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ABSTRACT

PURPOSE Although alcohol dependence causes marked mortality and disease
burden in Europe, the treatment rate is low. Primary care could play a key role
in reducing alcohol-attributable harm by screening, brief interventions, and ini-
tiating or referral to treatment. This study investigates identification of alcohol
dependence in European primary care settings.

METHODS Assessments from 13,003 general practitioners, and 9,098 interviews
(8,476 joint number of interviewed patients with a physician’s assessment) were
collected in 6 European countries. Alcohol dependence, comorbidities, and
health service utilization were assessed by the general practitioner and indepen-
dently using the Composite International Diagnostic Interview (CIDI) and other
structured interviews. Weighted regression analyses were used to compare the
impact of influencing variables on both types of diagnoses.

RESULTS The rate of patients being identified as alcohol dependent by the CIDI
or a general practitioner was about equally high, but there was not a lot of over-
lap between cases identified. Alcohol-dependent patients identified by a physi-
cian were older, had higher rates of physicial comorbidity (liver disease, hyper-
tension), and were socially more marginalized, whereas average consumption of
alcohol and mental comorbidity were equally high in both groups.

CONCLUSION General practitioners were able to identify alcohol dependence,

but the cases they identified differed from cases identified using the CIDI. The
role of the CIDI as the reference standard should be reexamined, as older alco-
hol-dependent patients with severe comorbidities seemed to be missed in this

assessment.

Ann Fam Med 2015;13:28-32. doi: 10.1370/afm.1742.

INTRODUCTION

Icohol consumption is a major risk factor for mortality and disability

in Europe,"? and alcohol dependence as been shown to account for a

great proportion of this burden.?* Alcohol dependence can be char-
acterized as a maladaptive pattern of alcohol use that leads to clinically sig-
nificant impairment or distress.’ Despite the associated high level of disease
burden, alcohol dependence has the lowest treatment rate among all major
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Organization study in primary care centers in 14 countries (including
7 European countries) showed that primary care physicians recognized

We wanted to compare how alcohol dependence is recognized in pri-
mary care facilities in 6 European countries based on the reference stan-
dard for assessing alcohol use disorders, the World Health Organization
tu-dresden.de Composite International Diagnostic Interview (CIDI).
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METHODS

Setting and Participants

Primary care practices were representative for the
following regions/countries: Catalonia (Spain); Friuli-
Venezia Giulia region (Italy 1); Hungary, Latvia, £6dz,
and Podkarpackie Province (Poland); Saxony and Berlin
state (Germany); and Tuscany region (Italy 2). Patients,
either scheduled for a given day or as a stratified ran-
dom subsample, were asked to participate in the patient
interview conducted by trained interviewers with vary-
ing professional backgrounds (eg, medical doctors,
students, psychologists). Stratification was based on the
general practitioner’s assessment, oversampling patients
with perceived alcohol problems. Patients had to meet
the following eligibility criteria: 18 to 64 years of age
and coming to the primary care practice for a consulta-
tion with a physician. A detailed listing of the sampling
procedure can be found in Supplemental Appendix 1.

Variables and Measurement

The physicians assessed the following areas: demo-
graphics, health problems, current alcohol use, includ-
ing alcohol dependence and alcohol abuse, and alcohol
treatment (Supplemental Appendix 2). For the patient
interview, we relied on the alcohol use disorders sec-
tion of the CIDI, an instrument that is used in most
international general population studies.!” The CIDI
first assessed the quantity and frequency of alcohol
consumption and subsequently the criteria for alcohol
use disorders according to the Diagnostic and Statistical
Manual of Mental Disorders (4th Edition) (DSM-1V).

In addition, the following instruments were used:
Kessler Psychological Distress Scale,''> World Health
Organization Disability Assessment Schedule 2.0,'3'*
the health services utilization questionnaire from the
alcohol treatment trials in the United Kingdom,"” and
open-ended questions about health care utilization.

Statistical Methods
Descriptive statistics were used to discriminate pre-
dictors underlying diagnosis, and linear and logistic
regressions, as well as a multinomial logit analysis, were
performed. All analyses were adjusted for study design
and conducted using Stata 12.0 (StataCorp LP).

More information on methodological aspects of the
study can be found elsewhere.'® All concerned commit-
tees obtained ethics approval.

RESULTS

Participants and Descriptive Data

The refusal rates were 56.4% for the physicians and
17.8% for the patients. Overall, we collected physi-
cians' assessments of 13,003 patients (5,461 for men

and 7,542 for women) and 9,098 interviews (3,715 for
men and 5,383 for women). Sample characteristics can
be found in Supplemental Appendix 3. More women
attended primary care practices during in the assess-
ment period, and younger age-groups were underrep-
resented. The 12-month prevalence of drinking was
high (64.4%; 95% CI, 63.4%-65.4%).

Prevalence of Alcohol Use Disorders

The 12-month prevalence of alcohol dependence was
around 5%, when assessed by the physician (5.1%;
95% CI, 4.7%-5.5%; n=13,003) or the CIDI interview
(5.5%, 95% CI, 5.1%-6.0%; n =9,098). Although the
physician assessment and the CIDI yielded a similar
prevalence, they identified different patient popula-
tions. Fewer than one-fifth of the cases were identified
by both methods (Figure 1). The physician and/or
CIDI identified alcohol dependence rate resulted in an
overall prevalence of 8.7% (95% CI, 8.1%-9.3%).

Although patients with alcohol dependence had a
substantially poorer social, morbidity, and disability
profile, their profiles differed depending on whether
their alcohol dependence status was defined by the
CIDI or a physician (Table 1).

After the multinomial logit and logistic regression
analyses, older age, greater unemployment, lower edu-
cation, and more hypertension and liver comorbidities
were associated with a physician's diagnosis (Supple-
mental Appendix 4). In terms of DSM-IV criteria,
patients among the physician-diagnosed cases contin-
ued to drink more often despite social problems.

DISCUSSION

The results confirm that in Europe alcohol dependence
is common and disabling among primary care practices

Figure 1. Venn diagram of alcohol dependence
determined by a general practitioner's
assessment or by the CIDI based on self-report.

Population with interviews and GP assessment (n = 8,476)

GP assessment
of alcohol
dependence
(n = 493)

DSM-1V alcohol
dependence

based on CIDI
(n = 481)

Overlap CIDI diagnosis vs GP assessment (n = 154)

CIDI = Composite International Diagnostic Interview; DSM-IV = Diagnostic and
Statistical Manual of Mental Disorders (4th Edition); GP = general practitioner.
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RECOGNIZING ALCOHOL DEPENDENCE

(8.7%),*' and it is twice as prev-
alent in primary care than in gen-
eral population studies (3.4%'®).
Compared with the CIDI, gen-
eral practitioners identified more
patients with alcohol depen-

Table 1. Characteristics of Noninterviewed and Interviewed Patients
With a Diagnosis of Alcohol Dependence, by Assessment and Sex

Noninterviewed
(n=2,012 Men; n=2,515 Women)

Diagnosis by GP

dence, and their cases seemed Characteristic Male Female
to be more severe (same level of 12-mo prevalence, % (95% Cl) 6.1 (5.1-7.2) 2.0 (1.4-2.5)
drinking and mental problems, Age, mean (SD), y 51.0 (10.1) 50.1 (10.2)
but higher level of physical prob- SES, self-classified, % (95% Cl)
lems and social disintegration). Above average NA NA
This finding raises the questions Average NA NA
about validity of CIDI and its Below average NA NA
status as a reference standard. Unemployed for health or other reason, % (95% Cl) NA NA
K . Smoking (GP and self), % (95% Cl) 70.0 (61.3-78.7) 68.1 (54.5-81.7)

Although this study is one of BMI (GP), mean (SD) 26.2 (5.0) 26.2 (5.9)
the few based on a representative | oo tension (P), % (95% C) 34.2 (25.6-42.7) 54.0 (39.9-68.1)
register sampling, the 56.4% of Liver problems (GP), % (95% Cl) 25.8 (17.9-33.8) 24.0 (12.0-36.0)
general practitioners who refused | Depression (GP), % (95% ) 15.8 (9.2-22.4) 22.0 (10.3-33.7)
to participate might have had Anxiety (GP), % (95% Cl) 24.2 (16.4-31.9) 40.0 (26.2-53.8)

different characteristics. When K10f
compared with other studies of

Above cutoff for serious mental distress, % (95% Cl) NA NA

general practitioners that used Total score, mean (SD) NA NA
probabilistic sampling techniques, WHODAS 2.0, mean (SD)?
however, our response rate can Total score NA NA
b idered satisf 1920 Days unable to conduct usual activities or work NA NA
€ considered satisfactory.™ because of health condition

A major finding of this study Ethanol use by drinkers, mean (SD), g/d" NA NA
is that the CIDI was not as suc- Chronic heavy drinking (=100 g/d), % (95% CI)" NA NA
cessful as a physician in identify- Binge drinking (2200 g/wk), % (95% CI)" NA NA

ing cases of alcohol dependence
in older patients. These patients
had considerable physical comor-

bidities, and the CIDI, which was

conceptualized for mental diagno-

ment Schedule 2.

ses, includes physical comorbidity

only indirectly (drinking despite

BMI = body-mass-index; CIDI = Composite International Diagnostic Interview; GP = general practitioner;
K10 = Kessler Psychological Distress Scale; NA = not applicable because this information has not been assessed
by general practitioner; SES = socioeconomic status; WHODAS 2.0 = World Health Organization Disability Assess-

Notes: Confidence intervals are based on standard error. Data were derived from different sources: GP indicates
that the general practitioner has provided the answer, whereas self indicates the information derives from the
interviewed patient him/herself. GP and self means that both sources of information were used for the respective
sample, ie, the GP response is displayed for the sample assessed by the general practitioner and the self response
is displayed for the interviewed sample.

physical problems). The CIDI also

evidenced major limitations with older patients in stud-
ies of depression, resulting in an artificially lower preva-
lence.?' It is possible the different findings of the CIDI
and the physicians were a result of the 12-month frame
time we used; some cases might have met full alcohol
dependence criteria earlier but not later in the study,
resulting in negative CIDI diagnostic status but a posi-
tive physician's diagnosis.?! On the other hand, general
practitioners may miss alcohol dependence in younger
patients because they do not visit primary care practices
as frequently as older adults.

More efforts are needed to enhance general practi-
tioners' recognition and intervention rates in younger
adults. These patients might benefit from standard-
ized screening, as well as brief interventions to reduce
drinking.???* Because older alcohol-dependent patients
have relatively high levels of physical and mental
comorbidity, the physician will need to decide whether

to provide formal treatment in the office setting or
refer for specialized care.

Although effective options exist for treating alcohol
dependence, including pharmacotherapy,?*?* there are
substantial barriers to applying these options in primary
care.?**” We see no reason why primary care physicians
could not conduct most treatments for less severe cases of
alcohol dependence. Incentive structures would need to
be established to allow such treatment within their busy
schedules.?® General practitioners' detection and inter-
vention rates could be improved by routinely checking
patients’ alcohol consumption, much as they do for hyper-
tension, by suggesting options for reduction, and by inter-
vening if certain thresholds are crossed.?” The physicians
in our study were able to detect cases of alcohol depen-
dence in need of treatment. Now the necessary incentive
structures should be established so they can deliver inter-
ventions or increase referrals to specialized care.?
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Interviewed?

(n = 3,449 Men; n = 5,027 Women)

Diagnosis by GP Only

Diagnosis by GP and CIDI

Diagnosis by CIDI Only

Male Female Male Female Male Female P Value® P Value©
5.6 (4.8-6.3) 1.9 (15-2.2) 3.1 (2.53.7) 0.6 (0.4-0.8) 5.9 (5.1-6.7) 2.4(1.9-2.8) - -
50.9 (10.9) 50.1 (12.1) 49.8 (11.7) 48.8 (12.1) 38.3 (13.2) 38.2 (13.5) <.0001¢  <.0001¢
5.3 (2.1-8.4) 7.9 (2.6-13.3) 10.8 (4.7-16.8) 10.5 (0.0-21.8) 9.7 (5.6-13.8)  12.2 (6.3-18.1) - -
58.8 (52.1-65.5)  50.6 (40.9-60.2)  48.5 (39.3-57.7)  38.5 (21.4-55.6)  61.0 (54.3-67.8)  66.6 (58.1-75.1) - -
36.0 (29.4-42.5) 41,5 (31.951.1) 407 (31.7-49.8)  51.0 (33.0-68.9) 29.3 (23.0-35.6)  21.2 (13.9-28.6) 0219 0033
27.8(21.9-33.8)  36.6 (27.4-45.8)  34.0 (25.4-42.7)  38.9 (214-56.4)  15.6 (10.5-20.6)  17.3 (10.5-24.1) 0021t <.00019
50.9 (53.3-66.5)  54.3 (44.6-63.9)  69.1 (60.5-77.8)  76.9 (61.6-92.2)  58.8 (51.9-65.6)  47.4 (38.3-56.4) .0010¢ 0546
27.2 (6.7) 27.0 (5.8) 25.8 (4.8) 24.7 (6.3) 26.0 (4.5) 23.4 (4.8) 0072 0697
45.2 (38.6-51.9) 45.0 (35.4-54.0) 43.7 (34.7-52.8) 54.4 (36.5-72.2) 19.1 (13.6-24.6) 12.0 (6.3-17.7) .0623 .0005¢9
19.5 (14.1-24.8)  20.4 (12.4-285)  32.2 (23.6-40.8)  20.0 (6.0-33.9) 6 (0.0-3.4) 0.8 (0.0-2.2) <.0001¢  <.0001
10.9 (6.7-15.1) 18.6 (10.8-26.4)  27.3 (19.235.5)  19.9 (5.4-34.4) 2(3.6-10.7)  14.2 (7.6-20.8) .0002¢ 7108
16.8 (11.9-21.8)  20.3 (12.7-27.8)  32.0 (23.4-40.6)  33.1 (16.250.0)  10.2 (6.0-14.4)  19.0 (11.7-26.4)  <.0001¢ 4873
8.0 (4.5-11.6) 8.6 (3.2-14.1) 215 (14.0-29.0) 215 (7.0-36.1) 8.6 (4.7-12.6)  16.3 (9.5-23.2) .0002¢ 0569
8.3 (8.1) 10.3 (8.6) 14.0 (8.6) 14.3 (9.0) 9.4 (7.6) 11.9 (9.0) <.0001¢ .0084
11.8 (16.0) 14.0 (14.7) 19.6 (19.1) 19.3 (18.5) 12.3 (15.3) 12.4 (14.9) <.00071¢ 2727
2.3 (7.3) 2.0 (6.1) 4.8 (9.0) 2.4 (3.4) 21 (5.8) 23 (6.1) .0025¢ 8362
50.3 (38.8) 46.9 (36.1) 87.6 (69.9) 62.7 (58.6) 52.6 (50.1) 42.2 (50.3) <.0001¢ 5451
9.3 (4.2-14.5) 10.8 (0.0-22.5) 32.4 (22.5-42.3) 22.2 (4.9-39.4) 13.7 (7.7-19.7) 8.8 (1.4-16.2) <.00014 3814
8.5(3.4-13.6)  15.0(1.3-28.8)  28.8 (19.2-38.4)  21.3 (4.5-38.1) 171 (10.5-23.7) 7.2 (0.3-14.0) <.0001 8955

2Data were weighted with inverse sampling probabilities.

> Compares group means of patients diagnosed by GP and CIDI with patients diagnosed either by CIDI or GP only; controlled for age and sex.
< Compares group means of patients diagnosed by GP only with patients diagnosed by CIDI only; controlled for age and sex.

9P values significant for Bonferoni-adjusted thresholds: P <.01/16 = .000625.
¢ P values significant for Bonferoni-adjusted thresholds: P <.05/16 = .003125.

fK10 cutoff for severe mental distress was 21 points in a total score ranging from O to 40, where higher scores indicate more severe distress.
9 WHODAS 2.0 total score ranges from 0 to 100, where higher scores indicate higher level of disability.
" Analyses were computed on patients reporting ethanol use of at least 10 g/d (remaining patients with alcohol dependence were abstaining).

To read or post commentaries in response to this article, see it
online at http://lwww.annfammed.org/content/13/1/28.
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