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Abstract
Issue. Alcohol consumption during pregnancy and breastfeeding cause adverse health outcomes to the mother and child,
including Fetal Alcohol Spectrum Disorder (FASD). Approach. Systematic literature review and thematic synthesis. Original studies that contained reasons for alcohol consumption in pregnancy and while breastfeeding were included. The Mixed
Methods Appraisal Tool (MMAT) and the Conﬁdence in the Evidence of Reviews of Qualitative Research (CerQUAL)
approach were utilised. The review protocol is available on PROSPERO (registration number: CRD42018116998). Key
Findings. Forty‐two eligible studies comprising women from 16 countries were included. Most commonly reported reasons of
alcohol use in pregnancy were societal pressure and the belief that only “strong” alcohol and alcohol in large quantities is
harmful. Other reasons were: a lack of awareness of adverse effects on the fetus; coping with adverse life experiences; consumption based on intuitive decision‐making and inﬂuenced by personal/peer experiences; belief in the beneﬁcial properties of alcohol; advice from medical practitioners; unwanted or unplanned pregnancy; alcohol dependence; and consumption as a
cultural/traditional custom. Reasons for alcohol use during breastfeeding included the belief that alcohol stimulates breast milk
production, unclear advice from medical practitioners, unawareness of the risks of infant exposure and to improve mood and
celebrate events. Implications. Understanding the context of reasons for alcohol use in pregnancy is crucial for implementing
prenatal health education, and preventing FASD and other adverse maternal and child health outcomes. Conclusion. Individual beliefs, knowledge/advice, culture and personal circumstances inﬂuence alcohol use in pregnancy. Data are limited for
reasons surrounding alcohol use while breastfeeding. [Popova S, Dozet D, Akhand Laboni S, Brower K, Temple V. Why
do women consume alcohol during pregnancy or while breastfeeding? Drug Alcohol Rev 2021]
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Introduction
It is well established that alcohol is a teratogen and numerous existing guidelines advise women to abstain from
alcohol during pregnancy and while breastfeeding [1,2].
However, many women consume alcohol in pregnancy

even after learning they are pregnant [3]. Worldwide,
approximately 10% of women in the general population
consume alcohol in pregnancy, although the European
region has the highest rate of consumption (25%) [3].
Prenatal alcohol exposure (PAE) may cause several
adverse health effects for the developing fetus including
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stillbirth, spontaneous abortion, low birthweight, prematurity, intrauterine growth restriction and birth
defects [4–8]. PAE can also cause Fetal Alcohol Spectrum Disorder (FASD), which is a serious, chronic
and systemic disease characterised by central nervous system damage and physical disabilities, that
lead to a wide range of lifelong health and social consequences. Approximately 1 in every 13 infants prenatally exposed to alcohol will develop FASD,
placing a signiﬁcant portion of pregnancies at risk
worldwide [3,9,10]. FASD also imposes a signiﬁcant
cost burden on health care and service systems, as
the daily estimated cost of care per individual with
FASD is over $20 000 per day [11]. In Canada, the
annual cost burden associated with FASD is estimated to range from $1.8 billion [12] to $5.3 billion
[13]. With respect to breastfeeding, infant exposure
to alcohol through breastmilk can cause delayed cognitive development, infant agitation and disrupted
sleep patterns [14–16]. Furthermore, research indicates that child development is more compromised
in children exposed to alcohol during both pregnancy and breastfeeding periods, as compared to
pregnancy alone [17]. Effects of infant exposure to
alcohol via breastmilk are moderated by the timing
of breastfeeding in relation to maternal alcohol use,
nutrition and PAE, as well as other sources of ethanol exposure (e.g. medicine) [16]. Alcohol use after
birth and during breastfeeding is increasing [15],
though women typically take precautionary measures to reduce alcohol exposure to their infant [16].
Alarmingly, levels of consumption and binge drinking are increasing among young women of childbearing
age in many countries around the globe [18]. In this
age cohort, a signiﬁcant proportion (44–65%) of pregnancies is unplanned [19], resulting in a high risk for
infants to be unintentionally prenatally exposed to alcohol. Beyond the signiﬁcant adverse health effects of
alcohol use in pregnancy, alcohol use/dependence in
general can also severely impair maternal/paternal functioning [20], trigger and exacerbate patterns of intimate
partner violence [21] and thus, can negatively affect
child development and safety. Rates of alcohol use during pregnancy vary across countries and across subpopulations, with global trends of alcohol use impacting
each country differently. For example, there is some
evidence to suggest that rates of alcohol use in pregnancy have decreased in Australia from 2000 to 2016
[22], while USA data show an increase from 2011–
2013 to 2015–2017 [23]. However, there is some evidence to suggest that alcohol use in pregnancy has
increased in some countries during the COVID-19
pandemic [24–27].
While numerous FASD prevention efforts exist
and many service providers do screen for alcohol use

in pregnancy and work to encourage alcohol-free pregnancies, many women continue to consume alcohol in
pregnancy for a variety of reasons. Some of the risk
factors associated with consuming alcohol in pregnancy related to various impacts on women’s wellbeing
are well-documented, such as experiencing violence
during pregnancy, pre-pregnancy alcohol consumption
patterns and inadequate access to prenatal care [28].
Contextual factors related to women’s wellbeing and
circumstances greatly affect alcohol use behaviour,
including access to health care and substance use treatment services, education, food security and experiences of systemic racism, stigma or discrimination
[29,30]. Though various systemic barriers such as
stigma are rampant and continue to pose a challenge
to enhancing pregnant women’s wellbeing, there is less
focus globally on how systems can address these barriers to facilitate positive outcomes [30]. Often,
approaches to prevention of alcohol use during pregnancy and FASD are child-centred, and may include
punitive approaches that tend to minimise the impacts
of alcohol use and addiction on maternal wellbeing
[31]. Ideally, these prevention approaches would be
linked to accessible treatment services and additional
public health interventions that can beneﬁt families in
the long term [31].
Existing literature indicates a variety of individual
risk and protective factors for alcohol use during
pregnancy, obtained from robust quantitative data
analysis. These risk and protective factors may be
useful in identifying pregnant women who may need
extra screening or access to brief interventions during
pregnancy. For example, it has been shown that age
cohorts and education levels affect alcohol use behaviour during pregnancy, though these effects vary
based on country and subpopulation [23,32]. For
example, one study from Australia reported that
being older and more educated are associated with a
greater likelihood of alcohol use during pregnancy in
the general population [22]. Another study from
Canada found that being younger and having a history of mental illness are associated with alcohol use
during pregnancy [32].
While individual-level risk factors are important to
examine in order to create country-speciﬁc efforts,
these efforts can be strengthened if they are informed
by the women themselves. Understanding the selfidentiﬁed reasons for alcohol use among women who
are pregnant or breastfeeding empowers them to speak
on their own experiences, describe their systemic barriers that are typically left unaddressed and identify
contributing factors to alcohol use during pregnancy
themselves as opposed to associations and conclusions
made by researchers. Learning from women directly
can allow researchers to understand circumstances in
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an open, non-judgemental way, which is key to developing targeted interventions in various countries. Tailored prevention strategies can then have the potential
to reduce harm to women and their children, improve
engagement and avoid stigmatisation of the women
they target [29]. Currently, less is known about the
speciﬁc motivations to use alcohol during pregnancy
and breastfeeding that are self-identiﬁed by women. As
such, a systematic review and thematic analysis on
existing studies, which provide self-identiﬁed reasons
for alcohol consumption during pregnancy and
breastfeeding were conducted to inform both aims.
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measurements, setting, population demographics (age,
ethnicity, income, etc.), and reasons for alcohol use during
pregnancy and/or breastfeeding. (See Table S1,
Supporting Information). The abstracted data were then
independently cross-checked by a second investigator.
Discrepancies at all stages were reconciled through team
discussion. Non-English language studies deemed to be
potentially relevant were translated using Google Translate
or by colleagues ﬂuent in the respective language (and
subsequently cross-checked by a native speaker). Findings
of studies related to the main outcome were entered verbatim into the data abstraction sheet.

Methods
Comprehensive systematic literature search
A comprehensive systematic literature search was conducted and reported according to the standards set in
the Preferred Reporting Items for Systematic Reviews
and Meta-Analyses (PRISMA) [33]. The literature
search was performed to identify all studies of pregnant
or postpartum women who have consumed alcohol
during pregnancy and have explicitly stated or identiﬁed reasons for the alcohol consumption via an openended or structured response (See Appendix S1). The
full protocol, containing the literature search strategy
and study screening process, is registered and available
on PROPERO: https://www.crd.york.ac.uk/prospero/
display_record.php?RecordID=116998.

Inclusion/exclusion criteria
Articles were retained if they consisted of original
research published in peer-reviewed journals or scholarly reports and contained self-identiﬁed maternal reasons for alcohol consumption in pregnancy. Eligible
study designs included cohort, cross-sectional quantitative studies, qualitative and mixed methods studies.
There were no geographical or language restrictions,
and the search was performed to identify all studies
published by July 2020. Articles were excluded if they
lacked information about maternal alcohol use behaviour in pregnancy or breastfeeding, or if they did not
indicate speciﬁc reasons for alcohol use only.

Study selection and data abstraction
Two reviewers independently conducted screening at two
levels: title and abstract screening and full-text screening.
The following variables were abstracted and recorded in
an excel sheet: country, study design, methods,

Data analysis
Data were abstracted and analysed manually, without
any advanced software. A thematic analysis approach
[34,35] was used to identify the most common themes
in the studies, describing reasons of alcohol consumption during pregnancy and breastfeeding.
Data on alcohol use during pregnancy and
breastfeeding were analysed separately. First, two
reviewers (SAL and DD), independently abstracted and
coded the data. The third reviewer (KB) crossedchecked all corresponding data and coding. Then the
researchers (SAL, DD and SP) discussed where codes
appeared to overlap, consolidated and merged codes
where necessary and agreed on the ﬁnal theme structure.
Quantitative data were not coded but were included
as part of the abstracted qualitative data, where applicable. Findings from qualitative data were interpreted
based on the year and method of each study, as well as
the economic and cultural context (e.g. lower-middle
income; collectivistic culture) [36] of each country, so
as to separate individual and collective choices affecting alcohol use behaviour. Categorisations of individualistic and collectivistic cultures were adapted from
Oyserman et al. [37].

Assessment of quality
The methodological quality assessment of each study
(quantitative, qualitative and mixed) was done using
the Mixed Methods Appraisal Tool (MMAT) [38]
(See Table S2, Supporting Information). To summarise the conﬁdence in cumulative evidence (all
included studies), the Conﬁdence in the Evidence
from Reviews of Qualitative research (CERQual) [39]
approach was used to assess the likelihood that the
cumulative research ﬁndings represent real phenomena; each research ﬁnding was evaluated separately.
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Results
A total of 3189 studies were identiﬁed in the search
and screened at the title and abstract level. Of these,
183 articles were selected for full-text screening, upon
which a total of 42 studies were retained for data
abstraction and thematic analysis. Forty studies examined women’s alcohol consumption during pregnancy
(22 qualitative studies; 2 mixed methods and 16 quantitative) and two qualitative studies focused exclusively
on alcohol use during breastfeeding. A ﬂow chart of
the employed comprehensive search strategy is presented in Figure 1.

Quality appraisal
The individual quality appraisals of the included studies (n = 42) using the Mixed Methods Appraisal Tool
indicated that over half (26) had no methodological
limitations and the remaining studies had minor to

moderate limitations. Using the CERQual approach to
assess the 12 review ﬁndings based on the thematic
synthesis, four (33%) were ascertained to have high
conﬁdence, indicating they are an accurate representation of the phenomenon of interest. Three (25%) indicated moderate conﬁdence, and an additional ﬁve
(42%) were of low or low-to-moderate conﬁdence.

Thematic synthesis ﬁndings
Reasons for consuming alcohol during pregnancy. The
analysis identiﬁed four overarching themes that
inﬂuenced alcohol consumption during pregnancy:
individual beliefs; culture; knowledge/advice; and
inﬂuence of pregnancy circumstances (Table 1).
These themes are not mutually exclusive and often
interacted with one another in women’s experiences.
Further, some themes were identiﬁed more prominently in certain countries. These core themes and

Figure 1. PRISMA ﬂow diagram of search strategy and study selection.
© 2021 The Authors. Drug and Alcohol Review published by John Wiley & Sons Australia, Ltd on behalf of Australasian Professional Society on Alcohol and other Drugs.
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Table 1. Themes and subthemes: reasons for alcohol use during
pregnancy and breastfeeding
Alcohol use during pregnancy
Theme 1: Inﬂuence of individual beliefs
• Belief alcohol has beneﬁcial properties (e.g. ‘fetal brain
development’)
• Belief alcohol is harmful only in speciﬁc types and quantities
• Belief alcohol is less harmful than other prenatal exposures
(e.g. smoking)

Theme 2: Inﬂuence of culture
• Social acceptability and pressure for consumption of alcohol
• Alcohol consumption as part of tradition and custom
• Alcohol consumed based on intuitive decision making,
inﬂuenced by personal/peer experiences in the community

Theme 3. Inﬂuence of knowledge and advice
• Consumption of alcohol for other health conditions (e.g.
nausea)
• Lack of awareness/knowledge of the adverse impacts of
alcohol on the fetus
• Insufﬁcient or mixed advice from medical practitioners

Theme 4. Inﬂuence of pregnancy circumstances
• Using alcohol as a coping mechanism for adverse events
during the pregnancy
• Unplanned or unwanted pregnancy
• Alcohol dependence or addiction

Alcohol use during breastfeeding
• Belief that alcohol increases breastmilk production
• Belief that alcohol induces tranquilizer effect on babies
• Lack of awareness of harmful effects

their subthemes are discussed with illustrative examples from the literature. For detailed information on
identiﬁed themes and subthemes presented within the
structured CERQual approach, please see Table A1.
Theme 1: Inﬂuence of individual beliefs. Individual
beliefs surrounding alcohol use in pregnancy were articulated by the women and described in the context of their
environment and experiences. Women across countries
cited their reasons for consuming alcohol as being tied to
their beliefs about alcohol having beneﬁcial properties,
being harmful only in speciﬁc types and quantities, and
as less damaging compared to other prenatal exposures.
Belief alcohol has beneﬁcial properties: Women across
several countries (Ghana, Australia, Brazil, India,
USA, Nigeria, South Wales) personally believed that
alcohol has beneﬁcial properties that support maternal
or fetal health [40–48]. In many cases, the individual
belief surrounding speciﬁc beneﬁts could be tied to
cultural inﬂuences and knowledge the women had,
demonstrating the linkages between those three overarching themes to understanding the reasons for consumption. Speciﬁcally, women identiﬁed such beneﬁts
as ‘cleaning’ the baby in the womb [41], developing
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the brain of the fetus [46] and improving fetal movements [48]. Women also indicated that alcohol
reduced stress during pregnancy, helped with sleeping
[42], and was a relaxant that would help with labour
and delivery [43]. As one participant noted:
‘It relaxes you … which is true when I went into labor
with my daughter they sent me home and said, ’Well,
have a small glass of wine and it will help you ease a
little’.’ [43]

Belief alcohol is harmful only in speciﬁc quantities and
types: Women across countries (Ghana, Australia,
France, UK, USA, Canada, Switzerland) believed that
alcohol was not harmful to the fetus if consumed in
small quantities or in the form of wine or beer
[41,44,45,49–64]. Women held the belief that alcohol
consumed ‘in moderation’ or in low doses was acceptable. Similarly, they reasoned that wine and beer were
less harmful to the pregnancy than were hard liquor or
spirits, with 41% of women in one study identifying a
greater risk to the fetus with hard alcohol than wine or
beer [54]. Based on these individual beliefs, women
justiﬁed their consumption of alcohol in low quantities, on an occasional basis only, or in the forms of
wine or beer. For example, one woman noted:
‘I was of the view again based on some of the advice
from my close friend that a small amount of alcohol is
ﬁne. In fact, there are some studies to suggest that small
amounts of alcohol can actually be beneﬁcial for childhood development.’ [58]
There was variation across individual beliefs regarding deﬁnitions of ‘harm’ or ‘moderation’. In some literature, women expressed it was safe to consume up to one
or two drinks a week, with higher amounts potentially
being risky [62]. Whereas, in another, 92.3% of women
in their sample identiﬁed ‘it is harmful to the fetus if
women drink more than ﬁve alcoholic drinks on a single
occasion’ [65], which can be conceptualised as binge
drinking. This particular belief of speciﬁc risk thresholds,
or that certain amounts would be safe, was identiﬁed in
most countries in the included studies, suggesting minimal inﬂuence by culture. One cultural variant was identiﬁed in this ﬁnding speciﬁc to Ghana and India, where
women cited homemade spirits as being less harmful
than other forms of alcohol [52].
Belief alcohol is less harmful than other prenatal exposures: In several studies, women held the individual
belief that alcohol is less harmful than other substances, carcinogens, stressors or other harms
[42,44,49,65]. Women speciﬁcally identiﬁed alcohol
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as being less harmful than stress, second-hand smoke,
smoking and caffeine [49]. Women perceived alcohol
as being safe because it acted as a relaxant and
decreased stress levels during pregnancy [42]. Studies
seemed to suggest that women bargained with themselves or justiﬁed alcohol use because they believed
that alcohol is less harmful than other exposures or
because they did not consume other drugs, so alcohol
was permissible [62]. As one woman stated:
‘I sort of ﬁgured if I wasn’t drinking any caffeine then
maybe a tiny bit of wine is ok. That was my logic behind
it, maybe not very good logic, but.’ [44]

Theme 2: Inﬂuence of culture. In this context, cultural
inﬂuence can be understood as the collective shared customary beliefs, values, attitudes, and conventions that
underpin women’s alcohol consumption during pregnancy. Women often described their alcohol consumption as part of the social fabric of their life within their
family units and the larger community, driven by cultural
norms and values. Three subthemes emerged as reasons
for consumption: social acceptability and pressure, alcohol as tradition and custom, and intuitive decisionmaking inﬂuenced by personal/peer experiences, all
driven by cultural norms and values. Some of the reasons
speciﬁed were deeply rooted in cultural tradition and
were more common in countries with a greater sense of
tradition and collectivistic culture (e.g. Ghana, India,
Bhutan) [36]. Other reasons were common across countries with collectivistic cultures and those with weaker
tradition-focused cultures, whereby there are more individualistic attitudes with fewer traditions and customs
that guide behaviour (e.g. USA, Canada, Australia) [36].
Social acceptability and pressure for consumption of
alcohol: One of the most consistent reasons for consuming
alcohol when pregnant regardless of location or study
group (e.g. Australia, Ghana, Switzerland, UK, USA,
India, South Africa) was linked to the social acceptability of
consuming alcohol and social pressure to consume alcohol
when pregnant [43,45,49,50,52,55,61,62,66–75]. In many
cases, drinking alcohol was socially acceptable and part of
everyday social life [67]. As one woman noted:
‘Drinking during pregnancy is very common because my
other friends were also drinking while they were pregnant.
I also know of many women who are drinking, and they
are still pregnant, especially in [this community].’ [74]
Alcohol was part of celebratory events and there was a
social obligation to consume alcohol during these
events [68]. Some women noted that their partner or

friends and family encouraged them to drink alcohol
[50,66,70]. The acceptability of consuming alcohol in
the diverse cultures and countries identiﬁed in the
review created social pressures either directly from
family, friends and community or indirectly through a
feeling of obligation to consume alcohol while pregnant. In many cases, the women noted that they had
consumed alcohol in front of family, friends and community, without receiving any negative feedback [73].
In some cases, when the women refused alcohol, they
experienced direct pressure to consume from friends
and family [72]. Women also reported consuming
alcohol to maintain social connections with friends and
family, fearing they would lose the connections
because of their transition to motherhood [74]. The
consistency of this ﬁnding in the literature speaks to
the powerful inﬂuence of the cultural and social context on alcohol use.
Alcohol as tradition and custom: The second subtheme within the inﬂuence of culture included reasons
for consuming alcohol that were directly tied to the
tradition and customs of speciﬁc cultural groups
[40,52,65]. This theme was predominantly noted in
collectivistic cultures with strong traditions in locations
such as Ghana, Bhutan and India [36]. Women
described drinking speciﬁc cultural beverages during
their pregnancy, such as ‘changkey’ [65], herbal brews
[40] or ‘handia’ [52]. These speciﬁc alcoholic beverages had cultural and traditional signiﬁcance and were
part of honouring tradition and custom in their cultures. Pregnant women drank alcohol as part of speciﬁc cultural events such as during worship or in
celebrations of life (birth) and death [52]. As one participant noted:
‘Tradition for celebrating birth, as part of our lifestyle,
eating and drinking during bonga (worship).’ [52]
Although tradition and custom as a reason for consumption were not indicated by women in more individualistic cultures, for those women located in
countries with more collectivistic cultures with strong
traditions, the signiﬁcance of custom and tradition
overpowered the relative importance of abstinence
during pregnancy. In these cases, a cultural or traditional violation was perceived as more damaging than
alcohol consumption.
Intuitive decision-making based on personal and peer
experiences: The ﬁnal theme linked to culture was a
reason for consuming alcohol that was reliant on the
autonomy women felt for intuitive decision-making,
based
on
personal
and
peer
experiences
[42,50,52,53,58,63,68,76]. This theme was more
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prevalent in countries with individualistic cultures
(Canada, USA, Australia, UK) where women positioned themselves in control over their decision to consume alcohol during pregnancy. Women in these
studies expressed the importance of being able to
decide for themselves whether to consume and how
much to consume, noting their sense of self and bodily
awareness [68]. In some cases, women used previous
pregnancies and experiences as a benchmark in their
choice for consumption and quantity of consumption
[63]. Other women observed family and friends to
have consumed alcohol and had healthy pregnancies
and stated this was part of their choice to consume
[42], noting the important inﬂuence of the culture
around alcohol use in general and during pregnancy.
In addition, women stated their choice to consume
was a result of wanting to enjoy and maintain a pleasurable aspect of their life [53]. As one woman noted:
‘I’d give myself a break and not give up everything that
I enjoy so the odd glass of wine I thought was ﬁne.’ [76]
As a result, the reasons women self-identiﬁed for consumption were around their autonomy as the mother
to make decisions for herself or her child on the safety
and moderation of consumption. In some studies, this
was expressed regretfully after the pregnancy, as one
woman stated:
‘[I drank during my pregnancy because] I believed
that nothing would happen to my baby, maybe I was in
denial or something.’ [67]
Theme 3: Inﬂuence of knowledge and advice. The third
overarching theme describing the reasons women selfidentiﬁed for consuming alcohol during pregnancy is
summarised as the knowledge and advice the women
had or received related to alcohol and pregnancy.
The speciﬁc reasons within this theme also
incorporated components of beliefs and culture, demonstrating the nonlinearity of reasons for alcohol
consumption.
Consumption of alcohol for other health conditions in
pregnancy: Women reported reasons for consuming
alcohol as a remedy to other health conditions during
pregnancy [40,46,47]. This theme was more common
in countries with more collectivistic cultures
(e.g. Ghana, Nigeria, India) [36]. It was also tied to
women’s belief in the ability of the alcohol to act as a
remedy, in their knowledge, and a result of the advice
of others in their community. Women reported consuming alcohol for abdominal problems, fever, gynecological conditions [40], relieving nausea and vomiting,
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improving appetite [46] and for prolonged labour as a
pain reliever [47]. The women identiﬁed the reasons
for consumption as appropriate because of the ability
of alcohol to relieve other, painful health conditions.
As one woman stated:
‘Palm wine is medicinal. Like a pregnant woman… it is
used for making drugs for her.’ [47]
Insufﬁcient awareness/knowledge of the adverse
impacts of alcohol and FASD: Women across
Australia, Bhutan, Canada, Switzerland, UK,
Denmark and the USA attributed alcohol consumption in pregnancy as being due to a lack of awareness
or lack of belief in its adverse effects, including FASD
[42,44,45,50,59,60,64,68,77]. Pregnant women were
unaware of the impact of PAE and thus, did not alter
their drinking behaviours [44,65]. In some studies,
although women stated awareness of some potential
adverse effects, they expressed being unconvinced
about this risk overall or did not believe there was sufﬁcient evidence or guidelines to justify completely
abstaining from alcohol [42,50,58]. While describing
their reasoning, women also indicated the lack of evidence in favour of total abstinence [58] and lack of
minimum threshold for alcohol use [49]. As one
woman noted:
‘The alcohol thing changes all the time doesn’t it? Like I
think with (previous pregnancy) it was a nono and I
think now you can have one, they don’t recommend it
obviously…’ [45]
Advice from medical practitioners: Women also identiﬁed reasons for consuming alcohol during pregnancy
that were related to advice from medical practitioners
(doctors, midwives) or pregnancy resource documents
(pamphlets, books). This theme was more prevalent in
individualistic and largely European-inﬂuenced cultures (England, Sweden, Australia, USA). Women
noted that in some cases their physicians or midwives
stated alcohol was permissible [44,76]. Women were
relying on the knowledge and advice of trusted health
professionals or guidelines and tended to follow that
advice to supplement their knowledge. In one study,
women had an increased likelihood of drinking after
reviewing guidelines that noted it was permissible [76].
Women indicated they found it difﬁcult to navigate the
conﬂicting advice they received from sources, noting
some practitioners and books said alcohol in small
quantities was not harmful, while others highlighted
the importance of abstinence [63]. As one woman
noted:
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‘Some books say you should avoid it all together and
others say it’s OK to perhaps have one glass. So even in
the pregnancy books you get a confusing message.’ [63]
Other women provided reasons for consumption
related to their medical practitioners not explicitly stating that alcohol should be avoided or being asked
about their consumption during appointments [62].
Theme 4: Inﬂuence of pregnancy circumstances. The
ﬁnal overarching theme of the inﬂuence of pregnancy
circumstances included three subthemes for alcohol
consumption: using alcohol as a coping mechanism,
alcohol dependence, and unplanned or unwanted
pregnancy. Many psychosocial factors may affect patterns of alcohol use in pregnancy, which may interact
with individual beliefs, individual knowledge about its
impacts, and social norms related to alcohol consumption. In this review, several studies were identiﬁed
wherein women explicitly stated speciﬁc psychosocial
and environmental factors, and therefore circumstances of their pregnancy, as inﬂuencing their decision to consume alcohol during pregnancy.
Using alcohol as a coping mechanism in response to
adverse events during the pregnancy: Within several
studies, women from Ghana, South Africa, England
and the USA reported consuming alcohol during pregnancy as a coping mechanism [63,66,67,70–
72,74,78,79]. The use of alcohol as a coping mechanism reﬂects common harmful, cultural narratives that
attribute alcohol as being helpful during grief or
trauma, which then impact resilience and healing. In
many cases, women utilised alcohol as a coping mechanism through some very signiﬁcant and horriﬁc circumstances during their pregnancy such as family
violence, mental illness, or familial conﬂict [67,72,78].
Speciﬁcally, women experiencing adverse circumstances related to abuse noted they used alcohol as the
only way to cope with the abuse [67]. Others described
their use of alcohol as a coping mechanism to get
through the pregnancy itself [74], due to life pressure
or emotional stress from events that occurred during
the pregnancy [63,66] such as the death of a partner
[71]. As one woman stated when her partner was
unfaithful to her during her pregnancy:

Alcohol dependence: A few studies (USA and
South Africa) explicitly mentioned alcohol use problems as being related to PAE. In a study of birth
mothers of children with Fetal Alcohol Syndrome,
84% felt they had a problem with alcohol use [78].
Similarly, it was found that some pregnant women
used drinking to relieve a range of negative psychological symptoms and were dependent on alcohol use to
alter mood and perception [72]. Unfortunately, alcohol treatment may not be sought by this population for
several reasons, including not wanting to give up alcohol; fears of child apprehension; lack of access to child
care; and lack of support from their partner to seek
treatment [78]. Watt et al. [74] suggest that women
were physiologically driven by alcohol addiction, with
one woman stating ‘I drink too much… I never intended
to become this way.’
Unplanned or unwanted pregnancy: Women’s awareness of pregnancy and/or pregnancy planning was also
found to have inﬂuenced alcohol consumption
[55,67,71,74]. In a study by Miller et al. [71], the
unexpectedness of the pregnancy had inﬂuenced one
woman to drink, prior to the sudden passing of her
partner, which contributed to further alcohol use. In
another study [67], one woman explained that she did
not know she was pregnant, but also did not stop or
cut down drinking when she found out about the pregnancy. Similarly, some women stated they were willing
to drink until they found out for sure that they were
pregnant [55].
Feelings about the respective pregnancy also
inﬂuenced alcohol consumption. Some pregnant
women who drank alcohol were lacking attachment to
the pregnancy and resistant to motherhood, or not
being ready to accept the pregnancy [55,67,74]. As
one woman stated:
‘Yes, I was still drinking. I didn’t care about this child.
It was almost as if I hated this child. So whether I was
drinking or not, I didn’t care.’ [67]
In some cases, the pregnancy was unwanted and alcohol was used as an extreme means to abort the baby
[55,67,74].

Reasons for consuming alcohol while breastfeeding
‘It hurt a lot. That’s why I drank. . .Then I pass out
and forget for that moment.’ [70]
Women expressed being aware of the impacts of
alcohol but required alcohol to cope with their
circumstances.

Only two studies looked exclusively at women’s reasons for consuming alcohol while breastfeeding
[80,81]. One study found that women consumed alcohol to increase or stimulate the production of breast
milk [80]. Another study reported that women
received unclear advice from medical practitioners or
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they simply were not aware of the risks of infant exposure to alcohol or used alcohol to improve mood and
celebrate events [81]. Some women understood the
negative consequences of infants’ exposure to alcohol
through breast milk and attempted to minimise the
effect to the baby, but inevitably exposed the baby due
to unpredictable eating and sleeping patterns of the
baby during a time in which alcohol was consumed [81].

Discussion
This systematic review sought to summarise women’s
self-identiﬁed reasons for consuming alcohol while
pregnant or breastfeeding. Four overarching themes
were identiﬁed: individual beliefs, culture, knowledge/
advice and personal circumstances of the pregnancy.
The rationales in many cases were inﬂuenced by one
another to contribute to the speciﬁc self-identiﬁed reasons for alcohol use. Thus, women’s reasoning for
consuming alcohol during pregnancy is multifaceted
and complex. The most common self-identiﬁed motivation was the belief that only strong types (liquor as
opposed to wine or beer) or large quantities of alcohol
may be harmful. Other reasons included: a lack of
awareness of adverse effects on the fetus; coping with
adverse life experiences; consumption based on intuitive decision-making and inﬂuenced by personal/peer
experiences; belief in the beneﬁcial properties of alcohol; advice from medical practitioners; unwanted or
unplanned pregnancy; alcohol dependence; and consumption as a cultural/traditional custom.
Although only a handful of studies reported reasons
for alcohol use during breastfeeding, it was found that
women believed that alcohol stimulates the production
of breast milk, received unclear advice from medical
practitioners, were unaware of the risks of infant exposure and/or consumed alcohol to improve mood and
celebrate events.
Based on the CERQual assessments of conﬁdence in
the evidence, ‘misconceptions about safe amounts/forms of
alcohol during pregnancy’, ‘societal pressure to drink alcohol’, and ‘lack of awareness of harmful effects’ were rated
as ‘high conﬁdence’ demonstrating accurate representation
of the phenomena examined in this review. ‘The consumption of alcohol to cope with adverse life experiences’ and
‘consumption based on experiences and intuitive decisionmaking’ were rated as ‘moderate conﬁdence’, meaning
likely accurate representation of the phenomena.
Strengths of this review include its incorporation of
research from a variety of countries published in several
different languages, as well as the inclusion of articles
with a range of methodologies (e.g. quantitative and
qualitative), thus improving the breadth of included
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information. The limitations of this review include the
lack of information in reviewed studies regarding important social determinants of health such as socio-economic
status and racial marginalisation. Also, included studies
ranged in their date of publication, and women’s opinions and beliefs may have changed over time due to public health messaging, education, level of economic
development, shifting gender roles, social acceptability of
drinking among women and alcohol marketing.
Women receive mixed messages about the harmful
effects of PAE and various maternal drinking thresholds [82]. However, extant research has demonstrated
that even small amounts of alcohol can signiﬁcantly
increase the risk of FASD [83]. Unfortunately, many
countries are lacking in large-scale FASD education
and prevention efforts [84], which may contribute to a
lack of awareness about the detrimental effects of alcohol among prenatal care providers, as well as pregnant
women and their partners, families and communities.
Several motives for alcohol consumption in pregnancy
found in this review are similar to what has been
described in the general population, including social pressure, coping with stress, and pre-existing substance abuse
[28,85–87]. Social motives and pressures to drink occur
across a wide range of groups and populations [86,88],
and pregnant women are clearly not immune to or
exempt from these inﬂuences. As well, research with both
young [87] and middle-aged [88] women and men has
shown that consuming alcohol to cope with stress is a
common challenge across age groups and gender.
Congruent with the theme of drinking due to stress,
women who drink in pregnancy report more mental
health problems and a greater incidence of abuse/violence
compared to women who do not drink [21,32]. Not surprisingly, this review found that pre-existing substance
abuse/dependence problems inﬂuenced alcohol consumption in pregnant women (as they do in other
groups), again highlighting the importance of early
screening and addiction treatment for women of childbearing age. Unfortunately, pregnant or breastfeeding
women with alcohol or substance dependence may not
seek treatment due to stigma or fears of child apprehension [89], which may only precipitate other adverse life
circumstances for them. Furthermore, much of the literature and clinical practice related to maternal alcohol use
is focused on reducing risk to the child [58,90,91]; however, women’s wellbeing and the underpinnings of alcohol and substance use must also be addressed to
sufﬁciently prevent prenatal alcohol exposure.
The behaviour of pregnant women is inﬂuenced by
broader cultural and contextual norms. As a broad cultural force, the media also has a signiﬁcant effect on
alcohol use behaviour in general [92] and in pregnancy
[82]. It is important to note that differences in motivations to consume alcohol in pregnancy may vary from

© 2021 The Authors. Drug and Alcohol Review published by John Wiley & Sons Australia, Ltd on behalf of Australasian Professional Society on Alcohol and other Drugs.

10

S. Popova et al.

country to country, but emerging information on social
media or other media forms may exert a powerful,
international inﬂuence on maternal alcohol use behaviour [92]. Additionally, population-based studies of
alcohol consumption patterns show shifts in the collective population’s consumption which can result in
shifts in individual consumption [93,94], supporting
the importance of public health measures such as
reduced alcohol advertising and educational campaigns to decrease overall consumption.
Maternal alcohol use is affected by many contextual
and personal factors that must be understood on a
clinical and population level so as to prevent alcohol
use and prevent new cases of FASD. First, this review
shows there are common misconceptions surrounding
alcohol use during pregnancy that must be addressed.
Currently, many countries, especially low- and
middle-income, lack obstetric guidelines explicitly promoting alcohol abstinence and these must urgently be
developed. The broader population must receive accurate information regarding the teratogenic effects of
alcohol, including a clear, consistent message that
there is no safe type or amount of alcohol to consume
during any point of pregnancy. This would refute common existing myths identiﬁed in the current review,
such as the idea that some types or amounts of alcohol
are safer, healthier or even not harmful to the mother
and child. Even in countries where guidelines do exist
(e.g. USA or Australia), there is still maternal alcohol
use, and health care providers can work further to provide the appropriate screening and education for
women at risk of alcohol-exposed pregnancies, to
ensure that women are aware of such guidelines.
Women and girls of reproductive age must be educated on the negative consequences of alcohol use during pregnancy or breastfeeding while being empowered
to navigate an environment where there are many
mixed messages. Furthermore, providing this education on a population level may work to decrease societal pressure on women to drink alcohol when they are
pregnant, at risk of becoming pregnant or while
breastfeeding.
In cultures where pregnant or breastfeeding women
feel pressured to consume alcohol, or alcohol is often
used as part of celebrations or daily rituals, for example, women and girls can be provided with communication strategies to refuse alcoholic drinks in social
settings if this is their choice. Women should also be
provided with the opportunity to discuss their prepregnancy alcohol use patterns, during pregnancy and
postpartum with their health-care providers, in which
they can be offered non-judgemental support and
access to treatment programs if needed. Of course, this
is dependent not only on women’s communication
strategies, but also the training and practices of health-

care providers related to this topic. Supporting
alcohol-free pregnancies begins with routine alcohol
use screening in pregnancy and engaging with women
in conversations about factors affecting their alcohol
intake while providing a clear message about the
importance of abstinence. Care providers should strive
to understand individual patient circumstances, which
may affect PAE, such as the pregnancy being
unplanned, so they may effectively provide appropriate
advice and support during the prenatal and postpartum periods. For example, providers should routinely
screen women with substance use disorders for alcohol
use in pregnancy in a supportive, non-punitive manner
and facilitate access to brief interventions and specialised treatment services [95,96]. Simply asking pregnant women about their alcohol use can increase
awareness of the adverse effects of alcohol and can
change alcohol use behaviour [97,98]. Care providers
are also in a position to inform women who consume
alcohol about effective contraception, to assist them in
developing healthy coping mechanisms, to refer
women to mental health services, as well as to involve
partners/families in supporting alcohol-free pregnancies and lactation. This can facilitate healthy decisionmaking, access to brief interventions if they are
needed, and has the potential to reduce PAE
and FASD.
Interventions must be designed to account for the
local context of alcohol use during pregnancy, such as
cultural traditions related to alcohol use. Such interventions can encourage cultural practices while educating women about the risks of alcohol use during
pregnancy and while breastfeeding. Alternatives to cultural traditions involving maternal alcohol use can be
explored, and where abstinence from alcohol is not
possible, health-care providers should encourage a signiﬁcant reduction in alcohol use. Of course, such services necessitate secure access to holistic prenatal care,
including prevention and substance use treatment services with respect of conﬁdentiality and privacy and
preventing
stigmatisation,
discrimination
and
marginalisation. As this review found, some women
use alcohol to cope with adverse life circumstances
during pregnancy, which is in accordance with the
ﬁnding that women who experience violence [28], for
example, are more likely to consume alcohol during
pregnancy. Interventions must be designed to address
not only societal factors, but the underpinnings of substance use which include targeting psychosocial
stressors for pregnant women.
Public awareness campaigns must work synchronously to reduce stigma related to alcohol use in pregnancy and mothers of children with FASD, while also
increasing awareness of the adverse impacts of PAE
and promoting social environments that are supportive
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of abstinence from alcohol for men and women. This
and the above strategies are all crucial for reducing or
eliminating PAE and thus, the prevention of FASD
and other adverse maternal and child health outcomes.
Future research should compare the predictors and
patterns of women’s alcohol use during pregnancy and
breastfeeding across varying cultural contexts with
consideration of individual and societal-level variables.
This information will inform the design and implementation of targeted and effective prevention initiatives of maternal alcohol consumption and, thus,
reduce FASD and other negative outcomes in children, worldwide.
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Studies contributing
to the review ﬁnding

• Lack of social
support for
abstaining
• Alcohol consumption
is encouraged by
family, friends or
partner
• Others in the
community also drink
alcohol while
pregnant
• Alcohol is part of
socialising and
celebratory events

Experiences of social
pressure to consume
alcohol and/or social
acceptability of
alcohol use
(n = 18)

• Moderation is
acceptable
• Alcohol is only harmful
in large quantities
• Wine/beer are okay,
but spirits and liquor
are harmful
• Homemade spirits are
healthier

[43,45,49,50,52,55,61,
62,66–75]

Alcohol use during pregnancy
Consumption affected [41,44,45,49–65]
by the belief that
alcohol in pregnancy
is only harmful in
speciﬁc forms and/or
quantities (n = 20):

Summary of review
ﬁnding

Appendix A.

Canada, USA,
Australia,
Brazil, Ghana,
Switzerland,
UK, India,
South Africa

Ghana,
Canada, USA,
France, India,
UK, Australia,
Switzerland,
Denmark,
Israel, Bhutan

Countries
included in
studies

Minor
methodological
limitations:
three studies
with missing
information to
substantiate
ﬁndings; two
studies with
minor concerns
about design
and analysis of
outcome data.

Moderate
methodological
limitations:
seven studies
with inadequate
or missing
information
about outcome
data or
sampling
methodology

Methodological
limitations

No or very
minor
concerns
about
coherence

No or very
minor
concerns
about
coherence

Coherence

Table A1. CERQual evidence proﬁle

Minor concerns
about adequacy
of data in ﬁve
studies

Moderate
concerns about
adequacy of
data in seven
studies

Adequacy
of data

No or
minor
concerns
about
relevance

No or
minor
concerns
about
relevance

Relevance

High
conﬁdence

High
conﬁdence

CERQual
assessment of
conﬁdence in
the evidence

(Continues)

Five studies
(out of 18) with
minor concerns
regarding
adequacy of
data. Data
available from
nine countries
across ﬁve
continents.

Seven studies
(out of 20) with
moderate
limitations
regarding
adequacy of
data or missing
relevant
information.
Data available
from 10
countries which
includes ﬁve
continents.

Explanation of
CERQual
assessment
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Studies contributing
to the review ﬁnding

• ‘Knowing best’
• Past pregnancies
• Observing others

Consumed alcohol
based on intuitive
decision-making and
personal/peer
pregnancy
experiences (n = 8)

• Abusive relationships
• Stress and life
pressures
• Unemployment
• Depression and/or
other mental illness
• Partner death
• Partner inﬁdelity

Consumption of
alcohol to cope with
adverse life
experiences (n = 9),
including:

Minor
methodological
limitations: one
study has
inadequate
information
about data
synthesis, one
study has
concerns with
outcome data
and sampling
methodology.

[42,50,52,53,58,63,68,76] Australia,
Switzerland,
India, UK,
USA, Canada,
England,
Sweden

Minor
methodological
limitations: two
studies with
inadequate
information on
methodology
and data
synthesis; one
study with
incomplete data
presented.
Minor
methodological
limitation in
one included
quantitative
randomised
study (MMAT)
due to
inadequate
control for
confounders.

USA, Australia,
Switzerland,
UK, Denmark,
Bhutan,
Canada

Methodological
limitations

USA, Ghana,
South Africa,
UK

[63,66,67,70–
72,74,78,79]

Consumption of
[42,44,45,50,59,
alcohol due to lack of 60,64,68,77]
awareness/knowledge
on harmful effects
and FASD, or
unconvinced of
available evidence
(n = 9)

Summary of review
ﬁnding

Countries
included in
studies

No or very
minor
concerns
about
coherence

No or very
minor
concerns
about
coherence

No or very
minor
concerns
about
coherence

Coherence

Table A1. (Continued)

Minor
concerns
about
relevance

No or
minor
concerns
about
relevance

Relevance

Minor concerns Minor
about adequacy concerns
of data
about
relevance

No or very
minor concerns
about adequacy
of data in one
study

Minor concerns
about adequacy
of data in 3
studies

Adequacy
of data

Moderate
conﬁdence

Moderate
conﬁdence

High
conﬁdence

CERQual
assessment of
conﬁdence in
the evidence

(Continues)

Two out of
eight studies
have minor
methodological
limitations with
adequacy of
data. Study
data are
available from
eight countries
in three
continents but
are limited to
high income
countries.

Three studies
(out of 10) with
very minor
concerns
regarding
adequacy of
data due to
missing
information.
Data is
presented from
seven countries
across four
continents.
One study (out
of 10) has a
methodological
limitation in the
control of
quantitative
data. Study
data are
included from
four countries,
though two are
in Africa.

Explanation of
CERQual
assessment
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Consumption of
alcohol related to the
pregnancy being
unwanted or
unplanned (n = 4)

• Some said alcohol
was ﬁne
• Some did not discuss it
• Mixed advice from
practitioners

Medical practitioners
did not provide
advice on alcohol in
pregnancy or
provided mixed
advice (n = 4)

• ‘Cleaning’ the baby
• Relaxant/stress
reduction
• Fetal brain
development
• Improved fetal
movement
• Facilitates expulsion of
placenta
• Diuretic effects

Consumption of
alcohol in pregnancy
with the belief that it
has beneﬁcial
properties (n = 6),
including:

Summary of review
ﬁnding

[55,67,71,74]

[56,62,63,76]

[41–45,48]

Studies contributing
to the review ﬁnding

South Africa,
USA

England,
Sweden, USA,
Australia

Ghana, USA,
Australia, UK,
Brazil, India

Countries
included in
studies

No
methodological
limitations
identiﬁed.

No
methodological
limitations
identiﬁed.

Minor
methodological
limitations: one
study has
inadequate
information
about sampling
methodology
and data
synthesis; one
study has an
identiﬁed risk of
nonresponse
bias.

Methodological
limitations

Moderate
concerns
about
coherence.

No or very
minor
concerns
about
coherence

No or very
minor
concerns
about
coherence

Coherence

Table A1. (Continued)

No or very
minor concerns
about adequacy
of data

No or very
minor concerns
about adequacy
of data

Moderate
concerns about
adequacy of
data

Adequacy
of data

Minor
concerns
about
relevance

No or
minor
concerns
about
relevance

No or
minor
concerns
about
relevance

Relevance

Moderate
conﬁdence

High
conﬁdence

Low to
moderate
conﬁdence

CERQual
assessment of
conﬁdence in
the evidence

(Continues)

No
methodological
limitations
identiﬁed.
Study data are
available from
four countries
in three
continents,
though these
are only highincome
countries.
No
methodological
limitations
identiﬁed.
Study data are
available from
two highincome
countries in two
continents.

Two studies
(out of seven)
have moderate
methodological
limitations.
Data are
available from
six countries
across six
continents.

Explanation of
CERQual
assessment
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• Obeying traditions

Consumption of
alcohol as part of a
cultural tradition,
ritual or custom
(n = 3)

Abdominal problems
Fever
Gynecological issues
Nausea and vomiting
Pain

[40,52,65]

Ghana, Nigeria, Minor
India
methodological
limitation
identiﬁed in
one study:
inadequate
information to
assess risk of
bias in sampling
methodology
and study data
collection.
Ghana, India,
Moderate
Bhutan
methodological
limitation in
one study with
an identiﬁed
risk of non-

[40,46,47]

Consumption of
alcohol for other
health conditions in
pregnancy (n = 3),
including:

Minor
methodological
limitation
identiﬁed in
one study:
confounders
not accounted
for in design/
analysis.

South Africa,
USA

Moderate
methodological
limitation in
one study with
an identiﬁed
risk of nonresponse bias in
the
methodology.

[72,74,78]

Canada,
Bhutan,
Australia

Methodological
limitations

Alcohol dependence
during the time of
pregnancy (n = 3)

• Second-hand smoke,
caffeine and/or stress
are more damaging
• Bargaining behaviour
to justify alcohol
consumption

•
•
•
•
•

Studies contributing
to the review ﬁnding

[42,44,49,65]
Consumption of
alcohol is less harmful
than other exposures
(n = 4)

Summary of review
ﬁnding

Countries
included in
studies

No or very
minor
concerns
about
coherence

No or very
minor
concerns
about
coherence

No or very
minor
concerns
about
coherence

No or very
minor
concerns
about
coherence

Coherence

Table A1. (Continued)

Moderate
concerns about
adequacy of
data

No or very
minor concerns
about adequacy
of data

Very minor
concerns about
the adequacy of
the data

Moderate
concerns about
adequacy of
data

Adequacy
of data

Moderate
concerns
about
relevance

Moderate
concerns
about
relevance

Moderate
concerns
about the
relevance

Moderate
concerns
about
relevance

Relevance

Low
conﬁdence

Low
conﬁdence

Low
conﬁdence

Low
conﬁdence

CERQual
assessment of
conﬁdence in
the evidence

(Continues)

One study (out
of three) has a
moderate
methodological
limitation.
Study data are

One study (out
of four) has a
moderate
methodological
limitation.
Study data are
from three
countries in
three
continents.
One study (out
of three) has a
methodological
limitation.
Study data are
exclusively
derived from
two highincome
countries from
two different
continents.
One study (out
of three) has a
minor
methodological
limitation.
Study data are
derived
exclusively from
India and two
west African
countries.

Explanation of
CERQual
assessment
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Studies contributing
to the review ﬁnding

Australia, Brazil Moderate
methodological
limitation in
one study where
information is
lacking to assess
two risks of
bias.

response bias in
the
methodology.

Methodological
limitations

Moderate
concerns
about
coherence

Coherence

Minor concerns
about the
adequacy of
data

Adequacy
of data

Minor
concerns
about
relevance

Relevance

Low
conﬁdence

CERQual
assessment of
conﬁdence in
the evidence

One study (of
two) has a
moderate
methodological
limitation.
Study data are
derived from
Australia and
one South
American
country.

derived
exclusively from
Ghana and two
South Asian
countries.

Explanation of
CERQual
assessment

CERQual, Conﬁdence in the Evidence from Reviews of Qualitative research; FASD, Fetal Alcohol Spectrum Disorder; MMAT, Mixed Methods Appraisal Tool.

• Belief that alcohol
increases breastmilk
production
• Belief that alcohol
induces tranquilizer
effect on babies
• Lack of awareness of
harmful effects

Alcohol use during breastfeeding
[80,81]
Consumption of
alcohol while
breastfeeding (n = 2)

• Homemade spirits
made for cultural
celebrations

Summary of review
ﬁnding

Countries
included in
studies

Table A1. (Continued)
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