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PUBLIC HEALTH CHALLENGES1 
 
The production and trade of alcoholic beverages is an important economic activity in Europe: 
across beer, wine and spirits, EU production accounts for a quarter of the world’s total, 
equivalent to 50% more than the US. While most of these beverages are sold and consumed 
within the EU, exports to other countries also play a role, contributing around €9 billion to the EU 
goods account balance.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The contribution of the alcoholic drinks industry to Gross Domestic Product (GDP) in the EU in 
2004 was estimated at €45 billion, representing 23% of the food industry but a modest 0.4% of 
the total EU GDP. Nevertheless, large amounts of money are involved, especially in the leading 
producer countries (Germany, France, Italy, Spain and the UK), as well as jobs in the production 
of alcoholic beverages or in related sectors, notably in the hotel, restaurant and catering 
industry. The level of employment in related sectors is, however, not directly dependent on the 
overall level of alcohol consumption.  

                                            
1 Up-to-date reviews of the impact of alcohol in Europe have been published in two reports commissoned by the European 
Commission: Anderson P. & Baumberg B. Alcohol in Europe: a public health perspctive. Institute of Alcohol Studies, 
2006; Horlings E. & Scoggins A. An ex ante assessment of the economic impacts of EU alcohol policies. Rand 
Corporation 2006.  
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Employment in the bars in Italy, demonstrating the heterogeneity of link of consumption to jobs 
 
Households in the EU spend annually around €95 billion on alcoholic beverages, equal to 14% of 
total expenditure on foodstuffs and 1.6% of total consumer expenditure. EU Member States’ 
governments’ revenues from alcohol excise duties, dependent on tax rates rather than on overall 
level of alcohol consumption, amounted to €25 billion in 2001.  
 
At the same time, alcohol represents a major economic and social burden across the EU. The 
total tangible costs – health care and addiction treatment, the justice sector, crime prevention 
and insurance, traffic accidents and property damage, lost productivity due to absenteeism and 
unemployment, lost working years through premature death – were estimated at €125 billion in 
2003, roughly as high as the health and social costs from tobacco, and equivalent to 1,3% of  EU 
GDP.  
 
 
 
 
 
 
 
 
 
 
 
 
Alcohol is responsible for the premature death and disability of 12% of males and 2% of females 
in the EU, being the third risk factor after high blood pressure and tobacco, and followed by 
overweight/obesity and high cholesterol level.  
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The share of deaths attributable to alcohol is largest in the age group 15-29 years, amounting to 
10% for women and 25% for men.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
A major concern across Europe is the rising trend in alcohol use and binge drinking among the 
young. Besides being a dependence-inducing drug, alcohol is a cause of some 60 diseases or 
conditions, including injuries, mental and behavioural disorders, gastrointestinal conditions, 
cancers and cardiovascular diseases.  For most conditions, alcohol increases the risk in a dose 
dependent manner, with greater risk at higher consumption levels. For a number of conditions, 
even modest alcohol intake can worsen the symptoms or interfere with the effectiveness of 
treatment. On the other hand, even occasional intoxication can have serious health and social 
consequences. Alcohol-related harm is therefore not confined to the relatively small number of 
alcoholics. Approximately 15% of adult Europeans are hazardous drinkers, i.e. subject to 
increased risk of harmful consequences due to their level of alcohol intake (40g of alcohol or 
more per day for men and 20g of alcohol or more for women). 
 
Perhaps the most often cited health benefit from moderate alcohol use, reduced risk of coronary 
heart disease (CHD), is only relevant to middle aged and older people, who are at increased risk 
for heart disease. The magnitude of the protective effect is debated and it appears the effect 
may have been overestimated a.o. due to alcohol intake measurement problems and to over-
recording of CHD on death certificates. In contrast, a rising concern in many European countries 
is that a trend towards increased use of alcohol in older age groups, especially in combination 
with medications and chronic diseases, is likely to increase the risk of injuries and ill health. 
 
Most adverse health effects primarily affect the drinkers themselves. The most notable exception 
is drinking during pregnancy which increases the risk of low birth-weight, often combined with 
physical and intellectual deficits, and can in the most severe cases cause permanent disabling 
damage to the child.  
 
Most of the social harms caused by alcohol affect others than the drinker. Alcohol use is a factor 
in child abuse/neglect, domestic violence, robberies, assaults and homicides, vandalism and 
disturbance of public order. Of the roughly 17 000 people killed annually in drink-driving 
accidents in the EU, some 10 000 are others than the drink-driver. It has been estimated that up 
to 3% of all journeys in the EU15 have a drinking driver. Substantial losses are incurred in the 
domain of work and employment through underperformance due to ill health, lowered 
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productivity due to absenteeism, and lost workforce due to disability and premature death. The 
health and social harms for third parties are at least as important as the adverse effects 
experienced by the drinkers themselves. 
 
Alcohol contributes to inequalities in health both within and between European countries. 
The death and disability toll is higher for men than for women, people in lower socio-economic 
situations face greater risk of dependence and ill health due to drinking than the more well-to-
do, and deprived areas are hit harder by alcohol-related disease and mortality than more 
priviledged areas. 
 
Within the EU, there is a health gap between the new EU10 states and the old EU15, graphically 
apparent in a difference in life expectancy at birth: a baby born in the EU10 in 2001 will have 
five years of life less than a baby in the EU15. Although the divide is likely to be the result of a 
combination of factors, alcohol plays a considerable role, causing approximately 90 extra deaths 
among men per 100 000 population, and 60 extra deaths among women within the EU10, 
compared with the EU15. 
 
Across the EU, alcohol is a key health determinant and has a negative impact on the expectancy 
of healthy life years (HLY) at birth, used as a global indicator of a population’s health status. 2 In 
the EU15 in 2003, the expectancy of healthy life years was on avegare 12 years shorter than 
overall life expectancy for men, and 15 years shorter for women. The larger the gap between 
HLY and life expectancy, the greater the burden of ill-health and disability, therefore costs to 
society. 
 
Increasing the number of healthy life years, closing health gaps, and ensuring a healthy work 
force are crucial objectives in the EU, where the population is both decreasing and ageing. 
Reducing the harm done by alcohol is a necessity if health at the population level is to be 
significantly improved.  
 
 
 Suggested areas for future action3 
 
There is cumulative and compelling research-based evidence that alcohol-related harm can be 
substantially reduced or prevented through public health-oriented alcohol policies, and a growing 
body of evidence on the relative effectiveness and cost-effectiveness of policy options. 
 
Alcohol policy options can be roughly divided in measures aimed at altering consumption levels and 
drinking habits among the general population, measures focussed on specific alcohol-related 
problems, and measures directed at hazardous drinkers or at drinkers already experiencing 
problems. Overall, evidence of effectiveness is strongest for measures that regulate the availability 
of alcoholic beverages, including pricing/taxation, restrictions on selling and buying, and 
restrictions on sales promotion. Such measures have the potential to affect both consumption 
levels and drinking behaviours. While targeted at the general population, such measures may have 
greater impact on specific subgroups; for instance pricing/taxation, minimum purchasing age and 

                                            
2 http://ec.europa.eu/health/ph_information/indicators/lifeyears_en.htm 
3 Research-based evidence on the effectiveness of alcohol policy measures has been addressed in the framework of various 
WHO initiatives: Babor T. & al. Alcohol: no ordinary commodity. Oxford University Press, 2003; Global status report: 
alcohol policy. World Health Organization, Geneva, 2004; Framework for alcohol policy in the European region. World 
Health Organization, Regional Office for Europe, 2006; Ottawa and Bangkok Charters for Health Promotion, 1986 & 
2005. 
. 
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restrictions on sales promotion are likely to affect young people in particular. Measures focussed on 
specific problems, for instance drink driving or alcohol-related public disorder and violence, may be 
effective in reducing the target problem but, if implemented in isolation, may cause other problems 
to go unnoticed. Measures directed at individual drinkers include brief interventions for hazardous 
drinkers and treatment/rehabilitation for those with more severe problems. Effective treatment and 
rehabilitation may prevent disability and death but occurs too late and benefits a too small 
subgroup to reduce the overall level of alcohol-related harm. Brief interventions, if implemented 
throughout the health care sector, have the potential to reduce problems and prevent future 
problems on a large scale. 
 
Within alcohol policy both hard and soft instruments can be used. Hard instruments include 
legislation, taxation and other regulatory measures. Soft instruments include informational 
approaches, such as awareness and health promotion campaigns or school-based prevention 
education, and self-regulatory approaches, such as codes of conduct for sales promotion or 
responsible selling and serving practices. The effectiveness of hard instruments is contingent on 
enforcement and public awareness. For the effectiveness of soft instruments little evidence 
exists. Informational and self-regulatory approaches are therefore not an alternative to 
regulatory measures but are best used to complement and support regulation. 
 
Alcohol policy measures are rarely used in isolation, but in synergistic combinations with 
each other and with other policies. For instance, specific measures to reduce drink driving 
may consist of legislation on BAC levels, random breath testing and public awareness campaigns 
to encourage compliance, drink-driving education in schools and driving schools, and local or 
situational approaches to providing alternative transport. Since it affects drinking behaviour, 
effective drink-driving policy contributes to an overall policy to reduce alcohol consumption and 
harm. Adverse effects of alcohol are correlated with the overall level of alcohol consumption, 
which is why an overall policy designed to reduce harm through reducing consumption is likely to 
have an impact also on specific problems, such as drink driving. Similarly, effective drink-driving 
policy contributes to improving traffic safety for all citizens, and conversely, a traffic safety policy 
that fails to address drink driving falls short of its full potential. Unfortunately some policies have 
also the potential of curtailing the positive effects of health and safety policies. E.g. increasing 
the availability of alcohol with tax policies can increase consumption and decrease traffic safety. 
 
Effective actions and policies to reduce alcohol-related harm can be carried out at national, 
municipal and community level (e.g. workplaces, schools, neighbourhoods), and in various 
sectors and domains. Opportunities for action exist in all sectors and domains where adverse 
effects are felt – for instance, in all fields addressed in the present conference – and, most 
importantly, in regulatory domains that affect the production and trade of alcoholic beverages. 
Since adverse effects of alcohol are the result of interplay between individual behaviour and the 
surrounding cultural, social and physical environment, and the economic and political contexts, 
no single policy measure will alone have significant effect on alcohol consumption and related 
harm. The overall aim of policies implemented in different domains should be to shape a cultural, 
social and physical environment that is protective of harm and supportive of healthy choices 
regarding alcohol use. 
 
A holistic approach is also needed to make visible the gains that can be expected in return from 
investing in effective policies, especially since investment and gains do not always take place within 
the same sector. While legislating BAC levels for driving involves little cost, breath testing and 
enforcement may entail considerable costs to police and the justice sector. When drink-driving 
accidents, property damage, injuries, disability and fatalities are thereby curtailed, the gains are 
felt by vehicle owners, in the health care sector and in the society at large. A reduction in overall 
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alcohol consumption does not pose a threat to overall employment and economy since it frees up 
money for consumers to spend on other products or services. 
 
A general conclusion from research on the effectiveness of measures to curtail alcohol-related 
harm is that a comprehensive and coordinated policy approach is needed for impact at public 
health level. Such an approach would combine measures to regulate the availability of alcoholic 
beverages and to build a protective environment with measures focussed on specific risky 
situations and behaviours. For substantial reduction in costs strong emphasis would need to be 
placed on the prevention of harm rather than on remedying harm caused. An effective approach 
would require the use of both hard and soft policy instruments. The combinations of policy 
measures and instruments can vary from one country to another, depending on the level and 
nature of the harm experienced and of the structures that exist to protect public health and 
safety. The challenge is to find an effective balance across the policy mix. 
 
Recommendation to EU Members States: 
 

• Member States’ governments should recognize the threat to public health, safety and 
economic growth posed by alcohol and formulate comprehensive national strategies and 
action plans to prevent or reduce health and social harm. To ensure a coordinated 
approach, negative public health and safety consequences of actions and the potential for 
positive impact should be made explicit in all relevant public policy domains. To improve 
the chances of success at all levels, a wide range of public health stakeholders, including 
local communities and NGOs, should be involved in the policy and action processes. 

 
Case for action at EU level 
 
Notwithstanding the positive contribution of the production and trade of alcoholic beverages for 
the European economy in terms of revenues and employment, the consumption of alcohol 
involves such an extent of negative externalities in the form of public health and social harm that 
it impedes progress towards the strategic goals of the EU’s Lisbon Strategy, i.e. competitiveness, 
sustainable economic development and social cohesion across Europe. 
 
The EU has a mandate to take health into account across its policies. Besides legally binding, the 
treaty obligation is reasonable. Alcohol is recognised as a key health determinant in the context 
of the community public health strategy4. In practice public health initiatives, incl initiatives to 
reduce alcohol-related harm have been subordinated to single market legislation. This has 
limited member states` ability to implement and develop effective public health-oriented alcohol 
policies.  
 
Concerning alcohol policy the council has previously highlighted the need to to have a more 
balanced approach where more attention is given to public health aspects in other policy areas.  
 
 
Recommendations to the European Commission: 
 

 European Commission should provide strong support for Member States in the 
implementation and strengthening of their own public health-oriented alcohol policies. 

 

                                            
4 http://europa.eu/scadplus/leg/en/s03003.htm ; http://europa.eu/scadplus/leg/en/cha/c11563.htm 
 



              7(8) 
 
 

 European Commission should adopt and implement an alcohol strategy with a broad focus 
on curtailing the negative public health impact of alcohol, setting clear and measurable 
goals and objectives, and establishing a functional mechanism for monitoring, evaluating 
and reporting on progress towards the set goals. 

 
 European Commission should consider introducing or strengthening EU level regulation in 

fields where no substantial progress has been achieved through the present approach, 
notably: 

 Protection of children and young people from exposure to pressures to drink 
through product development, advertising and sales promotion, product 
placement in media contents, and sponsorship of cultural and sports events. 

 
 Reduction of drink driving accidents and fatalities. 

 
 Ensuring a high level of consumer protection across all Member States by 

requiring that information on major health and safety risks involved in alcohol 
use is given on product labels. 

 
 European Commission should actively strive to increase the weight given to public health 

aspects of alcohol, not just within Community health policy, but also in other policy 
domains, and ensure coherence across policies and actions that have an impact on 
alcohol-related harm or prevention thereof (eg single market, taxation, transport, crime 
and justice, consumer, education and research policies). 

 
 European Commission should strive to develop its policy regarding taxation of alcoholic 

beverages in a direction that supports Member States' efforts to regulate the availability 
of alcohol in order to protect public health. Directive 92/84/EC requires that the 
Commision review the minimum excise duty rates for alcoholic beverages periodically. 
The minimum rates have last been addressed in 1992. With a zero percent duty rate, 
wine continues to receive preferential treatment in comparison with other alcoholic 
beverage categories. 

 
 European Commission should ensure that the negative public health impact of alcohol is 

recognized and taken into account in the reform of the Common Market Organisation of 
the wine sector. At present, emphasis in this process is primarily on improving the 
competitiveness of the sector in a context characterized by continuous overproduction 
and a downward trend in consumption.5 Through the Common Agricultural Policy, 
European wine production receives subsidies worth €1.5 billion annually. (Cf. the budget 
for the programme for Community Action in the Field of Health 2007-2013 is €365 
million.) 

 
 In the context of the new EU regulation on health and nutrition claims in foodstuff 

labelling, European Commission and Parliament took a major step towards improved 
consumer protection by proposing a ban on nutrition claims on alcohol products, except if 
these claims refer to a reduction in alcohol or calories.6 European Commission should also 
ensure that EU’s regulatory power in the domain of labelling is used to ensure that 
consumers across Member States are equally well informed of major health and safety 
risks to drinkers and those around them. 

 
 
 European Commission should ensure that public health and safety aspects of alcohol are 

given adequate attention in all relevant domains where EU level action or co-ordination is 
carried out or being developed, e.g. 

                                            
5 http://ec.europa.eu/agriculture/capreform/wine/index_en.htm 
6 http://ec.europa.eu/food/food/labellingnutrition/claims/index_en.htm 
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In the context of the Community Strategy for Health & Safety at Work being 
prepared for the years 2007-20127 
In the context of European transport policy and road safety action8 
In the context of rules regarding excise duty system applicable to alcohol and alcoholic 
beverages9  
In the context of actions to promote mental health10 
In the context of prevention of accidents and injuries11 
In the context of action against football hooliganism and similar disturbance of public 
safety12 
In the context of action agains domestic violence13 
In the context of measures taken to improve the implementation of the Rights of the 
Child14 

 
 European Commission should ensure that public health aspects of alcohol are given 

sufficient emphasis and broad attention within the programme for Community Action in 
the Field of Health 2007-2013, as well as in future programmes.15 

 
 European Commision should ensure that alcohol-related indicators are included within the 

European Community Health Indicators short-list, which sets the priority time frame for 
data collection, and that a broad approach is taken to the development of  European 
alcohol indicators so that they adequately reflect the wide scope and complexity of 
alcohol-related health and social harm.16 

 
 European Commission should ensure that, in addition to the EU Health Information and 

Knowledge System, an adequate and functional infrastructure – ideally, similar to EMCDDA, 
and possibly making use of the network of European centers of excellence set up for 
provision of information on lifestyle indicators – is created for collecting and making 
available for governments and interest groups reliable science-based information across 
Member States on trends in alcohol consumption and drinking patterns as well as health and 
social harm, on policy measures and on best practices in the prevention and reduction of 
harm. 

 
• European Commission should continue support for initiatives that build on collaboration 

with the World Health Organization in fields such as promotion of implementation brief 
interventions in health care settings17, and broaden collaboration to other Europe-wide 
and global public health aspects of alcohol. 

 
 
 
 

                                            
7 http://europe.osha.eu.int/systems/strategies/future/ 
8 http://ec.europa.eu/transport/road/roadsafety/rsap/index_en.htm 
9 http://europa.eu/bulletin/en/200405/p103026.htm 
10 http://ec.europa.eu/health/ph_determinants/life_style/mental_health_en.htm 
11 http://www.actiononinjuries.org/csi/wpai.nsf 
12 http://www.sportslaw.nl/documents/cms_sports_49_1_REPORT%20HOOLIGANISM.pdf ; 
http://ec.europa.eu/justice_home/fsj/police/hooliganism/wai/fsj_police_hooliganism_en.htm 
13 http://ec.europa.eu/justice_home/funding/daphne/funding_daphne_en.htm 
14 http://www.unicef.org/crc/ 
15 http://ec.europa.eu/health/ph_programme/programme_en.htm 
16 http://ec.europa.eu/health/ph_information/indicators/indicators_en.htm ; http://www.public-health.tu-dresden.de/eu/ 
17 www.phepa.net; www.who-alcohol-phaseiv.net 



This report was produced by a contractor for Health & Consumer Protection Directorate General and represents the views of the
contractor or author. These views have not been adopted or in any way approved by the Commission and do not necessarily
represent the view of the Commission or the Directorate General for Health and Consumer Protection. The European
Commission does not guarantee the accuracy of the data included in this study, nor does it accept responsibility for any use made
thereof.




