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Definitions
•	 Adolescents are defined as young people 

aged 10 - 19 years.[1]

•	 Alcohol use disorder (AUD) constitutes 
a combination of alcohol use and alco
hol dependence in a single disorder, 
according to the Diagnostic and Statistical 
Manual of Mental Disorders, 5th edition 
(DSM-5).[2] AUD is diagnosed when 
someone presents with the harmful use of 
alcohol, social and interpersonal problems 
related to alcohol use, and neglect of major 
roles owing to use. Furthermore, a diagnosis 
is made when someone presents with at least 
two of 11 criteria in the past 12 months.[2] The 
greater the number of criteria met, the greater 
the severity of the disorder.[2] The recent 
transition from the DSM-IV to DSM-5 has 
removed the previous distinction between 
alcohol abuse and alcohol dependence, 
as problems with alcohol are assumed to 
exist on a continuum. AUDs can be mild 
(2 - 3 symptoms), moderate (4 - 5 symp
toms), or severe (≥6 symptoms). 

•	 Binge/heavy episodic drinking refers to the 
consumption, on one occasion, of ≥5 drinks 
for males and ≥4 for females. 

Introduction and 
epidemiology
Excessive alcohol consumption constitutes a 
significant public health problem for South 
Africans. The current drinking situation in 
South Africa (SA) is characterised by absti
nence from alcohol use juxtaposed with 

heavy episodic drinking. From a global per-
spective, almost half of the SA population 
(42.0% of people >15 years of age) abstain 
from alcohol during their lifetime, 17.3% are 
former drinkers, and 59.4% have abstained 
from drinking during the past 12 months. 
Females abstain more than males in all catego-
ries of abstinence.[1]

The patterns of drinking that are common 
among South Africans are of major concern 
for public health. Apart from achieving global 
status as one of the most risky drinking coun-
tries,[3] a recent national review indicated the 
high levels of binge/heavy episodic drinking.[4] 

The study specifically found that the prevalence 
of hazardous or harmful drinking among cur-
rent drinkers was 31.5% (39.4% among males 
and 16.6% among females).[4] There are very 
clear variations among South Africans with 
regard to drinking, most notably by gender, 
race and province. 

The most recent World Health Organiza
tion (WHO) Global Status Report on Alcohol 

and Health indicated a prevalence of 5.6% of 
AUDs among SA adults and adolescents (10.0% 
among males and 1.5% among females),[1] and 
a prevalence of 2.4% for alcohol dependence 
(4.2% for males and 0.7% for females).[1] 

Drinking among SA 
adolescents
Adolescence represents a critical developmental 
period during which young people often 
experiment with and initiate alcohol use. It is 
also a period when several physiological changes 
occur in the brain, physical changes occur in the 
body (e.g. onset of puberty) and young people 
experience other sociopsychological transitions. 
Lifetime alcohol use among adolescents in SA 
can be characterised as stable but high during 
2002 - 2011, with age of initiation <13 years 
having been stable at 12% over the same period 
(Table 1).[4] Drinking among SA adolescents is 
characterised by binge/heavy episodic drink
ing.[1,5] According to the national Youth Risk 
Behaviour Survey (YRBS), binge drinking 
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Table 1. SA adolescents’ alcohol consumption by gender: findings from the YRBS[5-7]

2002 2008 2011 

Alcohol consumption Male Female Male Female Male Female

Ever used alcohol, % 56.1 43.5 54.4 45.1 53.8 44.9

Current alcohol use (past 30 days), % 38.5 26.4 40.5 29.5 36.6 28.2

Binge drinking during past month, % 29.3 17.9 33.5 23.7 30.3 20.1

Age of initiation <13 years, % 15.8 9.0 15.3 8.6 16.3 8.7
YRBS = Youth Risk Behaviour Survey.
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increased between 2002 and 2008 and stabilised 
in 2011 among males. For females there was 
a significant increase between 2002 and 2008, 
which was not sustained in 2011.

Consequences of adoles
cent drinking in SA 
Binge drinking has important implica-
tions for long-term progression to prob-
lem drinking and acute alcohol-related 
harms, highlighted in both the global and 
the national literature.[1,4,7] Binge drink-
ing is a major risk factor for a range of 
alcohol-related harms in SA, including 
traffic-related accidents and deaths, inter-
personal violence, fetal alcohol syndrome, 
crime, sexual risk, tuberculosis, pneumo-
nia and the resultant burden of all these 
harms on the economy.[8] The most recent 
findings of the South African Community 
Epidemiological Network on Drug Use 
(SACENDU) revealed that, with the excep-
tion of one site, between 11% and 19% of 
patients being treated were <20 years of 
age.[9] In light of SA’s status as one of the 
countries with the most risky drinking pat-
terns, it is essential to address binge and 
problem drinking early in life to prevent 
both its direct effects on individual health 
and wellbeing and the associated harms. 
The WHO Global Status Report on Alcohol 
and Health highlights the important role of 
health professionals in ‘monitoring alcohol 
consumption in their patients and pro-
viding brief interventions, counselling and 
pharmacotherapy, as appropriate, in all cases 
of identified hazardous drinking or alcohol 
use disorder’.[1] Given the ubiquity of alco-
hol consumption in SA, it is important that 
clinicians regard alcohol and other drug use 
problems as central to patient care.

Assessment, screening 
and diagnosis
Since adolescents are often not readily 
inclined to seek treatment for problems relat-
ed to their alcohol use, routine screening is 
recommended.[10] Screening, brief interven-
tions and referral to treatment  is advised, 
particularly to allow for early intervention, 
and to prevent alcohol-related harms and the 
progression to more serious AUDs. 

There are several assessment, screening 
and diagnostic tools to detect alcohol use 
and misuse. However, not all of these are 
recommended for adolescent populations. 
Among the tools applicable to adolescent 
populations in primary care are: the Alcohol 
Use Disorders Identification Test (AUDIT), 

its shorter adaption (AUDIT-C) (Box 1), 
the CRAFFT  (Car, Relax, Alone, Forget, 
Family or Friends, and Trouble) instrument 

(Box 2), and the Problem Oriented Screening 
Instrument for Teenagers (POSIT).[11] 

The AUDIT has been validated for identify
ing adolescents at risk for alcohol misuse. 
However, a practical challenge of administer-
ing the AUDIT, particularly in busy clinical 
settings, is its length (10 items). Therefore, a 
shorter version of the AUDIT (AUDIT-C) is 
the preferred instrument, comprising only the 
first three items, which assess different aspects 
of alcohol consumption (Box 1).

The AUDIT-C is scored on a scale of 0 - 
12, with 0 indicating the absence of alcohol 
problems. Gender-specific scoring has been 
applied, with a score of ≥4 for men and ≥3 for 
women considered to be optimal for identify
ing hazardous drinking or active AUDs. 

A recent review of the CRAFFT concluded 
that it had adequate psychometric properties 

for the detection of AUDs among adoles
cents[12] and is widely used to detect alcohol 
misuse in this age group. CRAFFT is an 
acronym that consists of six operative words 
as indicated in Box 2. A score of ≥2 on the 
CRAFFT is indicative of the presence of an 
alcohol- or drug-related problem. 

The POSIT consists of 139 items relating 
to 10 different problem areas, including 
alcohol and other drug use, mental health 
problems and other psychosocial problems. 
It is most suitable for more comprehensive 
screening in settings where time constraints 
are not a major concern. 

Treatment and 
management 
Brief interventions 
Brief interventions are generally of short 
duration and can be effective for use as 
part of universal and/or selective and/or 
indicated prevention approaches.[13] These 
interventions can be delivered by different 
categories of healthcare providers, includ-
ing physicians, nurses, social workers and 
psychologists. According to a recent meta-
analysis, brief interventions are effective 
(with modest effects) for reducing alco-
hol consumption and alcohol-related harm 
among adolescents.[13] Such improvements 
were sustained for as long as 1 year, although 
the studies in the review did not have long 
follow-up periods for adolescents. The review 
included interventions of up to 5 hours’ con-
tact time, and a maximum of 4 weeks between 
the first and last intervention session (with 
booster sessions in some cases). Overall, 
brief interventions were found to be effec-
tive regardless of intervention modality 
(e.g. cognitive behavioural therapy (CBT) 
only, or motivational enhancement therapy 
(MET) only, or MET/CBT, or feedback/
information); delivery site (primary care/
health centre, or school/university, or emer-
gency room or self-administered); or for-
mat (alone, individual, or group). However, 
interventions that included decisional bal-
ance and/or goal-setting exercises were 
particularly effective, and brief interven-
tions had stronger effects on alcohol-related 
problems among younger adolescents than 
older ones Finally, the review indicated that 
adolescents who were identified as high 
risk may benefit more than those not so 
identified (i.e. non-drinkers or low-risk 
drinkers). 

Specialised treatment
Where referral is needed, adolescent patients 
may receive a range of treatments, comprising 
psychosocial treatments alone or in combina-
tion with pharmacotherapy. The most com-

Box 1. Items of the AUDIT-C
How often do you have a drink containing 
alcohol?

Never
Monthly or less
2 - 4 times a month
2 - 3 times a week
≥4 times a week

How many standard drinks containing alcohol 
do you have on a typical day when drinking?

1 or 2
3 or 4
5 or 6
7 - 9
≥10 

How often do you have ≥6 drinks on one 
occasion?

Never
Less than monthly
Monthly
Weekly
Daily or almost daily

AUDIT-C = shorter version of the AUDIT.

Box 2. Items of the CRAFFT
•	 Have you ever ridden in a Car driven by 

someone else (or yourself) who was ‘high’ 
or had been using alcohol and drugs?

•	 Do you drink to Relax?
•	 Do you ever drink while you are Alone?
•	 Do you ever Forget things you did while 

using alcohol or drugs?
•	 Do any of your closest Family or Friends 

ever tell you that you should cut down on 
your drinking? 

•	 Have you ever gotten into Trouble while 
you were using alcohol or drugs?
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mon types of psychosocial treatments for adolescents have been identi-
fied as: (i) family-based therapy; (ii) individual and group therapy – these 
mainly include CBT, brief interventions and motivational approaches, 
and contingency management reinforcement approaches; (iii) 12-step 
programmes; and (iv) therapeutic communities.[14] 

Different types of pharmacological therapies may be used for 
treating and managing AUDs. According to Clark,[15] these are 
most effective in conjunction with psychotherapy and are used 
for addressing withdrawal, reducing craving, minimising alcohol’s 
reinforcing properties, and/or addressing other mental health 
conditions. Alcohol withdrawal, which is extremely rare among 
adolescents, is generally treated using benzodiazepines, as in adults. 

These drugs are assumed to be appropriate for adolescents, but such 
use is not supported by empirical evidence.[15] Benzodiazepines are 
best used under medical supervision and with caution in pregnant 
women, given their teratogenic effects. Disulfiram (Antabuse) is 
used to increase physical aversion to alcohol, as it gives rise to 
negative symptoms (flushing, nausea, vomiting) when used with 
alcohol.[15] It is rarely used for adolescents, and requires close 
supervision and high levels of adherence to abstinence, particularly 
given the effects (arrhythmias, hypotension[15]) when alcohol is 
consumed in large quantities.[15] The most common medications 
for reducing craving are acamprosate and naltrexone.[15] Evidence for 
the effectiveness of these drugs in adolescents is limited.[15] Finally, 
certain pharmacotherapies are recommended for treating common 
comorbid conditions, such as attention-deficit hyperactivity 
disorder, major depressive disorder, conduct disorder and post-
traumatic stress disorder. Treatment of these disorders may improve 
the outcomes of AUD treatment, and may include antidepressant 
and stimulant medications.[15] However, the limited evidence to 
support the use of these medications for adolescents and their 
abuse potential should be taken into account when they are being 
considered.[15]

In spite of the availability of a range of treatment approaches for 
addressing alcohol use and other disorders among adolescents, many 
of the existing services have several shortcomings, and access to 
treatment is often difficult in SA.[8] SA has very few adolescent-focused 
or adolescent-exclusive treatment centres, and many existing services 
do not employ evidence-based approaches. Based on the limitations 
identified,[8] it is recommended that several factors, such as whether or 
not the service is adolescent focused, whether or not the programme 
is evidence based, and the extent of family involvement, should be 
considered when referring adolescents for treatment.

Special considerations
Screening
Factors that may influence decisions about whom to screen may 
depend on whether the interventions involve a universal, selected 
or indicated approach. Moreover, in a high-risk community, where 
the prevalence of AUDs is relatively high, routine screening may be 
particularly important. One may also consider the presence of other 
individual risk factors, including a family history of alcohol problems 
and other mental health problems, e.g. risk factors, when deciding 
whom to screen and target for further assessment and treatment. 

Treatment goal(s)  
Total abstinence is generally accepted as the most appropriate treat
ment goal for adolescents with an AUD. The findings of a number 
of studies showing cardioprotective effects of alcohol may tempt the 
clinician to suggest moderate drinking as an ideal treatment goal. 
However, these studies have not typically involved adolescents, and 

the effects have been observed to diminish in cases of heavy episodic 
drinking.[1] Consequently, for all adolescents, the message that a little 
drinking may be good for them is best avoided, while the conclusions 
with regard to adults are more open to debate. 

Comorbidity
Adolescents who engage in heavy drinking or are identified as 
having an AUD are typically at increased risk of other mental health, 
social or behavioural problems. For example, alcohol increases the 
risk of engagement in sexual risk behaviour, leading to sexually 
transmitted infections (STIs), including HIV. It is important to 
highlight these risks when engaging with adolescents, and to refer 
them for further assessment to screen for possible STIs, including 
HIV, where indicated. 

Adolescent girls
Adolescent girls who drink alcohol are also at increased risk of unprotected 
sex, unplanned pregnancy and sexual assault. Alcohol consumption dur-
ing pregnancy increases the risk of development of fetal alcohol spectrum 
disorders (FASDs) in the unborn child. Clinicians are advised to inform 
sexually active adolescents about the risk of FASDs, and to recommend 
total abstinence from alcohol among those who are not using contracep-
tives, given the current uncertainty about the exact threshold (if any) at 
which drinking becomes harmful. 

Summary
Excessive alcohol consumption constitutes a significant public 
health problem among adolescents in SA. General practitioners are 
well placed to screen, treat and/or refer them for alcohol-related 
treatment. Several screening tools are available to guide practitioners 
on how best to manage their patients, while psychosocial and 
pharmacological approaches are also available (the latter under 
medical supervision) for the few instances in which they may be 
required. Notwithstanding time and other constraints in their busy 
practices, routine screening to detect alcohol use among adolescents 
and early intervention by physicians are highly recommended.
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