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The recommended number of alcoholic drinks per day,
occasion and week for people aged 65+ years is based
largely on good clinical practice. However, the number of
grams of alcohol contained in a standard drink varies by
country. Acquisition of the scientific base for developing
globally uniform guidelines should be prioritized.

BACKGROUND

The 2011 report of the Royal College of Psychiatrists
entitled ‘Our Invisible Addicts’ was prompted by the
increasing prevalence of substance abuse problems
among elderly people, a trend highlighted in several
recent publications [1–5]. The suggestion that ‘safe’
limits of alcohol consumption be lowered for older people
generated a fervent response. We consider this a timely
moment to consider this issue with a view to future
research.

There is considerable variability in what constitutes a
standard drink in different countries, and few countries
have specific limits for older people [6]. The UK ‘unit’ is
equivalent to 8 g alcohol, whereas the US ‘standard’ drink
is equivalent to 14 g of alcohol; in Italy, the standard is 12
g, and in Australia it is 10 g. In the United States, it has
been recommended that healthy men over the age of 65
years drink no more than three US standard drinks in a
day and no more than seven US standard drinks in a week
[7]. In Australia, ‘low-risk drinking’ for healthy older men
and women is defined as no more than two standard
drinks on any day [8]. Italy is the only European country
with recommended limits for alcohol intake specifically
for older people: these limits are similar to those in the
United States, recommending no more than one standard
drink, or about 12 g of pure alcohol, per day. Other Euro-
pean countries usually adopt recommendations used for
adults—about 24 g of pure alcohol or 1.7 US drinks per
day [9].

WHAT SHOULD BE DEEMED ‘SAFER
LIMITS’ OR ‘LOWER-RISK’ DRINKING
FOR OLDER PEOPLE?

’Safe’ levels of alcohol use among older adults can be
influenced negatively by age-related biological changes in
metabolism, use of medications and comorbid illnesses
(e.g. hypertension or heart disease), so encouraging
alcohol use in the older population is not recommended
[10]. Accordingly, and in the absence of scientific data,
good clinical practice relies on a ‘guesstimate’ regard-

ing changes in alcohol pharmacokinetics (absorption
and metabolism) and pharmacodynamics across the
life-span.

For example, with ageing, there is a drop in lean body
mass and total body water. Hence, a ‘standard drink’ gives
rise to higher blood alcohol content (BAC) in the elderly.
Therefore, based on currently available information, it
appears sensible to suggest that the ‘safe’ limits for both
males and females over the age of 65 be no more than one
US drink per day and no more than seven US drinks per
week [11].

Alcohol bioavailability (absorption) is extremely vari-
able across and within individuals [12,13]. Metabolic
rate may change if liver size changes with ageing, but we
are not aware of any data on this relationship. For these
reasons, it is important to advise drinking slowly (i.e. sip,
do not gulp) to lessen the rate of BAC increase. Therefore,
drinking one US drink over 2 hours may be appropriate
advice for elderly people.

The vexed question arises as to what the threshold
for ‘harmful drinking’ should be. ‘Heavy drinking’—
currently characterized as consumption of five+/four+
US standard drinks per day for males and females,
respectively—may be too much even for younger people,
and is certainly so for the elderly population. Data from
Gmel et al. [14] suggest that 50 g/day (3.6 US drinks/
day) is harmful. Chavez et al. [15] suggest that changing
the operational definition of binge drinking for women
from five to four standard drinks per day has been benefi-
cial. Thus, the limit of no more than three standard US
drinks a day for the older male [7] may be best adopted
as a threshold for ‘harmful’, rather than ‘safe’ drinking
levels, and may need to be reviewed in light of newer
evidence.

Practical advice relating to drinking and driving,
those on prescription medication and those with comor-
bid physical and mental illnesses cannot be over-
emphasized. Because BACs lower than 0.05% already
cause impairment [16]—and these effects might be exac-
erbated in the elderly—the best advice for older people
might be not to drink and drive at all. As alcohol is a
sedative/hypnotic drug, taking into account alcohol–
drug interactions—especially with anxiolytics, sedatives/
hypnotics and opiates—is very important in the elderly
population. In such instances, the best medical advice
might be to consume less alcohol or none at all.

Future research

It is our view that it is essential to have standardized
measures across the world. Because the alcohol industry
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is now global, there should be a common measure for a
‘standard’ drink. Alcoholic beverages should be labelled
with the grams of alcohol present per serving so that
misinterpretation is minimized. In a global attempt at
standardization, we suggest that the industry identify
how many grams of ethanol are in a beverage container
(e.g. cans versus bottles of beer differ in alcohol content
and size, as do wines and distilled spirits). Procedures to
homogenize quantification are critical for health promo-
tion and prevention, clinical assessments, patient under-
standing and care and, significantly, for standardization
of research.

We suggest that greater priority be given to developing
the scientific base for drinking guidelines. It is now
possible, by use of intravenous alcohol administration,
to ‘clamp’ the BAC at any desired level (e.g. 20 mg%,
35 mg%, 50 mg%, etc.) over long periods of time. Via a
process first described in 1998 [17], we can measure
alcohol elimination and the effects of a fixed alcohol con-
centration on brain function [18]. Such measurements
can overcome large individual variations in absorption
kinetics that have plagued the field for many decades and
provide further understanding of the physiological, phar-
macokinetic and pharmacodynamic changes that make
alcohol more harmful in older people. Interrogation of
large international databases offers an additional avenue
to identify the relationship between alcohol consumption
and harm. It is essential that differentiating the complex
issues relating to alcohol consumption in older men and
women are not ignored so that the best possible advice
for health promotion, wellbeing and effective treatment
can be given [11,19].
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