
■ b r i e f  r e p o r t

Primary Care Physicians’ Views on Screening 
and Management of Alcohol Abuse
Inconsistencies with National Guidelines
John M. Spandorfer, MD; Yedy Israel, PhD; and Barbara J. Turner, MD, MSEd 
Philadelphia, Pennsylvania

BACKGROUND. The effects of patients’ abuse of and 
dependence on alcohol are well known, but screening 
for problem drinking by primary care physicians has 
been limited. The National Institute of Alcohol Abuse 
and Alcoholism (NIAAA) recommends that all patients 
be screened for alcohol use, all users be screened with 
the CAGE questionnaire, and all nondependent prob­
lem drinkers be counseled. We evaluated primary care 
physicians’ screening methods for alcohol use and 
their management of problem drinkers to determine if 
they were following the NIAAA guidelines.

METHODS. We mailed a questionnaire to 210 
internists and family physicians to assess their alcohol 
screening and management methods.

RESULTS. Only 64.9% of the respondents reported 
screening 80% to 100% of their patients for alcohol 
abuse or dependence during the initial visit; even less 
(34.4%) screened that many patients during an annual 
visit. Nearly all respondents (95%) reported “frequent­
ly” or “always” using quantity-frequency questions to 
screen for alcohol abuse, but only 35% “frequently” or 
“always” used the CAGE questionnaire. Only 20% of 
the respondents rated treatment resources as ade­
quate for early problem drinkers, and 72% preferred 
not to counsel these patients themselves. A belief that 
a primary care physician could have a positive impact 
on an alcohol abuser was less likely to be held by 
respondents who were older, in a nonurban setting, or 
had more years in practice (P = .05).

CONCLUSIONS. A substantial proportion of the 
physicians in our survey sample were not following 
NIAAA recommendations. Most physicians preferred 
not to do the counseling of nondependent problem 
drinkers themselves, but to refer those patients to a 
nurse trained in behavioral interventions.
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A lthough the prevalence of alcohol abuse and 
alcohol dependence in general medical clinics 
ranges from 10% to 20%,12 screening for prob­
lem drinking by primary care providers has 
been limited.’46. Several barriers to widespread 

screening for alcohol use have been reported, including 
physician time constraints and reticence to ask patients 
potentially offensive questions.78 Physicians may also be 
confused about the numerous methods used to screen for 
alcohol abuse. These include questions about the quantity 
and frequency of alcohol use,9 CAGE (Cut down, Annoyed 
by criticism, Guilty about drinking, Eye-opener drinks) 
questions,10 the Michigan Alcoholism Screening Test 
(MAST),11 the Diagnostic and Statistical Manual of 
Mental Disorders, 4th edition (DSM-IV) criteria,12 the 
Alcohol Use Disorder Identification Test (AUDIT),13 and 
laboratory markers.14 In 1995, the National Institute of 
Alcohol Abuse and Alcoholism (NIAAA) published recom­
mendations on screening and management of alcohol 
abuse by primary care providers,9 but the impact of this 
document on clinical practice is unclear. Our goal was to 
determine if primary care physicians were following the 
NIAAA guidelines.

METHODS

We mailed questionnaires to all 210 internists and family 
physicians in the Jefferson Health System in November 1997 
to assess their alcohol screening behaviors and beliefs. The 
practices are widely distributed throughout the metropolitan 
Philadelphia area. We sent a second survey to nonrespon­
dents after 6 weeks. All respondents were guaranteed confi­
dentiality.

The questionnaire asked about the proportion of 
patients screened for alcohol abuse during the initial visit 
or an annual visit, as well as the proportion of patients 
believed to be alcohol dependent. The instrument also 
included questions about the types of screening methods 
used and reasons screening might not occur. For patients 
identified as alcohol dependent, physicians were asked 
about the availability and success of treatment interven­
tions. Additionally, we asked if the respondent would pre­
fer to counsel early problem drinkers personally or refer 
them to a nurse trained in behavioral counseling. We 
obtained practice and demographic information, including 
physician sex, specialty, affiliation with university or com­
munity hospital, and number of years in practice. Our 
study was approved by the Thomas Jefferson University 
Institutional Review Board.

We used Jonckheere-Terpstra tests to look for associ­
ations between ordered categorical variables. Chi-square
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tests were used to test for associations between 
nonordered categorical variables. We performed calcu­
lations using SAS 6.12 software (SAS Institute, Inc, 
Cary, NC).

RESULTS

The survey response rate was 68% (N = 131). Seventy 
percent of the respondents were men; 39% were aged 
younger than 40 years, and 19% were older than 60 years; 
53% practiced internal medicine, with the remaining 47% 
in family medicine. Respondents were divided evenly by 
setting (48% urban and 52% suburban), and 33% were 
affiliated with a university hospital. Nonrespondents 
were more likely (P <.05) to be men than women (82% vs 
70%) or affiliated with community hospitals (81% vs 67% 
university affiliated).

Only 64.9% of the respondents reported screening 
80% to 100% of their patients for alcohol abuse or depen­
dence during the initial visit); 34.4% of respondents said 
that they screened that many during an annual visit. One 
third of the respondents admitted to screening <40% of 
patients during an annual visit. Eight percent of respon­
dents responded that <1% of their patients were alcohol 
dependent; 80% estimated that this proportion was 1% to 
10%; and 12% estimated that more than 10% of their 
patients were alcohol dependent.

Questioning the quantity and frequency of alcohol 
use was the most common screening approach reported, 
with 80% of respondents indicating they “always” asked 
these questions. CAGE questions were either “frequent­
ly” or “always” used by only 35% of survey physicians. 
CAGE was “never” used by 27% of respondents, while 
MAST and DSM-IV criteria were not used by 83% and 
75%, respectively. No physicians reported using AUDIT 
when asked to name approaches not listed in the survey. 
Laboratory markers were either “frequently” or “always” 
used by 57% of the physicians.

Only a small proportion of respondents cited time 
constraints and intrusiveness as barriers to alcohol 
screening (Table). Thirty-five percent responded that 
inadequate resources were available for the treatment 
of alcohol-dependent patients, and more than half 
(53%) believed treatment resources were inadequate 
for the early problem drinker. Most respondents (90%) 
replied that an intervention by a primary care physician 
concerning alcohol abuse or dependence could have a 
positive impact on such behavior, but only 21% were 
willing to say that treatment would be successful for at 
least half of these patients. Regarding the preferred 
type of intervention for early problem drinkers, 28% of 
surveyed physicians preferred personally counseling 
the patient in two 10- to 15-minute sessions, consistent 
with the approach recommended by Fleming and col­
leagues.16 The remaining respondents (72%) favored 
referring the patient to a nurse trained in behavioral 
interventions.

DISCUSSION

This survey was conducted 3 years after publication of 
the NIAAA guidelines for the screening and treatment of 
problem drinkers in primary care practices.9 Only two 
thirds of the 131 primary care physicians responding to 
our survey reported that they screened nearly all of their 
patients for alcohol problems during the initial visit, and 
one third screened nearly all their patients during annu­
al visits. Wenrich and coworkers16 similarly found that 
approximately one half of 134 primary care physicians 
asked an alcohol-screening question of the majority of 
standardized patients. Our survey results also indicate 
that if screening does not occur during the initial visit, it 
is unlikely to occur at another time in the longitudinal 
provider-patient relationship.

Although alcohol quantity and frequency of use ques­
tions appear to be the mainstay for screening by our 
respondents, concerns have been raised in the medical 
literature about the reliability of using this approach 
alone.1718 Patient denial of alcohol use and memory prob­
lems have been blamed for self-report underestimations 
of alcohol consumption by 40% to 60% in one region of 
the country.17 Several studies have found that physicians 
accept a higher rate of consumption as normal than 
would NIAAA experts.16'19 Due in part to these concerns, 
NIAAA recommends a second screening step of asking 
CAGE questions of all current drinkers. However, nearly 
two thirds of our respondents reported that they either 
do not ask CAGE questions or ask them only occasion­
ally. Since at least 60% of Pennsylvania residents con­
sume alcohol according to a 1995 NIAAA surveillance 
report,20 and current drinkers visit primary care settings 
more often than nondrinkers,21 our data indicate that 
many respondents were not screening current drinkers 
with the CAGE questions. Studies preceding the publica­
tion of the NIAAA guidelines also indicate that the CAGE 
questionnaire is rarely used by primary care clini­
cians.1610 Further, our respondents rarely reported using 
another screening tool in lieu of CAGE even though 
other approaches, such as TWEAK (Tolerance, Worried, 
Eye-openers, Amnesia, Cut down) and the Alcohol Use 
Disorders Identification Test (AUDIT) may outperform 
the CAGE questionnaire in certain primary care patient 
populations.22'23

Laboratory tests suggestive of problem drinking (eg, 
gamma glutamyltransferase, aspartate aminotrans­
ferase, and erythrocyte mean cell volume) were used 
“most of the time” by more than half of our respondents. 
Although such markers may provide clues to the diagno­
sis of alcohol abuse, no test or combination of tests is as 
useful as the CAGE or MAST questionnaire in diagnosing 
alcohol abuse.24,26 The NIAAA suggests that laboratory 
markers could be useful in assessing compliance with an 
alcohol treatment plan but does not recommend their 
use for detecting problem drinking.9

Few respondents felt that time constraints or intru-
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TABLE --------------------------------------------------------------------------------------------------------------------------------------------------------------------

Physicians’ Responses to Questions Regarding Barriers to, Resources for, and the Success of Alcohol Treatment Approaches

Question
Strongly 

Disagree (%)
Disagree

(%)
Neutral

(%)
Agree

(%)
Strongly 

Agree (%)

Is it difficult to screen because of time constraints? 20.6 42.7 14.5 21.4 0.8

Is it difficult to screen because 
intrusive questions?

22.9 45.8 8.4 19.8 3.1

Are there adequate resources for 
treatment of alcohol-dependent persons?

4.6 30.0 20.0 33.1 12.3

Are there adequate resources for 
treatment of early problem drinking?

8.5 44.6 26.2 17.6 3.1

Will interventions have a positive 
impact on alcohol abuse/dependence?

0.0 1.5 8.5 45.0 45.0

Will treatment be successful 5.5 50.4 22.8 18.9 2.4

at least 50% of the time?

sive questions presented obstacles to screening. Yet 
once a patient was identified as a problem drinker, many 
respondents were dissatisfied with the availability of 
resources for treatment, especially for early problem 
drinking. Many were also skeptical about the success of 
such treatment. Optimism was greater regarding the pos­
itive impact of an intervention by a primary care physi­
cian for patients who abuse or are dependent on alcohol. 
This belief is consistent with the results of a randomized 
controlled trial by Fleming and colleagues15 of several 
short primary care physician-conducted sessions on 
alcohol use. However, nearly three fourths of our survey 
physicians favored referring a problem drinker to a 
nurse trained in behavioral interventions. A study of a 
nurse-conducted behavioral program for problem 
drinkers found that 80% of primary care physicians in a 
Canadian city willingly referred their patients with 
drinking problems to the program.-5 This program led to 
a significant reduction in alcohol consumption.

Limitations
Our response rate of 68% in this study was substantially 
higher than the response rates (30% to 50%) in other sur­
veys of physician practices concerning diagnosis and 
treatment of alcohol disorders.41'1 We conducted a ques­
tionnaire survey rather than a chart audit because audits 
are intrusive and may require patient consent. 
Additionally, physicians may not document in the chart 
questions about alcohol use, since this is not a billable ser­
vice. Therefore, a recognized limitation of our study was 
that we used only self-reported data. In research on cancer 
screening practices, physician self-reported performance 
of recommended primary care interventions was generally 
higher than documented by chart review.2' If this were the 
case, the actual alcohol screening rates for our respon­

dents might have been worse than reported.
Our study offers evidence that NIAAA guidelines are 

not being followed by clinicans in one large health sys­
tem and lends support to the development of interven­
tions to address this deficiency.
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