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Introduction  
Heavy alcohol use and alcohol use disorder (AUD) are prevalent in the U.S., particularly 
in rural areas, and are associated with significant morbidity and mortality. AUD occurs 
across all demographics; while treatment rates are below 10% for all groups, individuals 
from diverse backgrounds experience additional socioeconomic, linguistic, and cultural 
barriers to care. Learning about the patient experience can offer actionable 
recommendations for health systems and healthcare workers (HCW) to make such care 
more accessible and equitable. 

Methods  
This study employed listening sessions in English and Spanish to explore the 
perspectives of individuals who previously had received alcohol use treatment, and their 
family members, living in the rural Pacific Northwest. Using qualitative descriptive 
methodology, we identified both overlapping and distinct themes in the two linguistic 
groups. 

Results  
Spanish-speakers reported frustration with alcohol-related resources being in English, 
wanted HCW to include family members more, and reported life stressors as a trigger for 
alcohol use. English-speakers reported not answering questionnaires honestly, struggling 
to ask for help, and feeling that trauma and family issues are not well understood by 
HCW. Additionally, one American Indian participant reported experiencing overt racism. 
Among both groups, support groups and outreach were highly valued; participants 
wanted HCW to be more proactive; both groups recognized trauma as both a cause and 
effect of alcohol and cited a lack of trust in HCW. 

Discussion  
Results suggest directions for HCWs and systems to improve the experience for patients 
with alcohol problems, such as allowing time to build relationships, offering linguistically 
appropriate resources, and addressing stress and trauma. 

Conclusion  
The patient experience with healthcare for alcohol use disorder was mixed, but generally 
unsatisfactory for both groups. Improvements are needed. 

INTRODUCTION 

Heavy alcohol use, including alcohol use disorder (AUD), 
is prevalent in the U.S., particularly in rural areas, and is 
associated with over a hundred thousand annual deaths.1,2 

Morbidity and mortality related to alcohol had already in
creased steadily over the previous two decades, then accel
erated during the COVID-19 pandemic.3,4 While the opioid 
crisis is widely recognized, deaths related to alcohol actu

ally outnumber opioid overdose deaths due to alcohol’s role 
in motor vehicle crashes, end-organ disease, unintentional 
injury, homicide, and suicide.^4 ^Alcohol is also a cofactor 
in approximately 15% of opioid overdoses.5 

Healthcare providers can address alcohol use problems 
using the screening, brief intervention, and referral to 
treatment (SBIRT) model. While data is mixed on the ef
fectiveness of brief interventions,6,7 for very heavy users 
of alcohol, medication treatment is highly effective in con
junction with psychotherapeutic modalities.8 Nevertheless, 
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treatment rates are low. According to the National Institute 
of Alcohol Abuse and Alcoholism (NIAAA), of all Americans 
over the age of 12 with a diagnosis of AUD, only 7.8% re
ceived treatment in the previous year.2 Rates were similar 
for people identifying as white (8.1%) and Hispanic or 
Latino (8.6%), but only 3.4% for those identifying as Black 
or African American.^10 ^Individuals with Medicaid cover
age had even lower treatment utilization, with the lowest 
rates among Latinx females.9 

Given the effectiveness of treatment, it is important to 
understand why treatment rates remain low. Identified bar
riers on the HCW side include time constraints, a sense that 
treatment is futile, and discomfort with raising the topic of 
alcohol use.10 On the patient side, lack of access to health
care in general is problematic for many Americans. Indi
viduals from diverse backgrounds, especially those without 
English proficiency, experience additional socioeconomic, 
linguistic, and cultural barriers to care.11 In rural areas, 
high turnover of healthcare providers, structural factors 
such as poor infrastructure and workforce shortages, and 
relatively poor access to resources such as cultural centers 
and professional interpreter services create additional ac
cess issues.12 Some of our data illustrate these factors, es
pecially about language services and provider turnover. Lit
tle is known about the subjective experience of individuals 
in rural settings who receive healthcare for alcohol use 
problems, especially those whose primary language is 
Spanish. Learning about the patient experience can yield 
actionable recommendations for healthcare systems and 
healthcare workers (HCWs), particularly for providers such 
as physicians and nurse practitioners. 

This exploratory qualitative study took place in an agri
cultural, low-income county in the Pacific Northwest with a 
significant proportion of Spanish-speaking inhabitants, in
cluding many farmworker families. While the study is small 
and context-specific, there may be some generalizable in
sights that can be gleaned from the data; the setting is not 
unique, as rural areas across the country employ farmwork
ers with roots in Mexico, and many Western communities 
have disproportionate rates of alcohol use disorder. 

METHODS 

A community agency with two decades of experience in this 
rural county setting, well known for offering bilingual social 
services, provided recruitment services and hosted the lis
tening sessions. The agency used flyers and word of mouth 
to recruit a purposive sample of individuals and families af
fected by alcohol use. Participants received a $50 gift card 
for their time. Approval was granted by the Mid-Colum
bia Medical Center research committee. Next Door group 
facilitators ran the sessions virtually due to the COVID 
pandemic. Two 90-minute listening sessions were held via 
videoconference, one in English (N=6) and one in Spanish 
(N=10). The primary investigator sat in on the sessions but 
did not participate. 

Participants were asked about their own and family 
members’ experiences seeking and receiving help with al
cohol use from HCW. Follow-up questions solicited par

ticipants’ opinions on how HCW should address alcohol 
use and what HCW should know about families affected by 
AUD. 

Results were transcribed and professionally translated 
into English. Three investigators (the authors) indepen
dently read and coded the transcripts for themes using 
principles of qualitative descriptive methodology.13 Inves
tigators used Excel to organize the questions and re
sponses, then added separate pages to code the data and 
file text under themes; we came together in a series of 
meetings to share our findings and identify common 
themes. Since one of our team members has many years 
of experience performing qualitative descriptive analysis 
of this type of data, considerable weight was given to her 
views; when differences in interpretation arose, we re
turned to the data and discussed it until consensus was 
achieved. All team members agreed on the final themes. We 
identified recurring themes that arose in the English-lan
guage group, then the Spanish-speaking group, and then 
noted which themes overlapped. 

RESULTS 

More themes were common to both groups than unique to 
one, with the exception of linguistic access. Conceptually, 
all the issues our group members reported should be con
sidered as important and potentially relevant to all persons, 
while acknowledging that each group offered a unique per
spective. 
Common themes in the two groups: In both groups, par

ticipants reported finding support outside of the healthcare 
setting. Support groups, friends, and relatives who had ex
perienced AUD, and church members were cited as helpful. 
Rarely were HCW consulted as the initial step towards get
ting help, unless the alcohol use led to acute medical prob
lems, as in this case: “I was drinking for a straight year. I 
had to go to the hospital for mixing my meds and alcohol. 
I was in bad shape.” Even in that case, participants recalled 
non-medical people offering help within the healthcare 
setting, such as the hospital chaplain or “some ladies (who) 
came to talk to me.” 

However, healthcare was also seen as important, even 
if imperfect. In both groups, people wanted HCWs, espe
cially providers such as physicians and nurse practitioners, 
to be more proactive in providing outreach, education, and 
follow-up. Some participants reported wanting to be asked 
about alcohol use, and others wanted their provider to re
member and follow up on these discussions: “It is impor
tant that once the problem is detected, they should call 
them often so that they know they care and want to help 
them. Set goals with them… don’t wait a long time between 
follow-ups, so you lose them.” 

Trust emerged as a theme in both groups. Participants 
were more likely to disclose alcohol problems to a trusted 
nurse or provider, but trust was not given readily. Having 
“random doctors” or new providers at every visit did not 
promote trust. One participant said, “Not being able to 
open up to doctors. People have a hard time opening up 
to doctors. I don’t like to give doctors information, only 
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enough to help me. I don’t want them to know everything.” 
Two participants did report trusting their doctors; one 
adult participant had seen the same doctor since the age of 
four years, and the other reported that their new doctor was 
consistent and followed up regularly: “She always makes 
sure that I have the info that I need. She also follows up af
ter giving me resources, to see if I used them or [if] I need 
help.” 

The common experience of harm emerged as a theme 
in both groups. Participants recognized that alcohol use 
caused harm to them and their families, and also pointed 
out that previous harm and trauma contributed to their al
cohol use. 
English-language group themes: In addition to the themes 

noted in both groups, the English-language group reported 
that they did not answer truthfully on health question
naires and reported being very reluctant to open up to new 
doctors. 

Participants in this group were unanimous in pointing 
out that HCWs do not seem to understand or address 
trauma and family issues. “Doctors should know that it is a 
generational thing. Generational change.” One participant 
recommended “learning about family trauma.” 

One English-speaking participant reported experiencing 
overt racism during treatment, stating, “When I got a DUI, 
I had to go to a program, and the person said to me, ‘Oh, 
you’re Native American, we already knew you were going to 
be an alcoholic.’” 
Spanish-language group themes: Language barriers were 

frequently mentioned. Participants reported frustration 
when resources and written materials were not available in 
Spanish. “There are a lot of barriers for the Latino commu
nity and accessing resources.” 

Spanish-speakers particularly valued family involvement 
in care. They frequently expressed a desire for family mem
bers to be brought into treatment decisions and not ex
cluded based on confidentiality, especially if the family 
member with AUD was their child. “As parents, we also suf
fer and, in a way, feel sick watching our kids go through 
this.” One participant wished that treatment decisions 
could be made about the person with AUD: “They could 
help by not giving the person the choice when they are too 
far gone. It is hard for people to admit it, so making them 
get help would be good, and [it’s] up to the loved ones to 
seek that help.” 

Some participants reported that an initial stressor led to 
their alcohol use. One participant specified that having a 
sick family member in Mexico caused depression and anxi
ety, which prompted him to start drinking. This group rec
ognized a need for culturally and linguistically appropriate 
counseling services and social support. 

DISCUSSION 

The study is small and may be context-specific. The snap
shot nature of the single listening session is another lim
itation. Unfortunately, it was not possible to follow up to 
learn more about specific experiences. For example, the ex
perience of racism that was disclosed in the listening ses

sion is likely the tip of an iceberg, and the impact of that 
experience on acceptance and efficacy of alcohol treatment 
among Native American and other individuals from racial
ized, minoritized groups is worth exploring. Our position
ality as researchers who are not, ourselves, members of the 
communities represented here is another potential limita
tion. Future research should focus on what types of inter
ventions are most effective in rural populations with high 
rates of alcohol use problems and how these interventions 
can be offered without barriers. 

CONCLUSION 

Based on the data from this study, we make the following 
recommendations for HCW and system administrators in 
primary care or substance use disorder treatment settings 
with rural English and/or Spanish-speaking populations. 

Health systems serving rural populations can: 
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1. Be proactive. Follow up after appointments to check 
in, ask whether resources were used, and whether 
they were helpful. Schedule follow-up visits. 

2. Acknowledge and address stressors and harms that 
may pre-date alcohol use, as well as the harms that 
result from such use. 

3. Take time to build relationships with patients and en
gender trust. 

4. Understand that patient honesty and accuracy on 
questionnaires about alcohol use may be limited, es
pecially if a positive therapeutic relationship has not 
been previously established. 

5. Learn about and acknowledge non-medical support 
systems such as Alcoholics Anonymous, the patient’s 
friend group, and others. 

6. Offer culturally appropriate, unbiased care, including 
resources in the patient’s preferred language. 

7. Offer to include family members in care planning 
around alcohol use disorder. 

1. Provide training in trauma-informed care for all 
HCW. 

2. Make efforts to retain HCW and reduce turnover, es
pecially of primary care providers, to allow trusting 
patient-provider relationships to develop. 

3. Ensure that culturally and linguistically relevant ma
terials and services are available. 

4. Reduce the risk of explicit and implicit bias by im
plementing anti-bias policies, procedures, and train
ing; recruit and retain a diverse health care workforce 
that reflects the community; and strengthen/develop 
partnerships with culturally based community orga
nizations and leaders to help bridge the gaps between 
the healthcare system and minoritized people. 
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