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A targeted approach can help
reduce alcohol-related harm
in at-risk patients

Icohol dependence is not an acute illness.

Progression from alcohol use to dependence

typically takes years, and alcohol dependence is
a chronic illness with symptom severity that increases
over time."? As the level of alcohol intake increases,
the probability of developing an alcohol use disorder,
cirthosis, seizures, cancer, hypertension, stroke, and
injuries significantly increases.>* Most alcohol-related
harm occurs in high-risk drinkers who do not meet
DSM-IV-TR criteria for an alcohol use disorder.>

Clinicians therefore have an opportunity to intervene at
early stages of alcohol use to help prevent progression to
dependence and reduce harm. The concept of a continuum
from low- to high-risk alcohol use is replacing the disease-
oriented model that focuses on identifying and treating
individuals who meet DSM-IV-TR criteria for alcohol use
disorders (Figure 1, page 32).*” Efforts to provide screen-
ing and intervention earlier in the disease course have:

* mainly been carried out in the primary care setting

¢ been aimed at nontreatment-seeking, nondepen-

dent individuals

¢ led to recommendations for safe alcohol con-

sumption limits.**

One of the largest outreach efforts is a federally
funded screening, brief intervention, referral to treat-
ment (SBIRT) program established in 17 states that
targets hospital emergency rooms, community health
centers, and trauma centers.

Although research on the use of brief interventions
for problem drinking in psychiatric settings is limit-
ed,”® psychiatrists can employ these strategies, even
during a brief medication management visit.



How much is too much?

The National Institute on Alcohol Abuse
and Alcoholism (NIAAA) recommends
men age <65 drink no more than 4 drinks/
day and no more than 14 drinks/week and
women of any age and men age >65 drink no
more than 3 drinks/day and no more than
7 drinks/week.'® A standard drink is defined
as 14 grams of absolute ethanol (12 ounces
of beer, 5 ounces of wine, or 1.5 ounces of
distilled spirits). Drinking above these levels
is likely to result in harm and is defined as
hazardous or at-risk use.'”"”'® Harmful use
is alcohol consumption that has resulted in
adverse mental or physical effects.’*'”’® We
use “problem drinking” to describe both
at-risk and harmful use as alcohol intake
that exceeds NIAAA-recommended limits
but does not meet DSM-IV-TR criteria for an
alcohol use disorder.

In the United States, approximately 20%
of the population exceeds NIAAA recom-
mended alcohol intake guidelines without
meeting criteria for an alcohol use disor-
der.®® Problem drinkers have an increased
risk of developing an alcohol use disorder,
nicotine dependence, liver disease, financial
problems, marital disruptions, injuries, and
driver’s license suspensions.***

Problem drinking is common in psychi-
atric populations and may lead to difficul-
ties beyond those experienced in the general
population.®* For example, problem drink-
ing in individuals with bipolar disorder is
associated with reduced medication com-
pliance, greater functional impairment, and
possibly more suicide attempts.”**? Even
moderate alcohol use below the NIAAA-
recommend levels may increase symptom
severity in patients with bipolar disorder.”?*

Interviewing techniques

Interventions to identify and treat problem
drinkers have focused on the primary care
setting because these physicians often are the
only medical professionals problem drinkers
encounter.*" The style of counseling is based
on motivational interviewing. Providers use
therapeutic empathy, describe risk, deal with
ambivalence and resistance, assess motiva-
tion to change, emphasize patient responsi-
bility and self-efficacy, and provide a menu

of specific strategies to reduce alcohol use.
However, unlike standard motivational in-
terviewing, in brief interventions, providers
use clear, directive advice to reduce alcohol
consumption in the context of the medical
provider role. Brief interventions also draw
on cognitive-behavioral therapy and general
education strategies utilizing contracting,
goal setting, and written materials such as
self-help manuals.?*

Clinicians’ time demands have driven
an effort to make interventions for problem
drinkers efficient and time-limited. A single
short intervention (5 to 15 minutes) can be
effective, but 2 to 4 sessions of 5 to 15 min-
utes each seems to be more effective.®? The
emphasis is on increasing a patient’s insight
and awareness of risk to prompt him or her
to establish and manage a goal to reduce
alcohol intake. As opposed to abstinence,
which is commonly recommended for pa-
tients with alcohol use disorders, reducing
intake typically is encouraged for problem
drinkers.”1%1618 For patients who use alcohol
over the recommended limits and also meet
criteria for an alcohol use disorder, clinicians
can deliver a brief intervention, but should
recommend abstinence from drinking and
provide referral for further treatment.*01618

Compared with controls, problem drink-
ers who receive a brief intervention are twice
as likely to moderate their drinking at 6 to
12 months® and significantly reduce alcohol
intake by approximately 4 drinks per week
at follow-ups of 12 months or more?0%
In addition, providing brief interventions
significantly decreases the proportion of
individuals whose alcohol intake exceeds
recommended levels.” A meta-analysis and
a systemic review indicate brief interven-
tions for problem drinkers reduce morbidity
and mortality resulting from motor vehicle
crashes, falls, suicide attempts, domestic vio-
lence, assaults, and child abuse.>”

A brief intervention

Screening and brief intervention guidelines
suggest a standard approach for assessing
and managing problem drinking and al-
cohol use disorders.”* This approach can
be described by the “5 As of intervention”
(Table 1, page 33),"° which is one way to sum-
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Recommended treatment based on type of alcohol use

Types of drinkers

Alcohol use disorder

Problem drinkers

Low-risk drinkers

Abstainers

Treatment
Brief intervention and

referral to treatment

Brief intervention

Health promotion

Health
promotion

Abstainers report no alcohol consumption in the past month or drink <12 drinks a year. Low-risk
drinkers report consuming alcohol below the daily and weekly NIAAA limits. Problem drinkers report
consuming alcohol above the daily and/or weekly NIAAA limits but do not meet DSM-IV-TR criteria
for an alcohol use disorder. Almost all individuals in the 8% of the population who meet criteria for
an alcohol use disorder in the last 12 months drink above the daily and/or weekly NIAAA limits.

NIAAA: National Institute on Alcohol Abuse and Alcoholism

Source: References 7,16

marize the different brief intervention strat-
egies described in the literature.”?1016-182830

Ask. Asking a question about any alcohol
use is a simple way to initiate a conversation
about the topic (“Do you sometimes drink
beer, wine, or other alcoholic beverages?”).
Incorporating questions about alcohol con-
sumption into inquiries about other health
habits (eg, smoking, exercise) may decrease
patients” defensiveness. If your patient re-
ports using alcohol, follow up by screening
for =5 drinks a day for men or >4 drinks a
day for women (“In the past year, how many
times have youhad 5 or more drinks a day?”).
Use at this level 21 times a year indicates a
positive screen that provides good sensi-
tivity and specificity for detecting problem
drinking and alcohol use disorders.”® Then
ask about weekly alcohol intake (“On aver-
age, how many days a week do you have an
alcoholic drink?” “On a typical drinking day
how many drinks do you have?”). Presenting

a chart that describes what constitutes a stan-
dard drink—available from the NIAAA (see
Related Resources, page 42)—may be helpful.

You also can use additional questions from
the CAGE screening test (Tuble 2, page 41).' In
clinics with a more formal screening protocol,
patients may be asked to complete a written
self-report such as the Alcohol Use Disorders
Identification Test (AUDIT). This 10-question
survey covers domains of alcohol consump-
tion, drinking behavior, and alcohol-related
problems.” If your patient is a problem
drinker, further assessment could determine
if he or she has an alcohol use disorder.

Advise. Provide feedback about your pa-
tient’s drinking and its consequences along
with clear recommendations in an empathic,
nonconfrontational manner (“You're drink-
ing more than is medically safe; I strongly
recommend you cut down”). Comparing
your patient’s drinking pattern to popula-
tion norms may be helpful (“Less than 20%



of people drink a much as you”).”’® When
possible, tie the consequences of the patient’s
drinking to his or her current physical, men-
tal, family, social, and legal concerns. Convey
your concerns empathically, as a medical
provider providing health recommenda-
tions (“As your doctor, I am concerned about
how much you drink and how it is affecting
your health”). However, to respect patient
autonomy, give a medical recommendation,
rather than a directive (“As your doctor, I feel
I'should tell you” rather than “You should”).
Finally, express a clear message of your will-
ingness to help.

Assess your patient’s readiness to change
(“Given what we’ve talked about, are you
willing to consider making changes in your
drinking?”). Showing the links between al-
cohol use and personal consequences may
improve patient engagement (“If you keep
drinking at your current levels, do you think
your goal of improving your grades will be
easier, harder, or no different?”).”® If your
patient is willing to make a change, negoti-
ate a patient-specific goal, such as reducing
drinking to within the recommended lim-
its, using alcohol only a few days a week
instead of every day, or abstaining for a
defined period. If the patient is not willing
to change, restate your concern regarding
his or her health-related consequences and
your willingness to help.

Assist. After you've negotiated a goal with
your patient, discuss a treatment plan to help
the patient achieve the goal. This should in-
clude steps the patient will take to reduce or
quit drinking. Consider offering handouts
on standard drink sizes, alcohol-associated
harms, and strategies for cutting down or
abstaining (eg, pacing use, spacing drinks by
including nonalcoholic beverages, plans to
handle urges, using alcohol money for other
items), and calendars for tracking drink-
ing (ie, a drinking diary). Help your patient
identify situations where he or she is likely
to have difficulty achieving the goal and
strategies for avoiding or managing such
situations. Ask patients to identify a family
member or friend who can help them. Refer
patients who have an alcohol use disorder to
addiction treatment.

B abie 1

Brief interventions:‘5As’ to
address alcohol use

Ask: Screen for use

¢ ‘Do you sometimes drink beer, wine, or
alcohol?’

¢ ‘In the past year, how many times have you
had 5 or more drinks in a day?’

Advise: Provide strong direct personal advice
to change

¢ Empathic, nonconfrontational feedback on
drinking pattern and consequences

* Relate consequences to current health,
family, social, and legal issues

e State concern and recommend change

Assess: Determine willingness to change

* Discuss what the patient likes and dislikes
about drinking

¢ Discuss life goals

® Determine how willing the patient is to change
and what he or she is willing to change

* Agree on a mutually acceptable goal

Assist: Help the patient make a change if he or
she is ready

e Set mutually agreed upon specific goals (how
many days, how many drinks)

® Encourage a written risk reduction agreement
(‘Rx’)

 Provide techniques (diary cards, pace, space,
switch, include food)

¢ |[dentify high-risk situations

o |dentify supporters (family, friends)

e Self-help manual

Arrange: Reinforce change effort with follow-up
* Make a follow-up appointment
* Provide supportive telephone consultations

¢ Refer patients to a specialty treatment if
necessary

Source: Reference 10

For patients who are not willing to
change, discuss the perceived benefits of
continued drinking vs reducing or stop-
ping drinking to encourage them to reflect
on their alcohol use patterns. Discuss any
potential barriers to change. Keep in mind
ambivalence and reluctance to change
drinking patterns are common and many
patients are unaware of the risks of their al-
cohol use. This discussion may lead patients
to contemplate change later.

Arrange. Schedule a follow-up appoint-
ment to reinforce the treatment plan with

continued on page 41
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continued from page 33

B e 2

CAGE questionnaire to detect alcohol use disorders

Cut down ‘Have you ever felt you ought to cut down on your drinking?’
Annoyed ‘Have people annoyed you by criticizing your drinking?’

Guilt ‘Have you ever felt bad or guilty about your drinking?’

Eye-opener ‘Have you ever had a drink first thing in the morning to steady your

' nerves or get rid of a hangover?’

Source: Reference 31

further support, feedback, and assistance
in setting, achieving, and maintaining real-
istic goals. Consider a follow-up phone call
2 weeks after the brief intervention to check
on progress and a follow-up appointment
in 1 month. Clinical staff may have the
opportunity to e-mail or text message pa-
tients to check on progress between face-to-
face visits. At the follow-up appointment,
ask if your patient was able to meet and
sustain the drinking goal. If so, support
continued adherence, renegotiate drinking
goals if indicated, and encourage follow-
up with at least annual rescreening. When
patients are unable to meet their treat-
ment goals, acknowledge that change is
difficult, encourage any positive changes,
and address barriers to reaching the goal.
Reemphasize your willingness to help,
reevaluate the diagnosis, treatment plan,
and goals, and schedule close follow-up.
Consider engaging significant others in the
treatment process.

Use in psychiatric practice

Problem drinking may not be adequately
addressed in psychiatric settings. In a survey
of problem drinkers identified in the general
population, only 64% discussed their drink-
ing during a mental health visit and only
40% received counseling about their alcohol
use from their mental health provider® In
a study of 200 psychiatric inpatients, 49%
exhibited problem drinking as measured by
AUDIT, but only 27% of patients had alco-
hol use recorded in their medical record.®
In addition, routine use of screening tools
such as CAGE or AUDIT appears to be low
in many psychiatric settings even though re-
search has shown that tools such as AUDIT
or computerized screening may be effective

for identifying problem drinking in psychi-
atric outpatient settings.?0

Several small studies support the efficacy
of brief interventions for problem drinking
in psychiatric settings. A study in a psychi-
atric emergency service found patients with
either schizophrenia/bipolar disorder or de-
pression/anxiety decreased their drinking
by about 7 drinks a week over 6 months after
a brief intervention.”® This study was small
and the decrease in alcohol intake was not
significant within the 2 population groups
(P = .10 for schizophrenia/bipolar disorder,
n =34, P = .05 for depression/anxiety, n = 53);
however, there was a significant decrease
for all patients with follow-up (P = .0096,
N = 55).% In another study, psychiatric inpa-
tients with problem drinking who received
a brief motivational intervention demon-
strated a statistically significant reduction in
alcohol consumption at 6 months compared
with patients who received only an informa-
tion packet,”® but health-related outcomes at
5 years did not differ between the 2 groups.**
Finally, in a study of 344 nonpsychotic psy-
chiatric outpatients with problem drinking,
one-half of those who received a brief tele-
phone intervention reduced their drinking
to non-hazardous levels at a 6-month follow-
up (intervention 43.8%, control 27.7%).
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Brief interventions for problem drinking might reduce the damage resulting
from alcohol use in psychiatric patients. These interventions use components of
motivational interviewing and provide clear, directive advice in the context of the

medical provider role to reduce alcohol consumption.



