PROBLEM-ORIENTED DIAGNOSIS

Recognition of Alcohol
and Substance Abuse

DAVID J. MERSY, M.D., HealthPartners Spring Lake Park Clinic, Spring Lake Park, Minnesota

Ten percent of the population abuses drugs or alcohol, and 20 percent of patients seen by
family physicians have substance-abuse problems, excluding tobacco use. These patients
can be identified by relying on regular screening or a high index of suspicion based on
“red flags” that can be noted in various dlinical situations. The modified CAGE question-
naire is an excellent screening instrument, but several alternatives are available. The best
screening test is one that the physician will routinely use well. Laboratory indicators such
as gamma-glutamyl transpeptidase, mean corpuscular volume, and carbohydrate-defi-
cient transferrin are nonspecific but can add to the evidence of alcohol abuse. If problem
alcohol use is diagnosed, even brief physician advice can be helpful. If the problem has
progressed to addiction, referral to an addiction specialist or treatment center is recom-
mended. Special issues arise in dealing with substance abuse in adolescents, elderly
patients, and patients with mental iliness, but the family physician can play an important
role in recognizing this common problem. (Am Fam Physician 2003;67:1529-32,1535-6.
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ubstance abuse, defined as the

problematic use of alcohol, tobacco,

or illicit drugs, has been called the

nation’s number one health prob-

lem.! The costs to society are enor-

mous; the National Institute on Alcohol Abuse

and Alcoholism estimates that alcohol and

drug abuse are associated with 100,000 deaths

per year and cost society $100 billion per year.?

It is thought that approximately 10 percent

of American adults have a problem with drugs

or alcohol, and an estimated 20 percent of

patients seen by family physicians have sub-

stance-abuse problems, excluding tobacco

use.’ Patients who abuse alcohol and drugs are

much more likely to develop medical prob-
lems than the general population.

Definitions

The American Medical Association recog-
nized alcoholism as a disease in 1956. Early
editions of the American Psychiatric Associa-
tion’s Diagnostic and Statistical Manual of
Mental Disorders (DSM) required the presence
of tolerance or withdrawal symptoms before a
diagnosis of alcohol or drug dependence could
be made. In the fourth edition of this publica-

See editorial on page 1443.
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tion, the requirements shifted to loss of control
and failure to abstain from using the substance
despite evidence of the problems it causes.* A
practical approach for the family physician is
to define addiction as the continued use of
mood-altering chemicals despite an identified
medical or social contraindication. This defin-
ition is helpful because physicians do not have
to consider the amounts of substances being
used or the duration of use.

The distinction between addiction and
problem use is particularly important. The
problem drinker or drug user may have undi-
agnosed medical or social problems but not
yet have experienced a major loss of control.
In full-blown addiction, patients continue
using alcohol or drugs despite negative conse-
quences, have a compulsion to continue using
alcohol or drugs, and are in denial about the
effects on themselves and others.

Approach to the Patient

Patients can present with “red flags” for
alcohol and drug problems (Table 1).° These
warnings can be detected during physical
examinations or by screening during consul-
tations for atypical progress of medical prob-
lems. Although none of the red flags is
pathognomonic for alcohol or drug problems,
the presence of even one should raise suspi-
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TABLE 1
“Red Flag” Complaints for Substance-Abuse Problems

Frequent absences from school or work Gastrointestinal symptoms, such

History of frequent trauma or accidental as epigastric distress, diarrhea,
injuries or weight changes

Depression or anxiety Sexual dysfunction

Labile hypertension Sleep disorders

Adapted with permission from Schulz JE, Parran T Jr. Principles of identification
and intervention. In: Graham AW, Schultz TK, Wilford BB, eds. Principles of
addiction medicine. 2d ed. Chevy Chase, Md.: American Society of Addiction
Medicine, 1998:250.

cion. In addition to the typical signs, a history
of relationship difficulties, poorly explained
trauma, or convictions for driving while
intoxicated (DWI) should raise suspicion.

A number of physical findings can suggest
alcohol or other drug problems (Table 2).°
Another warning flag pops up when a patient
with a chronic disease fails to respond in the
expected manner to treatment, such as a patient
with diabetes whose glucose level becomes
more difficult to control or a patient with
hypertension whose blood pressure becomes
more difficult to manage despite apparently
optimal therapy and supposed compliance.

It is still important to screen all patients for
drug and alcohol use when there are no obvi-
ous red flags, suspicious physical findings, or
atypical features of chronic disease. Screening
should be done whenever possible but partic-
ularly at the time of the periodic evaluation. In
selecting a screening tool, the physician should
decide between using a screening test or focus-
ing on the amount of alcohol consumed.

The American Society of Addiction Medi-
cine has developed standards for a positive
screen based on the number of drinks
ingested per week. Using this standard, a pos-
itive screen is considered consumption of
more than 14 drinks per week or more than
four drinks per occasion for men. For women,
a positive screen is more than seven drinks per
week or more than three drinks per occasion.®
The numbers for women are lower because it
takes fewer drinks for women to experience

A key feature of addiction is continued use of the substance
despite negative consequences.
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TABLE 2
Physical Findings that Suggest Alcohol
and Other Drug Problems

Mild tremor

Odor of alcohol on breath

Enlarged, tender liver

Nasal irritation (suggestive of cocaine insufflation)

Conjunctival irritation (suggestive of exposure to
marijuana smoke)

Labile blood pressure, tachycardia (suggestive of
alcohol withdrawal)

" Aftershave/mouthwash” syndrome (to mask the
odor of alcohol)

Odor of marijuana on clothing

Signs of chronic obstructive pulmonary disease,
hepatitis B or C, HIV infection

HIV = human immunodeficiency virus.

Adapted with permission from Schulz JE, Parran T Jr.
Principles of identification and intervention. In: Gra-
ham AW, Schultz TK, Wilford BB, eds. Principles of
addiction medicine. 2d ed. Chevy Chase, Md.: Amer-
ican Society of Addiction Medicine, 1998:251.

the negative consequences of alcohol con-
sumption.” If the screen is positive, the physi-
cian should take a more extensive history and
consider physical examination and laboratory
evaluation. The latter can help rule out a false-
positive screen and classify the patient as a
problem drinker or an alcoholic.

Several other screening tools are available,
but the CAGE questionnaire and the conjoint
screening test are the most practical for family
physicians. CAGE is a mnemonic for a ques-
tionnaire that asks about attempts to Cut
down on drinking, Annoyance with criticisms
about drinking, Guilt about drinking, and
using alcohol as an Eye opener.®® The test
requires approximately one minute to com-
plete, and although it does not diagnose alco-
holism or problem drinking, it should prompt
the physician to look further.

The CAGE questionnaire does not differen-
tiate between current and former problems,
and it is more accurate in detecting alcoholism
than problem drinking. Screening for other
substances can be incorporated into the
CAGE format by simply including references
to them in the questions.'® The CAGE ques-
tionnaire is thought to be 60 to 90 percent
sensitive when two or more questions are pos-
itive and 40 to 60 percent specific for exclud-
ing substance abuse.
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The conjoint screening test is even shorter,
involving only two questions: “In the past year,
have you ever drunk or used drugs more than
you meant to?” and “Have you felt you wanted
or needed to cut down on your drinking or
drug use in the past year?”!' When primary
care patients were studied, at least one positive
response detected current substance-use dis-
orders with nearly 80 percent sensitivity and
specificity. As with all screening tests, perfor-
mance varies with the prevalence of substance
abuse in the particular population screened.

It is more important for physicians to pick a
screening tool and use it routinely than to try
to find the best screening method in each sit-
uation. The best method is the one that physi-
cians use on a regular basis. No single screen-
ing test can diagnose substance abuse, but a
positive screen raises suspicion and should
prompt physicians to investigate further.

Laboratory Evaluation

Although many laboratory tests have been
used in the evaluation of substance abuse,
none is diagnostic. The most useful laboratory
tests to confirm alcohol-abuse problems are
gamma-glutamyl transpeptidase (GGT), mean
corpuscular volume (MCV), and carbohy-
drate-deficient transferrin (CDT). A urine
toxicology screen is the best test to confirm
problems with other drugs.

The serum GGT determination is one of
the most widely used laboratory tests. This
hepatic enzyme is elevated in patients who use
alcohol excessively.'? The test has a higher sen-
sitivity than specificity because other condi-
tions, such as nonalcoholic liver disease,
hyperthyroidism, and use of anticonvulsants,
can elevate GGT levels."

MCV also has been used as a marker of
heavy alcohol consumption. It tends to be less
sensitive than measurement of the GGT level,
but an elevated MCV level combined with an
elevated GGT level should raise suspicion
about alcohol abuse.'?

CDT tests are available to screen for exces-
sive alcohol consumption. It has been esti-
mated that four to seven drinks per day for at
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Both the CAGE questionnaire and the conjoint screening test

perform well as screening tools for substance abuse.

least one week can significantly elevate CDT
levels in patients with alcoholism.!*

Special Populations
Recognition of substance abuse in adoles-
cents, geriatric patients, and patients with
mental illness provides special challenges.
Drug and alcohol use during adolescence
differs from use in adults. The typical acting
out of adolescents can be confused with the
effects of drug and alcohol use. Adolescents’
mistrust of adult authority frequently compli-
cates the detection of substance abuse. A fam-
ily physician who has interacted with an ado-
lescent over time probably is trusted more
than other adult authority figures. The best
chance for the physician to detect problems is
in the context of routine medical care.'® Fam-
ily physicians need to be aware of potential
problems and modify the CAGE question-
naire to screen for both drugs and alcohol.
Older patients with alcoholism fall into two
groups. The early-onset group had alcoholism
earlier in life, while problems in the late-onset
group begin after the age of 60.'® Several studies
have evaluated the efficacy of the CAGE ques-
tionnaire in elderly patients. While the overall
sensitivity and specificity are quite good, this
screening tool is not as effective in discriminat-
ing between current drinking and a past drink-
ing problem. It is particularly important to
modify the CAGE questionnaire to detect drug
abuse, because elderly patients are prone to self-
medication. The physician must be aware that
cognitive impairment can affect the patient’s
ability to respond accurately to the questions.
The physician should be suspicious of sub-
stance abuse in patients with mental disorders.
Results from the Epidemiologic Catchment Area
study'” demonstrated that 47 percent of patients
with a lifetime diagnosis of schizophrenia or
schizophreniform disorder met criteria for some
form of substance abuse. In patients with antiso-
cial personality disorder, the percentage was
83.6; in patients with anxiety disorders, the per-
centage was 23.7; and in patients with affective
disorders, the percentage was 32. Suspicion of
substance abuse is important not only because
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Substance Abuse

of the prevalence of this disorder, but also
because it is very difficult to treat mental illness if
concomitant substance abuse is unrecognized.

Treatment

A detailed outline of the treatment of sub-
stance abuse is beyond the scope of this arti-
cle. If problem drinking is identified, even
brief physician advice can be helpful.'® [Evi-
dence level A, randomized controlled trial]
These patients have experienced some nega-
tive consequences but have not yet experi-
enced a major loss of control. The patient who
has been diagnosed with substance abuse
should be referred to an addiction-medicine
specialist or an inpatient or outpatient treat-
ment center. These steps give the patient a
solid start on the recovery process.

If insurance problems or other factors pre-
vent referral, it is possible to detoxify the
patient on an outpatient basis. The patient
then can be referred to Alcoholics Anony-
mous or Narcotics Anonymous for sustained
follow-up support. Specific medical therapies
are available for opioid addiction.

Whatever treatment the patient undergoes,
it is important for the family physician to be
supportive of the patient and the family in
recovery and to be extremely careful about
prescribing mood-altering drugs in the future.
As a chronic disease, substance abuse tends to
relapse. The family physician can play a piv-
otal role by dealing with the patient and fam-
ily in a nonjudgmental manner.

The author indicates that he does not have any con-
flicts of interest. Sources of funding: none reported.

The Author

DAVID J. MERSY, M.D., is currently chief of professional services at the HealthPartners
clinic in Spring Lake Park, Minn. He received his medical degree from the University of
Minnesota Medical School, Minneapolis, and completed postgraduate training at
Sioux Valley Hospital, Sioux Falls, S.D. He was formerly professor and Alice E. Fruehan
chair in the Department of Family and Community Medicine at Albany Medical Col-
lege, Albany, N.Y. He holds a certificate of added qualifications in geriatrics and is cer-
tified by the American Society of Addiction Medicine.

Address correspondence to David J. Mersy, M.D., 16090 Andrie St. NW, Ramsey, MN
55303 (e-mail: dmersy@aol.com). Reprints are not available from the author.

1532 AMERICAN FAMILY PHYSICIAN

www.aafp.org/afp

REFERENCES

1.

Horgan CM. Substance abuse: the nation’s number
one health problem. Key indicators for policy
update. Princeton, N.J.: The Robert Wood Johnson
Foundation, 2001:6.

Ninth special report to the U.S. Congress on alco-
hol and health from the Secretary of Health and
Human Services. Rockville, Md.: U.S. Dept. of
Health and Human Services, Public Health Service,
National Institutes of Health, National Institute on
Alcohol Abuse and Alcoholism, 1997.

Bradley KA. The primary care practitioner’s role in the
prevention and management of alcohol problems.
Alcohol Health & Research World 1994;18:97-104.
Diagnostic and statistical manual of mental disor-
ders: DSM-IV. 4th ed. Washington: American Psy-
chiatric Association, 1994:179.

Schulz JE, Parran T Jr. Principles of identification
and intervention. In: Graham AW, Schultz TK, Wil-
ford BB, eds. Principles of addiction medicine. 2d
ed. Chevy Chase, Md.: American Society of Addic-
tion Medicine, 1998:250-1.

ASAM alcohol screening card. Retrieved November
2002, from: www.asam.org/publ/.

Cherpitel CJ. Analysis of cut points for screening
instruments for alcohol problems in the emergency
room. J Stud Alcohol 1995;56:695-700.

Mayfield D, McLeod G, Hall P. The CAGE question-
naire: validation of a new alcoholism screening
instrument. Am J Psychiatry 1974;131:1121-3.
Ewing JA. Detecting alcoholism: the CAGE ques-
tionnaire. JAMA 1984,;252:1905-7.

Brown RL. Identification and office management of
alcohol and drug disorders. In: Fleming MF, Barry KL,
eds. Addictive disorders. St. Louis: Mosby, 1992:28.

. Brown RL, Leonard T, Saunders LA, Papasouliotis O. A

two-item conjoint screen for alcohol and other drug
problems. J Am Board Fam Pract 2001;14:95-106.
Allen JP, Litten RZ. Screening instruments and bio-
chemical screening tests. In: Graham AW, Schultz
TK, Wilford BB, eds. Principles of addiction medi-
cine. 2d ed. Chevy Chase, Md.: American Society
of Addiction Medicine, 1998:266-7.

Cushman P Jr. Blood and liver markers in the
estimization of alcohol consumption. In: Litten RZ,
Allen JP, eds. Measuring alcohol consumption: psy-
chosocial and biochemical methods. Totowa, N.J.:
Humana Press, 1992:135-7.

Stibler H. Carbohydrate-deficient transferrin in serum:
a new marker of potentially harmful alcohol con-
sumption reviewed. Clin Chem 1991;37:2029-37.
Mason MJ, Adger H Jr. Screening for drug abuse in
an adolescent primary health care clinic. J Child
Adolesc Substance Abuse 1997;7:33-43.
Fingerhood M. Substance abuse in older people.
J Am Geriatr Soc 2000;48:985-95.

Regier DA, Farmer ME, Rae DS, Locke BZ, Keith SJ,
Judd LL, et al. Comorbidity of mental disorders
with alcohol and other drug abuse. Results from
the Epidemiologic Catchment Area (ECA) Study.
JAMA 1990;264:2511-8.

Fleming MF, Barry KL, Manwell LB, Johnson K, London
R. Brief physician advice for problem alcohol drinkers.
A randomized controlled trial in community-based pri-
mary care practices. JAMA 1997,277:1039-45.

VOLUME 67, NUMBER 7 / APRIL 1, 2003



