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Alcohol is a known risk factor for cancer. There is no 
evidence to suggest that alcohol may be protective for 

any form of cancer.

Introduction
Alcoholic beverages have both nutritive and psychoactive properties. The history of 
alcohol use by humans can be traced back over thousands of years, where it has played 
an important role in the culture of a diverse range of communities throughout the world. 
Heavy drinking has been associated with Australian culture since the early days of 
European settlement (Room 1988). 

The National Health and Medical Research Council has established Alcohol guidelines for 
Australians based on a standard drink (i.e. 10 grams of ethanol). In order to avoid alcohol-
related harms in the short term, the guidelines recommend no more than six standard 
drinks for males and no more than four standard drinks for females during any single 
drinking occasion (NHMRC 2001). For individuals drinking more than this, the risk of injury 
or death due to short-term harms (e.g. road injury, violent assault, drowning, falls, alcoholic 
poisoning) increases significantly. Consumption in excess of these levels is categorised as 
either ‘risky’ or ‘high-risk’ depending on the amount drunk. 

In relation to long-term harms that can arise from ongoing excessive levels of consumption 
(e.g. alcoholic liver cirrhosis, a range of cancers, heart disease and stroke, dependence 
and psychosis) the National Health and Medical Research Council recommends that males 
drink no more than 28 standard drinks over a week and females no more than 14 standard 
drinks (NHMRC 2001). Drinkers who consume more than this are at risk of experiencing 
‘chronic’ alcohol-related disease and disability. Since chronic alcohol-related illness tends 
to develop over a lifetime of drinking, they occur most frequently among people over 45 
years of age (NHMRC 2001). 

The National Health and Medical Research Council alcohol guidelines reflect the fact that 
women are more susceptible to adverse effects of alcohol because they typically have a 
smaller body size and metabolise alcohol differently (NHMRC 2001).

Information on the health burden attributable to alcohol in Australia largely comes from an 
examination of research into its health effects and estimation of the proportion of diseases 
(including cancer) attributable to alcohol e.g. (English et al. 1995; Ridolfo & Stevenson 
2001; Chikritzhs et al. 2003).

The link between alcohol and cancer
Alcohol is a known risk factor for cancer. In 1988 the International Agency for Research on 
Cancer classed alcohol as a Group 1 carcinogen (the highest IARC classification in humans) 
for cancers of the mouth, pharynx, larynx, oesophagus and liver (IARC 1988).

Nearly 10 years later, the review by the World Cancer Research Fund and the American 
Institute of Cancer Research in 1997 concluded that there was convincing evidence 
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(the highest level of evidence in this report) that alcohol increases the risk of mouth, 
pharyngeal, laryngeal and oesophageal cancers (WCRF & AICR 1997). This review also 
found convincing evidence that alcohol increases the risk of primary liver cancer, probably 
by way of alcoholic cirrhosis. It found probable evidence that alcohol increases the risk of 
colorectal cancer and breast cancer, even at very low levels of consumption. The report 
states that risk is a function of the amount of alcohol consumed (WCRF & AICR 1997; IARC 
1988). 

More recently, the evidence for a significant relationship between alcohol and female 
breast cancer has grown, with a number of reviews concluding that the risk of breast 
cancer increases with increasing alcohol consumption. An international collaborative meta-
analysis including 53 epidemiological studies concluded that the relative risk of breast 
cancer increased by 7.1% (95%CI 5.5−8.7%) for each additional 10 g of alcohol consumed 
daily (Hamajima et al. 2002). An Australian meta-analysis concurred with the international 
review, finding a significant dose–response relationship for the development of breast 
cancer, even at low levels of consumption, and increasing risk with increasing age (Ridolfo 
& Stevenson 2001). 

The most up to date and compelling review has just been released from IARC in 2007 and 
has confirmed that alcohol is a risk factor for the same cancers classified in 1988 and also 
for colorectal and breast cancer (IARC 2007).

The table below summarises the current state of evidence showing an association between 
alcohol and specific cancer sites. There is convincing evidence that alcohol increases the 
risk of cancer of the mouth, pharynx, larynx, oesophagus, colon, rectum, breast and liver 
(WCRF & AICR 1997; IARC 1988; English et al. 1995; Single et al. 1999; Bagnardi et al. 
2001; Chapman 2003; Ridolfo & Stevenson 2001; IARC 2007). 

The overall evidence suggests that alcohol is not a risk factor for cancers of the prostate, 
pancreas and bladder (WCRF & AICR 1997; IARC 1988; English et al. 1995; Single et al. 
1999; Bagnardi et al. 2001; Chapman 2003; Ridolfo & Stevenson 2001; IARC 2007). For 
stomach, and lung cancer, the evidence is inconsistent or insufficient to conclude causality. 
For lung cancer, the studies generally do not adequately control for confounding from 
smoking. 

Excessive alcohol consumption carries a strong social stigma in many populations 
and most surveys which ask people about the amount of alcohol they consume may 
substantially underestimate true levels of consumption (2000). This could result in an 
underestimation of the actual carcinogenic effect of the habit and therefore alcohol is 
possibly a stronger risk factor than perceived (Stewart & Kleihaus 2003).

Smoking and alcohol together have a synergistic effect on risk of cancers of the larynx, 
oropharynx and oesophagus (Jensen et al. 1996; Doll et al. 1999). This means the 
combined effects of smoking and alcohol greatly exceed the risk from either one of these 
factors alone. Alcohol and tobacco interact in a multiplicative way on the risk of cancers of 
the upper aero-digestive tract. For example, compared with the risk for non-smoking non-
drinkers, the approximate relative risks for developing mouth and throat cancer are seven 
times greater for those who use tobacco, six times greater for those who use alcohol, and 
38 times greater for those who use both tobacco and alcohol (Blot 1992).

This synergistic effect of alcohol and smoking has been estimated to be attributable 
for over 75% of cancers of the upper aero-digestive tract in developed countries (Blot 
1992). Alcohol has an independent effect on the risk of oral, pharyngeal, laryngeal and 
oesophageal cancers, but it is its synergistic effect with smoking that is most significant.
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There are also indications that alcohol and hepatitis B virus infection may exert a joint effect 
on cancer of the liver (Brechot, Nalpas & Feitelson 1996; Schiff 1997). Also of concern is 
the difference noted in liver cancer between Aboriginal Australians and the non-Aboriginal 
population; in a West Australian study the incidence and rate of deaths from liver cancer 
were 3.5 and 3.6 times higher for Aboriginal males than for non-Aboriginal males 
(Thompson & Irvine 2001). This highlights an important area for further investigation and 
action.

In conclusion, the association between alcohol consumption and an increased risk of some 
cancers has been confirmed. There is a dose–response relationship in most studies after 
controlling for potential confounders such as tobacco smoking, and the relations appear to 
hold for women as well as men. The relationship is not a straight line, but shows upward 
curvature at higher drinking levels (Edwards et al. 1995). 

Table 1.12 Evidence of a link between alcohol and cancer

Type of cancer Association between alcohol 
and cancer

Level of evidence for causality

Breast Increases risk Convincing

Larynx Increases risk Convincing

Liver Increases risk Convincing

Mouth Increases risk Convincing

Oesophagus Increases risk Convincing

Pharynx Increases risk Convincing

Colon/rectum Increases risk Convincing

Lung Potential risk Insufficient

Stomach Potential risk Insufficient

Bladder Inconsistent and insufficient 
evidence of a relationship

n/a

Pancreas Inconsistent and insufficient 
evidence of a relationship

n/a

Prostate Inconsistent and insufficient 
evidence of a relationship

n/a

Sources: Rehm et al. 2004; IARC 2007
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How the amount of disease caused by alcohol is 
estimated 
The amount of morbidity and mortality which is attributable to drinking alcohol in a 
population has typically been estimated using what may be referred to as the ‘population-
attributable fraction method’. Since it is not possible to know about the drinking habits 
of all individuals who suffer from disease or injury, it is necessary to apply summary 
measures, based (in part) on collections of research studies, of the risk of developing or 
dying from a specific condition at various levels of consumption (i.e. relative risk or odds 
ratio) (Chikritzhs et al. 2002).

There are two methodological frameworks for quantifying morbidity and mortality 
attributable to alcohol:

The first method is based on the relative risk of death or disease among low-risk, risky 
and high-risk drinkers when compared to non-drinkers. 

The second method is based on a comparison between risky, high-risk drinkers and low-
risk drinkers and thus, unlike the first method, is not concerned with abstainers. 

In order to estimate the population-attributable fraction due to alcohol for any specific 
condition, in addition to condition-specific relative risk estimates, it is also necessary to 
have accurate information on the prevalence of alcohol consumption in the community 
of interest. Both the framework for estimating relative risks and estimates of drinking 
prevalence can dramatically influence the population -attributable fraction. The range of 
variability can be demonstrated by comparing population-attributable fraction estimates 
made by English and colleagues (English et al. 1995) versus those made by Ridolfo and 
Stevenson (2001) in a more recent publication (see Table 1.13 below).

Ridolfo and Stevenson used non-drinkers as the reference group to estimate the 
contribution of low-risk, risky and high-risk alcohol consumption and applied drinking 
prevalence estimates from a 1998 national survey (Ridolfo & Stevenson 2001). English 
and colleagues used low-risk drinkers as the reference group and national consumption 
estimates from 1989/90: they were thereby confined to estimating morbidity and mortality 
due to risky and high-risk drinking only (English et al. 1995). As a direct result, population 
-attributable fractions due to alcohol for cancers—most of which include substantial risk 
at low levels of drinking when compared to abstinence—were relatively small compared 
to those estimated by Ridolfo and Stevenson. The rationale given for the English et al. 
approach was that it was consistent with the public health policy of minimising harm rather 
than achieving abstinence. Using low-risk drinkers as the reference group also avoids the 
need to incorporate protective effects of low level drinking on cardiovascular disease in 
mortality and morbidity estimates (Chikritzhs et al. 2002). It also avoids the difficulty of 
using as a reference group current abstainers, who may include both lifelong abstainers 
and ‘sick quitters’: those who stopped drinking when they developed health problems.

In order to address the uncertainty and variability in relation to alcohol aetiologic 
fractions and subsequent mortality and morbidity estimates for Australia, a consortium 
of researchers attempted to establish a consensus position. They recommended that 
future estimates use abstainers as the reference group and that results be presented and 
disseminated in such a way that both the losses and savings in mortality and morbidity 
from each of the drinking levels could be distinguished—as opposed to a single estimate 
(Chikritzhs et al. 2002). This approach has subsequently been adopted by national costing 
studies and recent estimates of alcohol-attributable morbidity and mortality in Australia 
(e.g. Collins & Lapsley 2002; Chikritzhs et al. 2003) and is the most appropriate method for 
estimating the effect of alcohol-attributable cancers. 

•

•
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Table 1.13 Cancer site and percentage attributable to alcohol 

Cancer site English et al. (1995) Ridolfo & Stevenson (2001)

Males % Females % Males % Females %

Breast − 3 − 12

Larynx 21 13 51 46

Liver 18 12 39 35

Oesophagus 14 6 46 40

Oropharynx 21 8 40 31

The impact
The harm caused by alcohol, such as the development of cancer and other illnesses and 
injuries, has been estimated at 4.9% of the total disease burden in Australia (Mathers, Vos 
& Stevenson 1999). At low to moderate intakes, alcohol consumption appears to reduce 
the risks of certain conditions, including ischaemic heart disease, stroke and gallstones. 
Taking into account these benefits, as well as the harms, alcohol is estimated to be 
associated with 2.2% of the total disease burden in Australia (Mathers, Vos & Stevenson 
1999). This demonstrates the importance of distinguishing between the effects of drinking 
that are low-risk, risky (where the risk of harm increases beyond any possible benefit) and 
high-risk (where there is substantial risk of serious harm) (NHMRC 2001). 

There is no evidence to suggest that alcohol may be protective for any form of 
cancer. Ridolfo and Stevenson estimated that in 1998, 1157 cancer deaths and 3171 
hospitalisations were attributable to any level of alcohol consumption (Ridolfo & Stevenson 
2001). The number of cancer deaths attributed to alcohol was greater than the combined 
total of all deaths attributed to any type of illicit drug (Ridolfo & Stevenson 2001). Over 
the years between 1992 and 2001, cancer was the third most common cause of alcohol-
attributable death, with only road crash injury and alcoholic liver cirrhosis accounting for 
greater numbers of premature deaths (Chikritzhs et al. 2003). 

Over half a million hospital episodes (577,269) were estimated to have been caused by 
risky or high-risk drinking in the years between 1993 and 2001 (Chikritzhs et al. 2003). 

Deaths caused by alcohol contribute substantially to potential years of life lost, which is 
a measure of the gap in years between age of death and the age before which death is 
considered premature. It has been estimated that about 17 years of life are prematurely lost 
for every death caused by risky and high-risk drinking in Australia. This is equivalent to over 
52,030 years of life lost every year from premature alcohol-attributable death (Chikritzhs et 
al. 2003). 

Undoubtedly, alcohol-attributable cancers represent a substantial proportion of the burden 
of disease and injury in Australia. The financial cost of disease, injury and crime caused 
by alcohol in this country has been estimated to be in excess of $7.6 billion. The exact 
proportion attributable to cancer is not clear (Collins & Lapsley 2002). 
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The challenge

Adults
Alcohol is a significant cause of drug-related harm and is one of the highest preventable 
causes of death and hospitalisation in Australia (NEACA 2001). According to the 2004 
National Drug Strategy Household Survey, some 9% of respondents aged 14 years or older 
drank alcohol daily, and 41% drank at least weekly (AIHW 2005). Thirty-three per cent of 
people drank less often but had drunk in the last 12 months. About 7% were ex-drinkers 
and about one in 10 people sampled had never had a full serve of alcohol (AIHW 2005).

In 2004, about 21% of all those surveyed reportedly drank at risky or high-risk levels for 
short-term harm, compared to about 10% who were at risk of long-term harm. One in 10 
Australians surveyed reported drinking at levels considered risky or high risk for both short- 
and long-term harm in the previous 12 months. Males (24%) were more likely to have 
consumed alcohol in a risky or high-risk fashion for short-term harm than females (17%) 
(AIHW 2005).

Substantial amounts of alcohol are consumed at levels above the National Health and 
Medical Research Council guidelines for short-term harm. In 2001, some 62% of all alcohol 
consumed by Australians aged 14 years and older was drunk during a single drinking 
session which exceeded low-risk levels for episodic drinking (e.g. binge drinking). For 
younger age groups (both males and females) this proportion was substantially higher and 
ranged between 78% and 85%. About 44% of all alcohol reported to have been drunk in 
2001 was consumed by people who were at risk or high risk of the long-term effects of 
drinking (e.g. various cancers) (Chikritzhs et al. 2003). 

Teenagers
Experience with alcohol is common among secondary school students, with use increasing 
with age (White & Hayman 2006). By the age of 15 around 90% of students had tried 
alcohol, and by age 17, 70% of students had drunk alcohol in the month prior to the 
Australian School Students Alcohol and Drug (ASSAD) survey. The proportion of students 
drinking in the week prior to the survey increased with age, from around 16% of those 
aged 13 to about half of those aged 17 years. At age 13, about 2% of students reported 
having drunk beyond low-risk levels for short-term harms; by age 17 the proportion of 
students drinking at risky and high-risk levels for short-term harms increased to about 
21% (White & Hayman 2006). Analyses of national survey data has also shown that the 
proportion of females aged between 14 and 17 years who drank at risky/high-risk levels 
for long-term harms increased from 1% in 1998 to 9% in 2001. Among males of the same 
age, there was a small decline from 4.3% to 2.7% over the same years (Chikritzhs, Pascal & 
Jones 2004).

Aboriginal and Torres Strait Islander peoples 
Aboriginal and Torres Strait Islander Australians are more likely to abstain from alcohol 
than the general population, nevertheless, alcohol-related problems are of particular 
concern for these peoples. The most reliable national survey of Aboriginal and Torres Strait 
Islander drinking levels to date (Chikritzhs & Brady 2006) has estimated that about 51% of 
Indigenous Australians drink at risky or high-risk levels compared to about 11% among the 
non-Indigenous population (AIHW 1995). Deaths from alcohol-attributable conditions are 
about two and a half times greater for Aboriginal and Torres Strait Islander peoples when 
compared to the general population (Chikritzhs & Brady 2006) and males tend to have 
higher levels of consumption than females (AIHW 1995). The consumption of cheap cask 
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wine is of particular concern for Aboriginal peoples living in rural and remote regions (Gray 
et al. 2000). 

Trends
In general, from 1998 to 2001, the estimated proportion of the population consuming 
alcohol at risky/high-risk levels for chronic harm remained relatively stable among males 
and females of all ages, with an increase among girls aged 14 to 17 years and a small 
decline among young males being the main exceptions (Chikritzhs et al. 2003). 

Adult per capita pure alcohol (i.e. ethanol) consumption in Australia has remained relatively 
stable over the past decade and has most recently been estimated at about 9.0 litres, 
placing Australians in 22nd place in world rankings (WARC 2004). Beer consumption 
contributes to the bulk of all alcohol consumed in Australia, although there has been 
a substantial shift from regular to mid/low-strength beers since a tax saving for lower 
strength beers was introduced by the Australian Government. The market share of wine 
has increased dramatically since the 1960s but has remained relatively stable in recent 
years (World Drink Trends 2003). 

Effective interventions
Public health policies on reducing alcohol consumption have a strong evidence base, 
which derives from research and interventions not necessarily directly related to cancer 
control.

Work in various countries has demonstrated public health measures of proven 
effectiveness in the following areas: 

retail price influences on alcohol consumption and taxation of alcohol as a prevention 
strategy

access to alcohol and the effects of availability on consumption and alcohol-related 
problems 

restricting advertising and marketing of alcohol

public safety and drinking within particular contexts such as driving or attendance at 
sporting venues

community supported intervention programs which focus on enforcing laws in relation 
to legal minimum purchase age and drinking to intoxication

giving information about alcohol through mass media campaigns and labelling

individually directed interventions (e.g. brief intervention by general practitioners and 
treatment of alcohol dependence by pharmacotherapies or psychosocial interventions).

Successful community-based interventions are typically those which are supported by the 
community itself, that are evidence-based and provided with adequate access to relevant 
expertise, infrastructure and human resources. A multi-component approach with a focus 
on reducing alcohol availability and increasing effective enforcement are fundamental to 
the success of community-based interventions (Loxley et al. 2004). 

The National Alcohol Strategy 2006 to 2009 is a plan for action, designed to reflect 
the National Drug Strategic Framework and developed through collaboration between 
governments, non-government organisations, industry partners and the broader Australian 
community. The goal of the National Alcohol Strategy is to prevent and minimise alcohol-
related harm to individuals, families and communities in the context of developing safer 

•

•

•

•

•

•

•
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and healthy drinking cultures in Australia. The National Alcohol Strategy has focused on 
four priority areas: intoxication, public safety and amenity, health impacts, and cultural 
place and availability (National Alcohol Strategy 2006). 

The policy context
It is interesting to note that at the current time, Australia has two sets of alcohol 
recommendations produced by the National Health and Medical Research Council.

The National Health and Medical Research Council considers the effects of alcohol on 
cancer in the Australian alcohol guidelines: health risks and benefits developed in 2001 
(NHMRC 2001). In these guidelines the National Health and Medical Research Council 
notes, ‘There is clear evidence to show that alcohol is associated with an increased risk 
of cancer overall and that it is a cause of cancer of the mouth, throat and oesophagus. 
In addition, the evidence suggests that it may also play a role in other specific cancers. 
In particular, further research is needed to clarify the possible role of alcohol in relation 
to breast cancer and bowel cancer’ (p. 74). The National Health and Medical Research 
Council emphasises that, ‘Unlike cardiovascular disease, there is no evidence that alcohol 
has any protective effect against cancer, at any level’ (p. 74). Also, in relation to heart 
disease, ‘The benefits of alcohol in preventing heart disease can be achieved with as little 
as half a standard drink per day … Similar benefits can also be gained from strategies such 
as regular exercise, giving up smoking and a healthy diet’ (pp. 68 & 69). 

Moreover, recent research suggests that the protective effect of alcohol on cardiovascular 
disease may have been exaggerated and many studies which have demonstrated an 
apparent increase in cardiovascular disease among non-drinkers have applied faulty 
methods and are subject to substantial measurement error (Fillmore et al. 2006). 

Thus, National Health and Medical Research Council Guideline 12 is also relevant: 

People who choose not to drink alcohol should not be urged to drink to gain 
any potential health benefit and should be supported in their decision not to 
drink.

Guideline 1(a) states: To minimise risks and gain benefits in the longer term:

Men should drink an average of no more than four standard drinks a day, and no more 
than 28 standard drinks per week

Women should drink an average of no more than two standard drinks a day, and no 
more than 14 standard drinks per week. 

An Australian standard drink contains 10 g of alcohol (e.g. 425 ml light beer, 285 ml regular 
beer, 100 ml wine, 60 ml fortified wine, or 30 ml spirits or liqueurs).

The National Health and Medical Research Council Dietary guidelines for Australian adults 
released in 2003 have set a lower recommended level of alcohol consumption based on 
the energy density of alcohol contributing to weight problems (NHMRC 2003). The dietary 
guidelines advise adults:

Limit your alcohol intake if you choose to drink.

Because of alcohol’s effect on both short- and long-term health, and because of 
the additional kilojoules it provides in the diets of a society with increasing rates 
of obesity, adults—if they drink at all—should limit their average daily intake of 
alcohol to no more than two standard drinks a day for men and one standard 
drink a day for women.

•

•

•

•
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The Cancer Council supports these lower recommendations for alcohol (as specified in the 
National Health and Medical Research Council Dietary guidelines for Australian adults) as 
drinking at these levels is both more appropriate for preventing obesity and decreasing the 
risk of all-cause mortality and cancer. The Cancer Council recommends that, to reduce the 
risk of cancer, alcohol consumption should be limited or avoided. For people who do drink 
alcohol, The Cancer Council recommends the following:

For men—an average of no more than two standard drinks a day.

For women—an average of no more than one standard drink a day.

One of the primary aims of the National Alcohol Strategy is to improve health outcomes 
among all individuals and communities affected by alcohol. To achieve this objective in 
relation to cancer, The Cancer Council Australia and member cancer councils support 
the priority areas and actions outlined in the National Alcohol Strategy to reduce alcohol-
related harms and health consequences. 

The role of general practice
The role of general practice in chronic disease prevention is potentially important, given 
that 86% of the population have at least one visit to their general practitioner (GP) every 
year (RACGP 2005). 

However, a review of primary care interventions in relation to alcohol gives mixed results. 
While there seemed to be evidence that GP intervention was effective (NHMRC 1996), 
this has become less clear in recent years. There still appears to be strong recognition of 
the potential for the GP to act as an intervention point (RACGP 2005; Loxley, Toumbourou 
& Stockwell 2005) and research is now tending to focusing on how to engage and 
train general practice to be more effective in providing alcohol advice (Funk et al. 2005; 
McCambridge et al. 2004). Certainly as a single point of intervention, evidence for efficacy 
is weakest. However as part of a multi-layered approach that includes policy, community 
and family interventions there is more potential for success in reducing at-risk levels of 
alcohol consumption (Holmwood 2002; Loxley, Toumbourou & Stockwell 2005).

The Royal Australian College of General Practitioners has produced three significant 
publications relating to the role of general practice and alcohol. The first, Guidelines for 
preventive activities in general practice (the ‘red book’) (RACGP 2005), focuses on the role 
of the GP within the consultation, recommending that all patients should be asked about 
the quantity and frequency of alcohol intake and number of alcohol-free days each week 
from 14 years of age and those with at-risk patterns of alcohol consumption should be 
offered brief advice to reduce their intake. Frequency of assessment varies depending on 
level of risk identified. All patients should be asked about frequency and intake every three 
years; those with an increased risk (such as people with high blood pressure, liver disease, 
pregnancy, etc.) should be asked and given brief advice every 12 months. Patients who 
report exceeding the recommended frequency and intake should be followed up monthly 
with a brief counselling intervention tailored to reduce alcohol consumption. Drug therapy 
is recommended for those patients who are physically or psychologically dependant 
or those with psychological, physical or social consequences of excessive alcohol 
consumption, and these patients should be followed up at each visit. 

Their more specific publication: SNAP: A population health guide to behavioural risk 
factors in general practice (RACGP 2004) provides more extensive information and 
recommendations regarding alcohol (among other common lifestyle risk factors), focusing 
on a patient education and behaviour modification approach based upon the 5As (ask, 
assess, advise, assist, arrange). Lastly, their publication Putting prevention into practice: 
guidelines for the implementation of prevention in the general practice setting (the ‘green 

•

•
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book’) (RACGP 2006) assists in developing systems in general practice to support 
prevention activities at the practice and consultation levels. 

In further support of the GP’s role in promoting a healthy lifestyle and reducing harmful 
levels of alcohol, the Commonwealth Department of Health and Ageing, in the 2003/04 
budget, funded the Lifestyle Prescriptions program (commonly known as Lifescripts). 
Lifescripts is being implemented through local divisions of general practice, promoting 
risk factor management in general practice and primary health care services. Lifestyle 
prescriptions are tools for GPs to use when providing lifestyle advice to patients. Advice 
may be about quitting smoking, increasing physical activity, eating a healthier diet, 
maintaining healthy weight, reducing alcohol consumption, or a combination of these.

Existing recommendations 
There are a number of initiatives and evidence-based materials that point the way in policy 
directions on alcohol control in Australia. Some of the documents and programs that The 
Cancer Council supports and aims to complement are highlighted below.

The Dietary guidelines for Australian adults, released in 2003 (see discussion above) 
(NHMRC 2003). 

The National Alcohol Strategy 2006–2009: towards safer drinking cultures (National 
Alcohol Strategy 2006)

The Australian alcohol guidelines: health risks and benefits (NHMRC 2001). The Cancer 
Council has developed a lower set of recommendations for safe drinking levels than 
what is recommended in these guidelines and supports a revision of these guidelines to 
better reflect the growing knowledge of the relationship between alcohol and cancer.

Aims
The Cancer Council’s aims are to:

increase awareness of the link between alcohol consumption and cancer risk among 
health authorities, health professionals and the community

encourage efforts to reduce alcohol consumption.

What needs to be achieved How The Cancer Council Australia and its members (the state and 
territory cancer councils) will do this

Increased awareness of the 
link between alcohol and 
cancer among the general 
public and key health 
professionals

Monitor and clarify best evidence on the relationship between alcohol 
and cancer causation

Ensure alcohol information in key messages is promoted to the public 
and relevant health professionals in publications, presentations, 
programs, media statements and where opportunities arise

Effective coordinated 
policy development and 
implementation

Develop and maintain evidence-based policy positions about the 
relationship between alcohol and cancer

Ensure effective and coordinated policy development and 
implementation

Identify, analyse and advocate for evidence-based policy initiatives to 
reduce alcohol consumption

Promote healthy policies 
in relation to alcohol 
consumption 

Act as a role model in the safe consumption of alcohol

•

•

•

•

•
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An increased capacity to 
monitor epidemiological 
trends

Support and conduct high quality epidemiological research further 
clarifying the relationship between alcohol and cancer

An increased capacity to 
monitor behavioural trends

Support and conduct high-quality behavioural research to determine if 
increased knowledge about the link between alcohol and cancer will 
affect behaviour, and what sorts of messages should be communicated 
in any social marketing campaigns about responsible use of alcohol

Conduct research to identify barriers and enabling factors for 
implementation of these recommendations in general practice and 
other health settings
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