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This Policy brief provides an overview of the prevalence of alcohol consumption
and risk using according to the Estonian Health Interview Survey 2006.

Furthermore,

it looks at the connections between alcohol consumption

at childhood home and subsequent socio-economic factors (income and
education). Moreover, the review discusses links between alcohol consumption
or risk using and drinkers’ self-perceived health and their use of healthcare

services.

INntroduction

Alcohol consumption plays a prominent role in
premature mortality in all Central and Eastern
European countries, especially in the areas of the
former Soviet Union. According to the World Health
Organization (WHO), alcohol consumption is directly
associated with over 60 diseases and injuries (McKee
et al. 2000). Alcohol consumption is a risk factor for
heart diseases, injuries, liver cirrhosis as well as various
neoplasms and mental health disorders. Consequently,
ca 10% of deaths in the European Union and over 15%
in Estonia are related to alcohol use (World Health
Organization 2010). The differences in life expectancy
of men in Western and Eastern Europe (20-64 years)
are 25% due to differences in alcohol consumption
(World Health Organization 2010).

Alcohol has a negative impact on both the drinkers
and those surrounding them; e.g. injuries and violence
are more frequent in the surrounding environment
(World Health Organization 1999). Due to heavy
drinking, the drinkers and people close to them are
prone to experience social problems, which manifest
in deterioration of social and economic welfare and the
quality of life (World Health Organization 2000). The
tangible cost of alcohol consumption was 125 billion
euros, i.e. 1.3% of the gross domestic product in the
European Union in 2003 (World Health Organization
2010). The cost of alcohol-related problems
(unemployment, loss in productivity) was 66 billion
euros, and 59 billion euros were spent in relation to
premature mortality caused by alcohol use (ibid.).



According to the surveys carried out in
other countries there are strong connections
between alcohol consumption in adults and
subsequent alcohol consumption in their
offspring (Chassin et al. 1991), which is
also strongly related to the socio-economic
status. It has been found that people with
higher socio-economic status are more
aware of factors impacting on their health,
and therefore make more health-conscious
choices. In contrast, alcohol consumers/risk
users are less likely to achieve higher level
of education and increased income than
those who consume alcohol to lesser degree
(Haapanen-Niemi et al. 1999).

The content of this policy brief is based on the
data of the Estonian Health Interview Survey
2006 carried out by the National Institute for
Health Development. The survey interviews
were conducted with a randomised sample
of Estonian citizens aged 15-84 years from
October 2006 to October 2007. The interviews
contained such topics as evaluation of one’s
health, incidence of chronic illnesses and
mental health problems, use of healthcare
services and pharmaceuticals, and health
behaviour (Oja et al. 2008).

Alcohol consumer is defined in this brief
as a person who has drunk at least once in
their life more than one dose of alcohol at
one consumption time. Alcohol risk users,
however, are defined as people who have
consumed five or more doses of alcohol at
one consumption time, whereas one dose
of alcohol equals 10 g of absolute (i.e. pure)
alcohol, which is contained in one shot of
vodka (4 cl) or one glass of wine (100 ml).

There is ca 18 g of absolute alcohol, i.e. 1.8
doses of alcohol in ordinary Estonian beer
(0.51bottle, alcohol content 4.5% by volume).
Moderate alcohol drinkers are defined as
people who have consumed alcohol at least
once in their lives but have not risk used it.

As the consumption of alcohol facilitates
the onset of various diseases, alcohol
consumption impacts on the need for
healthcare services and use thereof. Thus,
the studies have demonstrated that alcohol
increases therisk of injuries and thelikelihood
of hospitalisation due to coronary heart
disease as the consumed doses grow (Van
Oers et al. 1999). In addition to the increased
risk of hospitalisation, alcohol consumers
tend to have longer hospitalisation periods:
e.g. those consuming more than one alcohol
doseperdayhave 21% more hospital days than
those consuming less alcohol. Furthermore,
the treatment of heavy drinkers is often more
expensive than the average cost thereof, for in
addition to longer care period, the incidence
of more serious disease states, e.g. injuries,
has also increased (Lai et al. 2010).

This policy brief gives an overview of
alcohol consumption, alcohol risk using and
differences in consumption thereof by gender
and age in Estonia. Alcohol consumption at
childhood home, it's changes over time, and
links with alcohol consumption in later life
are also observed. Furthermore, the brief
describes the connections between alcohol
consumption and several socio-economic
indicators, as well as the impact of alcohol
consumption on health, health behaviour
and use of healthcare services.



1. Prevalence of Alcohol Consumption and
Alcohol Risk Using in Estonia

The first chapter gives an overview of the
prevalence of alcohol consumption and risk
using by gender and age in Estonia. Special
attention is given to the starting age of
alcohol risk using by generations, because
the early start of risk using has a great effect
on subsequent illnesses and risk of alcohol
addiction.

92% of male and 79% of female who
participated in the Estonian Health Interview
Survey 2006 have at least once in their lives

consumed alcohol. 77% of male and 39% of
female have risk used alcohol at least once
in their life. Thus, 84% of male and 49% of
female who have consumed alcohol at least
once in their life have also risk used it at least
once (Figure 1).

82% of male aged 15-19 have consumed
alcohol. The share of alcohol consumers in
amongst male aged 19 and older is in the
range of 89-97% in all age groups; whereas it
is largest among male aged 60-64 (Figure 2).

Figure 1. Alcohol consumption by gender
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Figure 2. Prevalence of alcohol consumption, risk using and moderate
consumption (not risk using alcohol) by gender and age
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the women

having drunk
alcohol have

also risk used it.



The share

of moderate
drinkers is
considerably
higher in female
than in male.

On average,
men risk use
alcohol for the
first time 2.2
years younger
than women.

As to female, the share of alcohol consumers
reaches the maximum (90%) among
45-49-year-olds and drops to 79% in the
oldest age group after a moderate decline.

The prevalence of alcohol risk using is at its
peak in female aged 30-34 and in male aged
40-44 with alcohol consumers constituting
56% and 88% respectively (Figure 2).
Thereafter, the prevalence of alcohol risk
using decreases, reaching the minimum in
the oldest age groups (17% of female and
67% of male). Thus, gender differences are
the greatest in alcohol risk using, where
the most prominent difference emerges in
amongst people aged 65-69, whereas the
share of risk users is 57% greater in male
than in female. By age groups, there are, on
average, 15% less alcohol risk users than
consumers in amongst male and there is a
relevant increase in differences as the age
progresses. For example, in amongst male
aged 15-59, the share of alcohol risk users is
11% lower than that of consumers, and even
19% lower in older male. Among female, the
differences between risk users and consumers
are more considerable in all age groups (40%
on average), growing also with age increase.

The share of moderate consumers (i.e. alcohol
consumers who have not risk used alcohol) is
the largest among male aged 15-19 and those
over 70, where the share of such drinkers is
approximately 21%. The share of moderate
consumers among male aged 20-69 ranges
between 7 and 17%. In women the share of
moderate consumers fluctuates between 30
and 48%.

According to Estonian Health Interview
Survey 2006 approximately 13% of people
over 75 have risk used alcohol before turning
14 and 28% of people aged 15-19 (Figure
3), i.e. alcohol risk using is nine times more
frequent in the younger generation. The
average age of first-time alcohol risk using
was 19.8 years, i.e. 19.1 years in male and 21.3
years in female. Gender differences in age
when the first alcohol risk using occurred, are
due to the fact that among people aged 0-14
there are almost twice as many male that have
risk used alcohol compared to female (Figure
4). In male, the share of first-time risk users
is also higher than that of female at the age
of 15-17, and only among people aged 18-21
is the share of first-time alcohol risk users
comparable in both male and female.

Figure 3. Distribution of first-time alcohol risk using (percentages) by

age
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Figure 4. First-time alcohol risk using by gender and age
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Figure 5. Average age of first-time alcohol risk using by gender and age

8 Average age

. Male

The first-time alcohol risk using has been
gradually shifting to a younger age, i.e. all
successive generations have started risk
using alcohol earlier than their mothers and
fathers. Among male, the start of risk using
has shifted earlier by 6.1 years: the average
age of first-time risk users among male aged
15-191is 15.2 years, whereas among male aged
75 and over, 21.3 years (Figure 5). Among
female, first-time alcohol risk using has also
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shifted earlier by 7.9 years. The beginning of
alcohol risk using has shifted by an average
of 0.46 years earlier per year. Furthermore,
the differences between the age of male and
female in first-time risk using have decreased.
If among male aged 75 and over risk users
were, on average, 1.9 years younger than
those among female, then in amongst people
aged 15-19 there were almost no differences
in gender.
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Alcohol risk

using occurs for
the first time at

an increasingly
younger age.



The share

of families
where alcohol
is consumed
at least

once a week
has almost
doubled - on
the account of
families with
no alcohol
consumption.

In addition to health behaviour, the average
age of first-time alcohol risk users also
depends on the fact that, as time goes by,
the people belonging in the 15-19-year-old
age group at the time of the survey may see
the addition of new risk users, therefore the
average age of first-time risk using in the age
group may rise. For example, a person, 15
years old at the time of the survey, may risk
use alcohol for the first time at the age of 17,
i.e. they had not done so during the survey.
Moreover, in older age groups, those that
started risk using alcohol the earliest have an
increased risk of mortality, as a consequence
of which the share of such people may
be actually lower in the data due to their
premature death. Nevertheless, other similar
surveys confirm the shift of first-time risk
using to an earlier age (Aasvee and Maser
2009).

According to the study of the Health
Behaviour in School-aged Children, regular
alcohol consumption has grown among

The environment in which we grow,
childhood home in particular, has a
considerable impact on the development of
our value judgements and behaviour. The
second chapter of the policy brief gives an
overview of alcohol consumption at the
Estonian childhood homes and looks at the
patterns of alcohol consumption in later life
accordingly.

In 90% of the families of people born
1952-1991 (aged below 55), alcohol
was consumed, whereas only 72% of
the families of people born in 1951 or
earlier (aged over 55) consumed alcohol
(Figure 6). Thus, in comparison of these
periods, the share of alcohol-consuming
families has grown with the share of
abstaining families decreased by ca three
times. It is interesting to note that during
that time, the share of families where alcohol
is consumed at least once a week has almost
doubled. Thus, among people born before

pupils and first-time alcohol risk using has
been shifting to an earlier age (ibid.). In the
school year 2001/2002, 32% of boys aged 15
had been drunk at least once before turning
13, whereas in girls of the same age this
indicator was 17%. In the following stage
of the survey, school year 2005/2006, 35%
of 15-year-old boys had been drunk at least
once before the age of 13, and 21% of girls
of the same age, which is considerably more
than in other EU member states (ibid.).

In conclusion, the share of alcohol risk
users in all female who consume alcohol is
markedly lower than that in male. At the
same time, the number of alcohol consumers
and risk users grows in amongst the young
with first-time alcohol risk using shifting to
an increasingly younger age. This change has
undergone faster among female, and by now,
the age of first-time alcohol risk users in both
male and female (girls and boys) has become
almost the same.

1952 (aged 55 or over), 6% of the families
consumed alcohol at least once a week,
whereas in the case of families of those born
later, already 15% of the families. Comparison
of the same birth generations shows also that
in the period studied, the share of families
where alcohol is not consumed has dropped
from the original 28% to 10%. Special
attention should be given to the fact that this
decline has emerged mainly on the account
of the increasing number of families where
alcohol is consumed frequently. The share of
families (ca 50%) consuming alcohol a few
times in a year has remained stable.

According to previous studies, the children
of parents addicted to alcohol are 5.1
times more likely to become addicted to
alcohol or drugs compared to the children
of non-addicted parents (Chassin el al
1991). According to the Health Interview
Survey 2006, 85% of alcohol users came
from families where alcohol was consumed



Figure 6. Frequency of alcohol consumption at childhood home by

respondents’ age
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Figure 7. Frequency of alcohol consumption at childhood home by the
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(Figure 7). 93% of children coming from
families where alcohol had been consumed
at least once a month also consumed alcohol
in adulthood, and only 7% of them were non-
consumers. The situation was different with
children from families where alcohol was not
consumed, namely, 68% consumed and 32%
did not consume alcohol in later life.

Furthermore, 89% of people that had risk
used alcohol at least once came from alcohol-

A few times a year

Once or more per month

.No

drinking families. Whereas 69% of risk users
came from families where alcohol had been
consumed at least once a month; at the
same time 57% of those who do not risk use
alcohol, come from families where alcohol
was not consumed at all (Figure 8). Alcohol
consumption at childhood home also impacts
on the age of first-time alcohol risk using:
50% of those that had risk used alcohol
before turning 14 come from families where
alcohol was consumed once a month or more

7

I
7% of people
growing in
alcohol-
consuming
families do

not consume
alcohol in

their later life,
whereas people
coming from
alcohol-free
families, who do
not consume
alcohol in
adulthood,
constitute 32%.



Figure 8. Frequency of alcohol consumption at childhood home by

alcohol risk using by respondents
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Figure 9. Frequency of alcohol consumption at childhood home (by the

age of first-time alcohol risk using)
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(Figure 9). However, 13% of those that had
risk used alcohol for the first time when they
were over 22 grew in families where alcohol
was not consumed, and even 66% with the
addition of those people who came from
families where alcohol was consumed a few
times a year.

. A few times a year

age

18-21 22 and over

. No consumption

Alcohol consumption and childhood home
are closely related. The more frequent the
alcohol consumption at childhood home
is, the more likely are the children to
become alcohol consumers in their later life.
Furthermore, regular alcohol consumption
at childhood home results in the earlier



onset of risk using alcohol together with
an increased risk of alcohol risk using. At
the same time, children from non-drinking

families are more likely to become abstainers
or start alcohol consumption at later age and
in smaller amounts.

3. Socio-Economic Status and Alcohol

Consumption

Alcohol drinking habits and socio-economic
status are related. On the one hand, higher
status provides greater awareness of health
risks from alcohol consumption and
opportunities to use the knowledge. On
the other hand, alcohol consumption in a
person or at their childhood home may be
the very cause of their lower socio-economic
standing and lower level of education (Van
Oers et al. 1999). The third part of this policy
brief addresses socio-economic status in
connection with alcohol consumption using
income and level of education as indicators
of the said status.

According to the Health Interview Survey
2006, there are more alcohol drinkers and
risk users and less moderate consumers in the

population group with higher income than in
the group with lower income. Among people
with a monthly income of over 10,000 kroons
(639 euros), alcohol consumers constituted
93%, risk users 74% and moderate drinkers
19%, at the same time in the group with a
monthly income below 6,000 kroons (384
euros) the shares thereof were 82%, 42% and
39% respectively. One of the reasons for this
is that higher income gives greater capacity
to purchase alcoholic beverages, i.e. these
are usually more available in financial terms.
Among male earning higher income, the
share of those having at least once consumed
alcohol is approximately 94%, whereas
that of the risk users is 82% (Figure 10).
Similarly, the shares of alcohol consumers
and risk users are higher in amongst female

Figure 10. Distribution of alcohol consumers, risk users and moderate
drinkers (have not risk used alcohol) by gender and income
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Among people
with higher level
of education
alcohol
consumption
and risk using is
more prevalent
than among
people with
lower level of
education.

People with
higher income
risk used
alcohol in the
last 4 weeks
more seldom
than people
with lower
income.

with larger income than for female with
lower income. It is interesting to note that
differences in gender between the shares of
consumers and risk users are smaller in the
group with higher income. In low-income
group, however, the share of female having at
least once risk used alcohol was about 41%
lower than that of male. At the same time, the
share of moderate drinkers is considerably
higher in both higher and lower income
groups of female than in those of male, 28%
and 26% respectively. The patterns described
characterise all age groups.

Alcohol consumption in the last four weeks
preceding the survey was more frequent
among people with higher income (drinking
alcohol on 5.1 days on average) than among
those with lower income (on 3.8 days on
average). It deserves attention that the share
of people who risk used alcohol a few times
per year was similar in higher and lower
income groups, 48% and 41% respectively.
In addition to more frequent consumption in
the higher income group, it cannot, however,
be said whether the quantities consumed
are also larger; because the data of the said
survey (2006) do not enable to calculate the
quantities of absolute alcohol consumed.

Among people with higher level of education
(at least professional higher education)
93% have consumed alcohol at least once
and 78%, have risk used alcohol, whereas
in the group with elementary education,
the indicators thereof were 86% and 68%
respectively. Differences in gender between
alcohol consumption and risk using are more
marked in amongst people with lower level
of education compared to those with higher
level thereof. For example, the prevalence of
alcohol consumption and risk using in female
with lower level of education is 18% and 45%
lower than in male (Figure 11). At the same
time, the share of moderate drinkers among
male with lower level of education is higher
(i.e. the share of risk users is lower) than
among male with higher level of education.
The share of risk users among female with
lower level of education is lower than among
female with higher level of education.

The average frequency of alcohol
consumption in the four weeks prior to the
survey was higher among people with lower
level of education: alcohol was consumed
on 7 days on average compared to 5.2 days
among people with higher level of education.
This is partly due to the fact that as many as

Figure 11. Distribution of alcohol consumers, risk users and moderate
drinkers (have not risk used alcohol) by gender and level of education
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57% of alcohol consumers with higher level
of education consume alcohol only a few
times a year (the indicator among people
with lower level of education is 32%).

Preferences for alcoholic beverages change
in terms of level of income and education:
people with higher income mostly consume
light alcohol (wine and beer), whereas people
with lower income prefer strong alcoholic
drinks. For example, beer was consumed by
66% of people from the higher income group
and 39% of people from the lower income
group. The share of people consuming strong
alcohol every day constituted 2% in the lower
income group and 0% in the higher income
group. Similarly, people with higher level of
education favour lighter alcoholic beverages
and people with lower level of education
opt for stronger alcoholic drinks. Exception
to this is beer that was consumed by 49% of
people with higher education and 45% of

Alcohol using is associated with the onset of
over 60 illnesses (McKee et al. 2000), which
in turn impact on self-perceived health and
the use of medical services. According to
the Health Interview Survey 2006, the share
of people considering their health good in
the 12 months preceding the survey was
higher in people who had risk used alcohol
(52%) than among those who had not risk
used alcoholic beverages (35%) (Figure 12).
Furthermore, alcohol risk users deemed
their health better (7%) than those who did
not risk use alcohol (22%). Considering the
frequency of alcohol consumption in the 12
months prior to the survey, the picture is
in agreement with expectations: only 26%
of the people with higher incidence of risk
using alcohol considered their health at least
good, whereas similar self-perceived health
status characterised 54% of the people with
lower frequency of risk using. Similarly,
among the most frequent alcohol risk users,
the share of those who perceived their health
either bad or very bad was the greatest (26%),
which exceeded the same indicator among

people with lower level of education. In the
highly educated group, the alcoholic beverage
of preference is wine (60% of the members
of this group drink wine), whereas among
people with lower level of education stronger
alcoholic beverages are favoured (71% of the
cases).

In conclusion, as the level of income and
education grows, alcohol consumption
and risk using is more widely prevalent.
However, this apparent pervasiveness is to a
considerable extent due to a greater share of
people consuming alcohol only a few times
per year in the groups with higher level
of income and education. Furthermore,
the members of the said groups prefer
light alcoholic beverages in particular.
Nevertheless, it is not known in which group
alcohol is consumed the most, because the
data of the used survey do not enable to
establish that.

infrequent (a few times a year) risk users by
five times, with the breaking point being the
tendency to consume alcohol three or more
times per week, when self-perceived health
began to deteriorate quickly.

After the onset of health problems the
people’s first contact in the healthcare system
is usually their family doctor that refers
them to a medical specialist or hospital
care, if necessary. The second main primary
contact in healthcare is emergency medical
care (first-aid situations). Furthermore, it is
possible to turn directly to the emergency
department in hospitals, and in the case of
certain specialities, also to a specialist doctor
without a referral from a family doctor.

According to the Health Interview Survey
2006, the share of those who visited their
family doctor or were hospitalised grew along
with the increasing frequency of alcohol risk
using. Only 10% of those who risk used alcohol
a few times per year had been hospitalised in
the period prior to the survey, but of those

People with
higher income
mostly
consume

light alcoholic
beverages,
such as beer
and wine.

People with
lower level

of education
consume
mostly strong
alcohol.

The more
frequent the
alcohol risk
using is, the
worse self-
perceived
health is.



Figure 12. Self-perceived health within the last 12 months among
alcohol risk users and by the frequency of risk using within last 12
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Table 1. Frequency of alcohol risk using within the last 12 months and
visits to a family doctor, medical specialist, use of emergency medical

care, or hospitalisation

family medical first-aid hospital
doctor specialist station
Frequency of alcohol risk using in the last 12 months (per cent)
Every day / almost every day 91 36 5 24
3-4 times per week 92 54 16
1-2 times per week 86 52 12 13
1-3 times a month 88 54 10
A few times per year 86 63 10

that risk used alcohol over four times per
week, 24% had been hospitalised (Table 1).
As the incidence of risk using grew, the share
of hospitalised individuals also increased. At
the same time, such growth was not seen in
those that contacted the first-aid station. This
is probably due to the fact that frequent risk

46% of alcohol
risk users and
12% of alcohol
consumers
have received
help from the

emergency users are more likely to be hospitalised when
medical they contact their family doctor. Moreover,
services. frequent alcohol risk users may play a greater

role in contacting emergency department
independently when hospitalised. However,
by looking at the trends among male, it
appears that in the 12 months prior to the
survey, 46 % of alcohol risk users and 12%

12

of non-risk users used emergency medical
services.

Compared to other patients, the use of health-
care system by alcohol risk users is more
frequently caused by injuries and poisonings,
whereas among moderate drinkers the
more prevalent causes include, e.g. health
check and prescription renewals (Figure
13). In fact, 5% of alcohol risk users use the
services of their family doctor and 10% those
of a medical specialist due to an injury or
poisoning (intoxication), whereas the same
indicators among moderate consumers are
2% and 4% respectively. The main reasons for



Figure 13. Visits to a family doctor or medical specialist in the last

12 months by alcohol risk using

Family doctor

Issue of a certificate 15

or referral

Prescription renewal

Health check

lliness or health
problem

Injury / poisoning

30

40 50

.No

contacting family doctors are fairly similar in
both groups, but here too, health problems
are more relevant among risk users than
health checks, compared to those that drink
alcohol moderately.

Paying heed to the aforesaid, it is evident that
with the growing frequency of alcohol risk
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using, health and self-perceived health also
deteriorate. This in turn results in the in-
creased use of healthcare services, especially
hospital care. Alcohol risk users are more
frequent visitors of their family doctors, often
with recurring health problems or injuries
and seldom due to some simpler matter or for
a regular health check.

13



According to the Estonian Health Interview
Survey 2006, 85% of Estonians aged 15-84 have
consumed alcohol at least once in their life,
whereas 59% of them have risk used alcohol.
In male, the share of both alcohol consumers
and risk users is greater than among female -
92% and 77% respectively. 69% of all alcohol-
consumed people have also risk used it: 84% of
the male and 49% of the female. The analysis of
first-time alcohol risk using by the generations
reveals that the average age of first-time risk
using has fallen from 21.3 years to 15.2 years
(comparing those aged 75 and over with those
aged 15-19). In the same space of time, the
share of alcohol consumers and risk users has
been on a steady increase in the population,
whereas the share of families where alcohol is
not consumed at all has decreased by almost
three times.

57% of those who did not consume alcohol
at the time of the survey came from families
where alcohol was not consumed. At the same
time, people coming from families where alco-
hol was consumed once a month or more con-
stituted 36% of alcohol consumers and 42% of
the alcohol risk users. Half of the people who
had first-time risk used alcohol prior to tur-
ning 14 also come from such families.

The share of people that have at least once in
their life consumed alcohol or risk used it is
highest in groups with higher level of income
and education. At the same time they have
often risk used alcohol only a few times per
year, whereas alcohol risk using is much more
frequent among people with lower income
and lower level of education. Furthermore,
people with higher income and higher level
of education prefer light alcoholic beverages,
whereas those with lower level of income and
education favour strong alcohol. Unfortu-
nately, the data of the used survey enable neit-
her to measure the quantities of alcohol con-
sumed nor establish whether these quantities
are higher among people with higher or lower
level of income and education.

Alcohol use is associated with more than 60
illnesses, which is also reflected by deteriora-

tion of self-perceived health as the frequency
of alcohol risk using increases. According to
the survey, a critical limit is three or more
instances of alcohol risk using per week, after
which moderate deterioration turns into rapid
worsening. Decline in health and self-per-
ceived health is also evident in the increased
use of the services provided by family doctors
and hospitals, along with more frequent alco-
hol risk using. Furthermore, the use of medical
services is no longer caused by such ordinary
reasons as health checks and renewal of pre-
scriptions, but more and more with health
problems, injuries or poisoning.

All in all, when planning preventive measures
of alcohol risk using, it is important to con-
sider that parents’ drinking habits have a sig-
nificant impact on the development of these
practices in children. Attention should also be
given to the fact that regardless of favouring
light alcoholic drinks by people with higher
level of income and education, the general
frequency of alcohol consumption in those
groups is high, and health problems caused
by risk using alcohol may be as extensive as in
other population groups.

It is certainly worthwhile to facilitate regu-
lar health checks and raising the awareness
thereof in order to discover health problems
related to alcohol risk using as early as pos-
sible and thereby reduce the need for hospi-
talisation as a result of risk using. The studies
have shown that publicity about the harmful
effects of alcohol and provision of informa-
tion and education thereof play an important
part in raising the general awareness about
alcohol consumption, but do not bring about
lasting changes in behaviour (World Health
Organization 2010). Thus, in order to change
peoples behaviour and reduce the damaging
effects of alcohol, it is necessary to use classical
measures of intervention, such as increasing
alcohol excise, limiting alcohol advertising
and selling of alcohol to certain hours and
places. The implementation of these measures
should be continued and expanded (Lai et al.
2007; World Health Organization 2009).
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