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Abbreviations
90-AQ

Quick Drinking Assessment Interview

ACEP

American College of Emergency Physicians

ACQ

Alcohol Consumption Questionnaire

ACRQ

Alcohol Consumption Risk Questionnaire

(S)ADQ

(Severity of) Alcohol Dependence Questionnaire

AHBQ

Adolescent Health Behavior Questionnaire

AIC

Adolescent Injury Checklist

ADI

Adolescent Drinking Index

Amidx

10-item measure quantifying negative conseqences of drinking alcohol

APRA

Alcohol Perception of Risk Assessment

ASN

Alcohol Specialist Nurse

AUDIT

Alcohol Use Disorder Identification Tool

BAC

Blood alcohol concentration

BAPQ

Brief Alcohol-Problems Questionnaire

MI

Motivational interviewing

BI

Brief intervention

BMI

Brief Motivational Interviewing

CAGE

CAGE Questionnaire

CG

Control group

CG-A

Control group (assessment)

CHUG

Check-Up to Go

CRA

Clinical Research Assistant

DSM-IV

Diagnostic and Statistical Manual of Mental Disorders

DUI

Driving under the influence (of alcohol)

DWI

Driving while intoxicated

EAP

Employee Assistant Programme

ED

Emergency Department

FAsTask

Family Assessment Task

FCU

Family Check-Up
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FRAMES

Motivational Interviewing Approach (Feedback, Responsibility, Advice, Menu of Strategies,
Empathy & Self-Efficacy)

GHQ

General Health Questionnaire

HED

heavy episode/episodic drinking

IMI

Individual Motivational Interview

ITT

"Intention to treat" analysis

MI

Motivational interviewing

NIAAA

National Institute on Alcohol Abuse and Alcoholism

OASIS

Drinking history questionnaire, used in the New York Health Care Intervention Service
Programm Evaluation

PART

Pittsburgh Alcohol Reduction through Text-Messaging

PAT

Paddington Alcohol Test

PED

Pediatric emergency department

PHC

Primary health care

PHQ-A

Patient Health Questionnaire

RAPS4

Rapid Alcohol Problems Screen

RCT

Randomized controlle trial

RTCQ

Readiness to change questionnaire

SAPAS

Standardised Assessment of Personality- Abbreviated Scale

SAU

same as usual

SC

Standard Care

SCQ

Stages of change questionnaire

SCID-1/P

Structured Clinical Interview for DSM Disorders

S-DrinC

Drinker Inventory of Consequences, short form

SIP

Short Inventory of Problems (brief version of the Drinker Inventory of Consequences)

(S)MAST

(Short) Michigan Alcohol Screening Test

SOCRATES

Stages of Change Readiness and Treatment Eagerness Scale

SSQ

Social Satisfaction Questionnaire

TC

Trauma centre

TLFB

Timeline followback

URICA

Assessment of readiness and stages of change

VAS

Visual analogous scale
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0. Executive Summary
Aims and purpose:
Alcohol consumption in the European Union is among the highest worldwide, being a serious risk
for individual health, families, communities and economies. To reduce alcohol related negative
consequences, the BISTAIRS Project (Brief interventions in the treatment of alcohol use disorders in
relevant settings) aims on the evaluation and implementation of brief intervention (BI) to reduce
alcohol consumption in relevant settings. In the first stage of the project, we aimed to provide an
update of evidence for effectiveness in well-investigated settings (such as PHC, emergency care), and
a compilation and critical appraisal of the effectiveness of BI in other settings, with a smaller evidence
base (e.g. workplace health, social services).
Methods:
A systematic review of primary literature was conducted for the settings of emergency care, social
services and workplace, searching for interventional studies investigating the effectiveness of BI.
Primary studies were eligible if they were conducted between 2002 and 2012, used a (randomized)
controlled design (RCT) design and were published in English language. BI was defined as a single
session or up to a maximum of four sessions with a maximum of 30 minutes per session. Studies
with single sessions longer than 40 minutes were excluded. For the primary health care (PHC)
setting, a review of reviews (RoR) was conducted due to the already large literature body in that
field. All database searches were performed in July 2012.
Results:
As to PHC, results of 26 eligible reviews confirm that there is a large and robust evidence base
supporting the effectiveness of BI in reducing harmful (non-dependent) drinking.
In emergency care, we retrieved 34 RCTs meeting our inclusion criteria. Whereas only nine studies
could determine robust effects of BI on drinking levels (and only 3 of them persisting at 12 month
follow up), the majority of studies report comparable improvements in the control groups, or
superiority of BI in some single (secondary) outcome measures or BI effects on specific subgroups.
For the non-medical settings (workplace and social services), the evidence base is very sparse (8
RCTs in workplace, 7 in social services). Results on effectiveness are equivocal, and there is a large
heterogeneity in included poplations, outcome measures and intervention intensity.
Conclusion:
The effectiveness of BI in PHC is confirmed by a large evidence base. For non-medical settings
(workplace and social services) no definite conclusions on the effectiveness of BI in non-medical
settings should currently be drawn, as the evidence is equivocal and the number of studies is not yet
sufficient. Future research should therefore focus on more well designed, high-quality studies in
these settings. This should also comprise the examination of specific patient and age groups, the
identification of ‘active’ ingredients of brief interventions, and the optimum frequency of BI in order
to maintain longer-term effectiveness.
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1. Aims and purpose
With approximately 58 million harmful drinkers and 23 million alcohol dependents, the European
Union is one of the heaviest alcohol drinking regions worldwide. Excessive drinking is a significant
risk to public health, with the harmful effects of excessive alcohol consumption on the health of
individuals, families and communities; its contribution to health inequalities; and the rising costs to
health services, the economy, the criminal justice system and social care well-documented (1, 2). The
WHO Global Burden of Diseases 2009 report indicates that alcohol is the second greatest risk to
health and well-being in developed countries, making this a priority area for the EU (3). Brief
interventions (BI) for alcohol have been shown to be effective in the management of alcohol
consumption for non treatment-seeking harmful alcohol drinkers, who are at physical and social risk,
but not yet dependent. To date, most evidence of BI effectiveness has been gathered in primary
health care (PHC) settings. However, as concluded in the UK NICE guidelines (4), the overall
evidence of BI effectiveness strongly suggests an extension of BI implementation in settings beyond
PHC, such as in workplace health services, emergency care and social services.
Against this background, , the BISTAIRS project aims to foster the implementation of brief
interventions (BI) in a range of relevant settings (workplace health services, emergency care and
social services) by identifying, systematising and extending good practice of BI across the EU member
states. This report is part of the first core work package, WP4, which aims to compile the evidence
base for the effectiveness of BI in these settings. Subsequent project steps will adress implementation
issues, and provide an overview of established models of good practice (WP5), field tests in each
setting (WP6) and provide guidelines for further implementation of setting-adapted BI approaches in
th EU (WP7).
In the first stage of the project, we aimed to provide an update of evidence for effectiveness in wellinvestigated settings (such as PHC, emergency care), and a compilation and critical appraisal of the
effectiveness of BI in other settings, with a smaller evidence base (e.g. workplace health, social
services). As to primary health care (PHC), numerous studies have reported that BI are effective in
reducing excessive drinking, with 29 controlled trials having accumulated over the past 25 years
alone (5). On this basis, a rapid narrative review of published reviews (a review of reviews) is
provided to establish an up-to-date and robust picture of the available and authoritative evidence on
the effectiveness of alcohol BI in PHC. For workplace health, emergency care and social services
settings, we conducted systematic reviews of the primary literature for each setting, including all
studies that were published since 2002.
This report summarises the findings from the reviews and gives an update of the available literature
on the effectiveness of brief interventions across the settings of interest (PHC, workplace health
care, emergency care and social services settings).
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2. Methods
2.1 Primary health care settings: review of reviews
Full systematic reviews and / or meta-analyses of studies examining the effectiveness of brief
interventions for alcohol in PHC settings published from 2002 in English were eligible for inclusion.
PHC was operationalized to include all immediately accessible, general health care facilities but not
emergency settings. BI was defined as a single session and / or up to a maximum of four sessions of
engagement with a patient and the provision of information and advice designed to achieve a
reduction in risky alcohol consumption or alcohol-related problems. Primary outcomes of interest
included changes in self- or other-reports of: drinking quantity and/or frequency; drinking intensity;
and drinking within recommended limits. Electronic database searches were conducted in July and
August 2012 using appropriate MeSH terms. In addition, key word searches were carried out of
appropriate websites, and experts in the field were also consulted. The title and abstract of all
records were screened, with full text copies of potentially relevant papers retrieved for in-depth
review against the inclusion criteria. The methodological quality of eligible studies was assessed
independently by two reviewers using the Revised Amstar tool (R-AMSTAR) (6).

2.2 Emergency care, workplace health and social service settings: review of
primary literature
We conducted electronic database searches in the databases Medline (OVID), EMBASE (OVID),
PsycInfo (OVID), The Cochrane Library (Wiley), CINAHL (EBSCO) and Web of Science (Databases:
SCI-EXPANDED, SSCI, A&HCI). The respective search protocols for each setting are attached in
Annex B. Inclusion timeframe was from January 2002 until July 2012 (Search was conducted on July
15, 2012) and articles had to be in English language. BI was defined as a single session or up to a
maximum of four sessions with a maximum of 30 minutes per session. Studies with single sessions
longer than 40 minutes were excluded. Additional information or further sources obtained from
experts in the field, networking with colleagues, websites of relevant organisations/networks and
reference lists of included articles were also considered. Primarily, we aimed to include randomized
controlled trials (RCTs), but also searched for prospective observational studies to consider them
subordinately, as we expected only a small number of RCTs in social service or workplace settings.
While the concepts of emergency settings and workplace health services are relatively well-defined
and understood, the definition of “social services” remains more ambigious. In this review, our
definition includes studies based in the following settings or populations: homeless people, offenders
under the influence of alcohol, youth work / youth welfare services, employment agencies, and
(drug) counselling centres. We excluded studies based in college/school settings, due to the vast
heterogeneity of interventions (often class-based, one-hour group interventions).
Selection of studies comprised, in a first step, screening of title and abstract, which was partly done
by identifying keywords leading to exclusion, e.g. “hepatitis” “cancer” or “opiates”. For potentially
relevant articles, full text was retrieved and examined in-depth.
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After inclusion, methodological quality of all considered studies was assessed, using an adapted
version of the SIGN checklist for RCTs, with a maximum score of 27 points (see Annex C).
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3. Results

Identification

3.1. Primary health care
Titles and abstracts identified
through database searching
n = 972

Additional records identified
through other sources
n = 110

Screening

Records after duplicates removed
n = 1,082

Titles and abstracts screened
n = 1,082

Records excluded
n = 1,002

Articles excluded n = 54

Included

Eligibility

Full text articles assessed
for eligibility
n = 80

Key reasons: not primary
care setting; appropriate
data on primary care no
available; not alcohol; data
on alcohol not available;
not effectiveness focus;
published pre-2000; not
available in English;
duplicate paper.

Publications included in
narrative synthesis
n = 26

In total, twenty six individual systematic reviews met the eligibility criteria (7-32). A further nine
reviews were considered but subsequently excluded as they either included only a small number of
clearly eligible studies, or it was not possible to determine exact numbers based in PHC settings (3341). The mean R-AMSTAR score for the 26 included reviews was 29 (median 28.6; range 13-44).
Using R-AMSTAR scoring, five reviews were categorised as an ‘A’ grade publication (7, 13, 20, 23,
31), eight were categorised as ‘B’ (8-11) (14, 18, 21, 24), eight as ‘C’ (17, 19, 22, 25, 27, 29, 30, 32)
and five as ‘D’ (12, 15, 16, 26, 28). The findings reported below are therefore based on the twenty
six fully eligible reviews.
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Effectiveness of brief interventions
Across the included studies, it was consistently reported that brief interventions for alcohol were
both clinically- and cost-effective for addressing harmful (non-dependent) drinking when delivered in
PHC settings (7, 9, 10, 12, 13, 17, 19, 21, 23, 24, 26, 28-30, 32). Weekly alcohol consumption was
the most commonly reported outcome, and meta-analysis by Kaner et al. (2007) showed that
compared with control conditions, BI reduced the quantity of alcohol drunk by 38 g per week, which
equates to approximately 4-5 UK standard drink units at 7.9g or 10ml per standard unit of alcohol
(7). This compares with a more recent review by Jonas et al, which suggested that brief behavioural
interventions in PHC reduce alcohol consumption by 3.6 mean drinks per week for adults (2.4-4.8),
1.7 (0.6-2.8) for older adults and 1.7 (0.7-2.6) for young adults/college students, with the standard
measure for the purpose of meta-analysis here equating to 13.7g per drink (23). Further, the
evidence suggests that gender and socio-economic status do not necessarily influence outcome of BI
for hazardous and harmful drinking (9, 23, 25). Delivery by a range of practitioners in primary health
care settings has beneficial effects (20), although findings of one review suggest that the effect-sizes
are greater if delivered by doctors (31). Finally, in terms of the optimum length of the intervention,
there is little evidence to suggest that longer or more intensive input provides additional benefit
over shorter, simpler input (7, 26); however one review found greater effect sizes for brief multicontact interventions compared with other intensities (23).

Identified gaps in the alcohol BI evidence base
At the same time, there are a series of identified gaps in the alcohol BI evidence base. First, there is a
clear geographic bias, with the majority of previous research conducted in high income regions, and
in particular, in English and Nordic speaking countries (8, 12, 21). This suggests a need for more
culturally-specific research in low and middle income countries (LAMIC) outside the USA and
Western Europe, alongside increased linguistic diversity in future systematic reviews (8). Second,
although generally the evidence implies that brief interventions are equally effective in men and
women, it is also the case that the majority of studies focus on male drinkers (7, 12) and some
reviews suggest alcohol BI may not be consistently helpful to women (16). In addition, there is an
identified lack of high quality evidence on their effectiveness in pregnant women (18, 27). Further,
whilst alcohol BI appears to improve alcohol-related outcomes for adults aged eighteen and over,
evidence on their effectiveness in adolescent drinkers remains inconclusive (7, 21, 22) and is also
limited in relation to older adults (7, 23). Third, most control groups report a decrease in alcohol
consumption, suggesting screening reactivity affects outcomes, i.e. assessments of alcohol use
themselves contain a therapeutic element (13, 22, 23). Finally, effect sizes are largest at the earliest
follow-up points, suggesting decay in intervention effects over time. Indeed, there is very limited
evidence on the longer-term effectiveness of alcohol BI past 48 months post-intervention (23, 24,
36).

What this review did not consider: implementation barriers
Finally, it should be stressed that this review focused on the effectiveness as opposed to the
implementation of alcohol BI in primary health care. This is an important distinction, as despite
considerable efforts over the years to persuade practitioners to adopt brief interventions in practice,
most have yet to do so. In addition to the evidence on effectiveness, there is a large international
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literature on barriers to brief alcohol intervention (42-47), the majority of which has focussed on
primary care. These include lack of time, training, suitable materials and financial incentives; alongside
a belief that patients will not take advice to change drinking behaviour, and a fear amongst
practitioners of offending patients by discussing alcohol.
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3.2 Emergency care
Records after duplicates
removed

Excluded by title
n = 1226

n = 1333

Excluded by abstract
n = 31
Main reasons:
not investigating alcohol
consumption, no
interventional study, other
setting

Full text articles assessed
for eligibility
n = 76

Excluded after full text
assessment
n = 42
Main reasons:
intervention not meeting
inclusion criteria (i.e. too
long duration), secondary
analyses

Publications included
n = 34

The database search in this setting revealed 1,333 items after removal of duplicates. After
exclusion of records with an irrelevant subject, screened by title and abstract, 76 articles were
thoroughly assessed by full text. Finally included were 34 studies. A summary of these is provided in
annex A.
Of 34 included studies 22 were conducted in the USA. Another 10 studies were placed in
the European Union, 2 in Australia and one in Brazil (see annex A). Of the 10 studies carried out in
the EU four came from the UK (48-51), one from Sweden (52), one from Switzerland (53), one from
Spain (54), one from Germany (55) and two from Poland (56, 57).

Participants, inclusion criteria and study design
The number of participants ranged between 40 and 1,493. Recruitment was always done at
emergency departments after injury, with the exception of one (58), who recruited their participants
at an oral and maxillofacial surgery out-patient clinic after alcohol related facial injury. The majority
of the studies included people over 18 years. 5 studies surveyed adolescents between 13 and 21 (59-
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63). Four studies screened young adults between 18 and 24 or 35 years (51, 64-66). All studies
except one (51), who surveyed only men, included both genders.
All studies employed one or several alcohol inclusion criteria. These differed significantly
among the studies and included self-report questionnaires as well as biomarkers. As to self-report
based screening instruments, 10 studies used either the full AUDIT or AUDIT-C (67) and included
all patients with a score of 8 or higher. Adolescents were usually included with a score of 4 or
higher. Three studies employed the PAT (68) and three the CAGE (69) to screen injured patients
for alcohol consumption. Biomarkers (blood test, breath or saliva) were used by 10 studies.
The majority of studies used a RCT single arm design. Five studies (63, 70-73) had more
than one intervention group. Follow up periods lasted up to one year after the intervention.

Intervention details
The main Intervention goal was for all studies to reduce alcohol consumption. Many studies
had the secondary goal to reduce alcohol related problems. Some had additional goals like reducing
traffic events (54, 62, 74, 75).
The most studies scrutinised face to face Interventions which were delivered by personnel
like nurses, doctors or social workers who had received extra training in the respective method.
Usually the intervention consisted of one session. A few studies used booster sessions delivered a
few days after the initial BI. The sessions lasted between 5 minutes and 45 minutes. The control
groups also received information in a few cases.
The most frequently used methods for BIs were:


Motivational Interviewing



Personal feedback



Information via leaflet/brochure



FRAMES approach (76)



Computerised personal Feedback and advice

A few studies evaluated interventions that were delivered on computers, used only
bibliographic material or contacted patients via text messages (52, 55, 61, 66, 70, 71, 77) .

Outcome measures
The outcome measures taken during the different studies are very variable. All except
(Wang et al., 2010), who conducted face-to-face interviews, used self-administered tests. The effort
made for the assessment varied also a lot. Some studies employed only one or two short scales, like
the AUDIT, others needed up to 45 minutes for the assessment.
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The variables assessed in the most studies were:


Demographics



Alcohol consumption



History of Health Problems/Drug consumption



Driving Events (DUI)



Readiness to change/seek treatment



Knowledge/Attitude



Questions about BI (use, convenience etc.)

Most studies used validated and established alcohol scales for the assessment of alcohol
consumption. The most commonly used scales were:
•
•
•
•

AUDIT and AUDIT-C (78)
PAT (68)
Timeline follow back, TLFB (79)
CAGE (69)

Follow up time spans ranged from 6 weeks to 12 months. The most commonly used
intervals were 3, 6 and 12 months, often combined. Drop out rates ranged from 4% to 62%. Most
studies had a drop out rate between 10% and 40%, depending on assessment intervals, the way
contact was made, and Incentives. In 20 studies the follow up contacts were made via telephone. 11
studies used an incentive of 10 to 50USD to raise follow up rates.

Methodological Quality
To assess the methodological quality of the included studies we adapted the SIGN checklist
RCTs (see annex C). The adapted checklist resulted in a 27 point scale. The studies were rated by
the researcher that conducted the literature search.
In the ED setting the score of the studies ranged from 15 to 25. The majority of the studies was
rated between 19 and 23 points. Three studies reached a very low score of less than 17 points. (52,
70, 71)
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Effectiveness of BI
Approximately three quarters of the studies (25 out of 34) could not determine a clear and
significant intervention effect in terms of their main outcome criteria (49, 52-54, 56, 57, 59-63, 65,
70-75, 77, 80-85) .
However, a considerable portion of these studies observed reductions of alcohol consumption in all
groups (BI participants and controls) of between 30% and 60%. (52-54, 56, 63, 65, 71-73, 75, 81, 83)
Nine studies reported significant differences between control groups and intervention
groups in their main alcohol outcome criteria (48, 50, 51, 55, 64, 66, 86-88).
The majority of these studies observed a significant reduction in high risk drinking (48, 51,
55, 82), which was often determined by AUDIT score. The cut off score for high risk drinking or
“hazardous drinking” was usually 8. However, some studies performed subgroup analyses,
distinguishing between low- or moderate -risk and high-risk or dependent drinkers (defined e.g. as
having an AUDIT score > 15 or > 18). Results varied with regard to differential effectiveness of the
intervention. In two out of seven studies investigating this issue, BI had an effect only on low or
moderate drinkers (59, 87). However, in two other studies (62, 82), a superiority of BI was only
found for high-risk or dependent drinkers. In the remaining five studies (54, 62, 77, 83, 89).
The number of weekly drinks decreased in the study of the “academic SBIRT research
group” (SBIRT: screening/ brief intervention/referral to treatment) from 22.5 to 14.1 units per week
(86). Three of the nine significant studies scrutinized computer generated interventions not
delivered face to face but via text messages or computers (55, 64, 66). Two of these studies had only
young adults between 16 and 36 years as participants(51, 66) (Smith et al., 2003; Suffoletto et al.,
2012).
Three studies could reveal long-term effects of BI for at least one of their outcome measures. (51,
55, 64). However, this was a rather small proportion among overall 18 studies that had established
12-month follow-up assessments.

Among the 25 studies that failed to detect a clear intervention effect on their main outcome
measures, nine studies observed some significant differences between BI and control conditions, at
least for specific subgroups, or secondary outcome criteria. (56, 59-61, 71, 83) (62, 77, 89)
Bernstein et al. and Wang et al. (77, 80) found that in the BI group, a significantly larger
proportion made efforts to change or showed an increased readiness to change. In two studies,
reducing effects of BI on drinking levels were only observed for women (60) or women age < 22,
respectively (71). Other subgroups on which BI had an effect were adolescents with previous
drinking and driving (61) and patients with a directly alcohol-involved ED presentation (60).
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Issues not considered in this review
This review did not look on feasibility. How is a BI most likely accepted by the personnel?
Who is the most eligible to deliver the program? When is the program most cost effective? These
are some issues this review did not consider. Maybe it is enough to conduct a minimal intervention
and to provide a web site.
Also there is the question of acceptance among the patients. The length of BI, the way it is
delivered and its contents have most likely an influence on its acceptance among the patients. Close
related with this issue is the question of how to deliver the right intervention to the eligible patients.
An adolescent school abstainer needs of course a different program than the middle aged man with a
beginning alcohol dependency. How to screen the patients for the right programs was not
considered by this review and is an issue for further research.The evidence base found in this review
raises another question: What causes the reduction of alcohol consumption after alcohol related
injuries? How the patient remembers and handles the event might impact its influence on the
patient’s further behaviour. The cohesion between the injury and further alcohol consumption needs
to be an issue for further analysis.
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3.3 Workplace health
Records after duplicates
removed
n = 3037

Excluded by title
keyword
n = 2214
Excluded by title &
abstract
n = 796
Main reasons:
no interventional study, not
investigating alcohol
consumption, other setting

Full text articles assessed
for eligibility
n = 27

Excluded after full text
assessment
n = 20
Main reasons:
Intervention not meeting
inclusion criteria, no
effectiveness analysis

(+1 study via reference tracking)

Publications included
n=8

In the workplace setting the database search revealed 3037 sources. After exclusion of
items with an irrelevant subject (excluded by title keyword using the Endnote Program), 823 articles
remained. These were screened by heading and abstract. After that, 27 articles remained in a
preliminary list. Of these, 7 articles were finally included after a thorough study. Another study was
included after a search of reference lists.
Of the 8 finally included studies, 5 were conducted in the USA (90-94) two in Europe (95,
96) and one in Japan (97). The job types and company’s fields of activity were very different (e.g.
transportation, food and retail or manufacturing). Some authors did not reveal specific company
information due to privacy agreements with the management. All companies were either large
employers (about 1000 employees or more) or the participants came from several companies. The
studies are summarized in annex A.
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Recruitment and Participants
All Interventions were targeted at people over 18 years old working full time at one
worksite. One exception was Doumas et al. (91) who studied adolescents between 18 and 24 years
who were mostly attending school and working part time. All studies addressed male and female
workers except Araki (2006) (97) whose subjects were all male workers. The number of
participants was between 36 and 280.
Two types of recruitment processes were used in the studies. For six studies the
participants were directly recruited from all employees of the cooperating companies. This
happened either via Mail or superior managers. For two studies (93, 96) the participants were
recruited from the Occupational Health Service of the company.
Some authors excluded participants who rated high on risky alcohol consumption from the
studies (92). In this case the authors used a non standardised scale of an adapted AUDIT
questionnaire and CAGE questionnaire thus alcohol consumption was not standardised. Others
included only those who reached a minimum level on an alcohol scale or a blood test (93, 96, 97).
Walters (2003) used non drinking employees as a quasi-experimental group. All authors excluded
those who already were in need for more intensive treatment due to high risk alcohol consumption
or severe health problems.

Measurements
All surveys used only self-administered tests and no peer assessment. Two studies employed
biomarkers (96, 97). The measurement included quantity and frequency of alcohol consumption
usually via well-established alcohol scales like the AUDIT (78). Additionally, the most studies
assessed other data, like attitudes, willingness to change or satisfaction with the intervention. Follow
up was conducted after one to three months. One study (96) used a 12 month follow up period.

Intervention details
The overall goals of the BIs were always to reduce alcohol consumption. Although the
authors defined different specific goals for their interventions (e.g. reduce negative alcohol related
consequences or reduce peak consumption or binge drinking).
Five studies surveyed face toface interventions (90, 91, 93). One study looked at a pen and
paper intervention (95) and four studies examined website interventions alone, or combined with
face to face delivery (91, 92, 94, 97). The face to face interventions consisted of 1 or 2 sessions
lasting 15 to 30 minutes. They were held by trained counsellors.
The web based as well as the face to face interventions used education and personal
feedback on drinking norms. The most studies delivered the BIs using MI principles, although training
of the Interventionists and validation of the method varied among the studies. Only one study (95)
employed a cognitive technique called “mental simulation”. For that intervention the participants had
to set a goal to keep their alcohol consumption with safe limits over the next month. Then they
were asked to imagine how they would feel after they reached that goal and how much effort it
would take to reach the goal. After that they were asked to write down their imaginations. Safe
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limits were defined as four units per day for men and three units per day for women according to
WHO standards.

Quality Assessment
As for all settings, we assessed the methodological quality of the included studies in the workplace
setting with the adapted SIGN checklist for RCTs (see annex C). In this setting the scores ranged
from 15 to 23. Two studies (91, 93) got a relativily low score of 15. This was mainly due to
problems with randomization and lack of good blinding processes. None the less we did not exclude
the studies because of the already small evidence base.
The rating of the rest of the studies was comparable to the other settings.

Effectiveness of BI in the workplace
The majority of the studies (7 out of 8) could report significant changes in alcohol
consumption after the BIs in comparison with the control groups. Only Hermansson et al. (96)
found no superiority of BI but significant reductions in both the control and intervention groups. The
study was the only one with a twelve month follow up assessment instead of one to 3 months in the
other studies.
Face to face interventions revealed a significant reduction in alcohol consumption in 4 out of
5 studies (90, 91, 93, 97).
Araki et al. (97) observed a reduction of alcohol intake of 24.8g ethanol/day to 12.1g
ethanol/day, Anderson et al. (90) found a reduction of drinking days per week (from 2.39 to 1.95).
Osilla et. al. (93) reported a significant reduction of peak drinks per occasion from 7.56 to 4.78 for
their alcohol related BI. The study of Doumas et al. (91) found effects of their face to face plus
website intervention, e.g. reducing number of drinks per weekend from 2.42 to 1.87. However, BI
including face-to-face was as effective as the stand-alone web based intervention.
The results on web based interventions are not consistent. Three out of four studies
reported some positive effects for web based interventions (91, 92, 94). The Intervention of Walters
et. al. (94) decreased drinks per week by 0.87 whereas the controlgroup increased by 1.75. The
“CopingMatters” Website that was scrutinized by Matano et al. (92) reduced binge drinking in the
moderate risk group by 48%. The webbased Intervention that was used by Doumas et. al. (91) was
effective for adolescents drinking at high risk (binge drinking at least once in the past 2 weeks). In
contrast, Araki et al. (97) could not report an effect for their email intervention compared with a
face to face intervention. Noteworthy are the small response rates to web based services. The
“CopingMatters” website was visited by 2.7% of all employees (92).
One study found that Problem Drinkes (defined e. g. by Anderson et. al. (90) as experiencing
at least one alcohol related negative consequence in the last 3 months) profited more from the
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interventions than other participants (90). At risk drinkers were, on the other hand sometimes
excluded from the studies (92).
The findings of the included studies resemble the pattern that was found in previous reviews
on workplace interventions for alcohol related problems (98). The most studies reveal a decreasing
effect on alcohol consumption for brief interventions at least in some measured categories. The only
study that revealed no significant effect had an exceptional long follow-up time period of 12 months
(96). This decay of effect was also reported for other settings like primary health care.
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3.4 Social services
Records after duplicates
removed

Excluded by title
n = 2490

n = 2794

Excluded by abstract
n = 268
Main reasons:
no interventional study, not
investigating alcohol
consumption, other setting

Full text articles assessed
for eligibility
n = 36

Excluded after full text
assessment
n = 29
Main reasons:
other setting, intervention
not meeting inclusion criteria
(i.e. too long duration), no
effectiveness analysis

Studies included
n=7

The database search in this setting revealed 2794 items after removal of duplicates. After
exclusion by title and abstract, 36 articles were thoroughly assessed by full text. A summary of the
finally included 7 studies (8 publications, due to consideration of one secondary analysis) is provided
in annex A.

Settings and participants, inclusion criteria, study design

The included studies varied widely in terms of settings and populations.


Three studies were conducted in the criminal justice setting, either in the context of driving
while intoxicated (DWI) offenses (99, 100) or violent offenses while intoxicated with alcohol
(101).



Two studies included homeless people: either homeless veterans (102) or adolescents (103).
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The remaining two studies were conducted in the framework of community-based
treatment: one in a drug and alcohol counselling centre (104), and in one study, a brief
alcohol intervention was incorporated in smoking cessation treatment (105).

Sample sizes ranged between 75 and 4047 participants. Alcohol screening and inclusion criteria
were either setting-related (e.g. having committed an offense under the influence of alcohol) or was
defined by exceeding recommended drinking limits, the occurrence of binge-drinking episodes or
AUDIT scores ≥ 8. In both studies with homeless people, interventions focused on their primary
substances, which were often, but not necessarily, alcohol. Exclusion criteria, particularly regarding
the inclusion of alcohol-dependent individuals, varied considerably. In one study, fulfilling alcohol
dependence criteria in the past 12 months was an exclusion criterion (105) and two studies
excluded patients with immediate need for medical withdrawal. The remaining four studies did not
define alcohol-related exclusion criteria.
All studies used randomisation procedures; either against no intervention (101, 103),
treatment as usual (100), or an active control intervention (99, 102, 105). One study was a noninferiority trial of BI against cognitive behavioural therapy (CBT) (104). In one study a group without
baseline assessment was included to control for potential assessment effects (103).
Follow-up periods were typically 6 months (range: 3 - 60 months). In two studies, follow-up
periods were observational, until the occurrence of the relevant event, e.g. DWI recidivism (100) or
therapy uptake (102). In the remaining five studies, one ore several follow-up assessments were
conducted (one: (104), two: (99, 101, 103) five: (three full follow-ups, and two drinking level
assessments at week 1 and 2) (105))

Intervention details
All interventionists received training and supervision. In four studies, selected intervention sessions
were audiotaped and treatment fidelity was assessed (99, 102, 104, 105). The number of BI sessions
varied: in four studies, only one single session was provided, ranging between 15 and 40 minutes (99,
101-103, 105).Two studies incorporated BI elements into a series of standard treatment sessions (2
x 20 minutes: (100); 4 times (40 + 20 + 5 + 5 minutes): (105). In one study, BI could comprise one
or multiple sessions of varying length within a 6 week period (104). Interventions were individual
face-to-face sessions and were mostly based on principles of motivational interviewing, partly
referring to the FRAMES approach (76). Mostly, BI included personalized normative feedback on
drinking levels, which was, in two studies, also part of the control interventions (100, 104). In two
studies, participants additionally received printed materials, either only the BI group (101) or both
groups (104).
In five studies, BI was compared against another intervention. This included incorporation in
standard treatment procedures (standard treatment vs. enhanced treatment), as it was the case for
one study on DWI recidivism (Wells-Parker & Williams, 2002). One study incorporated alcohol BI
into smoking cessation treatment, but also included a "control add-on" (progressive muscle
relaxation) in the control intervention (Kahler et al., 2008). Other active control interventions
The BISTAIRS project has received funding from the European Union, in the framework of the Health Programme

22

BISTAIRS Project

comprised: nonspecific information-advice (Brown et al., 2010) or standard interviews which
simulated an intake interview without any motivational component (Wain et al., 2011). The
comparison of BI and CBT (Shakeshaft et al., 2002) had a different purpose. Here, the aim was to
demonstrate non-inferiority and comparable effectiveness of BI, instead of showing superiority over
a control intervention.

Outcome measures
Main outcome criteria other than alcohol consumption
Most studies focused on the reduction of drinking levels. The various outcome criteria related to
alcohol consumption are described below.
In two studies, however, main outcome criteria were either


DWI recidivism during the observation period (Wells-Parker & Williams, 2002)



Addiction treatment uptake and compliance with wait-list requirements (Wain et al., 2011)

In one study, which incorporated alcohol BI into smoking cessation treatment, drinking outcomes
and smoking outcomes were both main criteria, including smoking lapses under the influence of
alcohol (Kahler et al., 2008).

Consumption levels:
In five studies, the reduction of drinking amount was the main target criterion. Drinking outcomes
varied in their definitions and their respected timeframe and comprised:


Number of drinking days: in past 3 months (Watt et al., 2008) or in past 30 days (Peterson
et al., 2006)



Number of standard drinks per week: during previous 7 days (Watt et al., 2008), 30 days
(Shakeshaft et al., 2002), 8 weeks or since last administration (Kahler et al., 2008)



Number of risky/ heavy drinking days. Definitions of "risky" or "heavy" varied:



o

≥ 42g /≥ 28g alcohol (males/females) in past 180 days (Brown et al., 2010)

o

≥ 6/≥ 4 Australia standard drinks (≥ 60/≥ 40) (males/females) in past 30 days
(Shakeshaft et al., 2002)

o

≥ 8 UK standard drinks (64 g) (past 3 months) (Watt et al., 2008)

o

≥ 5/≥ 4 USA standard drinks (≥ 70/≥ 54) (males/females) in past 30 days (Peterson
et al., 2006)

Biomarkers related to alcohol consumption: alanine aminotransferase (ALT), aspartate
aminotransferase (AST), gamma-glutamyl transferase (GGT), mean corpuscular volume (MCV)
(Brown et al., 2010)

The BISTAIRS project has received funding from the European Union, in the framework of the Health Programme

23

BISTAIRS Project

Validated instruments to assess harmful alcohol use


AUDIT scores (Shakeshaft et al., 2002; Watt et al., 2008)



Assessment of alcohol-related problems: Rutgers Alcohol Problem Index (RAPI, Peterson et
al., 2006) or Alcohol-related problem questionnaire (APQ, Shakeshaft et al., 2002)



Mac Andrew Alcoholism scale from the Minnesota Multiphasic Personality Inventory (MMPIMac) (Brown et al., 2010)

Other outcomes:


Utilization of treatment services during follow-up (Brown et al., 2010)



Client satisfaction (Brown et al., 2010; Shakeshaft et al., 2002)



Re-offending (violent offense) in follow-up period (Watt et al., 2008)



Injury rates during follow-up period (Watt et al., 2008)



Various smoking-related outcomes, including smoking lapses under the influence of alcohol
(Kahler et al., 2008)



Cost-effectiveness index (cost per client by improvement summary score) (Shakeshaft et al.,
2002)

Potential moderators or confounding factors
Some studies measured readiness to change: Stages of change/Readiness to change questionnaires,
or brief assessment of the "strength of intention" to cut down alcohol consumption (Brown et al.,
2010; Kahler et al., 2008; Peterson et al., 2006; Wain et al., 2011; Watt et al., 2008). Wells-Parker &
Williams (2002) also measured stages of change, as well as self-efficacy, but these were only assessed
at baseline, and therefore did not serve as outcome criteria.
One study conducted the Marlow-Crone social desirability scale (106) to estimate the validity of
self-report (Brown et al., 2010). Scores of control subjects and intervention participants were
comparable. As the total sample scored significantly lower than a forensic reference sample, though
higher than a normal reference sample, the authors considered the data as sufficiently valid (Brown
et al., 2010).
Another study aimed to investigate potential screening reactivity effects, establishing an "assessment
only" and an "assessment only at follow-up" (1 and 3 months) control condition (Peterson et al.,
2006).

Methodological Quality Assessment
As specified above, we used an adapted form of the SIGN checklist for RCTs, resulting in a
maximum score of 27 points. As shown in annex A, the here reviewed studies ranged between 20
and 26 points. Differences in quality levels result mainly from differences in blinding procedures,
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description of randomization, or different considerations of sample comparability at baseline.
Overall, the quality of studies assessed with our tool is comparable, so that we do not assume that
differences in study quality may have had a substantial impact on the results.

Effectiveness results
Main outcome criteria other than alcohol consumption
Two studies had other main outcome criteria and did not assess drinking outcomes.
In one of them, a regular DWI group treatment was compared with an enhanced treatment including
individual BI session, investigating the effects on DWI recidivism during a 60 month follow-up period
(Wells-Parker & Williams, 2002). No overall superiority of the enhanced treatment was found,
although subgroup effects could be determined (see below).
The other study assessed the influence of BI on addiction treatment entry in homeless veterans.
Program entry was significantly higher in the BI group (95% vs. 71%; p = .017); and also length of
stay, treatment completion and graduation was higher, although results failed to reach significance
(Wain et al., 2011).

Drinking levels & alcohol screening tools
Five studies assessed drinking levels as their main outcome criteria. One study, working with
homeless youth, did not find any changes in alcohol measures (days of alcohol use, standard drink
units, binge drinking), although intervention effects on illicit drug use were revealed (Peterson et al.,
2006). The remaining four studies reported significant reductions in alcohol consumption over time,
at least for the total sample (Brown et al., 2010; Kahler et al., 2008; Shakeshaft et al., 2002; Watt et
al., 2008).
In two of these studies, no differences between BI and comparison groups could be determined. This
concerned one study with violent offenders, comparing BI against no intervention, who found a
reduction in weekly units, number of drinking days and AUDIT scores in all groups from baseline to
three month and 12 month follow- up, and a reduction in heavy episodic drinking between baseline
and 12-month follow-up (Watt et al., 2008). The second study compared BI with the more intensive
CBT. Here, the equal improvement of both BI and CBT participants in all drinking outcomes (weekly
units, heavy drinking days, AUDIT scores) demonstrates a non-inferiority of BI (Shakeshaft et al.,
2002).
One study with DWI recidivists found inconsistent results: A reduction in percent of risky drinking
days for the total sample was found from baseline (47.7%, SD 31.4) to t1 (39.0% SD 30.7) and t2
(36.9%, SD 32.6). This reduction was significantly higher among BI participants, but only between t1
and t2 (6 and 12 months), where a reduction of 12.2% (±25.0) vs. 7.5% (±22.7) was observed.
However, from baseline to t1, no effect of BI emerged, and no significant group differences were
observed at t1 nor t2 (Brown et al., 2010).
One study, incorporating alcohol BI in smoking cessation treatment, found higher alcohol abstinence
rates in the BI group after two weeks (20.2% vs. 9.7%) and after 8 weeks (13.9% 3.9%) but
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differences disappeared in week 26. However, a longer-lasting effect of BI was found for the number
of drinks per week: In addition to the overall large reduction in both groups across the 26 week
follow-up period (42.3% of drinkers reduced drinking by more than 50%), there was an
approximately 20% greater reduction in the BI group (Kahler et al., 2008).
Regarding alcohol- related problems, Peterson et al. (2006) found no effect in the RAPI in their study
with homeless youth. In the comparison of BI with CBT, both groups showed comparable decreases
in alcohol-related problems at 6-month follow-up (Shakeshaft et al., 2002).
One study with DWI recidivists investigated changes in alcohol-related biomarkers (ALT, AST, GGT,
MCV). A significantly higher reduction in the BI group was found only for MCV, and only between
baseline and 6-month follow up (9.6 fL (±34.3) vs. 1.8 fL (±23.9)) but not between month 6 and
month 12 (Brown et al., 2010).

Other outcomes:
Treatment service utilisation was assessed in the DWI recidivist study of Brown et al. (2010). BI did
not show an effect on the sum of days of inpatient or outpatient treatment during the 1-year followup period.
Two studies assessed client satisfaction. In the BI vs. CBT comparison, BI was found to be rated as
helpfully as CBT (Shakeshaft et al., 2002). Another study determined no difference in an overall
satisfaction score, but BI was rated more helpful (95.7% vs. 75.7%) than the control intervention
(Brown et al., 2010).
The study with violent offenders did not find an effect of BI on re-offending during the 12-month
follow-up period (Watt et al., 2008).
However, this study found significantly lower rates of injury (unintentional and self-harm) in the BI
group (27.4% vs. 39.6%) during 12 month follow-up (Watt et al., 2008).
In the smoking cessation study of Kahler et al. (2008), smoking lapses while drinking alcohol were
less frequent in the BI group (30.6% ST vs. 22.0% ST-BI) but this was not significant. Further, the
authors observed greater improvements in the BI-group also in smoking outcomes, but, however,
this finding was only short-term (2 weeks after smoking quit date).
A cost-effectiveness index (intention-to-treat analysis) was computed in the study comparing BI and
CBT. The comparable effectiveness (summary score of improvement per item) of 11.12 and 11.45,
together with the higher costs of CBT ($32.84 vs. $76.53) resulted in a better cost-effectiveness
ratio for BI: 2.95 vs. 6.69 (Shakeshaft et al., 2002).

Subgroup effects or potential moderators
Depressive symptoms
Wells-Parker & Williams (2002) investigated differential effects on individuals with high vs. low
depression/sadness scores (as measured by the sadness/depression subscale of the Mortimer-Filkins
questionnaire). Although they failed to determine an overall superiority of the BI-extended
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intervention compared to standard treatment, rates of DWI recidivism were significantly lower
among high depression participants receiving BI (16.7% BI-extended treatment vs. 25.6% standard
treatment).

Readiness to change
Stages of change/ readiness to change assessed with standardized instruments, or more generally
asked “intentions to change drinking” were adressed in five studies. Three of them could not
determine an effect of BI (Brown et al., 2010; Peterson et al., 2006; Wain et al., 2011). Kahler et al.
(Kahler et al., 2008) found that greater intentions to change drinking were positively associated with
reduction. One study found inconsistent results: In the BI group, a movement to a higher stage
between baseline and 3-month follow up was significantly more often in the BI group (31% vs. 16%);
however, this effect was inversed between 3-month and 12-month follow-up (Watt et al., 2008).
Although they did not find an effect of readiness to change, neither on alcohol nor other drug use,
Peterson et al. (Peterson et al., 2006) observed that strength of intervention engagement (as rated
by interventionists) was associated with higher reductions in illicit drug use. However, no association
with alcohol consumption was found.

Self-efficacy and situational confidence
In the DWI recidivist study of Wells-Parker & Williams (2002), the highly depressed group had, at
baseline, more motivation to change, but self-efficacy was lower. This might be an explanation for
their finding that additional, individual BI sessions only had significant effects in this subgroup.
Further, an enhancement of self-efficacy could be an active ingredient in BI in individuals who are
willing to change but lack the confidence to be able to.
The study with homeless veterans corroborates this assumption of confidence enhancement as an
active ingredient of BI. Situational confidence (measured by SCQ (107)) directly after BI increased
more than after a control intervention. However, it should be added that the baseline levels of
situational confidence (directly before the intervention) were lower in the BI group than in control
participants (Wain et al., 2011).

Baseline drinking levels
It should be noticed that the most favourable result for BI was found in the only one study where
persons fulfilling DSM-dependence criteria were excluded. (105). The authors also state the high
rates of persons who "probably" or "definitely" planned to cut down their drinking at baseline
(51.3%), and discuss this as important factor for the overall considerable reduction in drinks per
week. On the other hand, Brown et al. (99), who found only inconsistent and marginally relevant
effects of BI, argue that nearly half of their sample fulfilled current alcohol dependence criteria, which
could explain the lack of effect. Also Watt et al. (101) consider the fact that there were more
individuals with AUDIT scores > 20 in the BI group, as possible explanation for non-effectiveness of
BI. Regarding the evidence from primary care and other settings, BI indeed does not seem to “work”
in alcohol-dependent persons, who might need a far more intensive treatment. Also Shakeshaft et al.
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(104), stating that overall dependence severity was rather low in their sample, recommend a
stepped-care approach, offering brief interventions first and turn to CBT in case of lack of effect or
higher severity of addiction.

Other factors
Shakeshaft et al. (104) found that type of referral predicted improvement (self-referral or by
family/friends better than from a legal source).
Sociodemographic variables could also act as moderators. Brown et al. (99, 108) found that
improvement in alcohol-related outcomes was higher in DWI recidivists who were younger, male,
who exhibit more negative consequences and are more ambivalent toward their alcohol
consumption. This was independent from allocation to BI or control group (99, 108).

Screening reactivity
An effect of the assessment itself, especially when it includes feedback on drinking levels, might be an
explanation for control group improvements. Only one study, investigating effects of BI in homeless
youth, explicitly addressed screening reactivity effects (103). They found no significant differences
between both control conditions (assessment-only and assessment only at follow-up), neither in alcohol
consumption nor other drug-related measures (103). However, as there was no intervention effect
on alcohol use and only a small BI effect on illegal drug consumption, it seems difficult to decide if
really no screening reactivity effect was present, or if effects were probably too small to be detected.
Another explanation for the lack of effect could be that this patient population generally requires
more intervention than such brief approaches, and that probably none of these interventions,
neither a screening of consumption levels nor a brief motivational intervention, might have been
sufficient to change drinking levels.
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4. Conclusions
4.1 Primary health care
The rapid review of reviews conducted as part of this project confirms that there is a large and
robust evidence base to support the effectiveness of brief interventions for alcohol at reducing
alcohol-related problems across a range of population groups when delivered in primary health care
settings. Therefore future research should focus on clear research gaps, such as with women, older
and younger drinkers, those from minority ethnic groups, and in transitional and developing
countries. There is also a need to determine the optimum frequency of BI in order to maintain
longer-term effectiveness and to identify the ‘active’ elements of brief interventions that promote
successful behaviour change in patients.

4.2 Emergency care
The search in the ED setting revealed 34 studies in total. However, the participants, types of
interventions, study designs and outcome measurements varied significantly between studies, making
comparison difficult.
Importantly, the majority of studies could not determine robust or long-term effects of
alcohol BIs on drinking outcomes in the emergency department setting. This was, in most cases, due
to significant improvements in both intervention and control groups. These findings contrast with
the results of a previous review of BI effectiveness in this setting by Nilsen et al. (109), who showed
a reducing effect for most outcome criteria for alcohol related BIs in the ED setting, although he also
reported a reduction in the control groups in most studies. One explanation for this reduction given
by most authors is that injury and ED admittance itself caused a behaviour change. Alternatively,
regression towards the mean could cause some of the reduction.
Further, findings from the few studies showing BI effectiveness in ED settings were also
equivocal. Again, the included studies scrutinised very different BIs, subjects and outcome measures.
Two of the four studies that focused exclusively on young adults showed significant
differences for their interventions (51, 66). One used a face to face intervention and the other a BI
with booklet and text messages for the cell phone. None of the 5 studies that included people
younger than 18 years old showed a significant effect. However, it is important to point out that the
studies that included over 18 year olds did not analyse this group separately so it is not possible to
determine the true extent of this effect. However, the available evidence seems to suggest that BI via
computer or cell phone seem to be a good approach to engage young adults who otherwise might
not be reached (66).
Another issue is whether it is effective to implement additional short sessions (after either a
few days, weeks or months) to ‘refresh’ the effect of the initial BI (booster sessions). Two studies
(83, 85) (Mello et al., 2008; Shetty et al., 2011) who used such sessions could not report any
significant effect of their BIs. Regarding the feasibility and implementability of such "booster" sessions,

The BISTAIRS project has received funding from the European Union, in the framework of the Health Programme

29

BISTAIRS Project

it is also unclear if the provision of such sessions are still the task of an ED or if they should rather
be delivered by other services.
As in other settings, there is some evidence, that hazardous drinkers in ED benefit more
from BIs compared to those at the dependent end of the scale. Howvever, the definition of
‘hazardous’ drinking and specified screening tool cut-off values varied amongst studies. Many used
the full AUDIT and suggested that this could be useful at a cut off of +8. How screening can be most
effective with regard to effectiveness of BI, kind of BI and cost effectiveness must be the subject of
future research.
Summarizing the evidence base for the ED setting can be said that, in the most studies, the
effectiveness of BIs resulting from studies in PHC seems to be overlaid here by some other effects.
Most likely the alcohol related injury itself causes most of the reducing effect. What influences this
effect and how it could be used to reach a permanent reduction of alcohol consumption should also
be a subject of future research.
A subject to further research is the question whether BIs are more effective for subgroups
like adolescents or at risk drinkers or if some subgroups need specific BIs. For example if younger
people respond more easily to computerised BIs or what is the minimum level of intervention to
reach effectiveness.

4.3 Workplace health
Most studies reveal a decreasing effect on alcohol consumption for brief interventions at
least in some of their primary outcomes. This suggests that implementation of BI in workplace
settings might be a feasible approach to reduce alcohol consumption and alcohol related problems.
However, in contrast to primary health care settings the evidence base for workplace BI
(only 8 studies meeting inclusion criteria) was minimal. For the European Union only two studies
were retrieved: one conducted in the UK (95) and one in Sweden (96). The results from the United
States (five studies) cannot easily be transferred to the European Union. The situation with EAPs and
health insurance is often too different in the EU and also varies considerable between the member
states of the EU.
Further, there are no studies for other countries with lower economic status, as well as for
interventions at small businesses or job types with many external workers.
Three out of four studies report positive effects for web-based workplace BI, suggesting this
might be a useful and time-efficient approach to implement alcohol related interventions at the
workplace. However, the low response rates reported by some studies are problematic.

4.4 Social services
To summarize, the small number of only seven included studies provide mixed evidence for the
effectiveness of BI in social service and criminal justice settings (namely community-based addiction
counselling or smoking cessation treatment, work with homeless people, DWI or violent offenders).
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Among five studies using drinking levels as main outcome criteria, one found a mid-term
effectiveness of integrating BI into smoking cessation treatment (26 week observation period), one
study demonstrated non-inferiority of BI compared with CBT, and the remaining three studies found
either marginal or no superiority of BI.
However, in all studies except one (homeless youth), both groups (BI and controls) achieved
comparable and significant reductions in their drinking levels over time. This might be due to the fact
that in most studies, the "control" or standard interventions were rather intensive and, actually, both
groups received an intervention. This might speak in favour of implementing – any kind of - alcohol
interventions in these settings, especially if they include feedback on consumption levels. Further, it
could also suggest that the additional motivational components brought by BI are not necessary to
achieve some (at least short term) improvements, or are only of relevance for particular subgroups
of drinkers, e.g. those with high rates of depression, low self-efficacy, but willing to reduce
consumption, as shown by Wells-Parker et al (100).
Regarding the paucity of studies, also in other social service settings like working agencies or social
security offices, for which we did not find any publications, it is not possible to make reliable
conclusions about the effectiveness of BI in these settings. However, it is also the case that delivery
in social services settings provides a range of potentially valuable “teachable moments” where
alcohol interventions might be more likely to take an effect than during routine screening. For
example, one factor for the comparable drinking reductions observed in the control groups are
likely to be external circumstances, e.g. losing a driver's licence or getting arrested, or, as here
demonstrated in the smoking cessation treatment study, the intention to make more healthy
choices.
At the same time, it is also the case, that for certain population groups with more complex needs,
standard BI approach, with standard goals, may be less appropriate. For example, results from
twostudies with homeless people (who generally have more needs and numerous impairments other
than alcohol abuse), suggested that effects on drinking levels do not seem achievable (102, 103) , but
other steps might be successfully addressed with BI, e.g. higher rates of entry in addiction treatment
(102).

4.5 Limitations
All reviews focused on the question of effectiveness, and did therefore not address implementation
or feasibility issues. This distinction is important, as we learned from the experiences made in the
PHC setting: despite the solid evidence base for BI, and all considerable efforts to persuade
practitioners to adopt BI in practice, the level of implementation is still not satisfying. The handling of
implementation barriers, as e.g. lack of time and financial incentives or insufficient training (37-42)
must therefore be subject of further research and will be addressed in the subsequent work
packages of the BISTAIRS project.
Also, the question of acceptance among the clients or patients was not addressed in this
effectiveness review. The length of BI, their contents, mode of delivery and the competence of
interventionists are most likely to influence BI acceptance, and this might have an impact on their
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effectiveness. Regarding the different settings in which BI can be delivered, it seems obvious that also
the time and situation where BI is delivered has an influence on clients' receptivity towards BI and
the willingness to reconsider drinking habits.This might be different in a practitioner's screening
compared with a workplace situation or a stay in the ED after an alcohol-induced car accident.
The focus on effectiveness issues has naturally restricted our search stragtegy, as we only included
studies with alcohol-related outcomes. Study protocols or reports on implementation reports were
excluded. There are many recent studies in the social service field (110), the criminal justice field
(111) and the workplace field (112) which are still ongoing and have only published results on
feasibility or implementation, but not (yet) on effectiveness.
Further, due to the constraint on English language, it might be that we have missed some studies
published in other languages. However, the exchange with multinational brief intervention networks
(e.g. INEBRIA) might have been helpful to reduce a possible language publication bias.

4.6 Future research needs
For the PHC setting, there is a large and robust evidence base supporting the effectiveness of BI in
reducing harmful (non-dependent) drinking. Yet there are still questions for further research, such as
the examination of specific patient and age groups, feasibility in transitional and developing countries,
the optimum frequency of BI in order to maintain longer-term effectiveness and the identification of
‘active’ ingredients of brief interventions.
There is a marked mismatch between the available evidence of effectiveness (regarding to number of
studies) between PHC and the settings of emergency care, workplace health services and social
services. In especial due to the enormous heterogeneity across the studies, no robust conclusions
on the effectiveness of BI in included settings can be drawn. Future research should therefore focus
on more well designed, high-quality studies on the effectiveness of BI in these settings, a prerequisite
also for random-effect meta-analyses, which allow heterogeneity under certain circumstances and
which are available for the PHC setting. Besides this, sensitivity analyses will be helpful to explore,
whether effects of BI are robust to confounder, i.e. as improvements also in control groups indicate
that screening, self-assessment, and feedback on drinking levels might already have an effect on
hazardous drinkers with moderate risk, especially when delivered in a “teachable moment” (e.g after
an alcohol related accident).
Besides this, there is a lack of information on obstacles and difficulties in the implementation
processes of BI in settings beyond PHC. Some observations, derived from the reviewed studies,
should be systematically investigated and be subject of future research, e.g. effects of computerbased, very brief screening interventions with personalised feedback, which might already be
sufficient for some, rather moderate-risk, populations. The question of long-term effects needs to be
addressed as well. Especially in ED settings, but also in the workplace field and social services, longterm effects were, if investigated, only rarely found. The effect of additional "booster" or refresher
sessions (mainly studied in the ED setting) is equivocal, and the evidence base is not large enough to
either confirm or reject their effectiveness.
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ANNEX A: Summary tables of included studies
Primary health care
AUTHORS

DESIGN, FOCUS, METHODS

INCLUSION/ EXCLUSION CRITERIA

SAMPLE, OUTCOME MEASURES

AUTHORS CONCLUSIONS

LIMITATIONS, QUALITY
ASSESSMENT

Babor et
al2012

Rapid review of reviews and metaanalyses

(in press)

Health promotion in LAMIC (low
and middle income countries)
focus. Includes BI in general health
settings.

Inclusion criteria: hazardous, harmful
and dependent drinkers not in formal
treatment services. Range of
strategies/interventions including BI
examined and various research designs
were acceptable.

27 high quality systematic reviews
of alcohol BI (including 8in primary
care settings) plus 12 primary
studies in LAMIC settings.

High quality evidence base of alcohol
interventions. BI considered clinically
and cost-effective intervention for
harmful drinking.

Countries: (Reviews) USA, Canada,
Australia, New Zealand, UK, Spain,
Germany, Switzerland, Sweden,
Norway, Netherlands, Finland,
Bulgaria, USSR, Kenya, Zimbabwe,
Sudan, Zambia, South Africa,
Malawi, Mexico, Chile, Costa Rica.
(Primary research) Bulgaria, Costa
Rica, Kenya, Mexico, USSR,
Zimbabwe, Thailand, South Africa,
India, China and Taiwan.

Further, despite overall paucity of
LAMIC based research, some evidence
that alcohol BI equality effective in HIC
(high income countries) and LAMIC.

Limitations: Majority of evidence
has limited or no LAMIC
applicability suggesting current HIC
(high income country) research
bias. Also gender inequality issues
poorly addressed in the current
literature.

Searched electronic databases
between 2000-2011plus primary
research / evaluations in the focus
geographic areas (inc. prior to
2000), and contacted various key
informants in subject area.

Exclusion criteria: Research focusing on
treatment of persons with severe
dependence.

Quality assessment: B

However context-specific health issues
may not be adequately addressed
solely by HIC research findings
therefore more culturally-specific
research needed in LAMIC.

Outcome measures:
attitudes/norms; behaviours; and
alcohol-related
problems/consequences.
Ballesteros
et al. 2003

Systematic review and metaanalysis.
Brief intervention in primary care
focus.
Studies identified by searches of
electronic data-bases (to 2001)
supplemented with hand searching
of specialized journals.
Language not mentioned.

Inclusion criteria: individually or cluster
randomized controlled trials which
targeted primary care populations and
compared BI to control conditions (no
or minimum intervention group) . (1.
control – no intervention; 2. Minimal –
assessment & advice but no behavior
change strategies (3-5 min); 3. Single
session 10-15 min BI, booster followup; 4. Extended BI of 10-15 min but
several sessions.); reported outcomes
for men and women separately.

7 trials (1495 intervention plus
1486 control subjects).
Countries: USA, UK, Australia.
Outcome measures:Quantity of
alcohol consumed over a specified
period of time (usually a week);
Number of subject drinking below
hazardous levels (study report).

Results support the equality of BI
outcomes for reducing hazardous
alcohol consumption in both men and
women.

Limitations: Restricted primary
data to studies which included
intervention outcomes based on
alcohol intake. Also, review was
limited to primary care which
could reduce its external validity in
terms of applicability to other
settings.
Quality assessment: B
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SAMPLE, OUTCOME MEASURES

AUTHORS CONCLUSIONS

LIMITATIONS, QUALITY
ASSESSMENT

Ballesteros
et al. 2004

Systematic review and metaanalysis.

Inclusion criteria: randomized control
trial with 2 or more intervention arms;
focus on hazardous drinkers; primary
care setting.

13 Trials (1985 BI & 2061 control).

Although indicating smaller effect sizes
than previous meta-analyses, results
support the moderate efficacy of BIs.

Limitations: did not consider the
effect of gender on the efficacy of
BIs due to lack of data; analysis
based on single outcome measure
of change in the proportion of
hazardous drinkers 6 to 12 months
after subjects were randomized to
treatment arms (i.e. did not
examine changes in alcohol
consumption, biochemical
markers, use of medical services,
or psychosocial outcomes).

BI in primary care focus.
Databases searched to 2003
(Medline, PsycINFO, CINAHL,
EMBASE, and the Cochrane Library)
plus hand-searching reference lists
from included trials, previous metaanalyses and reviews and
specialized journals.

Exclusion criteria: outside primary
care; ifBI was applied as part of
another health programs (i.e.,
hypertension, pregnancy); and/or
patients were dependent drinkers.

Countries: USA,UK, Australia, Spain
Outcome measures:Decrease in
the frequency of hazardous
drinkers as reported in the original
articles (or inferred).

No language restriction.

Quality assessment: B
Beich et al.
2003

Systematic review and metaanalysis.
Brief intervention in primary
carewith focus on the efficiency of
screening rather than BI outcome.
Used Cochrane review techniques.
Electronic search (to 2002) of
Medline, Embase,PsycInfo,
Cochrane, and ETOH.
Restricted to English language only.

Inclusion criteria: focus on hazardous
or harmful drinking ; recruitment
involved screening or similar
procedure; general practice settings;
RCT.
Screening and brief intervention
compared to controls of no/less
intervention

19 trials with 8 included in the
meta-analysis.
Countries: USA, UK, Australia.
Outcome measures: alcohol
consumption, screening attrition.

Pooled absolute risk reduction from BI
was 10.5% (95% CI 7.1% to 13.9%) A
random effects model yielded a similar
result: 10% (6% to 14%). The pooled
number needed to treat (NNT) was 10
(7 to 14).
Authors concluded that although BI
could reduce consumption, screening
was not an efficient precursor.

Limitations: potential sources of
bias from included studies tending
towards over-estimation of effect
size (problem of blinding, reliance
on self-report measures, selfselection, lack of data, different
follow-up times). However study
main focus is on screening process
as opposed to intervention.
Quality assessment: B
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AUTHORS CONCLUSIONS
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Berglund
et al. 2003

Systematic review.

Inclusion criteria: hazardous drinkers
and dependent individuals;
intervention could be delivered by any
type of staff.

27 trials (9965 patients) fulfilled
the inclusion criteria. Both males
(8000) and females (~2000)
included.

In 18 of 25 RCTs, BI had a significant
positive effect in health care settings
(primary careand hospital settings).

Exclusions: studies with dependents
only; specialized settings; participants
recruited by advertisements; BI
compared with intensive treatment;
and BI more extensive than ‘usual for a
BI’.

Countries: mainly English speaking
andNordic – but the WHO study
group was included.

Limitations: review emphasised
heterogeneity of interventions
studied in eligible papers; issues of
generalizability (most studies in
middle-aged male drinkers who
were willing participants; settings
mainly English and Nordic speaking
countries); plus uncertainty around
longer term effect sizes (past 2
years)

BIin health care settings focus,
including primary care.
Search limited to MEDLINE (1966 to
2000) but more recently updatedto
include some important new
studies. Bibliographies from the
studies and from previously
published meta-analyses, literature
reviews,and dissertations were also
reviewed.
Language not mentioned.

Bertholet
et al. 2005

Systematic review and metaanalysis.
Brief intervention in primary care
focus.
Searched the Cochrane Library,
MEDLINE, andPsycINFO from
inception to 2003 plus ISIWeb of
Science and ETOH databases. Also
bibliographies of retrieved
references and reviews.
No language restrictions.

Inclusion criteria: BI delivered
individually and focused on alcohol;
face-to-face component in the initial
session. BI defined as “brief
intervention”or “motivational
intervention” or reporting the use of
feedback or advice to drinking.
Exclusion criteria: treatment seekers;
studies in hospital setting; studies
using advertisements for recruitment.

19 trials (5639 patients) were
included - study size ranged from
80 to 774 subjects. 13 trials (74%)
included both sexes, 3 (16%) were
malesonly, and 3 (16%) had both
sexes but females not includedin
the analyses. One study focused
specifically on elderlypatients
(65+).

BI varied from brief counseling to
cognitive therapy in six to nine sessions
during 1 year.
In 2 trials, the significant reduction in
alcohol consumption was confirmed by
reduced GGT level. 2 trials reported a
significant reduction in the number of
hospital days, and one trial showed a
significantreduction in the incidence of
new injuries and need forhospital care.
12 trials in the meta-analysis. The
adjusted intention-to-treat analysis
showed a mean pooled difference of 38 g/week in favour of the BI group.
Evidence of other outcome measures
was inconclusive. BI was concluded to
be beneficial in men and women in a
primary care context.

Quality assessment: D

Limitations: Heterogeneity
between trials; lack of detailed
data limited the ability to identify
key elements of efficacy; plus
highlights issue of true control
group (most studies reported a1030% reduction in alcohol
consumption in the control group).
Quality assessment: A

Countries: 9 - USA, 7 - Europe, 2 Africa&1 - Australia.
Outcome measures: change in
alcohol intake; drinking status;
health-related quality of lifeor
functional status; laboratory
markers related to alcohol use;
utilization of health care resources;
or cost data.
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Bray et al
2012

Systematic review and costestimate analysis.

Inclusion criteria: alcohol SBI
implementation cost studies based in
health setting; varying cost
methodologies allowed (hybrid, nonactivity based and activity based).

17 articles identified, majority of
(13) based in primary care settings.

Variation in screening and BI costs was
primarily driven by the wage of the
provider and the service delivery time.
Costs also differ between primary care
and ED settings; estimates from ED
studies tended to be higher.

Insufficient reporting of cost
methodology and other data
makes evaluating SBI cost
estimates difficult. Also,
differences in cost estimation
approaches mean it is not clear
whether equivalent SBI models are
being compared.

Cost-effectiveness focus.
Searched EBSCOhost, PubMED and
GoogleScholar plus reference lists
of eligible papers.
No date or country restriction but
publications unavailable in English
were excluded.
Bray et al.
2011

Systematic review and metaanalysis.
Health care service utilization focus
Search (to 2010) of CINAHL,
MEDLINE, PubMed, Cochrane,
EBSCO, JSTOR, and PsycARTICLES.
Also searched reference lists of
publications and reviews.
Publications unavailable in English
were excluded.

Chang
2002

Systematic literature review.
Gender BI focus (included primary
care based trials).
Search methods not stipulated.
No publication language or date
criteria stipulated.

Exclusion criteria: publications not
available in English, no cost estimate of
a screening and/or BI service, studies
not in medical setting provided.

Inclusion criteria: brief intervention
delivery; health care utilization
outcome; and non alcohol-dependent
patients.
Exclusion criteria: publications
targeting alcohol-dependence.
Health care utilization was classified
into outpatient care,ED care, and
inpatient care.

Countries: not specified.
Outcome measures: cost estimate
of BI (plus setting, resource use
estimate, and price (unit cost)
estimate).

Quality assessment: B

29 unique trials identified: 21 in
primary care, 4 in emergency
rooms and 4 in hospital settings.
Countries: USA (n-17), UK (n=6),
Australia (n=2), Sweden (n=2),
Canada (n=1) and Switzerland
(n=1).

Limitations: Limited sample size
(only 11 of 29 studies could be
included in the meta-analysis due
to lack of data or study design);
and Non-English language
publications were excluded.
Quality assessment: D

Outcomes: reduced service use.

Inclusion criteria: Representative
studies that relied on random
assignment of treatment conditions
and had either substantial numbers of
women or special focus on women.

9 papers covering 7 trials covering
3887 participants, of which 1582
were female.

BI defined as usually consisting of 5
steps (assessment, direct feedback,
contracting and goal setting,
behavioral modification techniques,
and written materials, such as self-help
manuals)

Outcome measures: not specified
but appears to be focus on change
in alcohol consumption.

Exclusion criteria not specified:

Of the 29 trials, 11 were included in the
meta-analysis focused on health care
utilization. No significant effect was
found for outpatient or inpatienthealth
care utilization.

Countries: various including UK
and USA.

Alcohol BI do not appear to be
consistently helpful to women drinkers.
Further, there are no consistent
patterns leading to more success than
others. For example, five studies
utilized general practitioners as the
interventionists; two of which found
women were helped in particular and
three did not.However, pregnant
women were found to reduce their
drinking in two of the studies reviewed;
pregnancy may provide a powerful
incentive to reduce alcohol drinking.

Limitations to the generalizability
of any of the studies due to: small
sample sizes; setting (e.g., research
specialist treatment); and health
status of the participants. It is
possible some studies had women
with more severe alcohol problems
than others because of eligibility
criteria, and so were less likely to
demonstrate an effect for brief
interventions.
Quality assessment: D
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Cuijpers et
al. 2004

Meta-analysis

Inclusion criteria: alcohol focus and
brief intervention compared to nonintervention controls; random
allocation.

32 trials (7521 subjects with 4190
in the BI and 3331 in the control
conditions). Just 4 trials reported
verifiable mortality data (33 BI
deaths and 46 control deaths).

Meta-analysis of mortality only
included USA, UK and Australian data.

Limitations: (1) Small number of
studies eligible for meta-analysis
mainly due to lack of death rate
data; (2) Not possible to determine
actual distribution of mortality
over the study follow-up periods.
(3) Heterogeneity in interventions,
study designs populations and
measurement instruments. (4)
Used unadjusted data on the
mortality rates. (5) Risk of
publication bias (all eligible studies
were in English) (6) Can not check
the reliability of the methods with
which the mortality rates were
verified.

Health care (mortality focus but
included primary care based trials)
Electronic search (to 2002) of
Medline and Psychinfo plus
reference lists of earlier metaanalyses and systematic reviews.
Also sought unpublished data,
greyliterature and dissertation
abstracts.

Exclusion criteria: treatment seekers;
recruitment via advertisement; those
referred to specialist care, pregnant
women and psychiatric cases.
BI was 4 sessions or fewer as per
Moyer.

In 14 trials, >1 BI was compared
with a control condition thus there
were 53 comparisons in total.
Countries: USA, UK, Australia,
Kenya, Finland, Bulgaria, USSR,
Zimbabwe, Sweden, Mexico,
Norway.

No language restrictions.

Pooled relative risk (RR) of dying in BI
compared to control conditions was
0.47 for the four studies (95% CI: 0.25,
0.89).
The pooled RR of all 32 studieswas
comparable (RR = 0.57; 95% CI: 0.38,
0.84).

Outcome measures:relative risk
(RR) of dying; reduction in
mortality rate (prevented fraction
(PF)); and numbers needed totreat
(NNT).
Gilinsky et
al. 2011

Systematic Review and qualitative
data analysis.
Focus on interventions delivered
during antenatal care (including
primary care based antenatal
settings).
Searched electronic databases via
OVIDL: Medline, Embase (both
1980-2008), PsychInfo (1985-2008),
CINAHL (1982-2008), Cochrane
Register of controlled Trials and
Systematic Reviews (to 2008)
Restricted to studies in the English
language

Inclusion criteria: RCTs and non-RCTs
testing an intervention delivered
during pregnancy to reduce alcohol
consumption; pregnant women who
were drinking any amount of alcohol
during pregnancy (including dependent
drinkers) or were abstinent from
alcohol
Exclusion: Unpublished studies; studies
about women who used illicit drugs
(unless alcohol outcomes were
reported separately); if they did not
include an identifiable alcohol
consumption measure during
pregnancy; studies in which the
findings were not considered
potentially transferrable to UK

10 separate studies including 8
RCTs; total of 3380 individual
participants in the selected studies.
Countries: USA, Norway, UK
Outcome measures: Short and long
term maternal alcohol
consumption during pregnancy.

Quality assessment: C
There was some evidence from a small
number of studies that singe session
face to face brief interventions resulted
in positive effects on the maintenance
of alcohol abstinence during
pregnancy.
Women choosing abstinence as their
drinking goals and heavier drinking
women who participated with a
partner were more likely to be
abstinent at follow up.
However more intensive interventions
may be required to encourage women
who continue to drink during
pregnancy to reduce their
consumption.

Limitations: Lack of
methodologically strong empirical
studies that met the inclusion
criteria; trials that suggested
efficacy of single session brief
interventions were conducted in
the USA and involved significant
financial incentives for participants
plus many of the participants had
already reduced their alcohol
consumption or abstained from
drinking during pregnancy, which
may limit transferability to nonabstinent settings.
Quality assessment: B

Overall, there is insufficient evidence
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SAMPLE, OUTCOME MEASURES

populations (e.g. non-western and
developing countries)

Gordon et
al. 2007

Systematic review
BI focus (including primary care
settings)
Studies identified using NHS-EED
(uses a selection from MEDLINE,
EMBASE, Cochrane Library,
PsychLit, BiomedCentral) and
paper-based journals and other
grey literature. Published 19952005.
Restricted to English Language only.

Huibers et
al. 2003

Systematic review plus metaanalysis where possible.
Review focused on effectiveness
ofpsychosocial interventions by GPs
(i.e. not just BI).
Searched Cochrane Collaboration
Depression Anxiety and Neurosis
group Controlled Trials Registers,
The Cochrane Library, plus used
citation tracking and consulted with

Inclusion criteria: economic evaluation
of a health behaviour change
intervention for tobacco
smoking/diet/physical activity/alcohol
misuse behaviours or any
combinations of these behaviours;
delivered face-to –face; aimed at
individual-level behaviour change;
both healthy populations (primary
prevention) and those with or at risk of
a disease (secondary prevention).
Exclusion criteria: insufficient data for
assessment of the economic
evaluation; studies that did not
synthesize cost and health outcomes
data into a summary measure for the
economic evaluation.
Inclusion criteria: All RCTs, CCTs and
CPPTs addressing the effectiveness of
psychosocialinterventions by
GPs(definition included counseling
alongside more structured approaches
such as cognitive behavioral
interventions or problem solving
therapy).; no restrictions on the type of
participants.
Exclusion criteria: (psycho)
pharmalogical interventions; studies

AUTHORS CONCLUSIONS

LIMITATIONS, QUALITY
ASSESSMENT

to determine whether such
interventions delivered during the
antenatal period are effective at
helping women to reduce alcohol
consumption during pregnancy.

64 articles: smoking cessation (15);
physical activity (13); alcohol (12);
nutrition (7) plus 17 multiple
behaviour interventions.
Alcohol interventions were
composed of physician counselling
techniques aimed at either hospital
patients, families or adolescents.
Countries: mainly USA.
Outcome measures: incremental
cost per QUALY and cost benefit
analysis (including reduced
healthcare costs, averted motor
vehicle accidents, criminal
events/court case costs).

Although alcohol and dietary
interventions appeared to be
economically favourable, it is difficult
to draw conclusions because of the
variety in study outcomes.
Generally, the costs of the behavioural
interventions reviewed were low
relative to those for other healthcare
interventions such as pharmaceutical
management.

Limitations: possible publication
bias due to exclusion of grey
literature; no quality grading
system employed; variation in
overall quality of the economic
evaluations across and within each
behaviour category.
Quality assessment: C

The behavioural interventions aimed at
populations with high-risk factors for
disease were more cost-effective than
those aimed at healthy individuals.

10 studies including 2 focusing on
the effectiveness of GP
psychosocial interventions for
excessive alcohol consumption (1
RCT & 1 CCT). 2392 participants in
total, including 537 from alcohol
consumption studies.

Not possible to draw an overall
conclusion concerning the
effectiveness of “psychosocial
interventions by general practitioners”
since studies were not comparable in
numerous aspects (intervention,
outcome, population).

Conservative definition of
psychosocial interventions affected
the inclusion of studies. However,
authors feel that broader inclusion
of studies would have resulted in
even more incomparability among
studies.

Countries: Not specified.

In relation to alcohol, review found
that GP-delivered BI seem no more
effective than other, more simple
interventions: there is limited evidence

Quality assessment: A

Outcome measures: studies had to
report at least one of two types of
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experts in the field

where separate data on GP-delivered
or psychosocial elements not available.

outcome: 1) (clinical) improvement
rates or numbers; 2) scores on
relevant validated scales.

that a cognitive behavioural
intervention (CBI) by a GP is no more
effective than a CBI by a nurse
practitioner or brief advice and there is
limited evidence that a behavioural
change programme is no more
effective than brief advice, assessment
of drinking or follow-up assessments
only.

Inclusion criteria: Systematic reviews
only; study population included adults
and young people aged 10 years and
above; focus on brief interventions for
alcohol misuse delivered by both
health and non-health professionals in
any setting.

For the BI effectiveness review, 27
studies were identified including 6
systematic reviews of primary care
settings.

Brief interventions were shown to be
effective in both men and women.

Studies published before 2002
(subsequently updated to included
2002-Nov 2005 publications) and
no language restriction.

Jackson et
al. 2010

Systematic review and review of
reviews.
Review focused on effectiveness of
alcohol interventions in adults and
young peopleand was not setting
specific.
Electronic databases were searched
using free text and keyword/index
terms plus key author/journal were
searched; 360° citations searching;
and contacting experts/key
stakeholders.
Searches not restricted by year of
publication or language.

Jenkins et
al. 2009

Systematic review and metaregression.
Not setting or alcohol specific but
include 14 in primary care settings.
Electronic search (to 2005) of
databases (Cinahl, Medline,
Embase, Psychinfo). Specifically did
not contact authors for more

Inclusion criteria: review focused on
reported changes in control groups
from brief intervention evaluations.
The issue of interest was possible
assessment reactivity.

Countries: Mainly USA, UK,
Australia

Relationship between the level of
alcohol dependence and the
effectiveness of brief interventions was
unclear.

Outcome measures: Reduction in
alcohol consumption, mortality,
morbidity, alcohol-related injuries,
alcohol-related harm, alcoholrelated social consequences,
health care resource use, referral
to specialist treatment, readiness
to change, and impact on smoking.

Limited evidence of the effectiveness
of brief interventions in patients with a
dual diagnosis of a psychiatric
condition and alcohol misuse.

22 trials identified of 26 studies
suitable for quantitative metaanalysis.

General but not consistent trend for
reduced drinking in control groups.

Countries: USA, UK, Australia,
Canada and mainland European
countries.
Outcome measures: changes in
consumption over time in control

Limited evidence suggests that even
very brief interventions may be
effective in reducing negative alcoholrelated outcomes. The benefit arising
from increased exposure or the
incorporation of motivational
interviewing principles was unclear.

Great heterogeneity identified – the
observed reduction in drinking in
control groups over time was greater in
Anglophone countries, in single sex
studies and studies without age
targeting.

LIMITATIONS, QUALITY
ASSESSMENT

Limitations: study populations
were made up primarily of adult
populations therefore limited
evidence identified for the
effectiveness of brief interventions
in young people; participants were
mainly Caucasian in origin although
ethnicity of study populations was
poorly reported in general; and
although socioeconomic status was
not shown to influence the
effectiveness of BI, there was
limited evidence in this area.
Quality assessment: B

Limitations: Potential bias due to
exclusion of 18 out of 44 studies
from the quantitative study for
reasons of lack of suitable
consumption data; reliance on
published data; and lack of recent
studies including those on youth
populations.
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information.
Only studies published in English
considered.
Jonas 2012

Systematic review and metaanalysis
Adult / adolescents BI in primary
care focus.
Searched MEDLINE, Embase, the
Cochrane Library, CINAHL,
PsycINFO, and the International
Pharmaceutical Abstracts from
1985 to 2011 using either MeSH or
suitable keywords.
Searchconfined to English language
publications.

Overall inclusion criteria: studies
enrolling adults and/or adolescents
(ages 12 years or older) with alcohol
misuse identified by screening in
primary care settings or settings with a
primary care-type relationship. Also
additional criteria for specific review
questions.
Exclusion criteria: studies on
pharmacotherapy for alcohol
dependence in the primary care
setting.

SAMPLE, OUTCOME MEASURES

AUTHORS CONCLUSIONS

LIMITATIONS, QUALITY
ASSESSMENT

groups from brief intervention
studies.

The content of the control group
procedure was not predictive of
reduced drinking.

Quality assessment: C

44 papers covering 29 studies (23
RCTs & 6 metaanalyses/systematic reviews).

Overall, evidence supports the
effectiveness of behavioral
interventions for improving several
intermediate outcomes for adults,
older adults, and young adults/college
students (average reduction of 3.6
drinks per week for adults compared
with control, 11 % increase in the % of
adults achieving recommended
drinking limits over 12 months).

Limitations: studies generally not
designed to assess the impact of
the interventions on morbidity and
mortality; their focus was primarily
on behavioral outcomes; heavy
reliance on self-report of alcohol
use outcome measures; possible
that the assessments of alcohol
misuse conducted in the included
trials conceal therapeutic benefits
of the behavioral interventions
(i.e., bias results toward the null).
The control groups in the included
studies generally reduced alcohol
consumption.

Countries:UK, USA. Australia,
Kenya, Mexico, Norway, Russia,
Zimbabwe, Germany, Canada, New
Zealand, Thailand, Spain,
Outcome measures: differentiated
between intermediate (measures
of lower-risk alcohol use) and
longer-term (health and other)
outcomes of interest

Effect sizes smaller in older adults and
less long-lived for young adults and
college students plus insufficient
evidence of effectiveness in
adolescents.Further, although
subgroup analyses did not identify
differences between men and women,
there is low evidence of their
effectiveness for pregnant women.
Finally, not clear whether findings
applicable to people with comorbid
medical or psychiatric conditions.

Quality assessment: A

Brief multi-contact interventions have
the best evidence of effectiveness
across populations, outcomes, and
have follow-up data over several years
(although differences between control
& intervention groups not statistically
significant past 48 months).
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Kaner et al.
2007

Systematic review and metaanalysis

Inclusion criteria: Randomised
controlled trials, patients presenting to
primary care not specifically for alcohol
treatment; brief intervention of up to
five sessions.

29 trials identified - meta-analysis
of 22 RCTs (7,619 patients).

Overall, brief interventions significantly
l lowered alcohol consumption at one
year (mean difference: -38
grams/week, 95% CI: -54 to -23),
however this effect was less clear in
women. Longer duration of counseling
has little additional effect.

Limitations: Lack of blinding
potentially leading to overestimation of treatment
effects;limited applicability to
underage drinkers; discrepancy in
definitions of heavy and binge
drinking; insufficient data on
ethnic and gender differences; plus
substantial heterogeneity between
trials in the settings, populations
enrolled, screening instruments
used, base-line consumption of
alcohol and the active and control
interventions delivered.

BI in primary care focus
Electronic searches (to 2006) of
electronic databases (Medline,
Embase, Cinahl, PsycINFO, Science
Citation Index, Social Science
Citation Index, Alcohol and Alcohol
Problems Science Database,
Cochrane Library). Searched
reference lists of reviews, contacted
experts in the field and attempted
to access grey literature).

Exclusion criteria: studies that were
either: not randomised controlled
trials, did not take place in primary
care; or did not involve brief alcohol
intervention

Countries: USA (n=11), UK (n=5),
Spain (n=5), Canada (n=2), Finland
(n=2), Sweden (n=2), France (n=1)
and Australia (n=1).
Outcome measures: reduced
alcohol consumption, alcohol
related problems and laboratory
measures.

An absence of a difference in outcomes
between efficacy and effectiveness
trials suggested that this literature was
relevant to routine primary care.

No language restrictions

Latimer et
al. 2010

Quality assessment: A

Cost effectiveness review

Intervention specific criteria

Focus on SBI included primary care.

Inclusion: participants aged 10 years
and above; brief interventions
delivered within and outside primary
care (used Kaner et al definition
although reviews not excluded if
authors had evaluated brief
interventions of longer exposure); brief
interventions are delivered by nonspecialist personnel; included brief
interventions for alcohol misuse
delivered by both health and nonhealth professionals.

Reference Manager database of
studies retrieved for the
effectiveness reviews of brief
interventions plus specific searches
of NHS EED and Econlit.
Handsearching and checking
reference lists of included papers
was undertaken.
Only studies published in English
considered.

Exclusion: participants agedunder 10
years; evidence not from economically
developed countries; not published in
peer reviewed journals.

30 studies included in cost
effectiveness review.
Countries: USA, Australia, UK,
France, Norway, Canada, WHO
regions (Africa, The Americas,
Eastern Mediterranean, Europe,
South East Asia, Western Pacific)
Outcomes measured in costs, QALY
and other economic outcomes.
Cost effectiveness, cost utility and
cost consequence studies were
included.

Screening plus brief intervention is cost
effective in the primary care setting,
but sufficient evidence does not exist
to make the same conclusions for the
hospital and emergency care settings,
although the evidence is suggestive
that this may be the case in an
emergency care setting.
Very brief interventions are likely to be
more cost effective than extended brief
interventions

Lack of testing of estimated QALY
gains; effectiveness estimates
based on reviews of a number of
different brief interventionsso not
possible to be confident that the
costs estimated for the
intervention accurately reflect the
mix of interventions which
contributed to the efficacy
estimate; plus synthesised nature
of the effectiveness evidence used
in the economic evaluations means
that it is not possible to unpick
specific cost effectiveness results
for specific patient groups.
Quality assessment: B
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INCLUSION/ EXCLUSION CRITERIA

SAMPLE, OUTCOME MEASURES

AUTHORS CONCLUSIONS

LIMITATIONS, QUALITY
ASSESSMENT

Littlejohn
2006

Systematic review and qualitative
synthesis.

Inclusion criteria: randomized
controlled trials; BI for
hazardousorharmful drinking; primary
care settings.

18 trials (4803 participants).

Post recruitment, patients’ SES does
not appear to influence BI outcome.

Limitations: Questions over the
representativeness of study trial
participants given many patients
decline to be screened initially and
those who do screen positive often
refuse to participate further.

Primary health care focus.
Electronic search (to 2006) of
databases (Cinahl, Embase,
Medline, PsycInfo, Cochrane
Library, and Index to Theses.
Reference lists of selected papers
and reviews. Only papers in English
were considered.
Moyer et
al. 2002

Systematic review and metaanalysis.
Health and social care settings
(including primary care).
Electronic searches (to 2001) of
databases (not specified); a
database of alcohol treatment
studies; and citations found
inprevious reviews and primary
studies.
Language not mentioned.

Exclusion criteria: Specialist care
settings; secondary analysis of BI data.
BI defined as feedback and advice to
change to non-dependent, nontreatment seeking alcohol drinkers, BI
provided by generalists.
Inclusion criteria: controlled evaluation
of brief intervention; brief intervention
providing no more than four sessions
Exclusion criteria: trials involving
pregnant women.
Wide range of health and social care
settings – included prevention and
treatment contexts.

Countries: USA, UK, Sweden,
Australia, Spain, Finland.
Outcome measures: assessment of
willingness to participate in BI,
attendance for BI once enrolled
and outcomes from BI at followup.

54 trials: 34 comparing brief
intervention with controls in nontreatment-seeking patients; and 20
comparing brief intervention with
extended treatment in treatmentseekers.
Countries: USA, UK, Australia,
Norway, Mexico, Finland, Bulgaria,
Zimbabwe, Costa Rica, Sweden,
Kenya.

However, the effect of SES on
participation remains unclear, and the
generalizability of BI results to the
whole primary care population is
equivocal.

34 trials focused on prevention found
small to medium aggregate effect sizes
in favor of brief interventions across
different follow-up points. At follow-up
after >3–6 months, the effect for brief
interventions compared to control
conditionswas significantly larger when
individuals with more severe alcohol
problems were excluded.

Quality assessment: C

Limitations: heterogeneity in
included studies; 2 authors
affiliated with the MINT group and
may, therefore, be biased
(although controls were put in
place).
Quality assessment: D

Multiple drinking outcomes were
combined into a composite score;
alcohol consumption measure.
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AUTHORS CONCLUSIONS
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Parkes et
al. 2008

Systematic review.

Inclusion criteria: interventions
evaluating the efficacy or effectiveness
of alcohol interventions aimed at
pregnant and postpartum women or
women of child-bearing age;
interventions and programs targeted
at specific, smaller populations (e.g.
low income women) were also
included.

Sample:38 studies (18 on screening
instruments; 11 on BI; and 9 on
intensiveinterventions)
representing approximately 21,223
participants.

Evidence suggests four better practices
approaches: (1) integrating research
and practice wisdom on womencentred care; (2) integrating knowledge
about the interconnections between
women’s substance use and other
health, financial and social concerns;
(3) addressing diversity by tailoring
interventions to the needs of different
subgroups of women; (4) applying
harm-reduction philosophy and
practice.

No strengths and limitations of the
study itself discussed in the study.

Brief alcohol interventions in health
settings showed positive results but in
a small number of trials and they were
difficult to embed in practice. Brief
interventions in school settings showed
mixed results. In community settings,
brief interventions combined with HIV
counselling showed promising results.

Limitations: not specified.

Focus on effectiveness of
identification tools and BI in
pregnant and post-partum women,
including in primary care.
Searched ASSIA;CDSR; CINAHL;
CINCH-Health; DARE; Drugscope;
Ebsco host; ERIC; Ingenta; MD
Consult; Medline; PsychINFO;
PubMed; Sociofile.Supplemented
with hand-search of reference lists
of selected papers to 2007.

Exclusion criteria: not specified.

Restricted to English language only.

Peltzer
2006

Systematic review.
Range of health, education and
community settings, including
primary care.
Electronic search (to 2009) of
databases (Medline, Embase,
Central, Google Scholar, Cinahl,
African Journals online).
Restricted to English language.

Inclusion criteria: up to 4 sessions of
intervention, risk drinking level or
pattern not diagnosable as abuse or
dependence, delivery by generalist
practitioners in community (non
specialist settings).
Brief intervention in sub-Saharan Africa
not restricted to type of settings. Both
descriptive and evaluative work.

Countries: mainly USA plus
Canada.
Outcome measures: Key outcome
of interest was change in selfreported alcohol use plus also
examined secondary outcome
measures such as reduction in
alcohol exposed pregnancies and
an increase in contraceptive
behavior.
2 RCTS in a health setting plus a
quasi experimental study focused
on implementation; 5 trials in a
community setting.
Countries: Kenya, Zimbabwe,
Zambia, South Africa, Malawi plus
Australia, Chile, Norway and
Switzerland.

Quality assessment: C

Quality assessment: D

Outcome measures: alcohol
consumption; implementation
issues.
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Saitz 2010

Systematic review.

Inclusion criteria: randomized
controlled trials; comparison of
primary-care patients with unhealthy
alcohol use identified by screening who
received BI with patients who received
no intervention. BIs were conducted
in-person and included up to four
sessions.

16 RCTs identified but 14 excluded
some or all subjects with very
heavy alcohol use or dependence
and 2 trials included dependent
patients (or did not exclude people
based on an upper limit of
consumption).

Alcohol screening and BIhas efficacy in
primary care for patients with
unhealthy alcohol use, but there is no
evidence for efficacy among those with
veryheavy use or dependence.

Limitations: (1) Lack of two
independent raters (2) Findings
relied on prior systematic reviews
therefore exclusion criteria in
original articles were sometimes
not clearly specified. (3) NonEnglish language studies were not
included.

Primary care focus.
Electronic search (to 2009) of
databases (Database of Reviews of
Effects, Cinahl, Medline, Cochrane
Library, Web of Science, Psychinfo).
Plus the reference lists of recent
comprehensive reviews.
Searches confined to English
language.

Solberg et
al. 2008

Systematic review and sensitivity
analysis.
BI in primary care focus.
Search of PubMed meta-analyses
and systematic reviews up to
December 2004.
Language not specified.

Sullivan et
al. 2011

Systematic review and metaanalysis
Focus on alcohol SBI delivery by
non-physicians in PHC
Searched electronic databases
(MEDLINE, PsychInfo, Cochrane
Drug and Alcohol Group, CINAHL,
Social Science Citation Index and

Exclusion criteria: studies in hospital
inpatients or emergency departments;
studies where BI was compared against
another active treatment; recruitment
by means other than screening.

Countries: USA, UK, Sweden and
WHO study countries.
Outcomes: reduced alcohol
consumption and/or
consequences; referral to
additional care.

Inclusion Criteria: analyse brief
interventions; not limited to
alcoholism or alcohol dependence;
conducted on a US population and
report costs in US dollars; analyse full
cost effectiveness with health
outcomes measured as years of life
with or without quality adjustment;
analyse interventions delivered in a
primary care setting.

The final summary of effectiveness
is based on the average
effectiveness in 10 studies of
reduction in heavy drinking. (no
sample size of individuals given)

Inclusion criteria: (1) English language;
(2) human subjects; (3) focused on
alcohol consumption; (4) primary care
clinic based; (5) offered a
nonphysicianintervention arm; and (6)
provided alcohol consumption
outcomes.

Sample: 13 studies (particular
numbers ranged from 28 to 1,329);
including meta-analysis of7 studies
(fair to poor quality) with 2,210
patients (1,028, intervention;
1,182, control)

Exclusion criteria: not specified other

Quality assessment: C

Countries: not specified.
Outcome measure: cost
effectiveness was defined as the
net gain in lifetime costs of
delivering the service divided by
net quality-adjusted life-years
(QALYs)

Countries: USA, Netherlands,
Canada, UK, Sweden, Australia.

Brief screening and counselling for
alcohol misuse in primary care is both
more effective/cost-effective than
most other effective preventative
services.However, effectiveness may
wane after 12 months, and there are
no studies of long-term effectiveness
(5+ years) with repeated screening and
counselling. Plus, individuals with high
baseline alcohol use are likely to have
larger health benefits from moderating
behaviour than individuals with lower
use.

Limitations: Heterogeneous data
points, assumptions,
extrapolations, and dependence
on highly aggregate data; inclusion
of dependent drinkers in some
study populations; lack of data on
relationship between an
individual’s disease risk and the
probability of adhering with risk
reduction interventions; and lack
of available studies with longerterm follow-up period.

Review offers preliminary support for
the benefit of brief interventions for
unhealthy alcohol use by
nonphysicians, either alone or in
combination with physicians. There is
evidence that nonphysician-based
interventions are as effective as
physician-based interventions and

Limitations: Search was limited to
English-language published
abstracts and manuscripts. Quality
of the 13 eligible studies was fair at
best. Primary concerns centered
around issues of blinding and loss
to follow-up of study subjects.
Heterogeneity of research designs

Quality assessment: C
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Science Citation Index between
1967 and 2008 using search terms
that covered the domains of:
alcohol problems, primary care,
nonphysician and counseling
interventions.

than above.However to be considered
for the review, the counseling
intervention had to provide short-term
alcohol counselling delivered by
nonphysician medical staff with or
without physician participation (some
physician contribution allowed). In
multiple intervention arms, selected
the arm with the more intensive
intervention. The control arm was
defined as that arm that did not
include a structured alcohol
intervention (eg, “usual care” or
“advice”).

Outcome measures: absolute
differencebetween treatment and
control arms inmean
standarddrinks consumed per
week, based on the mean
standarddrinks per week at the
start of the trial and the numberin
the same arm after 6 months (or
closest timeinterval).

when added to physician-based
interventions can significantly improve
drinking outcomes. However, summary
effect size observed for nonphysician
interventions of 1.7 fewer standard
drinks per week is smaller than that
observed for other clinician-based
interventions in primary care settings
(2.7 fewer standard drinks per week
but within the 95% CI [1.6–3.9 standard
drinks] of that result).

raises questions about the utility of
the overall meta-analytic findings.
Inclusion of studies that consisted
of intensive multicontact
interventions raises the question
of whether these studies qualify as
“brief” interventions. Reliance on
self-report outcomes.

Inclusion criteria: randomized or
nonrandomized controlled clinical
trials of nondependent drinkers 12+
who received a primary care
behavioral counseling intervention to
reduce alcohol intake.

12 trials (5392 patients) with 15
comparison groups. A range of BI
considered: up to 5 min (n=2), up
to 15 min (n=6), and multicontact
(n=7).

At 6-12 months, brief counseling
interventions (with up to 15 min
contact and at least 1 follow-up)
reduced the average number of drinks
per week by 13% to 34% more than
controls. The proportion of participants
drinking at ‘safe’ levels was 10% to 19%
greater than controls. One study
reported maintenance of improved
drinking at 4 years follow-up.

Limitations: (1) Did not
quantitatively summarize study
trial results. (2) Focused on effect
of behavioural counseling
interventions on patients and
therefore did not systematically
address the performance of
screening tests to identify these
patients. (3) Reliance on self-report
measures of alcohol use. (4)
Possibility of publication bias as
cannot be certain all negative
studies were found.

Searches confined to English
language.

Whitlock
et al. 2004.

Systematic review and metaanalysis.
Focus on behaviouralcounselling
interventions in primary care.
Searched Cochrane Library,
Database of Research Effectiveness
(DARE), MEDLINE,
CochraneControlled Clinical Trials,
PsycINFO, HealthSTAR, CINAH plus
reference lists to 2003.
Restricted to English language only.

Exclusion criteria: studies based in
hospitals, emergency departments,
specialty addiction treatment settings
and schools or community agencies
without health clinics. Also
excludedstudies in comorbid patient
populations.

Countries: USA, UK, Sweden and
WHO study countries.
Outcome measures: 1) mean
drinks per week or reduction in
mean drinks per week; 2) %
participants not binge drinking;
and 3) % participants achieving
recommended ‘safe’ drinking
levels or patterns.

Quality assessment: A

Quality assessment: C

The BISTAIRS project has received funding from the European Union, in the framework of the Health Programme

53

BISTAIRS Project

Emergency care
AUTHORS,
COUNTRY
Apodaca,
Miller,
Schermer,
Amrhein
(2007) USA

BazarganHejazi, Bing,
Bazargan,
DerMartirosian,
Hardin,
Bernstein,
Bernstein
(2005) USA

SAMPLE
(target group,
exclusion criteria)
Injured patients treated
in hospital (TC),
motor vehicle drivers
and passengers
residing within the state
of New Mexico
not included, target
population of a
separate study18+
years, both genders;
AUDIT score 8+ or BAC
positive (N = 40)
Injured patients treated
in ED;18+ years, both
genders;
CAGE score >= 1;
(N = 295)

DESIGN & METHODS

INTERVENTION DETAILS

OUTCOME MEASURES

BI (?), CG (?)
BAC level had been
drawn as part of
routine patient care and
all trauma
patients were screened
with AUDIT,
screen positives were
asked to
participate.

BI: Patients were given an
empirically
evaluated self-help booklet
(bibliotherapy),
consultation with the reseacher
lasted no
longer than 5 minutes
CG: same assessment (20
minutes) as BI

AUDIT, SIP, RTC-Q; Follow up:
5 months (75%), telephone
interviews,
same as baseline, use of any
other
support, resources or
treatment

BI (151), CG (144);
after written consent,
patients were
screened for at-risk
drinking, screen
positive (CAGE >= 1)
were
randomised

BI: trained Health Promotion
Advocates from
community-based
organizsations delivered a
15-20-minute structured
intervention - the
Semiscripted Brief Negotiated
Interview developed by Rollnick,
Bernstein, and Bernstein
CG and BI: received a "health
packet" with
a variety of health information

MAIN RESULTS

No differences between the two
groups.
Participants in BI and CG made
significant improvements across all
measures of drinking and associated
negative consequences.
There was a trend towards higher
treatment-seeking among those in BI
(40% in BI and 13% in CG).
Changed to low-risk drinking:
80% (BI) and 71% (CG)
CAGE, AUDIT, structured
Patients were divided into 3 groups
questionnaire
depending on AUDIT scores:
included Readiness to change low-risk (0 to 6), at-risk/moderate-risk
drinking
(7-18), high-risk (19-40).
behavior, and Readiness to
Reduced their risk (moved to a lower
enter alcohol
risk category): BI (48%), CG (38%)
treatment; Follow Up:
At-risk/moderate group (reduced
3 months (63%),
risk):
face-to-face in ED,
BI (34%), CG (13%)
same as baseline
High-risk group (reduced risk):
BI (66%), CG (60%)
The only significant predictors of
outcome were intervention group
status
and baseline AUDIT.

COMMENTS
Quality Assessment score
Authors noted the
extremely brief
(16-pages) self-help
manual and the
short length of follow-up
assessment.
Quality Assessment:
15

Quality Assessment:
19
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Bernstein,
Heeren,
Edward,
Dorfman,
Bliss, Winter,
Bernstein
(2010) USA

SAMPLE
(target group,
exclusion criteria)
Injured and noninjured
(toxicated) patients
treated in Level 1 TC
(PED) TC, 14-21 years,
both genders;
5+ drinks in 2 hours for
males and
4+ drinks in 2 hours for
females, or
high-risk behaviors in
conjunction
with alcohol use, and/or
AUDIT
score 4+ for ages 14-17
years or
8+ for ages 18-21 years
(N = 853)

DESIGN & METHODS

INTERVENTION DETAILS

OUTCOME MEASURES

MAIN RESULTS

BI (283), CG-Assessment
(284),
CG (286);
patients screened
positive were asked to
participate, consent
obtain from
parents or guardian
(written or oral)

BI: trained peer educators under
25 years
(bachelor´s degrees) delivered 1
20- to 30 minute MI session and
a 10-day 5- to 10-minute
booster telephone call
CG-A: same assessment as BI
and written advice about
alcohol-related risks
CG: screening and written
advice about
alcohol-related risks

TLFB, AIC, Drinking and
driving scale,
AHBQ, PHQ-A depression
scale, PTSD
Checklist Civilian version

No statistically significant differences
between BI and CG-A in alcohol
consumption (drinking days per
months, mean drinks per
drinking day, mean drinks per week,
max.drinks per day) and alcoholrelated consequences.
A significantly larger proportion of the
BI group made efforts to change
consumption
and drinking behaviors.
73% (BI) vs. 65% (CG-A) tried to cut
back on drinking, 41% (BI) vs. 28%
(CG-A) tried
to quit drinking, 81% (BI) vs. 71% (BIA) tried to be careful when drinking.
A statistically significant group effect
could be found for ages 18-21 years
(not for ages
14-17 years), for those with low
AUDIT scores (below the cutpoint for
hazardous
drinking) except "tried to be careful"
(not for those with high AUDIT
scores), for those
with posttraumatic stress disorder
(tried to quit drinking) and without
posttraumatic stress disorder (tried
to cut back and tried
to be careful).

(Several BI sessions were
audiotaped.)

(length NR)
Follow Up:
3 months (70%), BI and CG-A
only,
12 months (72%) BI, CG-A,
CG;
probably same as
assessment, including
abstinence at 12 months
(follow-up visits in ED)

COMMENTS
Quality Assessment score
To explain the purpose of
the study may
trigger social desirabiliy
bias. Low rate
of capture eligable
patients may
introduce sample bias.
Patients were ready and
willing, but not
able to alter consumption
and risktaking behavior. BI cannot
bridge the gab because of
previous problems and
life circumstances.
Quality Assessment:
20
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Blow, Barry,
Walton, Maio,
Chermack,
Bingham,
Ignacio,
Strecher
(2005) USA

SAMPLE
(target group,
exclusion criteria)
Injury patients treated
in Level 1 TC ED,
19+ years, both
genders;
BAC 100-200md/dl (N =
494)

DESIGN & METHODS

INTERVENTION DETAILS

OUTCOME MEASURES

MAIN RESULTS

TM-BI:tailored message,
BI (129),
TM-NoBI:tailord
message. no BI (121),
GM-BI:generic message,
BI (124),
GM-NoBI:generic
message, no BI (120);
BAC level was aassessed
during
ED visit, if BAC 100-200
mg/gl,
patients were screened
with a
computerized health
survey on a
desktop computer

TM-BI and TmNoBI: computergenerated
tailored message,
GM-BI and GMNoBI: computergenerated
generic massage,
The feedback consisted of a
booklet printed by
the computer for each
participants. The booklets were
identical in length, content, and
graphics and included either
messages
tailored to the individual
responses or standard
messages.
For the advice conditions (TM-BI
and GM-BI),
a reseach social worker
conducted a BI-session
(duration NR), focusing on
reviewing the booklet
using the FRAMES approach. For
the no-advice
conditions, patients were given
the booklet
without a BI-session.

Alcohol-related questions
embedded in
lifestyke screening survey, SDrInC with
two additional items from
the longer
DrInC (arrested for DUI, hurt,
injured, or burned while
intoxicated)
Follow Up:
3 months (85%), 12 months
(85%),
telephone contact,
same as baseline
(Patients received $20 at 3
months and $30 at 12
months)

AT 12 months, all four groups had
significantly reduced the weekly
intake
with highest reduction in TM-BI group
(TM-BI: 49%, TM-NoBI: 26%,
GM-BI: 35%, GM-NoBI: 36%).
At 12 months, all four groups had a
significantly reduction in HED
(TM-BI: 24%, TM-NoBI: 20%,
GM-BI: 36%, GM-NoBI: 37%).
Women age <=22 who received
advice,
were the most likely to decrease HED.
The decrease in scores on the DrInC
was
significant in all of the four groups
(TM-BI: 32%, TM-NoBI: 26%,
GM-BI: 16%, GM-NoBI: 31%).
Women age <=22 who received
advice,
were the most likely to show a
reduction
on the DrInC.

COMMENTS
Quality Assessment score
Quality Assessment:
15
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Cherpitel,
Moskalewicz,
Swiatkiewicz,
Bond
(2009) Poland

Cherpitel,
Korcha,
Moskalewicz,
Swiatkiewicz,
Bond
(2010) Poland

SAMPLE
(target group,
exclusion criteria)
Injured patients treated
in ED, 18+ years, both
genders;
screened positive if
answers were
positive on any one of
the RAPS4
items, or for men: 11+
drinks/week or 4+
drinks/occasion;
for women: 6+
drinks/week or 3+
drinks/occasion (lower
than NIAAA
guidance) (N = 446)

DESIGN & METHODS

INTERVENTION DETAILS

OUTCOME MEASURES

MAIN RESULTS

BI (145), CGAssessment (152),
CG-Screening (147);
patients screened
positive were asked to
participate.

BI: Trained nurses delivered 1x
15-20-minute Brief Negotiated
Interview.
CG-Assessment (CG-A): same
assessment as BI

BAC, TLFB, SIP, DrInC,
Readiness to
Change Ruler, Risk
taking/impulsivity
adapted from Eysenk
Follow Up:
3 months (84%) BI and CGAssessment only
TLFB, SIP, Readiness to
Change
Ruler, participation in any
other alcohol treatment
options

At 3-month follow-up no significant
differences in outcome measures
between BI and CG-Assessment
conditions.
Significant decrease of at-risk drinking
(BI=27%, CG-A=34%), of drinking days
per
week (BI=28%, CG-A=26%), of drinks
per
drinking day (BI=24%, CG-A=26%), of
maximum drinks on an occasion
(BI=25%, CG-A=20%), and of negative
consequences (BI=56%, CG-A=46%).

as above

as above

(Several BI sessions were
audiotaped.)

COMMENTS
Quality Assessment score
same as Daeppen, referred
to this
article
Quality Assessment:
23

(telephone contacts or in
person)
as above

12 months (63%), BI and CGAssessment only and (63%)
Screening group
same as 3 months

At 12-months follow-up at-risk
drinking and
number of drinks per drinking day
decreased
for the 3 conditions.
At-risk drinking:
BI=27%, CG-A=27%, CG=38%
number of drinks per drinking day:
BI=27%, CG-A=21%, CG=30%

Quality Assessment:
22

Significant declines of RAPS4 (44%),
number of drinking days per week
(28%), and maximum number of
drinks on an occasion (29%) were
only seen for
the intervention condition. Significant
decrease of negative consequences
for
BI (70%) and CG-A (47%).
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AUTHORS,
COUNTRY
Cobain,
Owens,
KolamunnageDona,
Fitzgerald,
Gilmore,
Pirmohamed
(2010) UK

Crawford,
Csipke, Brown,
Reid,
Nilsen,
Redhead,
Touquet
(2010) UK

SAMPLE
(target group,
exclusion criteria)
Injured patients treated
in ED, 18+ years, both
genders;
AUDIT 16+ and SADQ 1+
(positive) (N = 200)

DESIGN & METHODS

INTERVENTION DETAILS

OUTCOME MEASURES

MAIN RESULTS

BI (100), CG (100);
prospective cohort
control study, test
site was a university
hospital ED, the
control site a district
general hospital
(ED).
Screened positive
(AUDIT, SADQ) were
asked to participate.

BI: a trained Alcohol Specialist
Nurse (ASN)
delivered 15- to 20-minute
sessions. "Nurses
made a clinical judgement of
how many times a further
follow-up appointment should
be offered." Median of 3 x 20minute sessions.
CG: normal clinical care

AUDIT, SADQ
Follow Up:
6 months (49%);
AUDIT, SADQ either by
telephone or face-to-face by
reseach nurse

Injured patients treated
in ED after
deliberate self-harm,
UK, (N = 103)

BI (51), CG (52);
Screened PAT positive
were asked to
participate

BI: Alcohol Nurse Specialist
delivered a 1 x 30minute session, based on the
FRAMES
approach. Appointment on the
same day, but
never more than 50 h after ED
presentation
was provided. Patients received
a health
information leaflet on alcohol
and health.
CG: health information leaflet
on alcohol and
health.

PAT, basic demographic and
clinical
Follow Up:
3 months (65%), 6 months
(63%);
AUDIT, GHQ, Client
Satisfaction
Questionnaire, SAPAS,
hospital
record at the ED and 4
adjacent
hospitals

At 6 months statistically significant
difference between BI group and CG
concerning AUDIT score, SADQ,
number
of drink days, and number of units
per drink
day, in BI group 37% reported total
abstinence (CG 0%), severity of
alcohol
dependence was reduced in 77% (BI
group)
and 20% (CG)
No statistically significant differences
between BI group and CG could be
found
concerning DSH, alcohol use and
problems,
and general mental health

COMMENTS
Quality Assessment score
Quality Assessment:
17

Quality Assessment:
23

(Patients received a 15$
shopping
voucher.)
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BISTAIRS Project
AUTHORS,
COUNTRY
Crawford,
Patton,
Touquet,
Drummond,
Byford,
Barrett,
Reece, Brown,
Henry
(2004) UK

D´Onofrio,
Pantalon,
Degutis,
Flellin, Busch,
Chawaraski,
Owens,
0´Connor
(2008) USA

SAMPLE
(target group,
exclusion criteria)
Injured patients treated
in ED,
18+ years, both
genders;
PAT positive (misusing
alcohol) (N = 599)

Injured patients treated
in Ed, 18+ years, both
genders;
screened positive for
drinking over the
National Institute of
Alcohol
Abuse and Alcoholism
(NIAAA) low-risk limits
or presenting in ED with
an injury associated
with alcohol use, and
AUDIT score 19 or
less.(N = 500)

DESIGN & METHODS

INTERVENTION DETAILS

OUTCOME MEASURES

MAIN RESULTS

BI (287), CG (312);
Screened PAT positive
(part of routine
practice) were asked to
participate

BI: trained nurses (alcohol
health workers) delivered 1 x
30-minute session ;
CG: were given a health
information leaflet

PAT, demographic and
clinical details
collected as part of routine
assessment Follow up: 6
months (61%), 12 months
(64%); 6-months:PAT, 90-AQ,
General Health Questionaire;
12-months: PAT, 90-AQ, Time
Line
Follow Back ( Steady Pattern
Grid),
EQ-5D

6-month and 12-month follow-up.
Mean units consumed during drinking
session (SD):
At 6-month follow-up decrease
from 21.5 to 13.0 (BI) and 20.9 to
17.1, relative stable after 12 months
(31.1 BI; 16.0 CG).
Mean units of alcohol per week:
At 6-month follow-up BI-group drank
fewer mean units (59.7) than CG
(83.1), after 12 months
those in BI drank less than those in
CG (57.2 vs. 70.8), difference
not longer significant (no baseline
data presented).
At 6 months and 12 months no
differences between BI group and CG
concerning all outcome variables
(HED,
average number of drinks per week,
negative consequences, occurrence
of
injuries, treatment service utilization).
All groups showed statistically
significant
reduction in average number of
drinks per
week, HED and proportion over
NIAAA
Guidelines.

BI (250), CG (250);
patients who screened
over the low-risk
limits were asked to
participate.

BI: trained emergency
practioners delivered a
10-minutes structured
intervention - the Semiscripted
Brief Negotiated Interview.
CG: trained emergency
prationers read scripted
Discharge Instructions, 1
minute. A handout
with more information was
provided.
(all assess treatment, BI and CG,
were
audiotaped)

NIAAA Guidelines, AUDIT,
TLFB,
haelth screening questions,
drinking-related
consequences, the
Contemplation
Ladder, Short Form Health
Survey,
Treatment Service Review
Follow Up:
6 months (95%), 12 months
(92%),
telephone contacts,
probably same as baseline
(not reported in details)

COMMENTS
Quality Assessment score
Lower levels of alcohol
consumption in BI
were not associated with
differences in
mental health or quality of
life.
CG may benefit from the
health information leaflet.
Quality Assessment:
22

CG also received brief
advice,
(with 62% (66%) of
patients with AUDIT
score below 8 enrolled it is
difficult to
demonstrate
improvement)
Quality Assessment:
22

Mean number of drinks per week:
At 12-month follow-up decrease
from 13.6 to 3.8 (BI) and 12.4 to 2.6
(CG).
HED:
At 12-month follow-up decrease
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BISTAIRS Project
AUTHORS,
COUNTRY

Daeppen,
Gaume, Bady,
Yersin,
Calmes, Givel,
Gmel
(2007)
Switzerland

SAMPLE
(target group,
exclusion criteria)

Injured patients treated
in ED, 18+ years, both
genders;
hazardous drinkers
were defined as 14+
drinks per week or 5+
drinks
on one occasion for
men in the past
30 days or 7+ drinks per
week or 4+
drinks one one occasion
for women
or men over 65 years (N
= 987)

DESIGN & METHODS

INTERVENTION DETAILS

OUTCOME MEASURES

MAIN RESULTS

COMMENTS
Quality Assessment score

BI (310), CG with
assessment (342), CG
without assessment
(335);
complete a 2-minute
lifestyle screening
survey, screen positives
were asked to
participate.

BI: Research assistant (master´s
level
psychologist or experienced ED
nurse)
conducted 1x30-minute
assessment after
screening, then delivered 1x15minute MI.
CG with assessment: same
assessment as BI
CG without assessment: no
assessment

Alcohol-related questions
embedded in
lifestyle survey (drinks per
week, amount
per drinking day, frequency
of HED).
Assessment includes AUDIT,
SF-12,
TLFB past 7 days; Follow up:
12 months (78%), telephone
interviews;
same as baseline

from 6.0 to 2.0 (BI) and 5.4 to 1.5
(CG).
Proportion over NIAAA Guidelines:
At 12-month follow-up decrease
from 99.2% to 62.0% (BI) and 98.0%
to 65.4% (CG)..
No differences between the three
groups.
All groups showed similar reductions
in
drinking frequency, quantity,
frequency of
HED, and AUDIT scores at 12 months.
Changed to low-risk drinking:
36% (BI), 34% (CG with assessment),
37% (CG without assessment)

Numerous potential
explanations for
the lack of differences
across groups:
ED milieu (frequent
interruptions),
inexperienced
interventionists although
trained extensively, overrepresentation of younger
men with minor injuries
and low readiness-tochange scores, BI too
short, decrease may be
attributed to
regression to the mean,
injury alone
Quality Assessment:
24
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BISTAIRS Project
AUTHORS,
COUNTRY
Dauer, Rubio,
Coris, Valls
(2006) Spain

SAMPLE
(target group,
exclusion criteria)
Motor vehicle (drivers,
passengers,
pedestrians) injury
patients treated in
Level 1 TC ED, 18+
years, both genders,
positive alcohol test,
BAC 0,2+ g/l
(N = 85)

DESIGN & METHODS

INTERVENTION DETAILS

OUTCOME MEASURES

MAIN RESULTS

BI (40), BI-CG (45)
minimal
intervention;
routine screening in ED,
screen
positive (BAC >= 0.2 g/l)
were
asked to participate

BI: trained nurses and social
work staff delivered 1 x 15- to
20-minute session, based on the
Model of Change and includes
active elements
of FRAMES methology.
Patients were given a leaflet
(same as CG-BI) and a self-help
leaflet.
CG-BI: trained nurses and social
work staff
delivered 1 x 5-minute "minimal
intervention"
limited to empathic advise, and
a leaflet.

AUDIT, AUDIT-C, AIS, The
Readiness Ruler, ad hoc
inventory exploring
behaviours (e.g. drinking
before event, other traffic
crashes)
Follow Up:
3 months (67%), 6 months
(60%),
12 months (67%)
telephone contacts,
AUDIT-C, at 12 months
frequency of
traffic accidents in the study
period

No significant differences between
the two treatment groups for all
parameters. Both groups profit from
the interventions.
At 12 months (ITT analysis), 47% had
reduced their consumption, 35,2%
had
ceased drinking at hazardous level,
50%
of former AUDIT-C positive patients
had
become negativ. "Altogether, there
was
an early abrupt drop in consumption
at
month 3, sustained over the whole
study
period."
The amount of reduction was larger
among patients who scored positive
in
AUDIT and/or AUDIT-C than (those
who
scored) negativ.
60% drop in accident rate during the
follow-up period compared to the
year
prior to the study entrance.

COMMENTS
Quality Assessment score
Authors speculated on
reasons for lack
of differences between the
two treatment
groups:
a deterrence effect of the
crash,
assessment after the
injury,
regression-to-mean,
chance, and the
possibility, that any
intervention after
such aversive events may
have an
effect
Quality Assessment:
23
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BISTAIRS Project
AUTHORS,
COUNTRY
Dent, Weiland,
Phillips, Lee
(2008)
Australia

Havard,
Shakeshaft,
Conigrave,
Doran
(2012)
Australia

SAMPLE
(target group,
exclusion criteria)
Injured patients treated
in ED,
18+ years, both
genders;
PAT positive (misusing
alcohol)
(N = 468)

DESIGN & METHODS

INTERVENTION DETAILS

OUTCOME MEASURES

MAIN RESULTS

COMMENTS

BI in ED (159, 149
received BI), BI-MI after
discharge (148, 15
received MI), CG (161);
Screened PAT positive
(part of routine
practice) were asked to
participate,
group allocation was
not blinded to the
patients

BI in ED: trained doctor or nurse
delivered a
semi scripted informative
discussion. A letter
reinforcing the information
discussed was
provided. Median duration was
5 minutes.
BI-MI: trained doctor or nurse
delivered MI
within 1 week at ED. Median
duration was 45
minutes.
CG: standard care

PAT
Follow Up:
1 month (62%), 3 months
(54%);
PAT, number of
representations to
any ED

In the ITT-analysis each group had
statistically significant reduced the
alcohol intake. BI and BI-MI groups
demonstrated no advantage over CG.

Quality Assessment score
Life-threatening injury
may have impaced
on the general outcome,
low follow-up rates

Injured patients treated
in ED,14+ years, both
genders;
AUDIT score 8+ (N =
304)

BI (150), CG (120);
patients identified as
risky drinkers
(AUDIT score 8+) were
asked to
participate in follow-up
surveys.

BI: A personalized normative
feedback letter
was mailed to the participants.
CG: no intervention

modified AUDIT
only screening
Follow up:
6 weeks (80%);
modified AUDIT,
by telephone, e-mail, or mail

At 6 weeks, no significant effect of BI
was
observed.
Patients with alcohol-involved ED
presentation consumed fewer drinks
per week in BI group (11.9) than in CG
(24.1) at 6 weeks.
At follow-up, women in BI group
engaged in
heavy drinking one-third of the
frequency of
women in CG (1.6 vs. 4.5), PP analysis.

Quality Assessment:
19

The differential efficacy
may be
accounted for by patients´
attribution of
their condition to alcohol
rather than
their consumption of
alcohol.
Quality Assessment:
22
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BISTAIRS Project
AUTHORS,
COUNTRY
Maio, Shope,
Blow, Gregor,
Zakrajsek,
Weber,
Nypaver
(2005) USA

SAMPLE
(target group,
exclusion criteria)
Injured patients treated
in Level I
TC ED, 14-18 years,
both genders;
identified by a research
assistant,
method unclear (N =
655)

DESIGN & METHODS

INTERVENTION DETAILS

OUTCOME MEASURES

MAIN RESULTS

BI (329), CG (326);
adolescents identified
by scanning
the electronic ED log
and checking
with ED staff, then
asked to
participate, consent
obtain from
parents or guardian

BI: After a laptop-based baseline
survey, adolescents used an
interactive computer program, selected a
cartoon character, with whom
they attended a virtual house
party.
Characters gave feedback and
information
depending on players actions.
"The essential
content included increasing
knowledge about alcohol (...),
increasing refusal skills, and
decreasing intentions to misuse
alcohol."
Adolescents received a message
based on
their responses to alcohol use
items and a
keychain with a picture of their
party pal.
CG: Laptop-based baseline
survey only

Amidx, Alcohol
Frequency/Qantity Index
Follow up: 3 months (89%),
12 month (89%),
telephone contacts,
same as baseline

No significant effects of BI.
Alcohol-related negative
consequences
(Amidx) decreades at 3 months but
returned to basesline at 12 months
for BI and CG. Binge drinking
decreased at 3 months and returned
to baseline at 12 months (BI), did not
change for CG.
Beneficial effect of BI among
adolescents with previous drinking
and driving (small group).

COMMENTS
Quality Assessment score
Quality Assessment:
18
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BISTAIRS Project
AUTHORS,
COUNTRY
Mello,
Longabaugh,
Baird,
Nirenberg,
Wooland
(2008) USA

SAMPLE
(target group,
exclusion criteria)
Injured patients treated
in academic Level 1 TC
ED and 2 smaller
community hospital
EDs, DIAL projekt
18+ years, both
genders;
screened positive for at
risk drinking
according to the NIAAA
qantitiy
frequency guidelines
(for men: 15+
drinks/week or 5+
drinks/occasion;
for women: 8+
drinks/week or 4+
drinks/occasion). (N =
285)

DESIGN & METHODS

INTERVENTION DETAILS

OUTCOME MEASURES

MAIN RESULTS

BI (140), CG (145);
patients screened
positive for at risk
drinking (NIAAA criteria)
were asked to
participate.
Assessment, enrollment
and
randomization were
done by telephone
call in the day after
discharge.

BI: Certified MI counselors
delivered 1 x 30minutes MI sessions by
telephone 5 days
after discharge and 2 weeks
later a 15-minutes
BI booster session. Counselors
were master´sor doctoral-level staff.
CG: no study intervention

AUDIT, Impaired Driving
Scale, other
high-risk driving behaviors
(telephone contacts)
Follow Up:
3 months (96%)
same as baseline
(telephone contacts)

At 3-month follow-up no significant
differences between BI and CG for
AUDIT
scores, both groups showed a
decrease
of 30%.
The participants with AUDIT scores >
15
in BI group had a lower 3-month
impaired
driving score.

COMMENTS
Quality Assessment score
Quality Assessment:
24
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BISTAIRS Project
AUTHORS,
COUNTRY
Monti,
Barnett, Colby,
Gwaltney,
Spirito,
Rohsenow,
Woolard
(2007) USA

SAMPLE
(target group,
exclusion criteria)
Injured patients treated
in Level 1 TC ED,
USA18-24 years, both
genders;
BAC > 0.01% or
reported drinking
6 hours prior to the
event or
AUDIT score 8+ (N =
198)

DESIGN & METHODS

INTERVENTION DETAILS

OUTCOME MEASURES

MAIN RESULTS

BI (98), CG (100);
patients who screened
positive were
asked to participate and
councelors
administered baseline
assessment
using a laptop
computer (30-45
minutes)

BI: A computer-generated
personalized
feedback report was delivered
and discussed,
using MI techniques (30-45
minutes). Patients
received copies of feedback
report and
worksheets. At 1 month, a
telephone booster
session (20 minutes) was
conducted, including
30-day-TFLB. For the 3-month
booster
(25-30 minutes) patients
completed a short
assessment battery of alcohol
consumption.
A new feedback sheet was
generated and
discussed, and send to the
patient.
CG: Patients received the same
handouts as
in MI, the contact with the
counselor lasted
1-3 minutes. At 1 month, the
telephone contact
consisted only of the 30-dayTLFB. At 3 months, patients
completed the same assessment
battery as MI patients (10-15
minutes) and were send a new
feedback sheet.

TLFB 30 days prior to ED visit,
RAPI,
alcohol related questions
(number of
days drinking, HED, average
drinks per
week), AIC, counselling or
treatment for
alcohol, adverse driving
events
(registry data) 1 year pre ED
admission,
Follow Up:
6 months (83%), 12 months
(81%);
same as baseline, adverse
driving events (registry data)
1 year post ED admission

Both groups had significantly reduced
the numbers of drinking days, the
numbers of heavy drinking days and
the average numbers of drinks per
week. A treatment x time interaction
were found on all three
consumption measures for 6- and 12month follow-up.
At 12 months (reduction rates)
No. day drinking: 45% (BI), 11% (CG)
No. heavy drinking: 51% (BI), 12%
(CG),
No. drinks per week: 53% (BI), 18%
(CG)
RAPI scores: no treatment effect
Alcohol-related injuries: no treatment
effect, time effect

COMMENTS
Quality Assessment score
Boosters may have
strengthened the
effect. Reduced alcoholrelated negative
consequences could be a
reaction to
the trauma, to the overall
treatment in
ED, or to the assessment.

Quality Assessment:
22
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BISTAIRS Project
AUTHORS,
COUNTRY
Neuner,
WeissGerlach,
Tonnesen,
Gentilello,
Wernecke,
Schmidt,
Schröder,
Wauer, Heinz,
Mann, Müller,
Haas, Kox,
Spiess
(2006)
Germany

Roundsari,
Caetano,
Frankowski,
Field
(2009) USA

SAMPLE
(target group,
exclusion criteria)
Injured patients treated
in ED,18+ years, both
genders;
AUDIT score 5+ (N =
1,139)

Injured patients treated
in Level 1TC ED, 18+
years, both genders;
4 criteria:
positive BAC or selfreported
drinking within 6 hours
before injury,
1+ positive item on
CAGE, drinking
pattern beyond NIAAA
standards (N = 1,493)

DESIGN & METHODS

INTERVENTION DETAILS

OUTCOME MEASURES

MAIN RESULTS

BI (563), CG (576);
written informed
consent patients
completed a lifestyle
questionnaire
using a laptop
computer, patients
with AUDIT score 5+
were
randomized.

BI: computer-generated
feedback about drinking
status based on information
obtained from
AUDIT an RTC-Q. A letter
summarizing the
results and include information
about other lifestyle risky
behaviors was printed.
Before discharge from the ED,
the letter was
provided to the patients and the
information
was presented with the FRAMES
approach
as a guiding principle.
CG: NR

AUDIT, RTC-Q, lifestyle survey
including
alcohol-related questions
Follow up: 6 months (63%),
12 months (58%),
telephone or electronic mail
contact
after 6 months, face-to-face
in ED
after 12 months;
same as baseline, use of
alcohol
treatment services 1 year
post injury

Weekly alcohol intake decreased
by 36% (BI) and by 20% (CG) after 6
months from baseline and by 23% (BI)
and 11% (CG) after 12 months from
baseline
(differences statistically significant).
Reduction in the proportion of
high-risk drinkers using BMA criteria,
with 22% (BI) and 30% (CG)
considering
high-risk drinkers at 6 months and
37%
(BI) and 42% (CG) at 12 months (12
months not statistically significant).
At 12 months, more BI patients (9%)
than CG (6%) reported using alcohol
treatment services (not statistically
significant).

BI (737), CG (756)
patients screened
positive on one or more
criteria were asked to
participate

BI: Trained clinicians (master´s
level students)
delivered 1 x MI session.
(Several MI sessions were
audiotaped.)
CG: same assessment as BI (3040 minutes)

drinking pattern, readiness to
change,
impulsivity, risk perception,
engagement
in injury-related risk
behavior, history of
injuries
Follow Up:
6 months (69%), 12 months
(58%)
same as baseline

No statistically significant association
between the intervention and injury
outcomes at 6 and 12 months.
No significant association between
brief
intervention and injury recidivism.
Ethnicity
did not have a modification effect.

COMMENTS
Quality Assessment score
Reduction of alcohol use
of all patients
suggests "transient
reduchtion in
alcohol intake" due to
assessment.

Quality Assessment:
18

Quality Assessment:
20

(telephone contacts)
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BISTAIRS Project
AUTHORS,
COUNTRY
Field, Caetano
(2010) USA

Field, Caetano,
Harris,
Frankowski,
Roundsari
(2010) USA

SAMPLE
(target group,
exclusion criteria)
as above

DESIGN & METHODS

INTERVENTION DETAILS

OUTCOME MEASURES

MAIN RESULTS

as above

as above

as above

as above

as above

as above

as above

The patient population was divided
into
2 groups: with and without alcohol
dependence.
There was a consistent interaction
between
BI and alcohol dependence status,
significantly higher reductions in
volume
per week at 6 and 12 months followup,
maximum amount at 6 months, and
significant decreases in percent days
abstinent at 12 months and alcohol
problems at 12 months among
patients with
alcohol dependence receiving BMI.
Patients
with alcohol dependence at baseline
that received BMI were .59 times less
likely to
meet criteria for alcohol dependence
at six months (abstract)
No statistically significant association
between the intervention and
drinking
parameters at 6 and 12 months in
Whites
and Blacks.
Hispanics in BI group reported
significantly
lower volume per week at 12 months
and
maximum amount respectively HED
at 6 and 12 months.

COMMENTS
Quality Assessment score
Quality Assessment:
18

A majority of the study
clinicians were
Hispanic and spoke
Spanish fluently
and were familiar with
cultural scripts.
Quality Assessment:
23
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BISTAIRS Project
AUTHORS,
COUNTRY
Schermer,
Moyers,
Miller,
Bloomfield
(2006) USA

Segatto,
Andreoni, de
Souza e
Silva, Diehl,
Pinsky
(2011) Brazil

SAMPLE
(target group,
exclusion criteria)
Motor vehicle (drivers
and passengers) injury
patients treated in
hospital (TC), 16-80
years, both genders;
AUDIT score 8+ or BAC
80+ mg/dl (N = 126)

DESIGN & METHODS

INTERVENTION DETAILS

OUTCOME MEASURES

MAIN RESULTS

BI (62), CG (64);
patients screened
positiv (AUDIT,
BAC) were asked to
participate

AUDIT, BAC, prior DUI
arrests;
Follow up: DUI arrests within
3 years of hospital
discharge (traffic safety
database)

11.3% of BI and 21.9% of CG had an
arrest for at least one DUI within 3
years
of hospital discharge (not statistically
significant). BI was the strongest
protective factor for DUI, AUDIT
screening score was not associated.

Injured patients treated
in ED, 16-25 years old,
both genders;
treated for alcohol
related events
and admitted to ED up
to 6 hours
after last alcohol use (N
= 175)

BI (87), CG-ED
(brochure, 88);
Screened positive
(alcohol related events
and admitted to ED up
to 6 hours after
alcohol use) were asked
to participate.

BI: Social worker or trauma
surgeon delivered
1 x 30-minute session in the
patient´s hospital
room immediately or the
following day. FRAMES-style
approach was used.
CG: Patients received a list of
telephone
numbers with alcohol treatment
organizations.
BI and CG: 45-minute
assessment
BI: Trained senior psychologist
delivered
1 x 45-minute MI session.
Patients received
a educational brochure (ED) of 3
pages on the
risks of alcohol consumption
and possible
tips to reduce alcohol and avoid
negative
consequences.
CG-ED: Patients received a
educational
brochure (ED)

SCID-1/P, DSM-IV (use, abuse
and
dependency), ACQ, RAPI,
ACRQ,
APRA, RTCQ
Follow Up:
3 months (85%);
same as baseline,
either face-to-face in ED, by
telephone call or home visit

At 3 months no significant differences
between BI and CG concerning all
outcome measures. Overall,
statistically
significant decrease in days of alcohol
use,
days with moderate use, days with
heavy
use, and negative consequences.

COMMENTS
Quality Assessment score
Quality Assessment:
24

Experiencing an alcoholrelated ED
visit itself was the trigger
to modify
short-term alcohol
consumption.
Quality Assessment:
18
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BISTAIRS Project
AUTHORS,
COUNTRY
Shetty,
Murphy,
Zigler,
Yamashita,
Belin
(2011) USA

SAMPLE
(target group,
exclusion criteria)
Facial injury patients
treated in Level 1
TC ED, 18+ years, both
genders;
risky/harmful
alcohol use or reported
use of illicit drugs within
the past 6 months (N =
218)

DESIGN & METHODS

INTERVENTION DETAILS

OUTCOME MEASURES

MAIN RESULTS

BI (118), CG (100);
Screened positive for
risky/harmful
alcohol use or reported
use of illicit drugs
within the past 6
months,

All subjects attended 2
counseling sessions:
the first shortly after study entry
and the
second "booster session" 4-6
weeks later.
BI: MI-trained interventionist
delivered an
individualized behavioral,
culturally congruent
intervention. Patients were
evaluated at the outset with
SOCRATES. Patients received a
written handout listing available
resources for
substance abuse and medical
treatment along
with active referrals.
CG: Patients received brief
general health
informations along with a copy
of a health handout listing
available resources for
substance abuse and medical
treatment.

TCUDS, AUDIT, physical and
psycholical
health status, resource
utilization,
available social support,
engagement
with other support services.

At 6 months and 12 months no
differences
in alcohol use measures were found
between BI and CG. AUDIT scores
declined at 6 and 12 months, number
of
days the subjects used alcohol
remained
stable and number of days subjects
drank
alcohol to intoxication remained
stable or
increased.
TCUDS scores declined in BI group
and in
CG with declines in BI group were
statistically significant.

(Patients were
compensated.)
Follow Up:
6 months (56%), 12 months
(50%);
same as baseline,

COMMENTS
Quality Assessment score
"Individuals in th highest
quartile for
"problem awareness" and
"willingness
to take action" were more
likely to
reduce their drug use
behaviors following
PMI in our study."
"Individuals who were
drug dependent
at study intake appeared
to be most
responsive to the
intervention.!
Quality Assessment:
23
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BISTAIRS Project
AUTHORS,
COUNTRY
Smith,
Hodgson,
Bridgeman,
Shepherd
(2003) UK

Soderstrom,
DiClemente,
Dischinger,
Hebel,
McDuff,
Auman,
Kufera
(2007) USA

SAMPLE
(target group,
exclusion criteria)
Facial injury patients
treated in outpatient
clinic following ED care,
16-35 years, male;
intake 8+
units prior to injury (N =
151)

DESIGN & METHODS

INTERVENTION DETAILS

OUTCOME MEASURES

MAIN RESULTS

BI (75), CG (76);
patients
screened at outpatient
clinic 5-7
days after attending
with an alcoholrelated injury; screen
positiv were asked to
participate.

BI: 2 trained general nurses, one
session
at outpatient-clinic;
manual-guided intervention
based on MI
principles

AUDIT, APQ, RCQ, SADD, SSQ,
90I Drink Diary section.
Follow Up: 3 months (92%),
12 months (81%);
AUDIT, BAPQ, SSQ, 90I Drink
Diary
section

Statistically significant differences at
follow-up between BI and CG.
3-month and 12-month follow-up.
Drinking above recommended
drinking levels (21 units per week
for men):
At 3-month follow-up decrease
from 60% to 49% (BI) and increace
from 54% to 55% (CG),
at 12 months decrease to 27%
(BI) and 51% (CG).
Reporting no alcohol problems:
At 12-month follow-up 70% (BI) vs.
58% (CG).
Proportion of hazardous drinkers
(AUDIT score 8-40):
At 3-month follow-up decrease
from 95% to 73% (BI) and from 96%
to 79% (CG),
at 12 months decrease to 58%
(BI) and 81% (CG).

Injured patients treated
in Level 1 TC ED, "DeltaProjekt";
18+ years, both
genders;
an item of CAGE, or
drinking 2+
times per week with
total drinking of
15+ drinks for men or
8+ for women,
or drinking 6+ drinks on
one

BI-PMI=brief
personalized MI (250),
BI-A=brief information
and advice (247);
patients were queried
by a nurse. If
patients met any of the
following criteria:
an item of CAGE, or
drinking 2+
times per week with
total drinking of
15+ drinks for men or

BI-PMI: trained Intervention
Specialist (IS,
PhD-level psychology studens)
delivered a
1 x 15-20 minutes MI as soon as
possible
after the assessment. A
personalized letter
with a summary of the interview
and feedback
was sent 1 week after later,
followed by
telephone calls several days

CAGE, AUDIT-C, SIP with 6
questions from the original
DrInC, OASIS drinking
history questions, URICA
(readiness and
stages of change), adverse
driving
advents 1 year before injury
(registry data)
Follow Up:
6 and 12 months (42%),
6 or 12 months (72%),
telephone contacts;

At 6 months and 12 months both
groups
had statistically significant reduced
the
number of drinks within the last 90
days,
and the number of HED with no
differences between the groups.
No statistically significant differences
between the groups concerning
adverse
driving advents 1 year after injury,
even

COMMENTS
Quality Assessment score
Quality Assessment:
18

Individuals in the lower
drinks and binge
drinking groups had
significantly lower
readiness to change
compared with the
the groups with the most
drinks and binges.
Quality Assessment:
21
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BISTAIRS Project
AUTHORS,
COUNTRY

Sommers,
Dyehouse,
Howe,
Fleming,
Fargo, Schafer
(2006) USA

SAMPLE
(target group,
exclusion criteria)
occasion weekly or
almost daily, or
typical daily intake of 5+
drinks for
men and 4+ drinks for
women (N = 497)

Motor vehicle injury
patients treated in
Level 1 TC ED, 18-45
years, both genders;
BAC 10+ mg/dl (N =
187)

DESIGN & METHODS

INTERVENTION DETAILS

OUTCOME MEASURES

MAIN RESULTS

8+ for women,
or drinking 6+ drinks on
one
occasion weekly or
almost daily, or
typical daily intake of 5+
drinks for
men and 4+ drinks for
women, a second
sreen was conducted,
lasted 25 minutes.
Sreen positives (second
screen) were
asked to participate. A
Clinical Research
Assistant (CRA)
conducted the second
screen.
BI (63), SA=simple
advice (68),
CG (56)
patients identified from
ED logs were
asked to screen, screen
positives were
asked to participate,
baseline screening
approximately 20
minutes

after feedback
letter and 4 weeks after
discharge from TC.
BI-A: IS advised patents of their
drinking
patterns. Patients were given a
2-page handout
with generic informations about
drinking and
negativ consequences, follwed
by a telephone
call 2 weeks after discharge.

NR (?), adverse driving
advents
1 year after injury (registry
data)

the rate in the BI-A group was double
the
rate in the BI-PMI group (14.7% vs.
7.5%).

BI: Trained nurse clinician
delivered 2 x 20-minute
counseling sessions, the first in
ED and the second by telephone
a month after discharge. BI
based on components from the
TrEAT protocol and the FRAMES
approach.
SA: Trained nurse clinians
delivered 2 x 5-minute simple
advice, the first in ED and the
second by telephone a month
after discharge.
CG: NR

Interview protocol adapted
from Project
TrEAT; Follow up: 12 months
(53%);
Alcohol intake and HED,
timelinefollow-back, adverse driving
events
(registry data) 1 year pre und
1 year post ED admission,
health status;

No differences between the three
groups
concerning alcohol intake, adverse
driving
events, or health status at 12 months.
Alcohol intake decreased significantly
in all groups by 57% (from 56.8 to
32.1).
Descriptive statistics NR.

COMMENTS
Quality Assessment score

It remained unclear,
whether these findings
were the result of
hospitalization, the injury,
or the screening
procedures.
Quality Assessment:
18
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BISTAIRS Project
AUTHORS,
COUNTRY
Spirito, Monti,
Barnett, Colby,
Sindelar,
Rohsenow,
Lewander,
Meyers
(2004) USA
(second
analysis
ofMonti et al.
(1999)

SAMPLE
(target group,
exclusion criteria)
Injured patients treated
in ED13-17 years, both
genders,
evidence of alcohol in
blood,
breath or saliva or
reported
drinking alcohol in the 6
hours
before the injury (N
=152)

DESIGN & METHODS

INTERVENTION DETAILS

OUTCOME MEASURES

MAIN RESULTS

COMMENTS

BI (78), CG (74);
screen positive were
asked to
participate, written
informed
consent from parents

BI: 12 MI trained bachelor´s and
master´s
level interventionists delivered 1
x 35- to
45-minutes MI sessions.
CG: short contact (5 minutes)
with
physicians included brief advice
to stop
drinking and avoid drinking and
driving

ADQ, ADI, Young Adult
Drinking and
Driving Questionnaire, AIC,
and MAST
(parents) Follow Up: 3
months by telephone
(93,4%),
6 months face-to-face
(89,5%),
12 months face-to-face
(89,5%):
ADQ, Young Adult Drinking
and
Driving Questionnaire, AIC,
Adolescent Health Behavior
Questionnaire

"The intervention group main effects
and the group by time interactions
were nonsignificant for all variables."
For adolescents with high ADI-Scores
only (scoring above the clinical
cutoff):
Significant differences between
groups
at follow-up, those receiving MI
rather
than short contact (CG) had less
drinking days per month and les high
volume drinking days per month.

Quality Assessment score
The alcohol-related event
and having
treated in the ED may
have been
sufficient for adolescents
with low
levels of alcohol
involvement.
Intensity of screening may
have an
effect of adolescents in CG
Involvement of parents
should be taken
into account.
Quality Assessment:
21
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BISTAIRS Project
AUTHORS,
COUNTRY
Spirito,
SindelarManning,
Colby,
Barnett,
Lewander,
Rohsenow,
Monti
(2011) USA

SAMPLE
(target group,
exclusion criteria)
Injured patients treated
in Level 1 TC ED,13-17
years, both genders;
positive BAC or selfreported
drinking of alcohol in
the 6 hours
before the ED visit (N =
125)

DESIGN & METHODS

INTERVENTION DETAILS

OUTCOME MEASURES

MAIN RESULTS

BI-IMI (63), BI-IMI+FCU
(62);
patients screened
positive were eligible
for the study and
received an individual
motivational interview
(IMI) before
randomization.

BI-IMI:trainied interventionists
delivered
1 x 45-minute MI session,
focussed on
personal responsibility,
personalized assessment
feedback, anticipating barriers,
developed discrepancy between
current drinking and longerterm goals, support selfefficacy.
BI-IMI-FCU: patients received MI
intervention
(s. BI-IMI. Families returned for
1 x 1 hour family assessment
task (FAsTask). The Family
Check-Up (FCU) is an
assessment and feedback
intervention. Parents and
adolescents
discussed family believes
regarding substances, and
other topics. Patients received
feedback in a second 1-hour
session.
(Parents received $50.)

ADQ
Follow up:
3 months (78%), 6 months
(74%),
12 months (66%);
same as baseline,

At 3, 6 and 12 months no statistically
significant differences (except for
highvolume drinking days at 3 months,
BI-IMI-FCU group fewer days)
between the
intervention conditions.
Significant results for the sample as a
whole (baseline compared with 3,6,
and 12
months:
a) number of drinking days per month
b) quantity per drinking occasion
c) high-volume drinking days (84% at
baseline, 24% at 3 months, 35% at 6
months, 53% at 12 months).

(Patients received $20.)

3 months by telephone, 6
and 12
months in person by research
assistant.

COMMENTS
Quality Assessment score
"Return visits to complete
FCU sessions
proved problematic for
approximately
20% of the families in this
study."
Quality Assessment:
21

any drinking in the previous month
100% at baseline, 39% at 3 months,
55%
at 6 months, 68% at 12 months

Patients in both conditions were
given followup information regarding
substance use
treatment services and received
5 monthly
booster brochures on parenting
before the
6-month follow-up.
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BISTAIRS Project
AUTHORS,
COUNTRY
Suffoletto,
Callaway,
Krstan,
Kraemer, Clark
(2012) USA

SAMPLE
(target group,
exclusion criteria)
Injured patients treated
in ED (1 ED,
2 Level 1 TC ED)
"PART" Pittsburgh
Alcohol Reduction
trough TextMessaging,18-24 years,
both genders;
AUDIT-C score 4+
(men), 3+
women (N = 45)

DESIGN & METHODS

INTERVENTION DETAILS

OUTCOME MEASURES

MAIN RESULTS

BI (15) CG-A
(Assessment, 15),
CG (15);
patients identified as
hazardous drinkers
(AUDIT-C) were asked
to participate.

Patients received a 16-page
booklet
published by the NIAAA, entitled
"Rethinking Drinking".
Each week for 12 weeks,
participants in BI
group and CG-A received a
series of standard,automated
text massage with immediate
automated responses
contingent on their answers.
BI:Initial text messages were
identical to CG.
Second text messages,
depending on the patients´
answers, were "You report not
using
any alcohol this week. Keep up
the good work!",
"We are concerned about the
amount you are
drinking. Would you be willing
to set a goal of ...?" (f.e.)
CG-A (Assessment): Each week,
patients received text messages
with the following
questions: "How many days did
you have drinks containing
alcohol in the last week? and
"What is the maximum number
of drinks you had over a 24 hour
period this past week?"
CG: Each week of 12 weeks
patients were reminded of the
final survey.

TLFB, RAPI, willingness and
confidence
to reduce alcohol use (VAS),
Sociodemographic data and
drinking variables

At 3 months significant differences
was
observed between BI group and CG-A
only,
considering the fact that CG-A
increased
their drinking over the course of the
study.
Statistically significant result at 3
months:
a) change in no. HDDs in last month:
BI (- 3.4), CG-A (1.8), CG (- 1.1)
b) no. DPDD in last month:
BI (3.1), CG-A (5.2), CG (3.8)
c) changes in no. DPDD in last month:
BI (- 2.1), CG-A (1.1), CG (- 0.6)

Participants selfadministered
assessment using a tablet
computer.
Follow Up:
3 months (87%);
same as baseline + questions
concerning the use of the
booklet and
comfort of text messages,
selfadministered, web-based
questionnaire

COMMENTS
Quality Assessment score
Quality Assessment:
19
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BISTAIRS Project
AUTHORS,
COUNTRY
The Academic
ED SBIRT
Research
Collaborative
Group
(2007) USA
(Authors:
Aseltine, R. H.
Bernstein, E.
Bernstein, J.
Feldman, J. e.
al.)

The Academic
ED SBIRT
Research
Collaborative
Group
(2010) USA
(Authors:
Aseltine
Bernstein, E.
Bernstein, J.
et. al.)

SAMPLE
(target group,
exclusion criteria)
Injured patients treated
in ED, USA
14 academic EDs across
the USA,
quasieexperimental
comparison group
design,18+ years, both
genders;
screened positive for
drinking over the
National Institute of
Alcohol
Abuse and Alcoholism
low-risk limits
(N = 1,132)

as above

DESIGN & METHODS

BI (551), CG (581),
patients who screened
over the low-risk
limits were asked to
participate.

as above

INTERVENTION DETAILS

OUTCOME MEASURES

MAIN RESULTS

BI: Trained staff delivered the
Brief Negotiated
Interview. The mean time for
completion was 7.8 minutes,
with a range of 4 to 24 minutes.
Patients received also a written
handout.
CG: written handout only

Self-report form, baseline
questions
including basic demographic
and
socioeconomic informations.
Follow Up:
3 months (62%), telephone
interviews;
same as baseline,
participation in
and completion of any other
alcohol
treatment options

as above

3 months (62%), 6 months
(52%),
12 months (38%),
telephone interviews;
same as baseline,
participation in
and completion of any other
alcohol
treatment options.

3-month follow-up:
BI group reported significantly lower
levels of drinks per week and
maximum
drinks per occasion. 3-month
decrease
in number of weekly drinks by 37% in
BI
group (22.5 to 14.1) and 24% in CG
(22.9 to 17.4), in maximum number of
drinks by 24% in BI group (8.6 to 6.5)
and 14% in CG (8.4 to 7.2).
28% of BI group and 18% of CG
no longer exceeded low-risk limits.
No differences between the groups
concerning participation or
completion
of any other alcohol treatment.
Effects at 3 months had weekend and
were no longer statistically significant
at
6 and 12 months.

COMMENTS
Quality Assessment score
Quality Assessment:
24

Quality Assessment:
25
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BISTAIRS Project
AUTHORS,
COUNTRY
Trinks, Festin,
Bendtsen,
Nilsen
(2010)
Sweden

SAMPLE
(target group,
exclusion criteria)
Injured patients treated
in ED,
18-69 years, both
genders;
risky drinkers, weekly
consumption
of 10+ drinks (women)
or 15+ drinks
(men) and/or HED (4+
drinks, women, 5+
drinks, men; on one
occasion) once a month
or
often (N = 93)

DESIGN & METHODS

INTERVENTION DETAILS

OUTCOME MEASURES

MAIN RESULTS

BI-L (long feedback,
NR),
BI-S (short feedback,
NR)
All eligable (f.e. not too
ill) were
requested to answer
alcohol-related
questions on a touchsreen
computer. 560 Patients
were categorized
as risky drinkers and
asked if they would
be willing to respond to
a follow-up
postal questionnaire

BI-L: After completed the
computer programme
they received a one-page
printout with tailored
advice and information
concerning their drinking
patterns and motivation to
change behavior. A
graphic illustration showed the
risk levels
regarding their alcohol use.
BI-S: Patients received only the
graphic
illustration based on their
alcohol use.

details from hospital records

At 6 months no statistically significant
differences between BI-L and BI-S
groups.
Weekly alcohol intake decreased
by 34% (BI-L) and by 26% (BI-S),
frequency
of HED decreased by 40% (BI-L) and
by
33% (BI-S). 56% (BI-L) and 39% (BI-S)
of
the risky drinkers at baseline became
nonrisky drinkers at 6-months follow-up.

COMMENTS
Quality Assessment score
Quality Assessment:
16

560 patients
categorized as risky
drinkers
415 unwilling to be
followed up
52 non-responders
93 responders
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BISTAIRS Project
AUTHORS,
COUNTRY
Wang,
Kyriacou, Wolf
(2010) USA

SAMPLE
(target group,
exclusion criteria)
Injured patients treated
in ED, 18-75 years, both
genders
identified and selected
by the
principal investigator (N
= 252)

DESIGN & METHODS

INTERVENTION DETAILS

OUTCOME MEASURES

MAIN RESULTS

BI (125), CG (127);
screened positive by
the pricipal
investigator were asked
to participate.

BI:the brochure titled "Alcohol,
How Much is
Too Much?" was given to the
patients. The
bruchure was developed by an
American
College of Emergency Physicians
(ACEP) as
part of a recource kit at ED.
CG: no brochure handed over to
the patients

BI group and CG participated
in a
standard interview by the
pricipal
investigator, who obtained
information
from the subjects in a "nonthreatening
and non-judgmental manner"
, using
standarized, scripted, closedended questions. AUDIT-S
and RTC-Q (short
form) were embedded and
knowledge of
safe alcohol use were tested.
Follow Up:
1 month (75%);
telephone contact by pricipal
investigator, same as
baseline

At 1 month no significant decreases in
HED
or knowledge of safe drinking could
be
found. No significant differences
between
BI group and CG were observed. A
significant increase in readiness-tochange
was found in the BI group, but not in
the CG
(in excessive alcohol users, AUDIT 2+
for
men and 1+ for women).

COMMENTS
Quality Assessment score
Quality Assessment:
17
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BISTAIRS Project

Workplace
Authors
(year),
Country
Anderson,
Larimer (2002)
USA

Sample (target group,
exclusion criteria,
recruitment, sample size)
employees of medium
sized company; random
sample (N = 155 out of
1396)

Araki,
Hashimoto
(2006) Japan

Outcome measures
(baseline & follow-up)
package containing several
alcohol/health scales;
satisfaction with MI
Feedback after 6 months
(77%)

Design & Methods
Intervention and Control
Group primary analysis of
high risk drinkers (N = 56)

Intervention details
1 (30-60 Min) session by
trained counsellor personal
feedback and MI

male workers with
abnormal γ-GTP blood
level (N = 36 out of 900)

three groups à N = 12:
control group,
face to face Intervention
and
email intervention

face to face Intervention:
two sessions á 30 Min.;
education and setting of a
goal
E-Mail intervention: Two
Emails with content of face
to face intervention
CG: only treatment after
study ending

self-administered
knowledge-attitudebehaviour-test and on
consumption,
blood-sampling (γ-GTP)
Willingness to change
follow up after 2 months
(100%)

Doumas,
Hannah (2008)
USA

young adults (18-24 years
old) in the work place (N =
196)

three groups randomly
assigned:
web based Intervention: (N
= 60)
Web based + face to face
(N = 63)
Control group (N = 73)

several alcohol drinking
measures
some modified for young
adults follow up after 30
days (63.3%)

Hagger (2011)
UK

full time employees of
medium sized companies
male (N = 110) female (N =
171)

control group (N = 73) only
measurement;
Intervention group (N = 86)

at worksite on researcher's
laptops
web based Intervention:
individual feedback and
education
Face to face Intervention:
same web based
intervention + 1 session à
15 min with MI
a pen and paper
intervention during first
measurement;
Based on mental
simulation. Conducted in
quiet office atmosphere

Items on alcohol
developed by author and
FAST;
psychological measures on
planned behaviour
follow up after 4 weeks
(38.79%)

Main results
for high risk drinkers:
negative consequences
were reduced for women
more wen for men
(between 30% and 5%)
1.11;
for all: BAL was reduced in
IG 0.55
alcohol intake sank from
24.8g ethanol/day to 12.1g
in face to face group
Knowledge and attitude
changed statistically
significant in the face to
face group Blood levels as
decreased in the face to
face group

the web based I
reduced high risk alcohol
use significantly compared
to the control group
a collapse intervention
group reduced
consumption also
compared to the control
group
IG participants drank
significantly less drinks
until follow up than CG
participants
But no significant
reduction in binge drinking

Discussion, Limitations, Quality
assessment
only self-assessment
sample bias (too many "problem
drinkers")
contamination of CG by IG due to
same workplace
only counsellors of same gender,
race and age
Quality Assessment: 19
only face to face showed a
significant effect email could not
show the effect because of:
more effective self-observation in
face to face; more appropriate
goals in ftf and timely feedback
in face to face
limitations:
-small sample size
-higher γ-GTP in IGs
Quality Assessment: 20
web based interventions are a
god way to reduce high risk
behaviour but:
in this study about 50% drop out
participants mostly Caucasian
and 70% female, time of
intervention of tenure with the
employee was variable
Quality Assessment: 15
no mediators could be found
short range follow up
no CG without measurement
only self-assessment on alcohol
consumption
only outcome-focused
intervention; in the future
intervention with situation
triggers should be used
Quality Assessment: 23
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BISTAIRS Project
Authors
(year),
Country
Hermansson
(2010)
Sweden

Sample (target group,
exclusion criteria,
recruitment, sample size)
employees screening
positive for AUDIT and/or
blood test (CDT and GGT)
(N = 196)
(out of 990; about 15% of
company)

Matano (2007)
USA

employees of large
company (N = 145 out of
8,567); were finally
included; 316 initially
consented

Design & Methods
randomized to three
groups: CG (N = 70)
Brief Intervention (N = 58)
Comprehensive
Intervention (N = 66)

Intervention details
CG: no treatment
Brief Intervention: 1
session (15 Min) with
individual feedback
Comprehensive
Intervention: 3 sessions by
physician

two groups with access to
the "CopingMatters"
Website:
one with general feedback
one with full individualized
feedback

Web based intervention on
"CopingMatters"
Website; General feedback
group: education
and feedback on stress
level.
Full individualized
feedback: feedback on
personal
risk level
SAU: EAP service normally
consisted of several
sessions (about 3)
SAU + BI: BI was conducted
during 2nd session of EAP
used MI and Feedback of
AUDIT scores
mailed feedback based on
the
Check-Up To Go (CHUG)
+ information and advice

Osillia (2007)
USA

employees who reported
to the EAP and rated high
on the AUDIT-C (+5 for
males and +3 for females);
study conducted at the
EAP (N = 107)

two groups:
SAU (N = 30) (EAP services
as usual)
SAU + BI: (N = 44) normal
EAP services + brief
intervention.

Walters (2003)
USA

employees of large
company (about 1000
employees) volunteered (N
= 48); abstainers (N = 26)
volunteered also and were
used as quasi control
group

delayed feedback design
with three assessments:
Randomization to two
groups:
IF: (N = 25) feedback 1
week after baseline
assessment (Immediate
feedback)
DF: (N = 23) feedback after
2nd assessment (delayed
feedback)
Control group: (N = 26)
non-drinkers

Outcome measures
(baseline & follow-up)
AUDIT
biomarkers (CDT and GGT)
follow up after 12 month
(81.4%)

on the web site: AUDIT +
CAGE
survey: alcohol Items and
Items about the website
follow up after 3 months
(83.8%)

Main results
all three groups showed a
reduction in alcohol
consumption.(about 56%
in AUDIT score and 41% for
CDT)
There were no significant
differences between the
three groups
the moderate risk group
showed a sig. Diff. Only in
binge drinking (48%) in the
full individualized
condition
the low risk group in 2 of
these categories
2.7% of all employees
visited website

demographics, alcohol
consumption and work
performance; at BI
satisfaction; follow up after
3 month (88.0%)

Peak alcohol consumption
was reduced for both
groups; effect size about
0.50 There were no
differences between
genders.

quantity/frequency of
consumption,
readiness for change,
perceived risk of use,
Alcohol-related
consequences.
Feedback after 8 and 16
weeks (91.7%)

IF decreased drinks per
week after feedback 0.87
DPW; DF increased before
feedback 1.75
DPW and reduced also
afterwards 2.9 DPW but
not significantly
non-drinkers did not
increase their drinks per
week
no increases in confidence
or readiness to change

Discussion, Limitations, Quality
assessment
alcohol screening itself may be
effective
reduction caused by
measurement or regression
towards the mean;
health check-up was taken
simultaneously
Quality Assessment: 20
the sample sizes were too small
to reach statistical significance
only self-assessment for alcohol
consumption.
Problems with recruiting people
Quality Assessment: 17

the therapists were randomized
to groups rather than to clients.
Small sample size
underrepresentation of men
Reason of exclusion sometimes
unclear
Quality Assessment: 15
only light and moderate drinkers
only volunteers as participants
a low response rate
a small follow up time frame
Quality Assessment: 20
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BISTAIRS Project

Social services
Authors (year),
Country

Sample (target group,
exclusion criteria,
sample size)

Intervention details

Outcome measures (baseline &
follow-up)

Main results

Wells-Parker
(2002), USA

Individual BI sessions
were included in regular
group program
(conducted in 10 scholls
within 4 Missisippi
regions). Participnts were
n = 4047, first DUI
randomised after baseline
offenders who
assessment; follow-up
participated at MASEP
period was 60 months;
(Missisippi Alcohol safety voluntary "follow-up"
Education Program).
intervention sessions

Standard program: 4 x 2.5 hours
group sessions, including
computer-generated feedback.
Enhanced program, inclusion of
2 x 20 min individual BI sessions
+ offer of a supportive
counselling session 4-6 months
later (20$ paid); group
interventions performed by
usual MASEP personnel, BI
conducted by interventionists
(who received 2-day training)

1) Main outcome: Recidivism
during 60 month follow-up; 2)
baseline assessment included
sociodemographics, MortimerFilkins questionnaire (drinking
behaviour) including
sadness/depression (S/D)
subscale, Stages of change, selfefficacy

Effect on high S/D group (upper
quartile): 16.7% recidivism in
enhanced program, vs. 25.6% in
standard program. No overall
effect. Supportive counselling
session had no influence on
recidivism.

Brown et al.
(2010); Canada

N = 184 DUI recidivists
(min. 2 offences in past
15 years), AUDIT score ≥
8), no current DWI
intervention
involvement, no
substance dependence
disorder requiring
medical withdrawal

follow-up at 6 and 12
months, randomly
assigned to BI (n = 92) or
control intervention (n =
92); randomisation was
matched for age, gender,
AUDIT and DAST scores,
frequency of previous DUI
convictions

single session, 30 minutes,
motivational interviewing,
interviewerd were trained,
selected sessions were
audiotaped and rated for
treatment fidelity (using the
MITI, Moyers et al. 2005);
control intervention: nonspecific
advice

Timeline followback (TLFB)
previous 180 days: % risky
drinking days (men/women ≥
42g/28g alcohol), MMPI-Mac,
biomarkers (GGT, AST, ALT, MCV)
Readiness to change
questionnaire, utilization of
treatment services,

see above

see above

see above

Brown et al.
(2012) (seconday
analysis to
Brown et al.
2010
see above

Design & Methods

Discussion, Limitations
Quality assessment (Adapted
SIGN score, max. 27 pt)

Probably influenced by stages
of chance & self-efficacy: at
baseline, the high S/D group
had more motivation to
change, but lower confidence
in their ability

Quality Asessment: 20
Results are interpreted by the
authors as long-term effect;
however: no differences in
other measures; might not be
relevant. Discrepancy between
biomarker timing (t0 --> t1)
Percent of risky drinking days: No and self-report timing (t1 -->
intervention effect, but
t2).
improvement in both groups;
No marked effect. May be due
higher mean reduction in BIto the fact that approx. half of
group from t1 to t2; but not from the sample fulfilled current
t0 to t1, and no group
DSM dependence criteria.
differences at either t1 or t2.
Unclear if BI group was on
Biomarkers: Only MCV: BI:
higer baseline level of risky
greater reduction between t0
drinking days; reduction of
and t1 in BI group. No
controls between t0 and t1 is
differences in readiness to
not described; --> improvent
change; BI was rated as more
between t1 and t2 might not
helpful (95.7% vs. 75.7%); no
be relevant
differences in treatment service
utilisation
Quality Asessment: 21
Improvement in alcohol-related
The authors conclude a better
outcomes was higher in
receptibility to both of "these"
recidivists who were younger,
interventions (BI and
male, exhibit more negative
nonspecific advice)
consequences and are more
ambivalent toward their alcohol Quality Asessment: see Brown
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Authors (year),
Country

Sample (target group,
exclusion criteria,
sample size)

Design & Methods

Intervention details

Watt et al.
(2007), UK

N = 269, men aged 1635, sentenced for a
violent offence while
intoxicated with alcohol;

Randomly assigned to
either brief intervention
(n = 135) or no
intervention (n = 134);
follow-up at 3 and 12
months

Single session, 15-20 minutes;
based on FRAMES methodology,
focused on participants' drinking
levels and associated harms;
including a take-home
pamphlet. Interventionists were
trained, supervised and
undervent refresher sessions

Peterson et al.
(2006), USA

N = 285; Homeless
adolescents recriuted
from drop-in centres at
agencies and from street
intercept; inclusion
criteria: a) age 13-19, b)
unstable housing, c) at
least one binge-drinking
episode in past 30 days
(or 4x illegal drugs) d)
not in addiction
treatment during past 30
days

randomly assigend to 3
groups: BI (n = 92),
assessment-only (n = 99),
assessment only at
follow-up (n = 94); Two
follow-ups, conducted at
1 month and 3 months
(all three groups);
additional brief check-in
after 2 months

BI: one session, mean duration
30 minutes, personalized
normative feedback, discussion
of risks, personal goals, etc.;
counselors were trained and
supervised in motivational
interviewing techniques

Outcome measures (baseline &
follow-up)

Main results
consumption. No interaction
effects of any of these variables
with intervention group

alcohol consumption/AUDIT: no
intervention effect, but general
improvement in three out of four
alcohol measures; past 7 days:
measures. re-offending: no
weekly alcohol units; number of
intervention effect; injury: 27.4%
drinking days in past 3 months;
BI vs. 39.6% controls during 12
frequency of drinking ≥ 8
month follow-up: stages of
standard units; AUDIT; readiness change: BI group: 31% increase
to change questionnaire (RCQ,
in stage compared to baseline,
Heather & Rollnick 2000); rates of vs. 16% in control group; inverse
injury (medical databases) and re- effect from 3-month to 6 month
offending (crime database)
follow-up
Frequency of alcohol and drug
use in past 30 days; standard
drink units; frequency of binge
drinking in past 30 days (five or
more standard drinks (females:
four or more)), modified Rutgers no intervention effect on all
Alcohol Problem Index (RAPI), for alcohol measures nor on drug
the most frequently used
use consequences. Small effect
substance; stages of change
on days of illicit drug use.
(intention to change alcohol or
No intervention effect on stages
drug use in: next 30 days, next 6
of change.
months, past 6 months), +
No effect on RAPI scores
"intervention engagement" (5
No differences between AO and
items) + (3 month follow-up)
AFO groups at all measurement
urine samples
timepoints;

Discussion, Limitations
Quality assessment (Adapted
SIGN score, max. 27 pt)
et al. 2010

Overall reduction in drinking:
the offense itself could have
been sufficient; or the
screening process represents
an intervention; lack of
intervention effect probably
due to timepoint (immediate
aftermath of sentencing);
more individuals with AUDIT
score > 20 in the intervention
group; BI not sufficient
Quality Asessment: 24

Effect on illicit drug use was
moderated by intervention
engagement (as rated by
intervenionists)
Quality Asessment: 26
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Authors (year),
Country

Sample (target group,
exclusion criteria,
sample size)

Outcome measures (baseline &
follow-up)

Main results
1) program entry significantly
higher in MI group (95% vs. 71%;
p = .017); 2 + 3) length of stay,
treatment completion and
graduation was higher, but not
significant; 4) no changes in
readiness to change; in SCQ
significantly higher improvement
in MI group, although
comparable post.interview
scores

Design & Methods

Intervention details

Wain et al. 2011
USA

N = 75 homeless (or at
risk of homelessness)
veterans, wait-listed for
entry into a residential
treatment program
(primary drug of choice
not necessarily alcohol)

Randomized to either a
single session of MI (n =
41) or a standard
interview (n = 34), no
follow-up, followed until
treatment
entry/completion

MI: single session without
consumption assessment or
feedback (mean length 38.1
min) MI manual (Miller et al.
1992); Standard interviews:
intake interview assessing e.g.
symptoms. previous treatment,
etc. ; interviewers received
training, supervision sessions
and audiotapes were controlled
for adherence

1) program entry (this includes
wait-list requirements, e.g. daily
phone calls, clearance) 2) length
of stay in treatment, 3) treatment
completion/graduation (including
aftercare) 4) readiness to change
scores and Situational confidence
questionnaire (SCQ) before and
after interview

Shakeshaft et al.
2002, Australia

N = 295 clients of a
community-based drug
and alcohol counselling
service with either a)
own concerns about
alcohol consumption b)
more than 280/140g
(males/females) alcohol
per week, c) > 60g per
occasion or d) AUDIT
score ≥ 8; exclusion:
intoxicated clients or
clients needing
immediate referral to
detoxification

Ranomized to either BI
(n=147) or CBT (n = 148)
between counsellors;
follow-up at 6 months;
intention-to-treat analysis
included all 295 clients
(last observation carried
forward); additional ontreatment analysis with n
= 115 (133 were followed
up, but 18 were trimmed
(upper and lower 10%
percentile of intervenion
length))

All clients received personalized
printed feedback, information
pamphlets and self-help
guides/workbooks to be
completed between sessions BI:
FRAMES approach, one or
multiple sesion within 6 weeks,
overall time <90 min; CBT: six
consecutive weekly sessions at
approx. 45 min (overall: 270
min); counsellors (existing staff)
received three half-day training
workshops; audiotape & fidelity
rating of 10% of intervention
sessions

1) drinking outcomes: Weekly
consumption, binge consumption
(>6/ >4 standard drinks per
occasion), alcohol-related
problems (APQ, Williams &
Drummond 1994), Audit score; 2)
client satisfaction; 3) costeffectiveness index (cost per
client by mean effetiveness index
(= improvement summary score
over all drinking outcomes)

Discussion, Limitations
Quality assessment (Adapted
SIGN score, max. 27 pt)
low statistical power due to
small sample size; although
groups were comparable at
baseline in most
characteristics, the MI group
showed mor alcohol use.
Between-group analyses were
controlled for alcohol use and
length of interview, which was
longer in BI

Quality Asessment: 24
Non-inferiority and better
cost-effectiveness of BI;
attendence at counselling may
be the most effective
component (greater
improvement in on-treatment
analysis). Higher pretest
drinking predicted less
1) Significant improvements in all improvement; type of referral
drinking outcomes in both
predicted improvement (selfgroups; no differences between
referral or by familiy/friends
BI and CBT; intervention type did better than from a legal
not predict tretament outcomes source); limitation: attrition
2) no differences in client
rate; recommendation:
satisfaction 3) effectiveness
stepped-care approach: first BI
index (ITT) was for BI and CBT
then CBT, especially when
11.12 and 11.45; higher costs of
dependence severity is low, as
CBT ($32.84 vs. $76.53) resulted it was the case in this sample
in a better cost-effectiveness
ratio for BI: 2.95 vs. 6.69;
Quality Asessment: 24

The BISTAIRS project has received funding from the European Union, in the framework of the Health Programme

82

BISTAIRS Project

Authors (year),
Country

Kahler et al.
(2008), USA

Sample (target group,
exclusion criteria,
sample size)

N = 236 non alcoholdependent, heavy
drinking smokers who
were seeking smoking
cessation treatment;
heavy drinking according
to NIAAA guidelines
(1995); Exclusion:
fulfilling DSM
dependence criteria in
past 12 months, no
affective of psychotic
disorder or medical
contraiondications for
the nicotine patch

Design & Methods

Intervention details

randomly assigned to
standard treatment (ST)
(n = 119) or ST-BI (n =
117) follow-ups at 8, 16
and 26 weeks after quit
date

ST: four weekly counselling
sessions over three weeks, quit
date in session 2, manualized &
based on recent clinical practice
guidelines, brief advice to
reduce or avoid drinking +
progressive muscle relaxation
(40 + 20 + 5 + 5 min). BI: (40 + 20
+ 5+ 5 min) style of MI,
normative feedback and goal
setting, self-efficacy supporting,
checking of goal achievements &
recent benefits; therapists were
trained at least 20 hrs. in MI
skills and sessions were
audiotaped and supervised (incl.
adherence ratings)

Outcome measures (baseline &
follow-up)

Main results

sociodemographics, diverse
smoking-related outcomes,
timeline followback-interview
(prior 8 weeks or since last
administration) (baseline, session
3 and 4): no. Of drinks per week;
strenghth of intention to cutdown during smoking treatment,
relapse analysis & role of alcohol;
+ treatment evaluation + extent
of engagement in smoking
cessation & drinking avoidance
strategies

smoking outcomes: short-term
effect of BI (2 weeks after quit
date), drinking outcomes: not
influenced by smoking
abstinence; 2 weeks: higher
alcohol abstinence rates in ST-BI
(20.2 vs. 9.7%) 8 weeks: 13,9 vs.
3.9; no differences in week 26;
number of drinks per week: large
reduction in both groups across
26 week period & greater
reduction in ST-BI group (20%,
when controlle for baseline
drinking); smoking lapses while
drinking alcohol: 30.6% ST vs.
22.0% ST-BI, but not significant

Discussion, Limitations
Quality assessment (Adapted
SIGN score, max. 27 pt)

Number of drinks per week:
greater intentions to change
drinking were positively
associated with reduction,
higher amount of drinks at
baseline predicted less
reduction.
smoking cessation treatment
& counselling as influencing
factors; high rates of persons
who "probably" or "definitely"
planned to cut down their
drinking at baseline (51.3%)
Quality Asessment: 24
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ANNEX B: Database Search Protocols
Primary health care
Actual search strategies and results
Database(s): Ovid MEDLINE(R) 1946 to July Week 1 2012
Searched: 16/07/12
Search Strategy:
# Searches

Results

1 exp General Practice/

61328

2 Primary Health Care/

48176

3 Community Health Services/

25365

4 Physicians, Primary Care/ or Physicians, Family/

14900

5 General Practitioners/

926

6

(general pract$ or family pract$ or GP or physician$ or emergency department or emergency room
or "accident and emergency" or community).tw.

552484

7 (primary adj2 care).tw.

69135

8 shared care.tw.

693

9 or/1-8

636099

10 exp Alcohol-Related Disorders/

91524

11 Alcohol Drinking/

46415

12

(alcohol adj3 (drink$ or intoxicat$ or abus$ or misus$ or risk$ or consum$ or withdraw$ or detox$
or treat$ or therap$ or excess$ or reduc$ or cessation or intervention)).tw.

57988

13 (drink$ adj3 (excess or heavy or heavily or hazard$ or binge or harmful or problem$)).tw.

10498

14 ("alcohol use" or alcoholic$).tw.

55335

15 or/10-14

162058

16 Counseling/

25728

17 Psychotherapy, Brief/

2467

18 Interview, Psychological/

11390

19 Behavior Therapy/

22259

20 Cognitive Therapy/

13162

21 Motivation/

44903

22 ((brief or minimal or early or motivat$) adj3 (intervention$ or therap$ or interview$ or

35000
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advice)).tw.
23 (counselling or counseling or advice).tw.

74337

24 or/16-23

203949

25 and/9,15,24

1779

26 meta analysis.mp,pt.

53948

27 review.pt.

1715062

28 search:.tw.

181843

29 or/26-28

1856323

30 and/25,29

296

31 30 and 2000:2012.(sa_year).

178

Database(s): Embase 1996 to 2012 Week 28
Searched: 16/07/12
Search Strategy:
1 exp General Practice/

38752

2 Primary Health Care/

28141

3 Community Health Services/

29669

4 Physicians, Primary Care/ or Physicians, Family/

41370

5 General Practitioners/

41370

6

(general pract$ or family pract$ or GP or physician$ or emergency department or emergency room
or "accident and emergency" or community).tw.

515218

7 (primary adj2 care).tw.

72432

8 shared care.tw.

886

9 or/1-8

594740

10 exp Alcohol-Related Disorders/

44497

11 Alcohol Drinking/

22337

12

(alcohol adj3 (drink$ or intoxicat$ or abus$ or misus$ or risk$ or consum$ or withdraw$ or detox$
or treat$ or therap$ or excess$ or reduc$ or cessation or intervention)).tw.

55788

13 (drink$ adj3 (excess or heavy or heavily or hazard$ or binge or harmful or problem$)).tw.

10432

14 ("alcohol use" or alcoholic$).tw.

44796

15 or/10-14

114635

16 Counseling/

21730
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17 Psychotherapy, Brief/

40847

18 Interview, Psychological/

14146

19 Behavior Therapy/

24085

20 Cognitive Therapy/

25732

21 Motivation/

40959

22

((brief or minimal or early or motivat$) adj3 (intervention$ or therap$ or interview$ or
advice)).tw.

39948

23 (counselling or counseling or advice).tw.

74697

24 or/16-23

235927

25 and/9,15,24

2066

26 meta analysis.mp,pt.

80151

27 review.pt.

1378198

28 search:.tw.

204605

29 or/26-28

1555467

30 and/25,29

448

31 30 and 2000:2012.(sa_year).

380

Database(s): PsycINFO 1987 to July Week 2 2012
Searched: 16/07/12
Search Strategy:
1 primary health care/

10661

2 general practitioners/

3861

3 family physicians/

846

4 (general pract$ or famil pract$ or GP or physician$ or community).ti,ab.

159713

5 (primary adj2 care).ti,ab.

17963

6 shared care.ti,ab.

213

7 or/1-6

170828

8 exp alcohol intoxication/

1598

9 exp alcohol abuse/

27421

10 alcohol rehabilitations/

0

11 alcohol drinking patterns/

13496
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12

(alcohol adj3 (drink$ or intoxicat$ or abus$ or misus$ or risk$ or consum$ or withdraw$ or detox$ or
treat$ or therap$ or excess$ or reduc$ or cessation or intervention)).ti,ab.

30770

13 (drink$ adj3 (excess or heavy or heavily or hazard$ or binge or harmful or problem$)).ti,ab.

8251

14 ("alcohol use" or alcoholic$).ti,ab.

23769

15 or/8-14

55632

16 counseling/ or rehabilitation counseling/

12855

17 brief psychotherapy/

3658

18 motivational interviewing/

864

19 cognitive behavior therapy/ or behavior therapy/

15196

20 ((brief or minimal or early or motivat$) adj3 (intervention$ or therap$ or interview$)).ti,ab.

18563

21 (counselling or counseling or advice).ti,ab.

51214

22 or/16-21

85627

23 control:.tw.

335523

24 effectiveness.tw.

76469

25 risk:.tw.

188383

26 or/23-25

541626

27 7 and 15 and 22 and 26

413

28 27 and 2000:2012.(sa_year).

337
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Emergency care, workplace health, social services
Due to the magnitude of databases for each setting, and the interchangeability of keywords, we
provide only one database protocol per setting.
Search results for each setting and database are described in tabellaric overviews below.

Emergency care
Database
Medline
Embase
PsycINFO
Web of Knowledge
Cochrane

194
149
37
612
262

Cinahl

79

Reviews 123
Other reviews
12
Trials 17
Economic
6
Technology
3
Methods
1
= 1.333

Workplace health
Database
MEDLINE
EMBASE
PsycINFO
CINAHL
Cochrane Library
Web of Science
Sum
Remove Duplicates
Remove studies < 2002

Results
38
19
20
23
1356
2894
4350
4055
3037

Social services
Database
MEDLINE
EMBASE
PsycINFO
CINAHL
Cochrane Library
Web of Science
Sum
Remove Duplicates

Results
861
697
349
345
752
1519
4523
2794
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Search protocols
Medline
#

Searches

Results

1 social welfare/ or social work/ or education/

36218

2 social work*.tw.

9435

3 social service.tw.

2194

4 homeless persons/ or prisoners/

16130

5 (accommodation or homeless$).tw.

14369

6 (school$ or universit$ or formation or educat$ or college).tw.

1333799

7 (criminal or justice or probation or offend$ or inmate$ or prison$ or detain$).tw.

36580

8 (employ$ or employment agenc$ or unemploy$).tw.

331473

9 (rehabilitation or retirement or insurance).tw.

138681

10 (youth welfare or driv* or militar*).tw.

211002

11 or/1-10

1987439

12 exp Alcohol-Related Disorders/

91524

13 Alcohol Drinking/

46415

(alcohol adj3 (drink$ or intoxicat$ or abus$ or misus$ or risk$ or consum$ or withdraw$ or
14
detox$ or treat$ or therap$ or excess$ or reduc$ or cessation or intervention)).tw.

60557

15 (drink$ adj3 (excess or heavy or heavily or hazard$ or binge or harmful or problem$)).tw.

10985

16 ("alcohol use" or alcoholic$).tw.

57769

17 or/12-16

166580

18 Counseling/

25728

19 Psychotherapy, Brief/

2468

20 Interview, Psychological/

11390

21 Behavior Therapy/

22259

22 Cognitive Therapy/

13163

23 Motivation/

44903

24

((brief or minimal or early or motivat$) adj3 (intervention$ or therap$ or interview$ or
advice)).tw.

37210

25 (counselling or counseling or advice).tw.

78134

26 or/18-25

209843

27 randomized controlled trial.pt.

332055

28 controlled clinical trial.pt.

84622

29 randomi$.ab.

303706

30 placebo.ab.

137682

31 drug therapy.fs.

1549552

32 randomly.ab.

181273

33 trial.ab.

256568

34 groups.ab.

1181677

35 Epidemiologic studies/

5427

36 exp case control studies/

561216
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37 exp cohort studies/

1189591

38 Case control.tw.

64378

39 (cohort adj (study or studies)).tw.

65832

40 Cohort analy$.tw.

2920

41 (Follow up adj (study or studies)).tw.

34162

42 (observational adj (study or studies)).tw.

34010

43 Longitudinal.tw.

118637

44 Retrospective.tw.

226885

45 Cross sectional.tw.

133542

46 Cross-sectional studies/

143081

47 or/27-46

4115375

48 (animals not (humans and animals)).sh.

3660878

49 47 not 48

3647248

50 17 and 26 and 49

3920

51 limit 50 to (english language and yr="2002 -Current")

2369

limit 51 to (case reports or classical article or clinical trial, all or clinical trial or comparative study
or controlled clinical trial or "corrected and republished article" or editorial or evaluation studies
52
2359
or introductory journal article or journal article or meta analysis or multicenter study or
randomized controlled trial or "review")
53 11 and 52

861

Embase
#

Searches

Results

1. Workplace/
2. Employee.tw.

20606

3. Job.tw.

10734

4. occupationalhealth/

35775

5. Labo#r.tw.
6, Hire.tw.

31263
988

7. healthcare program$.tw.
8. (Occupational health service$ or OHS).tw.

1723
2171

9. Business/ orcompany/

23564

10. 1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 or 9

138863

11. exp alcoholism/

85804

12. exp drinking behavior/

31936

13. (alcohol adj3 (drink$ or intoxicat$ or abus$ or misus$ or risk$ or consum$ or withdraw$ or
detox$ or treat$ or therap$ or excess$ or reduc$ or cessation or intervention)).tw.

75686

14. (alcohol adj3 (drink$ or intoxicat$ or abus$ or misus$ or risk$ or consum$ or withdraw$ or
detox$ or treat$ or therap$ or excess$ or reduc$ or cessation or intervention)).tw.

75686

15. (drink$ adj3 (excess or heavy or heavily or hazard$ or binge or harmful or problem$)).tw.
16. ("alcohol use" or alcoholic$).tw.

13499
71678

17. 11 or 12 or 14 or 15 or 16

184685

18. Counseling/

33549

19. Behaviormodification/

6082
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20. Interview, Psychological/

33542

21. BehaviorTherapy/

34872

22. CognitiveTherapy/

27780

23. Motivation/

59810

24. ((brief or minimal or early or motivat$) adj3 (intervention$ or therap$ or interview$ or
advice)).tw.

48912

25. (counselling or counseling or advice).tw.

97714

26. 18 or 19 or 20 or 21 or 22 or 23 or 24 or 25

298067

27. randomizedcontrolledtrial/

324959

28. randomi$.ab.

388404

29. placebo.ab.
30. randomly.ab.

169261

31. trial.ab.

321494

32. groups.ab.

1418158

33. clinicalstudy/

40189

34. Case control study.mp. [mp=title, abstract, subject headings, heading word, drug trade name,
original title, device manufacturer, drug manufacturer, device trade name, keyword]

96073

35. (Case control adj (study or studies)).tw.

61938

36. Retrospectivestudy/

284573

37. Prospectivestudy/

208033

38. Cohortanalysis/

125887

39. (Cohort adj (study or studies)).mp.

84872

40. (follow up adj (study or studies)).tw.

39669

41. (observationaladj (study or studies)).tw.

45641

42. (epidemiologic$ adj (study or studies)).tw.

65125

43. (cross sectional adj (study or studies)).tw.

62143

219542

44. 27 or 28 or 29 or 30 or 31 or 32 or 33 or 34 or 35 or 36 or 37 or 38 or 39 or 40 or 41 or 42 or 2720938
43
45. 10 and 17 and 26 and 44

50

46. limit 45 to (human and english language and yr="2002 -Current")

21

47. limit 46 to (article or book or report or "review" or short survey)

19

1. Workplace/
2. Employee.tw.

20606

3. Job.tw.

10734

4. occupationalhealth/

35775

5. Labo#r.tw.
6, Hire.tw.

31263
988

PsychInfo
#

Searches

Results

1 exp social services/

30387

2 social service.tw.

3710
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3 social work*.tw.

28790

4 (school$ or universit$ or formation or educat$ or college).tw.

724410

5 (criminal or justice or probation or offend$ or inmate$ or prison$ or detain$).tw.

73982

6 (accommodation or homeless$).tw.

11888

7 (employ$ or employment agenc$ or unemploy$).tw.

155664

8 (rehabilitation or retirement or insurance).tw.

53162

9 (youth welfare or driv* or militar*).tw.

73608

10 or/1-9

1024578

11 exp alcohol abuse/

35558

12 exp alcohol drinking patterns/

48549

13

(alcohol adj3 (drink$ or intoxicat$ or abus$ or misus$ or risk$ or consum$ or withdraw$ or detox$
38057
or treat$ or therap$ or excess$ or reduc$ or cessation or intervention)).tw.

14 (drink$ adj3 (excess or heavy or heavily or hazard$ or binge or harmful or problem$)).tw.

9771

15 ("alcohol use" or alcoholic$).tw.

34211

16 or/11-15

70966

17 Counseling/

17297

18 brief psychotherapy/

4607

19 Interviews/

5944

20 Behavior Therapy/

11889

21 Cognitive Therapy/

11131

22 Motivation/

32196

23

((brief or minimal or early or motivat$) adj3 (intervention$ or therap$ or interview$ or
advice)).tw.

22082

24 (counselling or counseling or advice).tw.

76556

25 or/17-24

156791

26 clinical trials/

6176

27 random$.ab.

108721

28 placebo.ab.

27080

29 randomly.ab.

44435

30 trial.ab.

52678

31 groups.ab.

320662

32

Case control study.mp. [mp=title, abstract, heading word, table of contents, key concepts, original
3079
title, tests & measures]

33 (Case control adj (study or studies)).tw.

3547

34 Cohort analysis/

918

35 (Cohort adj (study or studies)).mp.

7434

36 (follow up adj (study or studies)).tw.

9357

37 (observational adj (study or studies)).tw.

4181

38 (epidemiologic$ adj (study or studies)).tw.

8506

39 (cross sectional adj (study or studies)).tw.

9042

40 or/26-39

479219

41 (animals not (humans and animals)).sh.

5457
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42 40 not 41

478803

43 16 and 25 and 42

1577

44 limit 43 to (english language and yr="2002 -Current")

952

45 limit 44 to (chapter or editorial or journal article or letter or reviews)

829

46 10 and 45

349

Web of Science (Databases: SCI-EXPANDED, SSCI, A&HCI)
Document Types=(Article OR Book OR Book Chapter OR Correction OR Correction, Addition OR Database
Review OR Review)
Databases=SCI-EXPANDED, SSCI, A&HCI
Timespan=2002-2012
Lemmatization=On
English Language

Search History
Set

Results

# 12

1,519

# 11

4,315,453

#10 not #11

# 10

1,845

(#9) AND Language=(English) AND Document Types=(Article OR Book OR Book Chapter OR Correction OR
Correction, Addition OR Database Review OR Review)
Databases=SCI-EXPANDED, SSCI, A&HCI Timespan=2002-2012
Lemmatization=On

#9

1,973

((#7 AND #8)) AND Document Types=(Article OR Book OR Book Chapter OR Correction OR Correction,
Addition OR Database Review OR Review)
Databases=SCI-EXPANDED, SSCI, A&HCI Timespan=2002-2012
Lemmatization=On

#8

2,836,588

#7

2,855

#6

258,438

(WC =( BIOPHYSICS OR TRANSPORTATION OR GENETICS HEREDITY OR REPRODUCTIVE BIOLOGY OR
RESPIRATORY SYSTEM OR IMMUNOLOGY OR TROPICAL MEDICINE OR CELL BIOLOGY OR MEDICAL
INFORMATICS OR HEMATOLOGY OR HOSPITALITY LEISURE SPORT TOURISM OR PHARMACOLOGY
PHARMACY OR MEDICAL LABORATORY TECHNOLOGY OR BIOLOGY OR PARASITOLOGY OR PHYSIOLOGY OR
NEUROSCIENCES OR RADIOLOGY NUCLEAR MEDICINE MEDICAL IMAGING OR CLINICAL NEUROLOGY OR
DERMATOLOGY OR RHEUMATOLOGY OR SURGERY OR ERGONOMICS OR ONCOLOGY OR CARDIAC
CARDIOVASCULAR SYSTEMS OR UROLOGY NEPHROLOGY OR AGRICULTURE MULTIDISCIPLINARY OR
VIROLOGY OR ALLERGY OR AUTOMATION CONTROL SYSTEMS OR BIOCHEMISTRY MOLECULAR BIOLOGY
OR COMPUTER SCIENCE ARTIFICIAL INTELLIGENCE OR ETHNIC STUDIES OR COMPUTER SCIENCE
INFORMATION SYSTEMS OR DENTISTRY ORAL SURGERY MEDICINE OR DEMOGRAPHY OR GERIATRICS
GERONTOLOGY OR INFORMATION SCIENCE LIBRARY SCIENCE OR ENGINEERING CIVIL OR SPORT SCIENCES
OR MEDICAL ETHICS OR ENGINEERING ELECTRICAL ELECTRONIC OR MEDICINE LEGAL OR ENVIRONMENTAL
STUDIES OR OTORHINOLARYNGOLOGY OR POLYMER SCIENCE OR PATHOLOGY OR INFECTIOUS DISEASES
OR PERIPHERAL VASCULAR DISEASE OR TRANSPORTATION SCIENCE TECHNOLOGY OR URBAN STUDIES OR
ANESTHESIOLOGY OR VETERINARY SCIENCES )) AND Language=(English) AND Document Types=(Article OR
Book OR Book Chapter OR Correction OR Correction, Addition OR Database Review OR Review)

(TS = (randomized controlled trial or controlled clinical trial or randomi* or placebo or drug therapy or
randomly or trial or groups or clinical or case control or retrospective or prospective or cohort or follow up
or observational)) AND Document Types=(Article OR Book OR Book Chapter OR Correction OR Correction,
Addition OR Database Review OR Review)
Databases=SCI-EXPANDED, SSCI, A&HCI Timespan=2002-2012
Lemmatization=On
(#1 AND #2 AND #6) AND Document Types=(Article OR Book OR Book Chapter OR Correction OR
Correction, Addition OR Database Review OR Review)
Databases=SCI-EXPANDED, SSCI, A&HCI Timespan=2002-2012
Lemmatization=On
((#3 OR #4 OR #5)) AND Document Types=(Article OR Book OR Book Chapter OR Correction OR Correction,
Addition OR Database Review OR Review)
Databases=SCI-EXPANDED, SSCI, A&HCI Timespan=2002-2012
Lemmatization=On
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#5

42,701

(TS = (counselling or counseling or advice)) AND Document Types=(Article OR Book OR Book Chapter OR
Correction OR Correction, Addition OR Database Review OR Review)
Databases=SCI-EXPANDED, SSCI, A&HCI Timespan=2002-2012
Lemmatization=On

#4

168,152

((TS = ((brief or minimal or early or motivat*) and (intervention* or therap* or interview* or advice))))
AND Document Types=(Article OR Book OR Book Chapter OR Correction OR Correction, Addition OR
Database Review OR Review)
Databases=SCI-EXPANDED, SSCI, A&HCI Timespan=2002-2012
Lemmatization=On

#3

93,336

((TS = (Counseling or "brief psychotherapy" or "psychological interview" or (behavior* near/4 therapy) or
(cognitive near/4 therapy) or motivation*))) AND Document Types=(Article OR Book OR Book Chapter OR
Correction OR Correction, Addition OR Database Review OR Review)
Databases=SCI-EXPANDED, SSCI, A&HCI Timespan=2002-2012
Lemmatization=On

#2

129,639

(TS = ((alcohol and use) or alcoholic* or (Alcohol-Related Disorders) or (Alcohol and Drink*) or (alcohol and
intoxicat*) or (alcohol and abus*) or (alcohol and misus*) or (alcohol and risk*) or (alcohol and consum*)
or (alcohol and withdraw*) or (alcohol and detox*) or (alcohol and treat*) or (alcohol and therap*) or
(alcohol and excess*) or (alcohol and reduc*) or (alcohol and cessation) or (alcohol and intervention) or
(drink* and (excess or heavy or heavily or hazard* or binge or harmful or problem*)))) AND Document
Types=(Article OR Book OR Book Chapter OR Correction OR Correction, Addition OR Database Review OR
Review)
Databases=SCI-EXPANDED, SSCI, A&HCI Timespan=2002-2012
Lemmatization=On

#1

920,620

(TS = (rehabilitat* or retire* or insurance or employ* or "employment agenc*" or unemploy* or
accommodation or homeless* or criminal or justice or probation or offend* or inmate* or prison* or
detain* or school* or universit* or college or educat* or "social work*" or "social service" or "social care"))
AND Document Types=(Article OR Book OR Book Chapter OR Correction OR Correction, Addition OR
Database Review OR Review)
Databases=SCI-EXPANDED, SSCI, A&HCI Timespan=2002-2012
Lemmatization=On
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The Cochrane Library (WILEY)
ID

Search

Hits

#1

social welfare/ or social work/ or education/

33083

#2

(social welfare or social work or education):ti,ab,kw

24175

#3

social work*:ti,ab,kw

2654

#4

social service*:ti,ab,kw

3185

#5

homeless persons/ or prisoners/

551

#6

(accommodation or homeless*):ti,ab,kw

968

#7

(school* or universit* or formation or educat* or college):ti,ab,kw

55187

#8

(criminal or justice or probation or offend* or inmate* or prison* or
detain*):ti,ab,kw

1236

#9

(employ* or employment agenc* or unemploy*):ti,ab,kw

9064

#10 (rehabilitation or retirement or insurance):ti,ab,kw

17939

#11 (youth welfare or driv* or militar*):ti,ab,kw

4932

#12 (#1 OR #2 OR #3 OR #4 OR #5 OR #6 OR #7 OR #8 OR #9 OR #10 OR #11)

91327

alcohol near/3 (drink* or intoxicat* or abus* or misus* or risk* or consum* or
#13 withdraw* or detox* or treat* or therap* or excess* or reduc* or cessation or
intervention)

6555

#14

drink* near/3 (excess or heavy or heavily or hazard* or binge or harmful or
problem*)

1081

#15 ("alcohol use" or alcoholic*):ti,ab,kw

3913

#16 (#13 OR #14 OR #15)

8730

#17

(Counseling or "brief psychotherapy" or "psychological interview" or (behavior*
near/4 therapy) or (cognitive near/4 therapy) or motivation*):ti,ab,kw

20076

#18

(brief or minimal or early or motivat*):ti,ab and (intervention* or therap* or
interview* or advice):ti,ab

25416

#19 (#17 OR #18)

41482

#20 (#12 AND #16 AND #19)

1089

#21 (#20), from 2002 to 2012

754

excluding methods studies  752
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ANNEX C: Other material
Adapted SIGN Checklist
1.1

Criterion
The study addresses an appropriate and
clearly focused question.

Rating (0-3)
Well covered 
Adequately addressed 
Poorly addressed 
Well covered 
Adequately addressed 
Poorly addressed 

Not addressed 
Not reported 
Not addressed 
Not reported 

1.2

The assignment of subjects to treatment
groups is randomised

1.3

An adequate concealment method is
used

Well covered 
Adequately addressed 
Poorly addressed 

Not addressed 
Not reported 

1.4

Subjects and investigators are kept
‘blind’ about treatment allocation; -"well covered" if follow-up interviewer
is blind about group allocation - The treatment and control groups are
similar at the start of the trial

Well covered 
Adequately addressed 
Poorly addressed 

Not addressed 
Not reported 

Well covered 
Adequately addressed 
Poorly addressed 
Well covered 
Adequately addressed 
Poorly addressed 
Well covered 
Adequately addressed 
Poorly addressed 
Well covered 
Adequately addressed 
Poorly addressed 

Not addressed 
Not reported 

Well covered 
Adequately addressed 
Poorly addressed 

Not addressed 
Not reported 

Well covered / Not
applicable 
Adequately addressed 
Poorly addressed 

Not addressed 
Not reported 

1.5

1.6

The only difference between groups is
the treatment under investigation

1.7

All relevant outcomes are measured in a
standard, valid and reliable way

1.8

Dropouts were described in detail,
including group allocation and time of
dropout (before or after randomisation,
baseline / follow-up assessments)
All the subjects are analysed in the
groups to which they were randomly
allocated (often referred to as intention
to treat analysis)
Where the study is carried out at more
than one site, results are comparable for
all sites

1.9

1.10

Not addressed 
Not reported 
Not addressed 
Not reported 
Not addressed 
Not reported 
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