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Evidence is growing that a lifestyle which includes 
regular light or moderate consumption of alcoholic 
drinks may be protective against many other 
conditions, such as diabetes mellitus, osteoporosis 
and dementia. The reasons for these beneficial 
effects are not yet clearly understood and more 
research is needed to explain the mechanisms. 
As with cardiovascular disease a little seems 
to be protective whereas heavy consumption is 
harmful 55. Neither can the benefits usually be tied 
convincingly to one particular type of drink.

Diabetes Mellitus
Late onset diabetes (type II diabetes mellitus)  
is a growing health problem in the Western 
world affecting about 8 % of the population (over  
60 million people are estimated to have the condi-
tion). It is associated with many life-threatening 
complications including cardiovascular disease.

Several studies have shown that moderate alcohol 
consumption is associated with a reduced risk of 
type II diabetes compared to both abstaining and 
heavy drinking. The present evidence suggests 
a 30% reduced risk 56 and the reduction in risk is 
also seen in older women 57. The way in which 
moderate alcohol consumption reduces risk is 
not fully understood but several possibilities are 
being studied 58 for example it may change how 
the body produces insulin 59. 

Obesity 
Obesity is a significant health problem because it 
is associated with many other types of ill health 
including type II diabetes, cardiovascular disease, 
osteoarthritis and liver cirrhosis and is thought 
to reduce overall life expectancy on average by 
approximately 10 years. It is strongly influenced 
by lifestyle and many factors can account for a 
change in body weight such as calorie intake, fat 
intake and activity level, themselves often linked 
to socio-economic status. 

The prevalence of obesity and overweight in the 
EU has trebled in the last 20 years and continues 
to rise. A conservative estimate is that it will 
reach 20.1% in 2020 60 and more than 31 million 
people across Europe will need treatment for 
diabetes and related complications. In the long 
term, this will result in a negative impact on life 
expectancy in the EU, and a reduced quality of 
life for many”. 61

Moderate alcohol consumption (10 – 30g per day) 
represents about 10% of total energy intake in  
developed countries so it has been assumed 
until recently that this consumption, with beer 
receiving a disproportionate amount of the blame, 
has been contributing to the obesity epidemic. 
This has now been shown to be unjust where 
low to moderate consumption is concerned and 
indeed there may even be a beneficial effect 
i.e. reduced risk of obesity, at such levels 62. It is  
important to note that any benefit disappears at 
consumption levels above three drinks per day 
and studies confirm that heavy alcohol consump-
tion (whatever the drink) is associated with 
increased weight and abdominal obesity (a higher 
risk factor for cardiovascular disease) 63. 

Moderate beer consumption  
can have a role in reducing risk  

in other conditionsModerate beer 
consumption can have 
a role in reducing risk 
in other conditions.
“ �Evidence is also growing that regular moderate 

consumption of alcoholic drinks may be protective against 
many other conditions. ”
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Moderate beer consumption  
can have a role in reducing risk  

in other conditions

The way in which people consume alcohol 
influences weight and it is now clear that to 
understand the effect of alcohol consumption on 
weight it is the drinking pattern, rather than the 
average volume, which needs to be evaluated. 
Alcohol may contribute to excess body weight in 
certain individuals, those who drink infrequently 
or to excess, by serving as an energy source and 
facilitating food consumption but several studies 
have indicated that drinkers who consume small 
amounts of alcohol on a regular basis (daily) are 
shown to be slimmer than those whose consump-
tion pattern is to only binge occasionally 64, 65. One 
of these studies shows that at a fixed level of 
alcohol consumption, the risk of obesity is almost 
30% lower for those consuming the alcohol over 7 
days per week compared to 2-4 days per week 66. 

The reason for this continues to be a matter 
of debate. One possible reason is that alcohol 
consumption, including beer, with meals may 
stimulate energy expenditure by increasing 
temperature but that this is only efficient when 
consumption is small quantities at regular inter-
vals 67, 68. It is, however, difficult to recognise and 
statistically account for all the lifestyle factors 
such as level of physical activity and it is probable 
that several factors are involved. 

Metabolic Syndrome
The diagnosis of Metabolic Syndrome is given to 
people with a cluster of conditions including: high 
abdominal obesity; insulin resistance; high blood 
triglyceride; low blood HDL (good cholesterol);  
and high blood pressure. It is associated with  
an increased risk of developing type II diabetes 
mellitus, cardiovascular disease and cirrhosis. 
The number of people with this condition is 
increasing in the population and one in six Euro-
peans is affected.

Although unhealthy lifestyles may contribute to 
the risk of Metabolic Syndrome researchers are 
looking at the part played by light alcohol con-
sumption 69. There is growing evidence that light 
to moderate alcohol consumption is associated 
with a lower risk of the metabolic syndrome 70. 

Weakening of bones 
Osteoporosis (weakening of bones) is common  
in elderly people, especially women after the 
menopause. Weak bones are at greater risk of 
fracture. Fractures due to osteoporosis affect 
one woman in three and one man in five over the 
age of 50 years. They are a major cause of suffering 
and death in the elderly population and cost 
an estimated €30 billion each year in Europe.  
Because of the demographic changes occurring in 
the population, the number of fractures and their 
cost will double over the next few decades unless 
effective preventive strategies are developed. 71

A growing body of evidence suggests that alcohol 
consumption is also associated with osteoporosis in 
a U shaped relationship i.e. that light to moderate 
consumption has a beneficial effect on bones 72, 
which could reduce the risk of osteoporosis and 
fractures. One study estimated that moderate 
drinkers were 38% less likely to have osteoporosis 
than non drinkers 73, another showed a 20% lower 
risk of hip fracture 74. This protective effect can be 
explained in part by moderate alcohol consumption 
suppressing the gradual bone loss that increases 
with age (resorption), but this does not fully account 
for it. There is mounting evidence to support a 
biological role for silicon in bone health and it 
is suggested that the silicon component of beer 
(see page 26) may explain or contribute to some 
of these positive effects 75. Research is ongoing to 
confirm this.

Dementias
More than 3 million elderly people (65+) in the EU 
have dementia (cognitive decline associated with 
ageing) and as life expectancy increases, dementia 
is becoming more prevalent and of increasing 
concern.

There is now growing evidence that suggests 
a J or U shaped relationship between alcohol 
consumption and cognitive functioning such that 
light to moderate drinking in middle to late life is 
associated with better cognitive performance and 
lesser cognitive decline than either abstention or 
heavy drinking 76. Some studies show a consider-
able (about a quarter) reduction in risk 77, 78. There 
are several possible explanations for this beneficial 
effect which include: the prevention of narrowing 
of blood vessels in the brain 79; the psychological  
benefits of moderate alcohol consumption; or 
possibly the decreased risk of diabetes. More 
research is needed before this apparent effect 
can be fully understood.

Researchers do not yet agree on whether mod-
erate alcohol consumption affects Alzheimer’s 
disease, and both increased and decreased risks 
have been reported. Reduced risk of Alzheimer’s 
disease has also been shown to be associated 
with the Mediterranean diet 80 so it is possible 
that other lifestyle factors are important in deter-
mining risk for this condition 81. 

There is also evidence that participation in social 
leisure activities, such as going to pubs and bars, 
visiting friends or involvement in clubs helps delay 
cognitive decline associated with ageing 82. 
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Moderate beer consumption  
can have a role in reducing risk  

in other conditions

Parkinson’s disease
Parkinson’s disease is a common neurodegenera-
tive disease mainly affecting people over the age 
of 50.

Several studies have found that moderate 
alcohol consumption, including moderate beer 
drinking 83 and some additional lifestyle factors 
are associated with a lower risk of developing 
Parkinson’s disease 84. 

Gallstones
Development of stones in the gall-bladder is one 
of the most common and costly digestive diseases  
in Western populations. By the age of 60 almost 
30% of men and women will have had gallstones.

Several studies have shown an association  
between moderate alcohol consumption and a 
decreased risk of developing gallstones 85. This 
has been reported with consumption of all drinks 
and the risk is lowest in those who consume small 
quantities at regular intervals. There are several  
plausible explanations for this finding which 
include the effect of alcohol on cholesterol levels 
and reduced bile concentration.

“Well-being” 
(Psychotherapeutic 
value)
“One of the main reasons why the moderate 
drinking of beer, wine and spirits is a common 
practice is that many people enjoy the relaxing, 
pleasant effect produced by one or two drinks” 
and “the psychotherapeutic value of this should 
be regarded as a potential health benefit 86”.

Positive psychological benefits associated with 
moderate intake are acknowledged by many 
experts but are more difficult to measure scien-
tifically. A review of several studies confirmed 
earlier findings that alcohol in moderate amounts 
is effective in reducing stress and tension and 
increasing feelings of well being 87. The review 
found that, “to a greater degree than either  
abstainers or heavy drinkers, moderate drinkers  
have been found to experience a variety of psy-
chological benefits”. Studies are now trying to 
assess subjective health, the way individuals 
perceive / report their own health, and alcohol 
consumption in terms of mental health and one 
showed that regular moderate daily drinking was 
associated with better mental health in women 
compared to the non-drinkers 88. 

Many studies have reported increased sociability,  
friendliness and helpfulness immediately 
following moderate alcohol consumption and  
these findings have been enhanced by recent 
research which has also shown an alcohol in-
duced increase in agreeableness and decrease in 
quarrelsome behaviours 89. However more research 
is needed to explain mechanisms to account for 
the improved functioning and the part, if any, 
played by the social setting. 

Well-being (Physical 
health)
Subjective health has been shown to be a good 
predictor of total mortality 90 and there is increasing 
interest in understanding the relationship between 
this and alcohol consumption. 

Several researchers report that people who 
drink moderately report above average “good 
health”, 91, 39, 88 and believe they are more healthy 92. 
This results in them feeling better about and 
having more positive attitudes to their health. 
This is an area which needs further investigation.

Ageing
Life expectancy is increasing and the number of 
older people is growing rapidly worldwide. More 
than 580 million people are older than 60 years 
and the number is projected to rise to 1.2 billion 
by 2025 93. 

As a result, conditions such as diabetes, dementia 
and osteoporosis are becoming more prevalent in 
society, causing an increasing economic burden 
on health services and decreasing the quality of 
life. Consequently research is focusing on risk 
factors, including lifestyle and dietary factors, and 
strategies to prevent such conditions. 

The last few years have also seen the publication 
of a number of papers examining the health and 
well being of elderly people.  Older people have 
different biological reactions to alcohol, they are 
more susceptible to falls and are often taking 
medicine so they may question whether it is safe 
to continue to consume alcohol as they grow old.  

The evidence suggests that the same U shaped 
curve is seen in older people and moderate drinkers  
survive longer and are in better health than 
abstainers or heavy drinkers 94. While the alcohol 
is clearly continuing to produce the main benefit, 
other factors, such as the social and pleasurable 
benefits of drinking and improved appetite and 
nutrition that accompanies modest alcohol  
intake, may also play a part. This seems to indi-
cate that a healthy lifestyle does not mean giving  
up drinking beer or other drinks, provided 
consumption is moderate 95. 
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The large body of scientific evidence associat-
ing moderate alcohol consumption with reduced 
mortality among middle-aged and older people in 
industrialised societies is due mainly to the re-
duced risk of death from coronary heart disease 
(heart attack).

Alcohol has though been shown to cause a 
number of cancers and, while these are mainly 
associated with heavy drinking, current evidence 
does not identify a generally “safe” threshold 
below which there is no risk 96. This means that for 
some individuals the risk of alcohol consumption, 
even in moderation, may outweigh any potential 
benefits.  In particular, alcohol consumption has 
been associated with a slightly elevated risk of 
breast cancer 97 and appears to be a risk factor in 
the onset of gout 98. 

Some authors note that on a population basis, total 
avoidance of alcohol is not recommended as this 
may increase cardiovascular disease 99. Indeed the 
European Cancer Code 100 recommends moderate 
alcohol consumption, though stating that factors 
such as age, physiologica   l condition and dietary 
intake will modify an individual’s threshold. On 
an individual basis, general practitioners will be 
able to assess their patient’s risk more precisely 
in the light of their health and family history of 
conditions such as cancer, certain types of stroke 
and high blood pressure.

Other individual situations where even moderate 
alcohol consumption may be inadvisable include, 
among others, when driving, pregnant, taking 
medication or operating machinery. 

Potential adverse effects  
of moderate alcohol consumptionPotential 

adverse effects  
of moderate alcohol 
consumption.
“ �For some individuals the risk of alcohol consumption, even 

in moderation, may outweigh any potential benefits. ”
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Beer is made from wholesome raw materials, 
malted barley, cereals, hops, yeast and water.  All 
of these contribute to a healthy, balanced diet. As 
with any natural food, thousands of components 
can be identified in beer including antioxidants, 
vitamins (particularly B vitamins), minerals such 
as silicon and fibre.

Beer is 93% water and is a thirst quenching long 
drink which is relatively low in alcohol. 

While moderate consumption of beer can provide 
many essential vitamins and minerals 101 it is 
important to remember that no single source can 
provide the full range of elements essential for life 
so beer must always be consumed in moderation 
as part of a balanced diet.

Potential benefits 
from the raw materials 
from which beer  
is brewed
Vitamins and antioxidants could also be 
protective.

Scientists who have studied the reduced risk of 
coronary heart disease in beer drinkers report 
that the reduction in risk is greater than would 
be expected from the alcohol alone and speculate 
that other factors in beer such as vitamins and 
antioxidants could also be protective 102. 

The other components in beer continue to be 
studied and beneficial effects, such as anti-
inflammatory activity have been recorded in the 
laboratory 103. Research which has looked at the 
properties of alcohol-free beer indicates that the 
potential beneficial effects from the natural 
ingredients are likely to apply equally to this type 
of beer 104. One small study compared the effects 

of de-alcoholised and regular beer and showed 
that the beer without alcohol could have a significant 
positive effect on the blood (blood thinning) 
immediately after consumption 105. 

Beer is also a source of soluble fibre which 
is derived from the cell walls of barley. Two 
glasses of beer contains an average of 10% of 
the recommended daily intake of soluble fibre 
and some beers can provide up to 30% 106. Other  
than keeping you regular, fibre has a further  
benefit by slowing down the digestion and 
absorption of food and reducing cholesterol levels  
which may help to reduce the risk of heart 
disease 107 and metabolic syndrome 108.

Some research has shown that people who drink 
beer moderately have a degree of protection from 
the bacterium Helicobacter pylori  109 which is 
known to cause the majority of stomach ulcers 
and may be a risk factor for stomach cancer. Beer 
(and wine) consumption is thought to facilitate 
eradication of the organism possibly due to an 
antibacterial effect.

Antioxidants

Beer contains natural antioxidants which 
may have a positive health effect.

Natural antioxidants are found in fruits, vegetables 
and cereals. They are present in beer, where 
they come from both the malt (barley) and hops 
from which beer is brewed 110.  The total amount 
of antioxidants in beer will depend on the style 
of beer and therefore the raw materials and the 
brewing process used.

Per drink (of equivalent alcohol content), beer 
contains more than twice as many antioxidants 
as white wine, although only half the amount in 
red wine 111. However, many of the antioxidants 
in red wine are large molecules and may be less 
readily absorbed by the body than the smaller 

Beer-specific contributions  
to a healthy dietBeer-specific 

contributions  
to a healthy diet.
“ �Beer contains essential vitamins and minerals and can 

contribute to a healthy balanced diet. ”
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Research is underway to investigate whether  
the dietary silicon provided by moderate beer 
consumption actually reduces the risks of 
developing osteoporosis. This may explain in 
part the protective effect described above. 

Silicon in beer may also help reduce the risk of 
developing Alzheimer’s disease 132. 

Hops

Potential health benefits totally unique to 
beer.

Hops have been used in herbal medicine for 
many years. 

Small quantities of the “flowers” from hops are 
used to preserve and flavour beer. Beer is the only 
significant dietary source of hops so, although 
their effect on human health is not yet fully 
understood, any potential health benefits they 
have are unique to beer.

Every year the number of publications on the 
potential therapeutic effects of compounds derived  
from hops grows. Many studies have shown that 
the flavonoids in hops may have the potential to 
protect against some diseases. For example, 
they may help to reduce the risk of developing  
cancer 133, 134 , have a positive effect on bone 72, reduce  
the risk of diabetes 135, improve the levels of good 
cholesterol 136, or help fight obesity 137. Most of this 
research has been done in the laboratory and does 
not indicate whether moderate beer consumption  
provides sufficient concentrations of these 
compounds to affect the health of humans. Ad-
ditional research is planned to investigate these 
potential effects and whether the flavonoids can 
be absorbed well in people 138, 139. 

Drinking beer  
in moderation does 
not make you fat
There is a link between beer consumers 
and poor dietary choices.

Beer does not contain fat or cholesterol and is 
low in simple sugars. The calories in beer come 
largely from the alcohol content.

Beer is lower in calories than other drinks but tends 
to be drunk in larger quantities (see Table 1).

The term “beer belly” is associated with obesity 
in beer drinkers in several parts of Europe. The 
section on page 17 showed that this is unlikely 
to be the result of moderate beer consumption so 
it may be due to excessive consumption or often 
other behavioural characteristics of beer drinkers. 
For example, several studies have shown a 
link between beer consumers and poor dietary 
choices 140,  31,  34 and it may be that often the “belly” 
results from consumption of food high in calories 
and rich in fats (See table on page 29).

One recent study set out specifically to test the 
notion that “beer drinkers are on average, more 
obese than either non drinkers or drinkers of wine 
or spirits” and concluded that it is unlikely that 
beer intake is associated with measures of obesity 
such as body mass index (BMI) or waist hip ratio 
(WHR) 141. This study also showed that, in women, 
moderate beer consumption was in fact asso-
ciated with a lower BMI.

Beer-specific contributions  
to a healthy diet

molecules found in beer. Research has shown 
that the antioxidant content of blood is raised 
following beer consumption suggesting that the 
antioxidants in beer are readily absorbed 112 and 
perhaps more readily than that from solid foods 104. 
Researchers working on animals have suggested 
a direct effect of antioxidants in beer reducing 
the risk of cardiovascular disease 113.

The health significance of antioxidants is that 
they are thought to reduce the risk of heart attacks 
by inhibiting blood clotting 114. They may also play 
a role in the protection against cancer through 
their action against free radicals 115. Thus the 
anti-oxidants in beer may have a positive health 
effect on the consumer. 

Vitamins

Beer provides a rich source of dietary folate 
and other B vitamins.

Like bread, which is also made from cereal, beer is a 
good source of many vitamins which are essential 
for life. To make beer the barley is sprouted first 
(malted), which actually increases the nutritional 
value of the cereals used. Beer is particularly rich 
in most of the B type vitamins for example niacin, 
riboflavin (B2), pyridoxine (B6), folate (B9) and 
cobalamin (B12). Particularly important for those 
vegetarians who enjoy drinking beer is the fact 
that it is a natural source of B12. Bioavailability of 
these vitamins has been confirmed by research 
that has shown an increased absorption level of 
B vitamins when moderate beer consumption is 
introduced into the diet 116. 

As well as adding to a healthy diet, the vitamins 
and minerals in beer may confer additional health 
benefits. Recent research suggests that the B 
vitamins (B6, B9 and B12) may give beer drinkers 
additional protection against cardiovascular  
disease compared to drinkers of wine or spirits 117. 
High homocysteine levels, like “bad cholesterol” 

(LDL), are associated with a higher risk of heart 
attacks. Population studies in USA, UK, France, 
the Czech Republic and Denmark all confirm 
that moderate beer consumption, in contrast to 
wine and spirits, reduces homocysteine levels 
and suggest that this may be due to beer’s high 
B vitamin content 118, 119, 120, 121, 122. Clinical research 
is underway to examine whether the folate (vi-
tamin B9) in beer could be active in reducing 
homocysteine levels.

Minerals

Beer provides a rich source of dietary silicon.

Beer has a favourable balance of some essential 
minerals. It is relatively high in potassium and 
low in sodium 106. It is low in calcium and rich in 
magnesium which may help to protect against 
gall stones and kidney stone formation. This may 
be one reason why daily consumption of a glass 
of beer was reported to reduce the risk of kidney 
stones 123. The increased intake of water and  
increased formation and excretion of urine 
(diuresis) may also play a part here.

Moderate alcohol consumption is also associated 
with higher bone mineral density (see page 19) 
but few studies have looked specifically at the 
effect of different drinks. Beer is a rich source of 
dietary silicon 124 which is readily absorbed by 
the body 125 and has been shown to be the major 
contributor of silicon in men’s diet 126. This silicon 
comes from two natural sources - water and 
especially barley 127. 

There is mounting evidence to support the im-
portance of silicon for healthy bones 128 and, in 
laboratory experiments, it has been shown  to im-
prove several aspects of human bone formation 129 
and increase bone mineral density in animals when 
taken orally 130. It has also been shown to improve 
bone mineral density in women given dietary silicon 
supplements 131.



28

The Effects of
Moderate Beer Consumption

Fourth Edition
2008

29

Beer-specific contributions  
to a healthy diet

Beer and the 
Glycaemic Index (GI) 
and Glycaemic Load 
(GL)
Beer can be part of a healthy “weight 
reduction” diet and the evidence argues 
against promoting complete abstention 
in those who regularly consume beer in 
moderation.

The GI and the GL rank foods according to how 
much they raise blood sugar after consump-
tion.  Foods with a high GI or GL release glucose 
into the blood stream rapidly while low GI or GL 
foods break down more slowly gradually releasing  
glucose. Some nutritionists advocate low GI or GL 
food consumption to lose weight and stay healthy. 

The GI compares foods on the basis of an equal 
amount of carbohydrate. GL is calculated from 
the GI and the available carbohydrate content 
of the food and provides a measurement which 
takes serving size into consideration so may be 
more relevant in many instances.

Beer has been shown to have a high GI but 
because the carbohydrate in a serving of beer 
is so low it has a low to medium GL 142. Table 1 
compares the GI and GL in beer, other drinks and 
some foods. 

Based on this information and the fact that it has 
been shown that a serving of alcohol before a 
meal may help reduce the glycaemic load of the 
meal 58 the evidence argues against promoting 
complete abstention in those who consume beer 
regularly with moderation 62.

Sources: �www.calorieking.com / www.glycemicindex.com

*   The size of standard servings varies across Europe.
** Based on an average carbohydrate content of 2.5g/100ml. Some beers will be higher/lower.

Beverages Calories  
per 100 ml

Standard  
serving ml*

Calories  
per standard 
serving

Glycaemic  
Index GI

Glycaemic  
Load GL
based on standard 
serving

Beer  - lager (5.0% abv) 43 250 108 100 6**

Beer (de-alcoholised) 18 250 45

Table wine (12% abv) 84 150 126

Spirits (40% abv) 250 25 62

Liqueurs (40% abv) 320 25 80

Milk (whole) 62 258 160 31 3.8

Regular Cola/soda 40 261 105 63 17.1

Apple juice (unsweetened) 50 263 131 44 11.6

Orange juice (unsweetened) 47 263 124 53 9.9

Tomato juice 21 354 75 33 3.6

Energy drink 64 270 173 95 40.6

Food Calories  
per 100 g

Standard 
serving g*

Calories  
per standard 
serving

Glycaemic  
Index GI

Glycaemic  
Load GL
based on standard 
serving

Crisps 547 50 274 51 12.1

Nuts (salted/roasted) 585 50 293 24 4

Hamburger (regular) 250 110 275

Hamburger (large) 309 176 543

Pizza (medium) 264 150 396 60 20.8

Potato Fries 335 150 503 75 50.1

Sausage 340 100 340 28 1.5

Sandwich 250 140 350

Bagel 275 100 275

Table 1:

Approximate calorie content, Glycaemic Index and Glycaemic Load in beer  
and other drinks and in foods often eaten with beer.
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