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Abstract
Objectives: There is a paucity of data concerning the

prevalence of alcohol use disorders and binge drinking in
the general hospital adult population in Ireland. We
therefore examined the point-prevalence of alcohol use
disorders and of binge drinking in the adult inpatient
population of the acute wards of an Irish university teaching
hospital. The secondary aim was to examine gender, age,
and patient group (medical/surgical) as risk factors.

Method: We administered the Alcohol Use Disorders
Identification Test (AUDIT) to all consenting patients (n =
126) on the acute adult medical and surgical wards over
one day. 

Results: 76% of all inpatients on the acute medical and
surgical wards were interviewed (n = 126) using the AUDIT. 

Of the subjects 28% screened positive for an alcohol use
disorder. Of these 91% were identified as binge drinkers.

A further 8% of the subjects screened positive for binge
drinking but were not identified as having an alcohol use
disorder.

Overall, 36% of the subjects screened positive for either
an alcohol use disorder and/or for binge drinking using the
AUDIT.

Male gender and under 65s were risk factors for both
alcohol use disorders and binge drinking.

Conclusions: The high point-prevalences of alcohol use
disorders and binge drinking in hospital inpatients in
particular are a cause for concern as they may have illness
complicated by or secondary to undiagnosed alcohol
excess. As this population is an easily accessible group for
screening, and clinical and economic evidence supports
intervention, we recommend screening all acute hospital
admissions for alcohol use disorders and binge drinking,
followed by appropriate management.

Key words: Alcohol; Alcohol dependence; Alcohol Use
Disorders; Alcoholism; AUDIT; Binge drinking; Harmful

drinking; Hazardous drinking; Hospital; Inpatients;
Prevalence; Screening.

Introduction
The latest figures from the World Health Organisation

(WHO) show that Ireland has the second highest per capita
alcohol consumption (11.36 litres per capita) in the 25-
member EU1 and the fourth highest per capita consumption
in adults in the world.2 These figures also show that this has
more than doubled since 1970 (4.8 litres per capita) with
most dramatic increases occurring since the mid–1990s
(8.37 litres in 1994 to 11.36 litres in 2001).

Alcohol use disorders are defined by the WHO as being
hazardous drinking, harmful drinking or alcohol dependence
syndrome. Hazardous drinking is defined as a pattern of alco-
hol consumption that increases the risk of harmful
consequences for the user or others. Harmful drinking is
defined as alcohol consumption that results in consequences
to physical and mental health. Alcohol dependence is defined
as a cluster of behavioural, cognitive, and physiological
phenomena that may develop after repeated alcohol use (Box
1). Binge drinking is defined separately to Alcohol Use Disor-
ders by the WHO, as drinking more than 60g of absolute
alcohol on one occasion3 by either sex (the equivalent in
Ireland to six measures of spirits, six standard glasses of wine
or three pints of beer4). We use the WHO definitions in this
study.

High levels of alcohol use disorders in the community have
been reported in Ireland5,6 and there is a widely reported
emerging pattern of binge drinking.5 Irish drinkers have been
shown to experience more adverse consequences of acute
alcohol ingestion than drinkers in the other EU countries,5 and
it is well known that both excess acute and chronic alcohol
consumption are associated with adverse consequences
including physical,5,7 psychological8 and social problems.5,9

There is also an economic cost to the state, and in 2003
the direct healthcare cost of alcohol disorders in Ireland was
e279m with overall costs to the state of e2.65b.10

Therefore it is vital that we identify patients who have alco-
hol use disorders or binge drink, especially when they
present to the general hospital services. Indeed the Royal
College of Psychiatrists has recommended that all inpatients
should be screened for alcohol problems.11,12

Although there is some data on the pattern of drinking and
prevalence of alcohol disorders in the community2,5,6 we are
aware of only one other study on the prevalence of alcohol
disorders in the Irish general hospital population.13 That study
indicated a high level (19%) of DSM-IV defined alcohol
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dependence and abuse. We found no studies that examined
the prevalence of binge drinking in hospital inpatients.

Therefore we studied the point-prevalence of alcohol disor-
ders and included a specific focus on the point-prevalence
of binge drinking in the acute inpatient population in James
Connolly Memorial Hospital (JCMH). This is a suburban
general teaching hospital with 174 acute medical, surgical,
CCU and ICU beds serving a mainly Irish Caucasian subur-
ban and rural population of 290,000 from a broad
socio-economic background.

Our secondary aim was to examine gender, age, and
patient group (medical/surgical) as risk factors for both alco-
hol use disorders and binge drinking.

Methods
Approval was obtained for the study from the hospital

ethics committee.
All patients in the acute medical wards (including CCU)

and surgical wards (including ICU) were included, and the
Alcohol Use Disorder Identification Test3 (AUDIT) question-
naire was used as the study measure. This is a well-validated
and reliable 10–item questionnaire14,15 developed by the
WHO as a screening tool for alcohol use disorders. It has a
maximum score of 40, and a score of eight or more is posi-
tive. An Irish study13 in a similar population to ours found that
the AUDIT was the most sensitive test (89%) to identify alco-
hol abuse or dependence (DSM-IV defined) when a cut-off
point of eight was selected. It also had a high specificity
(91%). The AUDIT has 10 questions examining hazardous
drinking patterns, harmful drinking and symptoms of alcohol
dependence over the previous twelve months. The AUDIT
does not screen specifically for alcohol dependence
syndrome although a score of 15 in males and 13 in females
has been proposed as indicating alcohol dependence.16

Question three on the AUDIT examines the frequency of
binge drinking and we used the score as an indication of its
presence. The questionnaire is freely available from the WHO
in self-report and interview versions. The raters were medical
students who were on their psychiatry rotation, and were
trained in the use of the AUDIT. They were selected to ensure
that they were not involved with the clinical care of the
patients. To reduce the social desirability bias the patient
completed the AUDIT anonymously.

We applied the AUDIT to the entire acute ward population
over one working day in January 2005, to obtain the point-
prevalence. Written consent was obtained from each patient.

Where the subjects were able to, they completed the self-
report version. Otherwise the researchers used the interview
version. The versions are identical.

We compared the gender and the type of patient (‘medical’
or ‘surgical’), and categorised subjects into risk ‘zones’ as per
WHO recommendations.

We used SPSS version 12.0.1 for Windows; Mann-Whit-
ney U test for non-parametric data, and Chi-squared test and
odds ratios for comparing binary/nominal data.

Results
Overall (Table 1)

Of the 166 patients registered on the ward census on the
study day, 126 (76%) completed the questionnaire. Of these
61 were male and 65 were female. Of the 40 who didn’t

complete the questionnaire, 24 patients were unavailable due
to illness severity or to being in theatre, 14 had been
discharged before the researchers could assess them, and
two questionnaires were incorrectly completed. No patients
refused to complete the questionnaire.
Alcohol disorders (Table 2)

Of the patients 27.8% scored eight or more on the AUDIT,
thus screening positive for an alcohol disorder (a point-preva-
lence in the inpatient population of 27,777 per 100,000).

Higher scores on the AUDIT indicate increased likelihood
and severity of alcohol disorders and in our population 18.3%
scored between eight and 15, and 9.5% scored greater than
15.

A total of 25.4% scored zero, indicating abstinence for at
least the past year. 
Binge drinking (Table 2)

Of the patients who screened positive for an alcohol use
disorder 91% were binge drinkers. In addition a further 8%
of the subjects screened negative for alcohol use disorder
but positive for binge drinking. Overall 33.3% of the subjects
were binge drinkers (a point-prevalence in the inpatient popu-
lation of 33,333 per 100,000). Of these, 23% binge drank
more than twice monthly, 18.3% binge drank more than twice
weekly and 4% binge drank four or more times per week.
Gender (Fig. 1, Table 2)

Men were much more likely to screen positive for alcohol
disorders than women (49.2% vs. 8.3%). Men scored higher
on average than women (means = 8.7 vs. 2.5, t-test: p <
0.01).

Hazardous drinking is a pattern of alcohol consumption that increases the
risk of harmful consequences for the user or others. Hazardous drinking
patterns are of public health significance despite the absence of any current
disorder in the individual user. 

Harmful use refers to alcohol consumption that results in consequences to
physical and mental health. Some would also consider social consequences
among the harms caused by alcohol.

Alcohol dependence is a cluster of behavioural, cognitive, and physiological
phenomena that may develop after repeated alcohol use. Typically, these
phenomena include a strong desire to consume alcohol, impaired control
over its use, persistent drinking despite harmful consequences, a higher
priority given to drinking than to other activities and obligations, increased
alcohol tolerance, and a physical withdrawal reaction when alcohol use is
discontinued.1

Box 1: Definitions of terms used

Figure 1: Alcohol disorders and binge drinking prevalence in the
acute wards of a general hospital
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Only 13.1% of males were abstinent over the past year,
compared to 36.9% of females.

Men were more likely to binge drink than women (50% vs.
17%).
Age (Table 2)

The under 65 population were more likely to score positive
for alcohol disorders (41.9%) than the over 65s (14.1%). 

The under 65 population were more likely to binge drink
(52%) than the over 65s (16%). 
Surgical versus medical patients

There were no significant differences between the medical
and surgical wards in terms of screening positive on the
AUDIT, mean scores or binge-drinking pattern.

Discussion
Our research indicates high point-prevalence of alcohol

disorders and binge drinking in the general hospital acute
ward population. 

Of the study population 36% had either an alcohol use
disorder and/or binge drank, with male gender and being
under 65 as important risk factors (two thirds of the male
under 65 population had an alcohol use disorder). Men were
five times more likely to have an alcohol use disorder than
women, and had a higher mean score on the questionnaire
indicating greater risk for alcohol disorders of greater sever-
ity. Women were three times more likely to be abstinent than
were men. 

Binge pattern drinking was present in 33% of our study
population, and 18.3% binge drink more than twice weekly.
This reflects reports of a high prevalence of binge drinking in
the Irish general population5 but is alarming given the asso-
ciation of binge drinking with adverse health, psychological
and social consequences. 

Increases in alcohol consumption and binge drinking in
Ireland have been reported recently5, and although similar to
population studies from the UK,17 they are in marked contrast
to the Southern Europeans such as the French, who
consume alcohol more frequently but drink less at each
sitting and less overall.2,5 Although binge drinking is
commonly associated in the media with adolescent drinkers,

the mean age of binge drinkers in our inpatient population
was 46.9 indicating a significant prevalence in a relatively
older population.

This study adds to the evidence that there are extremely
high levels of alcohol use disorders and binge drinking in the
hospital inpatient population. Evidence from other studies13

and our own experience as liaison psychiatrists suggest that
the majority of these cases are not being diagnosed. 

Clinical focus has tended to target alcohol dependence,
often ignoring harmful drinking, hazardous drinking and binge
drinking. This means that the opportunity to manage these
problems, as well as the opportunity to decrease the risk of
progression to alcohol dependence is missed. However the
Strategic Task Force on Alcohol has recently recommended
that a national screening protocol for early identification of
problem alcohol use be established.4 Using questionnaires
such as the AUDIT routinely in the general hospitals would
allow us to screen for binge drinking, harmful use and
hazardous use in addition to alcohol dependence. Its results
may also direct clinicians to examine the patient for illnesses
associated with alcohol use, and to advise patients whose
alcohol consumption may interact with medications or other
aspects of their treatment. Administering the questionnaire
may also give an opportunity to educate patients about safe
drinking habits. 

It is important to note that unless particular attention is paid
to the binge drinking question on the AUDIT questionnaire
(question three), cases of binge drinking will be missed. In
our study 8% of patients reported binge drinking but scored
less than eight on the AUDIT overall (ie. they screened nega-
tive for WHO defined Alcohol Use Disorder).

Once identified the management of cases should then
match the level of alcohol misuse, and the AUDIT has been
developed with this in mind.18 Management should include
referral for alcohol education and counselling, physical
assessment, and detoxification treatment if necessary. Inter-
ventions such as brief education and counselling have been
shown to be both clinically effective and cost-effective in
reducing the level of drinking in persons with alcohol disor-
ders7,19 and brief intervention has been shown to be as

Total completed AUDIT Male Female Medical ward Surgical ward Age <65 Age >65

(n = 126) (n = 61) (n = 65) (n = 76) (n = 50) (n = 62) (n = 64)

Mean age 60.2 57.3 62.9 64.1 54.2 41.4 78.4

(SD) (22.0) (21.1) (22.6) (18.1) (25.8) (14.8) (7.9)

Range 16-102 16-90 16-102 16-90 16-102 16-64 65-102

Table 1: Age profile of subjects

n(%) Mean age Male vs. female Under 65 vs. over 65 Surgical vs. medical

odds ratio (95% CI) odds ratio (95%CI) odds ratio (95%CI)

Alcohol use disorders 35(27) 48.5 49% vs 8% 42% vs. 14% 30% vs. 26%

11.6 (4.1 - 33.3) 4.4 (1.9 - 10.5) 1.2 (0.5 - 2.6)

Binge drinking 42(33) 46.9 50% vs. 17% 52% vs. 16% 36% vs. 32%

5.1 (2.2 - 11.5) 5.7 (2.5 - 13.3) 1.2 (0.5 - 2.6)

Table 2: Results
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effective as longer therapies in decreasing the amount of
alcohol consumed.20 These interventions could be
commenced whilst patients remain in hospital, or in the
community after discharge. Clear pathways to care need to
be developed for those identified. The screening and
management of alcohol use disorders and binge drinking in
general hospitals will have service planning implications. Staff
will need to be trained and resourced to administer the
screening tool. The question of who will administer the tool
needs to be answered but according to the WHO and in our
experience, any health worker with a minimum of training can
administer the AUDIT. 

The Faculty of Substance Misuse Of the Irish College of
Psychiatrists have recommended the development of special-
ist multidisciplinary outpatient addiction teams.21 These teams
could offer integrated community follow-up to patients iden-
tified in the general hospital. However there may still be a
need for appropriately trained counsellors to give education
and brief counselling in the general hospital, as some patients
may choose not to attend community follow-up clinics.

There will certainly be a need to foster close links between
the hospital-based clinicians and the community alcohol
services.

Conclusion
The volume of alcohol being drunk per capita in Ireland has

increased dramatically over the last 30 years2 and evidence
suggests this is having a serious effect on the nations health6

with major economic consequences.10 This study demon-
strates that there are high levels of alcohol disorders and
binge drinking in the general hospital acute population.
Therefore we believe there is an urgent need for screening
for, and management of, alcohol use disorders and binge
drinking in general hospitals. The study also suggests that the
AUDIT questionnaire is quick to complete, and is acceptable
in this population. 

The inpatient population is one that easily facilitates screen-
ing and may benefit greatly from screening for alcohol
disorders. However it is also one that is currently and regret-
fully often neglected in this regard. We suggest that all
patients admitted to general adult hospitals be screened for
alcohol disorders, followed by appropriate management.

The strengths of this study are: 1) We used a well validated
and reliable study measure; 2) Despite the current level of
interest there is little research previously on binge drinking in
this population; 3) The data collection was anonymous which
helps to minimise social desirability bias; 4) The study has
direct service implications

Weaknesses of this study are: 1) We did not confirm the
diagnosis using a semi-structured interview (however the
AUDIT has been validated previously in this manner); 2) The

subjects who completed the interview version of the AUDIT
may have tended to minimise their drinking, thus underesti-
mating the level of alcohol use disorders; 3) Although the
AUDIT is concerned with drinking habits during the previous
12 months, the fact that the questionnaire was administered
in January may have led to higher scores due to the recency
of the December holiday period.

Further recommendations include: a larger study should be
conducted to facilitate further identification of high risk
groups; an intervention study with follow-up should be
conducted to ascertain if screening and intervention is effec-
tive in this population.
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