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An understanding of the risks and benefits potentially associated with alcohol consumption is an important
tool for preventing harm.  Meaningful information on alcohol, based on a thorough and balanced review of
the scientific evidence—biomedical as well as psychosocial—can provide individuals with a basis for
making decisions about their own drinking.  It equips them with knowledge about the consequences of
different drinking patterns and the ability to change their lifestyles accordingly, where necessary or appropri-
ate.

In an effort to provide such information, governments and quasi-governmental organizations in a number of
countries around the world offer their adult citizens (those above the mandated legal drinking age) guidelines
about alcohol consumption.  This issue of ICAP Reports examines the rationale behind making such recom-
mendations on drinking and offers a comparison of existing drinking guidelines in a number of countries.

PROVIDING DRINKING GUIDELINES
Official guidelines on alcohol consumption are generally produced by governments – by a Ministry of Health
or other governmental department or by a government entity that is responsible for alcohol issues.  How-
ever, other guidelines exist which, although not produced by governmental bodies, also enjoy official status.
These include recommendations on drinking given by medical associations or other professional NGOs with
an authoritative position on alcohol issues.

The end-user for these recommendations is the adult consumer of beverage alcohol for whom such informa-
tion has direct relevance within his or her everyday life, but also the physician and healthcare worker whose
advice is sought by patients on a number of health and behavioral issues.

Recommendations about alcohol consumption may be found within the scope of broader guidelines, such as
dietary guidelines, as part of a national drug strategy, or as stand-alone guidelines on drinking.  In general,
such guidelines exist primarily in industrialized countries in response to public demand.  As Table 1 shows,
drinking guidelines have been issued in countries in Europe and North America, parts of the Asia-Pacific
region, and isolated countries in other geographic regions, namely Latin America and Africa.  Some coun-
tries, such as those where Islam is the prevailing religion, may include recommendations specifically discour-
aging alcohol consumption.  Those included in the Indonesian National Dietary Guidelines are one such
example.

Information on drinking and its effects on health is derived primarily from biomedical research and relies on
a dose-response relationship between drinking levels and particular outcomes.  This relationship is given in
terms of units of absolute alcohol, expressed in “grams of ethanol,” and the same convention also applies to
recommendations that are provided to the public.  Drinking guidelines are thus presented in one of two
ways: in terms of grams of ethanol or as a number of “standard” drinks or units consumed over a day or
week.  Where the latter convention is followed, the information is generally accompanied by a definition of
“standard” drink or unit.  Expressed in terms of “grams of ethanol,” this definition allows easy conversion
into levels of absolute alcohol.
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In some cases, recommendations are given both in terms of daily limits and weekly limits in an effort to
make the information more easily accessible to the consumer. Knowing how many drinks per week may be
“safe” does not answer the question of how many drinks an individual can safely consume in a given day.

DEFINING THE THRESHOLD
Risks associated with alcohol consumption exist on a continuum. While for most people drinking below a
certain level is associate with little harm, this level varies among individuals. The threshold, above which risks
might increase,1  is referred to interchangeably as the “safe,” “low risk,” or even “moderate” drinking limit.
The point at which a transition occurs is determined by weighing risks and benefits of alcohol consumption.
Calculations of risk, conducted at a range of alcohol concentrations, take into consideration evidence about
the impact of alcohol consumption on overall health and on a number of specific conditions, derived from
mortality and morbidity data. 2  While for some individuals no “safe” level of drinking may exist, 3  for most
people the threshold ideally offers a baseline below which risks are few, or at which, as in the case of the
cardio-protective effects of alcohol consumption, there may be distinct benefits associated with drinking.4

Derived from the results of large study samples, these “optimal” drinking levels represent an average recom-
mendation that can be applied to most populations.  Yet even within such averages, there are variations
across entire groups.  For example, the differences in physiology and ability to metabolize alcohol between
men and women mean that separate recommendations may be required for each group. Consuming even
the same amounts of alcohol may lead to quite different outcomes in women than in men.5   As a result,
lower thresholds may be given for “safe” drinking levels for women.

As Table 1 shows, different recommendations are given for men and women in the United Kingdom, the
Czech Republic, France, New Zealand, Australia, the United States, Finland, and Austria. Other countries,
including Italy, the Netherlands, Spain, Switzerland and Romania, make no distinction by gender.  It is
interesting to note that, in general, the countries that do not differentiate between the genders also set the
threshold for “safe” drinking limits at a higher level of ethanol content.

“SPECIAL POPULATIONS” AND SPECIAL ADVICE
In addition to acknowledging the differences between men and women that may be required in crafting
recommendations, some drinking guidelines refine their advice even further, offering specific information for
so-called “special populations”.  In general, “special populations” include those for whom the advice given
to the general population is not appropriate for one reason or another.  These individuals may be in need of
particular attention and may require additional protection.  Included in this group are, for example, pregnant
women, young people, the elderly, or individuals who are alcohol dependent or particularly susceptible to
alcohol’s effects.6   Many official guidelines include specific information for these populations.  For example,
advice to pregnant women generally is not to drink,7  although some countries may only recommend caution
and a decreased level of consumption.

Nor is special advice given only in the form of discouraging drinking.  In the light of evidence on the relation-
ship between moderate drinking and coronary heart disease (CHD), the U.K. Sensible Drinking guide-
lines, for example, recommend that individuals who do not drink, drink very little, or are in an age group at
high risk for CHD, might “consider the possibility that light drinking might benefit their health.”8   Recommen-
dations by the Swedish Research Council (Vetenskapsradet) also include recognition that “a moderate
alcohol intake may have certain positive medical effects.”9

Other recommendations included in a number of guidelines are situational.  Among those on Table 1 are
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suggestions that “workers (in working time and in work places) should never drink alcohol” (Italy), individu-
als should refrain from drinking and driving (Luxembourg, Norway, United States), drinking while operating
machinery (The Netherlands, Switzerland) or while engaging in sports (Switzerland).  Other suggestions
include “situational abstinence”, such as “in the company of children and young people” (Norway).

Yet a further level of refinement is provided in the design of some guidelines.  Rather than restricting recom-
mendations to a certain threshold for alcohol consumption, drinking levels may also be divided according the
level of risk associated with them – low, medium and high.  The rationale behind these breakdowns is a
perceived need to offer individuals information that will be relevant to their particular drinking patterns and
answer the question of how much risk they may be exposed to at different levels of drinking and frequencies
with which they consume alcohol.

One such set of guidelines is included by the World Health Organization (WHO) in its Guide to Mental
Health in Primary Care,10  where recommendations are based on three levels of risk: “responsible,” “hazard-
ous” and “harmful”. The “responsible,” or “low”, level of risk for men is “3 units per day, with a maximum of
21 units per week spread throughout the week (including 2 alcohol free days per week),” while for women
the limits are lowered to 2 units per day and 14 per week. (A unit is defined as the equivalent of 8g of
ethanol.)  The “hazardous” level of consumption is defined by an increasing risk of problems, such as raised
blood pressure, stroke, and liver cirrhosis, and is set at 3-7 units per day and 22-49 per week for men, and
2-5 units per day and 15-35 per week for women. The “harmful” level, where “sustained drinking at this
level is likely to cause physical, mental, and social problems,” is 7 or more units per day, or over 50 units
per week for men, and over 5 units per day and over 35 units per week for women.

Similarly, Australia’s Alcohol Guidelines11  also provide differential recommendations with respect to levels
of risk.  At “low risk” levels risk is minimal and benefits may exist for some individuals; at “risky” levels risk
for harm is significantly increased beyond any possible benefits; at “high risk” levels there is substantial risk
for serious harm and a rapid increase in risk at levels above those.

CONFOUNDING FACTORS
The rationale behind providing recommendations for the consumption of alcohol and alerting the population
to possible risks and benefits is a consistent one – how to offer the best possible advice to individuals.
However, while there is agreement in principle with regard to the kind of information that is provided, as
Table 1 shows, there is considerable inconsistency in the actual levels of alcohol that are considered “safe”
or “low-risk” in different countries.  Several possible reasons underlie this discrepancy.

For example, the evidence base used in the crafting of recommendations may not be the same in each case.
There is variation in the outcomes of research studies and the parameters that are used in carrying them out,
and these differences may be reflected in the provision of health information.  In addition, there is a differ-
ence in the outcomes of alcohol consumption depending on whether one is considering chronic or acute
consequences.  Chronic outcomes address the long-term health effects of drinking, such as liver cirrhosis in
heavy drinkers or the cardio-protective effects of moderate alcohol consumption for some groups of
individuals.  Acute harm is most often associated with short-term outcomes of drinking, such as injuries and
accidents, for example, those associated with drinking and driving.  It is important to acknowledge these
two sets of outcomes when considering the effects of alcohol at different levels of consumption, as they may
be significantly different.

Another reason for the variation is inherent in the definitions that are used for setting limits.  Many recom
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mendations rely on the concept of a “standard” drink or unit to define the amount of alcohol consumed.  For
a variety of reasons, both historical and cultural, standard drink sizes cover a broad range.12   Initially used
primarily to standardize serving sizes in bars, pubs, restaurants and other commercial venues, these units
often reflect traditional serving sizes of different beverages.  The result is a “standard” size that is anything
but standard – ranging from 8g to 19.75g of ethanol (see Table 1).

Culture plays a prominent and defining role when it comes to views on alcohol consumption within a given
society.  Drinking recommendations reflect these differences in a number of ways.  For example, it is
interesting to consider that while some countries offer different recommendations for men and women,
others do not.  One might speculate that these differences could reflect not only views about alcohol, but
possibly also prevailing views about gender roles.  Another manifestation of drinking culture can also be
seen in the beverage-specific recommendations given in some countries.  The Portuguese National Council
on Food and Nutrition, for example, bases its recommendations and definition of “standard” units on wine
consumption, reflecting that country’s tradition as a wine-drinking society.  In Romania, the Ministry of
Health offers distinct guidelines for levels of alcohol consumption based on whether the beverage happens to
be beer or wine.

Finally, the threshold for drinking recommendations may also reflect the general view of a particular govern-
ment on how information on health and risk should be shared with the public.  Guidelines that include
recommendations for low levels of consumption may relate to a government’s decision to err on the side of
caution when it comes to the wellbeing of its citizens.

SUMMARY
The public health implications of drinking guidelines are significant. Guidelines offer information that is
accessible and potentially useful not only to those who specialize in the health and alcohol fields, but also the
average consumer of beverage alcohol.  The basic question that most people would like answered in
relation to their drinking is not the shape of a risk curve or a review of the most current biomedical literature,
but how their physical and mental wellbeing will be affected by the drinks they consume. “How much can I
safely drink and if I drink more, how will it affect me?”

As greater attention is paid to individual drinking patterns and the outcomes of alcohol consumption for
particular populations whose susceptibility to risk may vary, the information that is provided in drinking
guidelines becomes more meaningful and practical.  However, it is important to note one final caveat.
Namely, that for all the variations among populations that are considered in the best crafted of guidelines, it
is still potentially dangerous to extrapolate from group averages to individuals.  While drinking guidelines
provide just that, guidelines for drinking behavior, specific recommendations for individuals are still best
sought from healthcare providers and those familiar with an individual’s health history.
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ICAPThe International Center for Alcohol Policies (ICAP) is dedicated to helping reduce the abuse of
alcohol worldwide and to promoting understanding of the role of alcohol in society through dialogue
and partnerships involving the beverage alcohol industry, the public health community and others
interested in alcohol policy.  ICAP is a not-for-profit organization supported by ten major international
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