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Abstract

Background—-Binge drinking is a significant public health concern linked to a number of health
and psychosocial problems. Military service in Afghanistan (OEF) and Iraq (OIF) has been
associated with posttraumatic stress disorder (PTSD) and increased hazardous drinking. Brief
alcohol interventions may reduce hazardous drinking but are infrequently provided to at-risk
drinkers.

Objectives—This study examined the association of combat exposure, PTSD symptoms, binge
drinking, use of VA and non-VA healthcare services, and the incidence of provider drinking
advice.

Methods—OEF/OIF veterans (A= 1,087) completed measures of demographics, military
history, combat exposure, PTSD symptoms, and binge drinking as part of a confidential mail
survey study conducted in 2009 and 2010 (response rate = 29%). Patient report of receiving advice
in the past year from a provider about their drinking was queried for frequent binge drinkers. The
association of demographic variables, combat exposure, PTSD, and use of healthcare services with
binge drinking and receipt of provider drinking advice was estimated using logistic regression.

Results—Overall, 51% of the sample reported at least one episode of binge drinking in the past
year and 19% were identified as frequent binge drinkers. PTSD was related to frequent binge
drinking. At-risk veterans using VA healthcare services were significantly more likely to receive
provider drinking advice (50%) than veterans not using VA (13.4%).

Conclusions—There is a need for increased vigilance and action to identify and counsel at-risk
veterans about alcohol misuse in this population.

Background

Binge drinking is a significant public health concern. In the U.S. alone, excessive alcohol
use is responsible for an average of approximately 80,000 deaths and costs an estimated
$223.5 billion each year (1). Binge drinking accounts for more than half of the deaths
attributable to excessive alcohol use and three-fourths of the economic costs (1). Binge
drinking is related to a number of health and psychosocial problems including increased risk
of hypertension, acute myocardial infarction, unsafe sexual activity, motor vehicle accidents,
violence, and suicide (2-8). It is estimated that 17% of U.S. adults regularly engage in binge
drinking (9). While definitions of binge drinking vary between studies, it is clear that binge
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drinking, or consuming a large amount of alcohol in a short period of time, is associated
with numerous health problems.

Excessive alcohol use and binge drinking are a concern for returning veterans with service in
Iraq and Afghanistan. A number of studies have documented elevated rates of potentially
hazardous alcohol consumption (26.5%-40.0%) in cohorts of veterans with service in Iraq
and Afghanistan who are using Veterans Health Administration (VA) healthcare services
(10-18). Calhoun and colleagues (11) found that binge drinking, conservatively defined as
consuming 6 or more drinks on one occasion at least monthly in the past year, was prevalent
among 23% of OEF/OIF veterans using VA services and was associated with younger age,
being male, and being single. Data from the Millennium Cohort Study estimated the
prevalence of any binge drinking among veterans in the past year to be between 44%-58%.
The same study also reported that binge drinking was associated with younger age, being
male, combat exposure, and the presence of posttraumatic stress disorder [PTSD; (19)],
leading some to speculate that increased binge drinking and alcohol misuse among veterans
may be, in part, an attempt to self-medicate combat-related PTSD or depression (19-21).

Brief alcohol interventions, including simple advice to drink within recommended limits,
have been shown to be effective and can reduce alcohol use and associated healthcare costs
(14, 22, 23). Despite recommendations to screen and treat alcohol misuse in primary care,
relatively few at-risk drinkers receive brief interventions or advice from healthcare providers
about their alcohol use (11, 14, 15, 24, 25). Recognizing that alcohol misuse is a significant
concern among veterans, the VA has implemented screening for hazardous drinking as a first
step toward implementation of evidence-based brief alcohol counseling (26). In contrast,
most private managed care organizations have not implemented systematic screening for
alcohol misuse (27).

The purpose of this study was to examine the demographic and clinical correlates of binge
drinking in a random sample of OEF/OIF veterans and to examine correlates of receipt of
provider drinking advice among those that engaged in frequent binge drinking. It was
hypothesized that after accounting for demographic and military factors, PTSD would be
uniquely related to binge drinking. It was also expected that frequent binge drinkers using
VA healthcare would be more likely to have received provider drinking advice than veterans
who engage in frequent binge drinking but receive their healthcare outside the VA.

A random sample of 5,000 OEF/OIF veterans with a last known address in the VA Mid-
Atlantic Region catchment area (i.e., North Carolina, the greater part of Virginia, and the
southeastern corner of West Virginia), was identified through a data use agreement with the
VA Environmental Epidemiology Service to take part in the OEF/OIF Veterans Health and
Needs Study. To be eligible for the current study, veterans had to be eligible for VA
healthcare and currently reside in the U.S. Potential VA-eligible service members were
identified in collaboration with the Defense Manpower Data Center based upon status of
separation from active duty military service or return from deployment (National Guard or
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Reserves). Of the 5,000 veterans identified, 72 (1.4%) were determined to be ineligible (e.g.,
deceased, deployed) and 924 (18.5%) surveys were undeliverable (returned to sender). Of
the 4,004 surveys that were delivered, 1,161 were completed and returned, resulting in a
response rate of 29%.

A modified Dillman procedure was utilized in which all participants received a pre-alert
letter, a 60-item survey package, and if needed, a follow-up letter and duplicate survey in
Fall 2009 and Spring 2010 (28). Approvals for this project were obtained from both the
Durham VA Medical Center Institutional Review Board and the VA Office of Management
and Budget (OMB 2900-0728). Demographic characteristics and outcome variables were
compared between early responders (i.e., responders to the first survey wave; 7= 978) and
late responders (second wave; /7= 183) as a proxy for non-response bias following the
continuum of resistance model (29, 30). There were no differences in the proportion of
women (early = 17.0%, late = 16.5%; OR = 0.96; 95% CI, 0.63-1.47), proportion of
minorities (early = 26%, late = 29%; OR = 1.18; 95% ClI, 0.83-1.69), proportion of enlisted
soldiers (73% vs. 79%; OR = 1.41; 95% ClI, 0.96 -2.07), or proportion of veterans who
served in the Reserves/National Guard during OEF/OIF (41% vs. 40%; OR = 0.96; 95% ClI,
0.70-1.33) between waves. Respondents to the first wave were slightly older (M= 39.3, SD
=9.9) than late-respondents (M= 37.6, SD = 9.6), A1, 1153) = 4.2, p=.04) and were more
likely to be married (73% vs. 63%, OR = 0.64; 95% Cl, 0.46-0.88, p<.01). Importantly, late
responders did not differ from early responders in the prevalence of PTSD (OR=1.28; 95%
Cl, 0.83-1.98), use of VA healthcare (OR=1.08, 95% CI, 0.77-1.50), any binge drinking
(OR=1.31; 95% ClI, 0.91-1.88), or frequent binge drinking (OR=1.23; 95% ClI, 0.83-1.82).
Seventy-four cases were omitted from analyses due to missing data on the measure of
alcohol use (7= 41), missing seven or more items on the measure of PTSD symptoms (/7=
24), and/or missing both items on the measure of depression symptoms (7 = 37) leaving
1,087 veterans for analyses.

Demographic Variables—Age, gender, race, employment status, self-reported income,
marital status, and number of dependent children were collected. The survey also included
questions on military history including unit type (Active Duty, Reserves, National Guard),
branch of service, and military rank.

Trauma exposure during deployment—Combat experiences were assessed with 17
items from the Combat Experiences Scale (range 0-17, with higher scores indicating a
greater number of different combat experiences (31). Two additional items measuring
history of rape and sexual harassment were included to assess military sexual trauma. A total
trauma score (range 0-19) was used in the analyses.

PTSD and Depressive symptoms—The posttraumatic stress disorder checklist,
military version [PCL-M; (32)] was used to assess PTSD symptom severity and the presence
of probable PTSD according to DSM-/V-TR criteria. The PCL is a widely used measure of
PTSD with demonstrated reliability and validity (33). For descriptive purposes, total scores
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of 50 or more were used to identify the presence of probable PTSD in respondents (33, 34).
Presence of depressive symptoms was assessed with the Patient Health Questionnaire - 2
[PHQ-2(35) ]. Scores from the two items were summed, and the total score was used in the
logistic regressions. For descriptive purposes, total scores of 3 or more were used to identify
the presence of probable depression in respondents (35, 36).

Mild Traumatic Brain Injury (mTBI)—History of deployment-related mTBI was
assessed with a modified Brief Traumatic Brain Injury Screen [BTBIS; (37)]. Participants
were asked if they had been injured during deployment by a blast or explosion, a bullet, a
fragment or shrapnel, a fall, a vehicle accident or other means. Veterans were considered to
have a probable mTBI if they endorsed an injury with any alteration of consciousness
associated with the injury (e.g., losing consciousness, being dazed, confused, or seeing
stars). Similar methods have been used widely in this population [e.g., (38)].

Binge Drinking—A maodified version of the consumption items of the World Health
Organization's Alcohol Use Disorders Identification Test [AUDIT-C; (39)] were used to
assess alcohol consumption in the past year. The first item assessed the frequency of alcohol
use in the past year, and response options were never, monthly or less, two or three times a
month, two or three times a week, and four or more times a week. The second item assessed
the number of drinks consumed on a typical drinking day in the past year, and response
options were 1 or 2 drinks, 3 or 4 drinks, 5 or 6 drinks, 7 to 9 drinks, and 10 or more drinks.
The third item assessed the frequency with which participants consumed six or more drinks
on a single occasion in the past year, and response options were never, 1 or 2 times, 3 or 4
times, 5 or 6 times, 7 to 9 times, and 10 or more times. Participants were classified as having
engaged in “any binge drinking” if they met either or both of the following criteria: (1)
reported drinking at all in the past year on the first question (i.e., did not select never) AND
reported consuming five or more drinks on a typical occasion on the second question; or (2)
reported consuming six or more drinks at least once in the past year on the third question
(i.e., did not select never). Participants were classified as “frequent binge drinkers” if the met
either or both of the following criteria: (1) reported drinking two or more times per month on
the first question AND reported consuming five or more drinks on a typical occasion on the
second question; or (2) reported consuming six or more drinks 10 or more times in the past
year on the third question.

Provider Drinking Advice—\Veterans' perception of having received provider drinking
advice was assessed with a single yes or no item, “In the past 12 months has a healthcare
provider advised you about your drinking (to drink less or not to drink alcohol)?”

Health Service Utilization—Use of any healthcare services was based on a single item

which queried use of VA for healthcare services, use of non-VA for healthcare services, dual
use (both VA and non-VA healthcare), or no healthcare use since their last deployment.

Descriptive statistics were calculated to characterize demographic attributes of respondents.
For participants missing three or fewer items on the PCL, cluster mean scores were imputed
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for missing items; for participants missing one of the items on the PHQ-2, the response from
the other item was imputed. Multiple imputation with ten iterations was used to impute
missing demographic variables; results from the pooled data are presented. Primary analyses
examined the proportion of respondents who reported regular binge drinking. Patient report
of receiving risk-reduction counseling was examined for those endorsing regular binge
drinking. Logistic regression analyses were used to explore demographic correlates of binge
drinking and risk-reduction counseling. Given small cell sizes in some demographic
variables, the following variables were dichotomized: race (White vs. Non-White), marital
status (married or living together as married vs. non-married), employment status (employed
full-time/Active Duty vs. other), income (< $75,000 vs. = $75,000), military branch (Army
vs. other branches), and military component (Active Duty vs. National Guard/Reserves).
Combat exposure, PTSD symptoms and depression symptoms were modeled as continuous
variables. All statistical analyses were performed using SPSS, Version 21.

Demographic characteristics of the sample are presented in Table 1. The majority of the
sample was Caucasian, male, and married. Most were working full time. Median household
income of the sample was between $60,000 and $75,000. Sixty percent had served in
OEF/OIF in Active Duty units. The majority of veterans in the sample reported exposure to
combat. The average number of different combat experiences among combat exposed
veterans was 4.13 (SD = 4.03). Mean PTSD symptom severity of the sample was 30.52 (SD
= 15.88). The prevalence of probable PTSD in this sample was 14%, which is consistent
with other studies of OEF/OIF veterans (40-42). The prevalence of deployment related
mTBI observed was 12% which is consistent with other studies of OEF/OIF veterans that
have used the BTBIS or similar methods (37, 38, 40).

Binge Drinking

Any binge drinking was reported by 51% (n7=555; 95% CI, 48%-54%) of the sample. Of
those classified as engaging in binge drinking in the past year, two participants met only the
first criterion described in the method section, 415 met the second criterion only, and 138
met both criteria. Seventeen percent (7= 186; 95% CI, 15%-19%) of the sample engaged in
frequent binge drinking. Of those individuals classified as frequent binge drinkers, 46 met
the first criterion only, 64 met the second criterion only, and 76 met both. The frequencies of
any binge drinking and frequent binge drinking by demographic variables are summarized in
Table 1. Bivariate analyses (results not shown) indicated significant associations between
any binge drinking and age, gender, race, marital status, having dependent children in the
home, income, military unit type, military rank, mTBI screening, number of traumatic
events during deployment, PTSD severity, and depression severity. Employment status,
suffering an injury during deployment, branch of service, and year of last deployment were
not associated with any binge drinking in the bivariate analyses. Bivariate analyses indicated
significant associations between frequent binge drinking and age, gender, race, marital
status, having depending children in the home, income, military unit type, military rank,
mTBI screening, number of traumatic events during deployment, and symptoms of PTSD
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and depression. Frequent binge drinking was not associated with employment status, branch
of service, or year of last deployment in the bivariate analyses.

To examine the unique contribution of demographic and clinical variables to binge drinking,
multiple logistic regression analysis was conducted which included all demographic and
military-related variables regardless of significance in the bivariate analyses. As shown in
Table 2, after adjusting for all covariates, any binge drinking was uniquely associated with
age, gender, race, marital status, employment status, military component, and rank. Age was
negatively associated with the odds of engaging in any binge drinking. Male veterans were
more likely to engage in any binge drinking compared to female veterans, and African-
American and other minority veterans were less likely to engage in binge drinking compared
to White veterans. Additionally, veterans who were married or living as married were less
likely to report any binge drinking than those who were not; veterans who were employed
full-time were more likely to engage in binge drinking than those who were not employed
full-time. Veterans who served in active duty units were more likely to report binge drinking
than those in Reserve or National Guard units, and officers were less likely to report binge
drinking than those of enlisted ranks. PTSD symptoms and depression symptoms were not
associated with any binge drinking after controlling for the covariates. Results examining
frequent binge drinking (see Table 3) were similar to those examining any binge drinking in
the past 12 months. Age, gender, race, marital status, military component, and military rank
were significantly related to regular binge drinking; the direction of these effects was the
same as in the analyses examining any binge drinking. Both depressive symptoms and PTSD
symptoms were uniquely related to regular binge drinking (see Table 3). In a model
examining the effect of PTSD without covarying out negative affect shared with depressive
symptoms, each point on the PCL increased the risk of regular binge drinking by 4% (OR =
1.04; 95% ClI, 1.02-1.05).

Use of Healthcare Services and Provider Drinking Advice

Among frequent binge drinkers (n=186), 75% reported use of any healthcare in the past year.
Rate of provider drinking advice was assessed among frequent binge drinkers who used
healthcare in the past year (7= 139). Two participants (both who reported using both VA and
non-VA healthcare) were missing data on the item assessing provider drinking advice and
were excluded from analyses, which resulted in a final sample of 137 for the analysis.
Overall, 32.1% (n= 44) of frequent binge drinkers who used healthcare in the past year
reported they had received advice about their drinking from a healthcare provider. Among
frequent binge drinkers using non-VA healthcare only 13.4% (n=9 of 67) reported they had
received provider drinking advice, compared to 54.5% (7= 18 of 33) of those who only used
VA healthcare and 45.9% (n7= 17 of 37) of those who used both VA and non-VA healthcare.
Among frequent binge drinkers, use of VA healthcare was significantly related to increased
odds of provider advice to reduce or stop drinking. As shown in Table 4, veterans using only
VA healthcare as well as those using both VA and non-VA healthcare were significantly
more likely to receive risk-reduction counseling than veterans using only non-VA healthcare.
Among frequent binge drinkers, the only significant predictor of the odds of receiving
provider drinking advice, aside from use of VA healthcare, was depression symptoms;
veterans with higher levels of depression symptoms were more likely to receive advice.
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Discussion

In a regional sample of 1,087 veterans who had served in Iraq and Afghanistan, 51%
reported at least one episode of binge drinking in the past 12 months and 17% of the sample
reported frequent binge drinking. Only 32% of veterans who engage in frequent binge
drinking and used healthcare services in the past year, however, reported that a healthcare
provider had advised them to reduce their alcohol consumption. Use of VA healthcare
significantly increased the odds of receiving risk-reduction counseling.

This study extends previous findings documenting high rates of binge drinking among
veterans of the wars in Iraq and Afghanistan (11, 19, 40, 43). Rates of any binge drinking in
the current sample were similar to those documented in the nationally representative
Millennium Cohort Study in which the prevalence of any binge drinking in the past year was
53% (19). The rate of frequent binge drinking of 17% is slightly lower but comparable to
studies of OEF/OIF soldiers or veterans that used competing definitions of frequent binge
drinking (11, 40). For example, Calhoun and colleagues (11) reported that 23% of OEF/OIF
veterans using VA health care consumed 6 or more drinks on one occasion in the past year.
As many as one quarter (25.6%) of active duty OEF/OIF servicemen and women reported
frequent binge drinking in an anonymous population based survey in which frequent binge
drinking was defined as consuming 5 or more drinks on the same occasion at least weekly in
the past month (37).

In the current study, we examined rates of binge drinking as a function of demographic
variables and clinical characteristics. Demographic factors uniquely associated with binge
drinking among the current sample of OEF/OIF veterans include younger age, male gender,
White race, not being married, service in an active duty unit, and service in the enlisted
ranks. While small effect sizes were found for demographic variables when looking at the
odds of any binge drinking, a medium effect size was found for the effect of gender and rank
on frequent binge drinking.

Location of healthcare was related to odds of receiving provider drinking advice among
frequent binge drinkers. Specifically, the use of VA healthcare services increased the odds
that frequent binge drinkers received advice to abstain or cut back on their alcohol use. Half
of frequent binge drinkers using VA healthcare (either alone or in combination with non-VA
healthcare) reported receipt of provider drinking advice. Although respondents were not
asked about referrals to substance use treatment, the current study is consistent with other
research that suggests improvement within the VA in the proportion of frequent binge
drinkers who receive counseling or referral (44, 45) [c.f. (11, 14, 46)], but more research is
needed to examine trends in alcohol risk-reduction counseling in VA.

The findings that PTSD symptoms were related to frequent binge drinking is consistent with
previous studies that have documented an association between PTSD and alcohol misuse
(15, 19, 20). While the cross-sectional design of the current survey prohibits causal
inferences, results of longitudinal research have supported the hypothesis that combat
veterans engage in excessive alcohol use in part to self-medicate PTSD related distress (19,
21).
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The rate of probable PTSD observed in the current sample (14%) based on a PCL score = 50
is comparable to at least three other large survey based studies of OEF/OIF soldiers and
veterans that have used similar methods (40-42). In an anonymous population-based survey
of over 7,000 active duty servicemen and women, the observed prevalence of PTSD based
on the PCL =50 was 13% (40). The use of 50 as a cutting score on the PCL is relatively
arbitrary given that the true population prevalence of PTSD among OEF/OIF veterans is
currently unknown (33). Interview-based research with a representative population-based
sample is needed to better document the actual prevalence of PTSD among OEF/OIF
veterans so that PTSD screens can be better calibrated (33). In the current study, we avoided
problems associated with the choice of cutting score by modeling PTSD symptoms as a
continuous variable.

The prevalence of mTBI observed in the current sample (12%) is consistent with other
studies of OEF/OIF veterans that have used the BTBIS or similar methods (37, 38, 40). The
majority (59%) of veterans who screened positive for deployment related mTBI reported
binge drinking in the past year and 26% engaged in regular binge drinking. While screening
positive for mTBI was significantly related to binge drinking in bivariate analyses, mTBI
was not uniquely related to binge drinking after the effects of demographic variables and
PTSD and depressive symptoms were accounted for (see Tables 2 and 3). This finding is
consistent with results examining mTBI and alcohol use disorders among 3,123 Irag and
Afghanistan veterans (47). It is in contrast, however, to results of the 2008 Department of
Defense Survey of Health Related Behaviors among 7,155 Active Duty Personnel which
found that mTBI was related to frequent binge drinking even after adjusting for
demographics and positive PTSD screen (40). Given the complex and potentially self-
sustaining relationship between alcohol misuse and TBI (48), further research is this area is
warranted.

Several limitations of this study deserve discussion. The response rate (29%) observed in the
current study is low, but is consistent with other population based, mail surveys of OEF/OIF
veterans [e.g., 21.9%-33%; (11, 49-51)]. Similar surveys of OEF/OIF veterans have
indicated that as many as 43% of non-returned surveys were not received (49). We did not
confirm receipt of the survey materials and thus cannot be sure that all unreturned surveys
reached the identified veteran which could have contributed to non-response. Concerns
about potential representativeness of the sample are tempered by findings examining
demographic variables, rates of PTSD, mTBI and binge drinking which are consistent with
other large studies of OEF/OIF veterans (11, 19, 38, 40). Still results may not generalize to
all OEF/OIF veterans.

Additionally, use of healthcare and receipt of provider drinking advice were assessed with a
single item each. The current study defined frequent binge drinking as consuming fiveor
more drinks on a typical occasion two or more times monthly or drinking six or more drinks
on the same occasion ten or more times in the past year. Although rates of frequent binge
drinking in the current study are consistent with previous studies (11, 19, 40), results are not
directly comparable to previous work due to the use of competing definitions of binge
drinking. The CDC now defines binge drinking as consuming four or more drinks on the
same occasion for women and five or more drinks per occasion for men and examines
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prevalence within the past 30 days (9), the National Institute on Alcohol Abuse and
Alcoholism defines binge drinking as alcohol use resulting in a blood alcohol concentration
of 0.08 g/dL, and the Substance Abuse and Mental Health Services Administration uses a
definition of consuming five or more drinks on a single occasion at least once in the past 30
days (52). Thus, current results may underestimate the prevalence of binge drinking among
women. In the future, it is important that a single definition of binge drinking be established
in order to allow comparison of results between studies. After a single definition is
established, more work is needed to examine binge drinking among returning veterans.

Conclusions

In sum, this study contributes to the literature documenting that binge drinking is a
significant problem among returning veterans. Among OEF/OIF veterans, binge drinking is
associated with PTSD symptoms and depression symptoms even after accounting for known
demographic variables. The current study is the first to examine the relationship between
healthcare service use and rates of provider drinking advice among veterans who engage in
frequent binge drinking. Frequent binge drinkers were more likely to receive risk-reduction
counseling if they were using VA healthcare services. The VA has led the nation in
successfully implementing routine screening for hazardous alcohol use in primary care (26,
53). While heightened vigilance for alcohol misuse remains warranted in VA settings,
current findings highlight the need for community providers to screen veterans for binge
drinking and other potentially hazardous alcohol use.

Indeed, the finding of both high prevalence of binge drinking with relatively low rates of
reported provider drinking advice has significant public health implications, especially
among the majority of veterans who are not using VA healthcare services. Non-dependent
risky drinkers account for the majority of adverse outcomes associated with alcohol use (26).
Brief counseling following alcohol screening has been shown to be effective in reducing
morbidity and costs associated with alcohol use, particularly among non-dependent risky
drinkers (23, 54, 55). Community providers treating veterans should routinely screen for
alcohol misuse in this population.
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Table 2
Fully Adjusted Multivariate L ogistic Regression Model for Any Binge Drinking (n =
1,087)
Characteristic b OR 95% CI for OR
Age -0.04 (gg**  (0.95-0.98)
Male 060 qg3** (1.28-2.61)
White 054 7% (127-232)
Married or Living Together  -0.37 (g9* (0.50 - 0.95)
Dependent Children -0.20 0.82 (0.62 —1.09)
High Income 0.08 1.08 (0.79-1.48)
Employed 034  q140% (1.02-1.92)
Army 004 104 (0.78 - 1.38)
Active Duty 032 q38* (1.02-1.87)
Year of Last Deployment -0.01 0.99 (0.92 - 1.06)
Officer 045  ga** (0.46 — 0.90)
Injury during OEF/OIF 0.00 1.00 (0.73-1.38)
Total Trauma Experiences 0.03 1.03 (0.99 -1.07)
Depression Symptoms 001 101 (0.91-1.13)
PTSD Symptoms 001 1.01 (0.99 - 1.02)
mTBI screen -0.05 1.32 (0.59 - 1.52)

Note. OR = Odds Ration; ClI = Confidence Interval
*
p<.05;
*k
p<.01,

*kA

p<.001
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Fully Adjusted Multivariate L ogistic Regression Model for Freguent Binge Drinking (n =

Calhoun et al.
1,087)
Characteristic b OR 95% CI for OR
Age 002 (og* (0.96 - 1.00)
Male 117 g93™** (1.75-5.95)
White 067 196™  (123-3.13)
Married or Living Together  -0.41 g7* (0.45-0.99)
Dependent Children -0.34 071 (0.49-1.04)
High Income 027 131 (0.85-2.01)
Employed 017 118 (0.78 - 1.79)
Army -0.10 091 (0.61-1.33)
Active Duty 045 1g57% (1.03-2.39)
Year of Last Deployment 0.05 1.05 (0.95-1.16)
Officer 094 g39**  (0.23-0.68)
Injury during OEF/OIF 0.03 1.03 (0.67 - 1.58)
Total Trauma Experiences 0.02 1.02 (0.97 -1.07)
Depression Symptoms 016 q18* (1.03-1.35)
PTSD Symptoms 002  102** (1.01-1.04)
mTBI screen -0.31 0.73 (0.41-1.30)

Note. OR = Odds Ration; Cl = Confidence Interval

*
p<.05;

*A
p<.01,

HokA

p<.001
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Fully Adjusted Multivariate L ogistic Regression Model for Receipt of Risk-reduction
Counseling Among Regular Binge Drinkerswho Used Healthcarein the Past 12 Months

Calhoun et al.
Table 4
(n = 137)

Characteristic b OR 95% CI for OR
Age 004 104 (0.98-1.10)
Male 020 123 (0.12 - 12.09)
White -1.27 0.28 (0.07-1.23)
Married or Living Together -0.25 0.78 (0.29-2.12)
Dependent Children -0.37  0.69 (0.23-2.04)
High Income -1.47 0.23 (0.05-1.03)
Employed 012 112 (0.37 - 3.40)
Army 032 073 (0.26 —2.08)
Active Duty 019 083 (0.24 - 2.90)
Year of Last Deployment 017 118 (0.89 — 1.56)
Officer 071 203 (0.23-17.81)
Injury during OEF/OIF 059 1.80 (0.49 - 6.64)
Total Trauma Experiences -0.04 0.96 (0.83-1.11)
Depression Symptoms 044 q55% (1.05-2.28)
PTSD Symptoms 001 0.99 (0.95-1.04)
mTBI screen 098 266 (0.59 — 12.06)
Use of Healthcare Services

Non-VA Healthcare Only -

VA Healthcare Only 195 705  (1.96-25.36)

Both VA and Non-VA Healthcare ~ 1.44 403 (1.23 - 14.50)

Note. OR = Odds Ration; ClI = Confidence Interval

*
p<.05;

ok
p<.0L,

*kA

p<.001
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