportionately affects poorer people. People who are socially disadvantaged or live in 
socially disadvantaged areas experience more harm from the same dose of alcohol than those who are better off. 
This could be related to other risk factors, such as nutrition and social stress. Increased spending on social welfare 
policies can mitigate the impact of economic downturns and unemployment on increased alcohol-related deaths.

2 European action plan to reduce the harmful use of alcohol 2012–2020. Copenhagen: WHO Regional Office for Europe; 2012 (http://www.euro.who.int/en/health-topics/disease-prevention/
alcohol-use/publications/2012/european-action-plan-to-reduce-the-harmful-use-of-alcohol-20122021, accessed 10 June 2014).

In the WHO European Region, 6.4% of men and 1.2% of women are 
estimated to be dependent on alcohol, and 12.6% of men and 2.9% of 
women have an alcohol-use disorder.

Alcohol-related harm 
Alcohol consumption is a major risk factor for premature death globally. 
In the European Region, it accounts for one in every seven deaths in men 
and one in every 13 deaths in women in the group aged 15–64 years.

The risk of dying from an alcohol-related condition increases with the 
total amount of alcohol consumed over a lifetime. Most alcohol is drunk 
on heavy-drinking occasions; these increase all risks, including those 
of ischaemic heart disease and sudden death. Alcohol can diminish 
individual health and human capital throughout the lifespan, from before 
birth to old age.

•	 	Exposure to alcohol during pregnancy can impair the brain development 
of the fetus and is associated with intellectual deficits that become 
apparent later in childhood.

•	 	The adolescent brain is particularly susceptible to alcohol. The longer 
the onset of consumption is delayed, the less likely it is that alcohol-
related problems and alcohol dependence will emerge in adult life.

•	 	In the workplace, harmful alcohol use and heavy episodic drinking 
increase the risk of problems such as absenteeism, presenteeism (low 
productivity) and inappropriate behaviour. Workplaces can increase 
the risk of alcohol-use disorders and alcohol dependence.

Alcohol is related to more than 200 diseases. In the WHO European 
Region, more than 90% of net deaths attributable to alcohol (the number 
of deaths after subtracting the beneficial effects of alcohol on ischaemic 
heart disease, ischaemic stroke and diabetes) have three major causes: 
cancer, liver cirrhosis and injuries. Without taking the beneficial effects 
of alcohol into consideration, the proportions of deaths related to these 
three causes are still close to 80% of all alcohol-attributable deaths: 
79.4%, 79.6% and 78.4%, respectively.
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