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The ladt five years have seen important changes in our understanding of acohol’ simpact on
hedth. The two maost important changes can be summarized as

(1) anew focus on acohal’s effects on hedth at the population level, and a recognition that
individud-leve studies may provide a poor indication of effects at the population leve;

(2) anew recognition that pettern of drinking, aswell asleve of drinking, isimportant in the
links between acohol and hedth.

The strongest evidence in both of these lines of thinking comes from research on the
European experience. Two main bodies of research have contributed this evidence. One of theseis
the developing literature on what is often caled the demographic crisisin eastern Europe -- and in
particular on developmentsin the countries of the former Soviet Union in the yearssince 1984. The
other isanew series of sudies of therole of alcohoal in various causes of degth over the last 50 years
in the countries of western Europe.

DRINKING AND THE MORTALITY EXPERIENCE IN THE FORMER SOVIET UNION

The gory of the development of mortality in the newly independent statesis one of the most
dramatic and indeed tragic of our time. After 1960 or so, mortality in Russaand other parts of
eastern Europe had stagnated or increased, while in western Europe it had gradualy improved.
Then, in the period from 1985 to 1988, mortality in Russaand other parts of the Soviet Union took
a sudden sharp turn for the better.  The trend then reversed, and in the period from 1990 to 1995
mortality dramatically increased, to an extent never seen before in peacetime in indudtridized
societies. Since 1995, the rates appear to have stabilized and even improved alittle, but life
expectancy in Russiadtill remains worse than it had been at any timein the preceding half-century.

The improving trend in mortaity corresponds to the period of the anti-acohol campaign of
the Gorbachev era. The declining trend corresponds to the period of the dissolution of the Soviet
Union, and the tat€' s subsequent loss of control of the acohol market. But many other changes
were happening in the period after 1989, besides what was happening to the availability of acohol
and to drinking patterns, and it is likely that dcohol bears only part of the responsbility for the
dramatic mortality crisis of the early 1990s.

From the point of view of understanding the role of acohal in hedlth, it is what happened in
the period 1984-1988 that is most important. Thiswas the period of glasnost and perestroika,
and one can argue that there was a new spirit of hope in the Soviet Union at thetime. But it was not
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atime of great socid changes: the palitical and economic system was il intact and functioning much
asit had earlier in the decade. The main obvious change in 1985 in a hedth risk factor was the
advent of the anti-alcohol campaign. What happened in those years in the republics of the Soviet
Union, then, offers an unusualy well-developed picture of what can happen to a population’s hedlth
when thereis a subgtantiad change in the amount of acohol in the society.

The changes were quite dramatic. Between 1984 and 1987, age- standardized desths fell
among maes by 12% and among femaes by 7%, according to the data reported by Leon et d.
(1997). There was quite a specific pattern in terms of which causes of death were affected. Cancer
deaths did not follow the generd trend at dl -- they actudly rose dightly. Deeths from acohol-
specific causes were the mogt affected: according to the data of Leon et d. (1997), they fell among
males by 56%. Among maes, deaths from accidents and violence fdl by 36%. Deaths from
pneumonia (40%), other respiratory diseases (20%), and infectious diseases (25%) aso fell. And
deaths from circulatory diseases, which accounted for over hdf of dl deeths, dso fel among maes
by 9%. The trends were smilar among females, but the changes were less dramatic.

It was only in the latter part of the 1990s that these data began to come into the public
arena. Though mortdity statistics appear to have been recorded quite carefully in the last years of
the Soviet Union (Wasserman and Varnik, 1998), they were astate secret.  And it was only inthe
wake of the disastrous trend in generd mortdity of the early 1990s that epidemiologists everywhere
turned their attention to understanding what had gone on.

The fact that the anti-acohol campaign rapidly became highly unpopular in the Soviet Union
a0 turned attention avay. Many in the Russan inteligentsa il have difficulty bdieving that
anything the Politburo did could have any beneficid effects at dl. And it was obvious that a primary
response to the severe restrictions of the campaign was a growth in the production and marketing of
illicit dcohol. Without accessto careful gatitics, it was easy to believe the claims of some that the
tota consumption of dcohal actudly grew during the anti-acohol campaign.

By now, more than adecade later, it is clear that this perception was wrong. Nemtsov's
careful estimates of the actuad acohol consumption (Shkolnikov & Nemtsov, 1997) show totdl
ethanol consumption, combining lega and illega sources, to have declined from 14.2 litres per capita
in 1984 to 10.7 litres per capitain 1987— much less than dedine in officdly-recorded sales, of
course, but sill adecline of about 25%.

THE LESSONS OF THE EXPERIENCE

The experience of the Soviet Union in the latter haf of the 1980s, then, suggeststhat a
subgtantia cut in the alcohol supply can produce dramétic beneficia effects on the population’s
hedth. For each litre of ethanol by which per-capita consumption dropped in Russa, the age-
standardized mortdity dropped by 2.7%.

Thisisan important and indeed startling figure. From this experience, we have learned first
of al that, given appropriate circumstances, acohol can have a much greater net impact on a
population’s hedth than we had thought.

But there are as0 other lessons from the experience. In thefirg place, thisfigureis
congderably higher than the estimate from pooled western European experience of a1.3% net
decrease in mortdity from a one-litre drop in per-capita consumption (Her and Rehm, 1998; see
also Norstrom, 1996). This discrepancy illusrates another mgor redization of the last five years:
that the effects of agiven volume of acohol on health and disease can vary from one society to
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another. Among the factors which can have a mgor effect on thisrelaionship, it seems, arethe
dominant patterns of drinking in asociety. In Russaand a number of other newly independent
dates, thereis alongstanding tradition of repeated heavy binge drinking, particularly among maes.
This pattern of drinking seems to be strongly implicated in the finding thet alitre of ethanol has about
twice the effect on mortaity in Russathat it does in western Europe. We will return in a minute to
other evidence of the importance to hedth of characteristic patterns of drinking, thistime looking
within western Europe.

The second mgor lesson the experience of the former Soviet Union is giving usis about the
relaion of drinking and heart disease. A mgor item of news from medicd epidemiology in the years
before 1995 was the idea that alcohol can have a protective effect againgt heart disease. Thisfinding
from avariety of progpective epidemiologica studies became an important argument for increased
availability of acohal. It was an important judtification, for instance, for the increased British
“sengble drinking” limits, announced at the same time as the WHO-Euro Minigerid conferencein
1995.

The mgority of the epidemiologicd sudies a the individud leve Hill show the same result,
athough there are some exceptions. But a number of things have in the meantime become gpparent.
Firg, most of the protective effects can gpparently be gained with very little drinking — aslittleasa

drink every second day. Second, any protective effects are only important for men past age 45 or
women past menopause; for most younger people, heart disease is hot an important problem.
Third, we still do not know to what extent the alcohol effect overlaps with, and could be replaced
by, other protective behaviours. Fourth, it remains true that the prospective epidemiologica studies
are drawn from aredatively narrow rnage of societies. Fifth, aswe shdl shortly discuss, the effects
of increased drinking on heart disease a the aggregate leve may often be quite different from the
effects a the individud leve.

The experience of the former Soviet Union added a sixth point to thislist: again, that drinking
pattern matters. | mentioned to you in passing that deaths from heart disease actudly declined in
Russa during the anti-alcohol campaign of the 1980s, before risng again dramaticdly in the early
1990s. The medica epidemiological literature was so committed to the idea that acohol had
predominantly protective effects for the heart that at firg this finding was interpreted as showing that
acohol could not be playing arole in the improvement in Soviet mortdity in the late 1980s and the
deterioration in the early 1990s. It has taken some time to get to the point whereit is clear that, in
cultura contexts like the former Soviet Union, dcohol is detrimental rather than beneficid for the
mature heart. The exact mechanisms by which intoxication can cause heart disease are fill a matter
of some discussion (Kupari and Koskonen, 1998; McKee and Britton, 1998), but by now thereisa
developing consensus that the data from the former Soviet Union, as well as from esewhere (e.g.,
Kuhanen et al., 1997) shows that, given a common cultural pattern of repeated binge drinking,
acohal can be very bad for the heart indeed.

DRINKING AND MORTALITY IN WESTERN EUROPE

In terms of the mortality experience, there was nothing in western Europein the last half of
the 20™ century to match the dramatic changes in eastern Europe in the last two decades.
Throughout the region, nationa rates of mortdity dropped gradudly in the period. There were
subgtantia divergencesin nationd experiences with dcohol consumption levels. Broadly spesking,
acohol consumption fel in the traditiona wine-cultures of southern Europe, starting in the 1950sin
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France and somewnhat later in the other wine-cultures. On the other hand, acohol consumption rose
in the central and northern states of the region, so that the overal picture is of a convergencein
acohol consumption levels.

Over a hdf-century, of course, many other factors besides acohol consumption affected
what happened to mortdity rates. Andyzing the overdl trends thus tells us little about the specific
effects of alcohol. Instead, a better approach isto set asde the overal trends and examine what
happens in terms of changes year by year. If dcohol consumption goes up from one year to
another, for instance, how much does the rate of a specific cause of death go up or down? Looking
at the sum of these year-by-year changesin what is cdled an ARIMA time-series andyssis one of
the most convincing ways of studying relations between a possible cause and its potentia effects. In
aproject funded by the European Union, ateam of Nordic researchers has recently been doing this
for the countries of the EU (minus Luxembourg and Greece and plus Norway).

Such andyses are of course looking at relationships in the population as awhole. Recently it
has been re-emphasized that such aggregate-level analyses will not necessarily give the same result
asindividud-leve studies, such as the progpective studies common in medica epidemiology. Infact,
findings from the individua-level sudies may not offer much guidance on what to expect at the level
of the population. If thelevel of acohol consumption has a J-shaped relation to generd mortdity at
the individud levd, for instance, what does thisimply about whether mortdity will rise or fdl if the
average dcohol consumption leve risesin a population?

An aticle by Ole-Jorgen Skog consdered this question in 1996. Skog's argument was
that, because people tend to influence each other in their drinking patterns, so that in aggregate their
consumption levels tend to rise and fal together, the shape of the J-curve implied that the optimum
average drinking level for awhole population would be lower than the optimum drinking level for the
average individua member of that population. In fact, he concluded, the current per-capita
consumption leve in every western European country was greater than the likely optimum drinking
level for a population. An increase in consumption in such countries, therefore, should bring an
increase in generd mortdity.

THE EXPERIENCE AND ITSLESSONS

One of the ARIMA andyses examined Skog's hypothesis empiricdly, looking &t the
relaionship between changesin dcohol consumption level and in overal mae mortaity (Norstrom,
2000). Norstréom found that the relation between acohol consumption and increased mortdity was
nearly dways pogtive, athough the relation was often not Sgnificant & the leve of individud
countries.  Pooling the experience of the different countries, there was a significant pogtive relation
between change in acohol consumption and change in overdl mortdity for each age-segment of the
adult mae population. In generd, then, the results supported Skog's hypothesis: in none of these
European countries would an increase in cohol consumption bring a reduction of mortality.

A number of other anayses examined the rdation of changesin acohol consumption with
changes in specific causes of death. Looking at the relation with deaths from cardiovascular disease
(CVD), Hemstrém (2000) found no support for the idea that increased acohol consumption would
be cardioprotective at the population level. There did not gppear to be any typical relationship
between changes in consumption and changesin CVD mortdity, athough increased consumption
tended to bring more mae CVD deaths in the southern wine-culture countries. Even looking
specificdly at heart disease desths, then, it appears that there is no added benefit from added
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consumption in societies with consumption patterns at western European levels.

Other analyses looked at the relation of changesin acohol consumption to liver cirrhoss
(Ramstedt, 2000b), accident mortdity (Skog, 2000), homicide (Rossow, 2000) and suicide
(Ramstedt, 2000a). For cirrhoss, accidents and homicide, arisein acohol consumption predicted
arisein that cause of desth in each of the northern, middle and southern tiers of countriesin western
Europe. For suicide, the relaionship was generdly significant only in northern Europe,

However, the findings of the cirrhosis, accident and homicide andyses shared one fegture in
common. In each, the relationship was stronger in northern Europe than in southern Europe. Since
consumption levels are higher in southern Europe, the actua number of deaths of these kinds
attributable to alcohol are roughly equd in the northern and southern regions. But in terms of the
effect of an extralitre of dcohol per capita, there were marked differences. Rossow’ s results suggest
thiswould result in a 12.4% increase in homicidesin the northern tier of Norway, Sweden and
Finland, but only a’5.5% increase in the southern tier of Italy, France, Spain and Portuga (Room
and Rossow, 2000). The greater effect of an added litre of acohol also showed up in the results for
generd mortdity (Norstrém, 2000).

The most likely explanation of these different rdaionships, again, isin terms of different
patterns of drinking. Drinking to complete intoxication seemsto be atraditionad component of the
drinking patterns of the northern tier of countries. 1t seems that the adverse effect of an added or
subtracted litre of ethanol per capitais affected by the predominant patterns of drinkingin a

population.

SOME CONCLUSIONS

We may sum up the lessons from the new dcohol epidemiology as follows.
1. Thelevd of dcohol consumption matters for the hedlth of a population asawhole.
2. Within the current range of per-capita consumption levelsin Europe, an increase in consumption
will produce net adverse effects on the health of the population asawhole. It isnot likely to
produce any net cardiovascular mortality benefit.
3. The predominart pattern of drinking in a population can make a big difference in the extent of
damage from extra acohol consumption. Petterns which seem to add to the damage are drinking to
intoxication, and recurrent binge drinking.

We have focussed in this discussion on the leve of whole populations, rather than on the
level of theindividua drinker or abstainer. From a public heath perspective, it is the population
level which mattersin terms of societa policies and programs. The generd implications of the new
findings for dcohoal policies are twofold:

1. In a European context, any policy which reduces generd leves of consumption will have
anet benefit for hedth.

2.Given that the effect of a given amount of acohol varies from one society to another, there
isgood public hedth judtification for nationd differencesin adcohal policies. In this perspective,
thereisabassin concerns about public hedth and order for the more retrictive traditions of
gtringent acohol controlsin northern and eastern Europe.
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