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A B S T R A C T   

In 2021, over 50% of U.S. adults drank alcohol in the past month with over 25% reporting binge drinking, an 
increase over previous years. Alcohol use is associated with increased risk of accidents, poor birth outcomes, 
cancer, chronic diseases, and mortality. During the COVID-19 pandemic alcohol consumption and alcohol- 
related deaths increased. National organizations recommend screening for unhealthy alcohol use in general 
health care settings as a prevention strategy. 

This observational study examined alcohol screening rates in primary care practices in Boston, MA in the 
context of the COVID-19 pandemic, from July 2019 through May 2022. Screening rates were mapped, by month, 
to the number of COVID-19 cases. Alcohol screening dropped substantially during the first COVID-19 surge but 
steadily increased to baseline between the second and third surges. This decline was likely due to competing 
pandemic-related priorities (e.g., testing, urgent care) and the transition to telemedicine. While some health 
screening cannot be completed virtually, screening for alcohol is possible. Innovative workflow strategies (e.g., 
pre-visit screening via patient portals, support staff screening using virtual rooming processes) should be 
considered to avoid future interruptions of screening for unhealthy alcohol use in primary care.   

1. Introduction 

In 2021, over 50% of U.S. adults drank alcohol in the past month 
with over 25% reporting binge drinking (Substance Abuse and Mental 
Health Services Administration., 2021). Alcohol use is associated with 
increased risk of accidents, poor birth outcomes including fetal alcohol 
spectrum disorders, cancer, chronic diseases, and mortality. During the 
COVID-19 pandemic alcohol consumption (Roberts et al., 2021) and 
alcohol-related deaths increased (White et al., 2022). Prevention efforts 
include annual, universal alcohol screening and counseling (US Pre-
ventive Services Task Force et al., 2018). According to Lin et al. (Lin 
et al., 2020), “the COVID-19 pandemic led to a dramatic shift in oper-
ational priorities from improving general population health and chronic 
disease management to identifying patients with and at risk for the 
virus.” Due to this shift in primary health care priorities and changes in 
healthcare delivery (Cortez et al., 2021) (i.e., in-person to telemedicine), 
as well as concerns about increases in alcohol consumption and alcohol- 

related harms during the pandemic, we examined alcohol screening 
rates during COVID-19 surges in an urban health system. 

2. Methods 

The validated National Institute of Alcohol Abuse and Alcoholism 
(NIAAA) Single Item Alcohol Screening Question (SISQ) “How many 
times in the past year have you had X or more drinks in a day, where X is 5 for 
men and 4 for women, and the response of greater than 1 is considered 
positive” (Smith et al., 2009) was used to screen for unhealthy alcohol 
use (Saitz, 2005) within this system and documented in the Electronic 
Medical Record (i.e., Epic® or OCHIN Epic®). The SISQ is sensitive and 
specific for the detection of unhealthy alcohol use (including both risky 
drinking and alcohol use disorder) (Smith et al., 2009). Alcohol 
screening rates were obtained from a centralized repository of EMR- 
sourced clinical data in six primary care practices in an urban safety 
net health system including four community health centers and two 
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hospital-based clinics in Boston, MA from July 2019 through May 2022. 
This time-period captures 8 months pre-pandemic through 2 years 
during the pandemic. Monthly aggregated data was reported as a pro-
portion of the number of adults who were eligible and screened 
(numerator) over the number who attended a visit (in-person or virtual) 
and were due for annual screening (denominator). Both in-person and 
virtual screenings were captured in the EMR in the same way and were 
not differentiated in this dataset. COVID-19 cases in Boston were ob-
tained from a publicly available tracking system (Boston Public Health 
Commission, 2022) during the same time-period. Screening rates for the 
participating clinics were mapped, by month, to the COVID-19 cases 
(Fig. 1). Screening rate data reflect a smaller geographic area (specific 
clinics in Boston) than COVID-19 cases (all Boston neighborhoods) but 
still allows for investigation of trends. Data were analyzed in Excel and 
pivot tables constructed to produce the figure. Approved by the Boston 
University Medical Campus and Boston Medical Center Institutional 
Review Board. 

3. Results 

In the eight months prior to the pandemic when the project began 
data collection (July 2019 through February 2020), the six urban clinics 
in this study had a monthly average of 6,186 patients (range of 
5,556–7,052 patients) seen who were eligible for annual alcohol 
screening. During the pandemic, from March 2020 to May 2022, the 
number of patients who were seen and eligible was higher than usual in 
the first year and a half and then leveled off to pre-pandemic totals 
(Mean = 8,846, range of 4,978–14,482). Supplemental material has 
been provided to show these trends. 

Prior to the pandemic, alcohol screening rates in participating clinics 
remained around 40% from July 2019 through February 2020. Changes 
in screening began in March 2020 coinciding with the state COVID-19 
stay-at-home advisory. Screening rates decreased to 2.1% in April and 
May 2020, during the first spike in COVID-19 cases (8,475 and 3,081 

respectively). Screening rates steadily increased to pre-pandemic rates 
(39.8%) after the stay-at-home advisory ended through the next year 
(June 2020 to June 2021) despite additional COVID-19 surges. 
Screening rates decreased to 34.2% in the summer/fall of 2021 as an 
increase in COVID-19 cases occurred due to the Delta variant. Screening 
fell to 33.8% in December 2021 as COVID-19 cases (26,308) rose 
considerably from the previous month (5,030 in November 2021). A 
more significant dip in screening (27.6%) occurred during the spread of 
the Omicron variant resulting in unparalleled COVID-19 cases (44,431 
in January 2022). After that dramatic increase in cases, screening rates 
rebounded quickly to pre-pandemic rates of 40.4% by May 2022. 

4. Discussion 

In this novel study we found that alcohol screening in an urban 
health system in the United States dropped substantially during the first 
COVID-19 surge but steadily increased to baseline between the second 
and third surges. This decline in screening rates occurred during higher 
than usual visits during the pandemic and was likely due to competing 
pandemic-related priorities (e.g., testing, urgent care) and the transition 
to telemedicine (Chudasama et al., 2020). While most routine preven-
tive health screenings cannot be completed virtually (e.g., mammogram, 
colonoscopy), virtual screening for alcohol is possible but with potential 
challenges (Ghosh and Sharma, 2021). While not directly examined, we 
hypothesize about several pandemic-specific challenges to alcohol 
screening at the patient, clinician, and system-level. During the early 
stages of the pandemic, urgent care issues were likely prioritized by both 
patients and clinicians over routine health care maintenance. Shifting to 
telemedicine also likely impacted alcohol screening at the clinician- and 
system-level. During virtual visits clinicians are often responsible for all 
aspects of patient care without the assistance of support staff who 
regularly oversee and/or perform behavioral health screening (Mertens 
et al., 2015). There were likely other changes in policies and guidelines 
within or outside the health system throughout the study period that 

Fig. 1. Monthly Alcohol Screening Rates and COVID-19 Case Counts, Boston MA, July 2019-May 2022.  
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could have impacted screening rates. Later surges had less impact on 
screening rates likely due to return of some in-person team-based care, 
less focus on COVID-related issues during visits and improvements in 
telemedicine workflows. Some recommended improvements in virtual 
visits include pre-visit planning (e.g., identifying screening needs) and 
inter-visit care management (e.g., obtaining self-administered screening 
data) (Lin et al., 2020; Kamath et al., 2022). While it is possible that 
increased awareness of alcohol-related harms may have contributed to a 
return to baseline levels of screening, if this was a primary reason, one 
would expect alcohol screening to increase above pre-pandemic rates 
which was not the case in this study. 

This study has several limitations. First, as an observational study we 
cannot demonstrate causality between COVID-19 surges and screening 
frequency, yet there was an observed pattern of an inverse relationship 
between COVID-19 cases and screening rates. Second, we do not have 
patient or provider-level demographics, which doesn’t allow targeted 
questions about context. While we are unable to adjust for variables not 
included in the datasets, the data does represent the same general 
population for the numerator and denominator. Our dataset does not 
distinguish between in-person versus virtual visits and therefore we 
were unable to investigate differences in visit type. Finally, we used 
screening data from the EMR, which relies on accurate provider and staff 
data entry into the EMR. 

Despite the limitations, this study has several strengths. First, the 
ability to examine smaller time intervals (monthly) allowed us to 
investigate trends during a time when the context was changing daily 
and the need for discrete units of time was necessary to observe shifts. 
Second, both datasets (alcohol screening and COVID-19 cases) represent 
a population from the same geographic region and over the same time- 
period; extrapolation of data was unnecessary. Third, we were able to 
examine screening across multiple clinics due to similarities in EMR and 
data definitions. Finally, the data collection included time points both 
before and during the pandemic. 

5. Conclusion 

Due to the importance of prevention through regular alcohol 
screening, especially given the increases in alcohol related morbidity 
and mortality during the pandemic, innovative workflow strategies (e. 
g., pre-visit screening via patient portals, support staff screening using 
virtual rooming processes) should be considered and prioritized to avoid 
interruptions of screening for unhealthy alcohol use in primary care. 
Future research should explore whether the frequency of screening was 
different between telemedicine and in-person visits during the same 
time-period as well as broader explorations of patient-, clinician- and 
system-level causes for the changes observed. Use of rigorous study 
designs, such as interrupted time series that allow investigation of im-
pacts across time and settings would provide a deeper understanding 
about the changes in alcohol screening and effective clinical protocols to 
avoid disruptions. 
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