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Abstract The study objective was to describe the
profile and factors related to alcohol consumption
among emergency room visits by external caus-
es. It is a cross-sectional study with data from
the Survey of Violence and Injuries in Emergen-
cy between September and October 2011, in 24
state capitals and the Federal District. Statistical
analysis were performed for all cases treated in
selected services, comparing the characteristics of
the victims, according to the statement of alcohol
consumption. 33,289 visits to emergency rooms by
external causes in the population above 18 years of
age were included. The prevalence of self-report-
ed statement of alcohol consumption among these
services was 14.9% for the 24 capitals and the Fed-
eral District, and was significantly higher among
visits by violent causes than by accidents. For both
accidents and violence the associated causes were
victims male, black/brown, less educated, mem-
bers of specific populations, occurrences on public
roads. The results support global discussions on the
importance of establishing policies and legal mea-
sures to restrict the consumption of alcohol and ve-
hicular direction, control advertising of alcoholic
beverages, and laws normalizing the functioning
of sales points of alcoholic beverages.
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Introduction

The harmful use of alcohol is considered one
of the most important risk factors affecting the
health status of different population groups.
According to estimates by the World Health Or-
ganization (WHO), this habit is responsible for
approximately 2.3 million premature deaths an-
nually worldwide. Injuries from external causes
(accidents and violence) represent more than
one-third of all deaths due to alcohol consump-
tion and affect not only the direct consumer but
other groups, including pedestrians and cyclists,
who can be injured by an intoxicated driver'.

External causes of morbidity are of great im-
portance in public health because of their mag-
nitude and impact on people’s lives, particularly
in developing countries*’. According to the Pan
American Health Organization (PAHO)*, exter-
nal factors are the main cause of reduced lifespan
in two-thirds of the American countries, and traf-
fic accidents, homicides, and suicides are among
the five leading causes of premature death.

Alcohol consumption has been associated
with many different types of injuries from ex-
ternal causes, including those related to traffic,
falls, burns, sports, labor, and interpersonal and
self-inflicted violence. In the Americas, violence
and injuries due to traffic deserve attention as a
public health problem’.

The first national survey on the patterns of
alcohol consumption in the Brazilian popula-
tion® was conducted between 2005 and 2006 and
found that 52% of Brazilians over 18 years of age
consumed alcohol at least once a year. This rate
was 65% among men and 41% among women.
In the group of adults who consumed alcohol,
60% of men and 33% of women consumed > 5
drinks on the occasion of highest consumption
in the last year. Of all adult men, 11% consumed
alcohol every day, and 28% consumed alcohol
14 times a week®. With the implementation of
the telephone-based surveillance of risk and pro-
tective factors for chronic diseases system (VIG-
ITEL), in which alcohol consumption is one of
the research topics, it was possible to evaluate
the alcohol consumption pattern in the Brazil-
ian adult population. According to Moura and
Malta’, VIGITEL data showed that, in 2006, the
habitual consumption of alcoholic beverages
reached 38.1% of the study population, and alco-
hol abuse reached 16.2% of the population; these
rates were higher in men compared with women.
Since then, alcohol abuse has increased gradually
in both genders.

In 2006, the Ministry of Health established
the Brazilian Surveillance System for Violence
and Accidents (Sistema de Vigilancia de Violén-
cias e Acidentes/VIVA). This surveillance system
is structured into two components: 1) surveil-
lance of the cases of violence and accidents in
hospital emergency units, aiming to characterize
emergency care for external causes, and 2) sur-
veillance of the cases of sexual, domestic and/or
other interpersonal violence, which considers the
legal requirements for notification of violence
against children, adolescents, women, and older
adults®.

Injuries from external causes attributed to al-
cohol consumption have increased worldwide, a
problem that is more obvious in the health care
provided in emergency services. The assessment
of emergency care constitutes an effective strate-
gy to collect relevant information on the correla-
tion between alcohol use and external causes and
fosters the development of public policies aimed
at more effective and large-scale interventions'.

This study aimed to describe the profile and
factors associated with alcohol consumption in
emergency care for external causes based on data
obtained from the VIVA 2011 survey conducted
in 24 state capitals and the Federal District.

Methods

This cross-sectional study used data obtained
from the VIVA survey, conducted between Sep-
tember and November 2011 in 71 urgent and
emergency care units from the Unified Health
System (Sistema Unico de Satde/SUS) in the
Federal District and in 24 Brazilian state capitals,
except Manaus, in the state of Amazonas, and Sdo
Paulo, in the state of Sao Paulo, which did not
conduct the survey for operational reasons. The
inclusion of the selected units has been validated
by the local teams according to the following cri-
teria: 1) health care units authorized to provide
urgent and emergency care services according
to the National Register of Health Facilities (Ca-
dastro Nacional de Estabelecimentos de Saude/
CNES); 2) availability of records on the number
of hospitalizations due to external causes ob-
tained from the Hospital Information System
of the Unified Health System (Sistema de Infor-
magdes Hospitalares/SIH/SUS); and 3) number
of health care visits identified in the VIVA sur-
veys conducted in 2006, 2007, and 2009°'.

For data collection, the period of 30 consec-
utive days was considered and divided into 12-



hour shifts, totaling 60 work shifts, 30 during the
daytime (7:00 a.m. to 6:59 p.m.) and 30 during
the nighttime (7:00 p.m. to 6:59 a.m.). The proce-
dure adopted for the selection of the work shifts
was cluster sampling in a single-stage selection,
and the shift was the primary sampling unit. The
number of shifts drawn in each establishment
was obtained as a function of the minimum sam-
ple size (2,000 per capital) and the average num-
ber of emergency care visits for external causes
during working hours, assuming a coefficient of
variation of < 30% and a standard error of < 3°'%.

All the victims of external causes who sought
care for the first time in the urgent and emer-
gency services in the shifts selected by casting
lots and who agreed to participate in the study
were eligible for the interview. Data were collect-
ed using a standardized form applied by trained
personnel. The emergency care visits were divid-
ed into two groups according to intentionality:
a) accident—defined as “an unintentional and
avoidable event that causes physical and emo-
tional injuries in domestic or social settings, in-
cluding work, school, sports, and leisure”? (traf-
fic accidents, falls, burns, cuts, objects falling on
the person, poisoning, suffocation, and drown-
ing, among others),and b) violence—defined as
“the use of force against a group or community
that either results in or can potentially result in
injury, death, psychological harm, developmental
disability, or deprivation™ (self-harm, abuse, and
assault).

The self-report of alcohol consumption was
obtained using the following question: Did you
consume alcohol in the six hours prior to the event
[which motivated you to seek this health care ser-
vice]? The records of emergency care visits for
external cases of patients aged > 18 years were
included in the present analysis, considering the
following variables:

a) Sociodemographic: gender (male, female),
age group (18-29, 30-39, 40-59, > 60 years), eth-
nicity/skin color (white, black/brown [mixed],
yellow/indigenous), education level (0-8, > 9
years), and specific population groups;

b) Event: place of occurrence (residences,
public places, schools, recreational areas, busi-
nesses, industry/construction areas, etc.), nature
of injury (no physical injury, bruise, cut/lacera-
tion/amputation, sprain/dislocation, fracture,
trauma, other), body part affected (head/neck,
chest/abdomen/pelvis, extremities, multiple or-
gans/regions), self-report of alcohol use, type of
event (accidents, violence), type of occurrence
(assault/abuse, drowning, self-harm, injury

from firearms, traffic accident, poisoning/intox-
ication, fall, injury from a sharp object, accident
involving animals, suffocation/choking, collision
against object/person, sprain, burn, object falling
on the person, foreign body, compression be-
tween/within objects, other accidents);

¢) Emergency visit: means of transportation
to the hospital (on foot, private vehicle, SAMU
[Servico de Atendimento Moével de Urgéncia
(Mobile Emergency Care Service)]/ambulance/
rescue, bus/van, police car, etc.), period of visit
(nighttime, daytime), day of visit (Monday to
Friday, Saturday and Sunday), and outcome (dis-
charge, admission, outpatient referral, evasion,
death).

The analyses were performed for the total
number of visits to the selected units by com-
paring the profile of the victims according to
self-report of alcohol consumption. The null hy-
pothesis of independence between the qualitative
variables was assessed using the chi-square test
and a significance level of 5%. The prevalence ra-
tios and 95% confidence intervals were estimated
using a Poisson regression. The “svy” module in
Stata software version 11 (Stata Corp., College
Station, TX, United States) was used, which is
suitable for obtaining unbiased estimates when
data are obtained from complex sampling de-
signs.

The VIVA survey 2011 was approved by the
National Research Ethics Committee (Comissao
Nacional de Etica em Pesquisa—~CONEP). Addi-
tional information on the sampling design, or-
ganization, and operationalization of the survey
can be obtained from other publications®!!.

Results

In the VIVA survey 2011, 33,289 urgent and emer-
gency visits for external causes were evaluated in
the population aged > 18 years with valid infor-
mation on alcohol consumption in the six hours
prior to the event that led the victim to seek med-
ical care. Among these visits, the prevalence of
self-reported alcohol consumption was 14.9% for
all state capitals and the Federal District. Among
the visits by victims of accidents, the prevalence
of alcohol consumption was 11.4%, varying be-
tween 5.1% in Macap4, in the state of Amapd,
and 21.5% in Salvador, in the state of Bahia. For
visits by victims of violence, the prevalence of al-
cohol consumption was 44.1%, varying between
33.4% in Vitoria, in the state of Espirito Santo,
and 56.9% in Recife, in the state of Pernambuco.
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Figure 1 shows the distribution of the prevalence
of self-reported alcohol consumption, according
to each municipality and by event type.

Table 1 shows the distribution of self-report-
ed alcohol consumption among the emergency
visits for external causes. Alcohol consumption
was significantly higher for the visits by victims
of violence, primarily among those of male gen-
der, among those aged 18-39 years, and among
those who declared themselves of black/brown
ethnicity. Moreover, alcohol consumption was
higher among individuals with less education,
for members of specific population groups (vil-
lagers, Quilombola communities, homeless), and
for emergency visits at night and on weekends.

Table 2 shows the factors associated with al-
cohol consumption stratified by type of event
(accident or violence). Among the visits for ac-
cidents, the prevalence of self-reported alcohol
consumption was significantly higher among
men, among those who declared themselves of
black/brown ethnicity, among those with low
education levels, and among members of spe-
cific population groups. Alcohol consumption
was significantly lower among older people com-
pared with younger groups. There was a higher
percentage of self-reported alcohol consumption

among patients who experienced injuries in pub-
lic places compared with injuries that occurred
in residences. Among the visits by victims of vi-
olence, self-reported alcohol consumption pre-
vailed among men, among those of black/brown
and yellow/indigenous ethnicities, among those
with lower education levels, and among those
from specific population groups. The percentage
of self-reported alcohol consumption was higher
among patients who experienced events in pub-
lic places, recreational areas, and businesses com-
pared with events that occurred in residences.
Table 3 presents the characteristics of emer-
gency visits for external causes and their asso-
ciation with alcohol consumption by type of
event. Among the emergency care visits for ac-
cidents, the percentage of self-reported alcohol
consumption was higher among patients who
experienced accidents that affected body seg-
ments such as head/neck and multiple organs/
regions. The highest percentage of self-reported
alcohol consumption was observed among in-
dividuals requiring the use of different means
of public transportation to the hospital, among
those needing care at night and on weekends, and
among those whose visits resulted in hospital-
ization, outpatient follow-up, or abandonment.
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Figure 1. Distribution of self-reported alcohol consumption among patients who received emergency care
permunicipality - Capitals®and the Federal District, Brazil, 2011.

Source: MS, SVS, Brazilian Surveillance System for Violence and Accidents (Sistema de Vigilancia de Violéncias e Acidentes-VIVA
survey), 2011. * Except Manaus, in the state of Amapa, and Sao Paulo, in the state of Sao Paulo.



Table 1. Distribution of self-reported alcohol consumption among patients who received emergency care
according to selected characteristics - Capitals® and the Federal District, Brazil, 2011.

Alcohol consumption
Characteristics Total Yes No P
(n=33,289)" (n=5,079)° (n=28,210)" value’
%-° %° %°
Total 100.0 14.9 85.1 -
Type of event 0.000
Accident 89.4 11.4 88.6
Violence 10.6 44.1 55.9
Gender 0.000
Female 34.3 7.7 923
Male 65.7 18.7 81.4
Age group (years) 0.000
18-29 39.1 16.6 83.4
30-39 23.7 16.9 83.1
40-59 26.0 14.5 85.5
=60 11.2 5.8 94.2
Ethnicity/skin color 0.000
White 31.8 10.8 89.2
Black/brown (mixed) 66.0 16.9 83.1
Yellow/Indigenous 2.1 14.9 85.1
Education (years) 0.000
=9 50.2 12.0 88.0
0-8 49.8 16.1 83.9
Specific population groups? 0.000
No 97.7 14.7 85.3
Yes 2.3 24.7 75.3
Period of visit 0.000
Daytime 60.3 7.9 92.1
Nighttime 39.7 25.3 74.7
Day of visit 0.000
Monday to Friday 70.1 9.8 90.2
Saturday and Sunday 30.0 26.7 73.3

Source: MS, SVS, Brazilian Surveillance System for Violence and Accidents (Sistema de Vigilancia de Violéncias e Acidentes-VIVA
survey), 2011. * Except Manaus, in the state of Amapa, and Sdo Paulo, in the state of Sdo Paulo; * Absolute number of observations;
“Weighted percentage; ¢ Includes gypsies, Quilombolas, villagers, and homeless people. * Pearson chi-square test.

With regard to emergency visits by victims of
violence, the percentage of self-reported alcohol
consumption was higher among patients whose
events affected the head/neck, among individuals
requiring the use of different means of transpor-
tation to the hospital, including private vehicles
and SAMU/ambulance/rescue, and among indi-
viduals needing care at night and on weekends.
No significant difference was observed in the
prevalence of alcohol consumption between the
victims of violence according to the outcome of
the emergency visit.

Figure 2 shows the distribution of the prev-
alence of self-reported alcohol consumption ac-
cording to the type of occurrence, using as ref-

erence the prevalence values obtained for visits
due to compression between/within objects. The
highest prevalence of self-reported alcohol con-
sumption was observed among the victims of
aggression/abuse, drowning, self-harm, injury
by firearms, traffic accidents, poisoning/intoxica-
tion, and falls.

Discussion

Alcohol consumption in emergency visits for ex-
ternal causes was self-reported in more than one-
tenth of the accidents and in approximately half
of the cases of violence, indicating the high mag-
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Table 2. Prevalence (%) of self-reported alcohol consumption among patients who received emergency care

according to sociodemographic characteristics and location of the event, stratified by type of occurrence-

Capitalsa and the Federal District, Brazil, 2011.

Accidents Violence
Alcohol consumption Alcohol consumption
Characteristics (n=3,434) (n=1,645)
% PR (95% CI) % PR (95% CI)

Gender

Female 5.7 1.00 28.8 1.00

Male 14.6 2.57 (2.26-2.91) 50.3 1.75 (1.51-2.02)
Age group (years)

18-29 12.7 1.00 43.3 1.00

30-39 12.8 1.00 (0.91-1.11) 46.5 1.07 (0.97-1.19)

40-59 11.6 0.91 (0.83-1.01) 44.7 1.03 (0.92-1.16)

> 60 4.5 0.35 (0.29-0.42) 34.9 0.81 (0.61-1.06)
Ethnicity/skin color

White 8.4 1.00 36.4 1.00

Black/brown (mixed) 13.0 1.54 (1.35-1.76) 46.5 1.28 (1.11-1.46)

Yellow/Indigenous 10.9 1.29 (0.97-1.71) 52.5 1.44 (1.10-1.89)
Education (years)

>9 9.6 1.00 37.3 1.00

0-8 12.1 1.26 (1.16-1.37) 46.8 1.26 (1.14-1.38)
Specific population groups?

No 11.3 1.00 43.6 1.00

Yes 17.2 1.52 (1.22-1.88) 57.4 1.32 (1.06-1.64)
Place of occurrence

Residence® 7.4 1.00 32.6 1.00

Public places 18.5 2.51(2.27-2.78) 46.3 1.42 (1.26-1.59)
Recreational areas 8.9 1.21 (0.98-1.50) 46.7 1.43 (1.08-1.91)

Businesses 4.5 0.61 (0.48-0.77) 66.8 2.05 (1.82-2.30)

Schools 1.7 0.23 (0.04-1.41) 5.1 0.16 (0.04-0.65)

Industry/construction areas 1.2 0.16 (0.10-0.27) 9.5 0.29 (0.08-1.04)

Other 9.2 1.25 (0.96-1.63) 36.6 1.12 (0.77-1.62)

Source: MS, SVS, Brazilian Surveillance System for Violence and Accidents (Sistema de Vigilancia de Violéncias e Acidentes-VIVA
survey), 2011. * Except Manaus, in the state of Amapa, and Sao Paulo, in the state of Sao Paulo; * Absolute number of observations;
< Weighted percentage; ¢ Includes gypsies, Quilombolas, villagers, and homeless people; ¢ Includes residences and collective
housing. PR: prevalence ratio; 95% CI: 95% confidence interval. Statistically significant differences (p < 0.05) are in bold.

nitude of the problem. Considering the num-
ber of accidents and cases of violence, alcohol
consumption was associated with the following
characteristics: male gender, black/brown ethnic-
ity, lower education level, belonging to specific
population groups, occurrence of the event in
public places, and emergency visits at night and
on weekends.

Alcohol consumption is an adapted behavior
encouraged in most cultures and communities
and is associated with celebrations, festivities,
and religious ceremonies, among other cultur-
al manifestations”. The WHO estimates that
approximately 770,000 deaths occur annually
(1.5% of all deaths worldwide) due to the use
of alcohol, at an annual cost of approximately

0.5%-2.7% of the gross domestic product (GDP)
in different countries''.

Excessive alcohol consumption is an im-
portant public health problem that directly af-
fects morbidity and mortality. There are sever-
al patterns of alcohol consumption, including
chronic consumption, that can cause harm and
dependence and can result in mental, liver, and
cardiovascular diseases, along with cancer and
other complications'>'>. A regular usage pattern
involves the consumption of excessive amounts
of alcohol in a short period of time, a practice
known in the literature as “binge drinking”. The
term is used worldwide to define “heavy episodic
drinking”'¢. The problems arising from the epi-
sodic and acute use of alcohol are also import-



Table 3. Prevalence (%) of self-reported alcohol consumption among patients who received emergency care
according to the characteristics of the emergency visit, stratified by type of occurrence-Capitals*and the Federal

District, Brazil, 2011.

Accidents Violence
Alcohol consumption Alcohol consumption
Characteristics (n=3,434)" (n=1,645)"
% PR (95% CI) % PR (95% CI)

Body segment affected

Extremities 8.8 1.00 40.4 1.00

Thorax/abdomen/pelvis 8.9 1.01 (0.87-1.18) 42.1 1.04 (0.89-1.21)

Head/neck 19.1 2.17 (1.98-2.38) 50.6 1.25 (1.12-1.39)

Multiple organs/regions 19.8 2.25 (1.99-2.55) 40.3 1.00 (0.85-1.17)
Means of transportation to the hospital

Bus/van (public transport) 49 1.00 32.0 1.00

On foot 9.4 1.92 (1.48-2.49) 39.9 1.25 (0.92-1.70)

Private vehicle 8.8 1.81 (1.51-2.17) 42.3 1.32 (1.07-1.63)

SAMU/Ambulance/Rescue 20.4 4.18 (3.43-5.10) 51.7 1.62 (1.31-2.01)

Police car 14.9 3.05 (2.01-4.60) 37.5 1.17 (0.90-1.52)

Other 10.0 2.05 (1.46-2.88) 35.3 1.10 (0.72-1.70)
Period of visit

Daytime 6.5 1.00 29.8 1.00

Nighttime 19.8 3.04 (2.72-3.39) 51.2 1.72 (1.53-1.93)
Day of visit

Monday to Friday 7.3 1.00 35.8 1.00

Saturday and Sunday 21.7 2.96 (2.58-3.41) 55.4 1.55 (1.41-1.70)
Outcome

Hospital discharge 9.8 1.00 42.3 1.00

Hospital admission 18.4 1.88 (1.67-2.11) 46.9 1.11 (0.99-1.23)

Outpatient referral 13.6 1.38 (1.14-1.68) 46.5 1.10 (0.94-1.29)

Evasion 17.4 1.78 (1.32-2.38) 48.6 1.15 (0.85-1.55)

Death 14.6 1.49 (0.67-3.35) 33.0 0.78 (0.37-1.65)

Source: MS, SVS, Brazilian Surveillance System for Violence and Accidents (Sistema de Vigilancia de Violéncias e Acidentes-VIVA
survey), 2011. * Except Manaus, in the state of Amap4a, and Sao Paulo, in the state of Sdao Paulo; ® Absolute number of observations;
¢ Weighted Percentage. PR: prevalence ratio; 95% CI: 95% confidence interval. Statistically significant differences (p < 0.05) are in

bold.

ant risk factors for violence (assault, homicide,
suicide), traffic accidents, and work-related acci-
dents, among others'>"’.

The presence of alcohol in the bloodstream
causes several neuromotor changes, depending
on the concentration. Even at low doses (0.3
dg/L, or 1 drink), alcohol can result in decreased
attention, misperception of speed, euphoria, and
difficulty discerning distinct luminance differ-
ences. Higher concentrations progressively im-
pair decision-making by interfering with reflexes
and normal behavior and can lead to intoxica-
tion, drowsiness, and even alcoholic coma'®.

The results of the current study corroborate
the association between alcohol consumption
and external causes, including accidents and vi-
olence, as has been widely reported in the liter-
ature'™'>!. Among the many problems resulting
from alcohol use, motor vehicle accidents involv-

ing cars, motorcycles, and trucks occupy a prom-
inent place. In the United States, for every 10
car accidents, 1.5 involves alcohol consumption.
Drunk driving is one of the main consequences
of the inappropriate use of alcohol and increases
the risk of traffic accidents'.

Previous WHO studies have reported even
higher rates: up to 20% of deaths from traffic
accidents have been associated with high blood
alcohol levels in high-income countries, and
33%-69% of deaths have been associated with
alcohol use in low- and medium-income coun-
tries”. Previous studies conducted in Sao Paulo
have shown that 42.5% of homicide victims who
were subjected to toxicology tests had consumed
alcohol®. In Curitiba, state of Parand, 50.2% of
the victims of interpersonal assault and accidents
with firearms or bladed weapons were under the
influence of alcohol*. Moreover, studies con-
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Injury from a sharp object’
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Figure 2. Distribution of self-reported alcohol consumption among patients who received emergency care per
type of occurrence-Capitals® and the Federal District, Brazil, 2011.

Source: MS, SVS, Brazilian Surveillance System for Violence and Accidents (Sistema de Vigilancia de Violéncias e Acidentes-VIVA
survey), 2011. * Except Manaus, in the state of Amap4, and Sao Paulo, in the state of Sdo Paulo. 'p < 0.05 (Pearson chi-square
test), using as a reference the percentage of self-reported alcohol consumption among patients who received emergency care for

compression between/within objects.

ducted in Diadema, in the state of Sao Paulo, in-
dicated a significant decrease in the number of
violent deaths after restricting the sale of alcohol-
ic beverages and closing the bars earlier at night?.

The sociodemographic characteristics de-
scribed herein related to alcohol consumption
and external causes (male gender, young age, low
socioeconomic level, and low education level)
have also been reported in national and interna-
tional studies''*".

External factors are important causes of
morbidity and mortality among young men
and strongly contribute to the reduction in life
expectancy among men®. Occurrences among
low-income and less-educated groups have also
been described in other studies, confirming the
social inequity and inequality of this outcome.
Accordingly, low-income populations live in the
suburbs, which have less public safety, increased
population density, and increased vulnerabili-
ty]9,23.

The increased occurrence of events on week-
ends and at night is also compatible with results
from the literature, possibly because it is the
most common time for gatherings, parties, and
celebrations, which can lead to increased alcohol
consumption and risk of occurrences”.

One the limitations of the study involved
sample representativeness because the study in-
cluded public urgent/emergency care services
from 24 state capitals and the Federal District,
which precluded making inferences about the
entire Brazilian population. In addition, the
study was conducted in a single month, which
precluded the analysis of the seasonality of these
events. Even with these limitations, emergency
care in general was provided in public services
because they are better equipped to provide care
for external causes, and these results were consis-
tent with those reported in the literature">'>"7,
In addition, VIVA data fill an important gap by
providing information on violence- and acci-
dent-related emergency visits and have support-
ed violence prevention policies in Brazil.

The results presented herein reinforce the
global discussions on the importance of estab-
lishing policies and legal measures to restrict
alcohol consumption and motor vehicle driv-
ing, to limit advertisements on alcohol, and to
create laws to regulate the operation of liquor
stores'***. Considering these findings, preven-
tive measures should target population segments
consisting primarily of men, individuals of black/
brown ethnicity, those with less education, those



living in vulnerable situations (villagers, Qui-
lombola communities, homeless), motor vehicle
drivers, and participants of festive events—par-
ticularly on weekends.

Other measures are noteworthy, such as the
launch of the Plan to Combat Chronic Non-Com-
municable Diseases (Plano de Enfrentamento
de Doengas Cronicas Ndo Transmissiveis)*?*
in 2011,which established goals for the decrease
of alcohol consumption and indicated the best
strategies to decrease alcohol consumption as
recommended by the WHO?: a) strengthen the
implementation of pricing policies and raise tax-
es on products derived from tobacco and alcohol
to decrease consumption; b) support the inten-
sification of surveillance measures associated
with the sale of alcoholic beverages to minors (<
18 years); ¢) strengthen educational measures of
the School Health Program (Programa Saide na
Escola/PSE) to prevent and limit tobacco use and
alcohol abuse; and d) support local initiatives to
control the sale of alcohol, establishing limited pe-
riods for sale in bars and similar places.

Other important public policy measures in-
volved bans on drinking and driving (Prohibition
Law No. 11705/2008%; New Prohibition Law No.
12.760/2012%), which resulted in decreased alco-
hol consumption after the publication of laws on
alcohol use and responsible driving®®*!. The debate
involving government, legislatures, health profes-
sionals, education professionals, society, families,
and young people is essential to improve public

policies and regulatory frameworks related to al-
cohol consumption.

More recently, other initiatives have included
the Road Safety Program, known in Brazil as ‘Pro-
grama Vida no Transito, a partnership involving
the Ministry of Health, National Traffic Depart-
ment (Departamento Nacional de Trinsito-De-
natran), Ministry of Justice, PAHO, WHO, and
Bloomberg Foundation, among other partners
working in conjunction to promote the decrease
in the number of traffic accidents, in addition to
the 2011-2020 Road Safety Plan®.

Conclusion

The VIVA survey highlights the importance of
the correlation between alcohol consumption
and external causes, particularly cases of violence/
assault, half of which are associated with alcohol
consumption. The survey allowed the identifica-
tion of events not previously identified by the SIH/
SUS system or by the mortality information sys-
tem (Sistema de Informagdo de Mortalidade/SIM)
and combined all visits to urgency/emergency care
units, including less severe cases. Therefore, the
VIVA survey has supported local planning to the
extent that managers and local teams understand
the reality of these services and the circumstances
underlying these events and can thus provide more
effective strategies for the prevention of external
causes and the promotion of health.
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