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-OREWORD

am pleased to present the World Health Organization’s Global status report on alcohol

and health 2014. WHO has published several reports in the past on this topic with the

last one being published in 2011, but this report of 2014 has some unique features.

First, it describes some progress made in alcohol policy development in WHO Member
States after endorsement of the Global strategy to reduce the harmful use of alcohol in
2010. Second, this report provides a wealth of information on alcohol-related indicators
for the comprehensive global monitoring framework for the prevention and control of
non-communicable diseases (NCDs) adopted by the 66th World Health Assembly. The
global monitoring framework was developed to fulfil the mandate given by the Political
Declaration of the High-level Meeting of the General Assembly on the Prevention and
Control of Non-communicable Diseases (NCDs) and includes the voluntary target of a 10%
relative reduction in harmful use of alcohol by 2025 measured against a 2010 baseline.
Thirdly, this report presents an overview of some of the mechanisms and pathways which
underlie the impact of the harmful use of alcohol on public health.

The report highlights some progress achieved in WHO Member States in the development
and implementation of alcohol policies according to the ten areas of action at the national
level recommended by the Global strategy. This progress is uneven and there is no
room for complacency given the enormous public health burden attributable to alcohol
consumption. Globally, harmful use of alcohol causes approximately 3.3 million deaths
every year (or 5.9% of all deaths), and 5.1% of the global burden of disease is attributable
to alcohol consumption. We now have an extended knowledge of the causal relationship
between alcohol consumption and more than 200 health conditions, including the new
data on causal relationships between the harmful use of alcohol and the incidence and
clinical outcomes of infectious diseases such as tuberculosis, HIV/AIDS and pneumonia.
Considering that beyond health consequences, the harmful use of alcohol inflicts
significant social and economic losses on individuals and society at large, the harmful use
of alcohol continues to be a factor that has to be addressed to ensure sustained social
and economic development throughout the world. In the light of a growing population
worldwide and the predicted increase in alcohol consumption in the world, the alcohol-
attributable disease burden as well as the social and economic burden may increase
further unless effective prevention policies and measures based on the best available
evidence are implemented worldwide. And, importantly, we know that in countries with
lower economic wealth the morbidity and mortality risks are higher per litre of pure alcohol
consumed than in the higher income countries.

Following the endorsement of the Global strategy to reduce the harmful use of alcohol
WHO has strengthened its actions and activities to prevent and reduce alcohol-related
harm at all levels. Several regions have developed and adopted regional strategies focusing
on the target areas recommended in the global strategy. At the global level the WHO
Secretariat has facilitated establishment of a global network of WHO national counterparts
as well as a coordinating council to ensure effective collaboration with and between
Member States. At the same time all the efforts and resources available at all levels are
clearly not adequate to confront the enormous public health burden caused by the harmful
use of alcohol, and further progress is needed at all levels and by all relevant actors to

VI
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achieve the objectives of the Global alcohol strategy and the voluntary global target of at
least a 10% relative reduction in the harmful use of alcohol by 2025. WHQO is prepared and
committed to continue to monitor, report and disseminate the best available knowledge
on alcohol consumption, alcohol-related harm and policy responses at all levels, which
is key to monitoring progress in implementing the Global strategy and regional action
plans. Accurate and up-to-date information is vital for alcohol policy development, and |
hope that you will find this report, which is largely based on the information submitted
from Member States, useful in contributing to the public health objectives articulated in
the Global strategy to reduce the harmful use of alcohol.

Oleg Chestnov
Assistant Director-General
Noncommunicable Diseases and Mental Health
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EXECUTIVE SUMMARY

his report provides a global overview of alcohol consumption in relation to public
health (Chapter 1) as well as information on: the consumption of alcohol in
populations (Chapter 2); the health consequences of alcohol consumption (Chapter
3); and policy responses at national level (Chapter 4). The main messages of these

chapters can be summarized as follows:

CHAPTER 1: ALCOHOL AND PUBLIC HEALTH

Alcohol is a psychoactive substance with dependence-producing properties that has been
widely used in many cultures for centuries. The harmful use of alcohol causes a large
disease, social and economic burden in societies.

D)

D)

D)

D]

D

Environmental factors such as economic development, culture, availability of alcohol
and the level and effectiveness of alcohol policies are relevant factors in explaining
differences and historical trends in alcohol consumption and related harm.

Alcohol-related harm is determined by the volume of alcohol consumed, the pattern
of drinking, and, on rare occasions, the quality of alcohol consumed.

The harmful use of alcohol is a component cause of more than 200 disease and injury
conditions in individuals, most notably alcohol dependence, liver cirrhosis, cancers
and injuries.

The latest causal relationships suggested by research are those between harmful use
of alcohol and infectious diseases such as tuberculosis and HIV/AIDS.

A wide range of global, regional and national policies and actions are in place to reduce
the harmful use of alcohol.

CHAPTER 2: ALCOHOL CONSUMPTION

D

D

D]

Worldwide consumption in 2010 was equal to 6.2 litres of pure alcohol consumed
per person aged 15 years or older, which translates into 13.5 grams of pure alcohol
per day.

A quarter of this consumption (24.8%) was unrecorded, i.e., homemade alcohol,
illegally produced or sold outside normal government controls. Of total recorded
alcohol consumed worldwide, 50.1% was consumed in the form of spirits.

Worldwide 61.7% of the population aged 15 years or older (15+) had not drunk
alcohol in the past 12 months. In all WHO regions, females are more often lifetime
abstainers than males. There is a considerable variation in prevalence of abstention
across WHO regions.

Xl
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D

D

Worldwide about 16.0% of drinkers aged 15 years or older engage in heavy episodic
drinking.

In general, the greater the economic wealth of a country, the more alcohol is
consumed and the smaller the number of abstainers. As a rule, high-income countries
have the highest alcohol per capita consumption (APC) and the highest prevalence of
heavy episodic drinking among drinkers.

CHAPTER 3: HEALTH CONSEQUENCES

D]

D

D

D]

In 2012, about 3.3 million deaths, or 5.9% of all global deaths, were attributable to
alcohol consumption.

There are significant sex differences in the proportion of global deaths attributable
to alcohol, for example, in 2012 7.6% of deaths among males and 4.0% of deaths
among females were attributable to alcohol.

In 2012 139 million DALY (disability-adjusted life years), or 5.1% of the global burden
of disease and injury, were attributable to alcohol consumption.

There is also wide geographical variation in the proportion of alcohol-attributable
deaths and DALYs, with the highest alcohol-attributable fractions reported in the
WHO European Region.

CHAPTER 4: ALCOHOL POLICY AND INTERVENTIONS

D

D)

Alcohol policies are developed with the aim of reducing harmful use of alcohol
and the alcohol-attributable health and social burden in a population and in society.
Such policies can be formulated at the global, regional, multinational, national and
subnational level.

Many WHO Member States have demonstrated increased leadership and commitment
to reducing harmful use of alcohol in recent years. A higher percentage of the reporting
countries indicated having written national alcohol policies and imposing stricter blood
alcohol concentration limits in 2012 than in 2008.

The report also contains country profiles for all 194 WHO Member States as well as data
tables to support information provided in chapters 2-4 (Appendices I-lll) and a section
explaining data sources and methods used in this report (Appendix V).
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1. ALCOHOL AND
PUBLIC HEALTH

he protection of the health of populations by preventing and reducing the harmful

use of alcohol is a public health priority, and one of the objectives of the World

Health Organization (WHO) is to reduce the health and social burden caused by the

harmful use of alcohol. The Global strategy to reduce the harmful use of alcohol
defines “harmful use” as 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." The vision
of this strategy is to improve the health and social outcomes of individuals, families and
communities, considerably reducing morbidity and mortality due to harmful use of alcohol
and their ensuing social consequences (WHO, 2010a).

Alcohol is a psychoactive substance with dependence-producing properties. As described
in this report, consumption of alcohol and problems related to alcohol vary widely around
the world, but the burden of disease and death remains significant in most countries.
The harmful use of alcohol ranks among the top five risk factors for disease, disability
and death throughout the world (WHO, 2011a; Lim et al., 2012). It is a causal factor in
more than 200 disease and injury conditions (as described in Statistical Classification of
Diseases and Related Health Problems (ICD) 10th revision, WHO, 1992). Drinking alcohol
is associated with a risk of developing such health problems as alcohol dependence, liver
cirrhosis, cancers and injuries (WHO, 2004a; Baan et al., 2007; Shield, Parry & Rehm,
2013). The latest causal relationships suggested by research findings are those between
alcohol consumption and incidence of infectious diseases such as tuberculosis and HIV/
AIDS (Lonnroth et al., 2008; Rehm et al., 2009b; Baliunas et al., 2010) as well as between
the harmful use of alcohol and the course of HIV/AIDS (Hendershot et al., 2009; Azar et
al., 2010). As described in chapter 3 of this report, the net effect of harmful use of alcohol
is approximately 3.3 million deaths each year, even when the beneficial impact of low-
risk patterns of alcohol use on some diseases is taken into account. Thus, harmful use
of alcohol accounts for 5.9% of all deaths worldwide.

As described in section 1.6 of this chapter, harmful use of alcohol can also have serious
social and economic consequences for individuals other than the drinker and for society
at large (e.g. Anderson et al., 2006; Sacks et al., 2013).

Despite the large health, social and economic burden associated with harmful use of
alcohol, it has remained a relatively low priority in public policy, including in public health
policy (see section 1.7). However, recent international policy frameworks and action
plans, such as the WHO Global strategy to reduce the harmful use of alcohol and the
WHO Global action plan for the prevention and control of noncommunicable diseases
(NCDs) 2013-2020 (see section 1.7.2) are expected to shift the political compass towards

1 The word "harmful” in the strategy refers only to public-health effects of alcohol consumption, without prejudice to religious beliefs and cultural norms
in any way. The concept of “harmful use of alcohol” in this context is different from “harmful use of alcohol” as a diagnostic category in the ICD-10
Classification of Mental and Behavioural Disorders (WHO, 1992)
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an increased focus on the harmful use of alcohol. In fact, since 2008 WHO Member
States have already made improvements in several areas of action recommended by the
Global strategy to reduce the harmful use of alcohol. In particular, an increased number
of Member States reported having written national alcohol policies and taking action to
reduce the prevalence of drink—driving, to limit availability of alcohol and to implement
restrictions on alcohol marketing. This positive trend is expected to continue as society’s
ability and willingness to tackle NCDs and their risk factors, including the harmful use of
alcohol, is “a precondition for, an outcome of and an indicator of all three dimensions of
sustainable development: economic development, environmental sustainability, and social
inclusion” (Global NCD Action Plan 2013-2020; WHO, 2013a).

1.1 ALCOHOL CONSUMPTION IN ITS HISTORICAL CONTEXT

The use of alcoholic beverages has been an integral part of many cultures for thousands
of years (McGovern, 2009). Prior to the modern era, fermented alcoholic beverages
were known in all tribal and village societies except in Australia, Oceania and North
America. In societies where there was no aboriginal alcohol consumption, the encounter
with alcoholic beverages was often abrupt and highly problematic. Where alcohol was
traditionally consumed, production of alcoholic beverages commonly occurred on a
small scale as a household or artisanal activity, particularly when and where agricultural
surpluses were available. Drinking alcohol was thus often an occasional and communal
activity, associated with particular communal festivals (Gumede, 1995; Parry & Bennets,
1998; Room et al., 2002). There are many places in the world today where versions of
these traditional patterns originating from tribal and village societies persist (Obot, 2000;
Room et al., 2002; Willis, 2006).

Superimposed upon, and often replacing the aforementioned traditional patterns of
drinking, are patterns of production and consumption which developed in European
empires and during early modern industrialization. These involved new beverages,
new modes of production, distribution and promotion, and new drinking customs and
institutions (Jernigan, 2000). As distilled spirits became available and transportation
improved, alcoholic beverages became a market commodity which was available in all
seasons of the year, and at any time during the week. This increased supply and availability
often proved disastrous for indigenous economies (Colson & Scudder, 1988) and public
health (e.g. Coffey, 1966). The consequences were also often catastrophic elsewhere
in the world (Room et al., 2002). By the nineteenth century, leaders of industry were
viewing alcohol as a major impediment to industrial livelihoods, which demanded a sober
and attentive workforce. Eventually, and with great difficulty, industrializing societies in
Europe and elsewhere came to see the flood of alcohol as a substantial social and health
problem. In a number of countries, popular social movements to limit drinking and even
to prohibit it gained broad membership and eventually political strength. In most of these
countries, after a century or more of popular movements and political activity, a new and
fairly stable alcohol control structure was put in place (Aaron & Musto, 1981; Room et
al., 2002; WHO, 2011a).
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1.2 PATHWAYS OF ALCOHOL-RELATED HARM

Alcohol consumption can have an impact not only on the incidence of diseases, injuries
and other health conditions, but also on the course of disorders and their outcomes in
individuals. Alcohol-related harm is determined, apart from environmental factors, by three
related dimensions of drinking: the volume of alcohol consumed, the pattern of drinking
and, on rare occasions, also the quality of alcohol consumed (Rehm et al., 2003a; Rehm,
Kanteres & Lachenmeier, 2010; WHO, 2010a).

1.2.1 VOLUME OF ALCOHOL CONSUMED

Alcohol consumption has been identified as a component cause for more than 200
diseases, injuries and other health conditions with ICD-10 codes (see section 1.6.1;
WHO, 1992; Rehm et al., 2009a). A component cause may be one among a number
of components, none of which alone is sufficient to cause the disease. When all the
components are present, the sufficient cause is formed (Rothman, 1976; Rothman &
Greenland, 2005; Rothman, Greenland & Lash, 2008). For most diseases and injuries
causally impacted by alcohol, there is a dose-response relationship. For example, for all
alcohol-attributable cancers, the higher the consumption of alcohol, the larger the risk for
these cancers (IARC, 2010; Shield et al., 2013).

1.2.2 PATTERN OF DRINKING

Not only the volume of alcohol consumed, but also the pattern of drinking over time affects
the risks of harm (Rehm et al., 2003a). For example, a pattern of drinking while eating
seems to be associated with less harm from chronic diseases than the same pattern of
drinking at other times (Trevisan et al., 2001; Stranges, 2004). In particular, pattern of
drinking has been linked to injuries (both unintentional and intentional; Macdonald et al.,
2013) and risk of cardiovascular diseases (mainly ischaemic heart disease and ischaemic
stroke; Roerecke & Rehm, 2010a). The latter is linked to the fact that the cardioprotective
effect of low-risk patterns of alcohol consumption disappears completely in the presence
of heavy episodic drinking (HED) (see Box 1; Roerecke & Rehm, 2010; 2013).

Box 1. Heavy episodic drinking (HED)

In the context of population-level data presented in this report, HED is defined as consumption
of 60 or more grams of pure alcohol (6+ standard drinks in most countries) on at least one
single occasion at least monthly. The volume of alcohol consumed on a single occasion is
important for many acute consequences of drinking such as alcohol poisoning, injury and
violence, and is also important wherever intoxication is socially disapproved of. HED is
associated with detrimental consequences even if the average level of alcohol consumption
of the person concerned is relatively low.



Alcohol and public health

1.2.3 QUALITY OF ALCOHOL CONSUMED

The quality of alcoholic beverages may impact on health and mortality (Preedy & Watson,
2005), for instance when home-made or illegally produced alcoholic beverages are
contaminated with methanol or other very toxic substances, such as disinfectants (Rehm,
Kanteres & Lachenmeier, 2010). Other ingredients in alcoholic beverages, especially
in beverages produced informally or illegally, have been analysed as potential causes
of health problems (Kanteres et al., 2009; Lachenmeier et al., 2009; Leitz et al., 2009).
However, the most comprehensive recent reviews of the research found no evidence that
consumption of unrecorded alcohol is markedly linked at population level to morbidity or
mortality over and above the effects of ethanol (Rehm, Kanteres & Lachenmeier, 2010;
Rehm et al., 2014).

Notable exceptions were outbreaks of methanol poisoning and the use of surrogate alcohol,
which refers to liquids usually containing ethanol, but not intended for consumption as
beverages. Even though consumption of these products can lead to tragic events, they
accounted for considerably less than 1% of all alcohol-attributable deaths.

Consumption of beverages produced illegally or informally is relevant for estimation of
alcohol-attributable burden of disease. As unrecorded products are often available outside
the regulated market (resulting e.g. in cheaper prices, different controls, or no controls
on availability), they may increase overall consumption and have also been linked to more
heavy drinking occasions (Rehm et al., 2014).

1.3 MECHANISMS OF HARM IN AN INDIVIDUAL

There are three main direct mechanisms of harm caused by alcohol consumption in an
individual (Babor et al., 2003; WHO, 2004b; WHO, 2007; see also Figure 1). These three
mechanisms are:

) toxic effects on organs and tissues;

 intoxication, leading to impairment of physical coordination, consciousness, cognition,
perception, affect or behaviour;

» dependence, whereby the drinker’s self-control over his or her drinking behaviour is
impaired.
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The conceptual model in Figure 1 shows how interrelated factors, some of which are
not alcohol-related, result in alcohol-related death and disability. Differential vulnerability
and socioeconomic consequences as well as health outcomes are discussed further in
sections 1.5 and 1.6, respectively. Alcohol not only impacts on the incidence of disease
and injury, but can also affect the course of diseases such as liver cirrhosis (see Box 2),
stroke or ischaemic heart disease (for an overview see Shield et al., 2013).

Figure 1. Conceptual causal model of alcohol consumption and health outcomes
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Source: Based on Rehm et al., 2010 and Blas et al., 2010.

Box 2. The impact of alcohol on the course of liver cirrhosis
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The risk curve for incidence of liver cirrhosis is much flatter than the risk curve for mortality
from liver cirrhosis (Rehm et al., 2010b). This indicates that relatively low or moderate levels of
alcohol consumption are not associated with marked increases for the risk of developing liver
cirrhosis (but this risk increases exponentially with heavier drinking). However, if a person has
developed liver cirrhosis, no matter whether this is due to alcohol consumption or to other
factors, the risk of mortality from liver cirrhosis becomes quite pronounced even at relatively

moderate levels of drinking.



Alcohol and public health

1.4 ABSTENTION

The previous section has exclusively discussed the factors affecting alcohol-related
harm to an individual and the mechanisms for this. However, it is important to note that
when discussing alcohol-related harm at the population level, abstention from drinking
alcoholic beverages in the population (see section 2.2.1) is an important mediating factor
determining the level of alcohol-attributable harm in a population. Because abstention is
highly prevalent throughout the world, any diminution in abstention levels could have a
significant impact on the global burden of disease caused by the harmful use of alcohol.

1.5 FACTORS AFFECTING ALCOHOL CONSUMPTION AND
ALCOHOL-RELATED HARM

A variety of factors have been identified at the individual and the societal levels, which
affect the magnitude and patterns of consumption and can increase the risk of alcohol
use disorders and other alcohol-related problems in drinkers and others (Shi & Stevens,
2005; Babor et al., 2010). Environmental factors such as economic development, culture,
availability of alcohol and the level and effectiveness of alcohol policies are relevant
factors in explaining differences in vulnerability between societies, historical trends in
alcohol consumption and alcohol-related harm (WHQO, 2007; Babor et al., 2010; Nelson
etal., 2013).

For a given level or pattern of drinking, vulnerabilities within a society are likely to have
many of the same differential effects as those for differences between societies. Many
of these differences are mitigated, but not entirely removed, by the universal availability
of health care within the society. Where there is unequal access to treatment or other
resources, the health and social consequences of a given level or pattern of drinking are
also likely to be more severe for those with less resources (Shi & Stevens, 2005; WHO,
2007; Blas & Kurup, 2010).

Although there is no single risk factor that is dominant, the literature suggests that
the more vulnerabilities a person has, the more likely the person is to develop alcohol
problems (Schmidt et al., 2010). From a public health perspective, vulnerability denotes
susceptibility to poor health or iliness, which can be manifested through physical, mental
and social outcomes, including alcohol-related problems. It has been shown that vulnerable
individuals are often at greater risk of having more than one individual risk factor, e.g.,
unhealthy diet, lack of physical activity and tobacco use (Blas & Kurup, 2010).

1.5.1 AGE

Children, adolescents and elderly people are typically more vulnerable to alcohol-related
harm from a given volume of alcohol than other age groups (Hilton, 1987; Midanik & Clark,
1995; Makela & Mustonen, 2000). Also, early initiation of alcohol use (before 14 years of
age) is a predictor of impaired health status because it is associated with increased risk
for alcohol dependence and abuse at later ages (Grant & Dawson, 1997; Grant, 1998;
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DeWit et al., 2000; Kraus et al., 2000, Sartor et al., 2007), alcohol-related motor vehicle
crashes (Hingson et al., 2001; Hingson, Edwards & Zha, 2009), and other unintentional
injuries (Hingson et al., 2000; Cherpitel, 2013). At least part of the excess risk among
young people is related to the fact that, typically, a greater proportion of the total alcohol
consumed by young people is consumed during heavy drinking episodes (US Surgeon
General, 2007). Also, young people appear to be less risk-averse and may engage in more
reckless behaviour while drunk.

Alcohol-related harm among elderly people is due to somewhat different factors
than alcohol-related harm among young people. While alcohol consumption generally
declines with age, older drinkers typically consume alcohol more frequently than other
age groups. Also, as people grow older, their bodies are typically less able to handle the
same levels and patterns of alcohol consumption as in previous life years, leading to a
high burden from unintentional injuries, such as alcohol-related falls (Sorock et al., 2006;
Grundstrom et al., 2012). The alcohol-related burden of disease among older age groups
is an increasing public health concern because of the rapidly ageing population in many
countries worldwide (WHO, 2012).

Age-related vulnerability is the basis for age-specific monitoring of alcohol consumption
(see section 2.1) and policy responses. Alcohol policies that are based on age-related
vulnerability include partial or total advertising bans, restrictions on access to alcohol
through minimum ages at which it is legal to purchase alcohol, and laws aimed to
prevent any alcohol consumption by young people when driving vehicles (see Chapter 4).

1.5.2 GENDER?

Harmful use of alcohol is the leading risk factor for death in males aged 15-59 years,
yet there is evidence that women may be more vulnerable to alcohol-related harm
from a given level of alcohol use or a particular drinking pattern. The vulnerability of
females to alcohol-related harm is a major public health concern because alcohol use
among women has been increasing steadily in line with economic development and
changing gender roles (Grucza et al., 2008; Wilsnack, 2013) and because it can have
severe health and social consequences for newborns (Abel & Sokol, 1987; Lupton et
al., 2004; Popova et al., 2013).

As discussed in chapter 3, 7.6% of all male deaths in 2012 were attributable to alcohol,
compared to 4.0% of female deaths. Men also have a far greater rate of total burden
of disease expressed in disability-adjusted life years (DALYs) attributable to alcohol than
women — 7.4% for men compared to 2.3% for women (see chapter 3). The increased
burden of disease among men is largely explained by the fact that compared to women,
men are less often abstainers, drink more frequently and in larger quantities. When the
number of health and social consequences is considered for a given level of alcohol
use or drinking pattern, sex differences for social outcomes reduce significantly or even
reverse. One explanation is the higher prevalence of injuries among men (Midanik & Clark,
1995; Bongers et al., 1998; Makeld & Mustonen, 2000; Hoeksema, 2004); however, for
health outcomes such as cancers, gastrointestinal diseases or cardiovascular diseases,
the same level of consumption leads to more pronounced outcomes for women (Rehm
et al., 2010a).

2 "Sex" refers to the biological and physiological characteristics and “gender” refers to the socially constructed roles, behaviours etc. In the remainder
of this report, “sex” will be used when reporting alcohol-related data for females, males and bath sexes in line with the reporting standards of Global
Information System on Alcohol and Health (GISAH) (see Box 12).
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The vulnerability of women may be explained by a wide range of factors (Wilsnack et
al., 2013). For example, women typically have lower body weight, smaller liver capacity
to metabolize alcohol, and a higher proportion of body fat, which together contribute to
women achieving higher blood alcohol concentrations than men for the same amount
of alcohol intake. Women are also affected by interpersonal violence and risky sexual
behaviour as a result of the drinking problems and drinking behaviour of male partners
(Morojele et al., 2006; Kalichman et al., 2007). Moreover, alcohol use has been shown to be
a risk factor for breast cancer (Allen et al., 2009; Boyle & Boffetta, 2009; Seitz et al., 2012).
Also many societies hold more negative attitudes towards women's drinking alcohol than
men'’s drinking, and especially towards their harmful drinking (Otto, 1981; Gomber, 1988;
Pretorius et al., 2009), which, depending on the cultural context, may increase women's
vulnerability to social harm. Finally, women who drink during pregnancy may increase the
risk of fetal alcohol spectrum disorder (FASD), and other preventable health conditions in
their newborns (Barr & Steissguth, 2001; Viljoen et al., 2005). This is part of the evidence
supporting mandatory health warning labels on alcoholic beverage containers, including
information for all pregnant women on the impact of alcohol on the fetus.

1.5.3 FAMILIAL RISK FACTORS

A family history of alcohol use disorders is considered a major vulnerability factor for both
genetic and environmental reasons (Merigankas et al., 1998; WHO, 2004a).

Heritable or genetic risk factors account for a substantial proportion of the variation in
alcohol dependence. Multiple genes influence alcohol use initiation, metabolism and
reinforcing properties in different ways (Clark, 2006), contributing to the increased
susceptibility to toxic, psychoactive and dependence-producing properties of alcohol in
some vulnerable groups and individuals.

Parental alcohol use disorders have been found to negatively affect the family situation
during childhood. Parents with alcohol use disorders display particular patterns of alcohol
consumption and thereby increase the likelihood that their children will develop drinking
patterns associated with high risk of alcohol use disorders when they are introduced to
alcohol. Heavy drinking by parents affects family functioning, the parent—child relationship
and parenting practices, which in turn affects child development adversely (Latendresse
et al., 2008). The mistreatment of children, including sexual abuse, physical abuse and
neglect, may also lead to childhood psychopathology and later to problem drinking (Shin
et al., 2009).

1.5.4 SOCIOECONOMIC STATUS

Surveys and mortality studies, particularly from the developed world, suggest that there
are more drinkers, more drinking occasions and more drinkers with low-risk drinking
patterns in higher socioeconomic groups, while abstainers are more common in the
poorest social groups. However, people with lower socioeconomic status (SES) appear
to be more vulnerable to tangible problems and consequences of alcohol consumption
(Grittner et al., 2012). For example, manual workers seem more vulnerable to severe
alcohol-related health outcomes, including mortality, than non-manual workers for a given
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pattern of drinking. Notably, this vulnerability is found to be handed down through the
generations (Norstrom & Romelsjd, 1998; Makela et al., 1999a, 2002; Hemstrém et al.,
2002).

One explanation for the potentially greater vulnerability among lower SES groups is that
they are less able to avoid adverse consequences of their behaviour due to a lack of
resources. For example, individuals with higher SES may be more able to choose safer
environments in which to drink, purchase social or spatial buffering of their behaviour and
have better access to high-quality health care services (potentially explaining SES-related
differences in survival after hospitalization or treatment for alcohol problems). A second
explanation could be that individuals in lower SES groups have a less extensive support
network, i.e., fewer factors or persons to motivate them to address alcohol problems
before severe consequences occur. A third, contested, explanat