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Introduction
Recent evaluation of the harms of a variety of drugs, alcohol and 
tobacco showed the relatively high harm of alcohol consumption 
as compared with the recreational use of drugs. According to esti-
mates of the World Health Organization (WHO) (WHO, 2010b, 
2011b), the global burden of disease attributed to alcohol and 
illicit drugs amounts to 5.4% of the total burden of disease, and 
approximately 76 million people (WHO, 2004) are affected by 
alcohol-use disorders worldwide, compared with ‘only’ 27 million 
people with problematic drug use (UNODC, 2012) (see Figure 1). 
Annually, alcohol kills 35 people per every 100,000, whereas for 
illicit drugs this number is nine times smaller. In 2004, 7.6% of all 
global burdens of disease and injuries among men and 1.4% 
among women were linked to alcohol use. As compared with 
alcohol, the contribution of illicit drug use to global burden of 
disease is substantially lower (Degenhardt and Hall, 2012). These 
figures emphasize that prevention of excessive alcohol use and the 
treatment of people with an alcohol use disorder should be a public 
health priority. Concerning tobacco as a public health priority, 
various smoking prevention measures, including smoke-free leg-
islation, has led to a firm decline in the prevalence of smoking in 
the last decades, but its burden of disease remains high due to the 
long lag time between exposure and disease.

However, worldwide policy makers are primarily concerned 
about public health effects of illicit drug use and the prohibition of 
illicit drugs, whereas there is little political interest in the reduc-
tion of societal costs due to alcohol use. Even in the Netherlands, 
the national budget of drug-related law enforcement is three times 
the national expenditure on health interventions to reduce the pub-
lic health effects of alcohol and illicit drugs, including treatment 
(Rigter, 2006). In Europe, drug policies gradually shift to a more 
prohibitive approach in the enforcement of drugs, whereas the 
harm reduction approach is primarily aimed at the reduction of 

illicit drug exposure to young children. The efforts to control the 
sales and consumption of the legal drug alcohol are limited to 
legislative measures, such as age limits to purchase alcohol, 
reduced advertisement and import (smuggling) control.

Obvious advantages of the legal status of alcohol are controlled 
quality and sales, tax income and other economic revenues and 
employment in the production and leisure time industry. However, 
as outlined below, the costs of alcohol for society (i.e. the societal 
harm) are at least comparable to those of illicit drugs. To provide 
a transparent basis for drug policy measures and comparison 
with the harm of illicit drugs, the damage to public health and the 
economical benefits of alcohol use are reviewed.

Direct comparisons of harm related to 
alcohol and illicit drugs
To provide realistic science-based information for policy makers, the 
overall harm of alcohol, tobacco and 17 recreational drugs was 
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recently assessed and ranked by a Dutch expert panel (van 
Amsterdam et al., 2010). The results of this ranking study are con-
sistent with similar attempts in the United Kingdom (Nutt et al., 
2007, 2010). In the Dutch ranking study the overall harm of each of 
the 19 substances was obtained by adding the score given for the 
following domains of potential harm: acute and chronic toxicity, 
dependence liability, harm for society and criminal involvement. 
Two separate scores were given for the societal harm domain: one 
for the societal harm of the drug at an individual level and one for the 
societal harm at the population level with the latter assessment tak-
ing into account differences in the prevalence of drug use and drug-
related problems. The expert panel consisted of a wide array of 
disciplines, including toxicologists, psychiatrists, police, criminolo-
gists, social scientists, policy makers and epidemiologists, all work-
ing in the field of alcohol, tobacco and (illicit) drugs. For details on 
the assessment procedure the reader is referred to van Amsterdam et 
al. (2010). The most striking outcome of the study was the top posi-
tion of alcohol on the ranking scale, that is, alcohol as drug with a 
harm rating similar to heroin and cocaine. Furthermore, the total 
harm score for alcohol at the population level was higher than the 
total harm score at an individual level, which was mainly due to the 
high prevalence of alcohol use (problems) and the societal harm 
score for alcohol at the population level (see Table 1). This is in con-
trast with most illicit drugs scoring much lower on societal harm at 
population level than at individual level (see Table 1) due to their 
relatively low prevalence of use of 4% or lower (WHO, 2010b).

The outcome of the ranking studies, showing alcohol and 
tobacco in the top of the ranking scale, is highly relevant for pol-
icy-makers whose aim is harm reduction. Therefore, national 
harm reduction policies, especially in Europe where – as com-
pared with the rest of the world – alcohol consumption is very 
high, should be directed at alcohol (and tobacco) rather than at 
illicit drugs. The Expert Advisory Committee on Drugs of New 
Zealand (EACD) scheduled GHB as a Class B1 drug, that is, as a 
prohibited drug with a high risk to the public health. Using the 
same criteria as the EACD, Sellman et al. (Sellman et al., 2009) 
concluded that alcohol was at least as hazardous as GHB, which 
endorses the view that alcohol is one of the most harmful drugs.

The WHO has initiated various actions to reduce alcohol-
related harm (e.g. the Framework for Alcohol Policy in the 

European Region), and the European Union (EU) takes an active 
and growing role in the prevention and reduction of alcohol-
related harm in Europe (WHO, 2006), which is also reflected by 
the 2010 series of health reports about alcohol under the EU 
Public Health Programme (WHO, 2010b). However, policy meas-
ures by the European Commission or individual EU member 
states should not violate the EU principle of open market. As no 
exceptions on health grounds to this principle are allowed, the 
measures of member states to reduce the harm of alcohol abuse 
are limited (WHO, 2010b).

Reducing the harm of alcohol use remains an imperative pub-
lic health priority, and various measures to reduce alcohol-related 
harm, in particular those aimed at pricing, taxation and availabil-
ity of alcoholic beverages, have shown to be feasible and effective 
(Anderson et al., 2009; Chrisholm et al., 2004, 2009). Other effec-
tive legislative measures to reduce drinking are age limits and the 
lowering of blood-alcohol concentration (BAC) levels allowed 
when driving. Community or school-based education programmes 
seem to be less effective in reducing alcohol-related harm, 
although they increase the public awareness of the potential risks. 
The harm of alcohol can be further reduced by offering better 
access to more treatment facilities, as currently only 8–25% of 
people with an alcohol use disorder are treated (Alonso et al., 
2004; Cohen et al., 2007; Hasin et al., 2007). Also, the efficacy of 
the various treatments can be increased using novel therapeutic 
approaches (van den Brink, 2012) and the acceptance of reduced 
drinking as a viable treatment outcome (Ambrogne, 2012; 

Table 1. Mean scores given by 19 experts to assess the societal harm of 
19 substances at individual and population level. Substances have been 
ranked according to difference of the two scores. Difference is (societal 
harm at individual level) – (societal harm at population level) (source: 
van Amsterdam et al., 2010).

Societal harm scorea

 Population level Individual level Difference

Alcohol 2.8 2.2 +0.6
Tobacco 2.3 2.1 +0.2
Cannabis 1.5 1.3 +0.2
Benzodiazepines 1.3 1.2 +0.1
Ecstasy 1.1 1.2 –0.1
Magic mushrooms 0.4 0.7 –0.3
Anabolic steroids 0.5 0.8 –0.3
Cocaine 1.7 2.1 –0.4
Khat 0.1 0.6 –0.5
Methylphenidate 0.3 0.8 –0.5
Amphetamine 1.2 1.8 –0.6
LSD 0.3 0.8 –0.5
GHB 0.9 1.5 –0.6
Crack cocaine 1.9 2.6 –0.7
Heroin 1.8 2.5 –0.7
Methadone 0.7 1.4 –0.7
Ketamine 0.4 1.1 –0.7
Buprenorphine 0.3 1.2 –0.9
Metamphetamine 0.6 1.8 –1.2

aSocietal harm comprises loss of a job, worker absenteeism, inferior job 
performance, decreased productivity, violence, crime, relationship problems and 
social exclusion and marginalization.

Figure 1. Model of alcohol consumption, mediating variables, and 
short-term and long-term consequences. 
Reproduced from Rehm J, Room R, Graham K, et al. (2003) The relationship of average 
volume of alcohol consumption and patterns of drinking to burden of disease: an 
overview. Additction 98: 1209–1228 with permission from John Wiley and Sons.
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Gastfriend et al., 2007). Finally, stigma should be reduced by public 
campaigns and education because discriminatory behaviour 
towards persons with an alcohol disorder is associated with 
feelings of rejection, loss of status and with a lower probability 
that people with alcohol problems seek treatment (Keyes et al., 
2010; Pescosolido et al., 2010).

Prevalence of alcohol use
As previously indicated, the total societal harm of a drug is 
closely related with its prevalence of use. The United Nations 
Office on Drugs and Crime estimated that about 230 million 
people, or 5% of the world’s adult population, have used at least 
once in 2010 an illicit drug, including cannabis. About half that 
number are estimated to have been current drug users, that is, 
having used illicit drugs at least once during the past month prior 
to the date of assessment (UNODC, 2012).

Impressive as the numbers may be, they are still much lower 
than the worldwide number of alcohol consuming subjects, which 
is about two billion people (WHO, 2004). Notably, with a yearly 
consumption of 9.5 litres of pure alcohol per capita (WHO, 2010c) 
and a last year prevalence of 75% (WHO, 2010a) the EU has the 
highest consumption rate in the world. Especially, young people 
of the EU show a very high weekly alcohol consumption: 5% 
among 11 year olds, 12% among 13 year olds and 29% among 15 
year olds (Hibbell et al., 2004). Around 23% of 15–16 year old 
boys in the EU reported binge drinking at least three times in the 
previous month (Hibbell et al., 2004). Over 90% of 15–16 year 
old Europeans have ever drunk alcohol in their life with 14 years 
as the average age for ‘getting drunk for the first time’, and of 15 
year olds, who usually drink out of doors (and not at home), 82%, 
that is, half a million children across England, said they had been 
drunk in the last four weeks (Donaldson, 2009).

Acute adverse effects
The consumption of large volumes of alcohol (blood alcohol >400 
mg/dL; >4‰) on one occasion produces loss of consciousness, 
respiratory depression and coma. Moreover, due to the diminished 
reaction time and impaired locomotor activity, alcohol intoxicated 
subjects are more liable to (fatal) traffic accidents, drowning, 
chronic disability and HIV-infection in the case of unprotected 
sexual activity (WHO, 2006). In 2009, 10,839 people were killed 
in the United States in crashes caused by alcohol-impaired driv-
ing, accounting for 32% of all traffic-related deaths (NHTSA, 
2010), and the annual cost of alcohol-related crashes totals more 
than 51 billion dollars (Blincoe et al., 2002). The violent behavior 
induced by alcohol and alcohol-related traffic accidents imposes a 
high burden on society.

Consumption of 12 or more alcoholic drinks on one occasion 
gives a three-fold higher risk to become violent towards others. Of 
all violent crime offenders in the UK, 44% were under the influ-
ence of alcohol (Walker et al., 2006) and 10–18% of injury 
patients attending emergency rooms were alcohol-related cases 
(Cherpitel, 2007). The frequency of violent acts, for example, 
sexual assault, child abuse, domestic violence and homicide, is 
clearly correlated with the quantity of alcohol consumed (Room 
and Rossow, 2001; Room et al., 2005). However, other subjects 
consuming similar quantities of alcohol show no increased 

aggression, which indicates that a variety of other factors, such as 
personality traits and circumstantial factors, are involved in the 
occurence of alcohol-related violence (Gustafson, 1993; Lipsey, 
1997). As a consequence, a meta-analysis of the relation between 
alcohol abuse and violent recidivism showed a mean effect size of 
only 0.12 (Dowden and Brown, 2012). Furthermore, alcohol is 
often used in combination with other drugs. It is likely – solid 
evidence is not available – that stimulants like cocaine and ecstacy 
promote the aggression and violence eliciting effect of alcohol in 
a synergistic manner. This form of polydrug use, frequently 
experienced by adolescents, leads to aggression in society that is, 
hooliganism and unsafe areas.

The risk of death by suicide, homicide, fire or drowning is 
roughly doubled in alcohol addicts. Alcohol abusers in Norway 
were 6.9 times as likely to commit suicide as the general popula-
tion (WHO, 1999). The high suicide risk is also illustrated by the 
observation in Hungary where 52% of suicide victims had a fatty 
liver (in the general population this is only 3%) (Encyclopædia 
Britannica, 2010). In Europe, alcohol is a factor in four in 10 murders 
and manslaughters and in one in six suicides (Anderson and 
Baumberg, 2006), which are often the result of impulsive violent 
outbursts typical for alcohol overdosing.

Chronic adverse effects due to chronic 
(excessive) alcohol use
After hypertension and smoking, alcohol use is the strongest risk 
factor for ill-health and premature death in the EU (Anderson and 
Baumberg, 2006). On the other hand, moderate alcohol consump-
tion has a protective effect on cardiovascular disease, with regular 
consumption of small amounts of alcohol being more protective 
than the same amount of alcohol taken less frequently but in larger 
doses (Gronbaek, 2009). Light to moderate drinking is associated 
with 14–25% reduction in the risk of cardiovascular outcomes 
compared with abstaining from alcohol (Ronksley et al., 2011). 
Various cohort studies conducted among women all confirm the 
protective cardiovascular effects of alcohol below a rather high 
(see below) cut-off level of 48 g per day (Fuchs et al., 1995; 
Klatsky et al., 1997; Rehm et al., 1997; Thun et al., 1997). These 
findings are consistent with the UK Interdepartmental Working 
Group on Sensible Drinking conclusion that modest alcohol 
consumption reduces cardiovascular morbidity and cardiovascu-
lar mortality in men aged over 40 and postmenopausal women at 
a maximum daily intake of 24 g and 32 g of alcohol for women 
and men, respectively (UKDH, 1995). Finally, a recent meta-anal-
ysis on cardiovascular mortality showed a J-shaped pooled curve 
with a significant maximal protection (average 22%) of alcohol at 
approximately 26 g per day (Costanzo et al., 2010).

Others, however, have suggested that prospective mortality 
studies overestimate the cardiac protection of alcohol, because of 
contamination of the abstainer category with occasional or former 
drinkers (Filmore et al., 2006). The WHO acknowledges the evi-
dence of a protective effect at levels of drinking as low as one 
drink (8–12 g) per day, but advised that health benefits should be 
sought by other means, because of the many adverse effects of 
alcohol (WHO, 2001).

Indeed, the adverse effects of alcohol consumption are many 
times higher than its protective cardiovascular effects, considering 
that consumption of alcohol is related to more than 60 medical 
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conditions (Table 2). For instance, chronic alcohol use is associ-
ated with cardiovascular diseases (Patra et al., 2010; Rehm et al., 
2009, 2010) like hypertension (Taylor et al., 2009), haemorrhagic 
stroke (Patra et al., 2010) and atrial fibrillation (Samokhvalov et al., 
2010). Regular alcohol consumption elevates blood pressure by 
approximately 1–2 mmHg for each 10 g alcohol consumed, but 
this seems largely reversible within 2–4 weeks after a substantial 
reduction in alcohol intake (Puddey and Beilin, 2006). In addition, 
binge drinking is an independent risk factor for (ischaemic) stroke 
(Sundell et al., 2008).

Furthermore, high alcohol consumption is associated to gastri-
tis, gastric ulcers, severe stomach bleeding and lesions in oesoph-
agus and duodenum and is an aetiological factor in acute and 
chronic pancreatitis (Rall, 1992). However, the most dominant 
non-carcinogenic effect induced by harmful drinking is liver cir-
rhosis. Liver cirrhosis caused by excessive drinking is increasing 
rapidly, with a 10-fold increase in the UK in the last 30 years 
(Anderson and Baumberg, 2006). More than half of all patients 
with hepatitis C have a past history of high alcohol consumption 
(Jamal et al., 2005).

Alcohol consumption is causally and significantly related to 
cancer of oral cavity, oropharynx, oesophagus and liver (Baan et 
al., 2007; Rehm et al., 2010) with RRs > 3.6 (Table 2). Much 
weaker, but significant, associations have been found for renal 
cell cancer, colon cancer, breast cancer and non-Hodgkin’s lym-
phoma (Baan et al., 2007; Corrao et al., 1999; Doll, 1998; 
Hamajima et al., 2002; Longnecker, 1995; Rehm et al., 2010).

Futhermore, daily consumption of 10 g of alcohol (one alco-
holic drink) decreases male and female fertility (Dutch Health 
Council, 2005), increases the incidence of spontaneous abortion, 
foetal death and preterm delivery and decreases length of gesta-
tion (Hassan and Killick, 2004). In contrast, the full spectrum of 
physical and mental handicaps of Foetal Alcohol Syndrome (FAS) 
is only seen in offspring of female heavy drinkers, that is, after 
long-term daily consumption of 90 g (or more) of alcohol (Dutch 
Health Council, 2005). Fortunately, in the last decade the number 
of pregnant women consuming alcohol declined, but not through-
out the EU (see e.g. Gracia-Algar et al., 2008).

Essential nutritional deficiencies due to poor food intake or 
impaired gastrointestinal and hepatic function are probably 
responsible for psychiatric syndromes commonly seen in heavy 
alcohol users, such as Wernicke’s encephalopathy, Korsakoff’s 
psychosis, polyneuritis and encephalopathy, of which Wernicke–
Korsakoff syndrome is most prominent (Rall, 1992).

Alcohol may impair the development of the brain or selec-
tively retard cognitive maturation (Mattson et al., 2011) (although 
no conclusive evidence for the causal nature of these findings is 
available). As such, binge drinking by adolescents is believed to 
affect decision making, mood, motivation, memory, learning 
and attention, and school performance (Howland et al., 2010; 
Schweinsburg et al., 2010).

Mortality
Globally, 6.2% of all male deaths are attributable to alcohol, com-
pared with 1.1% of female deaths (WHO, 2011a), and the world-
wide total number of deaths attributable to alcohol consumption 
was estimated to be 2.25 million in 2004 (WHO, 2009). In the US, 
alcohol consumption accounts for 85,000 deaths per year, whereas 
all illegal drugs together account for ‘only’ 17,000 deaths. In the 
EU, alcohol consumption at harmful levels leads to 195,000 
deaths each year due to cancer, liver cirrhosis, fatal accidents, 
homocides, suicides and neuropsychiatric conditions (Anderson 
and Baumberg, 2006; EUPHIX, 2007; Rehm et al., 2006). High 
alcohol consumption is the third main cause of early death and 
illness in the EU with 4.5 million disability adjusted life years 
(DALYs) lost and only more DALYs lost due to tobacco use (7.5 
million) and hypertension (6 million) (Anderson and Baumberg, 
2006). Alcohol-related mortality in Europe is highest in the lowest 
age group: in 15–29 year old subjects over 10% and 25% of mor-
tality in males and females, respectively. In the UK, alcohol is the 
leading cause of death in males 18–50 years old (Jones et al., 
2008).

Alcohol dependence
The WHO estimated that worldwide 76 million people were diag-
nosed with alcohol use disorders (WHO, 2004). It was further 
estimated that currently 6.1% of adult men and 1.1% of adult 
women are alcohol dependent in Europe (Rehm et al., 2005). 
More recent data showed that an alcohol use disorder was present 
in 14.6 million European citizens, representing 3.4% of the adult 
population (Wittchen et al., 2011). Importantly, this relatively 
small percentage with an alcohol use disorder is responsible for 
60–70% of the alcohol-related societal costs (Mohapatra et al., 
2010; Rehm, personal communication).

Young subjects are especially vulnerable to become addicted 
to alcohol. If children start drinking before the age of 13, they 
have a 40% higher risk to become addicted to alcohol than when 
they start later (Grant and Dawson, 1997). Moreover, being regu-
larly drunk increases the risk for an alcohol disorder. Of Dutch 
students (average age 15.7 years), 46% had been drunk in the last 
year and 7% had been drunk three times or more in the last month 
(Hibbell et al., 2004). In German and English speaking countries 
and in Eastern Europe these figures were, however, 4–5-fold 
higher. In the EU, it is estimated that 55 million adults (14%) 
drink alcohol in harmful amounts, half of them being considered 
to meet criteria for alcohol abuse or dependence. Fortunately, a 

Table 2. Proportions attributable to alcohol use for major alcohol-
related diseases and injuries (source: Room et al., 2005) and, in 
parentheses, the relative risks (RRs) of alcohol consumption (10–30 g 
per day; 2–3 drinks per day) in men (60+ years) and women (40+ years) 
(source: Dutch Health Council, 2006).

Men Women Both

Mouth and oropharynx cancers 22% (5.4) 9% (5.4) 19%
Oesophageal cancer 37% (4.4) 15% (4.4) 29%
Liver cancer 30% (3.6) 13% (3.6) 25%
Breast cancer – 7% (1.6) 7%
Unipolar depressive disorders 3% 1% 2%
Epilepsy 23% (7.5) 12% (6.8) 18%
Ischaemic heart disease 4% –1% 2%
Haemorrhagic stroke 18% (2.4) 1% (8.0) 10%
Ischaemic stroke 3% (1.7) –6% (1.1) –1%
Liver cirrhosis 39% (13.0) 18% (13.0) 32%
Traffic accidents 25% 8% 20%
Drownings 12% 6% 10%
Homocide 26% 16% 24%
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large part (80–90%) of the alcohol abusers in the general population 
recover spontaneously within three years, whereas the recovery 
in alcohol dependent subjects was somewhat lower (67–74%) 
(Dawson et al., 2008; de Bruijn et al., 2006).

Societal harm related to alcohol consumption
The total costs and burden of societal harm may outweigh the health 
costs related to excessive alcohol consumption. Societal harm 
related to excessive alcohol use includes job loss, worker absentee-
ism, ‘blue Monday’ (lower productivity), violence, crime, criminal 
justice, relational conflicts, ambulant and specialized health care, 
and social exclusion and marginalization (Anderson and Baumberg, 
2006; ICAP, 2006). Excessive alcohol use may affect not only the 
drinker, but also others in the private as well as the public environ-
ment (Laslett et al., 2011; Room et al., 2010). For instance, between 
five and nine million children in the EU live in families with alcohol 
problems (Anderson and Baumberg, 2006). The total health impact 
attributed to alcohol consumption (due to alcohol disorder and the 
secondary health effects linked to alcohol consumption) in the EU 
is estimated to be 6.1% of all deaths and 10.7% of all DALYs. Of 
total disease burden in the western EU member states (Eastern 
Europe and former Soviet states excluded), 11.9% of all DALYs in 
men and 1.4% in women can be attributed to alcohol (Rehm et al., 
2006). Jones et al. (2008) reviewed the alcohol-attributable mortal-
ity and hospital admissions in the UK.

Although no direct comparisons are available, the societal 
harm of alcohol exceeds that of illicit drugs, mainly because the 
number of subjects with an alcohol use disorder is some three-fold 
higher than the number of people with a drug use disorder (cf. 
sections Direct comparisons of harm related to alcohol and illicit 
drugs above and Reflection and balance below).

Economic costs and benefits of 
alcohol use
It is difficult to make a solid cost–benefit analysis of alcohol use and 
abuse based on the data available in the literature. One of the best 
models (and analysis done) is the Sheffield Alcohol Policy Model 
(Purshouse et al., 2009, 2010) in England. Furthermore, an analyti-
cal framework report, including a cost–benefit analysis, was pre-
pared for the New Zealand Law Commission (Marsden et al., 2009).

The total verifiable costs of alcohol to EU society in 2003 were 
estimated to amount to 125 billion euros, equivalent to 1.3% of 
the Gross Domestic Product (GDP) (Anderson and Baumberg, 
2006; ICAP, 2006). The non-verifiable costs related to mental 
harm caused by crime and social disruption were estimated to be 
270 billion euros or 2.8% of the GDP (Anderson and Baumberg, 
2006; ICAP, 2006). Other costs – in addition to medical treatment 
– related to excessive alcohol consumption result from drunk-
driving, unemployment, absenteeism, reduced productivity, pre-
mature mortality, and harms to others than the drinker.

On the other hand, the alcohol industry plays a considerable 
economic role in many EU member states. According to a report 
by RAND Europe (Horlings and Scoggings, 2006), the trade in 
alcohol contributes around 9 billion euros to the EU overall bal-
ance of trade, generates 600,000 jobs in production of alcoholic 
beverages, another 600,000 jobs supplying the goods and 2.6 million 

jobs in retail of beer alone. According to the same report, alcohol 
excise duties in 15 of the older-member countries of the EU (EU-
15) amounted to 25 billion euros in 2001, excluding sales taxes 
and other taxes paid within the supply chain (Anderson and 
Baumberg, 2006; ICAP, 2006). The total value added attributable 
to the production and sale of beer in Europe is estimated to amount 
to 59 billion euros (Berkhout et al., 2009). In addition, it has been 
estimated that for each job offered in the brewing sector, one job 
is generated in retail, two in the supplying sectors and more than 
12 in the hospitality sector (Berkhout et al., 2009; ICAP, 2006). As 
such, the European spirits industry directly employs about 50,000 
people and indirectly 250,000 people (ICAP, 2006). Furthermore, 
about 2.2 million people work in the EU in alcohol distribution 
and trade, while the hotel–restaurant–catering sector employs 17 
million people. In the UK alone, approximately one million jobs 
are generated by the alcohol industry (Cabinet Office, 2003).

However, the figures of these reports should be interpreted 
with caution and the estimates may be inflated, because they come 
either directly from the alcohol industry or via commissioned 
research. Unfortunately, objective figures about the economic 
benefits of alcohol have not been described in publicly available 
literature. In addition, it should be emphasized that the alcohol 
industry has (most of) the economic merits, whereas solely the 
public society has to bear the financial burden of the adverse 
effects of alcohol overconsumption.

Finally, it is virtually impossible to evaluate the pleasure of 
drinking alcohol. Dodgson et al. (2003) made an attempt by esti-
mating the consumer surplus, that is, how much more people 
would have been willing to pay for the good than the actual price 
they paid. Consumer surplus takes into account the happiness that 
moderate alcohol consumption brings, including the escape from 
mental stress and sorrow encountered in society, thereby improv-
ing mental health and well-being. Obviously, this approach is sim-
plistic, has many methodological challenges (WHO, 2009) and it 
will provide only a proxy of this value.

Reflection and balance
In addition to highlighting the adverse health effects of excessive 
alcohol consumption, the aim of this paper is to create awareness 
of both the health and economic burden and the personal and 
social benefits associated to alcohol consumption. Clearly, the 
economic benefits of the alcohol industry pose a dilemma to pol-
icy makers on how to achieve a balance with the public health 
burden elicited by alcohol consumption.

Worldwide about two billion people consume alcohol and 
about 76 million people (only 3.7% of total users) are diagnosed 
with alcohol use disorders (WHO, 2004). It should be noted, how-
ever, that those with an alcohol use disorder (3.7%) are responsi-
ble for 60–70% of the damage and the costs (Mohapatra et al., 
2010; Rehm et al., personal communication). Policy measures 
aiming at the reduction of alcohol use (e.g. regulation of sales, 
taxation) are complex and diminish the economic benefits, but 
closing the treatment gap and improving treatment effectiveness 
can reduce alcohol-related harm in a cost-effective way.

These figures imply that most people consume alcohol at a 
level that has a low impact on both individual health and society. 
Still, the high number of subjects with an alcohol use disorder 
puts a high economic burden on society. Indeed, low to moderate 
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alcohol consumption creates a benefit for the individual and 
society as a whole because it generates a pleasant feeling, pro-
motes social interactions, gives some relief from daily stress and 
hassles and produces economic benefits. However, excessive 
alcohol use is very harmful both for the individual and society 
and should be prevented. Even when used at moderate levels, the 
contributing risk of alcohol for a limited number of chronic dis-
eases and for social adversities (e.g. aggression, crime, job per-
formance) is significant.

In summary, the estimated worldwide number of problematic 
users of alcohol is considerably higher than the number of prob-
lematic users of opioids, cocaine and amphetamines (1.2% vs. 
0.3–0.9%) (Degenhardt and Hall, 2012). Based on the estimate of 
UNODC of 27 million problematic users of illicit drugs (includ-
ing cannabis) (UNODC, 2012), the number of subjects with an 
alcohol use disorder (76 million) (WHO, 2010b, 2011b) is some 
three times higher. In addition, the estimated number of attributa-
ble deaths and DALYs is much higher for alcohol use disorders 
than for problem illicit drug use (3.8% vs. 0.4% and 4.5% vs. 
0.9%, respectively) (Degenhardt and Hall, 2012). Together, these 
data suggest that excessive alcohol consumption is more harmful 
for public health and for society than the use of illicit drugs. 
Therefore, the key message remains upheld that policy-makers 
unjustifiably emphasize the harm of illicit drugs, whereas they 
often underestimate and neglect the harm of alcohol use. Policy 
makers should therefore consider alcohol to be at least as harmful 
as illicit drugs and invest in prevention and harm reduction strate-
gies for harmful drinking. To establish a more balanced drug pol-
icy, either alcohol abuse should be more discouraged and/or the 
use of illicit drugs should be liberalized. Reduced illicit drug 
enforcement (see e.g. Reuter, 2009) and controlled liberalization 
(MacCoun, 2011; van den Brink, 2008; Wodak and Cooney, 2004) 
is advocated, because prohibition and criminalization of illicit 
drug use is hardly effective to decrease the prevalence of use and 
it has a negative impact on public health and increases acquisitive 
crime. At all times, national drug policy should be science-based 
and aimed at harm reduction.
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