Alcohol Use Disorder: A Pediatric-Onset
Condition Needing Early Detection
and Intervention
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Despite the enormous attention
currently paid to drug overdose
mortality in the United States, it is
humbling that in 2016, deaths caused
by alcohol were more than double
those involving opioids.1,2 Alcohol
contributes to up to one-half of all
deaths among the 3 leading causes of
adolescent and young adult mortality:
unintentional injury (the majority of
which are motor vehicle crash
fatalities), homicide, and suicide.1,3
Heavy alcohol use also contributes to
liver disease, cancer, and stroke among
numerous other fatal chronic illnesses
arising during adulthood.3
Alcohol use disorder (AUD) is
a pediatric-onset condition. AUD is
deﬁned as recurrent alcohol
consumption coupled with physiologic
dependence, risky use, loss of control,
and/or impaired social functioning.4
Nearly 4 in 5 people in treatment for
AUD report that they ﬁrst began
drinking during adolescence.5 It is
therefore incumbent on pediatricians
and other providers caring for
adolescents to detect and intervene in
AUD as early as possible in the life
course.
In this issue of Pediatrics, Linakis et al6
report a large, pediatric emergency
department–based study of screening
for alcohol use. Using a validated
2-question screen from the National
Institute on Alcohol Abuse and
Alcoholism (NIAAA),7 the authors
follow .1300 adolescents aged 12 to
17 years and determine the extent to
which baseline screening results are

associated with a future diagnosis of
AUD at 1, 2, and 3 years follow-up. The
NIAAA screen asks adolescents to
quantify the number of days of any
alcohol use they have had during the
past year. The authors found that
sensitivity and speciﬁcity for
identifying adolescents who go on to
develop future AUD at any of the
follow-up time points were maximized
using a cutoff of any days of drinking in
the past year; sensitivity and speciﬁcity
of any past-year drinking were 86%
and 78%, respectively, at 1 year of
follow-up. As might be expected, the
predictive validity of the baseline
screen waned at 2 and 3 years followup, pointing to the need for recurrent
(eg, greater than or equal to annual)
screening over time.
Long-term predictive validity may also
be improved by identifying adolescents
who do not use alcohol but who report
having peers who drink and are
therefore at risk for initiation; the
second question in the NIAAA 2-item
screen pertains to peer drinking.
Following the NIAAA items with a brief
screen for problematic use, such as the
6-item CRAFFT (car, relax, alone, forget,
friends, trouble) screening tool (crafft.
org), could also help improve
speciﬁcity.8 Additionally, the CRAFFT
includes an important safety-risk
screen; the ﬁrst item in the CRAFFT
asks about riding with a driver who is
under the inﬂuence or driving under
the inﬂuence, both of which are central
contributors to motor vehicle crash
mortality.1 The NIAAA recommends the
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COMMENTARY

CRAFFT screen as a follow-up in
those who screen positive for
alcohol use only.7 However, nearly
one-third of adolescent primary
care patients report riding with an
impaired driver, and .40% of these
have no past-year substance use. 9
The risk could be even more
prevalent in the emergency
department setting.
The ﬁndings of Linakis et al6 beg the
question: should emergency
departments screen all adolescents
for alcohol use? The American
Academy of Pediatrics recommends
universal substance use screening,
brief intervention, and referral to
treatment for adolescents
presenting to primary care,10 and
increasingly, schools are also
adopting screening, brief
intervention, and referral to
treatment.11,12 Conducting
universal screening in emergency
departments would offer an
additional setting in which to
identify high-risk adolescents,
including the highest-risk
individuals who might not seek
primary care or attend school.
Although the NIAAA 2-item screen is
somewhat complicated for clinicians
because its questions and screenpositive cutoffs are based on age,
studies increasingly suggest that
screening can be conducted
electronically to improve ﬁdelity.13
Fortunately, Linakis et al6 found that
the NIAAA screen for predicting
future AUD may work best when
using a simple cutoff (any days of
past-year alcohol use) and thus
facilitating clinical use.
As is the case for all screening tests,
the utility of the NIAAA screen
hinges entirely on the availability
and implementation of evidencebased interventions for adolescents
who screen positive. Widespread
screening should only be adopted if
the health system can intervene to
prevent future alcohol-related
harm, including AUD. Clinicians
will need to provide an immediate,
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age-appropriate, brief intervention
to adolescents who drink.
Computer-based, brief
interventions have been developed
for high-risk adolescents and are
effective in emergency department
settings14 but have not yet been
widely implemented.
Given the low positive predictive
value of the NIAAA screen (only
7% of adolescents who screening
positive developed AUD 1 year
later), emergency departments
would need any brief intervention
to be time efﬁcient because the
majority of adolescents reporting
drinking will not ultimately develop
AUD. Tailoring brief interventions to
the risk level of adolescents (which
can be determined by using the
NIAAA screen) is likely to improve
outcomes and efﬁciency.
Adolescents who are already
demonstrating signs of AUD will
need referrals to alcohol-use
treatment services, which are
limited in many geographical
regions, particularly rural areas.15
Even when referrals to treatment
are made, adolescents and their
families are likely to require
substantial support in navigating
the complex addiction-treatment
landscape, where substantial
barriers (eg, limited insurance
coverage, waiting lists, and stigma
surrounding treatment) impede the
receipt of care and where quality
varies widely.16,17
Intervening as early as possible in the
trajectory of developing AUD offers
great promise to prevent a lifetime
of potential harm and avert early
death. The work of Linakis et al6
elucidates the critical ﬁrst step in
addressing AUD by demonstrating
how to identify adolescents who are
at risk. Next, the pediatric
workforce needs to ensure that
adolescents who are identiﬁed
receive effective, evidence-based
interventions to reduce morbidity
and mortality from AUD, which is
a childhood-onset condition.

ABBREVIATIONS
AUD: alcohol use disorder
CRAFFT: car, relax, alone, forget,
friends, trouble
NIAAA: National Institute on
Alcohol Abuse and
Alcoholism
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