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An evidence-based approach to screening
and providing appropriate interventions
for unhealthy alcohol use in primary care

settings

“Currently, unhealthy alcohol use is a broad, overarching term that
includes risky drinking and alcohol use disorder.”
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Unhealthy alcohol use is one of the top causes
of preventable death in the USA [1]. Conser-
vative estimates indicate that it accounts for
atleast 85,000 deaths per year [2]. In addition,
it is associated with an increased risk of many
adverse health outcomes, including cancers
(oral cavity, esophagus, larynx, colon, rec-
tum, liver and breast), gastrointestinal prob-
lems (e.g., liver cirrhosis, pancreatitis, ulcers),
cardiovascular problems (e.g., heart disease,
hypertension, cardiomyopathy, stroke), men-
tal health problems (e.g., depression, suicide,
anxiety, cognitive impairment), preterm
birth complications, fetal alcohol syndrome,
motor vehicle accidents, and injuries and
violence [3-6]. Unhealthy alcohol use is very
common, with a prevalence of over 20%
among US adults [7.8].

Terminology related to unhealthy alcohol
use has evolved over recent decades. Cur-
rently, unhealthy alcohol use is a broad, over-
arching term that includes risky drinking and
alcohol use disorder (AUD). Risky drinking
can be present with or without AUD and is
defined as consumption levels that increase
the risk for health consequences, or con-
sumption above the following maximum
recommended limits: <3 drinks per day and
<7 drinks per week for all women and any-
one 265 years old, and <4 drinks per day
and <14 drinks per week for men <65 years
old [9]. AUD is defined in the fifth edition
of the Diagnostic and Statistical Manual
of Mental Disorders [10] as a single disorder

based on meeting two or more of 11 criteria,
such as alcohol often taken in larger amounts
or over a longer period than intended; per-
sistent desire or unsuccessful efforts to cut
down; important social, occupational or rec-
reational activities being given up or reduced
because of use; recurrent alcohol use in situa-
tions in which it is physically hazardous; and
craving, or a strong desire or urge to use alco-
hol (1. AUD can be categorized from mild
to severe based on the number of criteria met,
and is no longer separated into two subcat-
egories of alcohol abuse and alcohol depen-
dence (as it was in Diagnostic and Statistical
Manual of Mental Disorders-1V).

To substantially reduce the morbidity and
mortality from unhealthy alcohol use, primary
care practices should develop formal systems for
screening all adults and subsequently provid-
ing appropriate interventions for patients who
drink too much. Healthcare resources focused
on alcohol are currently inadequate; fewer than
a quarter of US adults have discussed alcohol
use with a health professional [12]. In addition,
many primary care providers lack comfort
and experience with screening for unhealthy
alcohol use and the provision of appropriate
interventions. Given the preventable burden
of disease at stake, reducing unhealthy alcohol
use should be a high priority. In this commen-
tary, we describe an evidence-based, practical
approach to screening for unhealthy alcohol
use, identifying whether patients have AUD or
risky drinking (without AUD) and providing
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appropriate interventions for those who drink too much.
We focus on behavioral counseling for risky drinking
in primary care and the use of medications for AUD in
outpatient settings.

Screening for unhealthy alcohol use

& screening-related assessment

Systematic comparative effectiveness reviews have
established the benefits of screening and counseling in
primary care [5,13-14]. Many screening tools are avail-
able and have been studied. The screening tools most
appealing for use in primary care, due to their ease
of use, relative brevity and validation in primary care
populations, are the single question screen endorsed by
the National Institute on Alcohol Abuse and Alcohol-
ism and the Alcohol Use Disorders Identification Test-
Consumption (AUDIT-C, three questions). We use
the former because of its brevity (given the numerous
competing demands in primary care) and its compara-
ble accuracy (versus longer screening questionnaires).
Sensitivity of the single question is around 0.85 for
detecting unhealthy alcohol use; specificity is 0.79 [13].

For individuals who screen positive, providers should
pursue screening-related assessment to confirm screening
results, ascertain baseline drinking behavior and deter-
mine whether patients have AUD versus risky drinking
without AUD. The third step is critical because it guides
the treatment plan. For those with risky drinking with-
out AUD, brief behavioral counseling interventions in
primary care are appropriate. For those found to have
AUD, more intensive interventions are needed.

To facilitate screening-related assessment, we suggest
using the full ten-question AUDIT [9]. The AUDIT is
the most extensively studied instrument for identify-
ing and assessing unhealthy alcohol use. It can detect
alcohol problems experienced over the last year. The
total AUDIT score and the subscore for questions four
through six can be used to determine the likelihood of
AUD [15]. Total scores of 15 or more for men and 13
or more for women or subscores of 2 or more points
from questions 4 through 6 indicate a high likelihood
of AUD [15]. Questions 4 through 6 address how often
during the last year the person found that she/he was
not able to stop drinking once they started, failed to
do what was normally expected of them because of
drinking, and needed a first drink in the morning to
get going after a heavy drinking session.

Providing appropriate interventions:
behavioral counseling & medications
Brief behavioral counseling interventions in primary care
are appropriate for adults with risky drinking who do not
have AUD. These interventions do not generally aim to
achieve abstinence, but rather seek to reduce or eliminate

risky behavior. The best evidence indicates that multi-
contact interventions, conducted over at least two visits
and lasting 10-15 min at each visit, rather than only pro-
viding advice to cut down, are most effective [s]. Effec-
tive interventions often utilize motivational interview-
ing techniques (e.g., reflective listening, open questions,
elicit-provide-elicit, asking permission and importance
and confidence exercises), which have been shown to
stimulate change for many types of behaviors [16,17]. More
detailed descriptions of such interventions are provided
elsewhere [5.13.18]. Given that providers may lack training
in the provision of such interventions, additional training
may be needed to optimize intervention effectiveness and
provider confidence.

When adults with AUD are identified by screening
in primary care, offering brief behavioral counseling
is not appropriate since it is not sufficient to change
behavior and improve outcomes for these patients. Pro-
viders should determine whether such patients are will-
ing to set a goal of abstinence or not, and then engage
in shared decision making regarding options for more
intensive treatment. These options may vary in avail-
ability by location and can include, for example, 12-step
programs (e.g., Alcoholics Anonymous), motivational
enhancement therapy, various types of residential pro-
grams, medications and detoxification. Many of these
involve referral to specialty care, which is how primary
care providers have historically handled patients with
AUD. However, many patients may not have access to
or may be unwilling to pursue specialty treatment.

“...medications will not work for all patients with
alcohol use disorder.”

Expanding access to some AUD treatments within
primary care is appealing for many reasons, and has
the potential to reduce morbidity for many patients
with AUD. This has become more of a realistic pos-
sibility in the current healthcare system, with recent
increases in colocation of primary care and psychia-
try services and with the development of interven-
tions designed with the intention of being functional
within primary care. For example, although the
intervention was developed in a nonprimary care set-
ting, the medical management intervention in the
COMBINE trial was intended to be adaptable for
delivery in primary care [19]. It is comprised of up to
nine manual-guided counseling visits over 16 weeks
and includes advice for reducing drinking, inquiries
about medication adverse effects and emphasis on the
importance of adherence.

Data from the USA indicates that less than a third of
people with AUD receive any treatment and that fewer
than 10% receive medications to help reduce alcohol
consumption [20-22]. Expanding access to medications
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via primary care that can prevent lapse (return to any
drinking), prevent relapse (return to heavy drink-
ing) or reduce consumption for people with AUD is
an attractive component of a strategy to improve this
disappointing underutilization. Both naltrexone and
acamprosate are effective for preventive of lapse and for
reducing consumption for people with AUD and could
be used by primary care providers [23]. Although scant
direct evidence exists for the use of these medications
in primary care settings [23], theory supports that the
medications would remain beneficial as long as they are
used for appropriately selected patients and with appro-
priate psychosocial co-interventions. Most evidence of
the effectiveness of naltrexone and acamprosate comes
from studies of patients who had undergone detoxifica-
tion or were required to maintain sobriety for at least
3 days prior to initiating medication. However, a few
studies enrolled patients who were not yet abstinent and
reported that medications reduced heavy drinking,
Among the medications, naltrexone is more appeal-
ing for most patients due to its once daily administra-
tion (whereas acamprosate is generally two pills taken
three-times daily). Naltrexone is an opioid antagonist
that competitively binds to opioid receptors and blocks
the effects of endogenous opioids. It is contraindicated
for those with acute hepatitis or liver failure and those
currently using opioids or with anticipated need for
opioids, whereas acamprosate is contraindicated with
severe renal impairment and requires dose adjustments
for moderate renal impairment. Of note, medications
will not work for all patients with AUD. For every
12 patients treated with oral naltrexone (50 mg/day), it
will successfully prevent one of them from returning to
heavy drinking [23]. For every 20 patients treated with
oral naltrexone (50 mg/day), it will successfully prevent
one of them from returning to any drinking [23].
Competing demands in primary care can make any
change difficult. Current challenges related to imple-
mentation and utilization of electronic health records
have perhaps increased time demands and workload for
primary care providers, but also provide opportunities
to develop new workflows and to revisit the prioritiza-
tion of a wide range of services. To implement screening
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and appropriate interventions for unhealthy alcohol use,
primary care practices may need to develop formal proto-
cols, alter support systems and staffing, and provide addi-
tional training for staff and providers. Despite such chal-
lenges, the preventable burden of disease from unhealthy
alcohol use should make it a top priority for primary care
practices as they prioritize among competing demands.

Conclusion

Primary care practices have the potential to substan-
tially improve the identification of unhealthy alcohol
use and the provision of appropriate interventions,
thus reducing the sizable adverse impact on public
health and on the lives of numerous individuals. Vali-
dated instruments are widely available that can facili-
tate an efficient assessment of alcohol use and inform
intervention/treatment decisions. For patients identi-
fied as having risky drinking behavior without AUD,
brief behavioral counseling interventions can curb
unhealthy behaviors, although additional provider
training may be needed for optimal effectiveness. For
patients with AUD, access within primary care to some
treatments historically provided by specialists could
help reduce the large number of patients who do not
receive appropriate treatment. Medications (naltrexone
and acamprosate) can improve a variety of outcomes
for people with AUD, although more research is needed
on how to best use these medications in primary care
practices.
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