
EDITORIAL

While You’re Waiting, Let Me Introduce You to
Our Computer
Daniel C. Vinson, MD, MSPH

Problem drinking is a major cause of morbidity and
mortality.1 Although light drinking (as little as two
drinks per week) is associated with a 12% reduction
in the risk of myocardial infarction,2 other health
risks increase, even with light to moderate drink-
ing. The risk of breast cancer, for example, in-
creases 11% per drink per day.3 Alcohol is a major
factor in trauma, is associated with one third to one
half of intended and unintended injury deaths,4–6

and is estimated to cause more than 100,000 deaths
each year in the United States.7,8

Hazardous and harmful drinking are common
problems in primary care. Using Diagnostic and
Statistical Manual of Mental Disorders, ed 4 (DSM–
IV) criteria, 7.4% of US adults had current (ie,
past-year) alcohol abuse or dependence in 1992.9

The 1999 Behavioral Risk Factor Surveillance Sur-
vey (BRFSS) found that 15.8% of US adults re-
ported one or more occasions of drinking 5 or more
drinks in the past month, one common definition of
hazardous drinking.10 Problem drinking is about as
common as hypertension. The 1999 BRFSS found
that 18.3% of US adults reported having been told
more than once they had high blood pressure. Haz-
ardous and harmful drinking are less common
among older persons. Only 0.64% met DSM-IV
criteria for alcohol abuse or dependence9 and 3.9%
reported one or more occasions of drinking 5 or
more drinks in the past month.10

In contrast to these relatively low prevalence
rates for older persons, Nguyen and her col-
leagues11 report in this issue a prevalence of haz-
ardous and harmful drinking of 44% and 9%, re-

spectively. The higher prevalence rates are due in
part to their including only current drinkers in the
denominator, but their definitions are also consid-
erably wider than those in previous studies. Their
definition of hazardous drinking, for example, in-
cluded drinking less than 1 drink per day in a
context of potentially alcohol-related biomedical
disease, and harmful drinking included more than
alcohol abuse or dependence.

Why did Nguyen et al set the threshold for
problem drinking so low? First, other than the
possible cardiac benefits of light drinking, there
appears to be no threshold of drinking below which
there is no risk of harm. Even light drinking ap-
pears to increase the risk of injury, for example.12,13

Second, because of biologic and psychosocial
changes that accompany aging, smaller amounts of
alcohol can impose greater risk on older adults than
on younger ones.14 Amounts of alcohol below safe-
drinking thresholds set for young and middle-aged
adults (less than 4 per occasion for a woman, less
than 5 for a man15) might still be risky for older
adults. Third, the most notable reason was simply
that the screening and much of the intervention
were being done by a computer.

The agenda in a primary care visit is crowded
with acute and chronic problems that need atten-
tion and time.16 Furthermore, the US Preventive
Services Task Force recommends 28 preventive
health services for elderly patients, many of which
are not routine.17 Problem drinking is only one of
those 28 services, and spending time discussing it
with patients whose consumption is infrequent and
low can take time away from other equally needed
services. Physicians are seemingly faced with either
missing substantial numbers of lower risk hazard-
ous drinkers—and along with them, other patients
with more serious alcohol problems—or neglect-
ing other important areas of clinical care.

Nguyen and her colleagues show us a different
way. By using a computer to assess the pattern and
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consequences of alcohol use, they removed screen-
ing for problem drinking from the crowded physi-
cian-patient encounter. Furthermore, by having
the computer provide educational feedback to the
patient, they helped put discussion about alcohol
on the patient’s agenda for the visit. Alcohol-re-
lated discussions could become more common and
more comfortable by bringing to the physician’s
attention those patients who are ready to change
and doing it in a patient-centered way.18

A computer-based approach makes it feasible to
screen all patients using very low thresholds for
defining problem drinking. It takes little of the
patient’s time, time often spent waiting anyway. It
takes little of the clinician’s time, and then only if
the program motivates the patient to bring up the
subject of drinking. A computer can present infor-
mation in a clear and consistently nonjudgmental
way, avoiding stigmatizing the patient or arousing
defensiveness.

Computer-based screening is generally accept-
able to patients, although most studies have looked
at adolescents19 or middle-aged adults.20 These
studies compared computer-based interviewing
with face-to-face or paper-based questionnaires
and found higher rates of reporting problem drink-
ing with the computer. Although the interviewer
with whom the computer was compared was a
stranger to the research subject, and presumably
patients would be more candid with a familiar pri-
mary care clinician, computer-based approaches do
appear to be acceptable to patients and reasonably
accurate. Nguyen and her colleagues have shown
this finding to be true for older adults as well.

The future role of computers in preventive
health service delivery is not entirely unclouded.
To increase provision of cancer-detection services
in practice, Williams and his colleagues21 put a
computer kiosk in family physicians’ office waiting
rooms, where patients interacted with it indepen-
dently. Patients entered data on the computer’s
touch-screen about past services, and the computer
printed a list of needed services for the physician to
address with the patient. Of the seven services ex-
amined, only two (clinical breast examination and
mammography) showed significant differences.
The difference in change was about 8% more (ab-
solute difference) in the intervention practices than
in the control ones. Other preventive health ser-
vices were not examined.

A computer system like that used by Nguyen
and colleagues is not yet ready for use in practice,
but they have shown that such a system is accept-
able to patients. The door is now open for the
creative development of new computer programs.
Further research is needed to compare computer-
based with physician-based interventions, which we
know are effective in helping about 20% of prob-
lem drinkers reduce consumption to safe lev-
els.22–24 Even if less effective, a computer-based
approach could be preferable if it were used more
routinely and by more physicians, because of more
efficient use of the clinician’s time, for example.
Even that plausible assumption needs validation,
however, because a computer system could take
more of the clinician’s time if it prompts many
nonproblem drinkers to raise the issue. Most im-
portantly, further research is needed to determine
which approach is more engaging for problem
drinkers, which approach helps them move further
toward change.

The hardware and space required are too expen-
sive to spend on a system that addresses only one of
the many preventive health services patients should
receive. It could more than pay for itself, however,
if it could screen for, assess, and intervene with a
whole list of potential issues, letting patients pick
the one(s) they want to work on first. If linked with
other paper- and Web-based resources, a more
comprehensive system could greatly enhance pre-
ventive-health-service delivery and help patients
address health risk behaviors. The day may come
when, instead of reading an old magazine while
waiting for the physician, patients may be told,
“While you’re waiting, let me introduce you to our
computer.”
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