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EXECUTIVE SUMMARY 
 

In an unprecedented alliance, 10 not-for-profit European organisations, representing over 100,000 
health professionals, have joined forces to put the case for immediate political action, to reverse 
the alarming rise in chronic non-communicable diseases which affects more than a third of the 
population of Europe – over 100 million citizens.  The evidence is overwhelming for tackling the 
four major risk factors for these diseases, as an essential starting point for bringing about a 
healthier European population.   
 

Chronic non-communicable diseases account for 86% of deaths in the WHO European Region (1). 
They include heart disease, stroke, hypertension, diabetes, kidney disease, cancers, respiratory and 
liver diseases.  Because most are treatable but not always curable, they generate an enormous 
financial burden due to treatment costs, care costs and loss of productivity.  Four major health 
determinants – tobacco, poor diet, alcohol, and lack of physical activity - account for most of chronic 
illness and death in Europe. All of them can be successfully addressed to prevent disease and 
promote the health of the European population.  However, 97% of health expenses are presently 
spent on treatment, only 3% invested in prevention (2). 
 
This alliance aims to support the European Commission in bringing together Member States to 
further influence their respective policies, not only in the fields of health and research, but also in 
areas such as agriculture, taxation, sport and recreation, urban planning, education and food 
regulation, to generate the political will to move this agenda forward by making “Impact on Public 
Health” a key aspect of decision making, and by creating a political environment which has improved 
health as its priority.   
 
The chronic disease challenge facing Europe goes far beyond public health.  If not addressed they 
threaten the “Europe 2020 strategy”, especially the goal to have 75% of the working population 
employed and productive; addressing chronic disease prevention holds promises to support the 
2020 strategy and offers solutions to achieving its objectives and contributes to a stronger, 
competitive and inclusive Europe: 
 

 Addressing chronic diseases will allow the Europeans to live longer and healthier lives, 
staying longer in the workforce and contributing to reversing the alarming negative labour 
force growth predicted for 2020 (3).  

 Keeping people healthy will also help improve Europe’s productivity: in developed regions, 
28% of DALYs1 are attributable to risk factors common to chronic diseases (i.e. tobacco, 
alcohol, inadequate intake of fruit and vegetable and physical inactivity). This figure reaches 
35% if obesity & overweight are included (4). 

 Health represents a strong economic sector, source of employment for European workers, 
driver of innovation in research and production, directly resulting in growth for the 
European economy. But ‘non-health’ puts a drain on public and private finances with high 
direct and indirect costs related to early death and absenteeism (5).  

 

Health equals Wealth. This message is still very much valid today: investing in health means investing 
in people and ultimately, in the European economy, with big improvements happening in short time 
scales. 

                                                           

1
 Disability Adjusted Life Years: The sum of years of potential life lost due to premature mortality and the years 

of productive life lost due to disability 
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Poverty is a powerful contributor to chronic disease.  Preventing disease reduces health inequalities 
by narrowing gaps between the vulnerable and privileged populations. The Alliance recognises the 
importance of the socio-economic status in the prevalence of the disease, which is not directly 
addressed in this paper, and fully supports the commitment of the European Union to create more 
equitable access to prevention as part of its plan to reduce health inequalities in the EU (6). 
 
This paper is a synthesis of pragmatic and principled approaches to health promotion. It brings 
together the long time scientific knowledge and research of leading European organisations in the 
fields of health promotion, disease prevention and healthcare. 
 

Prevention costs less than disease management and treatment. It is for this reason that this alliance 
has been established to form a partnership with the European Commission, urging the introduction 
of the innovative measures which are needed to protect the future of the European population. 
 
 
 

PRIORITY RECOMMENDATIONS 
 
 
Choice and information 

 Comprehensive disclosure of the physical, chemical and design characteristics of all tobacco 
products should be required and made public  

 Adoption of a compulsory standardized packaging of cigarettes with all branding elements 
removed and 80% of the packet front & back devoted to pictorial health warnings  

 Mandatory food labelling on front and back of pack including traffic light colour-coding to 
facilitate consumer education and understanding 

 Use of educational programmes to reinforce awareness of the problems created by alcohol in 
preparation for specific interventions 

 
Incentives 

 Ensure taxation on tobacco and alcohol is harmonised at a high level across the EU  

 Promote measures to increase the affordability of healthy food choices including financial 
measures 

 Encourage Member States to prioritise the needs of pedestrians and cyclists over those of 
motorists in urban development and to ensure easy access to facilities encouraging physical 
activity 
 

The default healthy option 

 Ban internet sales of tobacco 

 Proceed with EU-wide measures to prohibit all marketing of unhealthy food to children 
through television and non-broadcast media 

 Ban alcohol advertising, promotion and sponsorship of events via TV and radio programmes 
and sports 

 
Safety & science 

 Urge Member States to implement and enforce comprehensive smoke free legislation  

 Take out industrially produced trans fatty acids from the food supply through an EU-wide 
legislative measure  

 Further reduce salt and saturated fats from foods 

 Prioritise non-communicable diseases within the health programme of DG Research 7th 
Framework Programme, across relevant areas 
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BRIEF OVERVIEW OF KEY HEALTH RISKS:  

TOBACCO, POOR NUTRITION, LACK OF PHYSICAL ACTIVITY AND ALCOHOL 

 

Chronic diseases together account for over 86% of deaths in the European Union. 

They include heart disease, stroke, hypertension, diabetes, kidney disease, cancers and respiratory 

and liver diseases. Four key health risks, or determinants, have a major impact on all types of 

chronic, non-communicable disease.   The human cost cannot be overstated, but they also place 

an unsustainable financial burden on health budgets. 

 

Cardiovascular diseases (CVD), which are the primary cause of death in the European Union, 

account for more than 2 million deaths every year. The annual cost to the EU economy is estimated 

to be over €192 billion, of which €110 billion are spent on the health care system, representing 

around 10% of total health care expenditure across the EU (5).  However, 90% of heart disease is 

directly related to risk factors, including notably:  tobacco use, unhealthy diet, physical inactivity and 

alcohol abuse (7). The declining rates of smoking, high blood cholesterol and hypertension account 

for up to 75% of the reduced death rates from cardiovascular disease seen in recent years (8), while 

only 25% of the decrease is due to medical treatments.  However, unfavourable lifestyle factors – in 

particular physical inactivity and unhealthy diet, leading to obesity and diabetes – are driving the 

incidence rates up in young people (8).  Furthermore, hypertension can lead to heart disease and 

stroke, one of the most disabling conditions (9).  A 10% reduction in the population levels of the 

main risk factors would save thousands of lives, whereas commitment of the comparable cost to 

treatment will have a limited impact on overall mortality (10). 

Respiratory Diseases:  millions of people suffer from lung diseases and they account for a significant 

part of the global chronic disease health burden.  The two most important risk factors for chronic 

respiratory diseases are tobacco smoke (through smoking and exposure to second-hand smoke) and 

indoor and outdoor air quality. The best control strategy from the standpoint of human health, 

supported by the scientific evidence to date, is to reduce the levels of all types of air pollutants. 

The major five lung diseases are chronic obstructive pulmonary disease (COPD) asthma, lung cancer, 

pneumonia, and tuberculosis, many of which do not have a cure. They cause almost 20% of all 

deaths worldwide, and account for a financial burden of over €100 billion in Europe alone, due to 

health care costs and lost working days (11).  

According to the latest WHO estimates (2007), 300 million people in the world have asthma, which 

represents one of the most prevalent long term conditions, and is unequivocally one of the most 

common chronic diseases of childhood. COPD is a complex, debilitating and life-threatening disease 

which gets worse over time and affects 30 million people in Europe.  WHO predicts it to be the third 

leading cause of death by 2030 (12). Lung cancer remains the number one cancer killer in men and 

women in Europe and is likely to increase faster than any other type. 
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Liver Disease is the fifth largest cause of death in Europe, for which the main risk factors are alcohol 

consumption and obesity.  Health budgets carry a huge burden in the treatment of this disease 

which is largely preventable through healthier choices in the consumption of both food and drink.  

Some policies aimed at limiting alcohol abuse have been effective (with the glaring exception of self 

regulation by the industry) and successive reviews and studies have shown that policies regulating 

the price and the environment in which alcohol is marketed, would have a significant effect in 

reducing alcohol consumption (13).  The rise in retail outlets for alcohol, as well as longer hours of 

sale and reductions in price, have led to a marked increase in consumption (13).  Other measures 

such as community interventions, drink-driving policies, cognitive behaviour therapies, mandatory 

treatment and pharmaceutically based inhibitors and antagonists have all been helpful in reducing 

alcohol dependence (15, 16, 17).  Over the next 5 to 10 years, however, saturated fat consumption is 

likely to take over as the major cause of death from liver disease.  

 

Type 2 Diabetes affects nearly 10% (31 million) of the entire adult population of Europe and costs 

€166 billion annually; the figures are rising sharply. By 2030 it is estimated that 35 million of the 

population of Europe will be affected (18). Worldwide, in 2010, 385 million people have diabetes 

and this is predicted to rise to half a billion by 2030 (19, 20). The cost of diabetes accounts for more 

than 10% of the entire European health budget. The microvascular complications of diabetes lead to 

its being the commonest cause of visual impairment, blindness and kidney failure. These vascular 

complications also mean that diabetes is a major contributor to the risk factors of other potentially 

fatal conditions such as cardiovascular disease and stroke. A study carried out by the German 

Diabetes Union showed that the risk of stroke is up to five times higher in older people with diabetes 

than in those without. Unhealthy eating habits and sedentary lifestyles are driving forces in the 

spread of diabetes, and treatment of its complications is very expensive. In Germany alone, where 

11.8% of the population has diabetes (19), it accounts for 20% of the expenditure of statutory health 

insurers (18). 

A vast number of cases are preventable by modifications in eating habits and physical activity. Action 

in these areas would improve health and achieve significant cuts in the immense costs of treatment 

and long term care. Urgent preventive action is needed to control the rise in the prevalence of 

diabetes. Successive trials have proved that measures aimed at diabetes prevention are highly cost 

effective. 

 

Cancer (comprising approximately 100 different types of malignant tumours of the body organs) is 

the second largest cause of death after CVD and the first cause of death at middle age (12), when 

mass screening programme are offered for cervical, breast and colorectal cancer. Annually, there 

were about 3.2 million new cases and 1.7 million deaths in 2008 (21). The most frequent cancers 

with each 13% of the total are colorectal, breast, prostate and lung cancer, whereas most deaths are 

due to lung (20%) and colorectal cancer (12%), breast cancer (7.5%), 16% of female cancer deaths 

only) and stomach cancer (7%). 

Cancer has also become a source of longstanding treatment and surveillance, with a population 

prevalence of 3-4% that reaches 10-15% at old age. Whereas suffering and quality of life is nowadays 
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managed better, the costs of treatment and managing long term side effects are rising dramatically 

across Europe, due to increased availability of biological drugs. Smoking and alcohol have been 

identified by the International Agency for Research on Cancer, as containing major carcinogens, 

increasing the risk of cancers of the lung, oral cavity, larynx and oesophagus, and to a lesser extent 

also in cancers of the stomach, colon, rectum and breast (22). Use of tobacco is recognised as a 

major health risk, on average causing 30% of all cancers. There are other common denominators 

with CVD, in nutrition and food choices, although their causative role in various cancers is less 

specific than for some other non-communicable diseases. The role of physical exercise is increasingly 

recognised as important in the prevention of postmenauposal breast and colorectal cancer. 

 

Chronic Kidney Disease (CKD) is classified into five stages of increasing severity, and affects 10% of 

the population (23). Hypertension, diabetes, obesity and smoking are all associated with 

development of CKD and may be accelerating transition through to End Stage Renal Disease (24). 

The ageing population and growing prevalence of diabetes and other chronic non-communicable 

diseases has led to increased prevalence of CKD and kidney failure (25). However, governments and 

health authorities still largely overlook the high prevalence of the disease, its contribution to the risk 

of cardiovascular disease and diabetes as well as its economic implications. What is more, most 

health authorities literally ignore CKD prevention (26). Approximately 1.7% of Europe's total 

healthcare budget is spent on ESRD patients - a disproportionate expenditure in relation to the much 

smaller percentage of the population affected (0.001%-0.087%) (27). Despite these costs, the 

prognosis for these patients is poor, and transplants are obviously limited to the availability of 

donors. 

 

Obesity and overweight The healthcare systems of industrialised, emerging and developing 

countries across the world are facing a tidal wave of costs arising from the unhealthy eating habits 

and sedentary lifestyles which result in this condition. By 2020, obesity and overweight may wipe 

out all the health gains of the highly successful anti-smoking policies. Not only is it a significant factor 

in all the chronic diseases, but the costs of obesity, to the combined EU health budgets, are 

considerable. Obesity and overweight have also increased the risk for children developing diseases 

such as hypertension, hyperlipidemia, cardiovascular disease and type 2 diabetes, the latter formerly 

associated chiefly with adults – in particular the elderly. This is exacerbated by the vicious circle 

wherein weight gain discourages physical activity. The increasing prevalence of childhood obesity is 

particularly alarming since the vast majority will carry it into adulthood (28). In the case of sleep 

apnea, associated with severe obesity, loss of weight results in the regression if not complete cure of 

the condition (29). An increasing number of obese children and adults are now becoming at much 

greater risk of having a reduced life expectancy contrary to the long standing improvement in life 

expectancy seen in the general population. 

The incidence of all these chronic diseases is increased by poverty and deprived socio-economic 

circumstances. 

This alliance shares the view outlined in the Comité Permanent des Médecins Européens (CPME)’s 

appeal to the European Commission, published in February 2010, that investment in the promotion 
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of healthy lifestyles is the only sustainable way forward.  There is a clear need for a decision-support 

system to estimate the impact, of future policy changes regarding smoking, nutrition, alcohol abuse 

and physical activity on the above mentioned diseases (30, 31). 
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TOBACCO 

 

The scientific evidence for the adverse health effects of smoking is overwhelming. There is a direct 

correlation between the number of cigarettes smoked and the risk of cancer, cardiovascular and 

chronic obstructive pulmonary diseases. Smoking, or exposure to smoke, causes up to 90% of lung 

cancers and is also proven to be an independent risk factor in diabetes. In general, about half of all 

continuing regular smokers will be killed by their smoking. Smokers who die in middle age as a result 

of their smoking lose about 22 years of life, with a larger proportion of that shortened life span being 

spent in ill health. However, stopping smoking before middle age largely eliminates this risk (32, 33). 

Smoking increases the risk of cardiovascular disease five-fold in young and two-fold in older people 

(33). In addition, it is associated with both the onset and progression of Chronic Kidney Disease. 

Young people who do not start smoking before the age of 20 will usually never smoke at all, which 

enormously increases the urgency of measures to protect young people from starting, such as the 

removal of vending machines and of cigarette packets from point of sale display as well as ensuring 

that tobacco is highly taxed. 

Passive smoking poses a massive risk to public health. The successful implementation of the 

measures proposed in the Framework Convention on Tobacco Control (FCTC), in particular those 

relating to smoking in the workplace, have already reduced the incidence of heart attacks by 17-19% 

in several countries (34). This success needs to be extended by the ratification and enforcement of 

the FCTC by all Member States. Implementing tobacco control strategies will require greater levels of 

investment across the EU, but economic evidence indicates that this is the second most cost-

effective use of health funds after childhood immunisation. The European Commission has a clear 

role to play in coordinating and supporting these measures at a national level across all Member 

States. 

Experiences within the European region, as well as worldwide, provide considerable knowledge on 

useful methods in controlling the use of tobacco. Immediate research priorities have been identified 

to clarify the true scale of the tobacco epidemic, mostly decreasing in males and increasing 

dramatically in females, especially in southern and central European countries: better understanding 

of the effects of tobacco on health and to best direct resources towards its control, improved 

surveillance data, standardised methodologies for research, particularly in the case of prevalence 

and mortality, and regular measurement of smoke exposure across all populations. It is essential 

that all regulation, research and advice, both at Member State and European level, be absolutely 

independent of all influence from the tobacco industry. 

The tobacco industry is already required to disclose additives used in their products. This should 

extend to all chemical and design characteristics of these products, including the type of tobacco 

used, the way it is processed, the physical and chemical characteristics of its emissions, as well as the 

mode of use and behaviour of the user. Only in this way will it be possible to make comparisons 

between different tobacco manufacturers and establish a harmonised system for Member States to 

analyse, verify and finally report this information to the Commission. 
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RECOMMENDATIONS FOR REDUCING THE USE OF TOBACCO 

At EU level 

 Ensure that taxation on tobacco is harmonised at a high level across the EU 
 

 Cigarette packets should adopt a compulsory standardized packaging with all branding 
elements removed and 80% of the packet front and back devoted to pictorial health 
warnings 

 

 Dealings with the tobacco industry, across the EU, should be absolutely transparent  
 

 Internet sales of tobacco should be banned 
 

 All regulatory, scientific and advisory capacity, at Member State and European level, to be 
independent of all tobacco industry influence - in line with FCTC Art 5.3 

 

 Comprehensive disclosure of the physical, chemical and design characteristics of all tobacco 
products should be required and made public Ref. FCTC Arts 9 and 10 

 

 Ensure accurate data about quantities of tar, nicotine and CO with qualitative information 
about hazardous content and ‘stop smoking’ help lines 

 

At Member State level 

 All EU Member States should fully implement the Framework Convention for Tobacco 
Control (FCTC)  
 

 All EU Member States should implement comprehensive bans on tobacco advertising and 
promotion, including on displays at point of sale in line with the FCTC  
 

 All EU Member States should introduce a comprehensive ban on smoking in all public and 
workplaces   
 

 Apply annual increases in tobacco tax above inflation  as the most effective way to control 
consumption  
 

 Cigarettes vending machines, should be banned  
 

 Further development of smoking cessation and treatment strategies across all Member 
States including training of health professionals, increased accessibility of nicotine 
replacement therapies and national networks of treatment services  
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NUTRITION 

 

There is a direct correlation between eating patterns and the prevalence of obesity, type 2 diabetes, 

cardiovascular disease, hypertension, emphysema, respiratory infections and certain types of cancer 

(35, 36).  

Low fruit and vegetable intake has been estimated to account for 4.4% of the burden of disease (37, 

38). Fruit and vegetables have a high content of vitamins, minerals, antioxidants and phytochemicals 

and play a positive role in preventing CVD, diabetes and specific cancer types (40, 40). It is estimated 

that fruit and vegetable intake of 600 g per day could reduce the risk of coronary heart disease by up 

to 18% and stroke by 11%. This could prevent over 135 000 deaths from cardiovascular diseases 

each year (41). 

A study published in NEJM warns that reductions in deaths resulting from cardiovascular disease 

could come to a halt as people get fatter. In contrast, a recently published WHO study suggests that 

deaths could be reduced by half by adopting a healthier diet and giving up smoking (42,43). Between 

1970 and 1990 the death rate from cardiovascular disease fell by half, due to reductions in smoking, 

cholesterol levels and hypertension alongside an increase in physical activity. This trend has been 

halted since 1990 in young people due to the rise in obesity and increase in numbers of people with 

diabetes (8). 

Much can be achieved by making relatively small changes across the broader population. These 

interventions target the risks faced by the entire population, from their social, economic and 

physical environments, and are also effective in reducing health inequalities. They include measures 

such as taxation on foods that are high in fat, salt and sugar, as well as reformulation measures 

(improving the composition of food to reduce the level of fat, saturated fat, salt and added sugar). 

Clear and easily understandable information on nutrition is crucial to the success of these 

interventions. Survey results consistently suggest that consumers like and understand a simple front 

of pack nutrition label, with traffic light colours, indicating whether the nutrient is present at a low, 

medium or high level. A simple traffic light system thus enables consumers to make informed 

choices (44). 

The risks of a diet containing too many calories are shown in Europe and North America, where fast 

foods and soft drinks are increasingly popular. In countries such as Italy and Greece, where a 

traditional diet containing large amounts of fruit and vegetables has been replaced by foods high in 

carbohydrates and saturated fats, obesity, diabetes and coronary heart disease are on the increase.  

Regulation is needed to control the use of transfats, which have been officially identified by WHO as 

a “clear risk for human health” as they contribute significantly to an increased risk of coronary heart 

disease events (45). Examples of successful legislation against the use of transfats are in existence 

for example from Denmark (46). 

The availability of fast and convenience foods should be reduced, in particular to younger people, for 

example through eliminating advertising and snack dispensers in schools. In Scotland restrictions 

have been introduced to limit the use of saturated fats in school meals, in particular through fried 
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foods, but the effect of such measures is reduced by the availability of other outlets in the nearby 

locality (47). 

High salt intake, coming mainly from processed foods, contributes to high blood pressure which in 

turn increases the risk of stroke, chronic kidney disease, coronary heart disease and diabetes. 

Several European countries have successfully reduced salt intake, through regulation and better 

labelling of processed foods. Such population wide interventions are likely to produce health 

benefits similar in magnitude to reductions in tobacco use, cholesterol levels and obesity (48, 49). 

Measures are urgently needed to reduce the consumption of salt to less than five grams per day in 

all EU countries, as already successfully achieved in Finland. 

Self regulation by the industry on reducing salt is currently the policy makers’ preferred option. It 

should be noted that voluntary measures for alcohol and tobacco have failed. (13, 50) Conversely, 

regulatory approaches have consistently proved to be the most effective, efficient and cost-effective 

way of achieving public health targets (51). This is what has been done in Finland, Japan and now 

Portugal. A law substantially reducing the amount of salt contained in bread was adopted in Portugal 

in March 2009. 

Much has been done in recent years to improve nutritional health and try to reduce the prevalence 

of diabetes and cardiovascular disease as well as certain types of cancer. It is essential to maintain 

the political will to continue to take action. The introduction of a periodic report on nutritional 

health would help a great deal in maintaining momentum. 

The 2007 Audiovisual Media Service Directive called upon governments and the European 

Commission to ‘encourage media service providers to develop codes of conduct regarding 

inappropriate advertising of ‘unhealthy’ food and drinks in or accompanying children’s programmes’.  

However, the code of conduct has not been taken up in all Member States, and it is recognized that, 

given the intense marketing of goods in the internal market, measures can only be effective if 

harmonised across the EU. Nor do the restrictions limit internet sales and promotion. 

 

RECOMMENDATIONS FOR IMPROVED NUTRITION 

At EU level 

 Efforts to reduce the fat, sugar and salt content of mainstream food and drink products 

should be a key priority for Europe. The European Commission should set a firm agenda for 

progress in product reformulation. If the collaborative voluntary approach does not deliver 

results within that timescale, the Commission should introduce rules setting maximum levels 

of these nutrients/ingredients for different foodstuffs 

 The European Commission should bring forward a proposal for an EU-wide ban on the 

addition of industrially produced transfats in foodstuffs marketed in the EU 

 Mandatory food labelling on front and back of pack should include traffic light colour coding 

to facilitate consumer education and understanding 
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 An integrated European Food and Agriculture Policy which works towards improving 

European diets in a sustainable way should be developed; it should provide for, inter alia, an 

increased supply of and access to affordable fresh fruit and vegetables 

 EU-wide measure to prohibit all marketing of ‘unhealthy’ food to children through television 

and non-broadcast media 

 Research into measures by which internet advertising can be discouraged 

 

At national level 

 Control the provision and sale of fatty snacks, confectionery and sweet drinks in public 

institutions, such as schools and hospitals 

 Introduce subsidies on healthy foods to improve patterns of food consumption 

 

 

PHYSICAL ACTIVITY 

 

As mechanisation has reduced the need for manual labour and exercise, resulting in more sedentary 

lifestyles, the prevalence of the diseases addressed by this Alliance has increased. The World Health 

Organisation (WHO) describes physical activity as ‘a fundamental means of improving the physical 

and mental health of individuals.’ Physical activity is key to reducing the risk of cardiovascular and 

respiratory diseases, obesity, cancer, type 2 diabetes as well as liver diseases (52, 53). 

Lack of physical activity during childhood increases overweight and obesity. The WHO estimates that 

within a decade this trend will affect 5 million children, with a further 15 million overweight. The 

majority will carry their obesity into adult life (28). Type 2 diabetes is now being reported in children 

and is directly linked to obesity. 

As people get older, some types of physical activity become more difficult. However some activities 

are suitable, even for the aged such as walking and gardening & cycling. Therefore increasing 

physical activity is an important message, especially in an ageing population. 

In some areas appropriate fitness facilities are scarce and accessible only to some communities. 

Better facilities for physical exercise as well as planning measures to encourage greater physical 

activity play a great part in combating these diseases. But with the shift to academic subjects a 

priority within the school curriculum, many schools have had to reduce, or even phase out, physical 

education through lack of time. This has been further exacerbated by the sale of playing fields for 

development, by many local authorities. With the responsibility for physical exercise now shifting to 

extra-curricular sports clubs, the questions of safety and public transport become increasingly 

important. 
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There are many other areas of urban planning where simple measures could be taken to encourage 

greater activity, such as the provision of more and safer cycle lanes and footpaths, and making stairs 

more visible and accessible than lifts and escalators in public buildings. 

Lifestyle interventions involving consistent physical activity and regulated diet, significantly reduces 

the incidence of type 2 diabetes and reverses the glucose intolerance which precedes it. Just one 

half hour of moderately vigorous activity a day, over and above normal levels, will reduce weight by 

1-2kg per year (54). With sufficient support and monitoring, these interventions can be successfully 

implemented by a wide range of professions, in a wide range of settings, for a wide range of ethnic 

and age groups. 

 

RECOMMENDATIONS FOR INCREASED PHYSICAL ACTIVITY 

At EU level 

 Intensify the collection, analysis and dissemination of information on effectiveness of 

interventions in the area of physical activity 

 Monitor EU citizens’ participation in physical activity through regular surveys 

 

At Member State level 

 Set urban planning standards prioritising non-motorised transport and for recreational areas 

encouraging physical activity 

 Each school child to have access to periods of physical activity each day at school, and to be 

encouraged to after school physical activity 

 Regular monitoring in all areas of child and adolescent growth and development e.g. height, 

weight, lung capacity etc. 

 Improve facilities for physical activity in schools, and an end to the disposal of recreational 

land for development 

 Encourage the implementation of the above recommendations at regional and local levels 
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ALCOHOL 

 

The use of alcohol accounts for over 7% of all ill-health and premature deaths in the EU (55). The 

prime target for damage is the liver. Indeed excessive consumption of alcohol is a major cause of 

cirrhosis and liver failure and also cancer (e.g. breast, oral cavity, oesophagus, pharynx), 

cardiovascular diseases and brain damage (56). Alcohol is also an immune-suppressant, increasing 

the risk of communicable disease in particular respiratory infections. It is also a potent teratogen, 

harming the foetus, including low birth weight, cognitive deficiencies and foetal alcohol disorders 

(57). 

The majority of alcohol control programmes are cost saving and effective. Benefits are rapid, usually 

within months of implementing legislation to control alcohol availability and use (58). 

Price is a key driver in determining alcohol consumption. This is directly affected by increased 

taxation. A rise in excise duty is always cost effective since taxation policies cost relatively little to 

implement and can reap substantial health, as well as financial, returns. 

Legislation to reduce the legal level of alcohol in car driver’s blood, combined with an increase in 

roadside breath testing, has been extremely effective in reducing the number of deaths through 

traffic accidents (59). Public information programmes, and media focus, have put drink-driving on 

the public and political agendas and have done much to reduce the social acceptability of driving 

with alcohol in the bloodstream (60). 

Advertising increases the likelihood that children and adolescents will start to use alcohol and will 

drink more if they are already using alcohol. Legislation is badly needed to offset the budget 

inequalities involved in alcohol promotion. Last year, in the UK alone, £600 million was spent by the 

industry on promotion, whilst a mere £18 million was spent on education designed to reduce the 

abuse of alcohol. One immediately effective way to offset this difference would be the imposition of 

a ban on all price-related alcohol promotion. 

Labelling is also a potentially important information tool for communication between producers, 

public authorities and consumers. Labels could inform customers of the dangers and health risks 

associated to the consumption of alcohol. 

Early recognition of an alcohol related disorder is vital. A brief but timely intervention by a health 

professional is an extremely cost-effective way of preventing further harm. There is a clear need for 

specific training for staff in primary care, in emergency rooms and in schools, to recognize the signs 

of alcohol-use disorders and to deliver effective, brief interventions. 

School based education alone is largely ineffective in protecting young people from early alcohol 

consumption (61). Perhaps predictably, industry-funded education programmes actually tend to 

have the reverse effect. 

Reduction of access to retail outlets, and implementation of a comprehensive advertising ban have 

the potential to be very effective, but only if they are fully enforced across all Member States. The 
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economic arguments for doing this are compelling: every healthy year of life gained saves 

approximately €5002 (59). 

 

RECOMMENDATIONS FOR THE REDUCTION OF ALCOHOL CONSUMPTION 

EU level 

 Ban alcohol advertising, promotion and sponsorship of events via TV radio programmes and 

sports 

 Introduction of uniform minimum EU tax rates for all alcoholic beverages and their increase 

in line with inflation  

 Restrict the amount and content of advertising for alcohol products: in particular all 

elements that have proved to be appealing to young people  

 Use of educational programmes to reinforce awareness of the problems created by alcohol 

and to prepare the ground for specific interventions 

 

Member States level 

 Reduce the availability of alcohol through restriction in the number of outlets for alcohol 
purchase 

 Widespread help through primary-care agencies and intensive help for alcohol dependence  

 Training for staff in primary care, in emergency rooms and in schools, to recognize the signs 

of alcohol-use disorders and to deliver effective, brief interventions  

 Legal concentrations in the blood reduced eventually to 0.2 g/L, for all vehicle drivers, with 

stringent enforcement  

                                                           

2
 Between I$500 and I$1000 (I$ = International Dollar, or Purchase Power Parity) 
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CONCLUSIONS 

 

The threat to our societies from chronic, non-communicable diseases cannot be overstated, and the 

proportion of people affected is growing. Up to 40% of the EU population aged over 15 years report 

a long standing health problem (62) and two out of three people who have reached retirement age 

have at least two chronic conditions (63). Yet these conditions, which are responsible for 86% of 

deaths in Europe, are largely preventable. Simple policies could save millions of lives and cut billions 

of euros in direct and indirect costs. 

Chronic diseases are often viewed as primarily affecting old people. In fact, almost half of chronic 

disease deaths occur prematurely, in people under 70 years of age. One quarter of all chronic 

disease deaths occur in people under 60 years of age (64). Beyond the human cost to society, this 

alarming figure directly affects the productivity and the national income of Member States. 

The Chronic Disease Alliance has taken up the collective social challenge of chronic non-

communicable diseases adopting a constructive approach. The recommendations contained in this 

report are based on scientific evidence and experiences. Without immediate robust interventions 

tackling the chronic non-communicable diseases, the EU 2020 Strategy may not succeed. In contrast, 

if the Alliance succeeds in engaging policy makers at the highest level to take action now, the 

alarming projections of a downward trend in number of people in the workforce by 2020 can be 

reversed. 

In contributing to a Chronic Disease Alliance, partner organisations and their member organisations 

across the EU Member States commit to bringing their combined knowledge and support to the 

table to create a healthier and wealthier Europe. 

The Alliance believes in a multisectorial and inclusive approach. This demands strategic partnerships 

involving the EU decision makers and other actors, including patient organisations and the agro-

food, pharmaceutical and medical device industries. 

Prevention, which is at the centre of this report, is only one aspect of the challenge. The diseases 

represented in the Alliance have striking commonalities and interactions. Each chronic condition 

requires its own strategy but the Alliance would like to underline that there are other common areas 

to chronic diseases which can be addressed by policy measures, i.e. screening, inequalities, 

education and further research. 

The clock is ticking. This year billions will be spent on the treatment of avoidable chronic disease in 

Europe alone, and millions of lives will be unnecessarily lost or impaired. If radical action is not taken 

now, this costly burden will continue to rise. 

By acting now, the European Commission will be doing something that transcends anything else it 

may accomplish. That will make European citizens safer and healthier, and Europe more 

productive. 
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