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Abstract 

Background:  Alcohol use can have a significant negative impact on young adults in mental health treatment. This 
cross-sectional study examined prevalence and factors associated with hazardous drinking among young adults seek-
ing outpatient mental health services, rate of alcohol use disorders (AUDs), and the relationship between hazardous 
drinking and other types of substance use.

Methods:  Participants were 487 young adults ages 18–25 who completed self-administered computerized screen-
ing questions for alcohol and drug use. Alcohol use patterns were assessed and predictors of hazardous drinking (≥5 
drinks on one or more occasions in the past year) were identified using logistic regression.

Results:  Of the 487 participants, 79.8 % endorsed prior-year alcohol use, 52.3 % reported one or more episodes of 
hazardous drinking in the prior year and 8.2 % were diagnosed with an AUD. Rates of recent and lifetime alcohol, 
tobacco and marijuana use were significantly greater in those with prior-year hazardous drinking. In logistic regres-
sion, prior-year hazardous drinking was associated with lifetime marijuana use (OR 3.30, p < 0.001; 95 % CI 2.05, 5.28), 
lifetime tobacco use (OR 1.88, p = 0.004; 95 % CI 1.22, 2.90) and older age (OR 1.18 per year, p < 0.001; 95 % CI 1.08, 
1.29).

Conclusions:  In an outpatient mental health setting, high rates of hazardous drinking were identified, and drinking 
was associated with history of other substance use. Results highlight patient characteristics associated with hazardous 
drinking that mental health providers should be aware of in treating young adults, especially older age and greater 
use of tobacco and marijuana.
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Background
Substance use disorders, hazardous drinking and men-
tal illness all peak in prevalence in early adulthood, yet 
few young adults receive appropriate services. For exam-
ple, the 2011 National Household Survey on Drug Use 
and Health (NHSDUH) found that the 1-year prevalence 
of illicit drug or alcohol abuse or dependence increased 
from 7 % among 12–17 year olds to 19 % for 18–25 year 
olds, decreasing to 6  % for individuals over 25 [1]. The 
same report found that adults ages 18–25 had higher 
rates of mental illness and were less likely to receive treat-
ment in the prior year than older adults.

Alcohol use can adversely impact symptom sever-
ity and treatment of co-occurring mental illness [2–5]. 
Reduced response to antidepressants and increased risk 
of side effects have been reported with even moderate 
levels of alcohol use [5]. In the STAR*D depression treat-
ment cohort, individuals with major depressive disor-
der and co-occurring substance use disorders (including 
alcohol) had earlier onset of depression, greater sever-
ity and functional impairment, and higher rates of sui-
cide attempts and completed suicide [3]. Similarly, while 
many individuals with anxiety disorders use alcohol for 
short-term symptom relief, drinking can ultimately make 
anxiety more severe [2, 4]. These associations highlight 
the need to assess alcohol and drug use patterns among 
young adults with mental health problems, in order 
to understand potential symptom exacerbation and 
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medication interaction risks. Assessment could also help 
to identify which individuals may benefit from psychia-
try-based brief interventions to reduce harmful drinking 
patterns, and who should be referred to specialty care 
addiction treatment.

Apart from the potential value of brief interventions, 
screening provides benchmark medical record data at 
intake to help providers track potential changes in drink-
ing over time. Some studies suggest that screening alone 
could help to reduce drinking [6, 7]. In the clinician’s 
guide to identifying and treating drinking problems in 
health care settings, the National Institutes on Alcohol 
Abuse and Alcoholism (NIAAA) recommends asking 
how many times in the past year individuals have had 5 
or more drinks for men and 4 or more for women [8]. In 
2009 Smith et al., reported a sensitivity of 88 % and speci-
ficity 67 % of this cutoff in detecting a current (AUD) in 
a primary care setting [9]. Using the Alcohol Use Disor-
ders Identification Test (AUDIT) as reference, Massey 
et al. [10] reported 96 % sensitivity and 82 % specificity of 
screening question to detect harmful drinking in an alert 
nonpsychotic consult-liaison population. In the present 
study we used a similar cutoff (5+ drinks for both men 
and women) drawn from electronic health record intake 
data in a psychiatry clinic setting to examine prevalence 
and correlates of hazardous drinking in young adults. 
The same cutoff was used for both sexes as this was the 
information available from the data, which was based on 
a graduated frequency measure that did not adjust quan-
tities based on sex.

Although young adults are at high risk for alcohol-
related problems [11], studies evaluating drinking pat-
terns and their association with clinical characteristics 
are lacking. This study evaluated self-reported alcohol use 
patterns and the association between prior-year hazard-
ous drinking and potentially relevant patient characteris-
tics, including gender, age, clinician-assigned psychiatric 
diagnosis, and other substance use in a sample of young 
adults presenting for initial mental health treatment. We 
hypothesized that prior-year hazardous drinking would 
be associated with an AUD diagnosis, with other com-
mon psychiatric diagnoses, in particular, anxiety and 
depression, and with other types of substance use preva-
lent in this population such as tobacco and marijuana.

Methods
Participants and measures
Study participants were adults ages 18–25 seeking psy-
chiatric services in an outpatient clinic in a university 
medical center. This clinic provides a range of assessment 
and treatment services, including medication manage-
ment and individual and group psychotherapy. The clinic 
has no formal services for patients primarily seeking 

alcohol or drug treatment. Individuals seeking such ser-
vices are pre-screened by telephone by clinic staff and 
referred to local specialty care programs.

The sample included all individuals who presented to 
the clinic for initial evaluation between September 14th, 
2005 and June 29th, 2011, were between the ages of 18 
and 25 at intake, and completed routine computerized 
questionnaires, including a self-administered Electronic 
Health Inventory (EHI) [12], Beck Depression Inventory-
II (BDI-II) and a clinical interview. Other than age range 
and intake dates, there were no exclusion criteria.

The EHI was completed on private computers in the 
clinic waiting area. It included questions about demo-
graphic characteristics, current and past medical history, 
and patterns of substance use for alcohol, cannabis and 
tobacco. For each substance, participants were asked if 
they had ever used that substance during their lifetime. 
Positive responses prompted questions on duration and 
frequently of use. Providers received a printed copy of 
the EHI questionnaire results for use in evaluation of 
new patients at intake. The University of California, San 
Francisco Committee on Human Research approved the 
study, including the examination of de-identified records 
of patients who had an initial clinic visit during the study 
time period.

Participants who endorsed any lifetime alcohol or 
cannabis/marijuana use were asked the timing of most 
recent use (in years, months or days) prior to intake. 
Alcohol use questions included usual quantity con-
sumed per occasion (in standard drinks), frequency of 
use in the past 30 days and number of days in the past 
year when 1–2, 3–4, 5–7, and ≥8 drinks were consumed 
on one occasion (graduated frequency method) [13]. 
Combining the responses of any consumption of 5–7 or 
≥8 drinks consumed on one occasion in the past year, 
hazardous drinking was defined for this analysis as any 
past-year consumption of 5 or more drinks on one occa-
sion, consistent with the definition used by the NHIS 
(5+ drinks for both women and men) during the same 
time period [14]. While NIAAA currently recommends 
a different cut-off for hazardous drinking in men (5+) 
and women (4+), data were not available to assess this 
distinction.

Substance use and psychiatric disorder diagnoses
By chart review, we obtained all assigned Diagnostic and 
Statistical Manual of Mental Disorder, Fourth Edition 
Text Revision (DSM-IV-TR) [15] diagnoses listed on each 
participants’ standardized initial intake evaluation form, 
as assigned and documented by the clinician. Blinded to 
responses on the EHI, a study research assistant reviewed 
and coded all listed diagnoses. We coded only definite 
diagnoses, excluding “rule out” diagnoses.
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We coded drug use disorder positive if abuse or 
dependence was diagnosed for the following drugs: 
amphetamine, cannabis, opiates, methamphetamine, 
mushrooms, benzodiazepines, cocaine, stimulants, or 
if polysubstance abuse was diagnosed. Given the young 
age of the sample, disorders in remission would still be 
temporally relatively recent. Therefore, no distinction 
was made between diagnoses in remission or active. We 
coded alcohol use disorder (AUD) positive if alcohol 
abuse or dependence was diagnosed. Likewise, no dis-
tinction was made between diagnoses in remission or still 
active. We coded depressive disorder positive if major 
depressive disorder, dysthymia, or depression not other-
wise specified (NOS) was diagnosed. Similarly, we coded 
an anxiety disorder if anxiety disorder NOS, generalized 
anxiety disorder, social anxiety disorder, panic disorder, 
specific phobia, post-traumatic stress disorder or obses-
sive compulsive disorder was diagnosed. We coded bipo-
lar disorder positive if bipolar affective disorder (BAD) 
type I, II or NOS was diagnosed. We coded psychotic dis-
order positive if schizophrenia, schizoaffective disorder, 
delusional disorder or psychosis NOS was diagnosed. We 
coded attention deficit hyperactivity disorder (ADHD) 
positive if ADHD (inattentive, hyperactive, or combined 
type) or ADHD NOS was diagnosed. We coded eating 
disorder positive if anorexia, bulimia or eating disorder 
NOS was diagnosed.

Analyses
We linked self-reported demographic and substance 
use data from the EHI to diagnostic data from the chart 
review to create a single dataset for analysis. We com-
pared differences in alcohol use rates between men and 
women using the χ2 test, and differences in BDI-II score 
and mean quantity of alcohol consumed between women 
and men using t tests. Similarly, using χ2 tests for cate-
gorical variables and t tests for continuous variable, rates 
of alcohol, tobacco and marijuana use, as well as rates 
of specific psychiatric diagnoses at intake were exam-
ined by prior-year hazardous drinking. Underage alcohol 
use was also examined (rate of any hazardous drinking 
among those ages 18–20 vs. 21–25). Given that partici-
pants could be assigned several diagnoses at intake, indi-
vidual diagnoses were not included in regression models 
(as they were not independent of each other). Instead, we 
assessed diagnostic burden as indicated by the number 
of diagnoses assigned at intake. We used a single logistic 
regression model to test the association between num-
ber of psychiatric diagnoses, any lifetime use of tobacco 
and cannabis, age, race/ethnicity and gender as potential 
predictors of participants reporting any hazardous drink-
ing in the prior year. We used STATA version 13 for all 
analyses.

Results
During the study intake period, 487 new patients between 
the ages of 18–25 years were admitted. The sample was 
racially diverse and predominantly female, and included a 
substantial percentage of students (Table 1).

Lifetime alcohol use was endorsed by 85.4  % of the 
sample, prior year alcohol use was endorsed by 79.8  %, 
and 52.3 % reported prior year hazardous drinking. Fre-
quency of hazardous drinking was: 1–5 times a year 
(22.8 %), 6–11 times a year (11.5 %), about once a month 
(3.3  %), 2 or 3 times a month (7.0  %), once or twice a 
week (6.2  %), 3 or 4 times a week (0.8  %), nearly every 
day (0.5  %). Lifetime marijuana use was endorsed by 
66.7 % of participants and prior year marijuana use was 
endorsed by 48.1 % of the sample. There were no signifi-
cant gender differences in any of the above rates. AUD 
diagnoses were present in 8.2 % of the sample, and were 
twice as prevalent among women (10.3 %) compared to 
men (4.2 %) (χ2 = 5.2, p = 0.02). Participants over age 21 
(N = 313) endorsed significantly greater prior-year haz-
ardous drinking than those under 21 (N = 174) (58.8 % 
vs. 41.2 % respectively; χ2 = 14.5, p < 0.001) (not shown).

Table 1  Demographic characteristics and  occupational 
status of  adults ages 18–25 seeking outpatient mental 
health treatment (N = 487)

Variables Mean (SD) or %

Gender (%)

 Men 33.9

 Women 66.1

Age (mean, SD) 22.2 (±2.3)

 Men 21.9 (±2.4)

 Women 22.3 (±2.3)

Race (%)

 Asian 15.2

 Black 2.5

 White 62.6

 Other 19.7

Hispanic origin (%) 9.9

Education (%)

 High school grade 7–12 4.6

 High school graduate or GED 47.3

 Completed technical training 3.2

 College graduate 27.8

 In or completed graduate training 17.1

Occupational status (%)

 Student 44.8

 Employed (full or part-time) 31.7

 Unemployed 21.5

 Disability 2.0
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The most prevalent psychiatric diagnoses at intake 
were depression (55  %) and anxiety disorders (43.3  %) 
with no gender differences. BDI-II scores were avail-
able for 395 participants. Overall mean BDI-II score 
was 22.2 (SD = 10.8), indicative of moderate depression, 
with a significant difference between men (mean = 18.6, 
SD = 10.8) and women (mean = 24.1, SD = 13.4) (p ≤ 
0.001) (not shown).

Overall, rates and frequency of alcohol, tobacco and 
marijuana use were significantly greater in those who 
endorsed hazardous drinking in the prior 12  months 
compared to those who didn’t (Table 2). Rates of AUDs 
were four times greater among those who endorsed 
hazardous drinking in the prior 12  months, compared 
to those who didn’t (Table  2). Rate of psychotic disor-
ders among those who endorsed prior 12-month haz-
ardous drinking were less frequent compared to those 
who denied hazardous drinking in the prior 12 months. 

There were no significant differences in the rates of other 
psychiatric disorders among those who did and those 
who did not endorse hazardous drinking in the prior 
12 months.

Logistic regression analysis was used to examine pre-
dictors of prior-year hazardous drinking (Table  3). The 
single model included number of diagnoses at intake, age, 
gender, race, and any lifetime marijuana or tobacco use. 
Variables positively associated with prior-year hazard-
ous drinking included lifetime marijuana use (OR 3.30, 
p < 0.001; 95 % CI 2.05, 5.28), lifetime tobacco use (OR 
1.88, p =  0.004; 95  % CI 1.22, 2.90) and older age (OR 
1.18 per year, p  <  0.001; 95  % CI 1.08; 1.29) (Table  3). 
Results from sensitivity analyses using prior-year canna-
bis and smoking measures (which occurred during the 
same time frame as the hazardous drinking) were similar, 
and the significance of the measures in predicting prior-
year hazardous drinking did not change (not shown).

Table 2  Substance use patterns and psychiatric diagnoses of young adults ages 18–25 seeking outpatient mental health 
treatment by hazardous drinking status

Significant differences appear in italics

Variable Hazardous drinking in the prior 12 months
Total N = 487

No hazardous drinking
N = 232 (47.6 %)

≥1 days of hazardous drinking
N = 255 (52.3 %)

p value

Mean or % SD Mean or % SD

Alcohol use (%)

 Lifetime 69.4 100 <0.0001

 Prior year 59.1 98.8 <0.0001

 Prior month 37.9 87.8 <0.0001

 Usual quantity of drinks consumed per occasion 0.9 ±1.1 3.1 ±1.9 <0.0001

 Number of days alcohol was consumed in prior 30 days 2.2 ±4.5 6.4 ±6.5 <0.0001

Tobacco use (%)

 Lifetime 38.8 65.9 <0.0001

 Prior year 22.4 51.0 <0.0001

 Prior month 21.1 38.8 <0.0001

Marijuana use (%)

 Lifetime 49.6 82.4 <0.0001

 Prior year 29.7 64.7 <0.0001

 Prior month 16.0 40.0 <0.0001

Psychiatric diagnoses at initial intake (%)

 Depressive disorder 53.9 56.1 0.6261

 Anxiety disorder 42.2 44.3 0.6448

 Bipolar disorder 11.6 17.3 0.0794

 Eating disorders 14.2 11.8 0.4193

 Psychotic disorder 16.4 8.24 0.0059

 Drug use disorder (excluding tobacco and alcohol) 5.17 9.41 0.0741

 Alcohol use disorder 3.02 12.9 0.0001

 Attention deficit disorder 7.33 6.67 0.7750

 PTSD 6.47 4.31 0.2914

 Mean number of diagnoses at initial intake 2.02 ±1.1 2.36 ±1.3 0.0300
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Discussion
This study examined the relationship of prior-year haz-
ardous drinking to patterns of alcohol, tobacco and can-
nabis use, as well as psychiatry diagnoses, in a young 
adult outpatient psychiatry sample. In this treatment-
seeking sample, cannabis and tobacco use as well as older 
age were significant predictors of hazardous drinking.

These results highlight the high rates of hazardous drink-
ing in a young adult population seeking mental health treat-
ment, and the need for systematic screening in this group. 
The levels of prior-year hazardous drinking in our study 
were approximately twice as high in men (53.3 vs. 23.7 %) 
and five times higher in women (51.9 vs. 10.3  %) than in 
individuals of the same age, during the same time frame 
in the National Health Interview Survey (NHIS) [14]. Our 
sample also included a substantial proportion of students, 
we found comparable rates to those seen in college students 
(approximately 45 % prior-month hazardous drinking) [16]. 
These rates are also higher than those seen in a study of 
hazardous drinking among adults with moderate or greater 
depression symptoms from the same clinic setting [17]. 
This sample (N = 1183) ranged in age from 18 to 91, with 
a mean age of 42.2 (SD = 14.7) 47.5 % of men and 32.5 % 
of women reported prior-year hazardous drinking, com-
pared to 53.3 and 51.9 % for men and women in our young 
adult sample. In addition, younger age was an independent 
predictor of hazardous drinking in this larger clinic sample. 
Thus, the clinical setting, student composition and age of 
participants may help to explain our findings.

Based on this same previous study in the psychiatry 
clinic with a mean age of 42.2 [16], the most common 
primary psychiatric diagnosis assigned to patients follow-
ing their first visit was major depressive disorder (48.4 %), 
followed by bipolar disorder (14.8  %), anxiety disorders 
(11.2  %), depressive disorder not otherwise specified 

(7.5  %), mood disorder not otherwise specified (4.3  %), 
adjustment disorders (4.3 %), schizophrenia (1.2 %), and 
9.1 % all other diagnoses combined. For most diagnoses, 
rates were similar to those in the current sample. The 
exception is anxiety diagnoses, which were identified at a 
higher rate in the current sample. A potential explanation 
for the difference is sample selection (participants scored 
10+ on the BDI-II) as well as the way in which diagnoses 
were identified. The prior study measured only primary 
diagnoses, while the current young adult study used 
manual chart review to include all diagnoses assigned by 
providers.

Although rate of AUD assignment was low relative 
to the rate of prior-year hazardous drinking, especially 
among men, any self-reported prior-year hazardous 
drinking was associated with a fourfold higher rate of an 
AUD diagnosis. These findings highlight the relevance of 
hazardous drinking screening among young adults seek-
ing mental health treatment as a component of psychi-
atric evaluation and treatment [2, 3, 5] and an indicator 
of a possible AUD. It is noteworthy that in our sample 
AUD diagnoses were twice as prevalent in woman as in 
men. This is in contrast to many prior epidemiological 
studies, including the National Epidemiologic Survey on 
Alcohol and Related Conditions (NESARC) [18], which 
found rates of alcohol abuse and dependence to be a lit-
tle more than double in men compared to women. It is 
possible that, rather than reflecting actual gender differ-
ences in AUD diagnoses, the higher rate of AUD among 
women in our sample reflects a greater concern from 
providers regarding problematic drinking in treatment 
seeking young women than in young men. This pattern 
has previously been described in a study of the Veterans 
Health Administration, which found race and gender dif-
ferences among VA patients with clinically recognized 
AUDs [19]. That study outlines the importance of validat-
ing diagnoses against structured gold-standard clinical 
assessments to better understand whether providers are 
over or under-identifying AUDs.

Analyses of the relationship of psychiatric diagnoses 
to hazardous drinking indicated that, aside from AUDs, 
no single psychiatric disorder was particularly associated 
with increased rates of hazardous drinking. The finding 
of hazardous drinking being associated with lower rates 
of psychotic disorder diagnosis was not anticipated. 
There is a large body of data regarding comorbid sub-
stance abuse and psychosis. For example, psychosis has 
been associated with frequent cannabis use in national 
surveys [20]. Similarly, several studies have described 
comorbid AUDs in patients with psychosis [21, 22]. It is 
therefore unexpected that among all diagnoses, hazard-
ous drinking would be negatively associated with psy-
chotic disorder. One possible explanation is that, given 

Table 3  Factors associated with  prior-year hazardous 
drinking in  young adults seeking outpatient psychiatric 
services (N = 487)

Results are from a single multivariate logistic regression

Significant differences appear in italics

Predictor OR p value 95 % CI

Number of psychiatric diagnoses at intake 1.06 0.459 0.90–1.25

Lifetime cannabis use 3.30 <0.001 2.05–5.28

Lifetime tobacco use 1.88 0.004 1.22–2.90

Age in years 1.18 <0.001 1.08–1.29

Female gender 0.98 0.932 0.64–1.50

Race (reference: white)

 Black 0.52 0.372 0.13–2.17

 Asian 0.43 0.007 0.23–0.80

 Other 1.20 0.470 0.73–2.00
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that all participants were seeking outpatient mental 
health treatment, the variability in the sample was more 
limited than in those seen in other studies.

Study findings have important implications for clini-
cal practice. Screening for hazardous drinking should 
be conducted with all psychiatric patients, regard-
less of diagnosis. The finding that any marijuana use 
was associated with 3.3 fold greater odds of prior-year 
hazardous drinking is also noteworthy. This finding 
was consistent with previous literature in college stu-
dents, which found that those who use both marijuana 
and alcohol are more likely to experience alcohol and 
other drug problems, including higher mean number of 
drinks per occasion [23]. Helping clinicians be aware of 
the frequency of co-occurring marijuana use with haz-
ardous drinking may represent an additional opportu-
nity to improve identification of alcohol and other drug 
problems.

Mental health clinics are important settings in which 
to address hazardous drinking and identify AUDs. Indi-
viduals with AUDs are more likely to seek care in mental 
health settings than in specialized addiction treatment 
programs [24]. While effective interventions to reduce 
co-occurring alcohol problems exist, providers in psy-
chiatry clinics often fail to identify warning signs of prob-
lematic drinking and overlook opportunities to intervene 
[25, 26]. Interventions such as motivational interview-
ing could be important supplements to mental health 
treatment [27–29]. The Screening, Brief Intervention 
and Referral to Treatment (SBIRT) model promoted by 
the U.S. Substance Abuse and Mental Health Services 
Administration (SAMHSA) [30] is another example of 
a potential supplement to existing mental health care. 
SBIRT is a public health-based approach to early inter-
vention for at-risk individuals identified in primary care 
and other health settings. Implementing these interven-
tions in general psychiatric treatment for young adults, as 
well as identifying and referring AUDs to specialty addic-
tion treatment when indicated, could help reduce haz-
ardous drinking and improve overall patient care.

Limitations
This study had several limitations. While computer-
ized self-report measures are valid, under-reporting of 
alcohol and cannabis use by patients would make our 
prevalence rates conservative. In addition, the clinic 
that served as the study site routinely referred patients 
primarily seeking care for alcohol and drug problems to 
specialty care treatment programs, which may also lead 
to lower prevalence rates of hazardous drinking in our 
population compared to some other psychiatric service 
settings. Similarly, our study used provider-assigned 
diagnoses and did not systematically assess AUDs using 

structured interviews, resulting in potential under- and/
or over-estimate of AUD rates and hindering our ability 
to determine the sensitivity and specificity of prior-year 
hazardous drinking as a predictor of AUDs. In addition, 
the lack of distinction between active AUD or substance 
use disorder diagnoses and those in remission limits 
the correlation of hazardous drinking in our study to 
any lifetime AUD or substance use disorder diagnoses. 
However, the low number of clinician-assigned AUDs 
in the context of hazardous drinking remains notewor-
thy. Lastly, using a lower cutoff for hazardous drinking 
for women than for men (4 drinks per occasion rather 
than 5), would increase sensitivity of “at risk” drinking 
in this group, and is often used in population-based and 
clinical studies. The use of a higher cutoff in this study 
may make our estimates of hazardous drinking among 
women conservative.

Conclusions
This study examined the extent of hazardous drink-
ing, alcohol and other substance use patterns, pro-
vider-assigned AUDs, and co-occurring psychiatric 
disorders among young adults in an outpatient psy-
chiatry clinic. Prior-year hazardous drinking rates for 
both men and women were substantially higher than 
those found in studies of young adults in the general 
population. Lifetime marijuana use and tobacco use 
significantly predicted prior-year hazardous drinking. 
There was a strong association of prior-year hazardous 
drinking with a clinician-assigned AUD, even though 
overall rate of AUD diagnosis was relatively low. Out-
patient mental health service settings offer an excellent 
opportunity for early identification and intervention to 
reduce alcohol and other substance use among young 
adults.

Authors’ contributions
AEO led the design of the study, conducted analyses and led manuscript 
drafting. RR and MS conducted data retrieval via chart reviews and assisted 
in data management. CAM and DDS assisted in study design, interpretation 
of findings and manuscript drafting. All authors read and approved the final 
manuscript.

Authors’ information
The authors alone are responsible for the content and writing of this paper. 
Please note, this article was prepared while Anna E. Ordóñez, M.D., M.A.S. 
was employed at the University of California, San Francisco. The opinions 
expressed in this article are the author’s own and do not reflect the view 
of the National Institutes of Health, the Department of Health and Human 
Services, or the United States government.

Author details
1 Department of Psychiatry and UCSF Weill Institute for Neurosciences, 
University of California, 401 Parnassus Avenue, San Francisco, CA 94143, USA. 
2 Division of Research, Kaiser Permanente Northern California Region, 2000 
Broadway, 3rd Floor, Oakland, CA 94612, USA. 3 Office of Clinical Research, 
National Institute of Mental Health, 6001 Executive Blvd. MSC 9669, Bethesda, 
MD 20892, USA. 4 Department of Psychiatry, University of Florida, 100 S Newell 
Drive, Gainesville, FL 32610, USA. 



Page 7 of 7Ordóñez et al. Addict Sci Clin Pract  (2016) 11:12 

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

Acknowledgements
This work was supported by NIH grants T32 DA07250 (Principal Investigator: 
James L. Sorensen, Ph.D., Professor, Department of Psychiatry, University of 
California, San Francisco), R01 AA020463 (Principal Investigator: Derek D. Satre, 
Ph.D.) and 2R25 MH060482 (Principal Investigators: Carol A. Mathews, M.D. and 
Victor Reus, M.D., Professor, Department of Psychiatry, University of California, 
San Francisco.)

Competing interests
The authors declare that they have no competing interests.

Received: 24 December 2015   Accepted: 2 August 2016

References
	1.	 Substance Abuse and Mental Health Services Administration. 

Results from the 2010 national survey on drug use and health: sum-
mary of national findings, NSDUH series H-44, HHS publication no. 
(SMA) 11-4658. September 2011. http://archive.samhsa.gov/data/
NSDUH/2k10nsduh/2k10results.htm. Accessed 23 June 2016.

	2.	 Brady KT, Tolliver BK, Verduin ML. Alcohol use and anxiety: diagnostic and 
management issues. Am J Psychiatry. 2007;164(2):217–21 (quiz 372).

	3.	 Davis LL, Frazier E, Husain MM, Warden D, Trivedi M, Fava M, Cassano P, 
McGrath PJ, Balasubramani GK, Wisniewski SR, et al. Substance use disor-
der comorbidity in major depressive disorder: a confirmatory analysis of 
the STAR*D cohort. Am J Addict. 2006;15(4):278–85.

	4.	 Kushner MG, Abrams K, Borchardt C. The relationship between anxiety 
disorders and alcohol use disorders: a review of major perspectives and 
findings. Clin Psychol Rev. 2000;20(2):149–71.

	5.	 Worthington J, Fava M, Agustin C, Alpert J, Nierenberg AA, Pava JA, 
Rosenbaum JF. Consumption of alcohol, nicotine, and caffeine among 
depressed outpatients. Relationship with response to treatment. Psycho-
somatics. 1996;37(6):518–22.

	6.	 McCambridge J, Day M. Randomized controlled trial of the effects of 
completing the Alcohol Use Disorders Identification Test questionnaire 
on self-reported hazardous drinking. Addiction. 2008;103(2):241–8.

	7.	 McCambridge J, Bendtsen M, Karlsson N, White IR, Nilsen P, Bendtsen P. 
Alcohol assessment and feedback by email for university students: main 
findings from a randomised controlled trial. Br J Psychiatry J Ment Sci. 
2013;203(5):334–40.

	8.	 National Institute on Alcohol Abuse and Alcoholism. Helping patients 
who drink too much: a clinician’s guide, updated 2005 edition. 2005. 
http://pubs.niaaa.nih.gov/publications/Practitioner/CliniciansGuide2005/
clinicians_guide.htm. Updated January 2007. Accessed 6 June 2016.

	9.	 Smith PC, Schmidt SM, Allensworth-Davies D, Saitz R. Primary care 
validation of a single-question alcohol screening test. J Gen Intern Med. 
2009;24(7):783–8.

	10.	 Massey SH, Norris L, Lausin M, Nwaneri C, Lieberman DZ. Identifying 
harmful drinking using a single screening question in a psychiatric 
consultation-liaison population. Psychosomatics. 2011;52(4):362–6.

	11.	 Naimi TS, Brewer RD, Mokdad A, Denny C, Serdula MK, Marks JS. Binge 
drinking among US adults. JAMA. 2003;289(1):70–5.

	12.	 Satre DD, Wolfe W, Eisendrath S, Weisner C. Computerized screening 
for alcohol and drug use among adults seeking outpatient psychiatric 
services. Psychiatr Serv. 2008;59(4):441–4.

	13.	 Stahre M, Naimi T, Brewer R, Holt J. Measuring average alcohol consump-
tion: the impact of including binge drinks in quantity-frequency calcula-
tions. Addiction. 2006;101(12):1711–8.

	14.	 Schoenborn CA, Adams PF, Peregoy JA. Health behaviors of adults: United 
States, 2008–2010. Vital Health Stat. 2013;10(257):1–184.

	15.	 American Psychiatric Association: Diagnostic and statistical manual of 
mental disorders, 4th ed., text rev. edn. Washington, DC: American Psychi-
atric Association; 2000.

	16.	 Hingson RW. Focus on: college drinking and related problems: magni-
tude and prevention of college drinking and related problems. Alcohol 
Res Health. 2010;33(1–2):45–54.

	17.	 Satre DD, Chi FW, Eisendrath S, Weisner C. Subdiagnostic alcohol use 
by depressed men and women seeking outpatient psychiatric services: 
consumption patterns and motivation to reduce drinking. Alcohol Clin 
Exp Res. 2011;35(4):695–702.

	18.	 Goldstein RB, Dawson DA, Chou SP, Grant BF. Sex differences in preva-
lence and comorbidity of alcohol and drug use disorders: results from 
wave 2 of the National Epidemiologic Survey on Alcohol and Related 
Conditions. J Stud Alcohol Drugs. 2012;73(6):938–50.

	19.	 Williams EC, Gupta S, Rubinsky AD, Jones-Webb R, Bensley KM, Young 
JP, Hagedorn H, Gifford E, Harris AH. Racial/ethnic differences in the 
prevalence of clinically recognized alcohol use disorders among patients 
from the U.S. Veterans Health Administration. Alcohol Clin Exp Res. 
2016;40(2):359–66.

	20.	 Davis GP, Compton MT, Wang S, Levin FR, Blanco C. Association between 
cannabis use, psychosis, and schizotypal personality disorder: findings 
from the National Epidemiologic Survey on Alcohol and Related Condi-
tions. Schizophr Res. 2013;151(1–3):197–202.

	21.	 Cassano GB, Pini S, Saettoni M, Rucci P, Dell’Osso L. Occurrence and 
clinical correlates of psychiatric comorbidity in patients with psychotic 
disorders. J Clin Psychiatry. 1998;59(2):60–8.

	22.	 Wisdom JP, Manuel JI, Drake RE. Substance use disorder among people 
with first-episode psychosis: a systematic review of course and treatment. 
Psychiatr Serv. 2011;62(9):1007–12.

	23.	 Shillington AM, Clapp JD. Heavy alcohol use compared to alcohol and 
marijuana use: do college students experience a difference in substance 
use problems? J Drug Educ. 2006;36(1):91–103.

	24.	 Edlund MJ, Booth BM, Han X. Who seeks care where? Utilization of 
mental health and substance use disorder treatment in two national 
samples of individuals with alcohol use disorders. J Stud Alcohol Drugs. 
2012;73(4):635–46.

	25.	 Satre DD, Leibowitz AS, Mertens JR, Weisner C. Advising depression 
patients to reduce alcohol and drug use: factors associated with provider 
intervention in outpatient psychiatry. Am J Addict. 2014;23(6):570–5.

	26.	 Weisner C, Matzger H. Missed opportunities in screening for alcohol 
problems in medical and mental health services. Alcohol Clin Exp Res. 
2003;27(7):1132–41.

	27.	 Babor TF, Higgins-Biddle JC. Alcohol screening and brief intervention: dis-
semination strategies for medical practice and public health. Addiction. 
2000;95(5):677–86.

	28.	 Baker A, Kavanagh DJ, Kay-Lambkin FJ, Hunt SA, Lewin TJ, Carr VJ, 
McElduff P. Randomized controlled trial of MICBT for co-existing alcohol 
misuse and depression: outcomes to 36-months. J Subst Abuse Treat. 
2014;46(3):281–90.

	29.	 Eberhard S, Nordstrom G, Hoglund P, Ojehagen A. Secondary preven-
tion of hazardous alcohol consumption in psychiatric out-patients: 
a randomised controlled study. Soc Psychiatry Psychiatr Epidemiol. 
2009;44(12):1013–21.

	30.	 Fussell HE, Rieckmann TR, Quick MB. Medicaid reimbursement for 
screening and brief intervention for substance misuse. Psychiatr Serv. 
2011;62(3):306–9.

http://archive.samhsa.gov/data/NSDUH/2k10nsduh/2k10results.htm
http://archive.samhsa.gov/data/NSDUH/2k10nsduh/2k10results.htm
http://pubs.niaaa.nih.gov/publications/Practitioner/CliniciansGuide2005/clinicians_guide.htm
http://pubs.niaaa.nih.gov/publications/Practitioner/CliniciansGuide2005/clinicians_guide.htm

	Hazardous drinking among young adults seeking outpatient mental health services
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Participants and measures
	Substance use and psychiatric disorder diagnoses
	Analyses

	Results
	Discussion
	Limitations
	Conclusions
	Authors’ contributions
	References




