
Drug* Screening & Brief Intervention Efficacy:  
the state of the science 

Nick Heather Lecture 
 
 
 
 
 
 

Richard Saitz MD, MPH 
Chair, Department of Community Health Sciences 

Professor of Community Health Sciences & Medicine 
Schools of Public Health and Medicine 

Boston Medical Center 

 

*other than alcohol and tobacco 



Potential conflicts of interest 

§  Grants to the institution that employs me, from the US 
government (National Institutes of Health) to study this 
topic 

§  Payments to me as editor of publications on this topic 
(e.g. UpToDate, Senior Editor J Addiction Med) 

§  Elected member, INEBRIA Coordinating Committee 

§  No alcohol, tobacco or marijuana industry support 
§  I am interested in practice and policy being based on 

the best available evidence, whatever that evidence is 

Drug SBI: does it work? 



Drug SBI: does it work? 



Drug SBI: does it work? 



Objectives 

§  Drug screening and brief intervention: what it is 
§  Why do we think this might work? 

§  Review randomized controlled trial evidence 
§  Interpret the state of the science (speculation) 

§  Implications for policy, practice and research 
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A few assumptions/definitions 
§  Screening (universal, brief); not treatment-seeking 
§  Brief intervention (in person) 

§  General health setting 
§  Evidence for efficacy IN SUCH PEOPLE AND 

SETTINGS (CONTEXT) is required (randomized trials) 
§  Well-agreed upon by bodies that recommend preventive interventions in general health 
§  Precautionary principle: action in face of uncertainty is not without consequences 

§  Adults 

§  Unhealthy use 
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“How many times in the past year have you used an illegal 
drug or used a prescription medication for non-medical 
reasons?” 
 
93% sensitive 
94% specific 

 for past year use 
 
Alternatives:  
ASSIST-cutoff 4 or 2?;  
DAST (misses use; doesn’t spec drug);  
SoDU 2-item (Tiet et al. JAMA Intern Med 2015; Aug 175:1371-7, misses use);  
DUDIT (Berman A et al., disorders) 
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J Gen Intern Med May 19, 2015 
 
 
 
Smith PC, Schmidt SM, Allensworth-Davies D, Saitz R.  
Arch Intern Med. 2010;170(13):1155-1160. doi:10.1001/archinternmed.2010.140. 
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Screening and 
Brief Intervention: 
*Screening 
*Feedback w/-permission 
*Advice 
*Goal-setting 
*Follow-up 
 
 
 
 
 
*assessment of severity and readiness 
*non-confrontational, motivational interviewing-consistent/adaptations 
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Before-After study 

§  10% sample of >450,000 screened + heavy alcohol or any drug 
use 

§  The 3622 at 4 sites with good follow-up (<10% of 
initial 10% sample) 

§  Of those using the drug at baseline (100%), 6 month use was: 

§  100%>>33% marijuana 
§  100%>>21% cocaine 

§  100%>>15% methamphetamine 
§  100%>>27% heroin 

§  100%>>16% other drugs 

Madras B et al. Drug Alcohol Depend 2009;99:280-95
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2015
What happened to the evidence? 
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§  RCT in varied outpatient settings, 5 countries, n=731 

§  Excluded mild and severe; 3-month follow-up 

§  Small (clinically insignificant) decreases in 
drug use scores 
§ Total score (range 0-338): 

§  BI 36>30 vs Control 36>32 (7% diff) 
§  In the US, Control was > effective (35>31 vs 39>31, 9% diff, p=0.11) 

§ Cannabis (range 0-39) 
§  BI 18>14 vs Control 17>15 (8% diff) 

§ Stimulant (range 0-39) 
§  BI 17>12 vs Control 15>12 (14% diff) 

§ Opioid (Studied in India only) 
§  BI 23>13 vs Control 23>18 

 
Humeniuk R, et al. Addiction 2012;107:957-66. 
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98% follow-up 
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92%	
  used	
  any	
  drug	
  by	
  self-­‐report,	
  3	
  mo	
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“This finding suggests a 
need for caution in 
promoting widespread 
adoption of this 
intervention for drug use 
in primary care.”

BI  14 >>12 d/30, ASI 0.11>>0.10
UC 13 >>10 d/30, ASI 0.11>>0.09
Favors control group
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ASPIRE secondary and subgroup analyses
**No differences in drug use consequences (SIP-D), injection drug use, unsafe sex, 
hospitalizations, ED visits, or for mutual help group
attendance.
**No effects in ASSIST 4-15, 16-26 No effects in ≥5 vs <5 days use 
**No interactions with significant interactions with readiness, anxiety, depression, 
pain. 
**No effect for daily marijuana (Fuster D et al. in press)
**Among a subgroup of 23 participants who also had marijuana consequences AND 
ASSIST scores of 27 or greater, MI was associated with fewer days of marijuana use 
(mean, 8 vs 20 for BNI, 21 for control; P = .06)

ROY-BYRNE Study secondary and subgroup analyses
**No differences in any ASI severity (drug, med, psych, social, legal), arrests, HIV 
risk behaviors, hospital and ED utilization, mortality 
**BI group with high drug problem severity more likely to enter specialist drug 
treatment (26% vs 16%) and more likely to reduce ED use (2.6 vs. 4 visits/yr among 
those w/>1 visit)



Drug SBI: does it work? 

JAMA. 2014;312(5):502-513. doi:10.1001/jama.2014.7862. 
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    No 
BI 

BNI MOTIV BNI vs. no BI MOTIV vs. no 
BI 

  N  Adjusted Means IRR 
(95% CI) 

p-
value 

IRR 
(95% CI) 

p-
value 

Days used 
main drug 

57 6.4 2.1 2.3 0.33 
(0.15,0.74) 

0.01 
0.36 

(0.15,0.85) 
0.02 

 

Exploratory analyses stratified by main drug 
 

Days used 
main drug 
(Cocaine, 
Opioids, 
and Other)  

17 2.3 0.3 1.9 0.12 
(0.03,0.43) 

0.003 
0.81 

(0.17,3.91) 
0.79 

Days used 
main drug 
-Marijuana 

40 7.4 3.6 3.1 0.49  
(0.19,1.25) 

0.13 
0.42 

(0.15,1.14) 
0.13 

++Model adjusted for the following baseline covariates: # days main drug use in past 30 and main drug 

‡Model adjusted for the following baseline covariates: # days main drug use in past 30 
§Not heroin 

++Model adjusted for the following baseline covariates: # days main drug use in past 30 and main drug 

‡Model adjusted for the following baseline covariates: # days main drug use in past 30 
§Not heroin 

++Model adjusted for the following baseline covariates: # days main drug use in past 30 and main drug 

‡Model adjusted for the following baseline covariates: # days main drug use in past 30 
§Not heroin 

ASSIST scores 2,3 only. Adjusted for baseline use. Baseline unadj. mean=3.4 days
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Gelberg et al. 2014 abstract 

DESIGN: RCT, primary care, drug ASSIST scores 4-26 
 
INTERVENTION: brief clinician advice, a video doctor, and 2 30-40” drug-
use health education/reinforcement telephone sessions.  
CONTROL: information on cancer screening. 
 
PARTICIPANTS: n=334, 3 mo. follow-up 78%.  
 
RESULTS: Reduction in days use of the highest scoring drug was 3.9 days 
larger in the intervention than in the control group, larger in patients with 
high baseline drug use, and with 2 or more contacts. 
 
Laboratory testing (urine) in a subset 

http://spr.confex.com/spr/spr2014/webprogram/Paper21817.html
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N=1,284
Mean age 36
44% cannabis
16 days use/mo

Hair drug test Primary drug Any drug 

Baseline 93% 98% 

3 months 90% 96% 



Blow et al. 2015 (June) 
 
RCT computer v. in person BI v. UC; n=780 ED patients 
--ASSIST 4+, 90% MJ, mean age 31, low SES, 1/5 suicidal thoughts 
--81% 3 mo. F/U, urine testing in some? 
 
In-person BI (not computer) reduced self-reported days drug use 
over 6-12 mo 
(effect size 0.2; by approx. 13/90 days, from 46 to 33) 
Booster did not add 

Blow FC et al. Poster, and Abstract book p.14 
CPDD 77th Annual Meeting • Arizona Biltmore, Phoenix, Arizona 
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Woodruff SI et al. Addict Sci Clin Pract (2014) 9:8.doi:
10.1186/1940-0640-9-8  
 
RCT in person BI n=700 ED patients 
--42% follow-up at 6 months. Hair testing. 
 
No difference in abstinence or ASI-Lite drug use score 
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Other RCTs 
①  Short-term decrease in addictive prescription drug use 

by adult hospitalized patients (n=126) 
②  RCT in adults in urgent care (n=1175) 

•  5-9% increase in cocaine/heroin abstinence 
•  No difference in linkage to treatment 

Zahradnik A, et al. Addiction. 2009;104(1):109–117 
Otto C, et al.  Drug Alcohol Depend 2009;105:221-6 
Bernstein et al. Drug Alcohol Depend 2005;77:49 
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Velasquez/Field et al.

Trauma center
Biological testing

Drug SBI: does it work? 

Velasquez MM, Field CA co-PIs 
Von Sternberg K Co-I 

Estimated Enrollment: 930
Primary Completion Date: April 2014 
(Final data collection date for primary outcome measure)
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(screen), TREAT AND REFER (vs SBI vs S...RT)…

ü  increased engagement in addiction treatment (78% vs 41%), 
ü  reduced self-reported illicit opioid use (5 to 1 vs 2 days/wk)
ü  decreased use of inpatient addiction treatment services
ü  did not decrease the rates of urine samples positive for opioids

*34% seeking treatment, 9% overdose, 73% past drug treatment

(*e.g. Terrific! Though not SBIRT) 
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Counting Drug SBI RCTs and n’s 

§  Primary care 

§  2 null, n=1,396 

§  1 positive, n=334 (abstract; publication imminent) 
§  1 positive pilot for low risk (n=61)(abstract; publication not imminent) 

§  Emergency Department 

§  1 null, n=1,285 (multi-site) 

§  1 null, n=700 (58% loss to follow-up) 
§  1 ?null, n (projected)=930 (trauma; not presented) 

§  1 positive, n=780 (abstract; publication pending) 
§  Various sites 

§  1 mixed results, mixed sites, n=731, clinically insignificant 

§  1 positive, mixed sites (urgent, ortho, women’s) n=1,175 
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Summarizing Drug SBI RCTs 
Many more patients in null studies; effect size in positive 
study small>>summary likely null 

 

Adding methodological differences: may favor null studies. 
 

But can/should SBI studies be combined? 
   *Electronic (computer, video) components 

   *Involvement of physician (Gelberg et al advice, video) 

Drug SBI: does it work? 
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§  Null hypothesis significance testing—limited 
§  Effects of control group procedures 

§  Regression to the mean 

§  Research participation effects 
§  Assessment reactivity 

§  Historical/secular/time/natural history trends 
§  Note: in Saitz et al use did not decrease, differences 0; in Roy-Byrne et al 

effect estimates favored control; thus unlikely due to any of above 

§  Bayesian approach 
§  e.g. prior to doing the study, how likely is it that a brief conversation with 

someone newly identified as at risk from drug use will in response, reduce or 
stop their use? 

DISTINGUISHING BETWEEN ABSENCE OF EVIDENCE + EVIDENCE OF ABSENCE 



What do I think we know? 

§  Evidence of absent effect: 1-2 brief motivational 
counseling sessions by counselors not previously 
known to the patient (identified by universal 
screening), in primary care, has no efficacy for 
reducing drug use or consequences 

§  Probably evidence of absent effect: emergency 
department 
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Not surprising, we are not alone. 

§  RCT of BI for intimate partner violence and alcohol 
§  Null (for IPV incidents and days heavy drinking) 

§  RCT of BI for intimate partner violence 
§  Null 

§  Life is too complicated for BI 

Drug SBI: does it work? 

Rhodes KV et al. 
JAMA 
2015;314:466-77 
 
Klevens J et al. 
JAMA 
2012;308;681-9 
 
Klevens J et al. 
JAMA 
2015;314;515-6 
 



Lessons for and from alcohol SBI 
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§  When you identify someone, treat them! And don’t 
make it so difficult! (D’Onofrio et al, 2015) 

§  Corollary: RT as currently done as part of “SBIRT” 
doesn’t work 
§  Evidence: very few go; no more go as a result of ‘BIRT’ 
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§  Systematic review, 13 RCTs, 1 excluded due to high risk of bias (results 
unchanged if included), 9 with sufficient data meta-analyzed 
§  The only positive study: a letter mailed advising patient to go 

§  6 studies had referral-specific interventions in the intervention group only; 2 
in both groups; rest motivational but not specific referral description 

§  Specialty care 2%-56% over next 3-18 mo (1 was 10 y) 

§  RR 1.08 (95% CI: 0.91-1.29) 

LACK	
  OF,	
  FOR	
  THE	
  RT	
  IN	
  SBIRT	
  

Glass JE et al. Addiction 2015; 110:1404–15. 
Saitz R. Addiction 2015;110:1416–17. 



Lessons for and from alcohol SBI 

Drug SBI: does it work? 

§  Biological testing may be very important, especially 
testing that covers the self-report period 

§  D’Onofrio 2015: Intervention affected self-report, not urine results 

§  Studies using hair testing (90 day)>>null and consistent 
§  Bogenschutz, Saitz, Woodruff 

§  Alcohol SBI consistently yields modest effects on self report 
use (among those with risky, not heavy disordered use, in PC) 
§  In systematic reviews, no consistent effects on biological 

measures, alcohol consequences (including medical), 
hospitalizations, emergency department visits… 

§  So, does alcohol SBI “work”? 
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§  Context/setting matter 
§  PC: consistent modest effects (alcohol consumption) 

§  ED: good place to start urgent drug Rx (D’Onofrio); mixed findings for 
alcohol (signal for more severe?Field C et al 2010 alc-rel injury+dep)  

§  Hospital: Difficult to detect efficacy (4 RCTs find effects on self-
report alcohol use but no other outcomes; null when study with 
highest risk of bias excluded (McQueen Cochrane review 2011) 

§  Keep an eye out for J Freyer-Adam ELECTRONIC alcohol SBI hospital—presented at ICTAB 2015 Odense 

§  Drug: Will it work anywhere? Skip SBI and go to Rx directly? 



Lessons for and from alcohol SBI 
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§  Severity and nature of risk 
§  Illicit/illegal nature? Perceived risk? Disorder severity? 

§  Alcohol SBI lit suggests ‘narrow band’ for efficacy; translatable to 
drug? Is the band so narrow as to not be clinically useful? 

§  Intervention details may matter  
§  Confounded (i.e. duration and motivational) 



Maybe computer? 

Drug SBI: does it work? 

§  Gelberg et al had electronic components 
§  Fidelity advantages 

§  Longitudinal therapeutic alliance disadvantages? 

§  Ondersma et al. 2014 
§  eSBI drug n=143 postpartum women.  

§  OR 3 for abstinence at 3 mo, OR 4 for neg hair test at 6 mo.  

§  But…alcohol eSBI null (systematic review 2015)? 
§  Decrease 1 drink per week at 6 but not 12 mo (self-report); no 

difference in risky drinking)  

Ondersma et al. J Subst Abuse Treat 2014;46:52-9 
Dedert EA et al. Ann Intern Med 2015;163:205-14 



Research implications 
§  Findings are generally null. Will funders and peers be 

convinced that further efficacy testing is warranted? Will 
policy-makers and SBIRT implementers continue to 
disseminate it without or until further research? 

§  Needed (?) studies 
§  Meta-analysis 
§  Biological testing 
§  Clinically important outcomes, combined pre-specified outcomes (e.g. coc, alcohol) 
§  Interventions that are integrated into general health care, repeated and not so brief 
§  Electronic components with human touch, other clinicians 
§  Interventions for multiple risks 

§  Clarify intervention components, details (more reviews may help) 
§  Ever more focused subgroups? Even greater attention to fidelity? Focus on more 

advantaged populations? 
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Some youth drug SBI RCTs 
①  n=59 adolescents in primary care in Brazil-decreased 

MJ and stimulant use and problems 

②  Decreased marijuana use by adolescents in the 
emergency department in a pilot study (n=210) 

③  Decreased cannabis problems and drug use (computer 
BI) and cannabis DUI (therapist) by adolescents in 
primary care (n=328) 

④  Computer (but not therapist) BI prevented cannabis 
(17% vs 24%, 1 yr) use in adolescents in primary care 
(n=714) 

DeMicheli D et al. Rev Assoc Med Bras 2004; 50(3): 305-13 
Bernstein E et al.  Acad Emerg Med 2009; 16: 1174-85 
Walton MA (Blow) et al. Drug Alcohol Dependence 2013;132;646-53. 
Walton MA (Blow) et al. Addiction 2013;109:786-97. 
 

Drug SBI: does it work? 



We spend lots of time and effort with 
critical appraisal of null studies. But… 

Gorman DM. Addiction 2015;110;1539-40. 
Aarts AA et al. Science 28 August 2015: Vol. 349 no. 6251 
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Seshia SS et al. J Eval Clin Pract 2014;20;734-47. 

§  Self-serving (e.g. COI) 
Anchoring (focus) 
Confirmation 
In group conformity 
Affect heuristic (feel good) 
Framing effects (of evidence) 
Search satisficing (satisfy and suffice) 
Consistency tendency 
Reductionism 
Overconfidence 
Automation 
Novelty 

§  Optimism 
Intellectual/belief/advocacy 
Halo effect 
Groupthink 
Inside the box 
Herd effect 
Specialty bias 
Scientific inbreeding 
Sunk cost fallacy 
Fallacy of silence 
Planning fallacy 
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Thoughts. 

§  Even positive SBI studies find small effects, on 
use (only, and, maybe). Difficult to maintain 
fidelity, clinical effects, in real practice. 

 

“A leading hypothesis to explain the null findings of the SIPS 
and PRE-EMPT trials is that they are due to lack of fidelity in 
the implementation of BI in large, complex, cluster 
randomized trials” Heather N. 

Drug SBI: does it work? 

Kaner E et al (Heather). (SIPS) BMJ 2013;346:e8501  
Van Beurden I et al (Anderson) Addiction 2012 107:1601–1611  
Butler CC (McCambridge, Rollnick)(PRE-EMPT) BMJ 2013, 346:f1191. 
Williams EC et al. Addiction 2014;109(9):1472–1481 
Zatzick D et al. Addiction 2014;109: 754–765 
Bendtsen P et al. ODHIN study. Alcohol Alcohol 2015 (5% screened)  
Heather N. Addiction Sci Clin Prac 2014, 9:13 
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Thoughts. 

§  Extended Precautionary Principle:  
§  “Substance use is a big problem; we have to do something about it” 

§  SBIRT is “cheap” (not really) 
§  Itself. 
§  Opportunity costs. 
§  Adverse effects (confidentiality; of BI done poorly). 

§  Action in face of uncertainty is not without consequences 

Drug SBI: does it work? 

Precautionary principle (i.e. not extended): if an action or policy has a 
suspected risk of causing harm to the public or to the environment, in the 
absence of scientific consensus that the action or policy is not harmful, the 
burden of proof that it is not harmful falls on those taking an action. 

(primum non nocere) 
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Thoughts. 
§  Policymakers believe in this; practitioners, researchers 

and patients have known all along it is more complicated 

§  Evidence does not make decisions; it informs us what to 
expect from our actions 
§  Don’t expect much in terms of less use from SBI (alcohol or drug) 

§  Even best evidence for alcohol SBI in PC, >50% still drinking too much 

§  There are reasons to identify, assess and manage 
§  To diagnose symptoms (e.g. insomnia, anxiety, tremor, 

heartburn, chest pain…) 
§  To treat, e.g. with medications (…opioids…) 

§  To get staff in clinics to address substance disorders 

§  To get substance use considered a health risk and condition 

§  Better approaches are needed. Really. 
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rsaitz@bu.edu
@unhealthyalcdrg
@JAM_lww
@EvidBaseMed_BMJ
http://www.bumc.bu.edu/care/
http://www.bu.edu/sph/academics/departments/community-health-sciences/
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Cautions for the real world 

Kaner et al. BMJ 2013;346:e8501 doi: 10.1136/bmj.e8501  

● 29 GP practices were given training, 
newsletters, progress reports, and paid to 

screen for unhealthy alcohol use, and 

provide advice and counselling (cluster 

RCT of leaflet, advice, counselling) 
● 40% needed the research team to come and 
do it 
● Even then, 43% of patients did not receive brief 
counselling to which they were assigned 

● No differences in consumption, problems 

or quality of life 
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Cautions for the real world 

● RCT of extensive implementation 
effort led to no increase and 

between group differences in 

screening of (10%) and advice to at-

risk drinkers (3%) 
● (No effect on drinking) 

Intervention
Guideline provided
Reminder card on desk
2-3 hr. evening training with dinner
Feedback re: their own patients screened
Facilitated linkage to local addiction treatment programs
Outreach by trained facilitator
Provision of self-help materials for distribution
Waiting room poster

van Beurden, Anderson et al. Addiction 2012 DOI: 10.1111/j.1360-0443.2012.03868.x 
Hilbink et al JABFM 2012;25:712-22. (contamination was an issue-controls got feedback 0-8 months into recruitment) 
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Failures of implementation even 
with Herculean efforts
Failures to effect change in 
drinking, consequences

746 clinicians in 120 European primary care 
practices AGREED to be in a trial of alcohol SBI 
implementation.  

They screened FIVE PERCENT of 180,000 patients 
(most of whom were positive) 

Bendtsen P et al. ODHIN study. Alcohol Alcohol. 2015 doi: 10.1093/alcalc/agv020  
 



hol-related advice with regard to tone and content. Advice
about smoking and alcohol differed even when offered by the
same provider during a single visit (Table 3).

When giving advice about smoking, providers tended to use
language that was decisive, clearly stating the course of action
that they believed their patient should pursue. Moreover, pro-

viders moved beyond merely advising tobacco cessation and
gave considerable attention to how patients could accomplish
this goal. In contrast, alcohol-related advice was marked with

equivocating statements and ambiguity (Table 3). Providers
made timid suggestions (e.g., ‘‘it’d be worthwhile trying to cut
that back a little bit if you can’’), and offered vague advice (e.g.,

‘‘you’re going to need to be real careful about that drink-

ing. . .’’). In addition, most providers did not educate their pa-
tients about recommended drinking limits. Direct suggestions
regarding how patients might go about changing their drinking

behavior were also mostly absent from these alcohol-related
discussions.

Very few instances of clear, unambiguous alcohol-related

advice were noted. We present the strongest example of such
advice in Table 2 (Atypical Example 1).

Discomfort on the Part of the Provider was Evident During
Alcohol-Related Discussions. We observed a number of specif-
ic behaviors that seemed to indicate discomfort on the part of

the provider (Table 4). These included hesitation and stutter-

Table 2. Examples of Theme 1: Patients Disclosed Information Regarding Their Drinking, But Providers Often Did Not Explore These Disclosures

Example 1
Patient A: ‘‘Six beers . . . or maybe even 8 sometimes’’
Provider 1: ‘‘Okay. Okay. Have you been able to take your medication on a regular basis?’’
No further exploration of patient’s drinking during this visit

Example 2
Provider 2: ‘‘So maybe plain Tylenol would be a better choice . . .’’
Patient B: ‘‘. . . I was worried about my liver on that. You said it’s bad for your liver and then—’’
Provider 2: ‘‘I’m more concerned—’’
Patient B: ‘‘Well, I’ve been boozing’’
Provider 2: ‘‘I know. I’m more concerned about your kidney function ...’’
Only reference to alcohol during this visit

Example 3
Provider 3: ‘‘. . . you were drinking 4 or 5 drinks a day . . .’’
Patient C: ‘‘. . . I—I backed off of that because you talked about weight’’
Provider 3: ‘‘Yeah. Yeah. I noticed your weight’s down a bit’’
(199 lines later . . .)
Patient C: ‘‘I took Nyquil until I passed out and busted my fool head open. I fell off a chair’’
Provider 3: ‘‘Oh. Well, we didn’t check any lab tests at your last visit’’
No other reference to patient’s drinking during this visit

Example 4
Patient D: ‘‘I freaked out and tried to self-medicate with alcohol . . . they got me [to the hospital] . . . and sobered me up . . . they took my blood sugar and

it was up to 400 something . . . so I figured this last time when I was drinking that my blood sugar was probably way out of sight . . . because I
drank enough to . . . raise my blood sugar way up there . . .’’

Provider 4: ‘‘Well, how have your—have—have you been checking your sugars at all in the last few days?’’
No further exploration of patient’s drinking during this visit

Atypical example 1
Provider 5: ‘‘I had some concerns after our last visit because you said that you tend to have maybe 6 drinks or so, or 3 doubles or something at night

with the . . .’’
Patient E: ‘‘No. I have—Well, yeah, I guess you’d call them doubles’’
Provider 5: ‘‘Mm-hmm’’
Patient E: ‘‘I have 3 martinis . . . And that’s a regular routine . . . And I—I enjoy it’’
Provider 5: ‘‘Yeah, I understand that’’
. . .
Provider 5: ‘‘Has she or anybody else ever suggested that you stop or slow down drinking?’’
Patient E: ‘‘Well, you consider that heavy. See, I don’t. It’s—and . . .’’
Provider 5: ‘‘But anybody else in your life ever . . . ever say any...’’
Patient E: ‘‘No. No. No. I’m up by myself until . . . what? ... 12, 1 o’clock in the morning’’
Provider 5: ‘‘Mm-hmm’’
Patient E: ‘‘And I enjoy that time’’
. . .
Provider 5: ‘‘There is the issue of how it interacts with your diabetes . . . And the blood sugar. And I think we need to maybe get some—we need to get

some more objective data, you know, uh, find out what your sugar does, what effects uh, uh, your . . . your . . .’’
Patient E: ‘‘Mm-hmm. Well, yeah. I understand it turns into sugar’’
Provider 5: ‘‘ . . . That’s the problem with alcohol is that it causes—I mean, it spikes in your blood sugar. And that can be difficult to control even with

medication . . .’’
. . .
Patient E: ‘‘You’re actually right [that my drinking is not good given my diabetes]. But I’m 66 (laughs) and . . .’’
Provider 5: ‘‘Would you be willing today to uh, uh—it’s been awhile since we did—you haven’t had labs for a long time, actually—to do some labs’’
Patient E: ‘‘Sure. You bet’’
Provider 5: ‘‘And we can also look for some markers on—on the alcohol and see if that’s uh—if there’s objective, uh, physical findings’’
Patient E: ‘‘Okay. Fine’’
Provider 5: ‘‘Then it might be a problem’’
Patient E: ‘‘That sounds good to me’’
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hol-related advice with regard to tone and content. Advice
about smoking and alcohol differed even when offered by the
same provider during a single visit (Table 3).

When giving advice about smoking, providers tended to use
language that was decisive, clearly stating the course of action
that they believed their patient should pursue. Moreover, pro-

viders moved beyond merely advising tobacco cessation and
gave considerable attention to how patients could accomplish
this goal. In contrast, alcohol-related advice was marked with

equivocating statements and ambiguity (Table 3). Providers
made timid suggestions (e.g., ‘‘it’d be worthwhile trying to cut
that back a little bit if you can’’), and offered vague advice (e.g.,

‘‘you’re going to need to be real careful about that drink-

ing. . .’’). In addition, most providers did not educate their pa-
tients about recommended drinking limits. Direct suggestions
regarding how patients might go about changing their drinking

behavior were also mostly absent from these alcohol-related
discussions.

Very few instances of clear, unambiguous alcohol-related

advice were noted. We present the strongest example of such
advice in Table 2 (Atypical Example 1).

Discomfort on the Part of the Provider was Evident During
Alcohol-Related Discussions. We observed a number of specif-
ic behaviors that seemed to indicate discomfort on the part of

the provider (Table 4). These included hesitation and stutter-

Table 2. Examples of Theme 1: Patients Disclosed Information Regarding Their Drinking, But Providers Often Did Not Explore These Disclosures

Example 1
Patient A: ‘‘Six beers . . . or maybe even 8 sometimes’’
Provider 1: ‘‘Okay. Okay. Have you been able to take your medication on a regular basis?’’
No further exploration of patient’s drinking during this visit

Example 2
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Provider 2: ‘‘I know. I’m more concerned about your kidney function ...’’
Only reference to alcohol during this visit

Example 3
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Provider 3: ‘‘Oh. Well, we didn’t check any lab tests at your last visit’’
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it was up to 400 something . . . so I figured this last time when I was drinking that my blood sugar was probably way out of sight . . . because I
drank enough to . . . raise my blood sugar way up there . . .’’

Provider 4: ‘‘Well, how have your—have—have you been checking your sugars at all in the last few days?’’
No further exploration of patient’s drinking during this visit
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Provider 5: ‘‘I had some concerns after our last visit because you said that you tend to have maybe 6 drinks or so, or 3 doubles or something at night

with the . . .’’
Patient E: ‘‘No. I have—Well, yeah, I guess you’d call them doubles’’
Provider 5: ‘‘Mm-hmm’’
Patient E: ‘‘I have 3 martinis . . . And that’s a regular routine . . . And I—I enjoy it’’
Provider 5: ‘‘Yeah, I understand that’’
. . .
Provider 5: ‘‘Has she or anybody else ever suggested that you stop or slow down drinking?’’
Patient E: ‘‘Well, you consider that heavy. See, I don’t. It’s—and . . .’’
Provider 5: ‘‘But anybody else in your life ever . . . ever say any...’’
Patient E: ‘‘No. No. No. I’m up by myself until . . . what? ... 12, 1 o’clock in the morning’’
Provider 5: ‘‘Mm-hmm’’
Patient E: ‘‘And I enjoy that time’’
. . .
Provider 5: ‘‘There is the issue of how it interacts with your diabetes . . . And the blood sugar. And I think we need to maybe get some—we need to get

some more objective data, you know, uh, find out what your sugar does, what effects uh, uh, your . . . your . . .’’
Patient E: ‘‘Mm-hmm. Well, yeah. I understand it turns into sugar’’
Provider 5: ‘‘ . . . That’s the problem with alcohol is that it causes—I mean, it spikes in your blood sugar. And that can be difficult to control even with

medication . . .’’
. . .
Patient E: ‘‘You’re actually right [that my drinking is not good given my diabetes]. But I’m 66 (laughs) and . . .’’
Provider 5: ‘‘Would you be willing today to uh, uh—it’s been awhile since we did—you haven’t had labs for a long time, actually—to do some labs’’
Patient E: ‘‘Sure. You bet’’
Provider 5: ‘‘And we can also look for some markers on—on the alcohol and see if that’s uh—if there’s objective, uh, physical findings’’
Patient E: ‘‘Okay. Fine’’
Provider 5: ‘‘Then it might be a problem’’
Patient E: ‘‘That sounds good to me’’
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Audiotaped encounters with clinicians who were aware they were being recorded 

Drug SBI: does it work? 

What happens in real life screening and brief intervention
EVEN WHEN PRACTITIONERS KNOW THEY ARE BEING OBSERVED?

VA: receipt of BI not associated with less drinking
VA: “do you drink?” “VA wants to know about it”

McCormick K et al. , J Gen Intern Med. 2006; 21(9): 966–972.  
Bradley KA, et al. Am J Managed Care, 2006 
Bradley KA and Williams EC. Principles of Addiction Medicine. 2009. 
Lapham et al, Med Care, 2012 
Williams EC et al. abstract presentations INEBRIA 2011, 2012 
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RANDOMIZED TRIALS OF 
SCREENING AND BRIEF 

INTERVENTION VS. NO SCREENING 
 
 
 

NONE 
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EFFICACY of BI among screen-identified patients with 
non-dependent unhealthy alcohol use 

§  Efficacious: 10-15” multi-contact 
§  >23 original RCTs,* 9 systematic reviews, primary care 

§  Lower proportion of drinkers of risky amounts 
§  57% vs. 69% at 1 year (n=2784)**; 11% risk diff (n=5973)* 

§  Lower consumption (n=5639) 
§  by 15% (38 grams per week)(n=5639)***; 3.6 drinks/wk (n=4332)*  

§  Accidents, injuries, liver problems, hospital/ER/primary care 
use, legal problems, quality of life: insufficient evidence* 

§  Decreased hospital utilization (>2 RCTs) 
§  Cost-effective (spend $166, save $546 medical, $7780 society) 
§  Decreased mortality (RR 0.47)(4 RCTs (n=1640) 

 
*Jonas DE et al. Ann Intern Med 2012 
Kaner et al. Drug and Alcohol Review 2009;28:301–23 
**Beich et al.  BMJ 2003;327:536 
***Bertholet et al. Arch Intern Med. 2005;165:986 
Kristenson H, et al. Alcohol Clin Exp Res 1983;7:203 (mortality) 
Fleming MF et al.  Alcohol Clin Exp Res. 2002;26(1):36-43 (cost) 
Cuijpers et al. Addiction 2004;99: 839–845 (mortality) 
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MODIFIERS OF EFFICACY 

§  Frequency (alcohol) 

§  Brief multi-contact, 6/7 trials find efficacy 
§  Very brief or brief single contact, 3/7 trials find efficacy 

§  Comorbidity (BI among those with mental health condition or use of 
>1 substance) 

§  No effect on use (or mental health) 
§  Severity (alcohol) 

§  Little evidence for effect (use/consequences) on those 
with very heavy use or dependence 

Whitlock et al. Ann Intern Med 2004;140:557-68 
Kaner EFS et al. Ment Health Subst Use. 2011;4(1):38–61 
Saitz R. Drug Alcohol Rev 2010; 29:631-640. 
Jonas DE et al. Ann Intern Med 2012;157(9):645-654. 
Kaner et al. Drug and Alcohol Review 2009;28:301–23 



Gelberg et al. APHA abstract 2014. Community health center primary care. 
Bernstein et al. Drug Alcohol Depend 2005;77:49. Urgent care. 
Humeniuk R, et al. Addiction 2012;107:957-66. Diverse outpatient settings. 
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Evidence that SBI prevents 
dependence (disorder) 
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SETTING 
§  Most people identified by screening in 

hospitals have dependence (57-79%) 

§  Different expectations and goals 

§ Comprehensive preventive 
longitudinal care? 

§  Long-term therapeutic alliance? 
§  Teachable vs. learnable 

moments? 

4 hosps in Germany, Spain, US 
Belen Martinez et al INEBRIA 2007 
Saitz et al.  Ann Intern Med 2007;146:167-76 
Freyer-Adam J et al. Drug Alcohol Depend 2008 
Bischof et al.  Int J Pub Health 2010  
Saitz et al. Int J Pub Health 2010 
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Cochrane Review: General Hospital 

§  4 RCTs studied effects on drinking 
§  No effect on drinking when trial with high risk of bias 

excluded (and 3 trials excluded dependence*) 
*or more severe drinking or treatment 
McQueen J et al. Cochrane Database Syst Rev 2011;8:CD005191. 
DOI: 10.1002/14651858.CD005191.pub3. NB 2009 “inconclusive” 
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§  1999, n=762 
    NS reduction in injury HR 0.52, CI 0.21-1.29 

§  decreased consumption in 54% sub-sample located in 
follow-up, among those with intermediate but not high, or 
low, SMAST scores, evident at 12 but not 6 months 

§  2006, n=126: no decrease in DWI                   
except in adjusted analyses  

§  2006, n=187: no differences 

§  2007, n=497: no differences 

§  2010, n=1336: effect among dependent 
   % hospitalized not reported 

Gentilello LM et al.  Ann Surg 1999;230:473 
Schermer CR et al. J Trauma. 2006;60:29-34 
Sommers MS et al. J Trauma. 2006;61:523-31 
Soderstrom CA et al. J Trauma. 2007;62:1102-11  
Field & Caetano Drug Alcohol Dep 2010;111:13-20 

Trauma centers-hospitalized patients 

Represents a difference 
of 15 injuries (approx. 35 
vs. 20 injuries) 
(approximated from figure; numbers 
do not appear in paper) 

0.15 

 0.20 
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A (small) bit of good news 

§  20 sites-enhanced training MI (10 hrs); 878 patients 
§  +BACs (but AUDIT <20) 

§  Providers: greater MI skills and time at bedside on SBI 
§  RR 0.88 (95% CI 0.79-0.98) for unhealthy alcohol use,* 
§  3 more abstinent days/90 
§  No difference in heavy drinking days or alcohol-related consequences 
§  No effect on the 50% who had traumatic brain injury 

   *AUDIT >8 (men) >5 (women) 
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§  Two systematic reviews 
§  MAIN RESULT: Most studies-no impact on drinking; 

mixed effects on other outcomes (e.g. injuries) 
 (some, not all, with injured patients) 

§  Two later RCTs 
§  2008: risky use or alcohol+injury, n=500, no effect 
§  2012: risky use, n=899, BI reduced drinking, driving p drinking 

§  No assessment effects (see also Daeppen et al 2007) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

   
6 studies are included in both reviews 
Nilsen P et al. J Subst Abuse Treat 2008; 35:184-201 
Havard A et al. Addiction 2008; 103:368-76  
D‘Onofrio G et al.  Ann Emerg Med. 2008; 51(6):742-750 
D’Onofrio G et al. Ann Emerg Med 2012;60(2):181-92. 

Emergency Departments 

HEAVIER DRINKING 20-21drks/wk, 7-8 HDDs/mo; 
mean AUDIT 11-12 

LIGHTER DRINKING 12-14 drks/wk, 5-6 HDDs/mo; 
2/3rds AUDIT<8 
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What does the evidence mean? 
§  SBI for alcohol: non-dependent, primary care, multiple 

§ Positive findings may be due to self-report bias 

§ What about meaningful outcomes? 
§ What should we do about more severe? 

§ Role for one-time advice? 

§ Any chance it can be implemented and retain 
effectiveness? 

§  SBI for drug: little evidence for efficacy; evidence it 
does not work in primary care; similar for emergency 
departments  
§  Meta-analysis will likely yield null findings 
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