
SBIRT COLORADO LITERATURE 
REVIEW SUMMARY 

There are hundreds of articles about SBI over the last few decades and

the majority favor the practice. What started as isolated studies exam-

ining the efficacy of the practice, has become a policy mandate now

facing the challenge of widespread implementation. At issue today is

not whether SBIRT is cost-effective, beneficial to patient health or a

catalyst for better lifestyle choices. Issues of a more sustainable nature

focus on

• Gaining wide support from healthcare providers

• Establishing billing procedures

• Turning systematic, targeted screening into universal screening

• Standardization of practice(s)

• Focus on specialty populations 

Themes have been identified throughout the literature and have been

organized into sections with a summarizing paragraph. Some content

areas are extensive, with many articles to support the theme. Others

are scant and perhaps demonstrate the need for further research 

or focus. 
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SELECT RECOMMENDATIONS AND IMPLICATIONS—
• The literature, overall, has moved from traditional “research” to the

public policy realm and is far less precise in the findings.

• Many of the same issues/problems identified 15 years ago remain

unresolved.

• A great need is identified to educate healthcare providers about SBI,

particularly in primary care. There are many misconceptions about

effectiveness, barriers and solutions. Many of the challenges of imple-

mentation stem from providers’ lack of familiarity and comfort, as

well as insufficient training and preparation. 

• While universal screening is a primary goal of SBIRT, it is not 

yet feasible and targeted; systematic screening is recommended by

many studies.

• SBI, overall, needs to become more standardized in its screening

methods, intervention models, screening personnel, time per screen,

intervention, and billing. The literature indicates that a variety of mod-

els may be needed to serve diverse populations.

• Primary care is seen as the ideal setting to catch pre-dependent users

but implementation appears to be more challenging than screening in

an emergency or trauma department.

• Most discussion in primary care is around the initial screening and

there is little consensus about what the intervention should look like

and who should do it.

• Recent studies suggest that SBI should be integrated with 

regular, preventative patient care, addressing (at the very least) the

four primary factors of morbidity: alcohol, tobacco, poor diet and

sedentary lifestyle.

• Single-question alcohol screening seems to be as effective as longer

screens. The uncertainty of how to handle the patient arises once a

healthcare practitioner identifies the patient as “positive”for risky use.

• SBI with drug use is a fairly recent practice; traditional SBI has

focused almost exclusively on alcohol. What little literature exists is

not yet favorable but this may be due to the comparatively fewer stud-

ies dedicated to drug-use outcomes. 

• Technology is employed more frequently as an alternative means

to implement screening on a larger scale (including non-in-

person models).

• The use of students to conduct screenings as a part of their internship

is one alternative model to sustain the practice of SBI. Not only would

it help to educate the upcoming generation of healthcare practitioners,

it could help reduce burnout rates among screeners and solve the

physician’s burden of who should be responsible for screening. 

• Underage drinking is recognized as problematic but programs are

struggling with how to effectively reach this population.

• There is very little literature regarding certain populations, 

especially those professions in direct contact with regular trauma 

(police, healthcare, etc.).

Screening and Brief Intervention (SBI) refers to the preventative treat-

ment of alcohol users and is closely related to Motivational

Interviewing (MI). Treatment will be referred to as SBI throughout

this summary.

This is an abbreviated bibliography that, for the most part, represents

articles published after 2002. There remain a few older articles that

may detail a unique perspective not found in more recent studies.

SBIRT’s full bibliography is available online and contains 115 

articles that date back to 1989.

SBI AS A MODEL 
Screening and Brief Intervention go back more than 20 years with

hundreds of studies to review or test the model. Overall, findings

recommend that SBI should be a systematic, preventative healthcare

approach that focuses on identifying those who use at risky levels

but have not yet formed dependence. Most studies find that SBI is

effective and strongly recommend the practice. Emphasis has been

primarily on risky drinkers, although the effects of SBI on other sub-

stance users are beginning to gain attention. SBI is based on patient

self-report and reduction of use is not usually perceptible until at

least six months from the initial screening. The quality of the Brief

Intervention delivery has a marked impact on the patient’s willing-

ness and ability to sustain long-term substance reduction. Similarly,

there is great variation in the level/depth of SBI that is implemented

in various medical settings. No standardized screening tool or BI

model/method has yet been identified, including who is best suited

to conducting these activities with the patients. As SBI gains broader

support, standardization of these areas is recommended. Traditional

barriers to implementation include the perceived lack of time and

lack of training and education on the part of healthcare providers. 
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Babor, T.F., McRee, B.G., Kassebaum, P.A., Grimaldi, P.L., Ahmed,

K., Bray, J. (2007). Screening, Brief Intervention, and Referral

to Treatment (SBIRT): Toward a public health approach to the

management of substance abuse. Substance Abuse: Journal of

The Association for Medical Education and Research in Sub-

stance Abuse. 28:3, 7-30. This is a summary of existing literature

on the different aspects of SBIRT. It found that self-report screening

tests are mostly reliable and valid and the response bias can be 

predicted, detected and minimized. SBI can reduce alcohol use for

at least 12 months in heavy drinkers who are not dependent. SBIRT

components are acceptable to both genders as well as adolescents

and adults. SBI is also effective with risky drinkers, smokers and

according to some evidence, marijuana users as well.

Bradley, K. A., Williams, E. C., Achtmeyer, C. E., Hawkins, E. J.,

Harris, A. H. S., Frey, M. S., et al. (2007). Measuring performance

of Brief Alcohol Counseling in medical settings: A review of the

options and lessons from the Veterans Affairs (VA) healthcare

system. Substance Abuse. 28:4, 133-147. This technically rich and

lengthy article makes a number of points. First, that providers

should not rely on identifying alcohol misuse patients without the

assistance of systematic, routine screening. Second, the develop-

ment of a performance measure is critical in standardizing Brief

Alcohol Counseling (BAC) across medical settings. Currently, there

is no accepted performance measure, nor a consensus of the single

best alcohol screening test. The performance measure is necessary

to (1) assess the proportion of patients with alcohol misuse who are

offered BAC across healthcare organizations (2) to promote the

implementation of high-quality, evidence-based BAC and (3) to

evaluate whether targeted quality improvement efforts are effective.

Furthermore, the performance measure needs to take the following

aspects into account: the proportion of patients receiving BAC, the

quality of the counseling, whether the provider gave explicit advice

to drink within recommended limits/abstain, and whether they gave

feedback linking alcohol use to health. 

Canagasaby, A., Vinson, D.C. (2005). Screening for hazardous

drinking using one or two quantity-frequency questions. Alcohol

and Alcoholism, 40(3), 208-213. In an effort to streamline alcohol

screening questions, this study looks at whether one or two quan-

tity-frequency questions are effective in detecting hazardous

drinking, compared to a single screening question. Results show

that both approaches may be effective in detecting alcohol use dis-

orders, as long as there are follow-up questions if the individual

screens positive. 

McRee, B., Granger, J., Babor, T., Feder, I., Horn, A., Jr., Steinberg,

Von Eigen, K. (2005). Reducing tobacco use and risky drinking

in underserved populations: The need for better implementation

models. Annals of Family Medicine, 3(2), 558-560. This more

recent study looks at how successful SBI implementation has been

in Federally Qualified Healthcare centers when administered by (1)

a clinician (2) a specialist and (3) a Health Educator. Of the 3,502

patients screened, 64% were screened by a clinician, 28% by a spe-

cialist and 8% by a health educator. Smaller clinics were able to

saturate the client population more effectively and lack of time was

the greatest barrier to implementation. Since screening detects usage

patterns, it is important to conduct this step so that interventions can

be offered as necessary. Finding a sustainable screening model was

problematic in this study and one suggestion is that centers find a

model that “carves out” key elements and gives them to dedicated

Health Educators. The other is to potentially use students in profes-

sional healthcare programs that can provide consistent care without

a high frequency of burnout. 

Brief treatment for problem drinkers. (August, 2004). Harvard

Mental Health Letter, 4-6. This was a meta-analytic review of SBI

to determine the effectiveness of brief treatment in changing the

lifestyles of and accelerating recovery of problem drinkers. The

CAGE questionnaire has been found to be accurate, identifying 60-

70% of alcohol abusers. Two-thirds of practitioners did not regularly

screen patients for alcohol problems due to difficulty of subject 

matter and time constraints, and nearly 60% of general practitioners

did not administer SBI because they believed patients wouldn’t tell

the truth. Further study is needed to learn more to determine 

the populations in which SBI will be most effective, including 

cost-effectiveness. 

Rochat, S., Wietlisbach, V., Burnand, B., Landry, U., Yersin, B.

(2004). Success of referral for alcohol dependent patients from

a general hospital: Predictive value of patient and process char-

acteristics. Substance Abuse, 25(1), 9-15. This study looks at the

predictive characteristics of patients and the processes used when

evaluating and referring problem drinkers. Patient characteristics

that predict success in treatment adherence and total abstinence

were: over the age of 45, not living alone, employed and motivated

to go to treatment. Process characteristics that predict success were:

detoxification of patient at the time of referral and a full multidisci-

plinary referral meeting (involving healthcare, social workers and

psychiatric staff). 

Roche, A.M. Freeman, T. (2004). Brief Interventions: good in the-

ory but weak in practice. Drug and Alcohol Review, 23, 

11-18. Roche offers a counter study which examines why Brief

Interventions, on an international level, have largely failed. Even

though primary care has been identified as an appropriate setting,

they have not been effective because of the low implementation

rates, lack of time and capacity to conduct screens. Shorter screen-

ing tools and computerized administration could improve BI rates.

Many general practitioners (GPs) also fear that they might lose

patients and GPs themselves can have negative attitudes towards

alcohol and other drug-related problems. There is also a lack of skill,

ability and confidence that prevents GPs from conducting SBI.

Nurse practitioners (NP) are good at preventative services, appear

to be more likely to identify non-dependent users (UK) and are more

cost-effective than GPs but more extensive training is needed to

address poly-drug use and comorbidity issues. Nurses cite two main

barriers: lack of training and role ambiguity—often times feeling

that SBI is the domain of the GP. Roche recommends that GPs are

still necessary to the process and should continue to be targeted to

increase the occurrence of SBI and instead of focusing on imple-

mentation of SBI in primary care, more could be done to implement

secondary prevention efforts. Future research to determine whether

the NP model is transferable to the U.S. and Australia is needed but

it appears that nurses offer a more promising way to increase imple-

mentation and are most cost-effective. 
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Vinson, D.C., Galliher, J.M., Reidinger, C., Kappus, J.A. (2004).

Comfortably engaging: Which approach to alcohol screening

should we use? Annals of Family Medicine, 2(5), 398-404.

Primarily, this study looks at what screening tool would ease

providers’ comfort when attempting to engage the patient in a con-

versation about alcohol use (CAGE vs. single question). The

screening tool can set the tone of the encounter and may have an

impact on the patient’s willingness to explore change. Previous

research has focused on a tool’s sensitivity; not necessarily a

provider’s comfort or willingness to use it. If the tool is uncomfort-

able, even if sensitive, it is less likely to be used. A tool’s

acceptability, therefore, plays a large role in implementation.

Acceptability factors include ease of use, brevity and comfort for

patient and clinician. Ultimately, the CAGE and single question

were equally comfortable for patient and clinician, leaving the

choice of the tool up to the clinician. 

Burke, B.L., Arkowitz, H., Menchola, M. (2003). The efficacy of

Motivational Interviewing: A meta-analysis of controlled clinical

trials. Journal of Consulting and Clinical Psychology, 71:5, 843-

861. In an examination of Motivational Interviewing (MI), this

article finds that MI is efficacious, both by itself and as an enhance-

ment to other treatments. No support for efficacy was found in the

areas of smoking cessation and HIV risk behaviors. In the medium

range of efficacy was found alcohol, drug, diet and exercise prob-

lems. MI had an effect, not only on the target measures, but also on

the social impact measures.

Moyer, A., Finney, J., Swearingen, C., Vergun, P. (2002). Brief Inter-

ventions for alcohol problems: A meta-analytic review of

controlled investigations in treatment-seeking and non-treatment-

seeking populations. Society for the Study of Addiction to Alcohol

and Other Drugs, 97, 279-292. A meta-analysis of SBI studies, this

paper finds that SBI groups had significantly more decreases in alco-

hol use than control groups and the effect was greater for those with

more severe drinking problems. Extended treatments were even more

effective than Brief Intervention measures. Analysis indicates that def-

initions of “brief” often varied and more standardized SBI practices

should be developed so that effectiveness data can be better collected.

Throughout all the studies examined, there appears to be no correla-

tion between gender and alcohol reduction.

Wutzke, S.E., Conigrave, K.M., Saunders, J.AB., Hall, W.D. (2002).

The long-term effectiveness of Brief Interventions for unsafe

alcohol consumption: a 10-year follow-up. Addiction, 97, 665-

675. This study was to examine the long-term impact of brief and

early interventions on harmful alcohol consumption by using a

treatment group that received three forms of intervention and a con-

trol group which was given no treatment. At the early stage of the

study, nine months, the intensive intervention reduced the number

of unsafe drinkers. However, at 10 years it was found that the

extensive counseling had little effect besides the simple advice,

feedback and generalized information. This study implies that there

is evidence of short-term effectiveness of alcohol related Brief

Interventions and simple advice seems to be as effective as costly

and time consuming treatments. 

Blondell, R. D., Looney, S. W., Northington, A. P., Lasch, M. E.,

Rhodes, S. B., Mcdaniels, R. L. (2001). Can recovering alcoholics

help hospitalized patients with alcohol problems? The Journal of

Family Practice, 50:5, 447. The non-randomized study compares

usual care, Brief Intervention, and peer intervention on hospitalized

patients with alcohol problems to determine whether recovering 

alcoholics may be an effective intervention tool for hospitalized

patients with alcohol problems. Brief Intervention followed by peer

intervention appeared to be the most effective for trauma victims. 

Peer intervention was perceived as the most motivational factor for

seeking help.

Coffield, A.B., Maciosek, M.V., McGinnis, J.M., Harris, J.R., Cald-

well, B.C., Teutsch, S.M., Atkins, D., Richland, J.H., Haddix, A.

(2001). Priorities among recommended clinical prevention serv-

ices. American Journal of Preventive Medicine, 21:1, 1-9. This

study assessed the effective preventive services and their value for the

U.S. population. The assessment was based on the burden of disease

prevented by each service and cost effectiveness. The services that

scored the highest, meaning they should have the highest priority,

were tobacco cessation counseling for adults, providing counseling to

adolescents on alcohol and drug abstinence and providing adolescents

with an anti-tobacco message or advice to quit.

Williams, R., Vinson, D.C. (2001). Validation of a single screening

question for problem drinkers. The Journal of Family Practice,

50(4), 307-312. This study found that a single question alcohol

screen was useful and sensitive in detecting problem alcohol use.

The question was correlated with breath and blood alcohol tests and

seems to be more effective at capturing hazardous drinkers rather

than those with alcohol use disorders. Tobacco use was also meas-

ured and was found to correspond with problem drinking. The

simplicity and brevity of a single question make it ideal for use as

an effective screening tool, which could lead to greater prevalence

in Brief Interventions and referrals to treatment. Unlike previous

single-question tools, this question includes different thresholds for

men and women and is therefore more effective. 

Babor, T. F., Steinberg, K., Anton, R., Del Boca, F. (2000). Talk is

cheap: Measuring drinking outcomes in clinical trials. Journal of

Studies on Alcohol, 61:1, 55. This randomized clinical study

included baseline assessments and three month/15-month follow-ups

for patients with a diagnosis of alcohol abuse or dependence, to find

strengths and limitations of self-reporting, biological measures, and

collateral informants when applied to the evaluation of drinking out-

comes. Self-reports and collateral reports agreed most strongly at

baseline, while agreement between self-report and blood chemistry

was found to be greater at 15-month follow-up. The three measures

were not correlated highly enough to be substitutes for one another.

Confidence can be placed in self-report data, as patients tend to over

report as opposed to under-reporting, while biochemical tests and col-

lateral informant reports do not significantly add to self-report.

Del Boca, F. K., Noll, J. A. (2000). Truth or consequences: The

validity of self-report data in health services research on addic-

tions. Addiction, 95:3, 347-360. This relates a cognitive

social-psychological model of the data-gathering process and is pre-

sented with a similar model for the question-answering process to

determine the factors influencing the accuracy of self-report data in 
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health services research. Biomedical measures and other independ-

ent data sources may provide more accurate estimates of alcohol and

drug use than self-report measures. Self-report data were not found

to be either essentially valid or invalid, but dependent on the per-

sonal circumstances of the respondent and the sophistication of the

data gatherer. Information tends to be more accurate when referenc-

ing to an exact time period. Questions regarding alcohol use are

thought to be less threatening and produce more accurate responses

when asked in the context of a general health interview.

Rollnick, S., Butler, C., Hodgson, R. (1997). Brief Intervention in

medical settings. Addiction Research, 5:4, 331-342. In examining

the impact of SBI on practitioners and patients, this paper argues that

problem-free drinkers should be left out of interventions entirely and

severely dependent drinkers, who are usually left out of SBI, should

actually be included because they are the group that needs the most

immediate help. Findings also conclude that intervention should

examine the relationship drinking has with other health problems, like

stress. Overall, practitioners should move away from advice giving

and more towards a patient-centered approach. 

Wilk, A. I., Jensen, N. M., Havighurst, T. C. (1997). Meta-analysis of

randomized control trials addressing Brief Interventions in heavy

alcohol drinkers. Journal of General Internal Medicine, 12, 274-

283. This meta-analysis questions how SBI might be effective 

in heavy drinkers. Overall, Brief Intervention is favored over no inter-

vention and goals that consist of moderated, controlled drinking

yielded better results than alcohol abstinence. Findings indicate 

that generalisability of the results of SBIs should be limited to less

serious drinkers, as high-risk patients are likely to be at risk for with-

drawal. Interventions should be applied carefully to the drinking

population that exhibits early alcohol abuse but who do not yet have

alcohol dependence.

Babor, T., WHO Brief Intervention Study Group. (1996). A cross-

national trial of Brief Interventions with heavy drinkers.

American Journal of Public Health, 86:7, 948-955. Babor exam-

ines the relative effects of SBI on heavy drinkers, in eight countries,

to determine cross-national generalisability. Findings indicate that

intervention groups had nearly twice the reduction in alcohol use than

did the control group, although the frequency of dependence 

symptoms, problems related to alcohol, and concern expressed by oth-

ers did not show significant reductions. Results imply that there is

enough generalisability across drinking cultures and SBI should 

be conducted routinely in primary care settings to detect

hazardous/harmful drinkers. 

Grant, B. F. (1996). Prevalence and correlates of drug use and

DSM-IV drug dependence in the United States: Results of the

national longitudinal alcohol epidemiologic survey. Journal of

Substance Abuse, 8:2, 195-210. This analysis of in-person self-report

survey interviews regarding drug use was administered to 42,862

respondents over the age of 18. The purpose was to establish estimates

of prevalent drug use and dependence and demographic correlates of

drug use and dependence from a representative sample of the U.S.

population. Men were more likely than women to use drugs, and an

inverse relationship was found between drug use and age. Drug use

was positively correlated with being white, and higher education, but

probability of dependence was not influenced by racial categorization.

Conclusions are dependent on the inclusion of drug dependence and

drug use in the survey.

Heather, N. (1995). Interpreting the evidence on Brief Interven-

tions for excessive drinkers: The need for caution. Alcohol and

Alcoholism, 30, 287-296. This article addresses the need for caution

while developing intervention models for alcohol users. First, “inter-

vention models” are often seen as a way to categorize care and do

not necessarily recognize the different affects it might have on dif-

ferent types of patients. Second, there are contradictory findings in

opportunistic studies and clinic-based studies which raise questions

about efficacy for things like differences in gender and patient per-

ception. Third, BI in hospital settings are particularly susceptible to

variation because so much of a BI’s success is tied to the delivery.

Ultimately, the goal of research should be to target which groups of

patients would benefit most from intervention. Heather suggests that

they be reserved for patients with relatively less severe use patterns

and that other cost-effective models could be developed and/or

implemented to serve patient diversity. 

Longabaugh, R., Minugh, A. P., Nirenberg, T. D., Clifford, P. R.,

Becker, B., Woolard, R. (1995). Education and practice: Injury as

a motivator to reduce drinking. Academic Emergency Medicine,

2, 817-825. This article asks whether there is a “teachable moment”

among minor-injury patients when they may be more motivated to

make lifestyle changes to decrease hazardous or harmful drinking.

Findings indicate that the patients’ aversion to the injury and the neg-

ative connection they make between their drinking and the injury are

the most important factors in whether they will consider change. 

Bien, T. H., Miller, W. R., Tonigan, J. S. (1993). Brief Interventions

for alcohol problems: A review. Addiction, 88, 315-336. This meta-

analysis reviews studies on Brief Interventions to determine avenues

for brief care to reduce heavy drinking and related risks. Simple strate-

gies, like personal handwritten letters, or phone calls from counselors,

enhance the rate of return for alcohol treatment. Brief Interventions

should give either a general goal, or range of options, for changing

behavior. It is recommended that quality control for interventions be

included in future studies, with reference to observational supervision

or recordings to evaluate a counselor’s compliance with guidelines.

Saunders, J.B., Aasland, O.G., Babor, T.F., De La Fuente, J.R., Grant,

M. (1993). Development of the alcohol use disorders identification

test (AUDIT): WHO collaborative project on early detection of

persons with harmful alcohol consumption-II. Addiction, 88, 791-

804. This is a research report to describe the development of the

AUDIT which is based on a collaborative study in 6 countries. Sen-

sitivity and specificity of the AUDIT are similar in the countries

included in the study, no evidence of a particular culture dominating,

and only included questions that could be translated literally into mul-

tiple languages. It is meant to detect problem drinkers who are less

severe and puts emphasis on hazardous consumption and frequency

of intoxication as it is compared with drinking behavior. 

Secker-Walker, R.H., Chir., B., Solomon, L.J., Flynn, B.S., Dana, G.S.,

(1994). Comparisons of the smoking cessation counseling activi-

ties of six types of health professionals. Preventive Medicine, 23,

800-808. This study assessed and compared the counseling activities

that are directed toward stopping smoking over a one year period.
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The instrument was distributed to the clientele of the following 

organizations: Primary Care Physicians, Dentists, Dental Hygienists,

Family Planning Counselors, WIC Counselors, and Community Men-

tal Health Counselors. Physicians were significantly more likely than

all other care givers to take the time to counsel about smoking

although Family Planning and WIC counselors were more likely to

have a system for identifying the smokers. 

Wolber, G., Carne, W.F., Alexander, R. (1990). The validity of self-

reported abstinence and quality sobriety following chemical

dependency treatment. The International Journal of the Addi-

tions, 25, 495-513. In a comparison of self report measure by former

patients of a treatment program and the reports of their significant oth-

ers (SO), significant correlations were found between a client’s self

report and the SO’s report for all five sobriety measures (attitude

towards drug use, social functioning, occupational functioning,

employment functioning, familial relationships). At least nine out of

every 10 self reports can be considered valid. Self reported sobriety

was confirmed by the SO 94% and reported substance use was con-

firmed 86% of the time by the SO. 

Moore, R., Bone, L., Geller, G., Mamon, J., Stokes, E., Levine, D.

(1989). Prevalence, detection, and treatment of alcoholism in hos-

pitalized patients. JAMA, 261:3, 403-407. This article explores how

to develop a comprehensive, integrated approach to alcoholism and

other substance abuse related issues. It found that physicians more

easily identified alcoholism in men of lower socio-economic status,

but they are less likely to identify in other groups because of possible

preconceived stereotypes. More education and training is necessary

to aid physicians in defining and treating alcohol abuse in their

patients. Findings did indicate that the more intensive the intervention

by the physician, the more likely patients were to be motivated to

make changes in their drinking patterns. Moore concludes that inter-

ventions are a highly effective way to treat alcoholism. 

SUSTAINABILITY/ALTERNATIVE MODELS
Despite the lack of standardization, there is flexibility in how medical

providers can choose to implement SBI. This may be particularly

beneficial for certain patient populations or medical settings and, in

fact, may promote the widespread exposure and sustainability of

SBIRT. One area is to refine the universal approach through time

management by identifying patient characteristics that may enhance

the success of their substance use reduction while giving BI. Com-

bining SBI with other health screening and education efforts can also

capitalize further on what it means to give integrated care, particu-

larly because alcohol is one of the top four factors in morbidity. Peer

or clergy models leave the BI to non-medically trained professionals

but may elicit a more sustained change effort from the patient. The

use of medical students to conduct SBI could also lend itself to sus-

tainability because burnout may be lower and the students will

contribute to system change as they incorporate SBI attitudes and

behaviors in their future practice. Other models are less philosophical

and more technical, using the phone, web and other tools to engage

“non-contact” encounters with patients who would otherwise not use

or be resistant to in-person screening and feedback.

Daeppen, J.-P., Bertholet, N., Gmel, G., Gaume, J. (2007). Com-

munication during Brief Intervention, intention to change, and

outcome. Substance Abuse, 28:3, 43-51. This report examines the

relationship between the patient’s intent to change and their actual

consumption 12 months later. It also asks whether there is a reltion-

ship between the patient’s intent to change and the communication

characteristics of the BI they received. Findings indicate that

patients who have more time to explore their change talk during the

intervention and who can set an objective by the end of the session

are more likely to reduce use in 12 months. Daeppen recommends

that BI might be modified in such a way to target patients who

would benefit from the session more. These patients may be those

with a higher baseline readiness to change, or those who have

reached a certain threshold of hazardous drinking and are more

amenable to seeking help. Future BI research should try to identify

predictors of BI effectiveness as a means to increase the efficacy of

the overall model. 

Feldstein, S.W., Miller, W.R. (2007). Does subtle screening for sub-

stance abuse work? A review of the Substance Abuse Subtle

Screening Inventory (SASSI). Addiction,102, 41-50. Feldstein

asks whether a more subtle, indirect approach to alcohol screening

is valid compared to more direct measures. In contrast to the SASSI

manual, independent studies found that internal consistency for this

subtle approach was fair to poor, compared to a high internal con-

sistency for direct scales. Furthermore, no independent study can

claim that SASSI offers a unique advantage in detecting substance

use disorders through indirect scales that circumvent denial and dis-

honesty and there is a significant rate of false positives. SASSI

should not be used as a sole measure to detect substance use.

Funderburk, J. S., Maisto, S. A., Sugarman, D. E. (2007). Brief

alcohol interventions and multiple risk factors in primary care.

Substance Abuse. 28:4, 93-105. Funderburk asks what the preva-

lence and co-variation of multiple risk factors is with harmful/

hazardous drinking. The article focuses on primary care because

patients with risky drinking often demonstrate tendencies for other

health risk factors that could be ideally addressed in this setting.

Currently, most interventions and research are designed to target a

specific health risk and do not address or integrate concurrent risks,

even though the four main contributors to morbidity are alcohol,

smoking, poor eating and a sedentary lifestyle. Ultimately, there is

a high prevalence of multiple risk factors with risky drinkers and

this supports the need for evidence-based interventions that address

more than one risk factor. One successful alternative cited was a

web-based intervention in New Zealand that gave personalized feed-

back through a student health center by addressing a number of

areas (e.g. physical activity, fruit and vegetable intake, alcohol and

smoking consumption etc.). 

Knight, J. R., Harris, S. K., Sherritt, L., Van Hook, S., Lawrence, N.,

Brooks, T., et al. (2007). Adolescents’ preferences for substance

abuse screening in primary care practice. Substance Abuse.

28:4, 107-117. Knight looks at what method of screening adoles-

cents prefer in a primary care setting and how different screening

methods might influence their willingness to provide honest

answers. This is a key patient-audience to target, particularly since

80% of high school students in the survey have begun to drink and

50% reported using an illicit drug. Findings indicate that paper or
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computer questionnaires are the best way to administer substance

abuse screening tests and that adolescents were clearly more com-

fortable and honest with paper administrations (the larger part of the

sample used paper; those who used the computer were a sub-sample

and reported similar levels of comfort). Once screened, if a youth

shows up positive, the provider may need to schedule an additional

appointment to provide an adequate assessment. 

Zisserson, R. N., Palfai, T. P., Saitz, R. (2007). “No contact” inter-

ventions for unhealthy college drinking: Efficacy of alternatives

to person-delivered intervention approaches. Substance Abuse.

28:4, 119-131. In an effort to study alternative models, this approach

looks at whether SBI can be effectively delivered to college students

without direct, real-time contact. Print and computer-based modal-

ities were developed because other models of SBI were not reaching

this population. Ten of eleven studies reviewed showed some effi-

cacy for no-contact interventions and can decrease alcohol

consumption for at least six weeks after the intervention was deliv-

ered. These findings are comparable to in-person intervention

models. Some research found that discussing personal feedback

with a counselor did not increase efficacy; some even found that the

in-person model actual decreased effectiveness. No-contact inter-

ventions, while comparable to in-person models, may lose

effectiveness in the longer term. Further research is needed to deter-

mine the duration of effectiveness, mechanisms of change and how

to enhance the effectiveness of no-contact interventions, particularly

targeting freshmen at orientation, university-wide emails and links

on frequented websites. 

Baker, A., Lee, N.K., Claire, M., Lewin, T.J., Pohlman, S., Saunders,

J.B., Kay-Lambkin, F., Constable, P., Jenner, L., Carr, V.J. (2005).

Brief cognitive behavioural interventions for regular ampheta-

mine users: a step in the right direction. Society for the Study

of Addiction, 100, 367-378. Amphetamine users are often diag-

nosed with mental health disorders and this study asks whether they

might benefit from Cognitive Behavior Therapy (CBT). A stepped-

care approach is recommended for this population, where more

intensive or different treatment is given only if a lesser form is insuf-

ficient. Findings claim that participants who had two or more

sessions of CBT were more likely to abstain and depression

decreased in the short term. It is important to note this study had sig-

nificant attrition which may have inflated overall findings and there

was little significant difference between treatment and control

groups in a variety of areas (e.g. amphetamine use and dependence,

reduction of poly-drug use, criminal activity etc.). 

Bernstein, J., Bernstein, E., Tassiopoulos, K., Heeren, T., Levenson,

S., Hingson, R. (2005). Brief motivational intervention at a clinic

visit reduces cocaine and heroin use. Drug and Alcohol Depend-

ence, 77, 49-59. The article asks whether peer-MI can be effective

for out-of-treatment cocaine and heroin users. Although BIs have

shown to be effective with alcohol users, less is known about drug

using patients. As a follow up to an initial pilot study, this study cor-

roborates self-reported data with hair testing. For the most part, the

two methods demonstrated accuracy in the substance-use reported

by patients (88% for cocaine users and 90% for heroin users).

Although there was not much difference between the treatment and

control groups at three months, the intervention group was more

likely to be abstinent at six months. Peer-based MI appears to be

efficacious at least until six months from baseline and appears to

reduce actual drug levels for cocaine users. 

McRee, B., Granger, J., Babor, T., Feder, I., Horn, A., Jr., Steinberg,

Von Eigen, K. (2005). Reducing tobacco use and risky drinking

in underserved populations: The need for better implementation

models. Annals of Family Medicine, 3(2), 558-560. This more

recent study looks at how successful SBI implementation has been

in Federally Qualified Healthcare centers when administered by (1)

a clinician (2) a specialist and (3) a Health Educator. Of the 3,502

patients screened, 64% were screened by a clinician, 28% by a spe-

cialist and 8% by a Health Educator. Smaller clinics were able to

saturate the client population more effectively and lack of time was

the greatest barrier to implementation. Since screening detects usage

patterns, it is important to conduct this step so that interventions can

be offered as necessary. Finding a sustainable screening model was

problematic in this study and one suggestion is that centers find

model that “carves out” key elements and gives them to dedicated

health educators. The other is to potentially use students in profes-

sional healthcare programs that can provide consistent care without

a high frequency of burnout. 

Anderson, P.A., Grey, S. F., Nichols, C., Parran, T. V., Graham, A.

V. (2004). Is screening and brief advice for problem drinkers by

clergy feasible? A survey of clergy. Journal of Drug Education,

34:1, 33-40. Anderson asks how it appropriate it is for clergy to 

conduct screening and Brief Interventions for alcohol and other 

substance abuse. Some people do not see a physician regularly, may

not be screened due to the constraints around true universal screen-

ing, and clergy have traditionally been a source of advice. Of the

315 respondents (1000 churches were notified), many were both

interested in and would be able to use the strategies of SBI. The spe-

cific religious training of various clergy would help reach more

specific portions of the population that may not respond as favorably

to medical advice. Overall, most clergy who responded possessed

attitudes about drugs and alcohol that are compatible with the med-

ical model, although more evidence is needed to support this as an

effective alternative model.

Babor, T.F., Higgins-Biddle, J.C., Higgins, P.S., Gassman, R.A.,

Gould, B.E. (2004). Training medical providers to conduct alco-

hol screening and Brief Interventions. Substance Abuse, 25(1),

17-26. Babor looks at the Cutting Back training program to see

whether it helps facilitate the implementation of SBI among physi-

cians, medical students, and non-physicians. All three groups

significantly increased their knowledge after training, particularly in

what constitutes moderate drinking. There was also a significant

decrease to perceived obstacles to implementation as well as increased

confidence, self-efficacy, and positive attitudes towards SBI. 

Copeland, J., Martin, G. (2004). Web-based interventions for sub-

stance use disorders: A qualitative review. Journal of Substance

Abuse Treatment, 26, 109-116. Copeland investigates the web as an

alternative model to deliver substance-use interventions. Strengths

include interactivity (the patient can receive tailored feedback), con-

venience and flexibility of use, reliable application of its therapeutic

model, it can be centrally updated and may be more cost-saving than

using a clinician-based model. Ultimately, cognitive behavioral inter-

ventions seem the most promising for computer-delivered programs.
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More rigorous evaluation is needed to measure efficacy, especially in

the area of patient outcome (since no outcome data is collected). As

of 2002, two major randomized controlled studies were underway to

investigate web-based applications.

Kelly, M. (2002). Editorial: Who sets the agenda? Are opportunis-

tic Brief Interventions for ‘excessive drinkers’ and patient

centered care compatible? Drugs: Education, Prevention and 

Policy, 9:1, 1-6. This editorial explores the social interactive context

in which SBI takes place, particularly the relationship between patient

and general practitioner (GP). Kelly raises questions about how GPs

and patients should prioritize SBI, especially since in some models

the consultation can take over half the entire session. Instead of SBI

as a “doctor-knows-best” model, SBI should be more patient-centered

where there is a partnership and shared decision-making between

patient and doctor. Kelly concludes that SBI should not be a blanket

public health strategy and that patients may be more likely to 

comply with treatment suggestions if they feel their GP understands

their needs. 

Wilk, A.I., Jensen, N.M. (2002). Investigation of a brief teaching

encounter using standardized patients. Journal of General

Internal Medicine, 17, 356-360. Wilk asks whether using a “stan-

dardized patient” to teach SBI techniques has an impact in residents’

detection and advising of problem drinkers. As a result of their train-

ing (n = 19), significantly more residents asked the SP about alcohol

use (52.6% before training; 94.6% after), as well as screened and

advised patients using their post-educational intervention skills

(26% before; 73.6% after). SPs provide effective teaching encoun-

ters and are useful for measuring resident behavior and skill in

implementing SBI. Future studies should include a control group. 

Blondell, R. D., Looney, S. W., Northington, A. P., Lasch, M. E.,

Rhodes, S. B., Mcdaniels, R. L. (2001). Can recovering alcoholics

help hospitalized patients with alcohol problems? The Journal

of Family Practice, 50:5, 447. The non-randomized study com-

pares usual care, Brief Intervention, and peer intervention on

hospitalized patients with alcohol problems to determine whether

recovering alcoholics may be an effective intervention tool for hos-

pitalized patients with alcohol problems. Brief Intervention followed

by peer intervention appeared to be the most effective for trauma

victims. Peer intervention was perceived as the most motivational

factor for seeking help. 

Dyches, H., Alemagno, S., Llorens, S.A., Butts, J.M. (1999).

Automated telephone-administered substance abuse screening

for adults in primary care. Healthcare Management Science, 2,

199-204. This article looks at the efficacy of telephone-administered

substance abuse screening, particularly in how patients and practi-

tioners react to this method and whether patient responses are

concordant with responses that would be given to a nurse practi-

tioner. Potential benefits are: 100% reliable question delivery, less

embarrassing context, higher levels or risk behavior disclosure,

immediate scoring, and no data entry or coding costs. Both patients

and practitioners had a generally positive response to this method

(half of patients and 80% of physicians felt they had discussed sub-

stance abuse more with their patients). There was a 85%

concordance rate for alcohol and 90% for drug screening. Telephone

screening, ultimately, may be a useful, cost-effective way to screen

patients in a standardized way and appears to be comparable to in-

person screenings. 

Walsh, R.A., Sanson-Fisher, R.W., Low, A., Roche, A.M. (1999).

Teaching medical students alcohol intervention skills: results of

a controlled trial. Medical Education, 33, 559-565. As a follow

up to the 1997 Roche study, this study again looks at whether there

are differences between using a didactic or interactive teaching

model for alcohol intervention, with medical students. Alcohol-

related knowledge improved in both groups from pre- to post-test,

going from unsatisfactory to satisfactory. Ultimately, no training

method appeared to be superior, although traditional lecturing may

be more cost-effective and less time-consuming. These findings are

in contrast to education around smoking cessation. Training can

improve medical students’ performance in alcohol intervention and

is therefore recommended. Further research is needed to determine

which training method is more effective. 

Roche, A.M., Stubbs, J.M., Sanson-Fisher, R.W., Saunders, J.B.

(1997). A controlled trial of educational strategies to teach med-

ical students Brief Intervention skills for alcohol problems.

Preventive Medicine, 26, 78-85. Because training healthcare

providers on how to conduct SBI has been a barrier, this study looks

at the effectiveness of teaching medical students to do Brief Interven-

tions. Two teaching programs were established: a more traditional

didactic model and one that was interactive. Receiving training in

either model significantly raised scores from their baseline assess-

ment, and therefore does not indicate that one style is better than the

other. Observation of their taped interaction with a patient indicated,

however, that many students appeared uncomfortable with the topic

of alcohol use and avoided bringing it up until later in the 10-minute

interview. Regardless, given the similar effectiveness of the two teach-

ing approaches, cost may be taken into account, as the didactic model

may be less expensive. 

PUBLIC POLICY
The public policy discussion centers primarily on the cost-effective-

ness of SBI. In over 20 years of research, most studies support SBI

in primary care and trauma/emergency department settings. Many

studies say it even exceeds the usefulness of other preventative serv-

ices. However, it is difficult to define the “worth” of the service

because collecting greater socio-economic outcome data over long

periods of time, in “real world” settings, is often unrealistic. Fur-

thermore, standard measurements of service are not yet identified.

Early studies had smaller implementation and were able to establish

control groups to compare cost-benefit analysis but because SBI has

become a much larger policy initiative, these more intensive studies

are not always practical or feasible. As economics vary per region

and with time, it may be beneficial to update the estimated cost sav-

ings, particularly as SBI is implemented in an increasingly broader

context. Cost-benefit studies can also aid the hospital or clinic

administrator when program planning, as a way to identify programs

that are competing for the same resources; this may be most note-

worthy as current publicly funded SBI programs lose funding and

must locate additional dollars to continue service. 
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Kraemer, K. L., (2007). The cost-effectiveness and cost-benefit of

screening and Brief Intervention for unhealthy alcohol use in

medical settings. Substance Abuse. 28:3, 67-77. This recent article

provides a recent meta-analytic perspective to a question that has

been frequently asked in decades of published literature: is alcohol

SBI a wise use of healthcare resources? Nearly all identified studies

supported alcohol screening and intervention in primary care set-

tings. While cost-benefit studies cannot indicate the “worth” of the

service, it is useful for program planning, particularly if there are

other programs competing for the same resources. It is important to

note that costs-per-clinical-outcome are best compared with other

alcohol-directed programs but should not be compared to general

resource allocation. The highest quality studies show that SBI even

exceeds other preventative services such as tobacco screening, 

colorectal cancer screening, flu shots and hypertension screening.

Future research needs to look towards improving the methods for

measuring costs and effects of alcohol screening as well as 

estimating costs over a longer period of time. This includes having

improved data in “real world” settings, better estimates of short- or

long-term effects of alcohol use on clinical outcomes, more accurate

utility estimates, a better understanding on how alcohol affects the

quality of life for spouses and significant others and more sophisti-

cated computer simulation models that track the natural 

history of healthy and unhealthy alcohol use.

Babor, T., F., Higgins-Biddle, J. C., Dauser, D., Burleson, J. A.,

Zarkin, G.A., Bray, J. (2006). Brief interventions for at-risk

drinking: Patient outcomes and cost-effectiveness in managed

care organizations. Alcohol and Alcoholism, 34-36. As a later

study to build on his preliminary one, Babor tries out the P & S

model of SBI implementation in real-world conditions by including

a third category as a control group and testing for cost-effectiveness.

Findings indicate that SBIs of three-five minutes in primary care set-

tings can reduce alcohol consumption and associated risks after

three months, though reductions are somewhat less than what had

previously been reported in meta-analysis of the literature. Overall,

the cost of SBI is quite low when implemented in busy primary care

environments. Additional strategies may be required for high-risk

drinkers who fail to decrease their alcohol use after one session.

Screening and Brief Intervention for Alcohol Abuse and

Dependence. (2006). Alcoholism & Drug Abuse Weekly, 10,

1002. This study estimated number of visits due to injury, alcohol-

related illness, or alcohol diagnosis for patients 18 and older. Total

excess cost as a result of alcohol misuse by payer source for each

state was estimated to determine the extent of savings if SBI are

placed in hospitals throughout the U.S. Nationwide saving to

Medicare, Medicaid and private payers was estimated at $12 billion,

with Colorado savings estimated at $180 million. Conducting SBI

is recommended, without fear of burdensome cost of care resultant

from insurance denial of payment for injuries related to alcoholism.

Mundt, M. P. (2006). Analyzing the costs and benefits of Brief

Intervention. Alcohol Research and Health, 29:1, 34-36. Mundt

asks whether SBI can be analyzed in terms of cost-effectiveness by

looking at the Project TrEAT model, implemented in primary care

clinics (also examined in one of the Fleming articles in this bibliog-

raphy). TrEAT looks at cost as it pertains to medical and societal

impacts. Total cost per intervention was estimated at $205 and

screening/assessment account for more than 50% of total costs. An

essential inclusion was patient costs because patient willingness to

participate often depends on time and travel costs as well as per-

ceived benefit. Overall, the project showed reductions of alcohol

consumption among high-risk drinkers, lower healthcare and motor

vehicle costs, but no significant legal cost reductions. Findings indi-

cate that the benefits of this program outweigh the costs. 

Gentilello, L. M., Ebel, B. E., Wickizer, T. M., Salkever, D. S., Rivara,

F. P. (2005). Alcohol interventions for trauma patients treated in

emergency departments and hospitals: A cost-benefit analysis.

Annals of Surgery, 241:4, 541-550. This cost-benefit study takes

into account several factors: screening costs, costs of SBI, emer-

gency department visits and hospitalization rates for problem

drinkers, intervention effectiveness, costs of emergency visits, and

the estimation of cost savings from reduced trauma recidivism.

Findings indicate that over a quarter of adult patients are candidates

for SBI and simulations found that SBI could result in saving health-

care costs by 91.5%. If implemented on a national level, SBI could

save $1.82 billion annually. The way healthcare is funded, however,

will need to be reexamined because most insurance companies still

have the right to refuse a claim if there is alcohol involved. 

Kunz, F.M., French, M.T., Bazargan-Hejazi, S. (2004). Cost-effec-

tiveness analysis of a Brief Intervention delivered to problem

drinkers presenting at an inner-city hospital emergency depart-

ment. Journal of Studies on Alcohol, 65, 363-370. This article

finds that using health advocate professionals instead of medical

authorities at an urban ED reduced the cost of intervention but may

have adversely impacted the patient’s likelihood of following rec-

ommendations. The net effect on cost-effectiveness is therefore

uncertain. Costs associated with treatment include staff salaries,

equipment, patient incentives and overhead. Of total program costs,

60% was spent on personnel salary and benefits, 35% on overhead

and patient incentives and 5% on supplies and equipment. Ulti-

mately, results indicate that SBI is relatively low-cost in this setting

and can be generalized to disadvantaged, urban populations but not

to the U.S. as a whole. 

Zarkin, G. A., Bray, J. W., Davis, K. L., Babor, T. F., Higgins-Biddle,

J. C. ( 2003). The cost of Screening and Brief Intervention for

risky alcohol use. J Stud Alcohol, 64:6, 849-857. This study

attempts to estimate the provider-incurred costs of SBI for risky

drinkers in MCOs (large medical consortiums), using the S (spe-

cialist) & P (practitioner) models. The estimated total cost for a

100,000-member MCO under the S model is $44,045/year, or

roughly $0.40 per member. In the P model, the total estimate was

$46,337, or roughly $0.46. Zarkin recommends that MCOs should

consider implemented SBI to treat risky drinkers, as the cost is rel-

atively modest.

Caetano, R., Cunradi, C. (2002). Alcohol dependence: A public

health perspective. Addiction, 97, 633-645. This article reviews

recent research on the importance of building a public health response

to relatively high levels of alcohol dependence in the community.

Alcohol-dependent individuals are responsible for a fair portion of

alcohol-related problems and a public health approach to this issue 

is warranted. 
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Fleming, M., Mundt, M., French, M., Manwell, L., Stauffacher, E.,

Barry, K. (2002). Brief physician advice for problem drinkers:

Long-term efficacy and benefit-cost analysis. Alcoholism: Clinical

and Experimental Research, 26:1, 36-43. By measuring the mean

drinks/week and binge drinking episodes, Project TrEAT attempts to

determine the effectiveness and financial feasibility of SBI. Findings

indicate that the number of drinks/week and binge drinking episodes

decreased in the intervention group over a four-year period. There

were significant reductions in medical costs/patient ($712) and motor

vehicle events ($7,171), but not in legal events ($102). While this trial

demonstrates significant cost-benefits, it is difficult to ascertain how

those costs might translate to actual economic benefits if implemented

on a large scale. 

Coffield, A.B., Maciosek, M.V., McGinnis, J.M., Harris, J.R., Cald-

well, B.C., Teutsch, S.M., Atkins, D., Richland, J.H., Haddix, A.

(2001). Priorities among recommended clinical prevention serv-

ices. American Journal of Preventive Medicine, 21:1, 1-9. This

study assessed the effective preventive services and their value for the

U.S. population. The assessment was based on the burden of disease

prevented by each service and cost effectiveness. The services that

scored the highest, meaning they should have the highest priority,

were tobacco cessation counseling for adults, providing counseling to

adolescents on alcohol and drug abstinence and providing adolescents

with an anti-tobacco message or advice to quit.

Wutzke, S. E., Shiell, A., Gomel, M. K., Conigrave, K. M. (2001). Cost

effectiveness of Brief Alcohol Interventions for reducing alcohol

consumption. Social Science and Medicine, 52, 863-870. In this

Australian study, Wutzke looks at the direct costs and health effects

of primary care-based SBI. Findings indicate that SBI is successful

enough to be implemented on a larger scale. “Costs” were examined

in the marketing of the program, training and support, and the coun-

seling of at-risk drinkers. Results of cost-effectiveness compare

favorably to school-based smoking prevention programs as well as

mammography screening programs.

Fleming, M., Mundt, M., French, M., Manwell, L., Stauffacher, E.,

Barry, K. ( 2000). Benefit-cost analysis of brief physician advice

with problem drinkers in primary care settings. Medical Care,

38:1, 7-18. This study seeks to determine the cost-benefit analysis of

brief physician advice among problem drinkers in primary care set-

tings. Costs were divided into two categories: those incurred by the

clinics, and those of the patients. Findings indicate that there is a

$56,263 benefit for every $10,000 invested into SBI. Furthermore,

costs may be higher in this study because it is a trial. If standardized

implementation could be developed, costs of administering SBI are

likely to go down. 

Collins, D.J., Lapsley, H.M. (1992). Drug abuse economics: Cost

estimates and policy implications. Drug and Alcohol Review, 11,

379-388. This analysis tries to determine the economic cost of drug

abuse in Australia and the extent of benefits associated with drug

abuse programs. Tangible costs were found to be more likely related

to alcohol than tobacco due to early mortality association to alcohol.

45% of total abuse costs were determined avoidable by estimate. The

education of teenagers was found to be the most cost-effective means

of combating drug abuse.

Holder, H.D., Blose, J.O. (1992).The reduction of healthcare costs

associated with alcoholism treatment: A 14-year longitudinal

study. Journal of Studies on Alcohol, 53:4, 293-302. This study

sought whether the initiation of alcoholism treatment was associated

with a change in overall healthcare cost when looking at identified

alcoholics enrolled in a health plan that was sponsored by a midwest-

ern manufacturing corporation. The drop in costs did not occur until

six months, because of the initial cost of treatment, but the treated

alcoholics have costs (post treatment) 24% lower than those of

untreated alcoholics. 

SETTINGS—PRIMARY CARE 
GENERAL PRACTICE
While research has long agreed that SBI is a good preventative ini-

tiative in primary care, success depends on adherence to regular

screening, the sensitivity of screening tools, sensitivity of counseling

around behavior change and the efficacy of that behavior change by

the patient. When there is strong fidelity to the SBI model, it is one

of the highest ranking preventative services. Primary care, unlike

some other medical settings, offers an ideal place to connect with

patients on a variety of health concerns and the SBI model here may

be more integrated with discussion about other health areas, includ-

ing diet and exercise. There is still uncertainly around which

type/level of practitioner should administer the SBI as well as the

usefulness of universal vs. targeted screening, particularly when

making the distinction between treatment-seeking and non-treat-

ment-seeking patients. Provider education around SBI is important

to reduce misconceptions about the model and encourage comfort

with using the screening tools and giving feedback. The biggest

challenge may be determining how best to fit the SBI model in this

medical setting that has quick patient turn-around. 

Solberg, L.I., Maciosek, M.V., Edwards, N.M. (2008). Primary care

intervention to reduce alcohol misuse: Ranking its health

impact and cost effectiveness. American Journal of Preventive

Medicine, 34(2),143-152.e3. This article gives a recent perspective

on the effectiveness of primary care intervention to reduce alcohol

misuse. Solberg finds that the effectiveness of screening depends on

four factors: adherence with screening, sensitivity of screening tools,

sensitivity of counseling in producing behavior change, and the effi-

cacy of behavior change in reducing health consequences. The

composite mean rate of effectiveness for reducing heavy/hazardous

drinking was 17.4%. It was assumed that acute alcohol-attributed

injuries would be reduced 90% when patient adhered to clinical

advice, whereas chronic conditions would be reduced only 25%.

Findings indicate that alcohol SBI is one of the highest-ranking pre-

ventative services; it is shown to be cost-effective from a health

system perspective and cost-saving from a societal perspective;

implementation of SBI should be prioritized, especially since cur-

rent rates of providing service are so low.

Funderburk, J. S., Maisto, S. A., Sugarman, D. E. (2007). Brief

alcohol interventions and multiple risk factors in primary care.

Substance Abuse. 28:4, 93-105. Funderburk asks what the preva-

lence and co-variation of multiple risk factors is with harmful/

hazardous drinking. The article focuses on primary care because

patients with risky drinking often demonstrate tendencies for other

health risk factors that could be ideally addressed in this setting.

Currently, most interventions and research are designed to target a
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specific health risk and do not address or integrate concurrent risks,

even though the four main contributors to morbidity are alcohol,

smoking, poor eating, and a sedentary lifestyle. Ultimately, there is

a high prevalence of multiple risk factors with risky drinkers and

this supports the need for evidence-based interventions that address

more than one risk factor. One successful alternative cited was a

web-based intervention in New Zealand that gave personalized feed-

back through a student health center by addressing a number of

areas (e.g. physical activity, fruit and vegetable intake, alcohol and

smoking consumption etc.). 

Knight, J. R., Harris, S. K., Sherritt, L., Van Hook, S., Lawrence, N.,

Brooks, T., et al. (2007). Adolescents’ preferences for substance

abuse screening in primary care practice. Substance Abuse. 28:4,

107-117. Knight looks at what method of screening adolescents prefer

in a primary care setting and how different screening methods might

influence their willingness to provide honest answers. This is a key

patient-audience to target, particularly since 80% of high school stu-

dents in the survey have begun to drink and 50% reported using an

illicit drug. Findings indicate that paper or computer questionnaires

are the best way to administer substance abuse screening tests and that

adolescents were clearly more comfortable and honest with paper

administrations (the bigger part of the sample used paper; those who

used the computer were a sub-sample and reported similar levels of

comfort). Once screened, if a youth shows up positive, the provider

may need to schedule an additional appointment to provide an 

adequate assessment.

Hutchings D., Cassidy P., Dallolio E., Pearson, P., Heather, N.,

Kaner, E. (2006). Implementing Screening and Brief Alcohol

Interventions in primary care: Views from both sides of the con-

sultation. Primary Healthcare Research and Development, 7,

221-229. This random sample of six focus groups used quota sam-

pling to simultaneously explore and compare health professionals’

and patients’ views on the acceptability and feasibility of screening

and brief alcohol intervention in primary care. Both health profes-

sionals and patients believe that a Brief Intervention could be useful

for patients who were not aware of how much they were drinking

or what the recommended levels were, and that screening was most

appropriate in circumstances where alcohol-related issues were

already brought up and not the only topic discussed. Additionally,

healthcare professionals assumed that patients were more likely to

feel comfortable discussing alcohol issues with a practice nurse,

while patients felt they would approach their general practitioner

concerning a problem. A targeted approach to alcohol screening and

intervention, rather than universal screening, was deemed more

acceptable by patients and practitioners.

Babor, T. F., Higgins-Biddle, J., Dauser, D., Higgins, P., Burleson,

J. A. (2005). Alcohol screening and Brief Intervention in pri-

mary care settings: implementation models and predictors.

Journal of Studies on Alcohol, 66, 361-368. As a preliminary study

for the P&S (practitioners & specialists) model, Babor tests the suc-

cess of SBI implementation in Managed Care Organizations

(MCOs: large medical consortiums) when high-level professionals

deliver the service compared to mid-level professions who are

trained as alcohol-service specialists. Findings conclude that success

is largely dependent upon the operational style of each particular

clinic.

Ballesteros, J., Duffy, J.C., Querejeta, I., Arino, J., Gonzalez-Pinto,

A. (2004). Efficacy of Brief Interventions for hazardous drinkers

in primary care: Systematic review and meta-analyses. Alco-

holism: Clinical and Experimental Research, 28(4), 608-618.

This systematic meta-analysis purports to be more rigorous than pre-

vious studies and looks at the evidence around the efficacy of doing

SBI in primary care settings. Findings indicate that there is no clear

evidence linking the intensity of SBI with patient outcome and

results suggest better outcomes for non-treatment-seeking patients

as opposed to treatment-seeking ones. Even though results indicate

a lower level of “success” than previous studies, there remains evi-

dence that SBI is efficacious in primary care. Ultimately, SBI seem

to be most effective when applied to heavy drinkers. 

Heather, N., Dallolio, E., Hutchings, D., Kaner, E., White, M.

(2004). Implementing routine Screening and Brief Alcohol

Intervention in primary healthcare: A delphi survey of expert

opinion. Journal of Substance Use, 9:2, 68-85. This article looks

at how best to implement SBI in primary healthcare settings in a

routine and enduring fashion. Heather suggests that all patients

receive an audit passed out by the receptionist. General practitioners

can then proceed with SBI for patients who score positive for haz-

ardous or harmful drinking. Because some studies demonstrate that

blanket-use of SBI can be problematic, findings indicate that routine

SBI should be given to new patients, at general health check-ups,

and at special clinics where heavy drinking is likely to be found.

Experts agree that facilities should have an alcohol specialist to

carry the main load of the SBI work. 

Saitz, R., Larson, M.J., Horton, N.J., Winter, M., Samet, J.H. (2004).

Linkage with primary medical care in a prospective cohort of

adults with addictions in inpatient detoxification: Room for

improvement. Health Services Research, 39(3), 587-606. Previ-

ous studies have shown that linking patients with addictions to

primary care is beneficial because: (1) patients do not use more

expensive episodic treatment (e.g. the ED) (2) patients are less likely

to be hospitalized for more severe issues and (3) primary care has

been shown to improve addiction severity. There are, however, sev-

eral barriers in getting addicted patients to primary care providers.

In this study (470 residential detox patients), 28% had transportation

problems, 21% did not feel they needed regular primary care, and

11% were fearful that others would find out about their health prob-

lems. 55%, however, believed that medical treatment was important

and this could be related to the fact that 47% reported chronic ill-

ness, 26% had been prescribed medication for a psychiatric disorder,

and 22% reported prior suicide attempts. Linkage to primary care

was shorter and correlated with the following patient conditions:

female, no recent incarcerations, those with abstinence support

among family or friends, and those who had visited primary care in

the six months prior to baseline. Health insurance only predicted

linkage to primary care if it occurred during the early period after

detoxification. Ethnicity, recent addiction or mental health treat-

ment, addiction severity, health status, substance abuse problem

recognition, and perceived need for medical care were not factors

that predicted linkage, although they were hypothesized to do so.

Interventions to improve linkage could target men. Further research

is necessary to improve motivation for detox patients to link with

primary care. 
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Whitlock, E. P., Polen, M. R., Green, C. A., Orleans, T., Klein, J.

(2004). Behavioral counseling interventions in primary care to

reduce risky/harmful alcohol use by adults: A summary of the

evidence for the U.S. preventive services task force. Annals of

Internal Medicine, 140, 557-568. In looking at risky or harmful

drinkers, this study looks to see what methods of implementation

were employed during SBI sessions. It also looks to see if there are

adverse effects associated with SBI. Findings indicate that good

quality, brief sessions could reduce risky drinking behavior, while

very brief or single-contact sessions were less effective or ineffec-

tive. Interventions generally included advice, feedback, goal setting,

and giving additional contacts for support. A real-world clinic prac-

tice of SBI would likely need to include a commitment to planning,

the allocation of staff to identify high-risk patients, and the delivery

of resources such as clinician training etc.

Vinson, D.C., Galliher, J.M., Reidinger, C.,   Kappus, J.A. (2004).

Comfortably engaging: Which approach to alcohol screening

should we use? Annals of Family Medicine, 2(5), 398-404.

Primarily, this study looks at what screening tool would ease

providers’ comfort when attempting to engage the patient in a con-

versation about alcohol use (CAGE vs. single question). The

screening tool can set the tone of the encounter and may have an

impact on the patient’s willingness to explore change. Previous

research has focused on a tool’s sensitivity; not necessarily a

provider’s comfort or willingness to use it. If the tool is uncomfort-

able, even if sensitive, it is less likely to be used. A tool’s

acceptability, therefore, plays a large role in implementation.

Acceptability factors include ease of use, brevity, and comfort for

patient and clinician. Ultimately, the CAGE and single question

were equally comfortable for patient and clinician, leaving the

choice of the tool up to the clinician. 

Beich, A., Thorsen T., Rollnick S. (2003). Screening in Brief Inter-

vention trials targeting excessive drinkers in general practice:

Systematic review and meta-analysis. BMJ, 327, 1-7. This sys-

tematic review and meta-analysis of randomized controlled trials

that used SBI found that many studies contained several sources of

bias that might lead to overestimates of the effects of intervention.

Not only were the screenings extremely time consuming for the

practitioners, but not more than three people of 90 who tested for

excessive alcohol use reduced their drinking. The findings call uni-

versal screening into question. 

Saitz, R., Horton, N.J., Sullivan, L.M., Moskowitz, M.A., Samet, J.H.

(2003). Addressing alcohol problems in primary care: A cluster

randomized, controlled trial of a systems intervention. Annals

of Internal Medicine, 138, 372-382. Saitz asks whether providing

physicians with patients’ alcohol screening results will affect the

physician’s decision to have a discussion with the patient about their

alcohol use. At the time of this article, no evidence was available to

prove effectiveness in providing screening results if the physician

did not already possess training in SBI. Results of this study suggest

that screening and prompting the physicians produces modest

effects: (1) increasing SBIs by physicians and (2) reduction in drink-

ing in patients, six months later. While only moderately effective,

this approach may be more feasible and less resource intensive than

more intense training programs. 

Yarnall, K. S.H., Pollak, K. I., Ostbye, T., Krause, K. M., Michener,

J. L. (2003). Primary care: Is there enough time for prevention?

American Journal of Public Health, 93:4, 635-641. Four factors of

preventative care were compared to the clinical time available to pri-

mary care physicians: (1) A list of recommended services (2) the

frequency of performing each service (3) the number of people requir-

ing each service and (4) the time required to administer each service.

Findings indicate that it is not feasible for physicians to deliver all of

the services recommended by the USPSTF to a representative panel

of patients. Preventive services offered in visits to a primary care

physician’s office for chronic and acute illness increased the length of

the visits by 2.7 minutes. The current system of preventative care

delivery, provided by physicians, no longer meets national needs.

Arndt, S., Schultz, S. K., Turvey, C., Peterson, A. (2002). Screening

for alcoholism in the primary care setting: Are we talking to the

right people? Journal of Family Practice, 51:1, 41-46. This cross-

sectional study looks at how physicians choose to assess patients and

discuss their alcohol use. Findings show that physicians spoke to

patients about alcohol much less frequently than other health risks

(e.g. eating habits, AIDS, exercise, smoking). When conversations did

discuss alcohol, high-intake patients, young people, low-income and

unmarried/divorced patients were likely to be targeted over moderate

users, white patients, women and widows. There was no demographic

group whose prevalence of excessive drinking was so low that general

screening was not appropriate. High-volume, systematized screening

is recommended so that physicians do not have to rely on sponta-

neously reported use or their own misconceptions about who the 

users are . 

Beich, A., Gannik D., Malterud K. (2002). Screening and Brief

Intervention for excessive alcohol use: qualitative interview study

of the experiences of general practitioners. BMJ, 325, 1-5. In a

study that tested the suitability of SBI for patients with excessive alco-

hol use, doctors were surprised at how difficult it was to discuss the

findings with patients. Patients were difficult to counsel about lifestyle

issues and doctors did not feel that they were always honest during

their screenings. As a result, the screenings created more problems

and the suitability of them should be further examined. 

Lock, C., Kaner, E., Lamont, S., Bond, S. (2002). A qualitative

study of nurses’ attitudes and practices regarding Brief Alcohol

Intervention in primary healthcare. Journal of Advanced Nurs-

ing, 39:4, 333-342. Nurses seem to be an underutilized tool in the

battle to reduce alcohol use and this article looks at their attitudes

about SBI in primary care settings. While nurses appear to have many

opportunities to offer intervention, they have received little training

education to go about administering SBI. Nurses cited patient reac-

tions such as aggression, embarrassment, or guilt as reasons to avoid

discussing alcohol use. Additionally, they didn’t feel patients were

honest about their alcohol use. Findings indicate that better prepara-

tion and support is necessary to decrease the uneasiness that nurses

feel about discussing alcohol-related problems with patients, partic-

ularly because their role could be an important one. 
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Kraemer, K. L., Maisto, S. A., Conigliaro, J., McNeil, M., Gordon, A.

J., Kelly, M. E. (2002). Decreased alcohol consumption in outpa-

tient drinkers is associated with improved quality of life and

fewer alcohol-related consequences. J Gen Intern Med, 17, 382-

386. This cohort analysis of primary care subjects used a randomized

clinical trial with two types of Brief Intervention for alcohol use. The

study was unable to directly answer the question of whether Brief

Intervention results in the improvement of the quality of life and fewer

alcohol consequences, but results indicate that quality of life is a

potentially important outcome in primary care alcohol research and

deserves further investigation.

Aalto, M., Seppa, K., Mattila, P., Mustonen, H., Ruuth, K., Hyvari-

nen, H., Pulkkinen, H., Alho, H., Sillanaukee, P. (2001). Brief

Intervention for male heavy drinkers in routine general prac-

tice: A three year randomized controlled study. Alcohol and

Alcoholism, 36:3, 224-330. A randomized clinical trial of 296 male

patients from five primary care outpatient clinics, administering

intervention sessions at 2, 6, 12, 18, 24, and 30 months for one

group, 12 and 24 months for a second group, and an advisement to

stop drinking for the control group to determine the efficacy of long-

term Brief Intervention in routine general practice. Both groups, A

and B, saw a reduction in drinking, but not at statistically significant

levels. 25-53% of all early phase heavy drinkers (in all three groups)

reduced their drinking over three years. 

Aalto, M., Saksanen, R., Laine, P., Forsstrom, R., Raikaa, M., Kivilu-

oto, M., Seppa, K., Silanaukee, P. (2000) Brief Intervention for

female heavy drinkers in routine general practice: A three-year

randomized controlled study. Alcoholism, Clinical and Experi-

mental Research, 24:11, 1680-1686. A three-year evaluation of Brief

Intervention counseling administered to 118 self-reporting female

early-phase heavy drinkers in five primary care outpatient clinics in

Finland. Indicators suggest that drinking was reduced in both the con-

trol group, receiving minimal advice, and the treatment group which

received Brief Intervention. Meaningful reduction of drinking was

found in 27-75% of the heavy drinkers, depending on the outcome

measure and the study group.

Fleming, M., Mundt, M., French, M., Manwell, L., Stauffacher, E.,

Barry, K. ( 2000). Benefit-cost analysis of brief physician advice

with problem drinkers in primary care settings. Medical Care,

38:1, 7-18. This study seeks to determine the cost-benefit analysis of

brief physician advice among problem drinkers in primary care set-

tings. Costs were divided into two categories: those incurred by the

clinics, and those of the patients. Findings indicate that there is a

$56,263 benefit for every $10,000 invested into SBI. Furthermore,

costs may be higher in this study because it is a trial. If standardized

implementation could be developed, costs of administering SBI are

likely to go down. 

Lock, C. A., Kaner, E. F. S. (2000). Use of marketing to disseminate

Brief Alcohol Intervention to general practitioners: Promoting

healthcare interventions to health promoters. Journal of Evalua-

tion in Clinical Practice, 6:4, 345-357. Focus groups and interviews

were used to assess the need for Screening and Brief Intervention and

address the type of marketing necessary to encourage General Prac-

titioners (GPs) to participate in Brief Alcohol Intervention. Postal

marketing was the most successful method of persuading GPs to

become involved in the Screening and Brief Intervention Survey.

Using a marketing approach was found to be promising for conveying

research finding to GPs.

Ockene, J.K., Adams, A., Hurley, T.G., Wheeler, E.V., Hebert, J.R.

(1999). Brief physician- and nurse practitioner-delivered counsel-

ing for high-risk drinkers. Archives of Internal Medicine, 159,

2198-2205. Ockene asks about the efficacy of physicians-or nurse-

practitioners who deliver Brief Interventions, particularly because these

types of providers have contact with at least 80% of Americans each

year. Brief Interventions took place during regular healthcare visits as

opposed to specially scheduled visits. Practices were randomized to

operate under special intervention or usual care conditions. The special

intervention group had significant improvements in alcohol consump-

tion compared to the usual care group. Women in the study, overall,

reduced their consumption nearly twice as much as men. Those who

were excessive weekly drinkers in the special intervention group were

1.8 times more likely to achieve safe consumption levels than those

who received the usual care. Ultimately, Brief Interventions in primary

care settings appear to significantly reduce alcohol consumption,

although further research should be conducted to address a possible

dose-effect on alcohol consumption reduction. 

Spandorfer, J. M., Israel, Y., Turner, B. J. (1999). Primary care

physicians’ views on screening and management of alcohol abuse

inconsistencies with national guidelines. Journal of Family Prac-

tice, 48:11, 899. A questionnaire was designed to determine how

strictly primary care physicians follow the National Institute of 

Alcohol Abuse and Alcoholism (NIAAA) guidelines, and was admin-

istered through the mail to 210 internists and family physicians.

Two-thirds of respondents reported that they screened nearly all of

their patients for alcohol problems during their initial visits. Two-

thirds of respondents reported they did not utilize the CAGE

questionnaire, as recommended for a follow-up. Most physicians pre-

ferred to refer patients to a nurse trained in behavioral interventions

rather than counseling non-dependent problem drinkers. NIAAA

guidelines were not being followed by clinicians, lending support to

the development of interventions to address the shortcoming.

Senft, R. A., Polen, M. R., Freeborn, D. K., Hollis, J. F. (1997). Brief

Intervention in a primary care setting for hazardous drinkers.

American Journal of Preventative Medicine, 13:6, 464-470. In this

study of SBI in busy HMO settings, intervention groups did not differ

significantly from control groups regarding declines in alcohol use or

healthcare needed. Findings indicate that a one-time, Brief Interven-

tion result in modest reductions of consumption. Ultimately,

researchers believe that future studies should focus on strengthening

and maintaining intervention effects. 

Kahan, M., Wilson, L.,   Becker, L. (1995). Effectiveness of physi-

cian-based interventions with problem drinkers: A review.

Canadian Medical Association Journal, 152(6), 851-859. This arti-

cle reviews 11 randomized controlled trials and found that while Brief

Interventions yield modest decreases in alcohol consumption, the

potential impact of public health is enormous. The primary recom-

mendation is that future research work to clarify the optimal intensity

of treatment, as there were no significant differences in treatment

duration (ranging from 5-30 minutes.)
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Richmond, R., Heather, N., Wodak, A., Kehoe, L., Webster, I. (1995).

Controlled evaluation of a general practice-based Brief Interven-

tion for excessive drinking. Addiction, 90, 119-132. This study of a

UK SBI program finds that there is no evidence that their Alcohol

screen Program is effective in reducing alcohol consumption among

heavy drinkers, although there is some reduction among excessive

drinkers. Richmond concludes that there is no evidence that SBI

works, despite the findings of previous studies. Researchers believe

that is because previous studies were conducted under artificial con-

ditions, whereas this study was more naturalistic. While this report

does not condemn the use of SBI, it does encourage that further study

be done to discover how to make interventions more effective.

Hollis, J. F., Lichtenstien, E., Vogt, T. M., Stevens, V. J., Biglan, A.

(1993). Nurse-assisted counseling for smokers in primary care.

Annals of Internal Medicine, 118:7, 521-525. This randomized con-

trolled clinical trial of cessation counseling within internal medicine

and family practice in an HMO used a 12-month follow up to deter-

mine if nurse-assisted counseling is an effective way to minimize

physician burden. Nurse-assisted interventions significantly increased

sustained abstinence at one-year follow-up, nearly doubling the long-

term quit rate when compared to a brief physician message alone.

Consistent brief advice from physicians coupled with a referral to a

nurse will help smokers and save physician time.

Saunders, J. B., Aasland, O. G., Amundsen, A., Grant, M. (1993).

Alcohol consumption and related problems among primary

healthcare patients: World Health Organization (WHO) collab-

orative project on early detection of persons with harmful alcohol

consumption. Addiction, 88, 349-362. WHO, this study asks

whether the data on alcohol-intake patterns of patients in various

countries warrants the development of standardized, international SBI

screening instruments. Despite the fact that research centers were in

different countries and drew from different infrastructures, research

protocol was adopted uniformly. Findings indicate that there is less

similarity among the drinking populations of all the countries studied,

but much more uniformity among the alcoholics of these countries.

Overall, screening instruments need to be able to capture these differ-

ences but the high commonality of alcohol dependence strengthens

the case for developing an international instrument. 

TRAUMA CENTERS 
EMERGENCY DEPARTMENTS 
Trauma centers and emergency departments receive a high number

of patients whose care is necessitated by the use of substances

(theirs or someone else’s) and so particular attention has been

focused on how SBI can be useful for patients who regularly are in

a “teachable moment”—serious injury can offer powerful motiva-

tion to change. However, while these settings may offer a “captive”

audience for the SBI, there is some question about the efficacy.

Long-term effectiveness may depend on the overall coherency or

capability of the patient to remember the conversation, given other

environmental stressors. Perceived barriers among these providers

is traditionally high and so the literature has a particular focus 

on provider buy-in, such that it may be more challenging to con-

vince them that SBI is a beneficial use of resources. Similar to

primary care, universal vs. targeted screening remains a topic of dis-

cussion. Economic analysis, however, indicates that SBI is

cost-effective in these settings and that standardized practice, along

with quality training efforts, will not only increase provider under-

standing and buy-in of the SBI model but will increase efficacy.

System change will be necessary to reduce the stigma around use

so that patients are not denied payment through their medical 

coverage and providers are more clear about what role SBI can have

in their practice.

The Academic ED SBIRT Research Collaborative, (2007). An

evidence-based Alcohol Screening, Brief Intervention and

Referral to Treatment (SBIRT) curriculum for emergency

department (ED) providers improves skills and utilization. Sub-

stance Abuse. 28:4, 79-92. This article asks whether emergency

department providers will change their beliefs and practices around

SBIRT once they have had exposure to the curriculum. While ED

practitioners seemed to readily accept alcohol screening, universal

screening seemed a daunting task. The study concludes that it is 

necessary to provide interactive trainings to providers and that they

have the time to deliver effective interventions. The most ideal

model is when the patient comes up with their own course of action

(facilitated by the provider). While training does increase provider

efficacy, booster sessions may be needed and more practical 

solutions still need to be found in order to affect more dramatic

change in this medical setting. Standardization of how “brief” a

Brief Intervention should be needs to be established and in order to

save time, a single NIAA question is recommended to screen for

alcohol use. 

Daeppen, J., Gaume, J., Bady, P., Yersin, B., Calmes, J., Givel, J.,

Gmel, G. (2007). Brief Alcohol Intervention and alcohol assess-

ment do not influence alcohol use in injured patients treated in

the emergency department: a randomized controlled clinical

trial. Addiction, 102, 1224-1233. Daeppen’s article runs counter to

much of the available literature by stating that brief alcohol inter-

vention does not influence patients treated in an emergency

department setting. Three groups were tested: those who received

BAI (Brief Alcohol Intervention), those who received screening and

assessment, and a screening-only group. The following points are

important when considering the conclusions of this study. First, the

intervention group received a single 10-15 minute session. Second,

the primary outcome benchmark was whether patients changed their

drinking habits to the low-risk range. The lack of difference between

groups could be a function of the fact that the outcome expectations

were rather stringent compared to the population, or that the inter-

vention itself, the interventionalist or the patient may influence the

patient’s outcome. Daeppen suggests that if very minimal interven-

tion is sufficient, then perhaps EDs may be best served by

implementing brief screenings and referral without interventions. 

Gentilello, L. M., Ebel, B. E., Wickizer, T. M., Salkever, D. S., Rivara,

F. P. (April, 2005). Alcohol interventions for trauma patients

treated in emergency departments and hospitals: a cost-benefit

analysis. Annals of Surgery, 241:4, 541-550. This cost-benefit

study takes into account several factors: screening costs, costs of

SBI, emergency department visits and hospitalization rates for prob-

lem drinkers, intervention effectiveness, costs of emergency visits,

and the estimation of cost savings from reduced trauma recidivism.

Findings indicate that over a quarter of adult patients are candidates

for SBI and simulations found that SBI could result in saving health-

care costs by 91.5%. If implemented on a national level, SBI could
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save $1.82 billion annually. The way healthcare is funded, however,

will need to be reexamined because most insurance companies still

have the right to refuse a claim if there is alcohol involved. 

Malangoni, M. A. (2005). Alcohol interventions for trauma

patients treated in emergency departments: Can we afford not

to intervene?Annals of Surgery, 241:4, 551-552. This review of

previous research concerns the cost of intervention. Less than 20%

of trauma surgeons reported routine screening of patients for alco-

holism. Screening was not seen as an effective identifier of problem

drinkers by surgeons. While one-third of trauma surgeons regularly

checked the BAC in trauma victims, only 25% used a screening

questionnaire. Lack of use of a screening questionnaire was attrib-

utable to a lack of interest and feeling that the responsibility wasn’t

attributable to a surgeon.

Schermer, C. R. (Supplement 2005). Feasibility of alcohol Screen-

ing and Brief Intervention. The Journal of TRAUMA Injury,

Infection, and Critical Care, 59, S119-S123. This article asks if

there is support for SBI among trauma surgeons and wonders how

SBI might be best implemented. Although a majority of surgeons

support SBI, implementation proved to have some barriers. Nearly

17% of patients weren’t screened because of language barriers;

nearly half weren’t screened because of the severity of their injuries;

and because there weren’t interviewers on the weekends, nearly

20% of patients were missed. Findings in the preliminary data show

that one half-time research assistant could be responsible for most

of the screening needs, but there may need to be another person for

weekends and multilingual interviews. 

Kunz, F.M., French, M.T., Bazargan-Hejazi, S. (2004). Cost-effec-

tiveness analysis of a Brief Intervention delivered to problem

drinkers presenting at an inner-city hospital emergency depart-

ment. Journal of Studies on Alcohol, 65, 363-370. This article

finds that using health advocate professionals instead of medical

authorities at an urban ED reduced the cost of intervention but may

have adversely impacted the patient’s likelihood of following rec-

ommendations. The net effect on cost-effectiveness is therefore

uncertain. Costs associated with treatment include staff salaries,

equipment, patient incentives and overhead. Of total program costs,

60% was spent on personnel salary and benefits, 35% on overhead

and patient incentives and 5% on supplies and equipment. Ulti-

mately, results indicate that SBI is relatively low-cost in this setting

and can be generalized to disadvantaged,urban populations but not

to the U.S. as a whole. 

Schermer, C. R., Gentilello, L. M., Hoyt, D. B., Moore, E. E.,

Moore, J. B., Rozycki, G. S., Feliciano, D. V. (2003). National sur-

vey of trauma surgeons’ use of alcohol Screening and Brief

Intervention. The Journal of Trauma, Injury, Infection, and

Critical Care, 55:5, 849-856. Schermer’s paper tries to determine

the current status of SBI in trauma centers and to evaluate specific

barriers to the implementation of SBI. While many surgeons agreed

that trauma centers were an appropriate setting for SBI, there are

noteworthy barriers that prevent thorough implementation: SBI is

too time consuming; it might compromise patient confidentiality; it

could be a threat to insurance reimbursement; lack of understanding

the concept of SBI. Findings conclude, however, that physicians are

conducting SBI screenings more regularly than five years ago and

success is largely due to the attitudes and education of surgeons and

other hospital staff. 

Schermer, C.R., Bloomfield, L.A., Lu, S.W., Demarest, G.B. (2003).

Trauma patient willingness to participate in alcohol screening

and intervention. The Journal of Trauma, Injury, Infection, and

Critical Care, 54(4), 701-706. Schermer tracks whether trauma

center patients are feasibly screened; if they have access to primary

care providers; and what types of interventions they would find

acceptable. At the time this article was written, SBI was not typical

in trauma centers. Over an eight-week period, 114 of 163 admitted

patients were screened (70%). 45% of those patients screened pos-

itive for problem drinking. The mean response to whether the

patient would be offended if their doctor or nurse asked them ques-

tions about their alcohol use (1 = offended; 7 = totally ok) was 5.86

(doctor) and 5.72 (nurse). Native Americans rated significantly

lower at 5.1. The mean response varied greatly among ethnicities

when asked, “how concerned are you about your alcohol use” (1 =

not at all; 7 = very much) was 4.4 for Native Americans, 1.0 for

African Americans, 2.9 for Hispanic-Latino, and 1.8 for whites. 50

of the 114 patients were also asked whether someone else should

talk to them about their use and 94% said, “yes.” Ethnicity and gen-

der were not predictors to this question. Overall, trauma centers

should not rely on PCPs to perform SBI, since it appears that most

patients are unlikely to discuss use with their PCP, if they have one.

This patient sample indicates that substance use discussion may be

acceptable, regardless of who is offering the discussion. Ethnicity

attitudinal differences should be further studied. 

Huntley, JS., Blain, C., Hood, S., Touquet, R. (2001). Improving

detection of alcohol misuse in patients presenting to an accident

and emergency department. Emergency Medical Journal, 18:2,

99. A prospective study of the effects of audit feedback in an urban

accident and emergency department  determines how the Paddington

Alcohol Test can be assessed and improved. Ongoing audit feedback

in detection of alcohol misuse within the accident and emergency

departments significantly increased the identification of Paddington

Alcohol Test positive patients. The lack of definition about the roles

of healthcare professionals has been suggested to be the reason that

accident and emergency departments are difficult locations to moti-

vate drinking patients to alter their habits. 

Longabaugh, R., Woolard, R.F., Nirenberg, T. D., Minugh, A. P.,

Becker, B., Clifford, P. R., Carty, K., Sparadeo, F., Gogineni, A.

(2001). Evaluating the effects of a brief motivational interven-

tion for injured drinkers in the emergency department. Journal

of Studies on Alcohol, 62:6, 806-816. By looking at two different

models of SBI in emergency room settings, Longabaugh tries to

determine if one is more effective than the other. The first model

involves a standard MI. The second model involves a follow-up

booster session, in addition to the MI. Only patients who received

the booster session demonstrated a reduction in alcohol-related neg-

ative consequences. Findings indicate, however, that there isn’t

enough data to support generalized conclusions. 

Danielsson, E., Rivara, F. P., Gentilello, L. M., Maier, R. V. (1999).

Reasons why trauma surgeons fail to screen for alcohol prob-

lems. Achieves of Surgery, 134, 564-568. This article examines the

relationships and attitudes that trauma surgeons have towards SBI
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and how those attitudes might affect screening behavior. The most

commonly cited reason to forego SBI was that they were “too busy,”

and the perceived success of SBI among screeners and non-screen-

ers as low. Non-screeners felt that SBI was intrusive and offends

patients. Findings indicate that trauma surgeons’ knowledge and

confidence towards SBI is rather poor and there exists a need to edu-

cate them about the benefits of interventions. These attitudes are

significant predictors for screening behavior. 

Gentilello, L. M., Rivara, F. P., Donovan, D. M., Jurkovich, G. J.,

Daranciang, E., Dunn, C. W., Villaveces, A., Copass, M., Ries,

Richard R. (1999). Alcohol interventions in a trauma center as a

means of reducing the risk of injury recurrence. Annals of 

Surgery, 230:4, 473-483. Gentilello asks if SBI can significantly

reduce alcohol consumption in trauma centers, as well as reduce

patient recidivism. Findings indicate that alcohol reduction was most

apparent with those who had mild or moderate problems, especially

among those who were unemployed or unmarried. This suggests that

SBI may be more effective for those who lack support systems.

Results may be gender biased, as there is little information about

women in this study. Overall, given the prevalence of alcohol in

trauma centers, SBI should be routine and can be easily implemented

by trained non-experts. 

Monti, P., Spirito, A., Myers M., Colby, S., Barnett, N., Rohsenow, D.,

Woolard R., Lewander, W. (1999). Brief Intervention for harm

reduction with alcohol-positive older adolescents in a hospital

emergency department. Journal of Consulting and Clinical Psy-

chology, 67:6, 989-994. Monti examines the effectiveness of MI

among adolescents (18-24) in emergency room settings. While many

of the patients who received MI reported fewer incidences of drinking

and driving, there was also a high refusal rate to participate in MI

among eligible patients. Results do not strongly indicate whether MI

would be as effective among heavier alcohol users, let alone if they

would be receptive to treatment. 

Dunn, C. W., Donovan, D. M., Gentilello, L. M. (1997). Practical

guidelines for performing alcohol interventions in trauma cen-

ters. The Journal of TRAUMA, Injury, Infection and Critical

Care, 42:2, 299-304. Dunn’s article provides practical guidelines for

the administration of alcohol interventions, with documented efficacy

in reducing consumption, that are suitable for trauma center use. SBI

should include six components: feedback, responsibility, advice, a

menu of ways to reduce drinking, empathy, and self-efficacy. Further-

more, interventions should be performed at each stage of change:

pre-contemplation, contemplation, action, and relapse. Findings indi-

cate that SBI should be routinely conducted at trauma centers. 

Minugh, A. P., Nirenberg, T. D., Clifford, P. R., Longabaugh, R.,

Becker, B. M., Woolard, R. (1997). Analysis of alcohol use clusters

among sub-critically injured emergency department patients.

Academic Emergency Medicine, 4, 1059-1067. This study attempts

to develop a screening tool that assesses variation in drinking patterns

among patients. Three clusters of sub-critically injured patients were

identified: infrequent, steady, and high-intensity drinkers. Steady and

high-intensity drinkers reported more negative alcohol consequences

and high-intensity drinkers reported greater social support for their

drinking. Findings indicate that there is potential for an immediate

connection to be made between injury and alcohol consumption,

thereby opening the door for a “teachable moment” where patients

are more motivated to change their lifestyle habits. 

Gentilello, L. M., Donovan, D. M., Dunn, C. W., Rivara, F. P., (1995).

Alcohol interventions in trauma centers: Current practice and

future directions. JAMA, 274:13, 1043-1948. In a lengthy article

about SBI implementation in trauma centers, the following categories

are explored: alcohol and trauma, alcohol interventions in trauma cen-

ters, impact of intervention, screening for alcohol problems in a

trauma center, alcohol assessment in a trauma center, and trauma cen-

ter intervention. Findings indicate that trauma centers are uniquely

positioned to implement SBI. An emphasis should be placed in injury

prevention and alcohol as the predominant factor in trauma cases. SBI

should become a standard practice in trauma centers. 

Clifford P.R., Longabaugh, R., Minugh, P.A., Nirenberg, T., Becker,

B., Woolard, R. (1994). Utilization of saliva alcohol screens in hos-

pital emergency department of differentiate problematic and

non-problematic drinkers. Alcoholism: Clinical and Experimen-

tal Research, 16, 429. A saliva alcohol screen (SAS) was

administered to 54 patients receiving services for sub-critical injury

in a hospital emergency department, and an analysis was performed

to identify those aspects of drinking behavior that differentiated in

positive and negative screened patients. Results suggest that an easy

to administer, non-invasive, routine SAS, among patients in such con-

ditions can provide a valuable mechanism for the identification of

problem drinkers. SAS offers an opportunity for a secondary inter-

vention strategy; enhancing the likelihood of effective treatment.

Jurkovich, G. J., Rivara, F. P., Gurney, J. G., Seguin, D., Fligner, C.

L., Copass, M. (1992). Effects of alcohol intoxication on the initial

assessment of trauma patients. Annals of Emergency Medicine,

21:6, 704-708. By studying the relationship between alcohol and

acutely injured patients in trauma centers, Jurkovich concludes that

roughly 47% of all trauma patients had a positive blood alcohol con-

centration. Early knowledge of this might help trauma centers to better

interpret their clinical findings for intoxicated patients, who are more

likely to receive invasive procedures perhaps as a result of misinter-

pretation. Findings indicate that there is a relationship between

intoxication and the initial diagnosis and treatment of injuries. 

Waller, J.A. (1990). Management issues for trauma patients with

alcohol. The Journal of Trauma, 30, 1548-1553. An analysis of lit-

erature summarizing the issues applicable to trauma patients using

alcohol found that alcohol increases tissue sensitivity to injury affect-

ing the immune response time although patients with head injuries

who have alcohol in their system appear to recover more quickly than

those without alcohol. This analysis implies that the best opportunity

for beginning rehabilitation from alcoholism is when a patient is 

still in pain from the acute effects of a trauma accident that is 

alcohol related.

SCREENING DRUG USE 
Literature regarding SBI and other substances besides alcohol

appear to have a shorter history: there is less available information

and most articles seem to be more recent. Traditionally, SBI has

focused primarily around alcohol use. For this reason, it is some-

what inconclusive as to whether SBI is effective with other

substance users. At this time, research does not largely support SBI
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for these types of users but several of the studies involve more seri-

ously-addicting substances (e.g. amphetamines, cocaine, heroin).

There is support for a “brief therapy” model for marijuana users,

which is less intensive and can be targeted specifically for this pop-

ulation. Cognitive behavioral therapy (CBT) also shows promise

with amphetamine users and peer-based Motivational Interviewing

(a method of Brief Intervention) may have positive impact as well.

Ultimately, more work is needed in this area to determine how SBI

might fit or be adapted for other substances users. 

Marsden, J., Stillwell, G., Barlow, H., Boys, A., Taylor, C., Hunt, N.,

Farrell, M. (2006). An evaluation of a brief motivational interven-

tion among young ecstasy and cocaine users: No effect on

substance and alcohol use outcomes. Addiction, 101, 1014-1026.

This study asks whether brief MI is more effective than an informa-

tion-only model that addresses alcohol, cocaine and ecstasy users.

Ultimately, there was no significant patient change towards abstinence

in ecstasy or cocaine (or cocaine-derivatives). In the patients who

attempted to stop their use, however, 87% felt that completing a base-

line assessment had motivated them to change their behavior and 13%

felt the health information provided had motivated them. Both inter-

vention and control patients continued drinking alcohol at high levels

during the week and on the weekends. SBI was shown to be no more

effective than the provision of information alone and so it may be that

recruiting drug users and having them self-assess their use before a

Brief Intervention is sufficient to motivate change in behavior. 

Baker, A., Lee, N.K., Claire, M., Lewin, T.J., Pohlman, S., Saunders,

J.B., Kay-Lambkin, F., Constable, P., Jenner, L., Carr, V.J. (2005).

Brief cognitive behavioural interventions for regular ampheta-

mine users: a step in the right direction. Society for the Study

of Addiction, 100, 367-378. Amphetamine users are often diag-

nosed with mental health disorders and this study asks whether they

might benefit from Cognitive Behavior Therapy (CBT). A stepped-

care approach is recommended for this population, where more

intensive or different treatment is given only if a lesser form is insuf-

ficient. Findings claim that participants who had two or more

sessions of CBT were more likely to abstain and depression

decreased in the short term. It is important to note that this study had

significant attrition which may have inflated overall findings and

there was little significant difference between treatment and control

groups in a variety of areas (e.g. amphetamine use and dependence,

reduction of poly-drug use, criminal activity etc.). 

Bernstein, J., Bernstein, E., Tassiopoulos, K., Heeren, T., Levenson,

S., Hingson, R. (2005). Brief motivational intervention at a clinic

visit reduces cocaine and heroin use. Drug and Alcohol Depend-

ence, 77, 49-59. The article asks whether peer-based MI can be

effective for out-of-treatment cocaine and heroin users and although

SBI has shown to be effective with alcohol users, less is known

about drug using patients. As a follow-up to an initial pilot study,

this study corroborates self-reported data with hair testing. For the

most part, the two methods demonstrated accuracy in the substance-

use reported by patients (88% for cocaine users and 90% for heroin

users). Although there was not much difference between the treat-

ment and control groups at three months, the intervention group was

more likely to be abstinent at six months. Peer-based MI appears to

be efficacious at least until six months from baseline and appears to

reduce actual drug levels for cocaine users. 

The Marijuana Treatment Project Research Group. (2004). Brief

treatments for cannabis dependence: Findings from a random-

ized multisite trial. Journal of Consulting and Clinical

Psychology, 72(3), 455-466. In looking at which treatment model

might work best for marijuana users, Motivational Enhancement

Therapy seemed most effective. Nine-session intervention was supe-

rior to two-session intervention and behavioral health providers

should consider making marijuana-specific treatment more available.

Stephens, R.S., Roffman, R.A., Curtin, L. (2000). Comparison of

extended versus brief treatments for marijuana use. Journal of

Consulting and Clinical Psychology, 68(5), 898-908. At the time

of this study, no SBI had been studied in illicit substance use,

although marijuana users are more likely to seek treatment for

dependence when the treatment program is tailored specifically to

them. Ultimately, brief individual treatment appears to be as effec-

tive as more extended group therapy in reducing marijuana use in

adult users. Although cost-benefit analyses were not performed, it

appears that Brief Treatment may be more cost-effective than

extended group therapy. 

SPECIAL POPULATIONS—
WOMEN AND PRENATAL/PREGNANCY 
Women have special considerations when it comes to substance use,

particularly alcohol. Physiological differences make alcohol con-

sumption more challenging and put them at higher risk for health

complications than with men. For this reason, it is recommended

that women of child-bearing age be specifically targeted for screen-

ing. This literature review does not include a comprehensive review

for this population. Anyone interested in how SBI affects women

would be encouraged to look for other studies. 

Chang, G., McNamara, TK., Orav, EJ. Wilkins-Haug, L. (2006).

Brief Intervention for prenatal alcohol use: The role of drinking

goal selection. Journal of Substance Abuse Treatment, 31:4, 419-

424. This was a randomized clinical trial of 304 pregnant women

who tested positive on the T-ACE. Women who weren’t abstinent

at enrollment named celebrations as potential risk for alcohol use at

nearly three times the rate of those abstinent at enrollment. Non-

abstinent women at enrollment listed more alternatives to drinking,

more ways to avoid risk-situations, and more alternatives for relax-

ation. Perception of risk associated with drinking may be one

explanation for the failure of some women to cut down. Women

who chose abstinence, regardless of their drinking level at enroll-

ment, were more likely to achieve their goal.

Chang, G. (2005). Screening and Brief Intervention in prenatal

care settings. Alcohol Research & Health, 28:2, 80-84. Chang looks

at the prevalence of alcohol use among pregnant women, particularly

because Fetal Alcohol Syndrome Disorder is the leading preventable

birth defect. Data suggests that many women drink despite public

health advisories. Findings show that if preconception levels of drink-

ing can be determined, it can indicate the likelihood that a woman will

continue to consume during pregnancy. SBI has shown to be highly

effective in reducing or eliminating prenatal drinking.
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Stotts, A. L., DeLaune, K. A., Schmitz, J. M., Grabowski, J. (2004).

Impact of a Motivational Intervention on mechanisms of change

in low-income pregnant smokers. Addictive Behaviors, 29, 1649-

1657. An eight-week randomized study of pregnant women who

reported smoking in the past seven days was used to determine why

Motivational Intervention (MI) hadn’t produced previous positive

results. 28.9% of the treatment group had regressed and 50% had

remained the same at follow-up. The brief MI intervention failed to

motivate women to utilize strategies associated with forward 

progression in the process of change. More intensive and comprehen-

sive interventions are necessary to improve pregnancy smoking

cessation rates.

Aalto, M., Saksanen, R., Laine, P., Forsstrom, R., Raikaa, M., Kivilu-

oto, M., Seppa, K., Silanaukee, P. (2000). Brief Intervention for

female heavy drinkers in routine general practice: A three-year

randomized controlled study. Alcoholism, Clinical and Experi-

mental Research, 24:11, 1680-1686. A three-year evaluation of BI

counseling administered to 118 self-reporting female early-phase

heavy drinkers in five primary care outpatient clinics in Finland. Indi-

cators suggest that drinking was reduced in both the control group

receiving minimal advice, and the treatment group which received

Brief Intervention. Meaningful reduction of drinking was found in 27-

75% of the heavy drinkers, depending on the oucome measure and

the study group.

Bradley, K. A., Boyd-Wickizer, J., Powell, S.H., Burman, M.L.

(1998). Alcohol screening questionnaire in women: A critical

review. The Journal of the American Medical Association, 280:

2, 166-171. This meta-analytic review of 13 articles covered eight

brief screening questionnaires for heavy drinking, alcohol abuse or

dependence in the general clinical popultion of women in the U.S.

The AUDIT provided specific information regarding alcohol con-

sumption and symptoms of dependence while the CAGE was able

to identify past year or lifetime alcohol dependence, mostly in black

female populations, but not heavy drinking. CAGE, TWEAK and

AUDIT were considered the optimal tests for identifying alcohol

dependence in women.

Russell, M., Martier, S.S., Sokol, R.J., Mudar, P., Bottoms, S., Jacob-

son, S., Jacobson, J. (1994). Screening for pregnancy risk-drinking.

Alcoholism: Clinical and Experimental Research, 18, 1156-1161.

The study administered 4,743 questionnaires to African American

women of low socioeconomic status who admitted to having alcohol

at some time. This was to compare the efficacy of different screening

tests (TWEAK, T-ACE, NET, MAST, and CAGE) in detecting risk

drinking among obstetric patients. Screens need to be short and easy

for practicality and should have direct questions about alcohol 

intake. T-ACE was found to be a valid screening tool for risk 

during pregnancy. 

SPECIAL POPULATIONS—
COLLEGE/UNDERAGE
Screening underage substance users has its unique set of challenges,

particularly because alcohol use is high among college students but

many of them are still under the legal drinking age. Literature in this

area focuses primarily on alcohol. There is concern about patients’

willingness to be honest during the initial screening and this may

indicate, in part, that this population might be better served through

variations on the SBI model. In particular, “non-contact” or anony-

mous interventions may allow for a safer context for the patient to

disclose actual usage patterns. This could involve computer or web-

based questionnaires and/or feedback, health resource outreach

programs, or could even be a part of freshman orientation. No-con-

tact interventions, however, need further exploration to determine

duration and level of effectiveness. Overall, the research recognizes

this population as being particularly sensitive to questioning but if

done appropriately and thoughtfully, SBI can have a positive impact. 

Knight, J. R., Harris, S. K., Sherritt, L., Van Hook, S., Lawrence, N.,

Brooks, T., et al. (2007). Adolescents’ preferences for substance

abuse screening in primary care practice. Substance Abuse.

28:4, 107-117. Knight looks at what method of screening adoles-

cents prefer in a primary care setting and how different screening

methods might influence their willingness to provide honest

answers. This is a key patient-audience to target, particularly since

80% of high school students in the survey have begun to drink and

50% reported using an illicit drug. Findings indicate that paper or

computer questionnaires are the best way to administer substance

abuse screening tests and that adolescents were clearly more com-

fortable and honest with paper administrations (the bigger part of

the sample used paper; those who used the computer were a sub-

sample and reported similar levels of comfort). Once screened, if a

youth shows up positive, the provider may need to schedule an addi-

tional appointment to provide an adequate assessment.

Zisserson, R. N., Palfai, T. P., Saitz, R. (2007). “No contact” inter-

ventions for unhealthy college drinking: Efficacy of alternatives

to person-delivered intervention approaches. Substance Abuse.

28:4, 119-131. In an effort to study alternative models, this approach

looks at whether SBI can be effectively delivered to college students

without direct, real-time contact. Print and computer-based modalities

were developed because other models of SBI were not reaching this

population. Ten of eleven studies reviewed showed some efficacy for

no-contact interventions and can decrease alcohol consumption for at

least six weeks after the intervention was delivered. These findings

are comparable to in-person intervention models. Some research

found that discussing personal feedback with a counselor did not

increase efficacy; some even found that the in-person model actual

decreased effectiveness. No-contact interventions, while comparable

to in-person models, may lose effectiveness in the longer term. Fur-

ther research is needed to determine the duration of effectiveness,

mechanisms of change, and how to enhance the effectiveness of no-

contact interventions, particularly targeting freshmen at orientation,

university-wide emails, and links on frequented websites. 
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LaBrie, J. W., Lamb, T. F., Pedersen, E. R., Quinlan, T. (2006). A

campus-based motivational enhancement reduces problematic

drinking in freshmen male college students. Addictive Behav-

iors, 1-13. LaBrie asks whether Motivational Interviewing (MI) can

be used to reduce problematic drinking among college freshman

males, particularly because heavy drinking is often initiated in the

first weeks of school and these patterns may continue throughout.

MI could be used to counter freshman misconceptions of their peers’

drinking behaviors (which are often less frequent and severe). Ulti-

mately, participants may have overestimated their pre-intervention

drinking behaviors and therefore their post-intervention averages—

reported more conscientiously and accurately—may reflect a bigger

reduction in their drinking than reality. 

Colby, S. M., Monti, P. M., Tevyaw, O’Leary T., Barnett, N. P., Spir-

ito, A., Rohsenow, D. J., Riggs, S., Lewander, W. (2005). Brief

motivational intervention for adolescent smokers in medical set-

tings. Addictive Behaviors, 30, 865-874. In addressing adolescent

smoking, Motivational Interviewing (MI) resulted in lower self-

reported averages on cigarettes per day at one, three and six month

follow-ups. While MI could result in lower smoking, the overall

changes in smoking habits are small. 

Monti, P., Spirito, A., Myers M., Colby, S., Barnett, N., Rohsenow,

D., Woolard R., Lewander, W. (1999). Brief Intervention for harm

reduction with alcohol-positive older adolescents in a hospital

emergency department. Journal of Consulting and Clinical Psy-

chology, 67:6, 989-994. Monti examines the effectiveness of SBI

among adolescents (18-24) in emergency room settings. While

many of the patients who received SBI reported fewer incidences of

drinking and driving, there was also a high refusal rate to participate

in SBI among eligible patients. Results do not strongly indicate

whether SBI would be as effective among heavier alcohol users, let

alone if they would be receptive to treatment. 

Marlatt, G. A., Baez, J. S., Kivlahan, D. R., Dimeff, L. A., Larimer,

M. E., Quigley, L. A., Somers, J. M., Williams, E. (1998). Screen

and Brief Intervention for high-risk college student drinkers:

Results from a two-year follow-up assessment. Journal of Con-

sulting and Clinical Psychology, 66:4, 604-615. Baseline

questionnaires were administered to students who intended to enroll

at the University of Washington. The randomized study included

assessment at six months, one year and two years. Results support

the hypothesis that high-risk college students who receive a Brief

Intervention in their freshman year will show a significant reduction

in both drinking rates and harmful consequences, consistent with

earlier findings. Consistent with the idea that adolescent drinking

predicts that most young heavy drinkers mature out of their risky

behavior as they gain life responsibilities, students in both groups

showed a significant drop in drinking rates and problems over time.

Baer, J.S., Kivlahan, D.R., Marlatt, G.A. (1992). Feedback and

advice with high-risk college freshman reduces drinking rates: A

three-month follow-up. Alcoholism:  Clinical and Experimental

Research, 16, 403. Random assignment of 321 college freshmen pre-

viously selected as drinking in the top 25th percentile of the college

class to determine the impact of a single session of motivational feed-

back and advice with heavy drinking college students. Significantly

greater drinking reductions (measured in terms of frequency, average

quantity, and peak quantity) were found within the treatment group,

which received feedback and advice. Analyses suggest that family his-

tory wasn’t related to drinking rates or changes. Drinking patterns and

service utilization will be measured as a function of personal history,

and treatment exposure during the four-year longitudinal study.

Rivara, F.P., Gurney, J.G., Ries, R.K., Seguin, D.A., Copass, M.K.,

Jurkovich, G.J. (1992). A descriptive study of trauma, alcohol and

alcoholism in young adults. Journal of Adolescent Health, 13, 663-

667. Because injuries are the most common cause of morbidity and

mortality in teenagers and young adults, blood alcohol levels (BAL)

were collected along with injury severity scores (ISS) and the Michi-

gan Alcohol Screening Test (MAST) was administered to determine

alcohol problems and probable alcoholism. It was found that there

was not a significant correlation between BAL and ISS, however one-

third of the young adults admitted for trauma and completed the

MAST indicated that they had significant drinking problems and were

probable alcoholics. By taking advantage of the injury or trauma, 

it gives the opportunity to address alcohol related problems in 

young adults.

SPECIAL POPULATIONS—OTHER
The remaining population categories are not meant to give definitive

review of the effectiveness of SBI. They are sparsely populated and

this indicates that the research focus on SBI may not have fully

tapped into these sub-categories. It is possible that there is even

higher stigma around these groups which may or may not affect

medical providers’ interaction with them. Specialized training or

considerations may need to be accounted for when implementing

SBI with these and other underrepresented groups.

ELDERLY
Burton L.C., Paglia, M.J., German Pearl S. Shapiro, S., Damiano,

A.M., the Medicare Preventive Services Research Team. (1995). The

effect among older persons of a general preventive visit on three

health behaviors: Smoking, excessive alcohol drinking, and

sedentary lifestyle. Preventive Medicine, 24, 492-497. A random-

ized trial which addressed the effect of general preventive and

optional counseling visits, screening, immunizations and health

behavior counseling, on change in three lifestyle risks; smoking,

problem alcohol use and sedentary lifestyle. The results implied that

resources for modifying health behavior needs to be focused in a

general preventive visit with the primary care physician. Logistic

regression showed no significant effect of the intervention on any

of the three behaviors.

MENTAL HEALTH 
Ritsher, J.B., Moos, R.H., Finney, J.W. (2002). Relationship of

treatment orientation and continuing care to remission among

substance abuse patients. Psychiatric Services, 53(5), 595-601.

Ritsher addresses the link between substance abuse and mental

health by asking whether continued outpatient care improves the

remission status of patients, two years after discharge, and in rela-

tion to the type of treatment they received (12-step programs vs.

cognitive behavioral or eclectic). Collected over a five-year period

(3,698 VA substance abuse patients), approximately 28% were in

remission two years after discharge; 14% were in remission at both

the 12- or 24-month follow up time points; 24% were in remission

at one of the two time points; 61% were not in remission at either
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time point. Remission rates at one year were similar for those with

co-occurring psychiatric diagnoses vs. those without; however,

those with co-occurring diagnoses were more likely to be in non-

remission at two years. Contributing factors to non-remission are

patient involvement in outpatient mental health and participation in

self-help groups in the last three months of the first year. Ultimately,

the type of treatment resulted in similar remission rates and those

with polysubstance and/or comorbid psychiatric diagnoses have

more difficulty achieving long-term remission. Having fewer ses-

sions over a longer period of time may improve outcomes without

requiring much staff time.

POLICE
Richmond, R. L., Kehoe, L., Hailstone, S., Wodak, A., Uebel-Yan, M.

(1999). Quantitative and qualitative evaluations of Brief Inter-

ventions to change excessive drinking, smoking and stress in the

police force. Addiction, 94:10, 1509-1521. A random controlled 

intervention trial with pre- and post- assessments occurred eight

months apart in New South Wales to determine the effectiveness of

Brief Interventions in the workplace to reduce excessive drinking,

smoking, and stress among at-risk police. There was no evidence of

reduced alcohol consumption, smoking, or symptoms of stress as a

result of implementation. Deeply entrenched police attitudes and

culture within the workplace reduced the effectiveness of the inter-

ventions. Police service culture reinforces alcohol consumption and

longer, more intensive interventions involving repeated contacts

with police are needed.

BROADER SOCIAL CONTEXT
Love, C. T., Longabaugh, R., Clifford, P. R., Beattie, M., Peaslee, C.

F. (1993). The Significant-other Behavior Questionnaire (SBQ):

An instrument for measuring the behavior of significant others

towards a person’s drinking and abstinence. Addiction, 88, 1267-

1279. This assessment of the SBQ using baseline and follow-up as-

sessments was administered to 229 patients and their significant others

to determine whether a significant other’s assessment of an alcoholic,

or abuser of alcohol, was a valid estimation of the true actions of the

patient. The SBQ can be useful in assessing the relationship between

the patient’s experience of social support from a significant other and

their drinking behavior, and may perform as an assessment of the cor-

respondence between the views of the two individuals regarding the

patient’s drinking. The predictive value of the SBQ should be further

investigated and, further, relationships between the SBQ and alcohol

involvement variables after treatment should be examined.

Clifford, P., Longabaugh, R., Beattie, M.C. (1992). Social support

and patient drinking: A validation study. Alcoholism: Clinical and

Experimental Research, 16, 403. Randomized clinical trial of alco-

hol treatment outcomes for alcohol abusive/dependent person’s social

support systems, which was assessed on three essential criteria: 1)

support for drinking vs. support for abstinence 2) affiliative social

investments and 3) instrumental social investments, as dictated by the

Important People and Activities (IPA) instrument. Internal consistency

reliability estimates ranged from 0.61 to 0.78. Baseline measure of

support for patient drinking was predictive of patient drinking six-

months after treatment initiation.
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