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1. General remarks 
Undoubtedly, alcohol misuse carries a considerable potential of harm and addiction. On 
the other hand, however, light to moderate alcohol consumption also provides health 
benefits. In addition, the consumption and enjoyment of various alcoholic beverages is 
part of the cultural heritage. The very different drinking patterns in different areas of the 
world are part of a very different traditional lifestyle. Thus, the use and associated risks 
not only depend on the amount of alcohol but also on the type of alcoholic beverage and 
on the drinking pattern.   
 
Degenerative diseases such as coronary heart disease (CHD) and cancer are caused 
by multiple factors. Lifestyle influences the development of these diseases considerably. 
With the available research methods, it is not possible to draw (evidence-based) definite 
conclusions about the cause and effect of a single factor, such as the influence of alco-
hol on health. In order to examine this relationship, controlled intervention studies with 
respective hard endpoints are necessary but have never been carried out so far.  
 
 
2. Criticism  
 
In point 6 of the charts „The individual harm done by alcohol“, Anderson refers to the 
meta-analyses of White und Corrao  (1, 2). 
 

• In the meta-analysis of Corrao (2004), 99 so-called case control studies and 57 
cohort studies are included, alone 28 cohort studies on “Alcohol and Coronary 
Heart Disease”. Because of their susceptibility to systematic methodical errors (ie. 
recall bias), case control studies are not regarded reliable evidence-based sci-
ence. Past lifestyle characteristics cannot be recalled and monitored with suffi-
cient reliability. These studies are of secondary importance in evidence-based 
medicine. A higher degree of evidence can be achieved with long-term studies 
(cohort studies), since - besides the individual drinking pattern of the participants - 
other relevant confounding factors can be monitored and included in the statistical 
analysis. 
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• Particularly, with regards to alcohol associated diseases in the above mentioned 
meta-analyses, few of the data come from methodical sound cohort studies. Most 
of the results are derived from unreliable case control studies.  

 
• In the publication of White (2002), the risk calculation was based on the results of 

an older meta-analysis from Corrao in 1999, where a lot of the more recent  and 
methodical more sound studies have not been included (3). In addition, only sta-
tistical models relating alcohol consumption to the risk of death from single 
causes to estimate the all-cause risk for men and women of different ages in Eng-
land and Wales were used. It is not scientifically sound to transfer these results to 
populations of other areas with other drinking patterns and other lifestyle charac-
teristics and to base European guidelines only on these data. In addition, the pub-
lication of White comes to a different conclusion than Anderson: White says: 
“….Finally, as most deaths attributable to alcohol at younger ages are due to inju-
ries, a greater focus could be placed on avoiding risky patterns of drinking rather 
than on reducing average alcohol consumption...“ (1). 

 
• In both meta-analyses, no distinction is made between the type of beverage and 

the drinking pattern. It can be assumed that both these factors have a consider-
able influence on the risk profile of alcohol consumption (4,5). When these impor-
tant factors are not taken into consideration, a valid judgement about the conse-
quences of alcohol consumption is not possible.  

 
• The only „benefit“ in Anderson’s presentation is the inverse association between 

alcohol consumption and CHD. The facts, however, are different. Based on data 
from epidemiological studies, positive effects on ischemic stroke, Alzheimer dis-
ease, dementia, etc. can be expected. In particular, the possible influence on the 
Metabolic Syndrome and Type 2 diabetes (T2DM) and their consequences is 
completely neglected (see below). Even the World Health Report 2002 refers to 
the benefits on stroke and diabetes mellitus.  In the summary, Dr. Brundtland is 
quoted: “For example, it is estimated that ischemic stroke would be about 17% 
higher in … subregions, if no one consumed alcohol.” 

 
• It is a worldwide accepted fact that the association between all the above men-

tioned benefits (including the total mortality) and alcohol consumption is not linear 
but follows a U- or J-shaped curve. Thus, this relationship should be looked at ob-
jectively. 

 
• The used DALY calculations with regards to alcohol associated life years lost, are 

weak statistical models where it is attempted to draw particular conclusions with 
complicated calculations - from unreliable data. However, without controlled clini-
cal intervention studies, it is not possible to predict or to draw conclusions about 
particular preventive effects.  
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3. Metabolic Syndrome, Type 2 Diabetes and its consequences 

 
According to the latest estimate, approximately 20% of the German population, aged 55-
74 years, live with a more or less severe insulin resistance or impaired glucose tolerance 
which manifests itself in the Metabolic Syndrome (MS). The metabolic syndrome is di-
agnosed according to criteria set by either WHO (obesity, high blood pressure, dyslipi-
demia, insulin resistance) or more recently by ATP III (National Cholesterol Education 
Program’s Adult Treatment Panel III report). The latter emphasizes abdominal obesity, 
atherogenic dyslipidemia, high blood pressure and increased fasting glucose. Without 
presuming a nosologic entity, the metabolic syndrome is emerging as by far the most 
important precursor of an epidemic of cardiovascular disease, not only in Western coun-
tries. (7). 
 
Various epidemiological studies indicate that light to moderate alcohol consumption is 
inversely associated with MS (8-10). Thus, moderate alcohol consumption may have a 
relevant preventive effect on one of the most severe public health problems nowadays. 
This question urgently needs to be investigated further. 
 
For most individuals with MS, the direct consequence is type 2 diabetes mellitus 
(T2DM). Diabetics have a much higher risk for coronary heart disease and different 
types of cancer. The prevalence of diabetes for all age-groups worldwide was estimated 
to be 2.8% in 2000 and 4.4% in 2030. The total number of people with diabetes is pro-
jected to rise from 171 million in 2000 to 366 million in 2030. The prevalence of diabetes 
is higher in men than women, but there are more women with diabetes than men. The 
urban population in developing countries is projected to double between 2000 and 2030. 
The most important demographic change to diabetes prevalence across the world ap-
pears to be the increase in the proportion of people > 65 years of age. Given the in-
creasing prevalence of obesity, it is likely that these figures provide an underestimate of 
future diabetes prevalence.  
 
These data provide an updated quantification of the growing public health burden of dia-
betes across the world. The human and economic costs of this epidemic are enormous. 
Mortality from communicable diseases and infant and maternal mortality in less devel-
oped countries are declining. In association with increasing diabetes  prevalence, this 
will inevitably result in increasing proportions of deaths from cardiovascular disease in 
these countries, as well as increased prevalence and associated consequences of other 
complications of diabetes. A concerted, global initiative is required to address the diabe-
tes epidemic (11). 
 
Thus, one of the largest medical challenges today is to develop effective T2DM preven-
tion strategies in the private and public health sector. In November 2002 at the 3rd World 
Conference of Diabetes Prevention in Hongkong, the IDF (International Diabetes Fed-
eration) and the WHO (World Health Organization) jointly presented a “Call for Action”. 
With the slogan “Primary Prevention of Type 2 Diabetes - Setting up the International 
and National Action Plans” governments are urged to develop national programs for 
primary prevention of diabetes. 
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In this context, the epidemiological data on the association between Alcohol and Dia-
betes are extremely interesting. Recently, the protective effect of light to moderate alco-
hol consumption on the risk of cardiovascular morbidity and mortality in patients with 
diabetes has been investigated. These studies confirmed the reduced mortality from 
CHD in female, male and mixed populations of diabetic patients who drink alcohol, and 
are consistent with previous results in people without diabetes (12-18). A recent system-
atic review of 32 high-quality studies that compared no alcohol use with moderate con-
sumption (one to 3 drinks/d) found a strong inverse preventive effect: Moderate con-
sumption was associated with a 33% to 56% lower incidence of diabetes and a 34% to 
55% lower incidence of diabetes-related coronary heart disease. Compared with moder-
ate consumption, heavy consumption (>3 drinks/d) may be associated with up to a 43% 
increased incidence of diabetes. Moderate alcohol consumption does not acutely impair 
glycemic control in persons with diabetes (19). 
 
4. Total mortality 
 
Since heart attack, coronary heart disease and ischemic stroke are the number one 
causes of death in the Western world, the positive effect of moderate alcohol consump-
tion on total mortality is obvious.  Representative for other studies, the worldwide ac-
cepted research of Thun et al (20) is described here. The results of this study, which is 
based on data from the American Cancer Society and was carried out with a large num-
ber of participants, are impressive. Even though the frequency of alcohol associated 
diseases increased with more than 2-3 drinks/day (24 to 36 g of alcohol) compared to 
abstinent participants, the absolute figure was still lower than the mortality rate of 
ischemic diseases, where a significant inverse association with alcohol could be ob-
served. This was reflected in a lower mortality in men with a consumption of up to 4 
drinks and in women with up to 3 drinks per day. 
 
Similar results were reported from Germany, France (21) and Australia (22). The Ger-
man investigation was part of the WHO-MONICA project. The typical J-shaped curve 
with a peak at 0-39.9 g alcohol per day could also be observed with the total mortality. 
Only when the consumption level reached 80 g of alcohol/day, then the risk was again 
similar to that of abstinent individuals (23).  
 
A protective effect can only be shown in elderly individuals. Consequently, no protective 
effect is expected in young people with a low mortality and morbidity risk; in this case, 
the risks outweigh the benefits. 
 
 
5. Type of beverage 
 
Many studies show differences in the morbidity and mortality risk with different alcoholic 
beverages. Usually, with wine drinkers the alcohol associated diseases/risks (ie. Can-
cer, 24-26) are lower and the health benefits more pronounced (especially with re-
gards to CHD and ischemic stoke, 25, 27-30) than with consumers of other alcoholic 
beverages. The non-alcoholic substances in wine as well as the significantly different 
drinking pattern are discussed as causes for these differences: 
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5.1. Polyphenols: 
 
Even though all alcoholic beverages contain ethanol as a common (biologically active) 
ingredient, beer, wine and spirits show considerable differences in their composition and 
biological significance. In addition, especially wine contains a number of biologically ac-
tive substances, which, besides alcohol, are considered to have positive health effects. 
In nutritional sciences, these polyphenols become increasingly interesting as important 
ingredients in fruits and vegetables. Here the wine phenols are relevant as highly effec-
tive anti-oxidants, those substances that scavenge free radicals – aggressive oxygen 
molecules which play already a key role at the cellular level in the development of CHD, 
degenerative diseases and the aging process. 
 
5.2. Drinking pattern: 
 
In the benefit-risk assessment of alcoholic beverages, the drinking pattern becomes in-
creasingly important. 
 
Influence on risks: 
Comparing the drinking pattern in 6 European countries (Finland, France, Germany, It-
aly, Sweden, UK), it is well documented in the ECAS 2 study that the per capita alcohol 
consumption (g/day) is not necessarily the decisive factor for alcohol associated prob-
lems. In the predominantly wine drinking countries, alcohol is consumed more regularly 
and almost exclusively with meals. Also at each drinking occasion, the amount of alcohol 
consumed in France and Italy is lower. This is shown in the direct comparison between 
the wine drinking French and the beer drinking Irish. While the French distribute the 
weekly alcohol consumption evenly over 7 days, the Irish drink (at similar total alcohol 
consumption) 60% of the average weekly alcohol amount on 2 days (Friday/Saturday) 
(31). 
 
Also shown in the ECAS study and not less important is the observation that excessive 
drinking (binge drinking) in traditional wine drinking countries is considerably lower. 
These cultural differences in the drinking pattern are as well reflected in the alcohol con-
sumption of young people. The binge drinking rate of 15-16 year olds in the European 
school project ESPAD is considerably lower in the Mediterranean countries (France, It-
aly, Portugal, Greece) than in Scandinavian countries, and especially in UK, Ireland and 
Denmark. 
 
Influence on positive effects: 
The role of the drinking pattern on the health benefits (here CHD and total mortality) 
cannot be neglected, this influence was already shown in earlier studies as well as in a 
recent study at the Kaiser Permanente Medical Center (4, 32). 
 
In this context, lifestyle plays a superior role. The widely promoted Mediterranean diet 
with the obligatory glass of wine is worldwide recognized as a healthy dietary pattern 
(WHO and national health organisations). Wine not only contributes to the enjoyment of 
a meal but also provides health benefits. 
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6. Conclusions 
 
Alcohol politics should be based on scientific evidence and not on methodically ques-
tionable calculations or simplistic opinions or policy based assumptions. Before political 
measures are implemented, appropriate research should be funded to provide evidence-
based data. Only then, recommendations and/or political decisions can be made in a re-
sponsible manner.  
 
It is obvious that increasing alcoholism with its multi-factorial causes cannot be coun-
tered with overall strategies.  
 
Before using restrictive measures, objective data showing their effectiveness must exist. 
So far, tax increases and access restrictions have not achieved the desired success. 
Particularly in the Northern European countries like Denmark, Finland, Sweden and the 
UK this can be observed. Alcohol misuse and risky drinking patterns are highest in these 
countries – independently of the total alcohol consumption. 
 
Promoting a healthy lifestyle according to the Mediterranean example should have first 
priority. This goal can be achieved a lot easier when a glass of wine (or two) a day is 
part of a healthy diet. It is very important in this context, to communicate the health 
benefits of moderate wine/alcohol consumption in a responsible manner. This includes 
not only information about the appropriate dose but also information about the alcohol 
metabolism and low risk drinking patterns. 
 
Based on the latest scientific evidence, the US Department of Health and Human Ser-
vices (DHHS) and the Department of Agriculture (USDA) prepared the Dietary Guide-
lines for Americans 2005 for consumers and health professionals as specific target 
groups. Compared to prior reports, the new guidelines acknowledge the beneficial health 
effects of moderate alcohol consumption and especially potential risk reductions for all-
cause mortality (Quote: “In middle-aged and older adults a daily intake of one to two al-
coholic beverages is associated with the lowest all-cause mortality”) (33). 
 
For an evidence-based evaluation of the abundant and convincing data worldwide, a 
strict distinction between use and misuse of alcoholic beverages is necessary. The 
modification of the American Guidelines during the last 20 years serves as an example. 
There is no doubt that alcohol consumption carries risks but increasingly the distinction 
between use and misuse is reinforced, contra-indications are shown, definitions are ex-
plained. These measures inform the consumers about the pros and cons (evidence-
based!, not consensus-based), show the risks and benefits, thus, the consumers can 
make an informed decision about drinking alcohol. 
 
For years, the Deutsche Weinakademie deals with all aspects of alcohol consumption 
and our independent experts would love to have the opportunity to discuss this topic in 
more detail.  
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