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Electronic Alcohol Screening and Brief Interventions
Expectations and Reality
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Alcohol use is common in adolescence and young adulthood
and is associated with adverse health outcomes such as
physical and sexual assault, motor vehicle crashes, unin-

tended pregnancy, and sexu-
ally transmitted diseases.1 The
US Preventive Services Task
Force recommends alcohol

screening and brief counseling interventions as a component of
routine adult preventive services, although it has not found suf-
ficient evidence to recommend for or against it for adolescents.2

However,theimplementationoftraditional interpersonalscreen-
ing and brief counseling interventions in primary care clinical
settings has been limited due to a variety of factors including the
time and effort related to staff training, difficulty with integra-
tion into practice flow, and time constraints placed on clini-
cians and practices relative to reimbursement rates.3

Electronic alcohol screening and brief counseling inter-
ventions could alleviate many of these barriers, and for this
reason it has generated considerable enthusiasm. In theory, it
could reduce the need for training, provide uniform and pre-
sumably high-quality protocols, reach large numbers of per-
sons, and do so in a cost-efficient manner. Furthermore, since
it can be offered outside of clinical settings, it can reach young
adults who may drink excessively but are unlikely to have rou-
tine preventive health visits, including those in universities and
the military.

However, electronic alcohol screening and brief counsel-
ing intervention lacks interpersonal contact and often takes
place outside of structured clinical environments, so rates of
participation tend to be low. Furthermore, excessive drinkers
may be less likely than individuals with other risky behaviors
(eg, smoking) to perceive a problem, and are not typically in-
terested in reducing their drinking, at least initially. This may
affect their engagement with electronic alcohol screening and
brief counseling interventions and may limit its effectiveness
even once they are engaged.

Studies of electronic alcohol screening and brief counsel-
inginterventionsareheterogeneousandofvaryingquality,which
may explain why most but not all reviews have suggested pos-
sible benefits of its use.4-7 A limitation of behavioral counseling
interventions (electronic or otherwise) that could nullify small-
to-moderate effect sizes of self-reported outcomes is that once
a participant has developed a desire to change drinking behav-
ior, that individual may overestimate or overreport reductions
in drinking compared with control participants.8,9 Because of this
desire, participants may also be more likely to drop out of these
programs or trials if they are disappointed in themselves or em-

barrassed because of not having reduced their drinking or be-
cause their drinking has increased. Finding similar overall rates
of attrition between intervention and control groups does not
obviate this concern. Unfortunately, there are few corroborat-
ing data about alcohol-related outcomes among participants in
electronic alcohol screening and brief counseling interventions
that are not based on self-report.

In this issue of JAMA, Kypri et al10 report the results of a
trial of electronic alcohol screening and brief counseling in-
terventions implemented in 7 of New Zealand’s 8 universi-
ties. Of 14 991 non-Maori students aged 17 to 24 years who were
contacted by e-mail as many as 3 times and offered the oppor-
tunity to win supermarket vouchers or an iPad, 5135 (34%) stu-
dents completed the Alcohol Use Disorders Identification Test-
Consumption (AUDIT-C) screening.11 The 3422 respondents
who screened positive (scored ≥4) were randomly assigned to
the control group (screening only) or to the intervention group
(electronic alcohol screening and brief counseling interven-
tions), which provided a brief (10-minute) self-assessment with
personalized feedback on how to reduce their alcohol-
related health risks, an estimated blood alcohol concentra-
tion for their heaviest recent drinking episode with informa-
tion on the sequelae of intoxication and the risk of having a
single vehicle traffic crash, bar graphs comparing respon-
dents’ consumption with that of others, and hyperlinks for ac-
cessing help with drinking problems.

At 5-month follow-up, 84% of the intervention group and
83% of the control group responded to a set of validated ques-
tions about their drinking frequency, consumption per typi-
cal drinking occasion, volume of alcohol consumed, and aca-
demic problems. Of the 6 primary outcomes, there was a benefit
in only 1, and that benefit was small—relative to control par-
ticipants, those receiving the electronic alcohol screening and
brief counseling interventions consumed 1 less drink (4 vs 5)
per typical drinking occasion, a relative risk reduction of 7%.
However, the results of a preplanned sensitivity analysis found
that some or all of the observed difference could be ex-
plained by differential attrition on the basis of possible in-
creased consumption among those in the intervention group
who did not complete follow-up.

A major strength of the study is the participation of stu-
dents from 7 of New Zealand’s 8 universities, which is as near to
a real-world evaluation in a population of university students as
is likely to be achieved. This study demonstrates that high-
quality electronic alcohol screening and brief counseling inter-
vention programs can be implemented within national popula-
tions with relatively high rates of follow-up among those who
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engage in the program. However, the high quality of the elec-
tronic alcohol screening and brief counseling interventions pro-
tocol, its implementation and subsequent rigorous per-
protocol analyses, coupled with its primarily negative findings,
leads to questions about the effectiveness of these programs gen-
erallyandamonguniversitystudentsinparticular.Althoughelec-
tronic alcohol screening and brief counseling interventions may
have effects on participants among subgroups of university stu-
dents or among other groups, the results of this and other well-
conducted studies suggest that the effect of this type of inter-
vention among university students is modest at best.7,12-14

Because electronic alcohol screening and brief counsel-
ing interventions can be implemented on a wide scale at mod-
est cost, it could be viewed as a potential public health inter-
vention. However, extrapolating participant effects of these
programs to estimate population-level effects is problematic
because screening rates are likely to be higher in research trials,
and those who participate in such trials and screen positive may
not be representative of larger populations, either in terms of
their alcohol consumption characteristics (eg, the prevalence
of severe alcohol use disorder in which brief counseling has
not proven effective) or in terms of their response to an inter-
vention that is predicated on openness to behavioral change.15

At present, there is little direct evidence that electronic al-
cohol screening and brief counseling intervention has a popu-
lation-level effect on excessive alcohol consumption or re-

lated harms in any group, and therefore its utility as a stand-
alone public health approach is in doubt.15 As a scientific
standard, future studies evaluating possible population-level
health effects of this intervention (which, to be clear, was not
the purpose of the study by Kypri et al10), should assess out-
comes at the population level, ideally using instruments ex-
ternal to the study. In addition, corroborating evidence from
outcomes other than those based on self-report would be es-
sential to establish effectiveness.

To reduce drinking among university students, proven in-
terventions are generally similar to those shown to reduce ex-
cessive drinking among adults and youth in the general popu-
lation and include “environmental” alcohol policy interventions
such as those to increase the price of alcohol and decrease its
physical availability either generally or within specific times,
locations, or social contexts.16,17 However, more than a de-
cade after the National Institute of Alcohol Abuse and Alco-
holism released recommendations for environmental strate-
gies to reduce binge drinking among university students in the
United States,18 there has been little progress in adoption of
those strategies.19 For improving population health, includ-
ing within university communities, electronic alcohol screen-
ing and brief counseling intervention may be acceptable to
industry20 and easy to implement, but does not appear to be
the easy way out of alcohol-related problems that many, right-
fully and reasonably, have wished for.
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