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Abstract

Alcohol is part of the history of humanity, seemingly as a result of
countless factors including the easy production of alcoholic beverages
in practically all regions of the world. The authors studied aspects of
the use of and the dependence on alcohol in Brazil, through a house-
hold survey conducted by Centro Brasileiro de Informações sobre
Drogas Psicotrópicas (CEBRID). A total of 8,589 interviews were
held in 107 of the largest cities in Brazil, all of them with more than
200 thousand inhabitants. The study was planned to gather informa-
tion within the household environment about a stratified probabilistic
sample obtained in three selection phases: 1) the censitaire sectors for
each municipality, 2) a systematic randomized sampling, and 3)
drafting a respondent by lot in each household to provide information.
Approximately 11.2% of the subjects were concerned with their own
consumption of alcohol. The signs/symptoms of the syndrome of
dependence evident in a greater percentage were the desire to stop or
reduce the use of alcohol and to stop or reduce resorting to alcoholic
beverages more often than desired, as reported by 14.5 and 9.4% of the
respondents, respectively. The regions in Brazil with the highest
percentage of dependents were the North (16.3%) and the Northeast
(19.9%). According to the estimates obtained in the survey, 5.2% of
the teenagers were concerned about the use of alcohol. The estimates
obtained in this survey reveal a need to implant specific preventive
programs for the problem of alcohol, especially for the very young.

Correspondence
J.C.F. Galduróz

Rua Napoleão de Barros, 925

04024-002 São Paulo, SP

Brasil

Fax: +55-11-5084-2793

E-mail: galduroz@psicobio.epm.br

Research supported by Secretaria

Nacional Antidrogas, Presidência

da República, Brazil, the USA

Embassy, AFIP, and CNPq.

Publication supported by FAPESP.

Received March 3, 2006

Accepted January 3, 2007

Key words
• Alcohol
• Household survey
• Dependence
• Brazil

Introduction

Alcohol is part of the history of human-
ity, seemingly as a result of countless factors
among which the ease with which alcoholic
beverages are produced in practically all of
the regions of the world; moreover, the ef-
fects of consumption contribute to the use of
alcohol in different contexts (1).

Brazil, the largest country in Latin Amer-
ica, with a territory of 8,500,000 km2 and
with a population of 174,200,000 inhabit-
ants according to the 2000 census (2), was
colonized by Portugal starting in the 16th
century. Approximately 5 to 7 million Indi-
ans lived in the country at that time, with
intense miscegenation occurring between
Portuguese and Indians, especially in the
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North and Northeast. At first the Indians
were enslaved; however, since they did not
adapt to slave work, the use of black Afri-
cans as slaves became the rule. From the
beginning of the 18th century, slave traffic
to Brazil became intense, mainly in the North-
east, so much so that, at the end of the
century, in the State of Bahia (the Northeast)
the proportion of black/white inhabitants was
of 4/1. The 19th and early 20th centuries saw
great waves of European immigrants: Ger-
mans and Italians in the states of the South;
Italians, Spaniards, and other European na-
tionalities in the Southeast.

In Northern Brazil, exploitation of the
rich biodiversity of the Amazon region was
always the mainstay of the economy. The
Northeast is fundamentally agricultural, with
sugarcane as the main crop; agribusiness
(cattle and soybean) predominates in the
Midwest with industrial and agricultural ac-
tivities in the Southeast and South.

The use of alcoholic beverages in Brazil
dates back to before the arrival of the Portu-
guese navigators: the Brazilian Indians used
cauim, an alcoholic beverage obtained by
fermenting maize. Because sugarcane was
readily available, “cachaça or pinga”, a dis-
tillate containing 40 to 48% ethyl alcohol,
became extremely popular from the start of
the Portuguese colonization.

However, the real magnitude of the con-
sumption of alcohol in Brazil has been little
investigated, although some studies have
shown the outstanding role of alcoholic bever-
ages in the country as, beyond any doubt, the
psychotropic substance most consumed and
responsible for the highest indices of prob-
lems subsequent to its use. As an example, in
three urban areas in Brazil (Brasília, São Paulo,
and Porto Alegre) the prevalence of abuse of/
dependence on alcohol ranged from 7.6% (in
São Paulo) to 9.2% (in Porto Alegre) among
the adult population, at a proportion of some
15 men to every woman (3). Another survey
involving four Brazilian capitals (Salvador,
Recife, Brasília, and Curitiba) showed that

27.2% of 865 victims of traffic accidents pre-
sented alcoholemia higher than 0.6 g/L - the
limit permitted today by the National Traffic
Code (4). Also, alcohol was responsible for
approximately 90% of the hospitalizations that
occurred in Brazil due to dependence/psycho-
sis produced by psychotropic substances over
the course of 12 consecutive years (1988-
1999), with a predominance of men (some 15
men to every woman), 83% of them older than
30 years (5).

Furthermore, consumption of alcoholic
beverages is not restricted to the adult popu-
lation but also occurs among Brazilian ado-
lescents, with a prevalence of heavy alcohol
users (defined as use of twenty times or more
in the month prior to the study) estimated in
the ten largest cities in the country (6-9)
ranging from 5.1% in Belém to 10.1% in São
Paulo. Other data on the use of alcohol avail-
able in the country refer to specific studies
conducted, for example, on students (10)
and street children (11). To implement ad-
equate prevention programs regarding the
use of psychotropic drugs within a particular
population, it is necessary, above all, to un-
derstand the actual state of this consumption
(12).

The purpose of the present study was to
determine the prevalence of lifetime use of
alcohol in the population in general and to
estimate the number of persons concerned
with their own consumption. Furthermore,
given the great sociocultural, ethnical, and
economic differences between the five geo-
graphical macroregions of Brazil (North,
Northeast, Midwest, Southeast, and South) a
comparison was made in terms of alcohol
consumption and consequences between the
two macroregions that presented the most
disparate values. The results presented in
this paper are derived from the I Household
Survey carried through for the CEBRID (13).

Material and Methods

A total of 107 cities with more than 200
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thousand inhabitants were studied. The study
was planned to gather information within
the household environment through a three-
stage sampling procedure: first, in each sam-
pling city, the censitaire sectors were se-
lected at random; the second stage consisted
of a systematic randomized sampling using
a sample interval in order to obtain 24 house-
holds; in the third stage, a respondent was
drafted in each household to provide infor-
mation concerning himself. The methodol-
ogy applied in this study is similar to that
used in the study by the Research Triangle
Institute (Substance Abuse and Mental Health
Services Administration, SAMHSA) (14).

A censitaire sector (with 200 to 300
homes) is the smallest unit for which the
Brazilian Institute of Geography and Statis-
tics supplies socioeconomic information (2).
This information was used to define by mul-
tivariate statistical techniques homogeneous
groups named strata in each city, to ensure
precision of the estimates with relatively
small samples. The number of sectors ranged
from 1 to 60 depending on the population of
the city, and the number of homes researched
in each sector was fixed a priori at 24.
Homes were selected in a systematic way,
with a random start, with the sample thus
being close to a simple random sample. All
of the interviewers were told that, they should
not include shops, hospitals, factories, hos-
tels, hotels, etc. in their counts. In the case of
apartment buildings, each apartment would
be the equivalent of a home.

The selection of the respondent in each
home was random, independent of the inter-
viewer, so as not to always interview the
person that was at home at the time of the
interview, which would alter an equal chance
for all possible respondents in the home
(13,15).

The selection of the individual to be in-
terviewed in each residence was determined
by random criteria. After three failed at-
tempts to locate the target interviewee, or
whenever one of the following occurred:

total refusal, physical or mental impairment,
obstruction by a family member, or inability
to comply due to a trip, hospitalization or
inappropriate schedule considering the safety
of the interviewer, a substitute with an equiva-
lent socioeconomic profile, of the same gen-
der and age group and living in the same
census sector was selected.

Only persons aged 12 to 65 years were
drawn by lot. The index of persons drawn
who refused to give an interview was 9.3%.
Refusals occurred primarily in homes lo-
cated in more privileged socioeconomic re-
gions. Interviews in shantytowns took place
after prior contact with the Residents’ Asso-
ciation in each shantytown, with someone
appointed by the Association to accompany
the interviewer. The interviewers had no
problems with the field research in any sec-
tor.

The interviewers were trained in order to
standardize the procedures used to approach
both the homes and those interviewed and
were also specifically trained in the execu-
tion of the interview, with knowledge con-
cerning the questionnaire and psychotropic
drugs. They were instructed to interview the
person whose name was drawn, in a place as
isolated as possible in order to ensure free-
dom and privacy of the person interviewed.

The questionnaire used was that of the
SAMHSA (16) translated and adapted to
Brazilian conditions. Basically, the ques-
tionnaire consists of 6 parts: the first con-
tains the explanation of the research in addi-
tion to details as to how a person should be
drawn by lot to participate in the study. The
second part refers to the sociodemographic
data of the person interviewed such as age,
gender, and ethnic background. The third
part of the questionnaire contained a “screen-
ing” of lifetime use of different psychotropic
drugs as well as anabolizing steroids. If the
response was positive for some drugs, the
interviewer moved on to the page indicated
to obtain more in-depth information about
the use of the drug in question, this being the
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fourth part of the questionnaire - details on
each drug. The fifth part of the questionnaire
included a simplification of the criteria of
the syndrome of dependence on drugs adapt-
ed from the Diagnostic and Statistic Manual
of Mental Disorders, Revised Third (DSM-
III-R) (17). Finally, the 6th part refers to the
identification of possible treatments already
undertaken by the person interviewed, plus
questions about complications resulting from
the use of alcohol. In the present article, only
data from the first five parts of the question-
naire referring exclusively to alcohol will be
reported and discussed.

The questionnaire was first translated and
administered to 50 persons in various parts
of the city of São Paulo, taking into account
the socioeconomic and cultural conditions:
50 persons answered the questionnaire twice,
with an interval of 30 days between replies.
Agreement between test and retest was ana-
lyzed by the kappa coefficient (18), with a
result of κ = 0.75.

A reliable diagnosis of dependence re-
quires a clinical interview during which the
signs/symptoms chosen from the diverse in-
struments of diagnostic criteria are assessed
qualitatively. For instance, the DSM-III-R
(14) will diagnose a person who presents 3
of the 9 signs/symptoms previously estab-
lished to define a dependence on a sub-
stance. The SAMHSA (13,16-18) has greatly
simplified the diagnosis of dependence, us-
ing only six of the signs/symptoms of the
DMS-III-R and a positive response regard-
ing only two or more of these by the person
interviewed. This concept was developed by
the National Household Surveys on Drug
Abuse in 1991 (17). The signs/symptoms
are as follows: it took a great deal of time to
obtain the drugs, to use them or to recover
from the effects; used a greater amount, or at
a frequency greater than intended; tolerance
(greater amount to produce the same ef-
fects); physical risks under the effect of drugs
or soon after the effect of the drugs (for
instance, driving, riding a motorbike, using

machinery, swimming, etc.); personal prob-
lems (with family, friends, work, with the
police, whether emotional or psychologi-
cal); the desire to reduce or to stop the use of
a specific drug.

Because, according to the SAMHSA (19),
only a questionnaire is applied to establish a
diagnosis of dependence - furthermore, with
a reduced number of criteria and responses,
in the present study, we found it convenient
to replace the term dependence with ex-
pressing “concern with one’s own consump-
tion”.

The variables studied concerning the
prevalence of consumption of psychotropic
drugs are regarded as proportions, which
permit the estimation of the use of a specific
drug in a given population. These estimates
were calculated, but were subject to sam-
pling errors inherent to the process of col-
lecting information, because this was a proba-
bilistic sample. Using the coefficient of varia-
tion, we can describe how much an estimate
may be affected by sampling errors (20-22).

The chi-square test was used for the com-
parisons between the regions Northeast and
South, with the level of significance set at P
< 0.05.

Results

Since the reports on concern over one’s
own consumption of alcohol showed a
marked contrast between the sample in the
North and Northeast in relation to the South-
east and South, the results obtained will be
presented for the three different segments of
the estimated population: total population
involving five regions of Brazil and, sepa-
rately, the population of the Northeast and of
the South.

Table 1 shows the sociodemographic
characteristics of the three study popula-
tions. In the total population that involved
107 major cities in the country, there was a
predominance of interviewees over 26 years
of age (67.1% males and 71.8% females).
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Table 1 also shows that the age ranges of the
interviewees are similar in the Northeast and
in the South and do not differ from the total
estimated population.

In contrast, there are significant ethnic
and socioeconomic differences between the
Northeast and the South (Table 2). Cauca-

sians are predominant in the South (over
80% of the population interviewed), a per-
centage more than two times greater than in
the Northeast; in contrast, the Northeast pos-
sesses approximately six times more blacks/
mulattoes than the South. The South has
almost twice the number of people belong-

Table 1. Gender and age distribution of interviewees from the total population and from the Northeast and
South of Brazil.

Age range (years)

12 to 17 18 to 25 26 to 34 >34 Total

Total population (N = 8589)
Males 511 (14.0%) 688 (18.9%) 811 (22.2%) 1686 (44.9%) 3696 (100%)
Females 489 (10.1%) 873 (18.1%) 1005 (20.9%) 2526 (50.9%) 4893 (100%)

Northeast population (N = 1644)
Males 105 (15.2%) 148 (21.4%) 158 (22.8%) 282 (40.6%) 693 (100%)
Females 103 (10.8%) 230 (24.2%) 199 (20.9%) 419 (44.1%) 951 (100%)

South population (N = 947)
Males 55 (13.2%) 73 (17.5%) 81 (19.5%) 208 (49.8%) 417 (100%)
Females 57 (10.7%) 78 (14.7%)* 86 (16.2%)* 309 (58.4%)* 530 (100%)

Data are reported as number and percent in parentheses.
*P < 0.05 compared to the Northeast population (chi-square test).

Table 2. General characteristics of interviewees from the total population (N = 8589) and from the Northeast
(N = 1644) and South (N = 947) of Brazil.

Total population Northeast population South population

Total Males Females Males Females Males Females

Ethnicity
Caucasian* 60.7% 60.4% 61.0% 34.3% 37.4% 85.6% 84.8%
Black/mulatto* 38.0% 38.4% 37.5% 65.1% 61.3% 13.9% 13.2%
Others 1.3% 1.2% 1.5% 0.6% 1.3% 0.5% 2.0%

Marital status
Married* 48.0% 50.2% 46.3% 41.7% 38.9% 53.0% 47.4%
Single* 40.3% 43.3% 38.0% 52.2% 47.9% 39.3% 33.8%
Separated 7.1% 5.0% 8.7% 4.9% 6.8% 5.1% 10.7%
Widowed 4.6% 1.5% 7.0% 1.2% 6.4% 2.6% 8.1%

Schooling (only the extremes)
Illiterate/incomplete elementary school 35.0% 36.6% 29.9%*
University degree 9.5% 6.9% 13.1%*

Socioeconomic classes
A and B 35.0% 17.0% 40.0%*
C, D and E 65.0% 83.0% 60.0%*

Data are reported as percent.
*P < 0.05 compairson of the South population to the Northeast population (chi-square test).
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Table 3. Lifetime use of alcohol by the total population (N = 8589) and by the populations of the Northeast (N
= 1644) and the South (N = 947), distributed according to gender and the age range in Brazilian cities with
over 200 thousand inhabitants.

Age range/ Total population Northeast population South population
gender

Observed 95% CI Observed 95% CI Observed 95% CI

12 to 17 years 48.3% (43.0-53.7) 45.8% (34.3-57.2) 54.5%* (37.9-71.1)
Male 52.2% (47.9-56.5) 52.4% (42.8-62.0) 56.4% (43.1-69.6)
Female 44.7% (40.2-49.1) 39.8% (30.3-49.3) 52.6%* (39.6-65.7)

18 to 24 years 73.2% (68.4-78.1) 74.3% (64.3-84.3) 77.6% (61.9-93.2)
Male 78.3% (75.2-81.4) 81.1% (74.8-87.4) 80.8% (71.7-89.9)
Female 68.2% (65.1-71.3) 67.0% (60.9-73.0) 74.4%* (64.6-84.1)

25 to 34 years 76.5% (72.0-81.0) 75.5% (65.4-85.7) 72.3% (57.7-87.0)
Male 85.6% (83.1-88.0) 84.8% (79.2-90.4) 82.7% (74.4-91.0)
Female 67.6% (64.7-70.5) 67.8% (61.3-74.3) 62.8% (61.3-78.1)

≥35 years 70.1% (67.2-73.1) 71.9% (64.7-79.2) 69.7% (74.3-85.3)
Male 82.1% (80.3-83.9) 86.2% (82.1-90.2) 79.8%* (80.3-83.9)
Female 59.5% (57.6-61.4) 60.4% (55.7-65.1) 60.8% (55.4-66.3)

Total 68.7% (63.8-73.6) 68.4% (57.3-79.6) 69.4% (54.2-84.7)
Male 77.3% (72.2-82.4) 78.4% (66.7-90.2) 77.0% (61.5-92.4)
Female 60.6% (56.4-64.8) 59.6% (50.3-69.0) 62.5% (48.9-76.0)

Data are reported as percent with confidence intervals at 95% (95% CI) in parentheses.
*P < 0.05 compared to the Northeast population (chi-square test).

Table 4. Overall prevalence of persons interviewed reporting two or more concerns with their own consump-
tion of alcohol, and comparison of the percentages of the population in general and the Northeast and South
populations.

Age range/ Total population Northeast population South population
gender

Observed 95% CI Observed 95% CI Observed 95% CI

12 to 17 years 5.2% (3.2-7.1) 9.3% (3.6-14.9) 4.5%* -
Male 6.9% (4.7-9.1) 15.2% (8.3-22.1) 5.5%* -
Female 3.5% (1.9-5.1) 3.9% (0.1-7.6) 3.5% -

18 to 24 years 15.5% (12.8-18.2) 20.5% (14.0-27.1) 14.8%* (6.4-23.1)
Male 23.7% (20.5-26.8) 31.1% (23.6-38.6) 21.9%* (12.4-31.5)
Female 7.4% (5.6-9.1) 9.1% (5.4-12.9) 7.7% (1.7-13.6)

25 to 34 years 13.5% (11.2-15.9) 22.4% (15.7-29.0) 10.7%* (3.8-17.6)
Male 20.0% (17.3-22.8) 34.8% (27.2-42.3) 16.0%* (8.0-24.1)
Female 7.1% (5.5-8.7) 12.1% (7.5-16.6) 5.8%* (0.8-10.8)

≥35 years 10.3% (8.9-11.7) 15.2% (11.1-19.3) 8.4%* (4.7-12.0)
Male 16.1% (14.4-17.9) 23.0% (18.1-28.0) 13.5%* (8.8-18.1)
Female 5.1% (4.3-6.0) 8.8% (6.1-11.6) 3.9%* (1.7-6.0)

Total 11.2% (9.1-13.3) 16.9% (11.0-22.7) 9.5%* (3.5-15.4)
Male 17.1% (14.4-19.7) 26.1% (18.6-33.5) 14.4%* (7.0-21.7)
Female 5.7% (4.3-7.1) 8.8% (5.0-12.5) 4.9%* (0.7-9.2)

Data are reported as percent with confidence intervals at 95% (95% CI) in parentheses. -, low level of
precision in the estimate.
*P < 0.05 compared to the Northeast population (chi-square test).
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ing to social classes A and B and twice the
number of people with upper level education
than the Northeast.

Comparison of the three population
samples (Table 3) shows a marked similarity
in the percentage of users, not only for the
different age brackets but also for gender
regarding lifetime use of alcohol. In the total
population, 77.3% of males and 60.6% of
females reported lifetime use of alcohol. It
can also be observed that, regardless of the
population studied and of the age range,
there was a predominance of reports of life-
time use by the male population.

Table 4 presents the percentages of inter-
viewees reporting two or more concerns re-
garding the use of alcohol. In the total esti-
mated population, 11.2% of those inter-
viewed reported such concern, a fact ob-
served three times more frequently among
men (17.1 and 5.7%, respectively) and in all
age brackets. The percentage of interview-
ees concerned with one’s own consumption
of alcohol was greater expressive, in par-
ticular in the Northeast, for all age brackets
studied, with a male:female proportion 3:1.
Another feature that is outstanding in the
Northeast is the fact that 15.2% of those
interviewed were males between the ages of
12 and 17 years reporting concern over the
use of alcohol. Table 5 shows that the per-
centages of persons concerned over con-
sumption in the Northeast were approxi-
mately twice those observed the South for
any age bracket and gender.

Table 5 shows the percentage of affirma-
tive responses for each of the signs/symp-
toms that make up a classification of de-
pendence according to that proposed by
SAMHSA which, in this study, were defined
as concern with one’s own consumption (see
Methods). Both in the total population and in
the two regions analyzed, the desire to stop
or reduce the use of alcohol presented the
highest percentages varying from 11.2% in
the South to 20.2% in the Northeast. Use in
quantities or at frequencies greater than in-

tended ranks second as a problem, as re-
ported by 13.6% of the population in the
Northeast and 8.1% of the population in the
South. On the other hand, it can be seen that,
with the exception of answers regarding
physical risks, a greater percentage of north-
eastern users responded affirmatively to cri-
teria determining concern with one’s own
consumption.

Discussion

The lifetime use of alcohol in the 107
largest cities in Brazil was 68.7%, a lower
percentage than 83.6% for Chile and 81.3%
for the US, but higher than that observed in
Colombia (35.5%). Brazilian data confirm
recent studies showing that the use of alco-
hol begins in infancy and is consolidated in
adolescence (23,24). It is important to note
that an early start in the use of alcohol may
render an adolescent more vulnerable to prob-
lems related to drinking abuse (24).

In Brazil, as in other countries, lifetime
use of alcohol was greater among males than
among females, with a differential profile
between genders. Reported frequencies are
87.3% for males and 80.5% for females in
Chile, 86.6% for males and 78.8% for fe-

Table 5. Prevalence of answers concerning the presence of different concerns with
the consumption of alcohol and comparison of the percentages of the population in
general and the Northeast and South populations.

Problems attributed to Total population Northeast South
the use of alcohol (last year) population population

1) Took a great deal of time 4.4% 8.2% 2.9%*
2) Higher frequency 9.4% 13.6% 8.1%*
3) Tolerance 5.8% 9.3% 4.6%*
4) Physical risks 6.2% 5.2% 9.8%*
5) Personal problems 7.1% 8.6% 4.8%*
6) Wished to stop or to reduce intake 14.5% 20.2% 11.2%*

Concerns with one’s own consumption of alcohol: 1) Did it take you long to obtain the
alcohol, to use alcohol or to recover from its effects? 2) Did you use a greater quantity
or alcohol or did you use it at a higher frequency than you intended? 3) Tolerance
(greater quantity to produce the same effect)? 4) Physical risks under the effect or
soon after the effect of alcohol? 5) Personal problems (family, friends, work, police,
emotional)? 6) Would you like to reduce or stop the use of alcohol?
*P < 0.05 compared to the Northeast population (chi-square test).
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males in the US, 77.3% for males and 60.6%
for females in Brazil, and 48.1% for males
and 23.6% for females in Colombia (14,23).
Regarding concerns as a result of alcohol
consumption, the prevalence was also much
greater for males (17.1%) than for females
(5.7%; Table 4).

Analysis of the components that charac-
terize concern about alcohol consumption
(the presence of at least two, according to
SAMHSA criteria) (13,19,20) showed that
the percentage of subjects showing the de-
sire to reduce intake or to stop was more
prevalent and as high as 14.5% in the present
study, but slightly lower than the value re-
ported in a US survey where this sign/symp-
tom was detected in 20.2% of the total popu-
lation (19). Another important component
was greater use than intended as reported by
9.4% of those interviewed in the population
in general, closely similar to the 7.6% rate
reported in the US study. The frequency of
personal problems reported as a result of use
of alcoholic beverages was 7.1%. Close to
5% of the subjects showed signs/symptoms
of tolerance, physical risks under the effect
of alcohol and personal problems as a result
of use of drink.

On the other hand, in the male popula-
tion, the relationship between lifetime use
(77.3%) and concern with consumption
(17.1%) was 4.5:1, whereas for females, this
proportion was 10.6:1. In other words, for
every group of 10 women with lifetime use,
only one reported at least two criteria of

concern about her own consumption of alco-
hol.

The prevalence of persons who met at
least two criteria for concern about their own
drinking habits ranked above 16% both in
the North and Northeast and was below 10%
in the Southeast and South. There are marked
sociocultural differences between the North-
east and South regions (Table 2), although
none of these characteristics may, a priori,
be deemed responsible for differences in
consumption.

However, different preferences for drinks
exist between the Northeast and South re-
gions. While in the Northeast there is a pre-
dominance of beer and “cachaça” (sugar-
cane spirits), in the South, owing to a strong
contingent of European immigrants (Italian
and German), the use of wine is culturally
more accepted (13). The difference between
North/Northeast and South may be due to
the type of drink used and the culture involv-
ing these uses. Thus, the use of “cachaça”, a
distillate with approximately 50% alcohol,
is regarded by the population as the main
alcoholic beverage responsible for ill ef-
fects, whereas in the South drinking wine at
mealtimes is a traditional behavior passed
down over generations and considered to be
healthy. A fact of greater concern is the
evidence that in Brazil as a whole 5.2% of
teenagers (ages 12 through 17 years) satis-
fied at least two criteria regarding their own
consumption of alcohol, with these values
reaching 9% in the North and Northeast.
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