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Alcohol Beverage Consumption  
in the World:  

levels, patterns and indicators 



  

Alcohol beverage consumption in the world 

 Alcohol: ~1.9 billion people aged 15+ consumed alcoholic 

beverages in the last 12 months (estimates for 2012; WHO, 

2014) 
– ~40% of the world population aged 15-64 

• 48% of men 15+ years old 

• 29% of women 15+ years old  

 ~ 60% of the world adult population - did not consume alcohol 
in the last 12 months 

– Lifetime abstainers 

– Former drinkers 

 



  

Patterns of alcohol consumption and health 

risks 

 Episodic low-level alcohol consumption 

 Continuous low-level alcohol consumption  

 Episodic high level alcohol consumption ("Heavy episodic 

drinking", "Binge drinking") 

 Continuous high-level alcohol consumption 

 Episodic or continuous high level alcohol consumption in 

alcohol dependence (alcoholism) with impaired control 

over the level, pattern and context of alcohol consumption.   

 



  

Indicators for alcohol consumption at 

population level 
 Per capita alcohol consumption among 15 years of age and 

older (15+) in litres of pure alcohol per person per year 

 Prevalence of life-time drinkers / Prevalence of life-time 
abstainers 

 Prevalence of past 12-month drinking alcohol / Prevalence of 
past 12-month abstainers ("former drinkers") 

 Per capita consumption (15+ years old) in litres of pure 
alcohol per drinker 

  Prevalence of heavy episodic drinking (60 grams of pure 
alcohol at least once in a month) 

 



  

Prevalence of heavy episodic drinking among current 

drinkers (%, 15+), 2010 (WHO, 2014) 

 



  

Proportion (%) of recorded alcohol per capita (15+ 

years) consumption by type of alcoholic beverage 



  

Alcohol consumption globally in 2016 

Source: WHO World Health Statistics 2017               http://www.who.int/gho/publications/world_health_statistics/2017 



  

Trends in total (recorded and unrecorded) 

alcohol  per capita consumption (15+ yeas old)  



  

Alcohol and health: risks, 

consequences of alcohol use, 

alcohol-attributable disease 

burden 



  

Conceptual causal model of alcohol 

consumption and health outcomes 
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Ethanol (ethyl alcohol) – key ingredient of 

alcoholic beverages 
 Psychoactive substance that produce its psychoactive effects 

through known neurobiological mechanisms (may result in 
alcohol intoxication of different severity) 

 Toxic substance with significant toxic effects on tissues and 
organs in living organisms (low threshold for lethal overdose 
due to respiratory depression and overall neurotoxicity) 

 Teratogenic substance known to cause congenital 
abnormalities and Fetal Alcohol Syndrome (FAS) 

 Cancerogenic substance known to be a contribution factor ro 
development of several cancers in humans 

 Alcohol – dependence-producing substance.  

 

 

 

 



  

Dependence potential of different psychoactive 

substances (Anthony JC et al,  1994)  
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Prevalence (%) of alcohol use disorders (AUDs, ICD-10) by 

sex, WHO region and the world, 2010 (WHO, 2014) 

 



  

IARC Monograph on the Evaluation of Carcinogenic Risks 

to Humans, Vol. 100E (2012) 

 There is sufficient evidence in humans for the 

carcinogenicity of alcohol consumption 

 Alcohol consumption causes cancers of the oral cavity, 

pharynx, larynx, esophagus, colorectum, liver 

(hepatocellular carcinoma) and female breast. Also, an 

association has been observed between alcohol 

consumption and cancer of the pancreas.  

 There is sufficient evidence in humans for the 

carcinogenicity of acetaldehyde associated with the 

consumption of alcoholic beverages. 

 



  

All global deaths/DALYs 

 Liver cirrhosis       50/50 

 Oral cavity and pharynx cancers   30/31 

 Pancreatitis      25/27 

 Laryngeal cancer     23/24 

 Oesophageal cancer     22/23 

 Liver cancer      12/12 

 Haemorrhagic stroke    11/11 

 Colorectal cancer     10/10 

 Hypertensive heart disease     8/10 

 Breast cancer        8/8 

 Ischaemic heart disease      7/5 

 

Alcohol-attributable fractions for selected causes of death, 

disease and injury, 2012 (WHO, 2014) 



  

Genes-modified carcinogenic effects of aldehydes 
for breast cancers  

(Shawn Lu Wen Tan et al, 2017; Cell, Volume 169, Issue 6, 2017, 1105–1118.e15) 



  

Dose-response relationship between alcohol consumption 

and the risk of female breast cancer   
(Hamajima et al, Br J Cancer 2002; 87: 1234-45) 



  

Teratogenic effects of alcohol confirmed in 

animal models  
Soon after the identification of 

FAS, it was confirmed that alcohol was  

a teratogen in animal models ranging  

from mice and rats to dogs, miniature  

swine, and primates. 

These models were important because                           

case reports were confounded by                                 

numerous variables that could not be               well 

controlled.  



  

Dose-response relationship (RR) for 

alcohol and cardiovascular diseases (2) 

Hypertensive disease  (Taylor et al, 2009) 

– Men: 25 g/day: 1.25 (1.28-1.47), 50 g/day: 1.62 (1.46-

1.81);  

– Women: <5 g/day: 0.82 (0.73-0.93); 25 g/day: 1.24 (0.87-

1.77), 50 g/day: 1.81 (1.13-2.90) 

Haemorrhagic and other non-ischaemic stroke 

(Reynolds et al, 2003): 

– <12 g/day: 0.79 (0.60-1.05); 12-24 g/day: 0.98 (0.77-

1.25); 24-60 g/day: 1.19 (0.80 -1.79); > 60 g/day: 2.18 

(1.48-3.20). 





  

Dose-response relationship between alcohol consumption 

and the risk of coronary heart disease  
(Corrao et al, Preventive Medicine, 2004, 38, 5, 613-619) 



  

Dose-response relationship (RR) for 

alcohol and cardiovascular diseases (1) 

 Ischaemic heart disease  (Corrao et al, 2000) 

– Men: 25 g/day – nadir: 0.75 (0.73-0.77); deleterious at  113 g/day: 

1.08 (1.00-1.16) 

– Heavy drinking occasions (> 60 g per occasion): 1.45 (1.24-1.70) 

compared no non-heavy drinking occasions (Roerecke et Rehm, 

2010). 

 Ischaemic stroke (Reynolds et al, 2003) 

–  <12 g/day: 0.80 (0.67-0.96); 12-24 g/day: 0.72 (0.57-0.91); 24-60 

g/day: 0.96 (0.79-1.18); > 60 g/day: 1.69 (1.34-2.15);  

 Hazardous patterns of drinking negate potential 

beneficial effects of low-risk alcohol consumption 





  

Alcohol per capita alcohol consumption 

among drinkers 15+ years old in the world 

 ~ 17 litres of pure alcohol per drinker 

– ~ 21 litres among men  

–  ~ 8  litres among women)   

 Equal to ~ 40 g/day of pure alcohol 

Men ~ 30-60 g per day in different WHO regions 

Women ~ 10-30 g per day in different WHO 
regions. 

 

 



  

Alcohol and lower respiratory infections  

 Relative risk for 

pneumonia – 1.3 at 

alcohol consumption of 60 

g/day 

 3-8 fold increase in risk of 

pneumonia in alcohol 

dependence  



  

All global deaths 

 Interpersonal violence    22 

 Self-harm     22 

 Tuberculosis      12 

HIV/AIDS        1 

 Alcohol use disorders           100 

 Fetal Alcohol Syndrome    100 

 

 

Alcohol-attributable fractions for selected causes of 

death, 2012 (WHO, 2014) 



  

Alcohol consumption: patterns of use and 

health risks 
 Low-risk use of alcohol in healthy adult (18 or 20+ years old) 

individuals 

 Hazardous alcohol consumption: with increased risk levels, 
but without obvious health consequences 

– Heavy episodic drinking (60 grams on one occasion monthly) 

– Heavy drinking (definitely more than 60 grams per day) 

 Episodes of harmful alcohol consumption 
– Injuries, cardiac arrhythmias, alcohol-induced violence, severe 

intoxication, etc.  

 Harmful pattern of alcohol consumption  

 Alcohol dependence  



  

Several facts about global burden of disease 

attributable to alcohol in 2012 (WHO, 2014) 

 3.3 million deaths (5.9% of deaths in all age groups 

globally) are attributable to alcohol consumption 

– 7.6% for men 

– 4.0% for women 

 139 million DALYs lost or 5.1% of the global burden 

of disease expressed in DALYs are attributable to 

alcohol consumption. 

 



  

Distribution of alcohol attributable deaths 

and DALYs in 2012 (WHO, 2014) 

Inner circle: Deaths     Outer circle: DALYs 
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Proportion of alcohol-attributable deaths (%) of total 

deaths by age group, 2012 (WHO, 2014) 

 



  

Global burden of disease attributable to risk factors for the 

age group 15 to 49 years old  
(Source: IHME, 2015) 

Source: IHME 



  

Leading risk factors for DALYs, 1990, 2000, 2015 
(GBD 2015 Risk Factors Collaborators, Lancet, 2016, 388: 1659-724)  



  

Main international policy 

frameworks and effective 

strategies and interventions to 

reduce the harmful use of alcohol 



  

 Global strategy to reduce  

the harmful use of alcohol (WHO, 2010) 

The concept of the harmful use of 

alcohol is broad and encompasses 

the drinking that causes detrimental 

health and social consequences for 

the drinker, the people around the 

drinker and society at large, as well 

as the patterns of drinking that are 

associated with increased risk of 

adverse health outcomes. 

 



  

Recommended ten target areas for policy 

measures and interventions (WHO, 2010) 

1. Leadership, awareness 
and commitment  

2. Health services' response 

3. Community action  

4. Drink-driving policies  
and countermeasures  

5. Availability of alcohol  

6. Marketing of alcoholic 
beverages  

7. Pricing policies  

8. Reducing the negative 
consequences of drinking 
and alcohol intoxication  

9. Reducing the public health 
impact of illicit alcohol and 
informally produced alcohol  

10. Monitoring and surveillance 



  

Tobacco use Unhealthy diets Physical inactivity 
Harmful use of 
alcohol 

Cardiovascular 
diseases     

Diabetes     

Cancer     

Chronic lung 
disease  

The UN Political Declaration on the Prevention and Control of 
Non-communicable Diseases: focus on 4 groups of conditions 

and 4 modifiable risk factors of NCDs (2011) 



  

Harmful use of alcohol: one of 9 targets in the Global 

Monitoring Framework for prevention and control of 

NCDs (WHO, 2014) 



  

 

3.5 Strengthen the prevention and treatment of substance abuse,  

including narcotic drugs   and harmful use of alcohol  

3.3 Ending the AIDS epidemic and combating hepatitis,  

3.4 Prevention and treatment of noncommunicable diseases and 

promotion of mental health  

3.8 Universal health coverage  

3.b Access to essential medicines.  hol 



  

SDG 2015: 17 goals (1 health), 169 targets (13 health) adopted at the United 

Nations Sustainable Development Summit 2015  25 – 27 September 2015 

– 3.5.1 Coverage of treatment interventions (pharmacological, psychosocial 

and rehabilitation and aftercare services) for substance use disorders 

– 3.5.2 Harmful use of alcohol, defined according to the national context as 

alcohol per capita consumption (aged 15 years and older) within a calendar 

year in litres of pure alcohol 



  

 Labelling in the WHO Global strategy  

to reduce the harmful use of alcohol 

Can contribute to one of its five 
objectives: 

(a) raised global awareness of the 
magnitude and nature of the 
health, social and economic 
problems caused by harmful use 
of alcohol,… 

An intervention listed under the area 
“Reducing the negative consequences of 
drinking and alcohol intoxication” 

(f) providing consumer information 
about, and labelling alcoholic 
beverages to indicate, the harm 
related to alcohol. 



  

Economic impact at the population level from different 

policy options, average per year, 2010-50 



  

Update of the list of effective measures (Appendix 3) on 

alcohol for  

the Global NCD Action Plan (endorsed by WHA70 in 2017)  
 Increase excise taxes on alcoholic 

beverages 

 Enact and enforce bans or comprehensive 
restrictions on exposure to alcohol 
advertising (across multiple types of 
media) 

 Enact and enforce restrictions on the 
physical availability of retailed alcohol (via 
reduced density of retail outlets and 
reduced hours of sale) 

 Enact and enforce drink-driving laws and 
blood alcohol concentration limits via sobriety 
checkpoints 

 Provide brief psychosocial 
intervention for persons with 
hazardous and harmful alcohol 
use 

 Carry out regular reviews of prices in relation to 
level of inflation and income 

 Establish minimum prices for alcohol where 
applicable 

 Enact and enforce an appropriate minimum age for 
purchase or consumption of alcoholic beverages 

 Restrict or ban promotions of alcoholic beverages 
in connection with sponsorships and activities 
targeting young people 

 Provide prevention, treatment  and care for alcohol 
use disorders and comorbid conditions in health 
and social services 

 Provide consumer information 
about, and label, alcoholic 
beverages to indicate, the harm 
related to alcohol. 



  

Role of alcoholic beverage 

labelling in reducing the harmful 

use of alcohol: main issues and 

current practices 



  

Why alcohol labelling is important for consumers of 

alcoholic beverages and those who buy or serve them  

 Alcoholic beverages are not neutral to  health of consumers due to inherent properties of 
ethanol/alcohol, though the risks of health consequences depend on the level, patterns, 
contexts of drinking, individual characteristics and social determinants of health 

– Can lead to intoxication that is critical for risks of injures, violence and risk behaviors 

– Can lead to liver disease and around 200 other diseases and health conditions due to its 

effects on tissues and organs (toxicity and carcinogeneity) 

– In high doses can lead to alcohol poisoning and death, particularly in "under-age" and 

"alcohol-naive" individuals, and those who take medications with potential of respiratory 

depression 

– Can lead to Fetal Alcohol Syndrome when used during pregnancy (teratogenicity) 

– Can lead to alcohol dependence and individual risk is difficult to assess and predict 

– There is clear dose-response relationship with health consequences 

 Some alcoholic beverages contain substances that can lead to allergy-like symptoms, 
including sulphites, egg and egg-like products, and milk and milk-based products 

 Alcoholic beverages have caloric value 

 

 



  

Alcoholic beverages are energy dense 

products 
 In human body metabolism of 1 gram of ethanol produces 7.1 calories 

which is less only for fats (9.0) and almost 2 times higher than for 

proteins or carbohydrates (4.0) 

 A small bottle of beer of normal strength (5%) contains around 140 

calories, a glass of wine (175 ml) – 160, and a serving of spirits (40 ml 

at 40% ABV) – 95, but can be doubled if consumed with a mixer 

 Alcohol has been found to account for approximately 10% of adult 

drinkers' total energy intake in the UK and 16% in the US (Lukasiewicz 

et al, 2005),  and four out of 10 unaware of energy value of alcoholic 

beverages (Drinkaware, 2017). 

 

 



  

Why alcohol content labelling is important for 

health system responses 
 Public health messages on alcohol and health depend on the extent of 

knowledge of consumers about alcoholic beverages, and labelling has unique 
potential to provide accurate and reliable information to consumers at the 
points of sales and consumption  

 All information about dose-response relationship of alcohol consumption and 
major health conditions is available for particular thresholds of alcohol 
consumption (e.g. 20 grams per day or less, 20-40 grams per day), which is 
the basis of national drinking guidelines where they exist 

 Compliance with "drinking  guidelines" depend on understanding of product 
information by consumers, and particularly on the amount of alcohol consumed 

 Screening and brief interventions for hazardous and harmful drinking is one of 
the most effective and cost-effective  strategies in health systems to reduce 
the harmful use of alcohol, and screening depends on the assessment of 
alcohol consumed in "standard drinks" or grams of pure alcohol, and intensity 
of intervention depends on extent of knowledge of a patient about alcohol and 
its health effects.  

 
 

 
 

 



  

Definition of an alcoholic beverage 
(Preliminary findings from the 2016 WHO Global Survey on Alcohol and Health) 
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Definition of a standard drink 
(Preliminary findings from the 2016 WHO Global Survey on alcohol and health) 
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National legal requirement for  

labelling on beer containers 
(Preliminary findings from the 2016 WHO Global Survey on alcohol and health) 
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Consumer information (%) on the labels of alcohol containers  

(national legal requirements) 
Preliminary results of the WHO Global Survey on Alcohol and Health 
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National legal requirement for  

health warning labels  
(Preliminary findings from the 2016 WHO Global Survey on alcohol and health) 
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National legal requirement for  

health warning labels  
(Preliminary findings from the 2016 WHO Global Survey on alcohol and health) 
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European Union 

 Alcoholic beverages are prohibited from bearing health claims; the 
only nutritional claims that are permitted are ones referring to low 
alcohol levels and reduction of alcohol or energy content. 
(EC1924/2006)  

 The EU Regulation on the provision of food information to 
consumers (1169/2011) which became applicable in December 
2014 includes rules on listing ingredients and providing a nutrition 
declaration. These rules are mandatory for all foods, including 
alcoholic beverages. There is an exemption, however, for beverages 
containing more than 1.2% alcohol per volume. 

 The industry should propose within a year (March 2018), a 
harmonised approach aiming to provide consumers with information 
about the ingredients present in alcoholic beverages and the 
nutritional value of alcoholic beverages. COM(2017) 58  



  



  

Consumer support for Nutritional labelling 

on alcoholic beverages 

Source: GfK Belgium (2014)  
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Proposed new work for 

consideration of CCFL 



  

Existing alcohol-related work of CODEX 

 Codex has developed standards for additives (CODEX 

STAN 192-1995) and codes of practice to reduce 

contaminants in alcoholic beverages (CAC/RCP 63-2007). 

 Codex has also set labeling provisions for all pre-

packaged foods (CODEX STAN 1-1985), as well as 

guidance on nutrition and health claims (CAC/GL 23-1997) 

which also apply to alcoholic beverages though they are 

not explicitly mentioned. 

 Codex has never set a commodity standard for an 

alcoholic beverage. 



  

Potential interfaces with CODEX 

 Definition and standards of alcoholic beverages  

 Definition of a standard drink 

 Product information 
– Alcoholic strength/content 

– Number of standard drinks 

– Calories value 

– Ingredients 

 Health warnings 
– Allergens 

– Toxicity 

– Carcinogenicity 

– Teratogenicity 

– Intoxicating effects 

– Dependence potential  

– Age limits 

 Restrictions on the marketing information, nutrition claims and packaging 
presenting risks to health. 

 
 

 



  

Discussion Paper on alcoholic beverage 

labelling prepared by WHO 
 Highlights the need to inform consumers about  the health risks 

associated with alcoholic beverages, their ingredients, allergens, 
alcohol strength and energy value 

 Argues that it may be timely for Codex to initiate the process of 
developing guidance on alcoholic beverage labelling and 
suggests several issues that can be addressed with objectives: 

– Public health protection, particularly protecting health of populations at 
high risk of alcohol-related harm 

– Potential removal of barriers to trade by introducing a common set of 
standards 

 Emphasize that appropriate alcohol beverage labelling could be 
considered as a component of a comprehensive strategy to 
reduce the harmful use  of alcohol.  

 

 

 

 



  

Alcoholic beverages - no ordinary food 

commodities 
 Alcoholic beverages should not be considered as ordinary 

food commodities in view of their specific psychoactive, toxic 
and dependence- producing properties which determine 
considerable negative effect on health of populations.  

 "No-ordinary" nature of alcoholic beverages can not justify the 
current status of being exempted from international 
regulations and standards for food commodities, but, on the 
contrary, require special efforts to inform consumers at the 
points of sale and consumption about the products and the 
health risks associated with their consumption.  



  

Main conclusions 

 Reduction of harmful use of alcohol is one of global public health priorities 
in view of significant alcohol-attributable health and social burden 

 Alcohol product labelling could be considered as a component of a 
comprehensive public health strategy to reduce alcohol-related harm 

 Alcoholic beverage labelling is one of policy options included in the major 
international policy frameworks on alcohol and prevention and control of 
NCDs, which contribute to achievement of SDG 2030 health targets 

 For consumers, the alcoholic beverage labels is the principal source of 
information at the point of sale, and a number of consumer organizations 
and public health organizations (such as WHO) have long been calling for 
consideration of mandatory content and nutritional labelling and health 
messages 

 It may be timely for CODEX to initiate the work on alcoholic beverage 
labelling. 



  

Thank you for your attention 

Further information at: 

http://www.who.int/substance_abuse/  

http://www.who.int 

  

http://www.who.int/substance_abuse/
http://www.who.int/ncd

