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BACKGROUND: Clinical performance measures often re-
quire documentation of patient counseling by healthcare
providers. Little is known about whether such measures
encourage delivery of counseling or merely its
documentation.
OBJECTIVE: To assess changes in provider documenta-
tion of alcohol counseling and patient report of receiving
alcohol counseling in the Veterans Administration (VA)
from 2009 to 2012.
DESIGN: Retrospective time-series analysis.
PARTICIPANTS: A total of 5413 men who screened posi-
tive for unhealthy alcohol use at an outpatient visit and
responded to a confidential mailed survey regarding alco-
hol counseling from a VA provider in the prior year.
MAIN MEASURES: Rates of provider documentation of
alcohol counseling in the electronic health record and
patient report of such counseling on the survey were
assessed over 4 fiscal years. Annual rates were calculated
overall and with patients categorized into four mutually
exclusive groups based on their own reports of alcohol
counseling (yes/no) and whether alcohol counseling was
documented by a provider (yes/no).
KEY RESULTS: Provider documentation of alcohol
counseling increased 23.6% (95% CI: 17.0, 30.2), from
59.4% to83.0%,while patient report of alcohol counseling
showed no significant change (4.0%, 95% CI: −2.3, 10.3),
increasing from66.1% to 70.1%. An 18.7% (95%CI: 11.7,
25.7) increase in the proportion of patients who reported
counseling that was documented by a provider largely
reflected a 14.7% decline (95% CI: 8.5, 20.8) in the pro-
portion of patients who reported alcohol counseling that
was not documented by a provider. The proportion of
patients who did not report counseling but whose pro-
viders documented it did not show a significant change
(4.9%, 95%CI: 0.0, 9.9).
CONCLUSIONS: If patient report is accurate, increased
rates of documented alcohol counseling in the VA from

2009 to 2012 predominantly reflected improved docu-
mentation of previously undocumented counseling rather
than delivery of additional counseling or increased docu-
mentation of counseling that did not meaningfully occur.
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INTRODUCTION

Patient counseling is a key process in clinical care but can be
challenging tomeasure.1 Direct observation, audio-taping, and
unannounced standardized patients are limited by observation
bias, ethical challenges, and cost.2,3 Therefore, quality mea-
sures related to counseling typically rely on documentation by
providers in the medical record.4 Yet providers frequently
under-document5–9 and occasionally over-document 10 the
content of medical visits, including counseling. Moreover,
with electronic health records (EHRs) that facilitate the inser-
tion of templated text, identical documentation may mask
differences between substantive advice and the most brief
mention.11 These problems have led to particular concern
about performance measures based on provider documenta-
tion of counseling.1,12,13 Specifically, do such performance
measures increase the delivery of counseling or merely its
documentation?
The US Veterans Administration (VA) was an early adopter

of performance measures, clinical reminders, and incentives to
improve quality.14 In 2007, VA implemented a performance
measure aimed at increasing alcohol counseling—often called
Bbrief intervention^—for patients screening positive for un-
healthy alcohol use. In 2008, a clinical reminder was embed-
ded in the EHR to alert providers when patients screened
positive. The alert provided guidance for and facilitated doc-
umentation of alcohol counseling.15–17 This approach was
associated with increased rates of documented alcohol
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counseling for patients screening positive for alcohol
misuse—from 6% in 2006 to 29% in 2008.15 In 2010, VA
facilities were expected to meet a benchmark rate of 62% for
documented alcohol counseling among patients screening
positive for unhealthy alcohol use.18 From 2009 to 2012, VA
national rates of documented alcohol counseling rose from
53% to 81%.18

This retrospective time series analysis examines provider
documentation and patient report of alcohol counseling in the
VA over 4 fiscal years (2009–2012). Patient report is used as a
comparison standard to assess the extent to which increases in
documented alcohol counseling were due to the additional
delivery of counseling or merely changes in the pattern of
documentation. Additional delivery of counseling would be
expected to yield parallel increases in rates of provider docu-
mentation and patient report of counseling over time; a change
only in provider documentation would not be expected to alter
rates of patient-reported counseling. More specifically, im-
proved provider documentation in cases where counseling
was previously being performed but not documented (de-
crease in undocumented counseling) would be expected to
reduce the subset of patients reporting having received
counseling but whose providers did not document it. Addi-
tional provider documentation of counseling that did not
meaningfully occur (increase in over-documentation) would
be expected to increase the subset of patients who did not
report counseling but whose providers documented it.

METHODS

Data Sources and Study Sample. This study linked patient-
level data from two sources: the VA Survey of Healthcare
Experiences of Patients (SHEP), a confidential, mailed patient
satisfaction survey; and VA Informatics and Computing Infra-
structure (VINCI), a repository of clinical and administrative
data. The study received approval and waivers of consent and
HIPAA authorization from the VA Puget Sound and Kaiser
Permanente Washington Health Research Institute institution-
al review boards.
The SHEP survey is mailed to a random monthly sample of

established VA patients with a recent outpatient visit. Patients
with multiple visits are included in the sample pool once per
quarter, and patients who have completed a survey within the
prior year are excluded. During the 2009–2012 study period, a
10% random subsample of SHEP surveys included a question
about receipt of alcohol counseling from a VA provider in the
past year. Patients reporting no past-year drinking were asked
to skip this question.
The study sample included patients who responded to the

2009–2012 SHEP survey question about alcohol counseling
and had screened positive for unhealthy alcohol use at a VA
clinic visit in the prior year. VA patients are screened annually
for past-year unhealthy alcohol use with the three-item

Alcohol Use Disorders Identification Test Consumption
(AUDIT-C) questionnaire.19 A score of ≥ 5 is considered a
positive screen and will activate a clinical reminder
recommending alcohol counseling. VA performance measures
target alcohol counseling only for patients with AUDIT-C
scores of ≥5, regardless of gender. For women, optimal screen-
ing thresholds are lower19 and the likelihood of receiving
appropriate alcohol counseling is lower.20–23 Given the limited
number of women in the sample (n = 108), the study was
restricted to men.

Measures

Patient-Reported Alcohol Counseling. Patient report of
alcohol counseling was defined by an affirmative answer to
the SHEP question, BIn the past 12 months, has a VA doctor or
other VA health care provider advised you about your drinking
(to drink less or not to drink alcohol)?^

Provider-Documented Alcohol Counseling. Provider
documentation of alcohol counseling was measured from
VINCI using data tags resulting from use of the clinical
reminder to document alcohol counseling. Although
performance on VA measures is assessed by independent
manual review of a random sample of chart notes, clinical
reminders are routinely used to aid providers in meeting
detailed documentation requirements.14 For example, the
performance measure for alcohol counseling required
specific documentation of both advice to reduce/abstain from
drinking and feedback linking alcohol use to health.15 Provid-
er use of the national electronic clinical reminder for alcohol
counseling inserted text in the chart note that wouldmeet these
requirements. The clinical reminder would also record in
VINCI that counseling was completed. As in prior studies,
we combined all VINCI indicators of alcohol advice or
counseling into a single dichotomous measure.16,24 Because
the SHEP survey asked about counseling in the past year, we
assessed provider documentation of alcohol counseling in the
365 days prior to the visit prompting the SHEP survey.

Time Periods. To assess changes over time, each patient was
assigned to the fiscal year of the visit that prompted mailing of
the SHEP survey.

Patient Characteristics. Patient age, race, ethnicity, and
smoking status were obtained from responses to SHEP and
supplemented with data from VINCI when incomplete.
Patient satisfaction with the outpatient provider and VA
healthcare in general were obtained from SHEP. Marital
status, use of specialty addiction treatment, ICD-9 codes indi-
cating the presence of mental health disorders including alco-
hol and other substance use, and the Charlson/Deyo comor-
bidity index25 were obtained from VINCI. AUDIT-C score
range (5–7 points and 8–12 points) was drawn from the
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positive AUDIT-C on the day of or closest day preceding the
visit prompting the SHEP survey. As a marker of time elapsed,
we calculated the days between this positive AUDIT-C and the
visit prompting the SHEP survey.

Analyses

Analyses were weighted to account for SHEP sampling design
and non-response to the SHEP survey. The average response
rate over the study period was 51% (55% in 2009, 53% in
2010, 51% in 2011, 48% in 2012). As in previous analy-
ses,24,26 survey weights were truncated at 500 to limit the
impact of any one respondent. Unweighted and weighted
percentages were used to characterize the study sample.
To determine whether increases in documented alcohol

counseling resulted from increased counseling or only from
changes in documentation practices, the overall prevalence of
patient-reported and provider-documented alcohol counseling
for each of the 4 fiscal years was estimated using logistic
regression. Two logistic models were estimated: one for
patient-reported and one for provider-documented alcohol
counseling. Although weighted for SHEP sampling and non-
response, models did not adjust for patient or clinical informa-
tion; eachmodel included the 4 fiscal years as dummy variables.
The estimated prevalence and 95% confidence interval (CI)
were calculated for patient-reported and provider-documented
counseling in each fiscal year. For each counseling measure, the
absolute percentage difference in prevalence between 2009 and
2012 was calculated. We calculated the p-value associated with
a Wald statistic,27,28 calculating standard errors with the robust
sandwich estimator29 to account for the survey weights, to
assess for significant differences across the 4 years.
To further characterize themechanisms underlying changes in

rates of documented alcohol counseling, patients were catego-
rized into four mutually exclusive groups based on the presence
or absence of provider documentation and patient report of
alcohol counseling. For each year, the proportion of patients in
each of the four groups was estimated using weighted, unadjust-
ed logistic regression, with fiscal years included as a dummy
variable. Results are presented as the estimated prevalence of
each group, with 95% CIs, for each fiscal year. The absolute
percentage difference in prevalence between 2009 and 2012 is
reported with p-values calculated as described above. All anal-
yses were performed using STATA software (version 13.1;
StataCorp LP, College Station, TX, USA).

RESULTS

A total of 5413 male VA outpatients who screened positive for
unhealthy alcohol use at a VAvisit were eligible for the study.
The study population was mostly older, white, and currently or
previously married. Over one-third of patients had a docu-
mented alcohol use disorder, and 39% had an affective disor-
der. One-quarter of patients had the qualifying AUDIT-C

score ≥ 5 on the day of the visit triggering the SHEP survey,
another quarter within the prior 3 months, and the remainder
within the prior 4 to 12 months. Almost two-thirds had an
AUDIT-C score of 5–7 points, with one-third scoring ≥8
(Table 1). Weights to account for survey sampling and non-
response were truncated at 500 for 66 patients.
From 2009 to 2012, the overall prevalence of provider-

documented alcohol counseling increased from 59.4% to
83.0% (p <0.001), with an absolute increase of 23.6% (95%
CI: 17.0, 30.2). Over that time there was no significant change
in patient-reported alcohol counseling, with rates increasing
from 66.1% to 70.1% (p = 0.212), an absolute increase of
4.0% (95% CI: −2.3, 10.3; Fig. 1).
Table 2 shows the prevalence of patients categorized into

four mutually exclusive groups based on the presence/absence
of provider documentation and patient report of alcohol

Table 1 Participant Characteristics

Total (N = 5413) Unweighted Weighted

No. % %

Age categories
18–29 121 2 7
30–44 279 5 10
45–64 3224 60 59
65+ 1789 33 25

Race
White 4333 80 72
Black 503 9 14
Hispanic 338 6 10
Other 231 4 5

Marital status
Divorced/

separated
1630 30 30

Married 2834 53 47
Never married/

single
694 13 19

Widowed 242 5 4
Current smoker 2256 43 47

AUDIT-C score
5–7 3527 65.2 63.3
8–12 1886 34.8 36.7

Time from positive AUDIT-C screen to SHEP visit
Day of visit 1252 23 14
1 day to 3 months 1308 24 27
3–6 months 1096 20 24
6–9 months 1007 19 20
> 9 months 750 14 17
Charlson/Deyo
comorbidity
index ≥3

676 13 13

Alcohol use
disorders

2096 39 44

Other substance
use disorders

547 10 16

Affective
disorders

1837 34 40

PTSD 1134 21 26
VA specialty
addiction
treatment

492 9 14

Patient satisfaction with VA healthcare
0–4 240 5 6
5–8 2067 40 43
9–10 2868 55 51

Patient satisfaction with provider
0–4 180 4 5
5–8 1330 29 32
9–10 3011 67 63
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counseling. From 2009 to 2012, there was an 18.7% (95% CI:
11.7, 25.7) increase in the proportion of patients with both
provider documentation and patient report of alcohol counsel-
ing (p <0.001). There was a 9.0% decline (95% CI: 4.4, 13.5)
in the group of patients lacking both provider documentation
and patient report (p <0.001). There was a 14.7% decline (95%
CI: 8.5, 20.8) in the group of patients who reported counseling
but whose counseling was not documented by a provider (p
<0.001). For the group of patients who did not report counsel-
ing but had provider documentation of counseling, the abso-
lute increase of 4.9% (95% CI: 0.0,9.9) was not statistically
significant (p = 0.056).

DISCUSSION

This study used patient report to assess the extent to which
increased rates of provider-documented alcohol counseling in
the VA from 2009 to 2012 reflected additional delivery of
counseling or simply changes in documentation. During this
period, a large rise in overall prevalence of provider documen-
tation was not matched by an increase in patient report of
counseling—consistent with a change in documentation rather
than an increase in counseling. The 18.7% increase in the
proportion of patients who reported counseling and had pro-
vider documentation appeared to primarily reflect the 14.7%
decline in the proportion of patients who reported counseling
that was not documented by a provider. These findings are
consistent with a large increase in documentation of counsel-
ing that was already occurring—i.e., a decrease in undocu-
mented counseling. The change over time in the proportion

of patients who did not report counseling but whose pro-
viders documented counseling—the pattern expected for
over-documentation of counseling that did not meaningful-
ly occur—was not significant (4.9%, 95% CI: 0.0, 9.9).
The creators of the VA performancemeasure, clinical remind-

er, and benchmark for alcohol counseling intended to increase
delivery of alcohol counseling by providers. Critics of perfor-
mance measurement might have expected this effort to result in
over-documentation (i.e., providers using the clinical reminder
to document alcohol counseling that they did not perform in a
meaningful way).30 If patient report is an accurate measure of
whether alcohol counseling occurred, the results of this study
suggest that neither the intended additional counseling nor the
feared over-documentation of counseling was the main cause of
increased documentation. Rather, the main change from 2009 to
2012 appears to be improved provider documentation of alcohol
counseling that was already occurring.
Standardizing and improving documentation allows individ-

uals and institutions to receive credit for work performed, and
may be an intermediate step in quality improvement. However,
the primary goal of quality improvement is to effect a change in
patient care, for example, increase actual counseling. By this
standard, the changes from 2009 to 2012 are disappointing. Yet,
throughout the study period, two-thirds of patients screening
positive for unhealthy alcohol use recalled receiving counseling
from a provider in the past year. This rate far exceeds national
averages22,31 and likely reflects prior efforts. Before 2009, the
VA saw increases in both provider documentation15 and patient
report32 of counseling. It is possible that implementation of
alcohol screening and the clinical reminder before 2009 led to
increases in actual counseling, with subsequent efforts to

Figure 1 Estimated prevalence of provider documentation of alcohol counseling and patient report of alcohol counseling by year. Error bars
indicate 95% confidence intervals.
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incentivize a specific benchmark rate of counseling primarily
yielding increased documentation.
This study has several important limitations. First, patient

report is known to be an imperfect measure of the content of
medical visits.2 Even when asked shortly after a medical
encounter, patients both under-and over-report clinician
counseling when compared to audiotape or trained observ-
er.5,7–9,33–36 Patients may forget counseling that was provided
or may not recognize motivational techniques as
Bcounseling.^ Conversely, patients may incorrectly assume
that providers have delivered appropriate counseling, especial-
ly if they have a favorable view of their providers.37 Both
effects might be stronger in this study, for which patients were
asked to recall counseling over an entire year. It is possible that
patients received undocumented counseling by staff adminis-
tering the AUDIT-C, or even perceived the screening ques-
tions as alcohol counseling. If some patients always report that
counseling occurred, even when it has not, a true increase in
alcohol counseling might be masked and appear only as a
change in documentation. Conversely, if some patients never
report counseling, even when it has occurred, actual delivery
and documentation of additional counseling could incorrectly
appear to be over-documentation. However, there is no reason
to believe that the validity of patient report of alcohol counsel-
ing would vary in response to incentives for VA leaders or
clinicians, making it a useful comparison standard for under-
standing trends in documentation over time. A study using
telephone interviews within 30 days of a positive AUDIT-C at
a single VA center found similar rates of patient-reported
alcohol counseling to those seen in this study: of patients
who recalled questions about drinking, 70% reported receiv-
ing advice to cut down or abstain.23

In addition to problems intrinsic to patient report as a com-
parison standard, there are three primary limitations of this
study. First, we did not assess free-text documentation of alco-
hol counseling entered without the use of the EHR clinical
reminder. However, given the difficultly in meeting documen-
tation requirements for the VA performance measure, we ex-
pected that most incentive-driven documentation would use the
clinical reminder. Furthermore the annual rates of provider-
documented alcohol counseling in this study are similar to the
official national VA rates of provider documentation based on
manual medical record review of sampled clinical notes (53%
in 2009, 69% in 2010, 78% in 2011, 81% in 2012).18 Second,
patient reports of alcohol counseling were only available for
patients who reported alcohol consumption on the SHEP survey
(others were directed to skip the question about alcohol-related
counseling). Although the SHEP question regarding any drink-
ing in the past year should capture most patients with a positive
AUDIT-C in the prior year, those who recently quit drinking
might be less likely to report past-year drinking on the SHEP
survey, and therefore would be excluded from this study. Final-
ly, despite weighting to account for SHEP’s sampling design
and survey non-response, survey respondents may differ from
other patients in unmeasured ways, particularly given SHEP’s
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tendency to over-sample patients with multiple clinic visits and
very low response rate among younger patients. Given gender
differences in counseling,20–23 results may not generalize to
female patients.
This study has several strengths, primarily the comparison

of patient report and provider documentation of counseling at
the level of individual patients in a large national sample.
Second, bias was limited, because providers in this study
could not have known which patients would receive the SHEP
survey. Others have found that provider documentation of
tobacco advice doubled on days when providers knew post-
visit patient surveys were being performed.38 Third, this study
is restricted to patients with positive alcohol screening scores
at clinical visits. Prior studies comparing rates of provider-
documented and patient-reported alcohol counseling in the VA
used AUDIT-C scores from the mailed SHEP survey rather
than AUDIT-C scores obtained in clinic.24,32 As only 40% of
patients with positive AUDIT-C screening by mail screen
positive in the clinic setting,39 these prior studies likely in-
cluded many patients who did not screen positive in clinic and
therefore were ineligible for the performance measure.
This study adds to the literature on the accuracy of

provider documentation of counseling and the use of such
documentation for quality measurement. Prior studies have
found that only 30–40% of tobacco and alcohol counseling
is routinely documented by providers.5,8 Few studies have
assessed changes in documentation of counseling, although
one British study found that new financial incentives for
tobacco counseling were followed by increasing rates of
provider documentation, with no similar increase in patient
report of counseling.13

Discussing the difficulty in measuring heart failure counsel-
ing on hospital discharge, Chassin concluded, Bwe need a
better measure for this important process; until we find one,
measuring a check-box serves only to give us a false sense of
accomplishment and reward ‘gaming’.1^One option would be
to add measures of counseling based on patient report on
surveys. For alcohol, patient surveys that incorporate both
alcohol screening questions and a question about whether
counseling was performed could also limit the perverse incen-
tives for Bdenominator management^: improving rates of
counseling by discouraging patients from disclosing unhealthy
alcohol use to clinicians.40 Of course, performance measures
based on patient report might have their own limitations,
especially if they encourage confrontational rather than
patient-centered counseling. For smoking, patient report of
counseling is a better predictor of future quit attempts and
success than provider documentation.41,42 Future research
should further assess the association between patient recall
of counseling and behavior change. This study serves as a
reminder that documented counseling is not the same as actual
counseling, and more generally that users of performance
measures must be mindful of potential gaps between what is
measured and what is desired.
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