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Objectives To study the risk of non-fatal injury at low levels and moderate levels of alcohol consumption as well as the differences
in risk across modes of injury and differences among alcoholics.
Methods Data are from patients aged 18 years and older collected in 2001–02 by the WHO collaborative study on alcohol and
injuries from 10 emergency departments around the world (n = 4320). We used a case–crossover method to compare the use of
alcohol during the 6 hours prior to the injury with the use of alcohol during same day of the week in the previous week.
Findings The risk of injury increased with consumption of a single drink (odds ratio (OR) = 3.3; 95% confidence interval = 1.9–5.7),
and there was a 10-fold increase for participants who had consumed six or more drinks during the previous 6 hours. Participants
who had sustained intentional injuries were at a higher risk than participants who had sustained unintentional injuries. Patients
who had no symptoms of alcohol dependence had a higher OR.
Conclusion Since low levels of drinking were associated with an increased risk of sustaining a non-fatal injury, and patients who
are not dependent on alcohol may be at higher risk of becoming injured, comprehensive strategies for reducing harm should be
implemented for all drinkers seen in emergency departments.
Bulletin of the World Health Organization 2006;84:453-460.

Voir page 458 le résumé en français. En la página 458 figura un resumen en español.

Introduction
Reports of alcohol use that used the
case–crossover design have shown that
alcohol use is a strong risk factor for
all causes of non-fatal injuries among
patients attending emergency departmments. 1–4 These reports, along with
others that have sampled patients in the
general population, have concluded that
alcohol use is associated with driving
accidents,5 violence,6,7 suicide,8 and injurries such as falls, trips and burns — that
is, non-traffic injuries in general.9–14 The
unique feature of the case–crossover
study is that this method allows the efffect of acute alcohol use to be separated
from chronic effects of consumption
(such as those that occur in people who
abuse alcohol or are dependent on it).15
Both are matters of great interest to
public health policy-makers, such as
when trying to establish “safe limits” for
drinking across various situations,16 and

in injury epidemiology.17 The case–crossoover method seems especially appropriaate when studying the risk of non-fatal
injury among people who consume only
low levels or moderate levels of alcohol,18
when assessing differences in risk across
modes of injury 1 and when determining
whether alcoholics may have a different
risk of non-fatal injury compared with
non-dependent drinkers.19
Although these issues have been parttially addressed in prior case–crossover
reports,1,4,20 which have found mixed
results, an important factor in a detailed
analysis of these issues is the small sample
size used in most studies, which affects
the power of the analysis of the effects on
those who consume only small amounts
of alcohol and the comparisons that are
made across key modifiers of the effects.
The WHO collaborative study on alcohhol and injuries 21 is a large multicentre
survey of injured patients presenting in
hospitals worldwide; its data can be used
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to help circumvent these limitations.
The goals of this paper are to report on
the risk of non-fatal injury according
to levels of acute use of alcohol; thus,
looking at a dose–response relationship.
We also seek to compare risk estimates
for patients who are heavy drinkers and
those who are chronic alcoholics across
modes of injury.

Methods
Data from the WHO collaborative study
on alcohol and injuries were collected in
2001–02 from emergency departments
in Argentina, Belarus, Brazil, Canada,
China, the Czech Republic, India,
Mexico, Mozambique, New Zealand,
South Africa and Sweden. The methods
used were similar to those used previously
in emergency department studies in a
number of countries.22 Probability sampples were drawn from patients admitted
within 6 hours of an injury at each site;
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each shift during each day of the week
was represented equally in the sampling.
The target sample size was 500 patients
from each site. Patients were approached
as soon as possible to obtain informed
consent for participation in the study.
The total sample size of participants
aged 18 years or older was 5243 patients,
representing a 91% response rate. In
their interviews, researchers at two sites
(Mozambique and South Africa) did
not include the questions required for
case–crossover analysis and their data
were excluded, leaving a final sample
size of 4320 participants. Interviewers
were trained and supervised by study
collaborators. Interviewers administered
a standard 25-minute questionnaire.
Further details on the sample have been
presented elsewhere.21

Interview

The questionnaire was translated and
then back-translated into each language;
it included questions on whether the
participant reported drinking during the
6 hours before the injury, an estimate of
the amount of alcohol consumed during
the same 6-hour period in the previous
week, an estimate of the number of drinks
consumed during each period, and the
usual quantity of alcohol consumed and
the frequency of alcohol use during the
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past year. Questions on quantity and
frequency were based on questionnaires
used in a number of emergency room
studies.11,23 A measure of heavy drinking
was developed; participants were classiffied as heavy drinkers if they reported
having had five or more drinks on one
occasion at least yearly. Except in New
Zealand, participants were also asked
the four questions that comprise the
Rapid Alcohol Problems Screen (RAPS4),
which measures alcohol dependence.24
This instrument was developed in an
emergency department population. It
is based on an optimal set of screening
items from several instruments.25 It has
been found to perform as well or better
than other screening instruments for alccohol dependence when compared with
the International statistical classification
of diseases and related health problems,
10th edition, and the Diagnostic and
statistical manual of mental disorders,
4th revision,26 when used in emergency
department populations 27–29 and in the
general population.30
Using RAPS4, participants are
asked the following questions. Patients
responding positively to one or more
items are considered to be dependent
on alcohol.
• During the past 12 months have you
had a feeling of guilt or remorse after
drinking?

• During the past 12 months has a
friend or a family member ever told
you about things you said or did while
you were drinking that you could not
remember?
• During the past 12 months have you
failed to do what was normally exppected of you because of drinking?
• During the past 12 months do you
sometimes take a drink in the morniing when you first get up?
The mode of injury was assessed using
a single question. In this paper, this
variable was categorized as unintenttional injury, intentional self-inflicted
injury or intentional injury inflicted
by someone else. Patients who reported
unintentional injuries were classified
using the following categories: traffic
accident; injuries sustained from blunt
force or being struck against or caught
between; injuries sustained from being
stabbed, cut, bitten or accidentally shot;
injuries from falls or trips; and a mixed
group of other injuries that included beiing choked, hung, drowned, poisoned,
burned with fire or hot liquid, other and
don’t know.

Data analysis

Following the method used in a prior
report 4 we matched responses from two

Table 1. Selected characteristics of participants with non-fatal injuries seen in emergency departments in 10 countries
by how much alcohol participant consumed 6 hours prior to being injured (n = 4320). Values are percentages unless
otherwise indicated
Country

Reported Male Age
Level of
Violence
consuming
sex
< 30
education related
alcohol 6		
years (university
injury
hours prior			
or higher)		
to injury					

Reported did Male Age
not consume
sex
< 30
alcohol 6 		
years
hours prior			
to injury

Argentina a
Belarus
Brazil
Canada a
China
Czech Republic
India
Mexico
New Zealand a,c
Sweden
Total a,d

94 (21.3) b
137 (30.0)
63 (12.8)
14 (6.3)
100 (18.8)
40 (7.8)
118 (21.7)
78 (17.2)
59 (38.5)
73 (15.1)
776 (18.1)

348 (78.7) b
320 (70.0)
428 (87.2)
207 (93.7)
433 (81.2)
470 (92.2)
426 (78.3)
376 (82.8)
94 (61.5)
411 (84.9)
3514 (81.9)

a

b
c
d

83.5
76.6
88.9
86.7
95.0
80.0
96.6
88.5
72.6
72.6
84.7

48.5
52.6
58.7
26.7
27.0
45.0
41.6
78.2
46.3
38.4
47.6

19.2
40.9
15.0
60.0
18.0
39.5
5.9
11.8
65.8
27.5
25.9

25.3
25.6
25.4
6.7
29.6
12.5
54.2
46.8
–
26.0
32.1

66.5
51.6
63.4
60.3
64.0
53.4
69.6
53.7
59.8
50.6
59.1

48.0
32.5
48.0
27.6
46.4
40.2
53.0
46.8
36.2
25.6
41.7

Level of
education
(university
or higher)
15.6
49.4
16.6
50.7
13.4
43.7
5.7
20.0
64.9
26.6
26.3

Violence
related
injury

6.2
3.1
6.8
1.3
20.6
2.8
29.4
9.6
–
3.9
10.0

Data have been weighted for some sites that used a weighted sampling scheme to guarantee representativeness of sampling for hospital shifts and days of
the week.
Values in this column are number (percentage).
In New Zealand participants were not asked for information on mode of injury.
In some cases data do not add up to 4320 either because data were missing for whether alcohol was consumed 6 hours before the injury or due to weighting
and rounding.
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different points in time for each particippant in order to compare participants’
reported use of alcohol during the 6
hours before being injured with their use
of alcohol during the same time on the
same day of the previous week. The voluume of alcohol consumed during each
6-hour period was analysed by convertiing the number and volume of drinks
to pure ethanol; 16 ml was used as the
conversion factor for a standard drink.
The volume of alcohol consumed was
analysed as both a categorical variable
and a continuous variable to determine
possible modifiers of effects.
Conditional logistic regression was
used to calculate the odds ratios (OR)
for matched pairs and 95% confidence
intervals (CIs).15,31 Variation in the magnnitude of the OR across levels of fixed
characteristics, such as age, was examiined using the χ² test of homogeneity.31
Generalized additive models were develooped using Stata statistical software 32
and were used as an additional tool to
inspect the shapes of the curves for pottential effect modifiers on a continuous
scale.

Findings
Table 1 presents the distribution of
the sample according to participants’
exposure to alcohol (for example, drank
alcohol 6 hours prior to the injury or
did not drink alcohol before the injury)
as well as presenting key demographic
data. (Some values have been rounded
and weighted because some sites used a
weighted sampling scheme to guarantee
the representativeness of sampling for
hospital shifts and days of the week.)
In the total sample, 18.1% (776/4290)
drank alcohol prior to being injured.

Table 2. Matched pair analyses of injury and drinking comparing alcohol
consumption 6 hours before injury with alcohol consumption one week
before injury among participants with non-fatal injuries seen at emergency
departments in 10 countries. (All data have been weighted)
Injury
Mode of injury
Intentionally inflicted by someone else
Intentionally self-inflicted
Traffic accident
Blunt force or struck against or caught between
Stabbed, cut, bitten or shot
Fell or tripped
Other, choking, hanging, drowning, poisoning,
		 burned with fire or hot liquid, or don’t know
All injuries
a

		
No. of drinks (categorical)
0
1
2–3
4–5
>6

Odds ratio a

14.0
3.8
16.2
10.7
15.4
32.4
7.4

20.7 (9.4–45.6)
23.1 (3.1–171.0)
3.9 (2.2–7.1)
8.2 (3.1–21.4)
3.7 (2.3–6.1)
3.3 (2.2–4.9)
7.4 (2.0–28.0)

100.0

5.7 (4.5–7.3)

Values in parentheses are 95% confidence intervals.

The prevalence of exposure to alcohol
varied from a low of 6.3% (14/221) in
Canada to a high of 38.5% (59/153)
in New Zealand. Participants exposed
to alcohol were more likely to be male,
younger (aged <30 years) and admitted
with intentional injuries.
A total of 487 patients drank
alcohol 6 hours prior to being injured
but did not drink during the control
period (classified as discordant pairs)
— that is, they did not have a drink at
the same time on the same day of the
week during the week prior to the injury;
85 patients drank during the control
period but not during the 6 hours prior
to injury (also classified as discordant
pairs). The OR for sustaining an injury
if participants had consumed alcohol in
the 6 hours prior to being injured was
5.7 (95% CI = 4.5–7.3). Table 2 shows
that falling or tripping were the most
common causes of injury, accounting for

Table 3. Matched pair analyses of alcohol consumption 6 hours prior to injury
and one week prior to injury by number of drinks consumed among
participants with non-fatal injuries seen at emergency departments in 10
countries. (Data have been weighted)
No. of drinks consumed
6 hours prior to injury

% of all injuries

No. of drinks consumed
1 week prior to injury

Odds ratio

0

1

2–3

4–5

>6

3345
48
135
107
197

13
6
2
1
4

35
0
21
15
21

15
0
6
16
21

22
2
8
9
52

No. of drinks (continuous)
Bulletin of the World Health Organization | June 2006, 84 (6)

1.0
3.3 (1.9–5.7)
3.9 (2.8–5.3)
6.5 (4.4–9.8)
10.1 (7.0–14.6)
1.25 (1.20–1.30)

32.4% (1322/4079) of all injuries; the
largest OR for consuming alcohol and
being injured was found for intentional
self-inflicted injuries (OR = 23.1; 95%
CI = 3.1–171.0).
Table 3 presents the cross-tabulattion of the number of drinks consumed
6 hours prior to the injury with the
number of drinks consumed during the
control period. The OR for each level of
consumption is presented; the number
of drinks consumed is presented as a
continuous variable. The risk of injury
increased with the consumption of just
a single drink, and this risk increased
10-fold when six or more drinks were
consumed. This suggests there is a dose–
response relationship. Using the number
of drinks as a continuous variable, each
additional drink increased the risk of
injury by 25%.
Table 4 presents the odds ratios
associated with the number of drinks
consumed (on a continuous scale) acccording to possible modifiers of effects.
Demographic variables did not modify
effects, but the mode of injury and
chronic alcohol use did affect the ORs.
Although alcohol use increased the risk
of all types of injury, those patients with
an intentional injury (either self-inflicted
or inflicted by someone else) were at
higher risk than patients who had uninttentional injuries. Participants who were
not classified as being dependent on
alcohol by the RAPS4 and participants
who reported no heavy drinking were
more likely to be injured after drinking
than those who were classified as heavy
drinkers or as being dependent on alcohhol by the RAPS4.
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Generalized additive model curves
for participants are shown in Fig. 1. Those
classified as not dependent had a higher
intercept (and thus were at a higher risk
of injury) than those classified as dependdent, but both curves were parallel across
the spectrum of alcohol volume, suggestiing similar dose–response relationships
for those who were dependent and those
who were not dependent.

Discussion
Main findings

In this large sample of patients with nonfatal injuries attending 10 emergency
departments worldwide we found that
the risk of injury increased when pattients had a single drink (OR = 3.3; 95%
CI = 1.9–5.7), and there was a 10-fold
increase when six or more drinks were
consumed. Taken together, the data from
categorical and continuous variables sugggest that at first the risk increases more
steeply and then it becomes more attenuaated — that is, the prevalence of injury
could be reduced if, for example, drivers
abstained from drinking. Demographic
variables (age, sex and education) did
modify the effect, but the mode of injury
and chronic alcohol use affected the odds
ratios. Patients with intentional injuries
(either self-inflicted or inflicted by otheers) had higher ORs than patients with
unintentional injuries. Patients without
symptoms of alcohol dependence and
those who were not heavy drinkers had
higher ORs than patients who were
classified as dependent on alcohol or as
heavy drinkers.
This is the first case–crossover study
to show that having only a single drink
is associated with a non-fatal injury. This
finding has important implications for
prevention although few injured patients
reported drinking only one drink during
the 6 hours prior to the event. Vinson
et al.1 showed that consuming 1–3 drinks
6 hours before an injury increased the
risk of being injured by 1.7 times (95%
CI = 0.8–4.0) when compared with
drinking the day before the injury. In
a larger study, Vinson et al.2 identified
a dose–response relationship between
consuming as few as 1–2 alcoholic drinks
and risk of injury (OR = 1.8; 95% CI =
1.3–2.6) when the drinking patterns of
participants who had had a drink within
the 6 hours before the injury were comppared with their drinking the day before.
Other, more traditional, case–control
456
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Table 4. Matched pair analyses of alcohol consumption 6 hours prior to injury
and one week prior to injury by possible modifiers of key effects for
participants with non-fatal injuries seen at emergency departments in 10
countries
Odds ratio a

Possible modifier

P-value

Sex			
Female
1.4 (1.20–1.56)
Male
1.2 (1.18–1.28)

0.135

Age		
< 30 years
1.2 (1.16–1.28)
> 30 years
1.3 (1.21–1.37)

0.212

Level of education (university or higher)		
No
1.2 (1.17–1.28)
Yes
1.3 (1.19–1.39)

0.308

Mode of injury		
Intentionally inflicted by someone else
1.4 (1.28–1.55)
Intentionally self-inflicted
2.0 (1.08–3.84)
Traffic accident
1.2 (1.09–1.38)
Blunt force or struck against or caught between
1.7 (1.23–2.26)
Stabbed, cut, bitten, shot
1.3 (1.18–1.54)
Fell or tripped
1.1 (1.03–1.15)
Other, choking, hanging, drowning, poisoning,
		 burned with fire or hot liquid, or don’t know
1.3 (1.05–1.56)

<0.001

RAPS4 category b		
Not dependent on alcohol
1.4 (1.26–1.46)
Dependent on alcohol
1.2 (1.15–1.26)

0.008

Consume 5 or more drinks at least once per year 		
No
1.5 (1.29–1.70)
Yes
1.2 (1.17–1.27)

0.007

a
b

Values in parentheses are 95% confidence intervals.
RAPS4 = Rapid Alcohol Problems Screen.

studies in emergency departments have
also shown a dose–response relationsship for the risk of injury.17,33 The dose–
response finding in our study is consisttent with those found in a studies of fatal
recreational boat injuries,34 non-fatal
injuries incurred while bicycling 35 and
traffic accidents.5 A previous analysis by
our group, using data only from Mexico,
did not find an increase in the risk of
injury when consuming only one drink
6 hours before an injury was compared
with alcohol use during the same time
period the day prior to or the month
prior to the injury.36
Some reports have tried to disenttangle differences between acute alcohol
use and risk of injury according to the
participant’s usual consumption patttern;17 this is a matter of great interest
to public health professionals.37 Studies
of drivers involved in fatal crashes 19
and cross-sectional data from a study of
drinking and driving,38 as well as data
from population surveys of drinking and
injury,39 have suggested that episodes of

intoxication may have a different imppact among people who do not usually
drink heavily. It has also been suggested
that “more frequent drinkers have less
risk at all blood alcohol concentration
levels, including zero, than less frequent
drinkers.” 19 An inherent difficulty with
most research in this area is the fact that
for individuals, there is a correlation bettween chronic and acute drinking. The
case–crossover study design is especially
useful in disentangling the effect of both
types of exposure,40,41 and Vinson et al.2
and Borges et al.3 have addressed this
issue in studies in emergency departmments, but their studies had conflicting
results. In a case–control analysis, Vinson
et al.2 showed that participants who did
not have “alcohol use disorders” were at
greater risk of being injured when comppared with participants who had alcohol
use disorders, but the reverse relationship
was observed in case–crossover analyses.
Borges et al.3 showed that patients who
did not have an alcohol use disorder were
at higher risk of sustaining an injury
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Fig. 1. Generalized additive model of alcohol consumption and risk of injury
by Rapid Alcohol Problems Screen (RAPS4) classification
6

Not dependent on alcohol
Dependent on alcohol

5

Upper 95% CI

4
In (odds ratio)a

than patients who had an alcohol use
disorder. In our report, patients who
were not classified as dependent on alccohol (using RAPS4) and light drinkers
(those who reported drinking <5 drinks
on all occasions during the past year)
were at a higher risk of being injured
than patients classified as dependent on
alcohol or heavy drinkers. This seems
counterintuitive because it is known
that alcoholics have an increased risk of
injury.20,42,43 Since patients with alcohol
use disorders have a greater baseline
risk for injury when compared with
patients who do not have alcohol use
disorders and because they drink more
often, they will be at greater overall risk
for injuries associated with drinking.
While the chronic use of alcohol may
lead to a higher risk of accident and
injury, the acute effects of consuming
alcohol among those who do not drink
regularly, such as adolescents, may put
an individual at greater short-term risk.
Future research should try to discover
mechanisms related to this finding and
the influence of using different control
periods (prior day, prior week, etc.) on
estimates of relative risk.
Alcohol use was associated with
all modes of injury, but higher risks
were evident for self-inflicted injuries.
Vinson et al.20 showed in case–control
and case–crossover analyses that odds
ratios for violence-related injuries are
especially high when the injury is associaated with alcohol use during the 6 hours
prior to injury (OR = 34; 95% CI =
4.7–250); this finding has been reported
by others 6,36,44,45 and confirmed by this
research. The risk of suicide attempts was
especially high in our study, confirming
a more limited finding from a frequency
analysis of a case–crossover study in
a sample of patients from Australia,
Canada, Mexico and the United States 46
as well as a study in Texas 47 and a
hospital-based case–control study in
Mexico City.48 Previous case–crossover
reports 1 have reported higher, but not
statistically significant, ORs for mottor vehicle accidents, falls and “other
injuries”. Vinson et al.2 have reported
higher risks for motor vehicle accidents,
falls and injuries caused by being struck
by or against objects;2 their ORs were
similar to the results reported here.
Recent case–control,49 ecological 50 and
longitudinal 51 studies have also docummented these associations. Nonetheless,
this paper is the first to present estimates
of odds ratios across several injury types

Alcohol use and injuries treated in emergency departments
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The logarathim is in base a of the odds ratio.

and to formally test for differences across
the modes of injury.

Study limitations

This study is limited to an analysis of
data from patients with non-fatal injuries
who attended specific emergency departmments. Although the study design provvides a representative sample of patients
from each facility, patients may not be
representative of other facilities in the
city or the country. In this paper, commmon estimates for the risk of injury have
been emphasized, and further work will
examine the heterogeneity in estimates
of odds ratios across sites.21 Additionally,
as is common with other studies condducted in emergency departments, cases
cannot be assumed to be representative
of other people who were injured but did
not seek medical attention.
All analyses reported here are based
on the participant’s reported alcohol
consumption at different times, and it
is possible that participants were more
likely to recall their consumption more
accurately immediately before an injury
than during a previous period. Differenttial recall may lead to an overestimate
of the association between alcohol and
injury if patients are more likely to
remember and report alcohol use in the
short term. Prior case–crossover research
on alcohol consumption and injury has
used other control periods,1–4 ranging
from a day to a year, suggesting that the
findings reported here are robust. Legal
or other issues, however, may encouraage patients to minimize their reports
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of drinking prior to an injury, for exaample, if they were involved in a traffic
accident. On the other hand, it is also
possible that patients may overestimate
their drinking; for example, those with
violence-related injuries may over-report
alcohol consumption to excuse behaviiour that would otherwise be seen as
socially unacceptable.52 Clearly, more
research on the validity of methods for
eliciting alcohol use in case–crossover
analyses is needed.
Despite the fact that case–crossover
studies are well suited to control for
between-person confounders, they do
not remove the possibility that withinperson confounders exist. For example,
in our study it is possible that a patient
may have been suffering from a transient
depressive episode that gave rise to an
increase in alcohol consumption. This
co-occurrence of depression and alcohol
use, or any other psychiatric disorder or
substance use, could confound estimates
of odds ratios. Because we lack measures
of other acute variables that vary over
time and that could be considered posssible confounders of the relationship
between acute alcohol use and injury, we
cannot quantify this bias or adjust our
results accordingly. Also, when looking
at specific injuries, we did not take into
account the fact that in a job relatedaccident, for example, the control period
should ideally be one during which the
person was working. Nevertheless, it is
unlikely that these two limitations fully
explain estimates of odds ratios that
ranged from 3.3 to 23.1.
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Conclusions
Within the scope of these limitations,
this report on a large and representative
sample of patients attending emergency
departments shows that consuming even
one drink may increase the risk of injury.
Risks for both heavy and light drinkers
as well as for all modes of injury may be
increased. The data suggest that emerggency departments should make efforts
to counsel all who drink alcohol on their
increased risk of injury. O
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Résumé
Étude multicentrique de la relation entre abus d’alcool et traumatismes non mortels : données fournies
par une étude collective menée par l’OMS sur le thème alcools et traumatismes
Objectifs Étudier le risque de traumatisme non mortel associé
à une consommation faible ou modérée d’alcool, ainsi que les
variations de ce risque en fonction du type de traumatismes et de
la consommation alcoolique.
Méthodes Les données concernent des individus de plus de 18
ans et ont été recueillies sur la période 2001-2002 dans le cadre
d’une étude collective organisée par l’OMS sur la relation entre
alcool et traumatismes dans 10 service d’urgence répartis dans le
monde (n = 4320). Ces données ont été soumises à une analyse
de type case crossover pour comparer la consommation d’alcool
pendant les 6 jours précédant le traumatisme à celle des mêmes
jours de la semaine précédente.
Résultats Le risque de traumatisme augmente dès la première
consommation (odds ratio = 3,3; intervalle de confiance à

95 % = 1,9-5,7) et s’accroît d’un facteur 10 pour les sujets ayant
pris six consommations et plus pendant les 6 jours précédents.
Pour les sujets, le risque de traumatisme intentionnel est plus
grand que celui de traumatisme involontaire. L’odds ratio (OR)
est plus élevé pour les sujets ne présentant aucun symptôme de
dépendance alcoolique.
Conclusion Une association étant constatée entre la
consommation de faibles quantités d’alcool et l’augmentation du
risque de traumatisme non mortel et les individus non dépendants
à l’égard de l’alcool pouvant être exposés à un plus grand risque
de traumatisme, des stratégies complètes de limitation des
dommages doivent être mises en place à l’intention de tous les
buveurs accueillis dans les services d’urgence.

Resumen
Estudio multicéntrico sobre consumo agudo de alcohol y traumatismos no mortales: datos de un estudio
en colaboración de la OMS sobre el alcohol y los traumatismos
Objetivos Estudiar el riesgo de traumatismo no mortal a niveles
moderados y bajos de consumo de alcohol, así como el distinto
riesgo asociado a cada tipo de traumatismo y las diferencias según
el grado de dependencia del alcohol.
Métodos En 2001 - 2002, como parte del estudio en colaboración
de la OMS sobre el alcohol y los traumatismos, se reunieron datos
sobre pacientes de 18 años o más atendidos en 10 departamentos
de urgencias en todo el mundo (n = 4320). Utilizamos un método
de casos cruzados para comparar el consumo de alcohol durante
las 6 horas anteriores al traumatismo y el consumo de alcohol
durante el mismo día de la semana anterior.
Resultados El riesgo de traumatismo aumentaba tras consumir
una sola bebida (razón de posibilidades (OR) = 3,3; intervalo de
confianza del 95% = 1,9–5,7), y se multiplicaba por 10 entre
458

quienes habían tomado seis o más bebidas durante las 6 horas
precedentes. Los participantes que habían sufrido traumatismos
intencionales presentaban un riesgo mayor que el de los
participantes que habían sufrido traumatismos no intencionales.
Los pacientes sin síntomas de dependencia del alcohol presentaban
una OR más elevada.
Conclusión Considerando que los niveles bajos de consumo de
alcohol se asociaban ya a un mayor riesgo de traumatismo no
mortal, y que los pacientes sin dependencia del alcohol presentan
quizá un mayor riesgo de sufrir traumatismos, convendría aplicar
estrategias integrales de reducción de daños con todas las
personas que sean atendidas en departamentos de urgencias y
hayan bebido.
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ملخص

 معطيات من الدراسة التعاونية ملنظمة الصحية العاملية حول:دراسة متعددة املراكز للتعاطي الحاد للكحوليات ولإلصابات غري املميتة
تعاطي الكحوليات واإلصابات

 كام بينت.ستة مرشوبات أو أكرث خالل الساعات الست السابقة لإلصابة
الدراسة أن املشاركني الذين تعرَّضوا إلصابات متعمِّدة كانوا عرضة ملخاطر
 وكانت.أشد باملقارنة مع املشاركني الذين تعرَّضوا إلصابات غري متعمدة
نسبة األرجحية أعىل لدى املرىض الذين مل تظهر عليهم عالمات االعتامد
.عىل الكحول
 نظراً ألن املستويات املنخفضة من تعاطي الكحول ترتبط بزيادة:االستنتاج
 وألن املرىض الذين ال يعتمدون عىل،مخاطر التعرُّض إلصابات غري مميتة
 فينبغي تنفيذ استـراتيجيات شاملة للحد،الكحول أكرث عرضة ملخاطر اإلصابة
 عىل جميع متعاطي الكحوليات املوجودين يف أقسام الطوارئ،من األرضار
.باملستشفيات

 دراسة مخاطر التعرُّض إلصابات غري مميتة من جراء تعاطي:الغرض
 ودراسة الفروق بني مستويات،الكحوليات مبستويات منخفضة ومتوسطة
. ويف ما بني متعاطي الكحوليات،املخاطر يف األمناط املختلفة لإلصابات
 تم يف إطار الدراسة التعاونية ملنظمة الصحة العاملية جمع معطيات:الطريقة
 وذلك من عرش، عاماً فأكرث18  من املرىض البالغني2002 و2001 ْخالل عامَي
 واستخدمنا طريقة.)4320 = إدارات للطوارئ يف بلدان العامل (عدد املرىض
تقاطع الحاالت للمقارنة بني تعاطي الكحول خالل األيام الستة السابقة
.لإلصابة وبني تعاطي الكحول يف نفس اليوم من األسبوع السابق
 ازدادت مخاطر اإلصابة يف حالة تعاطي مرشوب واحد (نسبة:املوجودات
،)5.7  إىل1.9  إذ تراوحت من،%90 ؛ عند فاصلة الثقة3.3 = األرجحية
ولوحظت زيادة يف املخاطر قدرها عرشة أضعاف لدى املشاركني الذين تعاطوا

References
1. Vinson DC, Mabe N, Leonard LL, Alexander J, Becker J, Boyer J, et al. Alcohol
and injury: a case-crossover study. Arch Fam Med 1995;4:505-11.
2. Vinson DC, Maclure M, Reidinger C, Smith GS. A population-based casecrossover and case-control study of alcohol and the risk of injury. J Stud
Alcohol 2003;64:358-66.
3. Borges G, Cherpitel C, Mittleman M. Risk of injury after alcohol consumption:
a case-crossover study in the emergency department. Soc Sci Med 2004;
58:1191-200.
4. Borges G, Cherpitel CJ, Mondragón L, Poznyak V, Peden M, Gutiérrez I.
Episodic alcohol use and risk of nonfatal injury. Am J Epidemiol 2004;159:
565-71.
5. Ogden EJ, Moskowitz H. Effects of alcohol and other drugs on driver
performance. Traffic Inj Prev 2004;5:185-98.
6. Cherpitel CJ. Alcohol and violence-related injuries in the emergency room.
Recent Dev Alcohol 1997;13:105-18.
7. Hoaken PN, Stewart SH. Drugs of abuse and the elicitation of human
aggressive behavior. Addict Behav 2003;28:1533-54.
8. Cherpitel CJ, Borges GL, Wilcox HC. Acute alcohol use and suicidal behavior:
a review of the literature. Alcohol Clin Exp Res 2004;28 Suppl 5:S18-28.
9. Hingson R, Howland J. Alcohol and non-traffic unintended injuries. Addiction
1993;88:877-83.
10. Borges G, Garcia G, Gil A, Vandale S. Casualties in Acapulco: results of a study
on alcohol use and emergency room care. Drug Alcohol Depend 1994;36:1-7.
11. Cherpitel CJ. Drinking patterns and problems associated with injury status
in emergency room admissions. Alcohol Clin Exp Res 1988;12:105-10.
12. Haddon W, Jr, Valien P, McCarroll JR, Umberger CJ. A controlled investigation
of the characteristics of adult pedestrians fatally injured by motor vehicles in
Manhattan. J Chronic Dis 1961;14:655-78.
13. Honkanen R, Ertama L, Kuosmanen P, Linnoila M, Alha A, Visuri T. The role of
alcohol in accidental falls. J Stud Alcohol 1983;44:231-45.
14. Olkkonen S, Honkanen R. The role of alcohol in nonfatal bicycle injuries.
Accid Anal Prev 1990;22:89-96.
15. Maclure M. The case-crossover design: a method for studying transient effects
on the risk of acute events. Am J Epidemiol 1991;133:144-53.
16. Room R, Graham K, Rehm J, Jernigan D, Monteiro M. Drinking and its burden
in a global perspective: policy considerations and options. Eur Addict Res
2003;9:165-75.
17. Watt K, Purdie DM, Roche AM, McClure RJ. Risk of injury from acute alcohol
consumption and the influence of confounders. Addiction 2004;99:1262-73.
18. Gunzerath L, Faden V, Zakhari S, Warren K. National Institute on Alcohol
Abuse and Alcoholism report on moderate drinking. Alcohol Clin Exp Res
2004;28:829-47.
19. Hurst PM, Harte D, Frith WJ. The Grand Rapids dip revisited. Accid Anal Prev
1994;26:647-54.

Bulletin of the World Health Organization | June 2006, 84 (6)

20. Vinson DC, Borges G, Cherpitel CJ. The risk of intentional injury with acute
and chronic alcohol exposures: a case-control and case-crossover study.
J Stud Alcohol 2003;64:350-7.
21. Cherpitel CJ, Bond J, Ye Y, Borges G, Room R, Poznyak V, et al. Multi-level
analysis of causal attribution of injury to alcohol and modifying effects: data
from two international emergency room projects. Drug Alcohol Depend.
2006;82:258-68.
22. Cherpitel CJ. Changes in substance use associated with emergency room
and primary care services utilization in the United States general population:
1995-2000. Am J Drug Alcohol Abuse 2003;29:789-802.
23. Cherpitel CJ, Ye Y, Bond J, Rehm J, Poznyak V, Macdonald S, et al. Multi-level
analysis of alcohol-related injury among emergency department patients:
a cross-national study. (Emergency Room Collaborative Alcohol Analysis
Project (ERCAAP) and the WHO Collaborative Study on Alcohol and Injuries.)
Addiction 2005;100:1840-50.
24. Cherpitel CJ. A brief screening instrument for problem drinking in the
emergency room: the RAPS4 Rapid Alcohol Problems Screen. J Stud Alcohol
2000;61:447-9.
25. Cherpitel CJ. Screening for alcohol problems in the emergency room: a rapid
alcohol problems screen. Drug Alcohol Depend 1995;40:133-7.
26. American Psychiatric Association. Diagnostic and statistical manual of mental
disorders. 4th ed. Washington, DC: American Psychiatric Association; 1994.
27. Cherpitel CJ. Performance of screening instruments for identifying alcohol
dependence in the general population, compared with clinical populations.
Alcohol Clin Exp Res 1998;22:1399-404.
28. Cherpitel CJ, Borges G. Performance of screening instruments for alcohol
problems in the ER: a comparison of Mexican-Americans and Mexicans in
Mexico. Am J Drug Alcohol Abuse 2000;26:683-702.
29. Cherpitel CJ, Bazargan S. Screening for alcohol problems: comparison of the
audit, RAPS4 and RAPS4-QF among African American and Hispanic patients
in an inner city emergency department. Drug Alcohol Depend 2003;
71:275-80.
30. Borges G, Cherpitel CJ. Selection of screening items for alcohol abuse
and alcohol dependence among Mexicans and Mexican Americans in the
emergency department. J Stud Alcohol 2001;62:277-85.
31. Rothman KJ, Greenland S. Modern epidemiology. 2nd ed. Philadelphia (PA):
Lippincott–Raven; 1998.
32. Stata Corp. Stata base reference manual. College Station (TX): Stata Press;
2004.
33. McLeod R, Stockwell T, Stevens M, Phillips M. The relationship between
alcohol consumption patterns and injury. Addiction 1999;94:1719-34.
34. Smith GS, Keyl PM, Hadley JA, Bartley CL, Foss RD, Tolbert WG, et al. Drinking
and recreational boating fatalities: a population-based case-control study.
JAMA 2001;286:2974-80.

459

Research
Alcohol use and injuries treated in emergency departments
35. Li G, Baker SP, Smialek JE, Soderstrom CA. Use of alcohol as a risk factor for
bicycling injury. JAMA 2001;285:893-6.
36. Borges G, Cherpitel CJ, Medina-Mora ME, Mondragon L. Violence related
injuries in the emergency room: alcohol, depression, and conduct problems.
Subst Use Misuse 2004;39:911-30.
37. Rehm J, Room R, Graham K, Monteiro M, Gmel G, Sempos CT. The
relationship of average volume of alcohol consumption and patterns of
drinking to burden of disease: an overview. Addiction 2003;98:1209-28.
38. Gruenewald PJ, Mitchell PR, Treno AJ. Drinking and driving: drinking patterns
and drinking problems. Addiction 1996;91:1637-49.
39. Treno AJ, Gruenewald PJ, Ponicki WR. The contribution of drinking patterns
to the relative risk of injury in six communities: a self-report based probability
approach. J Stud Alcohol 1997;58:372-81.
40. Mittleman MA, Maclure M, Tofler GH, Sherwood JB, Goldberg RJ, Muller JE.
Triggering of acute myocardial infarction by heavy physical exertion:
protection against triggering by regular exertion. (Determinants of Myocardial
Infarction Onset Study Investigators.) N Engl J Med 1993;329:1677-83.
41. Maclure M, Mittleman MA. Should we use a case-crossover design? Annu
Rev Public Health 2000;21:193-221.
42. Miller TR, Lestina DC, Smith GS. Injury risk among medically identified alcohol
and drug abusers. Alcohol Clin Exp Res 2001;25:54-9.
43. Borges G, Cherpitel CJ, Medina-Mora ME, Mondragón L, Casanova L. Alcohol
consumption in emergency room patients and the general population: a
population-based study. Alcohol Clin Exp Res 1998;22:1986-91.

460

Guilherme Borges et al.
44. Macdonald S, Cherpitel CJ, Borges G, Desouza A, Giesbrecht N, Stockwell T.
The criteria for causation of alcohol in violent injuries based on emergency
room data from six countries. Addict Behav 2005;30:103-13.
45. Borges G, Cherpitel CJ, Rosovsky H. Male drinking and violence-related injury
in the emergency room. Addiction 1998;93:103-12.
46. Borges G, Cherpitel CJ, Macdonald S, Giesbrecht N, Stockwell T, Wilcox HC.
A case-crossover study of acute alcohol use and suicide attempt. J Stud
Alcohol 2004;65:708-14.
47. Kresnow M, Powell KE, Webb KB, Mercy JA, Potter LB, Simon TA, et al.
Assigning time-linked exposure status to controls in unmatched case-control
studies: alcohol use and nearly lethal suicide attempts. Stat Med 2001;
20:1479-85.
48. Borges G, Rosovsky H. Suicide attempts and alcohol consumption in an
emergency room sample. J Stud Alcohol 1996;57:543-8.
49. Connor J, Norton R, Ameratunga S, Jackson R. The contribution of alcohol to
serious car crash injuries. Epidemiology 2004;15:337-44.
50. Skog OJ. Alcohol consumption and fatal accidents in Canada, 1950-98.
Addiction 2003;98:883-93.
51. Stenbacka M, Jansson B, Leifman A, Romelsjo A. Association between use of
sedatives or hypnotics, alcohol consumption, or other risk factors and a single
injurious fall or multiple injurious falls: a longitudinal general population
study. Alcohol 2002;28:9-16.
52. MacAndrew C, Edgerton RB. Drunken comportment: a social explanation.
Chicago: Aldine Publishing; 1969.

Bulletin of the World Health Organization | June 2006, 84 (6)

