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Disease burden in Brazil: 
an investigation into alcohol and non-viral cirrhosis

Abstract  Alcohol use/dependence are an import-
ant risk factor for cirrhosis of the liver. The arti-
cle aims to describe and conduct a comparative 
analysis of Disability Adjusted Life Years (DALY), 
Years of Life Lost (YLL) and Years Lived with 
Disability (YLD) of alcohol use disorders and 
non-viral cirrhosis in Brazil in 2008. DALY was 
calculated as the sum of YLL and YLD. For YLL 
estimates, the mean number of deaths from 2007-
2009 in the country was considered. After revision 
of epidemiological data, prevalence of each disease 
was modelled with the DisMod tool, which gen-
erated incidence data for YLD estimates. Alcohol 
and non-viral cirrhosis were responsible for 3% 
and 1% of total DALYs, respectively. In both dis-
eases, men contributed to a greater proportion of 
DALYs. Among the first ten causes of DALYs, al-
cohol use disorders occupied the second, third and 
sixth positions at the ages of 15-29, 30-44 and 45-
59, respectively. Non-viral cirrhosis was the eighth 
cause of DALY in the 30-44 age group in men; the 
fifth, in the 45-59 group and the eighth, in the 
60-69 group. Age distribution suggests that inter-
ventions directed against alcohol use/dependence 
would have effects on the burden of alcoholic cir-
rhosis in the country. 
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abuse
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Introduction

The abuse of, or dependence on, alcohol (“alco-
hol use/dependency”) is an important risk factor 
for many diseases and disabilities that can threat-
en a person’s health. It is responsible for approxi-
mately 2.5 million deaths per year. Between 20% 
and 50% of the incidence of liver cirrhosis, epi-
lepsy, poisoning, traffic accidents, violence, and 
several types of cancer was caused by alcohol 
consumption1.

Globally, it has been estimated that approxi-
mately 11.5% of those who drink are in the cate-
gory heavy episodic drinking (consumption of 60 
grams or more of pure alcohol in the last seven 
days); for the American continent, this prevalence 
is 12%, of which 17.9% is for men and 4.5% for 
women1. In the study entitled Global Burden of 
Disease (GBD) 19902 the value for Disability Ad-
justed Life Years (DALY) attributed to alcohol use/
dependence was 248/100,000 which correspond-
ed to 0.5% of the total world DALY value. In the 
same study for 2010, the figure increased by 3.4%, 
to 256/100,000 (0.7% of the total world DALY 
value). In Brazil, the situation is also a cause for 
concern. In 2003, the World Health Organization 
estimated that 19.1% of men and 4.1% of wom-
en in Brazil were in the category heavy episodic 
drinking. When analyzing only those who drank, 
these values ​​rose to 32.4% for men and 10.1% for 
women3. In relation to the DALY value for Bra-
zil, the alcohol abuse rate was 938/100,000 (2.5% 
of DALY) in 1998, of which 740/100,000 for men 
and 198/100,000 for women4.

Among the disabilities attributable to alcohol 
use/dependence, liver cirrhosis was singled out as 
a major cause of fatalities from chronic morbid-
ity5. At a global level, in 2010, an average of 2% 
(1.4% for women and 2.4% for men) of all deaths 
and 1.2% of DALY were attributed to cirrhosis2,6. 
It was estimated that 48% of fatalities and 47% 
of DALY for cirrhosis was attributed to alcohol 
consumption6. In addition there was a relation-
ship between the amount of alcohol consumed 
and the risk of developing the disease. Men who 
consumed more than 60 grams of alcohol per 
day, had a relative risk of 5.0, while those who 
consumed from 48 to 60 g/day had a risk of 2.37. 

In the study of the disease burden in Brazil 
for 1998 (ECDB-98), liver cirrhosis accounted 
for 2.6% of deaths; 2.8% of years of life lost due 
to premature death (YLL) and 1.5% of DALY4. 
In this study, however, the different etiologies of 
the disease were not evaluated separately, and so 
it did not establish the percentages of mortality 

and morbidity attributed to alcohol. The burden 
of disease study for the year 2008 (ECDB-2008), 
in turn, incorporated methodological changes 
that permitted the calculation of estimates for 
cirrhosis by etiological categories. 

The purpose of this article is to describe and 
comparatively analyze the value of DALY in terms 
of its components, YLL and YLD, for alcohol use/
dependence and the non-viral etiology of cirrho-
sis, a category that includes alcoholic cirrhosis, 
in the Brazilian study of the disease burden for 
2008, broken down by gender and age range.

Data sources and methodology

 The ECDB 2008 evaluated about 100 types of 
disabilities, which were classified into the three 
broad groups defined by the GBD: infectious 
and parasitic diseases, maternal causes, perina-
tal causes and nutritional deficiencies (Group I); 
chronic non-communicable diseases (Group II); 
and external causes (Group III). Alcohol use/de-
pendence and liver cirrhosis were included in the 
study and classified in Group II. 

The analysis in this study was conducted us-
ing the DALY indicator, a summary measure that 
aims to capture the effect of morbidity and mor-
tality in the health condition of populations. The 
DALY is the sum of two other indicators: the YLL 
and YLD8.

 The estimates for YLL, fatalities from cir-
rhosis and alcohol/use dependence (according 
to the classification described below), in the 
period from 2007 to 2009, were obtained from 
the Mortality Information System [Sistema de 
Informação de Mortalidade (SIM)], using the 
average number of fatalities during the period. 
They were adjusted for the under-reporting of 
fatalities for each Brazilian state, for gender and 
age range, and also a national adjustment of 28% 
for those less than 1 year old and 13% for those 
more than 1 year old. In accordance with the tra-
ditional methodology used in the GBD study9, 
fatalities with inadequately defined causes (7.4% 
of deaths in Brazil in 2008), and those defined as 
being incorrectly coded (10.5% of deaths) were 
redistributed proportionally by gender, age range 
and cause of death in each Brazilian state10. 

The ICD-10 codes used to identify deaths for 
alcohol use/dependence were F10.1 and F10.2. 
In relation to fatalities from cirrhosis, a meeting 
among Brazilian hepatologists11 defined the ICD-
10 codes that corresponded to deaths from the 
disease and distributed them into four etiologic 
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categories: “hepatitis C”, “hepatitis B”, “alcohol” 
and “other causes of cirrhosis.” Specifically for 
the etiologies studied in this article, and based 
on the above-mentioned expert consensus11, the 
ICD-10 code descriptions were as follows: “alco-
hol” (K70) and “other non-viral causes of cirrho-
sis” (K71.1, K71.7, K74.3, K74.4, K74.5, K75.4, 
K76.0). Additionally, the codes K72.1, K73.9, 
K74.0, K74.1, K74.2, K74.6 and K76.7 were re-
distributed proportionally among the four etio-
logical categories. And, for the codes K72.9 and 
K76.9 it was decided that 70% of the fatalities for 
adults over 40 years old would be attributed to 
liver cirrhosis11,12. 

The YLD component was calculated from es-
timates of the frequency of occurrence, the du-
ration and the severity of the disability, the latter 
being defined according to a standardized table 
in the GBD8 study. Given the lack of parameters 
for the frequency of alcohol use/dependence and 
liver cirrhosis in Brazil, estimates were made of 
the prevalence of such disabilities. These esti-
mates, together with the data on remission and 
mortality, were input into the Dismod II pro-
gram, which has been made available publicly by 
the World Health Organization (WHO). The use 
of this program enabled a model to be built that 
facilitated the obtaining of estimates of the fre-
quency and duration of both disabilities. 

For the disability from alcohol use/depen-
dence, the data on such prevalence adopted 
for Brazil was that presented in the GBD-2000 
study13. It was assumed that such prevalence rates 
would correspond to those found in the South-
east region of Brazil. Adjustment factors for the 
other regions were calculated, based on the data 
of Naranjo et al.14. The prevalence parameters for 
the Southeast region were then modeled in the 
Dismod II program, together with the data on re-
mission and relative risk of death from the GBD-
2000 study already cited13. The frequency rate for 
people below five years of age was considered to 
be zero. Adjustment factors were applied to the 
frequency rates generated to determine the pa-
rameters to be used in the model for the other 
regions. The durations generated in the model-
ing process were adjusted in order to maintain a 
longer time period for the disabilities for men15. 

In order to estimate the viral etiology of cir-
rhosis we used the prevalence rates for hepatitis B 
and C reported in the “Study of Population-based 
Prevalence of infections by hepatitis viruses A, B 
and C in the Brazilian state capitals “, conduct-
ed in 2008, the only national population-based 
study on viral hepatitis16. 

The consensus meeting of hepatologists men-
tioned above established that of all the HBsAg 
positive cases in this study, 6% referred to cir-
rhosis cases. Furthermore, for those patients who 
tested positive for anti-HCV, the percentage with 
cirrhosis patients would be 14%11. In the ECDB 
study, in 2008, such frequencies were applied to 
the Brazilian population at that time to estimate 
the prevalence of cirrhosis derived from hepatitis 
B and C. A survey conducted by the Brazilian So-
ciety of Hepatology of the etiology of cirrhosis in 
Brazil in 200117 found that approximately 37 % of 
the cases of cirrhosis in Brazil were derived from 
hepatitis C and 11% from hepatitis B. 

Thus, it was considered that the viral etiolo-
gy of cirrhosis represented 48% of all cirrhosis 
cases, with the remainder (52%) being due to the 
etiologies of alcohol and other causes of cirrho-
sis. The distribution by gender and age range of 
the category “cirrhosis due to alcohol and other 
causes of cirrhosis” was based on the distribution 
of fatalities from alcoholic cirrhosis from the 
SIM, in 2008, since no other data could be found 
in the Brazilian literature. The remission of the 
disability was considered to be zero and the fre-
quency rates generated after shaping the Dismod 
II for the age range of 80 years and above were 
eliminated12. 

Regarding the ethical aspects of this study, the 
data in SIM was obtained from the internet site 
of DATASUL/MS, and the data on the hepatitis 
survey was made available by the Secretariat of 
Health Surveillance. The ECDB-2008 study was 
approved by the Committee on Ethics in Re-
search of the Sergio Arouca National School of 
Public Health (ENSP). 

In the present article we have presented our 
estimates for DALY, YLL and YLD for alcohol 
use/dependence and for the non-viral etiology 
of cirrhosis, that is, cirrhosis attributed to alco-
hol and other causes. A discount rate of 3%, as 
proposed in the GBD methodology, was incorpo-
rated in the calculations for mortality (YLL) and 
morbidity (YLD) for these two disabilities. 

Results

Table 1 shows the DALY for each large group of 
disabilities (I, II and III) for the various regions 
of Brazil for 2008. It can be observed that over 
70% of disease burden in Brazil was attributed 
to Group II effects, which was also the situation 
in all regions. The table also presents the DALY 
for “alcohol use/dependence” and “cirrhosis due 
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to alcohol and other causes”, with the respective 
percentages of the total.  Alcohol use/dependence 
was responsible for a DALY value of 1.1 million 
for Brazil, representing 3% of the country’s total 
disease burden. The same proportion was ob-
served in all the regions except the Center-west, 
where the DALY due to alcohol was 4%. The 
DALY value for cirrhosis due to alcohol and oth-
er causes was approximately 536 thousand for 
Brazil, representing 1% of the country’s total dis-
ease burden for 2008. The Southern region was 
the region with the highest absolute DALY value, 
followed by the Northeast.

Considering the first ten most frequent caus-
es of DALY for men, alcohol was ranked second, 
third and sixth in the age ranges of 15-29, 30-44 
and 45-59, respectively (Figure 1). Cirrhosis due 
to alcohol and other causes, in turn, is one of the 
top ten causes of DALY in men in the age rang-
es 30-44; 45-59 and 60-69 years (ranked eighth, 
fifth and eighth, respectively). The ranking for 
women was not presented since the disabilities in 
question were not among the top ten causes of 
DALY in females in any of the age ranges.

Figure 2 shows the YLD, YLL and DALY per 
100,000 of population by age for the two disabil-
ities. For the YLD, higher rates were observed 
for alcohol use/dependence, especially in the age 
range 15 to 29 years. For cirrhosis derived from 

alcohol, higher values ​​of YLD were found in the 
age range of 45-59 years, decreasing thereafter. 
With respect to the YLL, higher rates were ob-
served for cirrhosis due to alcohol. In both situa-
tions, the age range with the highest rates of YLL 
was that for 45-59 years. By analyzing the DALY 
figures, one can see that the higher rates relate to 
alcohol use/dependence in the younger age rang-
es, mainly from 15 to 29 years, being overtaken 
by cirrhosis in the age range of 45-59 years. Thus, 
from the age of 45 onwards, the highest DALY 
rates were attributed to alcoholic cirrhosis.  

Figure 3 shows that the major contribution 
of the disease burden from alcohol use/depen-
dence is from the YLD component (83%), which 
occurred for all age ranges. It was observed, how-
ever, an increase in the participation of the YLL 
component with increasing age. In relation to age 
range, the DALY for alcohol had a greater impact 
on the age range of 15-29 years (47.5%), followed 
by 30-44 years (27.4%) and 44-59 years (19.4%) 
of the DALY value. With regard to distribution by 
gender, we observed that men have higher values 
of DALY, with little variation by age range (male: 
female ratio of 2.3).

Cirrhosis derived from alcohol and other 
causes has the largest percentage of DALY rep-
resented by the YLL component (75%), which 
was also the case for all age ranges (Figure 4). 

Table 1. DALY a - Absolute number and percentage by Brazilian region and disease group, 2008.

a  DALY (Disability Adjusted Life Years).

Region

North
Northeast
Southeast
South
Center-West
Brazil

DALY
Total

2,728,319.97 
 11,142,080.51 
 15,487,347.64 
   5,177,988.94 
   2,421,925.03 
 36,957,662.09 

DALY
Group I

18%
16%
11%
11%
12%
13%

%

71%
75%
79%
79%
75%
77%

1,949,395.08 
   8,391,663.22 
 12,310,421.98 
   4,071,152.11 
   1,825,057.22 
 28,547,689.61 

DALY
Group III

10%
9%
9%

10%
12%
10%

DALY
Group II

DALY

                  
87,224.66 

360,111.59 
461,870.49 
145,499.22 

87,420.79 
1,142,126.75 

% DALY/
Group II

4%
4%
4%
4%
5%
4%

% DALY/
total

3%
3%
3%
3%
4%
3%

Região

Norte
Nordeste
Sudeste
Sul
Centro Oeste
Brasil

DALY

                   
29,895.16 

   173,533.59 
   227,041.53 
     75,639,89 
     30,058.35 
   536,168.52 

% DALY/
Group II

2%
2%
2%
2%
2%
2%

% DALY/
total

1%
2%
1%
1%
1%
1%

Alcohol abuse and alcohol dependence Cirrhosis due to alcohol and other causes



495
C

iên
cia &

 Saú
de C

oletiva, 20(2):491-501, 2015

The impact of cirrhosis on the age range of 15-29 
years was small (4.4%), while the group of 44-59 
years had the highest impact (40.2%), followed 
by the age ranges 30-44 years and 60 years or old-
er (27.4% and 20.4%, respectively). For cirrhosis, 
as for alcohol dependence, higher percentages of 
DALY were observed among men (male: female 
ratio of 4.6).  

Discussion

In the ECDB-2008 study, the non-communica-
ble diseases (Group II) accounted for the largest 
share of DALY in Brazil (77%). In recent years, 
the phenomenon of the epidemiological tran-
sition has resulted in a change in the pattern of 
morbidity and mortality in the Brazilian pop-
ulation18. One can see, for the population, a re-
duction in infectious and parasitic diseases and 
an increase in non-communicable diseases. Neu-
ropsychiatric diseases, for example, accounted 
for 18.6% of the DALY for Brazil in 199818, and 
rose to 27.8% by 200810. This group includes the 
incidence of alcohol use/dependence, which in 
this study was responsible for 3% of the nation-
al DALY value, with regional variations of 3-4%; 
compared to the 0.7% observed in the GBD-
20102 study. For the global ranking of DALY in 

2010, alcohol use/dependence was ranked 35th 
overall and 17th for the category Tropical Latin 
America, which included Brazil and Paraguay2. In 
Brazil, in 1998, alcohol was ranked 11th4, then in 
2008, for men it was ranked 3rd, and for women 
13th. 

 In relation to liver cirrhosis, the ECDB-2008 
study introduced an important methodological 
change, by evaluating the disabilities in etiolog-
ical categories. This made it difficult to compare 
the ranking in this study to that of the previous 
study for 1998, which had been prepared using 
the traditional GBD methodology4 and which 
ranked liver cirrhosis in 17th for both genders. 
The current article deals only with the category 
“cirrhosis derived from and other causes of cir-
rhosis”. It does not cover viral etiologies of cir-
rhosis. The etiological category in question was 
responsible for 1% of the Brazilian DALY value 
and is one of the top 20 causes for men only, be-
ing ranked 11th. On the other hand in the GBD-
20102 study, cirrhosis derived from alcohol was 
responsible for 0.6% of the total DALY.  

It is noteworthy that in the ECDB-2008 study 
there was no separation between cirrhosis at-
tributed to alcohol or to other causes. Such other 
causes include, for example, metabolic, genetic 
and auto-immune diseases, many of which have 
epidemiological behaviors different from the 

Figure 1. Ranking of the 10 leading causes of disease burden (DALY a) for alcohol abuse and dependence and 
alcoholic cirrhosis and other causes for males in the age range 15-69 years, Brazil, 2008.

a DALY (Disability Adjusted Life Years).

15 - 29 years

2nd  position

Alcohol abuse and dependence Alcoholic cirrhosis and other causes

Age group

1st  position

2nd  position

3rd  position

4th position

5th  position

6th  position

7th  position

8th  position

9th  position

10th  position

60 - 69 years

8th  position

45 - 59 years

5th  position

6th  position

30 - 44 years

3rd  position

8th  position
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Figure 2. Rates of YLD, YLL and DALY a for alcohol abuse and dependence and alcoholic cirrhosis and other 
causes by age ranges, Brazil, 2008.

a DALY (Disability Adjusted Life Years), the YLL (Years of Life Lost) and the YLD (Years Lived with Disability).
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hepatopathy derived from alcohol. It was not 
possible to use an approach to separate them 
into categories due to the lack of national data on 
the prevalence of alcoholic cirrhosis. One of the 

few data sources available was the survey made 
by the Brazilian Society for Hepatology in 2001, 
in which alcohol accounted for approximately 
60% of the non-viral causes of cirrhosis17. Thus, 

Figure 3. Proportion of YLD, YLL and DALY a for alcohol abuse and alcohol dependence by gender, Brazil, 2008.

a DALY (Disability Adjusted Life Years), the YLL (Years of Life Lost) and the YLD (Years Lived with Disability).

< 14 years - 1,2%

15 - 29 - 47,5%

30 - 44 - 27,4%

45 - 59 - 19,4%

+ 60 - 4,6%

male fem YLL YLD

Figure 4. Proportion of YLD, YLL and DALY a cirrhosis due to alcohol and other causes, by gender, Brazil, 2008.

a DALY (Disability Adjusted Life Years), the YLL (Years of Life Lost) and the YLD (Years Lived with Disability).

< 14 years - 0,4%
15 - 29 - 4,4%

30 - 44 - 27,6%

45 - 59 - 40,2%

+ 60 - 20,4%

male fem YLL YLD
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for the category investigated in this study, alco-
holic cirrhosis probably represented the largest 
percentage of the cases. In this context, the per-
centage of the DALY value attributed to alcohol-
ic cirrhosis in Brazil could be close to the global 
percentage (0.6%)6, unlike that for alcohol use/
dependence, which indicated highest percentag-
es for Brazil compared to the global average, as 
shown earlier. 

Both alcohol use/dependence to alcohol and 
liver cirrhosis are known to be more frequent dis-
orders in males2,7,14. According to WHO, 6.2% of 
fatalities for men was attributed to alcohol, while 
for women this percentage was 1.1%1. In 2010, 
fatalities from cirrhosis derived from alcohol 
accounted for 0.9% of all deaths worldwide, of 
which 0.7% for women and 1.2% for men19. Fur-
thermore, in 2010, alcoholic cirrhosis accounted 
for 0.8% of the total DALY value for men and 
0.4% of the total DALY for women6. The data 
from the present study reinforced this male prev-
alence, since both harmful effects were among 
the top ten causes of DALY in men but not in 
women. For this reason, the data was presented 
only for men, thus it represents the higher risk 
group for both disabilities. 

Moreover, the analysis of the DALY distri-
bution curves by age range in the present study 
revealed that the disease burden of alcohol has a 
greater impact on the younger age ranges, while 
the greatest impact of cirrhosis comes later, in 
the age range of 45 to 59 years. In the GBD-2010 
study, the disorders related to alcohol use had a 
higher disease burden between the ages of 25-
50 years, declining gradually thereafter20. As for 
cirrhosis, the global curve also showed a greater 
impact of the disease for the age range of 45-59 
years, with a more marked decline thereafter2. 
The similarity of the curves for Brazil and the 
global study is probably related to the underly-
ing reasons for the disabilities: alcohol is consid-
ered an important risk factor for cirrhosis, with 
a relationship between its consumption and the 
development of liver damage7. Thus, the higher 
incidence of alcohol usage in the younger age 
ranges would be reflected by more cases of alco-
holic cirrhosis in older age ranges. 

For alcohol, the YLD was the component 
with the highest percentage impact on the DALY 
value while for cirrhosis, YLL was the principal 
factor. This distribution was also observed in the 
GBD-2010 study20. Samokhvalov et al.21 conduct-
ed a systematic review of the literature on dis-
abilities related to alcohol abuse. Although they 
found a degree of heterogeneity in the studies, 

they observed that changes in emotional state, 
social relationships and memory were significant 
disability attributes. When assessing alcohol as a 
risk factor for cirrhosis, Rehm et al.7 found that 
its consumption was associated with a higher 
impact on mortality from liver disease than on 
morbidity.

There are few published epidemiological 
studies on alcohol use/dependence and liver cir-
rhosis in Brazil. By producing estimates of YLL, 
YLD and DALY for Brazil and its regions, this 
study helped to characterize the morbidity and 
mortality profiles and, therefore, the impacts of 
these disabilities on the population. Further-
more, they also facilitate comparative analysis, 
due to the distribution by gender and age range, 
of alcohol use/dependence and cirrhosis, typify-
ing this disease process in Brazil, as well as pro-
viding information for government actions.

On the other hand, certain limitations should 
be highlighted. Firstly, there was a lack of pop-
ulation studies on the subject, requiring the use 
of parameters from various studies for the con-
struction of indicators. Besides this, the studies 
used for the estimation of parameters such as the 
hepatitis survey16, were conducted in the Brazil-
ian state capitals and then extrapolated to the rest 
of the country, which could mean that they do 
not adequately portray the other cities. 

Another point to note was the absence of 
data on the age range distribution for the prev-
alent cases of cirrhosis in the population, which 
led to the use of the distribution of this disease 
from the SIM system. Finally, the absence of spe-
cific data for alcoholic cirrhosis did not permit 
the breakdown of the data for the category of 
“alcohol and others”. Thus, despite the greater 
proportion of this category being due to alcohol, 
one should emphasize that there was also the in-
fluence of other liver diseases that could have a 
epidemiological behavior different from that of 
alcoholic cirrhosis. 

Alcohol use/dependence is a major concern 
of the health service, since today its use at in-
creasingly earlier age ranges has been observed 
and which is often associated with risk situations, 
such as driving under the influence of alcohol14. 
Thus, the present study provides information to 
enable preventive actions against alcohol abuse, 
by demonstrating the higher values for DALY in 
the age range of 15-29 year, and indicating the 
importance of adopting specific actions for this 
age range. Generally, in this age range there are 
constant changes in people’s lives, such as go-
ing to university, more socializing with friends 
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(compared to before when the social circle was 
based on the family environment) and entry into 
the labor market. These situations can generate 
sources of stress which may be associated with 
the increased use of alcohol22,23. Thus, preventive 
actions in these age ranges, such as limiting the 
sale of alcoholic beverages, higher taxation and 
restrictions on the places/hours could help re-
duce the alcohol use/dependence24.

 On the other hand, cirrhosis due to alcohol 
and other causes presented higher rates in the 
age range of 45-59 years. This data suggested that 
actions to reduce alcohol consumption in the 
earlier age ranges could minimize the impact of 
this disease in the older age ranges, given the un-
derlying reason for these diseases. Also, it should 
be emphasized that there is the need to equip the 
health service system to allow the early diagno-

sis and appropriate treatment of alcohol depen-
dence in order to prevent the subsequent effect of 
cirrhosis on patients’ lives. 

 Finally, this study pointed to some develop-
ments. Given that alcohol use is an important 
risk factor for liver disease25, it is necessary to 
calculate the total percentage of cirrhosis attrib-
utable to alcohol, aiming at understanding its 
influence on the population disease burden and 
proposing preventive actions. Another point to 
note is the lack of population-based studies, as 
well as those of a longitudinal nature in order to 
obtain a better understanding of the disease pro-
file from these causes among the population. We 
also suggest that investments be made in cost-ef-
fectiveness studies, in which the impact of differ-
ent interventions in these diseases is assessed.

Collaborations

FB Portugal, MR Campos, JR Carvalho, LS Flor, 
JMA Schramm and MFS Costa participated 
equally in all stages of preparation of the article.

Acknowledgments

 We would like to thank the Department of Sci-
ence and Technology of MS for funding this 
study; the entire team at the Center for Applied 
Research Methods for Global Disease Burden 
Studies, especially Roberta Benitez Freitas Passos, 
Iuri Costa Leite and Joaquim Valente. We would 
also like to thank the participants in the expert’s 
consensus discussions, for their contribution to 
this study: Ângelo Alves de Mattos (RS), Cristiane 
Alves Villela-Nogueira (RJ), Francisco José Dutra 
Souto (MT), Henrique Sérgio Moraes Coelho 
(RJ), Jorge André de Segadas-Soares (RJ) and Re-
nata de Mello Perez (RJ); as well as the team that 
prepared the national survey on hepatitis coordi-
nated by Leila Maria Moreira Beltrão Pereira for 
the clarifications and details of the survey data.



500
Po

rt
u

ga
l F

B
 e

t a
l.

Ranganathan D, Razavi H, Regan M, Rehm JT, Rein DB, 
Remuzzi G, Richardson K, Rivara FP, Roberts T, Robin-
son C, De Leòn FR, Ronfani L, Room R, Rosenfeld LC, 
Rushton L, Sacco RL, Saha S, Sampson U, Sanchez-Rie-
ra L, Sanman E, Schwebel DC, Scott JG, Segui-Gomez 
M, Shahraz S, Shepard DS, Shin H, Shivakoti R, Singh 
D, Singh GM, Singh JA, Singleton J, Sleet DA, Sliwa K, 
Smith E, Smith JL, Stapelberg NJ, Steer A, Steiner T, 
Stolk WA, Stovner LJ, Sudfeld C, Syed S, Tamburlini G, 
Tavakkoli M, Taylor HR, Taylor JA, Taylor WJ, Thomas 
B, Thomson WM, Thurston GD, Tleyjeh IM, Tonelli 
M, Towbin JA, Truelsen T, Tsilimbaris MK, Ubeda C, 
Undurraga EA, van der Werf MJ, van Os J, Vavilala MS, 
Venketasubramanian N, Wang M, Wang W, Watt K, 
Weatherall DJ, Weinstock MA, Weintraub R, Weisskopf 
MG, Weissman MM, White RA, Whiteford H, Wiebe N, 
Wiersma ST, Wilkinson JD, Williams HC, Williams SR, 
Witt E, Wolfe F, Woolf AD, Wulf S, Yeh PH, Zaidi AK, 
Zheng ZJ, Zonies D, Lopez AD, AlMazroa MA, Memish 
ZA. Disability-adjusted life years (DALYs) for 291 dise-
ases and injuries in 21 regions, 1990-2010: a systematic 
analysis for the Global Burden of Disease Study 2010. 
The Lancet 2013; 380(9859):2197-2223. 
Global Health Observatory Data Repository. Patterns 
of Consumption: Heavy episodic drinking, weekly by 
country [Internet]. 2013 [cited 2013 May 11]. Available 
from: http://apps.who.int
Gadelha AMJ, Leite IC, Valente JG, Schramm JMA, 
Portela MC, Campos MR. Relatório final do projeto 
estimativa da Carga de Doença no Brasil, 1998. Rio de 
Janeiro: FENSPTEC - Tecnologias em Saúde para Qua-
lidade de Vida; 2002. 
Rehm J, Mathers C, Popova S, Thavorncharoensap 
M, Teerawattananon Y, Patra J. Global burden of di-
sease and injury and economic cost attributable to al-
cohol use and alcohol-use disorders. The Lancet 2009; 
373(9682):2223-2233. 
Rehm J, Samokhvalov AV, Shield KD. Global burden of 
alcoholic liver diseases. 2013; J Hepatol 59(1):160-168. 
Rehm J, Taylor B, Mohapatra S, Irving H, Baliunas 
D, Patra J, Roerecke M. Alcohol as a risk factor for li-
ver cirrhosis: A systematic review and meta-analysis: 
Alcohol and liver cirrhosis. Drug Alcohol Rev 2010; 
29(4):437-445. 
Murray CJL. Rethinking DALYs. In: Murray CJL, Lo-
pez AD, editors. The Global Burden of Disease: A Com-
prehensive Assessment of Mortality and Disability from 
Diseases, Injuries, and Risk Factors in 1990 and Projected 
to 2020. Cambridge: Harvard University Press; 1996.  
Murray CJ. Quantifying the burden of disease: the 
technical basis for disability-adjusted life years. Bull 
World Health Organ 1994; 72(3):429-445. 
Leite IC, Valente JG, Schramm JMA. Relatório final do 
projeto Carga de Doença do Brasil, 2008. Rio de Janeiro: 
Escola Nacional de Saúde Pública Sérgio Arouca; 2008.
Consenso. Consenso de Especialistas. Hepatite e Cirro-
se. Relatório; 2011.
Carvalho JR, Portugal FB, Campos MR, Flor LS. Diário 
de bordo de Cirrose [internet]. 2013. [acessado 2013 out 
20]. Disponível em: http://cargadedoenca.fiocruz.br

3.

4.

5.

6.

7.

8.

9.

10.

11.

12.

References

World Health Organization (WHO). Global status re-
port on alcohol and health. Geneva: WHO; 2011. 
Murray CJ, Vos T, Lozano R, Naghavi M, Flaxman AD, 
Michaud C, Ezzati M, Shibuya K, Salomon JA, Abdalla 
S, Aboyans V, Abraham J, Ackerman I, Aggarwal R, Ahn 
SY, Ali MK, Alvarado M, Anderson HR, Anderson LM, 
Andrews KG, Atkinson C, Baddour LM, Bahalim AN, 
Barker-Collo S, Barrero LH, Bartels DH, Basáñez MG, 
Baxter A, Bell ML, Benjamin EJ, Bennett D, Bernabé E, 
Bhalla K, Bhandari B, Bikbov B, Bin Abdulhak A, Birbe-
ck G, Black JA, Blencowe H, Blore JD, Blyth F, Bolliger 
I, Bonaventure A, Boufous S, Bourne R, Boussinesq M, 
Braithwaite T, Brayne C, Bridgett L, Brooker S, Brooks 
P, Brugha TS, Bryan-Hancock C, Bucello C, Buchbin-
der R, Buckle G, Budke CM, Burch M, Burney P, Burs-
tein R, Calabria B, Campbell B, Canter CE, Carabin 
H, Carapetis J, Carmona L, Cella C, Charlson F, Chen 
H, Cheng AT, Chou D, Chugh SS, Coffeng LE, Colan 
SD, Colquhoun S, Colson KE, Condon J, Connor MD, 
Cooper LT, Corriere M, Cortinovis M, de Vaccaro KC, 
Couser W, Cowie BC, Criqui MH, Cross M, Dabhadkar 
KC, Dahiya M, Dahodwala N, Damsere-Derry J, Da-
naei G, Davis A, De Leo D, Degenhardt L, Dellavalle R, 
Delossantos A, Denenberg J, Derrett S, Des Jarlais DC, 
Dharmaratne SD, Dherani M, Diaz-Torne C, Dolk H, 
Dorsey ER, Driscoll T, Duber H, Ebel B, Edmond K, 
Elbaz A, Ali SE, Erskine H, Erwin PJ, Espindola P, Ewoi-
gbokhan SE, Farzadfar F, Feigin V, Felson DT, Ferrari A, 
Ferri CP, Fèvre EM, Finucane MM, Flaxman S, Flood 
L, Foreman K, Forouzanfar MH, Fowkes FG, Fransen 
M, Freeman MK, Gabbe BJ, Gabriel SE, Gakidou E, 
Ganatra HA, Garcia B, Gaspari F, Gillum RF, Gmel G, 
Gonzalez-Medina D, Gosselin R, Grainger R, Grant B, 
Groeger J, Guillemin F, Gunnell D, Gupta R, Haagsma 
J, Hagan H, Halasa YA, Hall W, Haring D, Haro JM, 
Harrison JE, Havmoeller R, Hay RJ, Higashi H, Hill 
C, Hoen B, Hoffman H, Hotez PJ, Hoy D, Huang JJ, 
Ibeanusi SE, Jacobsen KH, James SL, Jarvis D, Jasrasa-
ria R, Jayaraman S, Johns N, Jonas JB, Karthikeyan G, 
Kassebaum N, Kawakami N, Keren A, Khoo JP, King 
CH, Knowlton LM, Kobusingye O, Koranteng A, Krish-
namurthi R, Laden F, Lalloo R, Laslett LL, Lathlean T, 
Leasher JL, Lee YY, Leigh J, Levinson D, Lim SS, Limb E, 
Lin JK, Lipnick M, Lipshultz SE, Liu W, Loane M, Ohno 
SL, Lyons R, Mabweijano J, MacIntyre MF, Malekzadeh 
R, Mallinger L, Manivannan S, Marcenes W, March L, 
Margolis DJ, Marks GB, Marks R, Matsumori A, Mat-
zopoulos R, Mayosi BM, McAnulty JH, McDermott 
MM, McGill N, McGrath J, Medina-Mora ME, Meltzer 
M, Mensah GA, Merriman TR, Meyer AC, Miglioli V, 
Miller M, Miller TR, Mitchell PB, Mock C, Mocumbi 
AO, Moffitt TE, Mokdad AA, Monasta L, Montico M, 
Moradi-Lakeh M, Moran A, Morawska L, Mori R, Mur-
doch ME, Mwaniki MK, Naidoo K, Nair MN, Naldi L, 
Narayan KM, Nelson PK, Nelson RG, Nevitt MC, New-
ton CR, Nolte S, Norman P, Norman R, O’Donnell M, 
O’Hanlon S, Olives C, Omer SB, Ortblad K, Osborne 
R, Ozgediz D, Page A, Pahari B, Pandian JD, Rivero AP, 
Patten SB, Pearce N, Padilla RP, Perez-Ruiz F, Perico N, 
Pesudovs K, Phillips D, Phillips MR, Pierce K, Pion S, 
Polanczyk GV, Polinder S, Pope CA 3rd, Popova S, Por-
rini E, Pourmalek F, Prince M, Pullan RL, Ramaiah KD, 

1.

2.



501
C

iên
cia &

 Saú
de C

oletiva, 20(2):491-501, 2015

Mathers C, Ayuso-mateos JL. Global burden of alcohol 
use disorders in the Year 2000: summary of methods and 
data sources. Geneva: World health Organization; 2000. 
Laranjeira R, Pinsky I, Zaleski M, Caetano R. I Levanta-
mento Nacional sobre os Padrões de Consumo de Álcool 
na População Brasileira. Brasília: Secretaria Nacional 
Antidrogas; 2007. 
Passos RBF. Transtornos mentais decorrentes do uso 
de álcool (uso nocivo e dependência). [internet]. 2013. 
[acessado 2013 out 20]. Disponível em: http://cargade 
doenca.fiocruz.br.
Pereira LMMB, Ximenes RAA, Moreira RC. Estudo de 
prevalência de base populacional das infecções pelos vírus 
das hepatites A, B e C nas capitais do Brasil. Recife: Uni-
versidade Federal do Pernambuco; 2010. 
Coelho HSM, Segadas JAS, Lobo MS. Etiologia da cirro-
se no Brasil – Inquérito epidemiológico 2001. São Paulo: 
Sociedade Brasileira de Hepatologia; 2001. (dados não 
publicados). 
Schramm JMA, Oliveira AF, Leite IC, Valente JG, Ga-
delha ÂMJ, Portela MC, Campos MR. Transição epide-
miológica e o estudo de carga de doença no Brasil. Cien 
Saude Colet 2004; 9(4):897-908. 
Lozano R, Naghavi M, Foreman K, Lim S, Shibuya K, 
Aboyans V, Abraham J, Adair T, Aggarwal R, Ahn SY, 
Alvarado M, Anderson HR, Anderson LM, Andrews 
KG, Atkinson C, Baddour LM, Barker-Collo S, Bar-
tels DH, Bell ML, Benjamin EJ, Bennett D, Bhalla K, 
Bikbov B, Bin Abdulhak A, Birbeck G, Blyth F, Bolliger 
I, Boufous S, Bucello C, Burch M, Burney P, Carape-
tis J, Chen H, Chou D, Chugh SS, Coffeng LE, Colan 
SD, Colquhoun S, Colson KE, Condon J, Connor MD, 
Cooper LT, Corriere M, Cortinovis M, de Vaccaro KC, 
Couser W, Cowie BC, Criqui MH, Cross M, Dabhadkar 
KC, Dahodwala N, De Leo D, Degenhardt L, Delossan-
tos A, Denenberg J, Des Jarlais DC, Dharmaratne SD, 
Dorsey ER, Driscoll T, Duber H, Ebel B, Erwin PJ, Es-
pindola P, Ezzati M, Feigin V, Flaxman AD, Forouzanfar 
MH, Fowkes FG, Franklin R, Fransen M, Freeman MK, 
Gabriel SE, Gakidou E, Gaspari F, Gillum RF, Gonzalez-
Medina D, Halasa YA, Haring D, Harrison JE, Havmo-
eller R, Hay RJ, Hoen B, Hotez PJ, Hoy D, Jacobsen KH, 
James SL, Jasrasaria R, Jayaraman S, Johns N, Karthike-
yan G, Kassebaum N, Keren A, Khoo JP, Knowlton LM, 
Kobusingye O, Koranteng A, Krishnamurthi R, Lipnick 
M, Lipshultz SE, Ohno SL, Mabweijano J, MacIntyre 
MF, Mallinger L, March L, Marks GB, Marks R, Mat-
sumori A, Matzopoulos R, Mayosi BM, McAnulty JH, 
McDermott MM, McGrath J, Mensah GA, Merriman 
TR, Michaud C, Miller M, Miller TR, Mock C, Mocum-
bi AO, Mokdad AA, Moran A, Mulholland K, Nair MN, 
Naldi L, Narayan KM, Nasseri K, Norman P, O’Donnell 
M, Omer SB, Ortblad K, Osborne R, Ozgediz D, Paha-
ri B, Pandian JD, Rivero AP, Padilla RP, Perez-Ruiz F, 
Perico N, Phillips D, Pierce K, Pope CA 3rd, Porrini E, 
Pourmalek F, Raju M, Ranganathan D, Rehm JT, Rein 
DB, Remuzzi G, Rivara FP, Roberts T, De León FR, Ro-
senfeld LC, Rushton L, Sacco RL, Salomon JA, Sampson 
U, Sanman E, Schwebel DC, Segui-Gomez M, Shepard 
DS, Singh D, Singleton J, Sliwa K, Smith E, Steer A, 
Taylor JA, Thomas B, Tleyjeh IM, Towbin JA, Truelsen 

T, Undurraga EA, Venketasubramanian N, Vijayaku-
mar L, Vos T, Wagner GR, Wang M, Wang W, Watt K, 
Weinstock MA, Weintraub R, Wilkinson JD, Woolf AD, 
Wulf S, Yeh PH, Yip P, Zabetian A, Zheng ZJ, Lopez AD, 
Murray CJ, AlMazroa MA, Memish ZA. Global and re-
gional mortality from 235 causes of death for 20 age 
groups in 1990 and 2010: a systematic analysis for the 
Global Burden of Disease Study 2010. The Lancet 2013; 
380(9859):2095-2128. 
Whiteford HA, Degenhardt L, Rehm J, Baxter AJ, Fer-
rari AJ, Erskine HE, Charlson FJ, Norman RE, Flaxman 
AD, Johns N, Burstein R, Murray CJ, Vos T. Global bur-
den of disease attributable to mental and substance use 
disorders: findings from the Global Burden of Disease 
Study 2010. The Lancet 2013; 382(9904):1575-1586. 
Samokhvalov AV, Popova S, Room R, Ramonas M, 
Rehm J. Disability Associated With Alcohol Abuse and 
Dependence: disability associated with alcohol abuse 
and dependence. Alcohol Clin Exp Res 2010; 34(11): 
1871-1878. 
Andrade AG de. Fatores associados ao consumo de ál-
cool e drogas entre estudantes universitários. Rev Saude 
Publica 2006; 40(2):280-288. 
Schenker M, Minayo MCS. Fatores de risco e de prote-
ção para o uso de drogas na adolescência. Cien Saude 
Colet 2005; 10(3):707-717. 
Laranjeira R, Romano M. Consenso brasileiro sobre 
políticas públicas do álcool. Brazilian consensus on 
public policies on alcohol. Rev Bras Psiquiatr 2004; 
26(Supl. I):68-77. 
Rehm J, Baliunas D, Borges GLG, Graham K, Irving 
H, Kehoe T, Parry CD, Patra J, Popova S, Poznyak V, 
Roerecke M, Room R, Samokhvalov AV, Taylor B. The 
relation between different dimensions of alcohol con-
sumption and burden of disease: an overview. Addic-
tion 2010; 105(5):817-843. 

Article submitted 09/03/2014
Approved 03/08/2014
Final version submitted 05/08/2014

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.




