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Summary

This article describes the prevalence of at risk drinking among patients attending the primary health care sector
in the city of Sao Paulo, Brazil. Five percent of the screened population answered positively to two or more
questions on the CAGE questionnaire; 12% of male and 3% of female subjects were considered to be at risk
drinking. Patients socio-demographic characteristics were analysed by means of logistic models. Variables sex,
age, employment status and years living in Sao Paulo had significant effects on the risk of being a CAGE high-

scorer.

Introduction
The World Health Organization has in the past few
years been concerned with the impact of alcohol
problems in the health services of most nations,
particularly the less industrialized ones.'™* Planning
for the administration of alcohol problems in the
broader perspective of other health, psychosocial,
and economic problems would lead to emphasis on
using the existing resources to deal with various
aspects of alcohol problems rather than on establish-
ing separate services. The network of Primary
Health Care services in a community emerges as an
ideal setting for the management of alcohol prob-
lems. Primary Health Care has some attributes that
distinguish it from other forms of health care:’ it is
the first health contact of patients and potential
patients; it is accessible, temporally, spatially and
economically to all patients; it offers comprehensive
care, where the great majority of health problems
can be assisted; and it provides continuity of care,
and coordination with other forms of health care.
Kamerow et al.,’ in a review of the impact of
alcohol, other drug abuse and mental disorders in

medical practice, suggested that “If substance abuse
and mental disorders are common and underdiag-
nosed in primary care, and if many of them are
treatable with modern medications and therapy,
then physicians in primary care are in a position to
play a critical role”. Although the above suggestions
seem to be true for the more developed countries, its
worldwide usefulness is still to be shown.

Data about alcoholism in Brazil is scarce. In one
big city 50% of car accidents are related to drinking
driving.” In a recent community survey Santana &
Almeida using a random representative sample of
1511 individuals aged 14 years or more in a suburb
of the city of Salvador (north-east of Brazil) found
that 3.5% of the interviewees were diagnosed as
having alcoholism.® Carlini et al.® conducted 2
survey in a sample of students between 9 and 18
years old, to evaluate, among other things, the
extent of alcohol consumption. Abstinence was
found in 27% of the interviewed population; 14%
were classified as moderate drinkers and 5% as
heavy drinkers. Although the last 20 years have seen
many other studies in general hospitals and out-
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patients clinics,'®!! these investigators employed
different criteria, making it difficult to establish
judicious comparisons.

The aim of this paper is to describe the preva-
lence of at risk drinking among patients attending
the primary health care sector in the city of Sao
Paulo, and to investigate the socio-demographic
characteristics of attenders that are often associated
with this condition. The city of Sao Paulo is the key
urban development of Brazil, with its 10 million
inhabitants producing about two-fifths of the coun-
try’s industrial output.'? It is estimated that, due to
the intense migration from poorer areas of the
country, and to natural increase, the population will
double by the year 2000.!* The city has shown a
slow but continuous development of public health
services since the beginning of the century, but it is
only in the last two decades that a network of health
centres has been built to cover most of the urban
area.'* There are today 335 primary care clinics in
the city, providing free medical services mainly to
the urban poor.

Method

Sampling

In order to obtain a non-biased sample of the adult
population attending primary health clinics in the
city, a proportional stratified sampling procedure
was performed, including in its original list only
those health centres (115 out of 335) that also
offered non-specialized medical services for- the
adult population (all centres have services for
children and mothers, vaccination programimes,
dental services, public health advisory units, etc).
Forty health centres were thus selected, proportion-
ally representing all the districts of the city.
Consecutive patients aged 16 years or over, attend-
ing these clinics for consultation on the study days,
were asked to participate in the survey; the study
days covered all days of the weeks and all three
periods of surgeries (morning, afternoon and early
evening).

Instruments

Sociodemographic Questionnaire. This was used to
acquire information in a standardized way about
sex, age, marital status, race, place of birth, years
living in Sao Paulo, educational background, em-
ployment status, family income per capita, reason

for consultation and number of previous consulta-
tions with the same doctor.'3

The CAGE questionnaire. This is a well-known
instrument devised for the screening of at risk
drinking in general and clinical populations.'®!” It
consists of four items:

(1) Have you ever felt you ought to cut down on
your drinking?

(2) Have people annoyed you by criticizing your
drinking?

(3) Have you ever felt bad or guilty about your
drinking?

(4) Have you ever had a drink first thing in the
morning to steady your nerves or get rid of a
hangover?

At a cut-off point of two or more positive replies,
the CAGE has consistently shown acceptable values
of sensitivity and specificity when compared both to
clinical!®!® and laboratory criteria.?? It has been
translated into Portuguese and validated against
clinical criteria in a psychiatric hospital in Sao
Paulo.?! Since then it has been widely used,
particularly in general hospitals and general medical
clinics.

Patients were considered to be CAGE-positives
when two or more affirmative answers were given.
The term ‘at risk drinking” will be used in this text,
although we are well aware that it implies the
CAGE-positive group only.?

Procedure

Consecutive adult patients (16 years or more)
attending the selected health centres were invited to
answer the above questionnaires, before their con-
sultation, i.e. in the clinics facilities, while waiting to
be called by the doctors. Because one third of the
patients attending primary care in Sao Paulo are
illiterate, it was decided to read the items to all
patients, in order to standardize the procedure. Five
research assistants were trained for this purpose,
and they conducted the interviews privately, in
proper consulting rooms, separated from other
patients. Data thus collected were coded and
transferred to computer facilities, and analysed by
means of two statistical packages, SPSS-X?? and
GLIM.?

Results
Data collection lasted for 15 weeks, from 10
September to 18 December 1987: 1502 patients



were approached, of whom 4.6% (69 patients) did
not answer the questionnaire. Two were unable to
comply because of acute ill-health, three were deaf
and illiterate, two displayed symptoms of acutely
disturbed behaviour, and another two could not
communicate, probably due to chronic mental
deficiency. The remainder in this group simply
refused to answer the interview, even though they
did not know its content.

The screened sample consisted then of 1123
women and 310 men, a predominance of women
attenders producing a sex ratio of 1:3.6 (male/fe-
male). Subjects’ mean age was 43.8 years, ranging
from 16 to 87 years. Mean family income per person,
here expressed in pounds, was approximately £30 per
month, although its values ranged from £10 to £450
per month. Five per cent of the patients were
unemployed, 14% retired, and 43% were housewives.
Most respondents were not born in Sao Paulo (85%),
although the majority of them (84%) had been living
in the town for more than 2 years.

Table 1 shows the frequency distribution of
affirmative answers on the CAGE questionnaire. It
can be seen that exactly 5% of the screened
population scored two or more, and this is the group
considered to be at risk drinking. Men showed a rate
of caseness 4.2 times higher than women, a differ-
ence that is statistically significant at 0.01 level (chi-
square =42.8; d.f.=1). About 8% of the group aged
31-45 years were high-scorers. The two subgroups
that demonstrated the highest proportions of cases
were the unemployed (16.2%; chi-square=37.6;
d.f.=5) and those that were living in Sao Paulo for
more than 6 months and less than 1 year (13.8%;
chi-square=13.5; d.f.=5). For both variables, Em-
ployment Status and Migration Length, values of
chi-squared were significant at the 0.01 level, and
the subgroups of unemployed and of new immi-
grants, respectively, were responsible for the asso-
ciation. Other subgroups did not show significant
differences.
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To analyse the joint effects of sociodemographic
factors on the at risk drinking group, the indepen-
dent variables were put in a linear logistic model,
three each time. Sex, age, job situation and number
of years living in Sao Paulo proved to have
significant and independent effects on the risk of
being a CAGE high-scorer. Figure 1 displays the
effect of the above variables on the risk of being
alcoholic. From the same model, it is possible to
build a linear logistic regression equation, from
which the log odds of being a case for each of the
variables subgroups can be calculated. In the
present case, a woman in her sixties, that lived in
Sao Paulo for more than 2 years and is retired, had
only one chance in a thousand of answering
affirmatively to more than two of the CAGE
questions. On the other hand, a newly immigrant
man in the 31-45 years group and that is also
unemployed, has 58% risk of being a CAGE
positive.

Discussion

The data presented here were obtained from a cross
sectional survey performed at the primary care level
in a large industrial city in Brazil. The setting has
some important characteristics that must be de-
scribed before we discuss the results. First, the
primary health care network in the city of Sao Paulo
is a service mainly for the urban poor; it is
administered by the state/city departments of
health, and provides medical services free-of-
charge. Despite its extensive distribution within the
city limits, it is seldom utilized by the more affluent
members of the community, who attend different
types of private medicine clinics. Second, it is not
known, even approximately, what proportion of the
population is registered in the health centres; it is
very common for a family to keep appointments in
more than one clinic in the same period of time.

Table 1. Subjects Scores on the CAGE

Male Female Total

CAGE Cumulative
(Total score) n (%) n (%) n (%) (%)

0 236 76 1063 95 1299 91 91

1 36 12 27 2 63 4 95

2 16 5 19 1.6 35 2 97

3 17 5 10 1 27 2 99

4 5 2 4 0.4 9 1 100
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Figure 1. Effects of age, employment status and migration length on CAGE positives: O male; X female.

These characteristics of primary care in Sao Paulo
make it not feasible for us to generalize our data to
all available alternatives of first-contact medical
care, or to obtain prevalence rates for the entire
community. Thus, our results are representative of
the population consulting the state/city primary
care network only.

At Risk Drinking in the Screened Population

Only 5% of this population was considered to be at
risk drinking, a low proportion, particularly when
compared to the prevalence of other mental and
physical disorders observed in primary care.2¢ It
could be argued that a source of bias might have
occurred when the CAGE items were read by the
interviewers, instead of being completed by the
patients themselves. Whether this fact could have
lowered the rate of caseness in our sample or not is
difficult to know only from the analysis of the
present data. However, this finding is in strict
accordance with previous research in this area: most
investigations report low prevalence of alcoholism
in primary care settings. In England, Shepherd ez
al.,”” based on standardized assessments of general
practitioners, observed a rate of just under two cases
of alcoholism per 1000 at risk, and they commented
that “This is a higher rate than most general practice
studies have furnished for alcoholism . . .; alcoholics
presumably either keep away from their doctors or
when they do attend fail to reveal their drinking
habits” (p. 86). Twenty years later, King?® used the
CAGE to screen attenders in a West London health
centre, and obtained a 9.3% rate of CAGE-
positivity, although the proportion of respondents

consuming more than eight drinks daily represented
only 5% of the total. In West Germany, the rates
were, according to the authors, ‘surprisingly low’,
and varied from 2.8 to 6.6%;2 the authors also state
that “Only relatively few alcoholics seem ready to
ask for medical help if not forced to do so by
somatic diseases” (p. 298). Similar study designs in
the U.S. tend to show higher rates of alcoholism, but
the clinics selected in these studies can hardly be
considered to represent the network of the primary
health care (see 33! for the most recent publica-
tions).

So far there has been no clear explanation for this
phenomenon. We suggest the existence of a ‘bypass’
whereby alcoholics would seek direct specialist care
only when suffering from the physical and mental
consequences of alcohol-related disorders, therefore
‘bypassing’ the primary care level. Another aspect is
related to patients’ attitudes towards the helping
role of medical agencies; patients are said to display
a ‘barrier’ when consulting their doctors,’ to whom
they release little information about their emotional
problems or drinking behaviour. It has been sug-
gested that the barrier occurs even before the
consultation, when the patient decides whether
his/her problems are worth a visit to the doctor.*
But, to our knowledge, no serious attempt has been
made to provide a sound and systematic under-
standing of this fact.

Future research, particularly in Brazil, should
investigate the ‘career’ of the alcoholic individual in
the community, since it is known that there are
many alternative approaches to the treatment of
alcohol problems other than the official medical care
system, such as religious centres, African cults, and
‘benzedeiras’ (folk medicine).



Socio-demographic Characteristics

Being a man, in the 31-45 years age group,
unemployed and a newcomer to Sao Paulo increased
the odds of becoming a member of the at risk
drinking group. The finding that men are more at
risk than women is shared by most investigators in
the field of alcoholism, both at the primary care
level and at the other levels of medical care and in
the community.?®** This is usually explained in
terms of cultural patterns of drinking and the
intense social stigma applied to women who drink.?®
Our results are also in correspondence with the
literature concerning alcoholism and age, where
there is a decrease of alcohol-related problems in the
older age groups.*

On the other hand, there is no consensus in the
research related to the association between unem-
ployment and higher risk of alcoholism: some
studies demonstrate that when unemployed some
people drink more, while in other studies it has been
found that they drank less, or did not alter their
drinking behaviour (see *® for a review). The group
of unemployed subjects in our survey showed the
highest risk of being CAGE-positive.

The attribute of being a newcomer to Sao Paulo,
although an important aspect of our at risk drinking
group does not find correspondence in the literature.
We only managed to locate investigations related to
place (or country) of birth, a demographic charac-
teristic that did not prove to be associated with the
risk of being alcoholic in our survey. This is
certainly another area which deserves more atten-
tion in future research in the community, specially
in huge industrial conurbations like Sao Paulo, with
a never ending mass of immigrants.

Applications of the Results

Screening questionnaires like the CAGE are very
useful in epidemiological studies, where much is
learned from the distribution of health problems in
the community and in the other levels of medical
care. We think our study can be used as one among
many tools in the hands of the city of Sao Paulo
health administrators. It brings information which
has been collected in a standardized way, and that
has not been made available before. It also poses
some questions to health policy makers both in the
field of alcohol problems and primary care. The
‘major’ finding of the present study was a low rate of
at risk drinking patients in the screened population.
If we consider that: (a) other physical and mental
disorders are substantially more frequent in the
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primary care physicians already busy agenda; (b) in
the less developed countries, due to the general
shortage of resources, decisions must be taken upon
well-defined priorities; then, the commonly pursued
policy, so adequate for some health problems, that
holds primary health care providers as responsible
for detection (and sometimes treatment) of alco-
holics, needs at least to be reviewed. Presently,
people who are at risk drinking are not turning up in
large numbers to their local health centres.
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