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1. What is the AUDIT-C? 
The AUDIT-C is an alcohol screen that can help identify patients who are hazardous drinkers or have active alcohol use disorders (including alcohol abuse or dependence). The AUDIT-C questions are: 
 Q#1: How often did you have a drink containing alcohol in the past year?
· Never 





(0 points)

· Monthly or less
 


(1 point)

· Two to four times a month 


(2 points)

· Two to three times per week 

(3 points)

· Four or more times a week 


(4 points)

Q#2: How many drinks did you have on a typical day when you were drinking in the past year?
· 1 or 2   


                            (0 points)

· 3 or 4
 



(1 point)

· 5 or 6
 



(2 points)

· 7 to 9
 



(3 points)

· 10 or more 



(4 points)

Q#3: How often did you have six or more drinks on one occasion in the past year? 

· Never 





(0 points)

· Less than monthly 



(1 point)

· Monthly 




(2 points)

· Weekly 




(3 points)

· Daily or almost daily



(4 points)

The AUDIT-C is scored on a scale of 0-12 (scores of 0 reflect no alcohol use).  In men, a score of 4 or more is considered positive; in women, a score of 3 or more is considered positive.  Generally, the higher the AUDIT-C score, the more likely it is that the patient’s drinking is affecting his/her health and safety. 




(Back to Table of Contents)
2. What does a positive AUDIT-C score mean?
A positive score means the patient is at increased risk for hazardous drinking or active alcohol abuse or dependence.  




(Back to Table of Contents)
3. Why don’t we use the CAGE anymore? 
The CAGE fails to identify many patients with hazardous drinking (see Question #4) who are not alcohol dependent.[2] It is important to identify hazardous drinkers because they may also benefit from advice from primary care providers about their drinking.[3] 

(Back to Table of Contents)
4. What is hazardous drinking? 
Hazardous drinking is drinking above recommended limits that increases a patient’s risk of injury and/or medical problems.  Most patients who report hazardous drinking are not alcohol dependent.  However, there are so many of these non-dependent, hazardous drinkers that they account for most of the morbidity and mortality that is attributed to drinking.[4]
 (Back to Table of Contents)
5. If a patient screens positive on the AUDIT-C, is it likely they are alcohol dependent? 
Most patients who screen positive on the AUDIT-C will be hazardous drinkers who are not alcohol dependent.  By using both the AUDIT-C score, and the patient’s history of alcohol treatment, it is possible to identify those most likely to be alcohol dependent.  For patients who have never been in alcohol treatment (or attended AA), scores > 8 are associated with relatively high rates of dependence.  Patients who have had past alcohol treatment are at high risk of dependence with any positive AUDIT-C score.  Among VA general medical patients who screen positive for hazardous or problem drinking, 21% report prior alcohol treatment or AA attendance.
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6. What is appropriate follow-up for a positive AUDIT-C screen? 
See recommendations under Interpretation/Follow-up of AUDIT-C Scores. 

(Back to Table of Contents)
7. Does everyone who screens positive on the AUDIT-C need a full assessment or referral? 

Not everyone needs a full assessment or referral (See Interpretation/Follow-up of AUDIT-C Scores for more information).  Since the AUDIT-C reflects severity, the raw score can be used to assess the likelihood that the patient has alcohol dependence.  For patients with AUDIT-C scores 4-7 and no prior alcohol treatment, the provider should offer a brief intervention as follows:

1). Express concern about the patient’s drinking, if drinking above recommended limits; 

2) Provide feedback linking the patient’s drinking to his/her health concerns, noting that patient is drinking above recommended limits, and 

3) Offer explicit advice to stay below recommended limits
Patients with more severe problems due to drinking who are do not to accept referral can also be offered brief intervention.  If providers want more information on specific symptoms due to drinking, questions #4-10 of the full AUDIT can be used as a brief assessment or patients can be referred to a mental health specialist.  



(Back to Table of Contents)



8. Why do patients who have only one drink a day screen positive on the AUDIT-C?  
The optimal screening thresholds are based on studies that used in-depth interviews to assess the patient’s drinking and problems due to drinking.  These studies found that scores of 4 for men (3 for women) were optimal for identifying those with hazardous drinking or active alcohol use disorders.[5, 6]  However, like all screening tests, the AUDIT-C does give some false positives. 

A score of 4 points for men (3 for women) is used as the threshold for potentially hazardous drinking.  However, when the points are all from question #1 alone (questions #2 & #3 score are zero), it can be assumed that the patient is drinking below recommended limits. In this situation, we recommend that the provider review the patient’s alcohol intake over the past few months to confirm accuracy (e.g. “Has this been your consistent pattern over the past 2-3 months?”), review the problem list to ensure there are no medical contraindications due to drinking (e.g. hepatitis C, prior alcohol treatment), and advise the patient to stay below recommended limits.



Recommended limits:

Men: No more than 14 drinks a week, 4 drinks per occasion

 

Women: No more than 7 drinks a week, 3 drinks per occasion
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9. Will the AUDIT-C miss alcohol dependence?
In validation studies that compared the AUDIT-C to in-depth interviews, the AUDIT-C was as good as the CAGE Questionnaire for identifying male patients with active alcohol abuse or dependence.[2, 5]  It was also an effective screening test for active alcohol abuse or dependence in women [6] and more effective than the TWEAK (an adaptation of the CAGE for women). [7]


(Back to Table of Contents)
10. Why is the AUDIT-C cut-off higher for men than women? 
The recommended cut-off for women is based on a study of female VA patients, which used in-depth interviews to assess their drinking patterns and problems due to drinking.[6] Women develop problems due to drinking at lower levels of alcohol consumption than men.  This reflects their lower total body water as well as possible differences in metabolism.  Alcohol use is also more stigmatized for women compared to men, so women may be more likely to under-report their drinking.  
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11. Interpretation and Follow-up of AUDIT-C Scores At-A-Glance

The risk of being alcohol dependent and experiencing medical problems due to drinking increases as AUDIT-C scores increase.



                          DRINKING


 BELOW 


 LIMITS

AUDIT-C 4-7 (3-7 for women)




NO PRIOR ALCOHOL
  DRINKING

TREATMENT
ABOVE 

LIMITS

AUDIT-C > 8   



PRIOR ALCOHOL

TREATMENT
AUDIT-C > 4 

                                    (3-7 for women)
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12. Research Findings on the AUDIT-C and CAGE [2, 5, 6]
	FOR IDENTIFYING PATIENTS WITH HAZARDOUS DRINKING and/or

ACTIVE-DSM ALCOHOL ABUSE OR DEPENDENCE a

	
	MEN
	WOMEN

	
	Sens/Spec 
	-LR/+LR 
	AUROCb
	
	Sens/ Spec
	-LR/ +LR
	AUROC

	AUDIT-C
	
	
	0.881
	
	
	
	0.920

	    <2
	-----
	-----
	
	
	0.84 / 0.85
	0.18 / 5.70
	

	    <3
	0.95 / 0.60
	0.08 / 2.38
	
	
	0.66 / 0.94
	0.36 / 11.20
	

	    <4
	0.86 / 0.72
	0.19 / 3.07
	
	
	0.48 / 0.99
	0.52 / 36.70
	

	    <5
	0.68 / 0.90
	0.35 / 6.95
	
	
	-----
	-----
	

	    <6
	0.53 / 0.94
	0.50 / 9.47
	
	
	-----
	-----
	

	CAGE c
	
	
	0.717
	
	
	
	-----

	    <1
	0.77 / 0.58
	0.40 / 1.90
	
	
	-----
	-----
	

	    <2
	0.53 / 0.81
	0.58 / 2.80
	
	
	-----
	-----
	


a Based on in-depth interviews

b Area Under ROC Curve 

c Sensitivity/Specificity data for women not yet available.
	FOR IDENTIFYING PATIENTS WITH ACTIVE ALCOHOL ABUSE OR DEPENDENCEa

	
	MEN
	WOMEN

	
	Sens/Spec
	-LR/+LR
	AUROCb
	
	Sens/Spec
	-LR/+LR
	AUROC

	AUDIT-C
	
	
	0.786
	
	
	
	0.920

	    <2
	-----
	-----
	
	
	0.90 / 0.76
	0.13 / 3.70
	

	    <3
	0.90 / 0.45
	0.21 / 1.64
	
	
	0.80 / 0.87
	0.24 / 6.10
	

	    <4
	0.79 / 0.56
	0.38 / 1.77
	
	
	0.67 / 0.94
	0.35 / 11.2
	

	    <5
	0.67 / 0.75
	0.43 / 2.74
	
	
	-----
	-----
	

	    <6
	0.62 / 0.85
	0.45 / 4.05
	
	
	-----
	-----
	

	CAGEc 
	
	
	0.820 
	
	
	
	-----

	    <1
	0.89 / 0.53
	0.21 / 1.90
	
	-----
	-----
	

	    <2
	0.77 / 0.79
	0.29 / 3.70
	
	-----
	-----
	


a Based on in-depth interviews

b Area Under ROC Curve 

c Sensitivity/Specificity data for women not yet available.
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AUDIT QUESTIONS #4-10:

Q#4: How often during the last year have you found that you were not able to stop drinking once you had started?

· Never (0 points)

· Less than monthly (1 point)

· Monthly (2 points)

· Weekly (3 points)

· Daily or almost daily (4 points)
Q#5: How often during the last year have you failed to do what was normally expected from you because of drinking?

· Never (0 points)

· Less than monthly (1 point)

· Monthly (2 points)

· Weekly (3 points)

· Daily or almost daily (4 points)

Q#6: How often during the last year have you needed a first drink in the morning to get yourself going after a heavy drinking session?

· Never (0 points)

· Less than monthly (1 point)

· Monthly (2 points)

· Weekly (3 points)
· Daily or almost daily (4 points)
Q#7: How often during the last year have you had a feeling of guilt or remorse after drinking?
· Never (0 points)

· Less than monthly (1 point)

· Monthly (2 points)

· Weekly (3 points)

· Daily or almost daily (4 points)

Q#8: How often during the last year have you been unable to remember what happened the night before because you had been drinking?

· Never (0 points)

· Less than monthly (1 point)

· Monthly (2 points)

· Weekly (3 points)

· Daily or almost daily (4 points)

Q#9: Have you or someone else been injured as a result of your drinking?

· No (0 points)

· Yes, but not in the last year (2 points)

· Yes, during the last year (4 points)
Q#10: Has a relative or friend, or a doctor or other health worker been concerned about your drinking or suggested you cut down?

· No (0 points)

· Yes, but not in the last year (2 points)
· Yes, during the last year (4 points)
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PREVENTIVE ADVICE


Advise patient to stay below � HYPERLINK  \l "RECOMMENDED_LIMITS" ��recommended limits�





BRIEF INTERVENTION


Express concern about patient’s drinking





Provide feedback linking the patient’s drinking to his/her health concerns





Offer explicit advice to stay below � HYPERLINK  \l "RECOMMENDED_LIMITS" ��recommended limits�





ASSESSMENT and/or REFERRAL


Suggest referral and/or advise patient to abstain








Recommended Limits: � ADDIN EN.CITE <EndNote><Cite><Author>National Institute on Alcohol Abuse and Alcoholism</Author><Year>2003</Year><RecNum>2853</RecNum><MDL><REFERENCE_TYPE>10</REFERENCE_TYPE><AUTHORS><AUTHOR>National Institute on Alcohol Abuse and Alcoholism, US Department of Health and Human services, </AUTHOR><AUTHOR>National Institute of Health,</AUTHOR></AUTHORS><YEAR>2003</YEAR><TITLE>Helping patients with alcohol problems: A practitioner&apos;s guide.</TITLE><TYPE_OF_WORK>NIH Publication No. 03-3769</TYPE_OF_WORK></MDL></Cite></EndNote>�[1]�


Men: No more than 14 drinks a week, and 4 drinks on any single occasion


Women: No more than 7 drinks a week, and 3 drinks on any single occasion











