
870© The Author(s) 2020. Published by Oxford University Press. All rights reserved.
For permissions, please e-mail: journals.permissions@oup.com.

Editorial

The changing landscape of alcohol use disorder and problem 
drinking in the USA: implications for primary care

Primary care and alcohol use

Primary care providers (PCPs) play an essential role in screening for 
and treating alcohol use disorders (AUDs) and hazardous drinking. 
According to a recent Lancet tutorial, primary care ‘is not only the 
entry point for most people’ with AUD but also ‘where secondary 
prevention and most clinical interventions should take place’ (1). 
Screening, brief intervention, pharmacotherapy, treating common 
comorbid mental health conditions, and referral to counselling are 
all within the purview of primary care practice. Thus, it is important 
for PCPs to be aware of the changing landscape of AUD and other 
alcohol-related problems and to be at the forefront in expanding 
interventions to address problematic alcohol use. In the paragraphs 
below, we focus on recent epidemiological trend data from the USA. 
While trends in alcohol use, related morbidity and mortality, and 
exacerbating risk factors may vary by country, it is essential to keep 
in mind that alcohol remains a leading contributor to morbidity and 
mortality internationally, and especially in high- and middle-income 
countries (2).

Increasing alcohol-related morbidity and 
mortality

The number of deaths from alcohol-related causes in the USA has 
more than doubled since 1999. In 2017 alone, more than 72 000 
Americans died from alcohol-related causes, comparable to the 
number of deaths from drug overdoses (3). Similarly, the rate of 
alcohol-related emergency department (ED) visits increased by 
50% between 2006 and 2014 (4). These trends reflect morbidity 
and mortality associated with chronic illness like liver disease and 
acute events such as accidents, alcohol poisoning, and adverse al-
cohol–drug interactions. Paradoxically, trends in alcohol consump-
tion and AUD have been relatively stable. Representative surveys of 
US household residents suggest that the prevalence of AUD among 
adults 18 and over actually decreased slightly over the years 2002 
through 2014 (9.4% versus 8.4%) (5).

What do these divergent trends tell us about the clinical picture of 
a high-risk drinker? Perhaps foremost, it is essential to consider that 
the US population has been ageing (6). Because older people gener-
ally drink less than younger adults, the USA might have expected a 
decrease in per capita consumption in recent years, but instead saw 
modest increases (7). In fact, rates of ‘binge’ drinking—usually op-
erationalized in US surveys as drinking five or more drinks in 1 day 
or on one occasion—have risen most rapidly among middle-aged 
and older adults while remaining relatively stable 18–29-year-olds 
(8). Excessive drinking is still more common among young adults, 

but ED visits for alcohol-related accidents and injury are more 
common in middle-adulthood, i.e. among 35–64 adults. Further, 
the age-gap in alcohol-related ED admission rates is growing: the 
largest increases between 2006 and 2014 were among adults ages 
45–64. If we consider that alcohol consumption generally decreases 
with age, but illness and injury related to alcohol consumption in-
crease with age, the stark age-related differences in morbidity risk 
associated with alcohol consumption become apparent. In Figure 1, 
we use past-year binge drinking prevalence in each age-group as a 
rough estimate of the size of the at-risk population to illustrate vari-
ation in rates of alcohol-related ED admission by age conditional 
on high-risk drinking. Dividing the rates of alcohol-related ED ad-
missions by this proportion, results suggest that high-risk drinkers 
in the 45 and over age categories are 6–7.5 times more likely to be 
admitted to the ED for alcohol-related injury than those aged 18–34.

Exacerbating risk factors

In terms of morbidity and mortality due to acute events such as 
falls and other accidents, age-related changes in strength, body com-
position, and reflexes are likely contributors to increased risk. But 
increasing age-related risk may also stem from rising rates of util-
ization of medications that interact with alcohol, especially those 
with sedating effects (9). Use of these medications increases rap-
idly with age (10–12). Although rates of opioid prescriptions have 
begun to stabilize (13), the proportion of the population using other 
 central  nervous system depressants such as benzodiazepines, GABA-
ergic sleep medications, muscle relaxants, and gabapentanoids has 
increased markedly since the early 2000s, more than doubling in 
most cases (11,14,15). While individuals who drink are slightly 
less likely to use these medications than non-drinkers, the increases 
among drinkers have paralleled trends among non-drinkers (16). The 
combination of increased rates of binge drinking and polypharmacy 
among middle-aged and older adults seems a conspicuously likely 
contributor to trends in acute alcohol-related morbidity and mortality.

Two other important social trends likely contribute to increasing 
rates of alcohol-related morbidity and mortality. The first is that rates 
of heavy drinking and AUD among women have increased over the 
past several decades, while rates among men changed little (8,17,18). 
Because women have lower body mass and a higher percentage of body 
fat on average, intoxication occurs at lower levels of consumption rela-
tive to men, leading to increased risk for acute alcohol-related injury, 
and higher risk for chronic disease over the long-term. Women are also 
disproportionally likely to use sedative medications (15,19). Second, 
the four-decade-long increase in obesity rates is a likely contributor 
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to liver-disease trends because excess weight is an independent risk 
factor for alcoholic-liver disease progression (20). Liver disease is the 
most common alcohol-related chronic condition, and its prevalence is 
increasing not only in the population at large but also at shockingly 
high rates among adults ages 25–34, a demographic for whom such 
deaths were previously exceedingly rare (3,21).

Because of these other contributing factors, accurately assessing 
the risk for alcohol-related morbidity involves understanding the 
characteristics of the patient who drinks as much as examining the 
amount and frequency of alcohol consumed. Sex, body mass, adi-
posity, age, and polypharmacy are significant risk factors for illness 
and injury related to alcohol consumption. With this understanding, 
drinking associated with a high risk for injury or illness may not 
always occur in the context of severe AUD. Accordingly, moderation-
oriented interventions as opposed to abstinence-based approaches 
may be appropriate for many high-risk drinkers.

Screening and intervention

Conventional screening based on quantity and frequency of alcohol 
consumption is an essential part of any general health assessment, 
but the exacerbating risk factors discussed here are essential to con-
sider as well. Additionally, some patients may be reticent to discuss 
excessive alcohol use frankly with a physician if they are not ready 
to change their behaviour. If a clinician suspects a patient who re-
ports moderate drinking may be at risk for alcohol-related injury or 
illness based on other risk factors, referral to online resources may 
be a non-intrusive way to encourage the patient to self-assess and to 
seek appropriate help. The ‘Rethinking Drinking’ website hosted by 
the National Institute on Alcohol Abuse and Alcoholism provides as-
sessment and motivational tools for both moderation and abstinence 

as well as treatment resources (22). The Center for Technology and 
Behavioral Health website provides a list of ‘program reviews’ for 
free and commercial online and mobile technology interventions for 
problem alcohol use and other behavioural health problems (23). 
The list is intended for providers to identify tools that may be ap-
propriate for their patients and clients. Many free or low-cost tech-
nologies are available and can provide screening, motivational tools, 
coaching, and peer support. A more recent, but higher cost, gener-
ation of technologies include remote blood-alcohol monitoring and 
telemedicine (e.g. ref 24). Referral to technology-based sources is not 
a substitute for in-person clinician-administered intervention (25), 
but can be an effective complementary approach (26).

Summary and conclusion

Primary care practitioners can be on the frontlines in mitigating up-
ward trends in alcohol-related morbidity and mortality by being at-
tentive to relevant shifts in the demographics of hazardous alcohol 
use and thinking beyond conventional screening approaches to iden-
tify aggravating risk factors in addition to amount and frequency of 
alcohol consumed. This will likely lead to increased identification of 
at-risk drinkers who may benefit from both traditional interventions 
and newer technology-based and moderation-oriented approaches 
interventions. Further research into characterizing the demographic 
and clinical characteristics of drinkers at high risk for injury and 
chronic illness may help tailor existing interventions or develop new 
approaches appropriate to the needs of these patients.

It has been hypothesized that alcohol-related morbidity and mor-
tality in the USA are part of a broader ‘deaths of despair’ phenom-
enon that may result from socioeconomic and cultural conditions 
unique to the USA (27). Nonetheless, many developed nations re-
semble the USA in terms of increasing obesity rates, ageing popu-
lations, and use of psychotropic prescription drugs, and increasing 
rates of drinking among women (6,18,28,29). Detailed epidemio-
logic analyses of alcohol-related morbidity and mortality in other 
countries are warranted and will shed light on whether the clinical 
and research implications noted here extend across countries.
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