
■ B A C K G R O U N D This study assessed which
demographic groups were most likely to consume
alcohol excessively, and which groups had
received inquiries and discussion about alcohol
use from their physicians compared with discus-
sions about other health risks.

■ S T U D Y  D E S I G N This was a cross-sectional
study using data from the Centers for Disease
Control Behavioral Risk Factors Surveillance
System 1997 data set that represents a stratified
random sample in the United States.

■ P O P U L A T I O N We selected 23,349 adults
who reported a routine physical examination
within the last 3 years.

■ O U T C O M E S  M E A S U R E D The main vari-
ables involved responses to questions about alco-
hol intake and whether the respondent’s physician
had initiated discussions about drinking.

■ R E S U L T S Physicians spoke to patients about
alcohol use much less frequently than about other
health-related behaviors.  Discussions were rough-
ly targeted to groups with the largest intake.
However, physicians were least likely to speak
with white patients, women, and widows who
drank significantly.

■ C O N C L U S I O N S Regularly asking patients
about alcohol use could substantially reduce the
under-recognition of alcoholism.  Since brief coun-
seling is effective, negative consequences of
excessive alcohol intake may be avoided.

■ K E Y  W O R D S Alcohol-related disorders; alco-
holism; counseling; prevention. (J Fam Pract
2002; 51:41-46)

Physicians and related health care workers are well
positioned to detect possible alcohol-related prob-

lems during routine patient visits, provided the appro-
priate screening procedures are implemented.2-4

Ideally, the primary care clinician should be the most
prominent source of alcohol abuse screening and
referrals, rather than the provider of treatment after

an alcohol-related incident.  
Although screening for alcoholism adds another

step to an already over-worked health care system,
it can result in substantial benefits by reducing the
burden of overall health care costs.  According to
recent information, alcohol abuse costs our society
$184.6 billion.5 In 1997, an estimated 1.3 million hos-
pital discharges reported an alcohol-related diagno-
sis.6 And an estimated 12,870 alcohol-related traffic
fatalities accounted for nearly one third of all traffic
deaths in that same year.7 Even when individuals
reamin socially functional and do not meet the for-
mal criteria for an alcohol-related disorder, excessive
use of alcohol is associated with a variety of medical
problems.  Although cardioprotective effects have
been reported with moderate use (ie, 1 to 2 drinks
per day), the list of medical complications associated
with longstanding alcoholism (hypertension, car-
diomyopathy, cirrhosis, erosive gastris, pancreatitis,
and esophageal varices, for example) account for
considerable morbidity and mortality.8,9 Increased
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● Alcohol screening occurs less frequently than
screening about other health-related behaviors.

● There were no demographic groups in which
the prevalence of excessive drinking was so low
that general screening was not appropriate.

● Physicians frequently miss the opportunity to dis-
cuss alcohol use with patients in certain groups,
such as white patients and women (widows, in
particular).
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alcohol consumption over a 1-year period is also
associated with accidents and injuries necessitating
emergency services.10

Because the primary care physician is in a unique
position to influence the preventive care of the com-
munity they serve, our study examined alcohol
screening in the primary care setting.  The following
2 questions were asked: (1) Which patients were
assessed for excessive alcohol use, and what patient
characteristics predicted the assessment?  and (2)
How often did discussions about alcohol occur com-
pared with other health risk discussions (eg, eating
habits or smoking)?

M E T H O D S
Sub jec ts

This is a secondary analysis of data from an epi-
demiologic telephone interview conducted by the
Behavioral Risk Factors Surveillance System (BRFSS)1

involving a random stratified sample of people living
within the United States.  In the 1997 interviews, all

state interviews included questions about alcohol
consumption.  Alaska, Colorado, Idaho, Louisiana,
Missouri, New York, North Carolina, Oklahoma,
Pennsylvania, Virginia, and Wyoming included a
counseling module that asked, “Has a doctor or
other health professional ever talked with you about
alcohol use?”

The 1997 BRFSS data set represents 135,582 inter-
views.  The sample reported here includes only
respondents who reported a routine physical exam-
ination within the last 3 years and who were asked
questions from the counseling module (n = 23,349),
as well as questions about other health habits.  There
were 9106 men (mean age = 45.82 years; SD = 16.86)
and 14,203 women (mean age = 46.90; SD = 17.44)
who responded.  

Excessive drinking was defined as consuming ≥
60 alcoholic beverages per month or ≥ 5 on a single
occasion (binge drinking) in the month prior to the
interview (n = 2772).  The 60 beverages per month
threshold follows recommendations by the National

F I G U R E  1
LOGISTIC REGRESSION PREDICTING THE OCCURRENCE OF PHYSICIAN DISCUSSION
ABOUT ALCOHOL FROM THE PATIENTS' AGE AND SEX (WOMEN =    ; MEN =     ).
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Institute for Alcohol Abuse and Alcoholism and the
US Department of Health and Human Services’
Dietary Guidelines for Americans.11,12

Stat i s t i ca l  Ana lys i s

Analysis used the sampling weights provided by the
Centers for Disease Control.  The data were weight-
ed so that the summary statistics, standard errors,
and test statistics took into account the sampling
design and represented estimates in the total US.
population.  We used the procedures described by
Levy and Lemeshow,13 and implemented them using
STATA.14 These included simple chi-square tests,
logistic regression with F- or t-approximations.  The
F- and t-approximations for the logistic regression
were necessary to adjust for the complex survey
design.13 Hierarchical (protected) testing procedures
helped correct for multiple comparisons.  We used
omnibus tests for variables with multiple options (eg,
marital status), and only considered follow-up tests
when the overall test result was significant.
Furthermore, a conservative threshold for signifi-

cance (P < .01) was a compromise to the Bonferroni
correction for multiple comparisons.  

R E S U L T S
Approximately 1 in 6 patients (16.1%; 95% confi-
dence interval [CI], 15.4 - 16.8) reported that a physi-
cian or other health care worker had initiated a dis-
cussion about alcohol use.  Table W1* compares
patients who reported such a discussion with those
who did not.  Physicians talked to male patients
about alcohol use most frequently.  This corresponds
to men reporting nearly 3 times more drinks con-
sumed (12.9 drinks/month) than women (4.7
drinks/month; t = 16.26, df = 18,323, P < .001).  

In general, physicians spoke about alcohol more
often to younger people.  There was a significant
interaction, however, between sex and age, as shown
in Figure 1.  Discussions with women demonstrated
a clear decrease in frequency with age; discussions
with men decreased with age more slowly.

F I G U R E  2
MEAN NUMBERS OF ALCOHOLIC DRINKS CONSUMED BY AGE AND SEX  (WOMEN =    ; MEN =    ).
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S C R E E N I N G  F O R  A L C O H O L I S M

that failed to provide independent information.  The
final model appears in the Table.  Factors other than
drinking behaviors that uniquely increased the
chance of such a discussion about alcohol  were
being young, male, nonwhite, and of lower income.  

More than 1 in 9 people (12.3%; n = 2768) in the
sample met criteria for excessive drinking (ie, con-
suming ≥ 60 drinks per month or drinking 5 or more
drinks on a single occasion in the last month).
Within this group, 11.9% engaged in binge drinking
and 3.5% consumed ≥ 60 drinks a month.  Most
were men (71.3%) with a mean age of 35 years, and
they averaged 39.7 (95% CI, 36.74 - 42.74) drinks per
month.  They binged an average of 3.44 (95% CI,
3.18 - 3.70) times during the last month.  

Slightly more than 1 in 4 excessive drinkers  (28%;
95% CI, 25.41 - 30.69) reported a discussion about
alcohol with a physician.  While none of the demo-
graphic factors met our stringent criteria for signifi-
cance (P < .01), many would have met the more
usual threshold of P < .05.  For example, among the
respondents with excessive alcohol use, 23.9% of the
women had been screened by their physicians com-
pared with 29.9% of the men (P < .013).  This sug-
gests that these women may receive less preventive
discussions and screening than they require.  While
the percent of nonwhite respondents who drank
excessively and were successfully screened was
above the mean rate overall (35.6%), the percent of
white patients was lower than the mean  (26.4%; P <
.012).  Compared with married patients, excessive
drinkers who were divorced (35.2%; P < .019) or sep-
arated (38.1%; P < .091) reported a higher frequency
of screening.  Widowed patients with excessive alco-
hol use rarely reported screening (13%; P < .032). 

O t h e r  P r e v e n t i v e  S e r v i c e s

We also assessed the rate of talks about healthy eat-
ing as a comparison for the alcohol discussions. A
total of 44.6% of patients reported having a conver-
sation about healthy eating compared with 16.1%
having an alcohol discussion.  On the chance that
people who drank excessively might differentially
remember conversations with their physicians, we
assessed the association between alcohol use and
reports of experiencing counseling on healthy eat-
ing.  No significant associations were found between
reported conversations about eating and any vari-
able related to alcohol consumption even after con-
trolling for sex, age, sex-by-age interaction, race,
income, and education.  Similar results were
obtained for discussions about exercise, AIDS, and
illegal drugs.  Discussions about illegal drug use
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The amount of drinking in our sample, indexed
by the number of drinks per month, is shown in
Figure 2.  Both the frequency of discussions and
amount of alcohol consumed declined with advanc-
ing age.   Women drank less alcohol than men over-
all and showed a moderate decline in use with age.  

Nonwhite respondents reported more physician
discussions about alcohol than did whites.
However, white patients reported greater consump-
tion (8.9 drinks/month) than nonwhites (6.8 drinks;
t = 2.79, df = 18253, P < .005).  

The lowest income group reported being advised
about alcohol most frequently.  Interestingly, the
highest income respondents tended to drink more
than those with less income.  Marital status also pre-
dicted alcohol discussions.  Physicians discussed
alcohol more often with patients who were unmar-
ried.  While divorced patients reported discussions
about alcohol use frequently, widowed patients
reported them least often.  

Discussions about alcohol occurred more often
with respondents who had consumed alcohol with-
in the month prior to the interview.  Respondents
who reported having these discussions also con-
sumed more (14.6 drinks/month) than those who
did not report a discussion (7.3 drinks/month, t =
7.20, df = 17985, P < .001).  People who binge drank
were more than twice as likely (OR = 2.25; 95% CI,
1.94 - 2.60) to report such a discussion (27.5%).

All of these predictors of a discussion about alco-
hol use were entered into a multivariate logistic
regression.  Backward elimination removed items

FINAL LOGISTIC REGRESSION PREDICTING 
A DISCUSSION ABOUT ALCOHOL

Predictor Beta OR (95% CI)

Sex -0.48 0.62 (0.44 - 0.87)*
Age -0.028 0.97 (0.97 - 0.98)†
Age, by 

sex interaction 0.02 1.02 (1.01 - 1.03)†
Did not drink ‡ -0.57 0.57 (0.44 - 0.73)†
Drinks per

month § 0.28 1.33 (1.24 - 1.43)†
Income -0.08 0.93 (0.90 - 0.96)†
Race ¶ 0.34 1.41 (1.22 - 1.63)†
Constant -0.24

OR denotes odds ratio from univariate logistic regression; CI, 
confidence interval.
*P < .01
†P < .001
Respondent reported not drinking any alcohol in the last month.
§ Log transform of the number of drinks per month.
¶ Race coded as white versus nonwhite.

TA B L E  
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occurred less frequently than discussions about alco-
hol use (12.5%).  Discussions about AIDS were
reported by 26.1% of the respondents, exercise-relat-
ed conversations were reported 47.4% of the time,
and smoking was mentioned by 49.2% of the
respondents.  Considering any preventive health dis-
cussions (smoking, drinking, drug abuse, exercise,
healthy eating, or AIDS), 97.4% of the respondents
reported a discussion of at least 1 topic.

D I S C U S S I O N
Physicians currently incorporate preventive counsel-
ing about behavioral health risks as part of standard
clinical care.  In a recent survey of general practi-
tioners, 97% of those surveyed thought that mem-
bers of their profession should inquire about drink-
ing behaviors.15 Moreover, brief office visit screening
followed by physician advice has been documented
as effective in reducing alcohol consumption.16,17

Despite the general positive opinion of alcohol
screening, however, discussions about AIDS and
other health-related behaviors were discussed much
more frequently than alcohol-related behaviors.  

Our analysis identified patients who consume a
significant amount of alcohol, yet did not report
being screened or counseled by their physicians.  We
gathered information about the magnitude of use, as
well as about the presence or absence of a discus-
sion regarding alcohol.  This allowed us to examine
2 important aspects of alcohol screening: (1) the
demographic features that predicted it, and (2)
whether these demographic features represented
patients who actually consumed large amounts of
alcohol and could therefore benefit from counseling.

Although the BRFSS did not assess alcohol
dependence or abuse directly, the goal of the study
was to designate which patients might be appropri-
ate candidates for screening or preventive counsel-
ing.  Assessments of alcohol abuse or dependence
using strict Diagnostic and Statistical Manual of
Mental Disorders – 4th Edition (DSM-IV) criteria
require insight, as well as a willingness to share this
information with the interviewer.  Kosten and
Rounsaville18 found that DSM-based diagnostic inter-
views for alcoholism and substance abuse showed
the lowest sensitivity relative to other psychiatric
diagnoses.  Therefore, more recent surveys of alco-
hol abuse assess the quantity of consumption before
applying strict DSM-IV criteria.19,20 Although partici-
pants may also minimize actual consumption, the
screening for quantity requires less insight than a for-
mal diagnosis and may more effectively identify can-
didates for counseling.  However, our findings sug-

gest that physicians do not routinely attempt to
ascertain alcohol use quantitatively.21,22

Implementing alcohol screening as a routine pre-
ventive health care practice would allow physicians
to detect problems without relying on insightful
spontaneous reporting from patients.

The most successful strategy to identify more can-
didates for treatment involves simply screening a
larger number of patients, especially high-risk
patients.  Our data suggest that physicians do target
discussions somewhat toward people who report
excessive alcohol consumption.  Approximately 16%
of the general patient population reported such a
discussion, but this rate was greater (27.8%) among
heavy or binge drinkers.  Unfortunately, these data
also suggest that the majority of patients who might
benefit from such counseling, did not report a dis-
cussion about alcohol use.  Individuals who are like-
ly to be appropriate candidates but who were not
counseled include white patients and women (wid-
ows, in particular).  

The frequency of discussions about alcohol for
women and widows who drank excessively was
low.  This finding is consistent with current research
demonstrating that alcohol problems among
women, and widowed women in particular, are
under-recognized.  Physiologically, the lower body
water volume in women, especially in elderly
women, increases the detrimental effects of alcohol.23

Physicians also appear to have more difficulty rec-
ognizing alcohol problems among the elderly.24

Alcohol-related symptoms among elderly women
may be misinterpreted as caused by depression, anx-
iety, or other psychiatric problems.25 Elderly women
taking psychoactive medications or medications with
sedative effects may be even more difficult to assess.
Moreover, our analysis categorized excessive drink-
ing using a single criterion for all respondents.
Evidence is mounting that indicates that women26

and the elderly23 are more at risk from lower levels
of drinking.  Had we lowered our criterion for these
patients, the magnitude of problem drinkingwould
have appeared even greater.

L imi ta t ions

There are several limitations to our study.  A number
of reasons, including forgetfulness or inattention,
may account for under-reporting.  An overall prob-
lem with memory is unlikely, since almost all
respondents remembered at least one discussion
about some kind of health risk.  Nonetheless,
patients may be selectively less likely to recall a dis-
cussion about alcohol because of emotional associa-
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tions with the topic.  However, it is unclear why
memory would be less reliable about alcohol use
than memory about another potentially emotionally-
charged topic, such as AIDS.  

Additionally, our information was self-reported
through a telephone interview.  There have been
positive study results published that validate the
BRFSS survey data on alcohol consumption.27,28

Nevertheless, the potential remains that respondents
underestimate their alcohol use, and this might lead
to false-negatives.  Furthermore, the nature of the
BRFSS question for alcohol discussions is somewhat
ambiguous since we do not know if the discussion
was a screening for excessive drinking or simply
educational counseling.  

C O N C L U S I O N S
Ideally, alcohol screening should occur in all primary
care office visits, but given the extreme time con-
straints in the clinic setting, identification of under-
recognized groups for targeted screening may
enhance the recognition of alcohol abuse in a most
time-effective manner. 
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