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Epidemiology is defined as the study of the
distribution and determinants of health-
related states or events in specified human
populations and its application to the con-
trol of health problems. Alcohol Epidemiol-
ogy has developed by an assembly of four
main pillars which are named as,

. Psychosocial epidemiology,

. Psychiatric epidemiology,

L] Chronic disease epidemiology,

. Epidemiological sociology.
Psychosocial epidemiology discusses the
distinct psychiatric disorders, including al-
cohol use disorders. They are not different
from commonly seen aetiological factors
like social stress. However, psychiatric epi-
demiology measures mental disorders in-
cluding alcohol-related issues. Alcohol de-
pendence is discussed in chronic disease
epidemiology while epidemiological sociol-
ogy is the area of social consequences of
alcohol use and abuse.

In United Nations’ Sustainable Develop-
ment Goals (SDG), a special focus has
been given to the harmful use of alcohol
and its impact on human health. Harmful
use of alcohol is defined according to the
national context of alcohol per capita con-
sumption of a person aged 15 or older
within a calendar year in litres of pure alco-
hol.

Global Burden

In 2016, the harmful use of alcohol was
responsible for 3 million deaths which ac-
count for 5.3% of total global deaths (7.7 %
- Male and 2.6% - Female). Alcohol misuse
has become the seventh leading risk factor
for premature death and disability. Accord-
ing to World Health Organization (WHO),
alcohol becomes the first risk factor when
the 15-49-year range is considered. Fur-
ther, it was reported that 14% of deaths in
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the 20-39 age group are related to alcohol.
In 2018, WHO reported that more than 200
disease conditions and injury-related health
events (liver diseases, road injuries, vio-
lence, cancers, cardiovascular diseases,
suicides, tuberculosis, and HIV/AIDS) are
attributed to alcohol consumption.

Local Burden

According to a study published in 2014,
alcohol consumption is mainly a problem
for Sri Lankan males. It revealed that the
prevalence of current alcohol use was
23.7%. The figure for males was 48.1%, for
females it was 1.2%. The same study re-
ported that Sri Lankan Tamils had the high-
est current drinking (67.1%), and Sri
Lankan Moors had the lowest (7.3%).

Defining Alcohol use

The definition of a standard drink varies
from one country to another. However, in
general, a standard drink contains 10-14g
of alcohol which is equivalent to 12 ounces
of beer, 8-9 ounces of malt liquor, 5 ounces
of wine or 1.5 ounces shot of distilled spir-
its.

The definition of safe limits for alcohol use
also varies worldwide. However, safe limits
are less for women than men, typically
about half as much.

Moderate alcohol use in dietary guidelines
is defined as up to one standard drink for
females or two drinks for males, whereas
binge drinking is defined as drinking more
than four standard drinks for women and
five standard drinks for men.
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What Is a Standard Drink?

8-9flozof -
malt liquor -
(shownina
12 oz glass)

Sflozof -
table wine -

1.5fl oz shot of

distilled spirits
(gin, rum, tequila,
1 vodka, whiskey, etc)

12flozof e
regular beer -
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about 7% about 12% about 40%
alcohol alcohol alcohol

-

about 5%

alcohol

Each ge p yed above rep one drink of “pure” alcohol, defined in the United
States as 0.6 l oz or 14 grams. The percent of pure alcohol, expressed here as alcohol by volume (alc/vol),
wvaries within and across beverage types. Although the standard drink amounts are helpful for
following health guidelines, they may not reflect customary serving sizes.

Global Alcohol use patterns

The average consumption of alcohol was likely to be 6.4l
per person aged 15 or older, in 2016. The consumption
has risen from 5.5 per person (aged 15 and above) in
2005. However, a clear geographical variation can be
seen in the amount consumed, with the lowest per capi-
ta consumption of alcohol seen in the Middle East and
Northern Africa, while the highest consumption is seen
in Russia and Europe. However, a clear decline in per
capita consumption of alcohol could be seen in Russia
(18.1L in 2000 to 11.7L in 2016) and European (12.1L in
2000 to 9.8L in 2016) regions during the past decade.
However, in contrast per capita consumption had in-
creased in Western Pacific and South-East Asia during
this time.

Nevertheless, it was seen that drinkers per capita have
increased across the regions which suggest that those
who drink at all are drinking more heavily than before.
The types of alcohol consumed by people vary accord-
ing to geography. Eighty-eight per cent of the total alco-
hol consumption in the South-East Asian region consists
of spirits, which account for 45% of the global consump-
tion. However, Beer is the most consumed alcoholic
beverage in North America, South America and Europe
yet accounts for only 34% of the total global consump-
tion.

Further, binge drinking was reported to be the highest in
Europe. However, binge drinking prevalence has de-
clined in Europe by 10-12% in both the total population
and population of active drinkers from 2000 to 2016.

Alcohol epidemiology in Sri Lanka

Alcoholism is a major health burden in Sri Lanka. In
2018, the per capita consumption of alcohol in Sri Lanka
amounted to 4.1 litres per annum. This was a dramatic
increase from the year 2005 when it was 2.6 litres per
annum.

Nearly 28% of the Sri Lankan population is known to
consume alcohol during the last year. Current drinking is
reported as 48% in males and 1.2% in females, with a
higher prevalence in urban areas. In 2016, per capita
consumption was estimated at 14.6L among drinkers,
compared to the global average of 15.1L.

Arrack is the predominant beverage in Sri Lanka. From

2010 through 2017, arrack accounted for approximately
70% of the total consumption of alcohol in Sri Lanka.
There is a declining trend in the consumption of arrack
where it was 90% of the total consumption in 1990.
However, the decline in the consumption in arrack was
followed by an increase in the consumption of beer,
where the total consumption was 4% in 1990 and 25%
in 2015. Unrecorded alcohol consumption in Sri Lanka
mainly consists of Kasippu.

Heavy, episodic pattern drinking is common among Sri
Lankan drinkers where 31.7% of the drinkers con-
sumed >60g of alcohol at least once during the last
month, with a prevalence of 40.8% and 13.2% in males
and females, respectively. It is found that 40% of all
alcohol consumed by Sri Lankans is illicit, which carries
health effects arising from its toxicity.

In 2016, alcohol-related deaths per 100,000 population
were 2,880 due to liver cirrhosis, 675 due to road traffic
accidents, and 649 due to cancer.
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Table 2: Vaccine-Preventable Diseases & AFP 29th- 04th Feb 2022 (05t Week)

Number of Number of

No. of Cases by Province cases  cases o Tolalnum- pIRENS
Di * y during during number o ber of cases etween the
isease cases to . number of
current same date i to date in
weekin  weekin  93tin 50 cases to date
w c S N E NW NC U Sab 9029 2021 2022 in 2022 & 2021
AFP* 00 00 00 01 00 00 00 00 00 01 02 07 06 11.1 %
Diphtheria 00 00 00 00 00 00 00 00 00 00 00 00 00 0%
Mumps 00 00 00 00 00 00 00 00 00 00 01 04 07 -42.8 %
Measles 02 00 00 00 00 00 00 00 00 02 00 03 03 0%
Rubella 00 00 00 00 00 00 00 00 00 00 00 00 00 0 %
CRS** 00 00 00 00 00 00 00 00 00 00 00 00 00 0%
Tetanus 00 00 00 00 00 00 00 00 00 00 00 01 00 0%
Neonatal Tetanus 00 00 00 00 00 00 00 00 00 00 00 00 00 0%
JapaneseEn- o g9 g9 00 00 00 00 00 00 00 00 01 00 0%
cephalitis
Whooping Cough 00 00 00 00 00 00 00 00 00 00 00 00 00 0%
Tuberculosis 402 02 45 12 07 14 05 01 25 513 107 898 629 42.7 %

Key to Table 1 & 2

Provinces: W: Western, C: Central, S: Southern, N: North, E: East, NC: North Central, NW: North Westem, U: Uva, Sab: Sabaragamuwa.

RDHS Divisions: CB: Colombo, GM: Gampaha, KL: Kalutara, KD: Kandy, ML: Matale, NE: Nuwara Eliya, GL: Galle, HB: Hambantota, MT: Matara, JF: Jaffna,
KN: Killinochchi, MN: Mannar, VA: Vavuniya, MU: Mullaitivu, BT: Batticaloa, AM: Ampara, TR: Trincomalee, KM: Kalmunai, KR: Kurunegala, PU: Puttalam,
AP: Anuradhapura, PO: Polonnaruwa, BD: Badulla, MO: Moneragala, RP: Ratnapura, KG: Kegalle.

Data Sources:

Weekly Return of Communicable Diseases: Diphtheria, Measles, Tetanus, Neonatal Tetanus, Whooping Cough, Chickenpox, Meningitis, Mumps., Rubella, CRS,

Special Surveillance: AFP* (Acute Flaccid Paralysis ), Japanese Encephalitis

CRS** =Congenital Rubella Syndrome

NA = Not Available

Comments and contributions for publication in the WER Sri Lanka are welcome. However, the editor reserves the right to accept or reject
items for publication. All correspondence should be mailed to The Editor, WER Sri Lanka, Epidemiological Unit, P.O. Box 1567, Colombo or
sent by E-mail to chepid@sltnet.lk. Prior approval should be obtained from the Epidemiology Unit before pub-
lishing data in this publication

ON STATE SERVICE

Dr. Samitha Ginige

Actg. CHIEF EPIDEMIOLOGIST
EPIDEMIOLOGY UNIT

231, DE SARAM PLACE
COLOMBO 10



