BEHAVIORAL HEALTH CONSULT

How to screen for and treat

teen alcohol use

A full biopsychosocial interview is key, including use of
an efficient tool such as the S2BI questionnaire, to quickly
stratify risk level and to guide follow-up decisions.

»THE CASE

Paul F* is a 16-year-old White boy who lives with his mother and spends some weekends
with his father who has shared custody. He recently presented to the clinic for treatment
due to an arrest for disorderly conduct at school. He and a friend were found drinking
liquor outside the school building when they were scheduled to be in class. Paul reported
that he and his friends often drink at school and at extracurricular functions. He has been
using alcohol for the past 2 years, with escalating consumption (5 or more drinks per epi-
sode) in the past year. Paul has been drinking most days of the week and has even driven
under the influence at times. He said, “I just feel happier when | am drinking.” An accom-
plished soccer player recruited by colleges, Paul recently was suspended from the team due
to his poor grades. His response was, “It's stupid anyway. What's the point of playing?”

OHOW WOULD YOU PROCEED WITH THIS PATIENT?

* The patient’s name and some personal details have been changed to protect his identity.

Icohol is the number 1 substance of
A abuse for adolescents, used more than

tobacco or drugs.' In 2007 and again
in 2016, the Surgeon General of the United
States issued reports to highlight this impor-
tant topic,"* noting that early and repeated
exposure to alcohol during this crucial time of
brain development increases the risk for future
problems, including addiction.?

Adolescent alcohol use is often underes-
timated by parents and physicians, including
misjudging how much, how often, and how
young children are when they begin to drink.!
Boys and girls tend to start drinking at similar
ages (13.9 and 14.4 years, respectively),® but as
girls age, they tend to drink more and binge
more.* In 2019, 1 in 4 adolescents reported
drinking and more than 4 million reported at
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least 1 episode of binge drinking in the prior
month.* These numbers have further ramifica-
tions: early drinking is associated with alcohol
dependence, relapse, use of other substances,
risky sexual behaviors, injurious behaviors,
suicide, motor vehicle accidents, and dating
violence.**

DIAGNOSING ALCOHOL USE
DISORDER

The range of alcohol use includes consump-
tion, bingeing, abuse, and dependence.”®
Consumption is defined as the drinking of
alcoholic beverages. Bingeing is the con-
sumption of more than 5 drinks for men or
4 drinks for women in 2 hours, according to
the National Institute on Alcohol Abuse and
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>

The Screening
to Brief
Intervention
(S2BI) tool can
quickly and
efficiently
stratify a
patient’s risk of
substance use
disorder.
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TABLE

Summary of DSM-5 diagnostic features

for alcohol use disorder®?

Two of the following symptoms/behaviors must be present for at least 1 year, and be co-occurring

with significant distress or impairment:

e More alcohol is consumed than intended or is consumed over a longer period of time than

intended.

e Efforts to cut back or control drinking have not succeeded.

e Excessive time is spent obtaining, using, or recovering from alcohol.

e Alcohol cravings and urges persist.

e Use of alcohol has impaired follow-through on education, employment, or home obligations.

¢ Interpersonal problems have been caused or intensified by use of alcohol.

e Alcohol use has led to a reduction in or cessation of recreational, social, and employment activities.

e Use of alcohol has occurred in situations where it is dangerous.

e Alcohol use has continued despite knowledge of the problems it is causing.

¢ Tolerance to alcohol is evident—ie, drinking the same amount has little effect, or heavier use occurs

to maximize alcohol’s effects.

e Withdrawal is evident—ie, physiologic signs (tremors, nausea) occur or closely related drugs (eg,

benzodiazepines) are taken to avoid withdrawal.

DSM-5, Diagnostic and Statistical Manual of Mental Disorders-5.

2 Adapted from the DSM-5; American Psychiatric Association (2013).

Alcoholism.” However, the criterion is slightly
different for the Substance Abuse and Mental
Health Services Administration, which broad-
ens the timeframe to “on the same occasion.”
While previously known as separate disor-
ders, alcohol abuse (or misuse) and alcohol
dependence are now diagnostically classified
together as alcohol use disorders (AUDs), per
the Diagnostic and Statistical Manual of Men-
tal Disorders-5 (DSM-5).2 AUD is further strati-
fied as mild, moderate, or severe, depending
on the number of criteria that are met by the
patient (TABLE).*°

ALCOHOL SCREENING

Currently, the US Preventive Services Task
Force (USPSTF) does not recommend screen-
ing adolescents ages 12 to 17 for AUD, and has
instead issued an “I” statement (insufficient
evidence).!! While the USPSTF recognizes the
potential burdens of adolescent alcohol use,
the potential harms of screening include “stig-
ma, anxiety, labeling, discrimination, privacy
concerns, and interference with the patient-
clinician relationship”"! The USPSTF also
notes that it “did not find any evidence that

specifically examined the harms of screening
for alcohol use in adolescents.”!!

This is at odds with recommendations
from the American Academy of Pediatrics
(AAP), which in 2011 released a policy state-
ment advocating screening, brief interven-
tion, and referral to treatment for adolescent
substance use.'? In the United States, even
though 83% of adolescents see a physician
at least once each year'*" alcohol misuse
screening still varies, occurring in the range of
50% to 86% of office visits.”> When screening
does occuy, it is often based on clinical impres-
sion only.” Studies have shown that when a
screening tool is not used, up to two-thirds of
substance use disorders may be missed.'**?

1A full and complete biopsychosocial
interview with adolescents is a necessity, and
should include queries about alcohol, drugs,
and other substances. Acknowledgment of
use should trigger further investigation into
the substance use areas. Interviews may start
with open-ended questions about alcohol use
at home or at school before moving to more
personalized and detailed questioning and
use of screening tools.'

While various screening instruments ex-
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ist, for the sake of brevity we provide as an
example the Screening to Brief Intervention
(S2BI) tool. It is an efficient, single-page tool
that can help clinicians in their routine care
of adolescents to quickly stratify the patient
risk of substance use disorder as none/low,
moderate, or severe.'? It can be found here:
www.mcpap.com/pdf/S2Bi%20Toolkit.pdf
(see page 10).

For all patients, but particularly for adoles-
cents, confidentiality is important, and many
specialty societies have created language to
address this issue.”? Discuss confidentiality
with both the adolescent patient and the pa-
tient’s caregiver simultaneously, with dialogue
that includes: (a) the need to speak with ado-
lescents alone during the office visit, (b) the
benefits of confidentiality in the physician-
patient relationship, and (c) the need to dis-
close selected information to keep patients
safe.’” Describing the process for required
disclosures is essential. Benefits of disclosure
include further support for the adolescent
patient as well as appropriate parental partici-
pation and support for possible referrals.'

TREATING AUD

Treatment for AUD should be multifaceted.
Screen for comorbid mood disorders, such as
generalized anxiety,'”'® social anxiety,”® and
depression,'® as well as for insomnia.'® Studies
have demonstrated a strong link between in-
somnia and anxiety, and again between anxi-
ety and AUD.' " Finally, screen for adverse
childhood events such as trauma, victimiza-
tion, and abuse.” Addressing issues discov-
ered in screening allows for more targeted and
personalized treatment of AUD.

The National Institute on Drug Abuse
categorizes evidence-based treatment into
3 areas: behavioral therapies, family therapies,
and medications.

1 Behavioral therapies can include group
therapy, cognitive behavioral therapy (CBT),
motivational enhancement therapy, 12-Step
facilitation, and contingency management, in
which small rewards or incentives are given for
participation in treatment to reinforce positive
behaviors.*

I Family-based therapies, such as brief
strategic family therapy, functional family ther-
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apy, and multisystem therapy recognize that
adolescents exist in systems of families in com-
munities, and that the patient’s success in treat-
ment may be supported by these relationships.*

1 Some medications may achieve mod-
est benefit for treatment of adolescents with
AUD. Naltrexone, acamprosate, and disulfi-
ram have all been used successfully to treat
AUD in adults®; some physicians may choose
to use these medications “off label” in adoles-
cents. Bupropion has been used successfully
in the treatment of nicotine use disorder,*
and a small study in 2005 showed some suc-
cess with bupropion in treating adolescents
with attention-deficit/hyperactivity disorder,
comorbid depression, and substance use dis-
order.? Naltrexone has also been studied in
adolescents with opioid use disorder, although
these were not large studies.

Adolescents with serious, sustained is-
sues with AUD may require more in-depth
treatments such as an intensive outpatient
program, a partial hospitalization program,
or a residential treatment program.'”” The
least-restrictive environment is preferable.'
Families are generally included as part of the
treatment and recovery process in those set-
tings.?! Some patients may require detoxifica-
tion prior to referral to residential treatment
settings; the American Society of Addiction
Medicine has published a comprehensive
guideline on alcohol withdrawal.*

> THE CASE

Paul’s family physician diagnosed his condi-
tion as AUD and referred him for CBT with a
psychologist, who treated him for both the
AUD and an underlying depressive disorder
that was later identified. CBT focused on cog-
nitive restructuring of depressive thoughts as
well as support for continued abstinence from
alcohol. The patient, with family support, de-
clined antidepressant medication.

After 6 months of treatment, Paul and
his parents were pleased with his progress. His
grades improved to the point that he was per-
mitted to play soccer again, and he was seriously
looking at his future college options. JFP

CORRESPONDENCE

Scott A. Fields, PhD, 3200 MacCorkle Avenue Southeast, 5th
Floor, Robert C. Byrd Clinical Teaching Center, Department of
Family Medicine, Charleston, WV 25304; sfields@hsc.wvu.edu
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Studies have
demonstrated
a strong link
between
insomnia and
anxiety, and
again between
anxiety and
alcohol use
disorder.
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