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Four clinical interview questions, the CAGE questions, have
proved useful in helping to make a diagnosis of alcoholism. The

questions focus on Cutting down, Annoyance by criticism,
Guilty feeling, and Eye-openers. The acronym “CAGE” helps
the physician to recall the questions.

How these questions were identified and their use in clinical
and research studies are described.

See www.jama.com for full text of the original JAMA article.

Commentary by Charles P. O’Brien, MD, PhD

SOME OF THE MOST REMARKABLE ADVANCES IN MEDI-
cine are deceptively simple. So it is with the CAGE
questionnaire, published in JAMA 25 years ago.1 Four
simple, easy-to-remember questions have had a ma-

jor role in detecting alcoholism, a chronic disease that too
often remains under the radar.

The 4 simple questions are “Have you ever:
(1) felt the need to cut down your drinking;
(2) felt annoyed by criticism of your drinking;
(3) had guilty feelings about drinking; and
(4) taken a morning eye opener?
The simple mnemonic CAGE makes the 4 questions easy

for a busy clinician to remember. However, in one study,
about half of physicians polled said that they have heard
of the CAGE questionnaire, but just 14% could recall all 4
questions.2

Only a small proportion of physicians integrate evaluation
for alcoholism and other addictions into their standard work-
up. Of the 30% of primary care physicians who report that
they regularly screen for substance abuse, 55% use the CAGE
questionnaire.3 The CAGE questions are so simple and easy
to administer that they can be used in almost any clinical set-
ting to identify patients who will require more extensive test-
ing and possible treatment, making the CAGE questionnaire
one of the most efficient and effective screening tools. A score

of 2 to 3 indicates a high index of suspicion and a score of 4 is
virtually diagnostic for alcoholism.

The CAGE questionnaire was first presented verbally at
a meeting in Australia in 1970,4 and Ewing and Rouse, who
devised this tool, were both clinicians who also conducted
research. From 1970 to 1984, 17 reports had already been
published using the CAGE questionnaire, but it was the JAMA
article1 that called it to wide attention.

The CAGE questionnaire is designed to be a screening in-
strument rather than a diagnostic instrument. It does not pro-
vide information about quantity, frequency, or pattern of
drinking. It originated during an era when the official diag-
nosis of alcoholism was less precise than it became with the
publication of Diagnostic and Statistical Manual of Mental Dis-
orders, Third Edition, Revised (DSM-III-R) in 1987.5 Other in-
struments have been developed subsequently such as the
Michigan Alcohol Screening Test, which consists of 24 ques-
tions that inquire about drinking behavior or adverse con-
sequences of alcohol drinking.6 Another is the Alcohol Use
Disorders Identification Test, which was designed to be sen-
sitive to signs of hazardous and harmful drinking as well as
alcohol dependence.7
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The Michigan Alcohol Screening Test and Alcohol Use
Disorders Identification Test both obtain more informa-
tion than the CAGE questionnaire, but given the reluc-
tance of busy primary care physicians to use the brief
CAGE questions, the longer instruments are not likely to
achieve broad acceptance. One option adopted by some
clinicians is to use the CAGE as a portable memorized
instrument along with standard questions about quantity
and frequency of drinking. The clinicians can then
administer the Alcohol Use Disorders Identification Test
or the Michigan Alcohol Screening Test, which can be
self-administered for patients who require further investi-
gation and possible referral to specialized treatment.8

The degree to which physicians tend to overlook alco-
holism and other addictions is substantial. For example, in
a national survey3 of 648 primary care physicians who were
given case records consisting of a male or a female patient
with a history typical of an alcoholic and were asked to list
5 possible diagnoses, the most common diagnoses listed were
ulcer (84.3% for the male patients and 46.8% for the fe-
male ones) and irritable bowel syndrome (58.6% for the male
patients and 70.1% for the female ones); only 6.2% of these
primary care physicians correctly identified substance abuse
as 1 of their 5 possible diagnoses in these case histories of
patients with alcoholism.

This tendency to omit substance abuse from diagnostic
consideration often has a major effect on quality of care.
Abuse of alcohol or other drugs is frequently the underly-
ing cause of other diseases about which physicians find
less discomforting to inquire. In a study of quality of care
rendered by US physicians in 12 metropolitan areas using
439 indicators for 30 acute and chronic conditions, there
was a wide disparity of quality of treatment for alcoholism
as compared with medical disorders.9 For example, in the
diagnosis of senile cataract, 78.7% of recommended care
for cataracts was provided vs only 10.5% of recommended
care provided for alcoholism.9 The tragedy of this finding
is that alcoholism and other addictions respond to treat-
ment. While cures should not be expected, moving a
patient into recovery with psychotherapy, medication, and
self-help programs such as Alcoholics Anonymous can
save a life, a marriage, and a family. Numerous clinical
trials have demonstrated the benefits of treatment in pro-
moting abstinence or reduced heavy drinking and in-
creased quality of life.10

Physicians typically receive little training in the diagno-
sis of alcoholism and other drug use disorders and rarely
are exposed to the benefits of treatment. Most consider the
disease more or less untreatable. Thus, there seems to be
little motivation to detect and treat alcoholism. Many phy-
sicians may tend to ignore this diagnosis until it becomes
so severe it is the presenting symptom.

The CAGE questionnaire is not a complex psychological
test, although it has a strong grounding in the psychologi-
cal mechanisms involved in the development of alcohol-

ism. The 4 simple and easy-to-remember questions should
be included among standard history questions. Asking
patients how much they drink usually leads to an estimate
lower than the actual number of alcoholic drinks per day.
Thus, patients who admit to only 2 or 3 drinks per day
may be deceiving themselves as well as their respective cli-
nicians. What constitutes heavy drinking11 is often an
issue. Patients may insist that 4 drinks a day for women
and 5 for men is a threshold too low for defining heavy
drinking. The CAGE questions move the discussion
toward the behavioral effects of the drinking rather than
toward an isolated number of drinks per day.

A fundamental problem is that most patients with alco-
holism do not look like “typical alcoholics” as depicted in
the public image, unless they are in an advanced stage and
are difficult to treat. A clinician must inquire about symp-
toms and sometimes must press the patient who seems eva-
sive about answering questions about substance abuse. De-
nial is a very common mental mechanism among individuals
abusing alcohol or other drugs. Classic denial is an uncon-
scious mechanism that could underlie the “ever annoyed
by criticism of your drinking” question. The drinking prob-
lem is often obvious to those around the drinker but may
be practically invisible to the drinker.

Need for Education
Physicians generally have negative and pessimistic views
about the treatment of alcohol and other drug use dis-
orders. In general, physicians do not feel competent to
treat substance abuse. They do not like working with
patients who have these disorders and do not find treating
these patients rewarding.3 Numerous studies analyzing the
amount of time spent on substance abuse in medical
school and residency curricula compared with the mea-
sures of clinical importance find that the subject is under-
represented in the curriculae of most medical schools.12

Curriculum time and the number of faculty having exper-
tise in substance abuse education does not compare well
with the amount of time and numbers of faculty involved
in clinical problems of similar prevalence such as cancer
and heart disease. National estimates suggest that 25% to
40% of hospital admissions and 10% to 20% of general
outpatient visits are related to addiction.3

Conclusion
Twenty-five years after the CAGE questions were pub-
lished in JAMA, they have been validated in numerous stud-
ies as a good, quick primary indicator of the need for fur-
ther investigation. However, this simple tool remains
underused as the number of individuals with alcoholism who
remain undiagnosed and untreated demonstrates.
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