
1Alcohol-attributable injuries in the WHO European Region in 2019: overview of key findings 

Alcohol-attributable 
injuries in the WHO 
European Region
Overview of key findings based on 2019 data



Abstract
Alcohol is a major preventable cause of injury worldwide and contributes substantially to mortality in the WHO 
European Region, which has the highest alcohol consumption levels globally. In 2019 alcohol caused almost 
145 000 injury deaths, or 31.1% of all injury deaths in the Region. The greatest contributors were self-harm (about 
43 650 deaths), road injuries (about 24 000 deaths) and falls (about 19 600 deaths). Heavy episodic drinking, which 
is widespread in the Region, sharply increases the risk of unintentional injuries such as traffic injuries, falls and 
drownings, as well as intentional injuries such self-harm and interpersonal violence. Men account for most alcohol-
attributable injury deaths because they drink more frequently, consume larger quantities and are more likely to 
have alcohol use disorders. Harms to others, particularly to women and children, include intimate partner violence, 
neglect, and other forms of physical and emotional harm. Young people face elevated risks because of the way 
alcohol contributes to risky behaviours and injury burden. Country-specific injury data are presented in a separate 
web annex. Despite progress in reducing alcohol consumption since 2000, large east–west inequalities persist, 
reflecting differences in drinking patterns. Evidence-based measures such as raising excise taxes, reducing the 
availability of retailed alcohol, limiting marketing, strengthening drink–driving measures, and expanding screening 
and brief interventions can significantly reduce alcohol-attributable harm and prevent avoidable deaths.
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Alcohol responsible for one third of all injury deaths in Europe
Alcohol is one of the leading preventable causes of injury worldwide, with a particularly severe 
impact in the WHO European Region (1). Alcohol consumption increases the risk of injury by 
impairing judgement, lowering inhibitions, slowing reaction times and impairing coordination, all 
of which lead to riskier behaviour (2). These effects directly contribute to unintentional injuries 
such as road traffic injuries, falls, drownings and burns, as well as intentional injuries such as self-
harm and interpersonal violence (3).

The WHO European Region consistently shows the highest alcohol per capita consumption 
worldwide, at 9.1 L of pure alcohol per adult aged 15 years and older in 2022,1 compared to a 
global average of 5.0 L (4). The Region also has the highest rates of both alcohol consumption and 
heavy episodic drinking (HED) in the population.2 In 2019, 62.4% of all adults (70.7% of men and 
54.9% of women) were alcohol consumers.3 In the same year, 23.0% of all adults (34.0% of men 
and 12.8% of women) engaged in HED, a particularly hazardous drinking pattern and one of the 
most important indicators of acute alcohol-attributable harm, including injuries and poisonings (1).

Alcohol makes a substantial contribution to deaths across multiple injury categories in the WHO 
European Region, with particularly high proportions in self-harm and interpersonal violence. 
In absolute terms, the largest numbers of alcohol-attributable injury deaths occur in self-harm 
(over 43 600 deaths), followed by other unintentional injuries (more than 27 000), road injuries 
(around 24 300) and falls (approximately 19 600). By contrast, interpersonal violence results in 
fewer overall deaths (about 11 000), but alcohol accounts for the highest proportion of deaths in 
this category. In proportionate terms, alcohol accounts for 41.8% of deaths from interpersonal 
violence, 36.8% of deaths from self-harm and 35.4% of road injury deaths. Together, these 
patterns show both the scale and the depth of alcohol’s contribution to injury mortality.

Fig. 1. Injury deaths in the WHO European Region in 2019, by cause

Source: Global Information System on Alcohol and Health (4).

1	 Alcohol total per capita consumption (aged 15 years and older) in litres (L) of pure alcohol (Sustainable Development 
Goal indicator 3.5.2).

2	 HED is defined as an intake of 60 g or more of pure alcohol on at least one occasion over the previous 30 days. When 
expressed in volumes of typical alcoholic beverages, 60 g of pure alcohol is roughly equivalent to 1.5 L of beer, 600 ml of 
wine or 200 ml of spirits.

3	 “Alcohol consumers in the past 12 months” is defined as the proportion of adults (15+ years) in a given population who 
have consumed any alcohol during the past 12 months, assessed at a given point in time.
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Sex-specific burdens of injury and violence and the link to aggression
The alcohol-attributable injury burden exhibits clear sex-specific patterns. Men consume 
substantially more alcohol, than women have higher prevalence of alcohol use disorders (AUDs) 
and heavy episodic drinking (HED), and account for far more alcohol-attributable injury deaths. In 
2019, men consumed an average of 14.9 litres of pure alcohol per capita, nearly 3.7 times the level 
among women (4.0 litres). The prevalence of AUDs in men was 13.4%, compared with 8.3% in 
women, while HED was about 2.7 times more common among men. Reflecting these differences 
in consumption and risk behaviours, men experienced more than four times as many alcohol-
attributable injury deaths overall, largely due to self-harm, road injuries and falls (Table 1). At the 
same time, the downstream harms linked to men’s drinking, including alcohol-related aggression 
and interpersonal violence, disproportionately affect women and children.

Table 1. Alcohol-attributable deaths in the WHO European Region in 2019, by sex and cause

Total numbers of deaths 
attributable to alcohol (n)

Share of deaths 
attributable to alcohol (%)

Men Women Men Women

Injuries 116 171 28 439 36.5 19.4

Unintentional injuries 71 228 18 646 34.5 16.6

Road  injury 18 845   5 502 36.7 31.3

Poisonings   3 334 807 43.1 28.2

Falls 15 277   4 342 29.9 10.9

Fire, heat and hot substances   3 868   1 280 39.6 24.5

Drowning   5 659 774 36.3 20

Exposure to mechanical forces   2 613 315 36.4 22

Other unintentional injuries 21 631   5 626 33.7 13.4

Intentional injuries 44 943   9 793 40.2 28.6

Self-harm 36 624   7 034 39.9 26.2

  Interpersonal violence   8 318   2 759 42.9 38.7

Source: Global Information System on Alcohol and Health (4).
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Alcohol acutely impairs judgement, slows reaction time, lowers inhibitions and alters emotional 
processing, sharply increasing the likelihood of aggression, violence or risky behaviour during 
intoxication. These effects operate within broader social and environmental contexts, including 
social norms that shape masculinities, targeted alcohol marketing, nightlife and public drinking 
environments, peer expectations and pressure to drink heavily, and group dynamics that can 
amplify risks (5).These contextual factors overlap with well-established risk factors for violence 
against women and girls, including men’s use of alcohol and the accessibility of alcohol and dugs 
within communities. The interaction between intoxication and context helps explain alcohol’s 
prominent role in injury statistics, while recognising that individuals respond to alcohol differently 
and many do not become aggressive when drinking (6).

The category of interpersonal violence is broad and includes any violence between individuals, 
including in families, relationships and communities. Alcohol is a major risk factor for intimate 
partner violence, increasing both its occurrence and severity. Yet official data capture only a 
fraction of the true burden, especially for gender-based and other forms of violence that are 
stigmatized and underreported. Administrative sources such as police, hospital, and judicial 
records tend to underrepresent these experiences. By grouping diverse forms of violence into 
a single category, estimates such as those shown in Table 1 almost certainly underestimate the 
scale of interpersonal violence and alcohol’s role in it. More research is needed on how alcohol 
contributes to both the experience and the perpetration of interpersonal violence, with particular 
attention paid to gender-based violence.

Studies consistently show higher risks of perpetration of intimate partner violence related to 
men’s use of alcohol. Some systematic reviews identify alcohol as a major modifiable risk factor 
for domestic and sexual violence (7,8). The consequences for women are wide-ranging and long-
lasting, including physical injury, mental health impacts, sexual and reproductive harms, loss of 
safety and autonomy, economic deprivation and violations of human rights. Children and other 
household members are also affected: population studies report higher risks of physical harm, 
neglect and adverse childhood experiences in households with parental alcohol problems, and 
caregiver surveys indicate that nondrinking family members frequently experience physical or 
emotional harm from someone else’s drinking (9).

Alcohol – the leading risk factor for injuries among young people 
Alcohol consumption is a major public health concern, especially among young people, for whom 
it is a leading risk factor for disability and premature death due to injuries (10). Young people are 
particularly vulnerable because, although they may drink less frequently than older adults, they 
often have lower tolerance and less experience judging their limits, which amplifies risks especially 
for heavy drinking episodes. This sharply increases the risk of poisonings, accidents, falls, violence 
and self-harm. In young people, alcohol can affect brain development and decision-making, leading 
to problems with memory and learning, lower school performance, mental health issues such as 
depression and anxiety, and risky sexual behaviors that can result in unwanted pregnancies or 
sexually transmitted infections (11). These factors result in substantial losses of productive life years 
and can contribute to long-term consequences, including the development of AUDs.

The risk of alcohol-attributable injury varies by age. In 2019 it was highest in middle adulthood, 
with people aged 35–39 years showing the largest proportion of injury deaths caused by alcohol. 
Nevertheless, the risk of alcohol-attributable death begins to rise steeply from a much earlier age 
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(around 15 years), and a substantial share of alcohol-attributable harm occurs early in life (Fig. 2). 
In the WHO European Region, roughly one in three deaths in men and one in five deaths in women 
between the ages of 30 and 40 years are attributable to alcohol. Among people aged 20 to 24 years, 
alcohol accounts for 35% of all injury deaths. (1). Overall, alcohol disproportionately contributes 
to premature mortality, with the greatest impact observed in early adulthood, particularly among 
men. As shown in Fig. 2, the proportion of alcohol-attributable injuries rises sharply in early 
adulthood, peaks in middle age and declines gradually in older age groups. The peak is more 
pronounced in men, reflecting a higher relative burden, while uncertainty in estimates increases at 
older ages as a result of smaller populations and more variable mortality patterns.

Fig. 2. Proportion of deaths caused by alcohol use among all injury deaths in the WHO European Region in 
2019, by age and sex
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Source: Global Information System on Alcohol and Health (4).

A persistent east–west divide in alcohol injury deaths despite progress

In 2019 a total of 144 610 injury deaths in the WHO European Region were attributable to alcohol, 
equivalent to 31.1% of all injury deaths in the Region. In the same year alcohol accounted for the 
loss of 9.0 million injury-related disability-adjusted life years (DALYs), representing nearly one third 
of all such DALYs lost in the Region (4).4 The largest contributors to the alcohol-attributable injury 
burden were self-harm and road injuries.

As shown in Fig. 3, the burden of alcohol-attributable injuries in 2019 displayed striking regional 
disparities across the WHO European Region.
4	 A DALY is a measure that captures the overall burden of disease by combining the years of life lost due to premature 

death with the years lived with disability. Essentially, one DALY represents one year of healthy life lost, either from dying 
too early or living with illness or disability.
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Fig. 3. Alcohol-attributable injury deaths in the WHO European Region in 2019, by country: (i) age-
standardized rate of injury deaths and (ii) proportion of all injury deaths
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(i) Age-standardized rate of alcohol-attributable injury deaths per 100 000
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(ii) Proportion of all injury deaths attributable to alcohol (%)

Source: Global Information System on Alcohol and Health (4).

Age-standardized death rates were highest in eastern Europe, particularly in Latvia, Lithuania and 
the Russian Federation, where alcohol-attributable injury mortality exceeded 22.6 per 100 000 
population, while countries such as Azerbaijan, Tajikistan and Türkiye reported some of the lowest 
rates, often below 2.9 per 100 000. An east–west divide was evident in the proportion of all injury 
deaths attributable to alcohol, with many eastern European countries exceeding 60%, compared 
with under 20% in much of western and southern Europe. These patterns are likely to reflect 
differences in drinking prevalence, levels and patterns of consumption (particularly the frequency 
and intensity of HED), gender-specific norms, and the strength of broader policy frameworks, 
including alcohol regulations, road safety measures and emergency response systems.

Between 2000 and 2022 the WHO European Region made substantial progress towards meeting 
global alcohol reduction targets. Average alcohol consumption per adult declined from 11.1 to 
9.1 L, a reduction of approximately 18%, accompanied by notable decreases in HED among both 
men and women. However, the decrease was more modest in the European Union, which has the 



6Alcohol-attributable injuries in the WHO European Region in 2019: overview of key findings 

highest drinking level globally, where consumption declined from 12.5 to 10.8 L (a reduction of 
13.6%) in the same time period.

Between 2000 and 2019 age-standardized alcohol-attributable injury deaths in the WHO 
European Region fell by nearly 60%, outpacing the overall decline in injury mortality (4). The 
disability burden linked to alcohol-attributable injuries also decreased by more than half, 
underscoring the potential for well-designed interventions to produce measurable public health 
gains. Despite these improvements, however, stark disparities between the eastern and western 
parts of the Region persist, highlighting the need for continued and targeted measures to address 
harmful drinking patterns and reduce preventable deaths from injuries.

Policy implications 
Despite improvements, alcohol remains the leading driver of injury deaths in the WHO European 
Region, and its broader social impact, including harm to others, is greater than that of any other 
psychoactive substance (12). Comprehensive alcohol policies can save lives and reduce social 
and economic costs (13,14).  

Effective measures include reducing alcohol availability and affordability through higher excise taxes, 
pricing policies, and restrictions on hours, days and locations of sale. Limiting exposure to alcohol 
marketing, including in digital media, protects children, adolescents and abstainers, shifts social 
norms and reduces harms. Preventing drink–driving through blood alcohol concentration limits via 
sobriety checkpoints directly lowers traffic injuries and fatalities while promoting safer driving.

Legislating blood alcohol concentration limits (≤0.02 g/dL for novice and probationary drivers and 
≤0.05 g/dL for the general population) and enforcing them stringently deters driving under the 
influence of alcohol and directly reduces the risk of fatalities and serious injuries (15).

Early identification and intervention via screening and brief interventions, in primary care as 
well as in emergency, trauma and other specialized settings, provide additional opportunities to 
reduce harm. Even a single structured conversation with patients exhibiting hazardous drinking 
patterns can lower future alcohol use, prevent repeat injuries and reduce health-care costs. Brief 
interventions are most effective when integrated into routine clinical practice, supported by 
specialist staff and linked to primary care and treatment services. When combined with strong 
alcohol control policies and community-based prevention strategies, they represent a practical, 
ethical and cost-effective approach to reducing alcohol-attributable injuries.

The scale and nature of alcohol-attributable injury also highlight the need for gender-sensitive 
policy. Reducing alcohol consumption, especially heavy drinking occasions in men, combined 
with strengthened violence prevention, survivor support and services addressing harms to 
others, can reduce both direct injury and the cascade of downstream social consequences.

The WHO SAFER initiative provides a practical framework for implementing these evidence-based 
strategies, focusing on five key areas: restricting alcohol availability; enforcing drink–driving 
measures; facilitating access to screening, brief interventions and treatment; restricting alcohol 
marketing; and raising prices through excise taxes (16). Prioritizing these actions can prevent tens 
of thousands of premature deaths annually, reduce alcohol-attributable injuries, and improve life 
expectancy, productivity and quality of life. Sustained implementation is essential for achieving 
health and development goals, including the Sustainable Development Goals, and for building 
healthier, more resilient societies across the WHO European Region.



7Alcohol-attributable injuries in the WHO European Region in 2019: overview of key findings 

Data sources and methods
The data sources and methods used in this overview for presenting data on estimations of 
alcohol-attributable injury, including national estimates, are presented in the web annex (17).
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The WHO Regional Office for Europe
The World Health Organization (WHO) is a specialized agency of the United Nations created in 1948 with 
the primary responsibility for international health matters and public health. The WHO Regional Office 
for Europe is one of six regional offices throughout the world, each with its own programme geared to 
the particular health conditions of the countries it serves.
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