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Objective: To determine if brief alcohol interventions in trauma
centers reduce health care costs.
Summary Background Data: Alcohol-use disorders are the lead-
ing cause of injury. Brief interventions in trauma patients reduce
subsequent alcohol intake and injury recidivism but have not yet
been widely implemented.
Methods: This was a cost-benefit analysis. The study population
consisted of injured patients treated in an emergency department or
admitted to a hospital. The analysis was restricted to direct injury-
related medical costs only so that it would be most meaningful to
hospitals, insurers, and government agencies responsible for health
care costs. Underlying assumptions used to arrive at future benefits,
including costs, injury rates, and intervention effectiveness, were
derived from published nationwide databases, epidemiologic, and
clinical trial data. Model parameters were examined with 1-way
sensitivity analyses, and the cost-benefit ratio was calculated. Monte
Carlo analysis was used to determine the strategy-selection confi-
dence intervals.
Results: An estimated 27% of all injured adult patients are candi-
dates for a brief alcohol intervention. The net cost savings of the
intervention was $89 per patient screened, or $330 for each patient
offered an intervention. The benefit in reduced health expenditures
resulted in savings of $3.81 for every $1.00 spent on screening and
intervention. This finding was robust to various assumptions regard-

ing probability of accepting an intervention, cost of screening and
intervention, and risk of injury recidivism. Monte Carlo simulations
found that offering a brief intervention would save health care costs
in 91.5% of simulated runs. If interventions were routinely offered
to eligible injured adult patients nationwide, the potential net savings
could approach $1.82 billion annually.
Conclusions: Screening and brief intervention for alcohol problems
in trauma patients is cost-effective and should be routinely
implemented.

(Ann Surg 2005;241: 541–550)

Alcohol intoxication is the leading risk factor for injury.1–3

As a result, it offers the most promising and obvious
target for injury-prevention programs. Brief alcohol interven-
tions in trauma patients have been shown to reduce subse-
quent alcohol intake and injury recidivism.4–8 Given accu-
mulating evidence to support their use, a variety of expert and
consensus group panels have concluded that the scientific
basis for their routine provision in hospitals and emergency
departments has been established, and it is time to move
towards national implementation.7,9–16

New medical procedures, once confirmed as “best prac-
tice,” often become virtually mandatory for delivery and
insurance coverage. However, this has not been the case for
alcohol interventions. Instead, clinicians, hospital administra-
tors, and insurance plans are more likely to require informa-
tion about cost and benefits before making decisions on
implementation or coverage.

Alcohol interventions in trauma patients have not yet
been analyzed for cost-benefit. Prior studies have not mea-
sured financial outcomes directly because it has been difficult
to obtain claims data from this patient population with mul-
tiple potential sources of insurance coverage or with no
coverage. However, the assignment of dollar values can
enable clinicians to make informed choices about competing
available treatment options.17
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This study estimates the cost savings associated with
routine provision of brief alcohol interventions to trauma
patients treated in hospitals and emergency departments. We
chose to restrict this analysis to direct medical costs so that it
would be most meaningful to hospitals, insurers, and govern-
ment agencies responsible for health care costs.

METHODS

Determination of Eligible Subjects
We estimated the proportion of injured patients who

would be candidates for a brief alcohol intervention. Patients
were considered eligible if they were treated in an emergency
department or admitted to a hospital after sustaining an
injury, were 18 years of age or older, and had either a blood
alcohol level �100 mg/dL or a positive result on a standard
brief alcohol disorder screening questionnaire. Patients with a
major concurrent psychiatric illness or severe disability pre-
cluding participation in a brief intervention were excluded.

We performed a literature search to identify studies
reporting alcohol intoxication (blood alcohol concentration:
BAC) or problem drinking as defined by a positive result on
a standard screening questionnaire (CAGE, Michigan Alco-
hol Screening Test, or Alcohol Use Disorders Identification
Test) in injured adults treated in emergency departments
(Table 1). The screen positive rate varied, depending on the
proportion of all patients screened and the methods used to
classify a screen as positive. These differences prevented
formal meta-analysis. To arrive at a prevalence estimate, the
proportion from each study was weighted by the study sample
size.18 The range was used to conduct a sensitivity analysis.

Eligible patients would have to agree to counseling.
Consent rates for studies enrolling patients in brief interven-
tion trials were used to estimate acceptance rates, as no data
exist on acceptance rates when offered as a routine compo-
nent of trauma care.4,5,7,8,19–24 The mean consent rate, rep-
resenting 9116 subjects, was 76% (range 57 to 94%). This is
a conservative estimate as patients are more likely to consent
to routine care than to participation in a study.

Cost-Benefit Analysis
Screening Costs

We determined the cost of screening all eligible adults
with a BAC and a brief alcohol-disorder screening question-
naire. The direct cost of a BAC was valued at $15 based upon
the current Medicare allowable fee schedule in 2000. Screen-
ing expenses also included the cost of paper materials ($1).
Average screening costs were $16/patient (Table 2).

Costs of Brief Alcohol Intervention
The cost of the brief intervention included direct costs

representing professional expenses and materials. Typically,
brief interventions are administered over a 20- to 30-minute
period.7,25 Professional costs were determined by multiplying
the national average hourly wage for a psychologist by an
estimated 1.4 hours of work time per intervention, which
included 30 minutes for the intervention, and the remainder
for follow-up and documentation. Sensitivity analysis was
conducted to include salary ranges for social workers to
physicians ($15.09 to $61.43 per hour).26 The estimated cost
of the intervention is $38 per patient (Table 2).

TABLE 1. Prevalence of Alcohol Use in Injured Patients Treated in US Emergency Departments

Author Population Measurement Prevalence*
BAC

>100 mg/dL N

Wechsler, et al, 196958 ED Breath analysis 23% 12% 2989
Cherpitel, 198859 ED in 4 hospitals Breath analysis 15% 8% 1528
Cherpitel, 1989a60 ED, hospital Breath analysis 23% 15% 555
Teplin et al, 198961 ED Blood test NA 10% 179
Rivara et al, 198962 ED, level 1 hospital Blood test 38% NA 316
Cherpitel, 199263 ER admissions Breath analysis 13% 6% 1004
Cherpitel, 199364 3 HMO EDs, 1 county hospital ED, 3

community hospital EDs
Breath analysis 9% 3% 1478

Cherpitel, 199465 EDs in 1 county hospital, 3 community
hospitals, and 3 HMO hospitals

Breath analysis 9% 3% 1548

Cherpitel, 1994b66 4 EDs Breath analysis 9% 4% 1494
Average (weighted by

sample size)
16% 7.4%

Range 9–38% 3–15%

ED indicates emergency department; BAC, blood alcohol concentration.
*Positive for any blood alcohol.
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Emergency Department Visits and
Hospitalization Rates for Problem Drinkers

To estimate the baseline proportion of screen-positive
patients who will sustain an injury requiring emergency
department treatment in a given year, we performed a liter-
ature review (Table 3). The proportion of patients treated for
an injury in the emergency department from each study was

weighted by the study sample size.18 The range of the
reported fraction of alcohol-using patients was used to con-
duct the model sensitivity analysis. The relative risk for
readmission in injured patients with an intoxicating BAC or
positive screening questionnaire compared with injured pa-
tients without these characteristics was estimated to be 2.2
(range 1.4 to 3.5).27 We assumed that the proportion who

TABLE 2. Determination of Model Variables

Variable
Baseline Value

(US$ 2000) Range Source

Number of adults (�18 y) treated for injuries in US
EDs, 2000

20,507,601 18,407,275 to 22,607,928 NCIPC28

Proportion of injured ED patients who required
hospitalization

6.00% 4.61%-7.38% NCIPC28

Proportion of injured patients with psychiatric illness
prohibiting intervention

2.4% 2.4% Gentilello7

Prevalence of intoxicated injured adult patients treated
in ED (blood alcohol concentration �100 mg/dL)

7.4% 3%-12% See Table 1

Prevalence of nonintoxicated trauma patients with a
positive substance abuse screening questionnaire

19.6% 11.7%-45.8% See references2,38,39

Consent rate to participate in a brief intervention trial 76% 57%-94% See references4,5,7,8,19–24

Annual proportion of injured adult patients with
intoxication or alcohol problems readmitted to an ED
for trauma

28% 5%-50% See Table 3

Relative risk for readmission in injured patients with
alcohol dependency compared to injured patients
without dependency

2.2 1.4–3.5 Rivara27

Economic annual discount rate 3% 0%-5% Weinstein et al, 199632

Costs of screening for alcohol use
Cost of blood alcohol test $15 $15 Medicare reimbursement
Cost of materials (paper, photocopy) $1 $0-$1 Estimated cost of 5

copies at $0.20/copy
Cost of brief alcohol intervention

Provider time (30-min intervention plus
administrative time)

84 min 30–120 min HMC brief intervention
program

Provider hourly salary $27.20 (psychologist) $15.09-$61.43 Hourly salary range:
social worker;
psychologist; physician,
BLS26

Health care costs
Cost of ED visit for injury $440 $149-$1250 MarketScan44

Cost of hospitalization $16,852 $4,691-$49,672 MarketScan44

Effectiveness of brief intervention in the context of
acute injury at reducing subsequent health care use

Effectiveness of intervention in reducing annual ED
injury recidivism (hazard ratio)

0.53 0.26–1.07 Gentilello7

Effectiveness of intervention in reducing annual
injury recidivism requiring hospitalization (hazard
ratio)

0.52 0.21–1.29 Gentilello7

ED indicates emergency department; NCIPC, National Center for Injury Control and Prevention, Centers for Disease Control and Prevention; HMC,
Harborview Medical Center, Seattle, WA; NIAAA, National Institute on Alcohol Abuse and Alcoholism, National Institutes of Health; BLS, Bureau of Labor
Statistics.
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required admission to the hospital was equivalent to national
estimates in which 6% of injured emergency department
patients required hospitalization.28

Intervention Effectiveness
We conducted a literature search to identify studies

reporting brief alcohol interventions for patients treated in the
context of an acute injury for which subsequent utilization of
health care resources was an outcome. Multiple reviews have
reported that brief interventions are effective in reducing
alcohol consumption, problems related to consumption, and
injury.6,19,29,30 Three studies conducted in the acute-injury
context reported substantial decreases in reinjury rates.4,7,8

However, only 1 reported the effect on injury-related emer-
gency department utilization, thus fulfilling the search crite-
ria. This was a randomized controlled trial in which patients
who were admitted to a hospital and screened positive were
offered a brief intervention.7 The authors reported a 47%
reduction in subsequent injuries requiring either emergency
department or hospital admission (hazard ratio 0.53, 95% CI
0.26–1.07) and a 48% reduction in injuries requiring hospital
admission over 3 years of follow-up (hazard ratio 0.52, 95%
CI 0.21–1.29). These confidence intervals were used for
sensitivity analysis.

Costs of Emergency Visits and Hospitalization
The costs of emergency department visits and hospital

admissions were derived from the 1998 MarketScan database
of commercial claims (MedStat Group, Inc., Ann Arbor, MI).
This database reflects reimbursed payments by commercial
insurance carriers and Medicare supplemental reimburse-
ment. Injury episodes were identified by ICD9-CM codes.
The cost of an emergency department visit for treatment of an
injury and the cost of a hospital admission for injury reflected
the average reimbursement. We conducted sensitivity analy-
ses using the 25th-percentile cost reimbursement amount as
the lower limit and the average cost reimbursement plus 1

standard deviation as the upper limit (Table 2). All cost data
were converted into year 2000 US dollars using the Con-
sumer Price Index for wage data, and the Consumer Price
Index for Medical Care for medical expenditures.31

To reflect the opportunity cost of future investment
returns for financial or physical resources used in the present,
a discount rate of 3% was employed for all future costs. Rates
varying between 0% and 5% were tested in a sensitivity
analysis.32

Estimation of Cost Savings From Reduced
Trauma Recidivism

The average length of stay for a hospital injury admis-
sion was estimated to be 5.1 days.33 We have not included
costs for postdischarge medical care required by more se-
verely injured patients, nor have we assigned a cost to
individuals who died.

Decision Analysis
A decision-analysis model was used to determine

whether the cost-benefit analysis favored the adoption of brief
alcohol interventions by comparing 2 scenarios (Fig. 1). In
the first, all eligible injured patients would be screened and
would incur screening costs. Patients who screen positive
would be asked to consent to a brief intervention, and accrue
intervention costs. In the second scenario, injured patients
would not be screened or offered an intervention. The deci-
sion tree compares the costs of screening and intervention to
the potential cost savings from reduced trauma recidivism.

The model was constructed based on Figure 1. It
incorporated an imbedded Markov model allowing for tran-
sitions between the defined states of “well,” “injured requir-
ing emergency department care,” and “injured requiring hos-
pital admission” in a yearly cycle. We assumed that transition
probabilities and the costs of being in each state were time
independent. A 1-year period was used, and the model was
run for 3 periods of observation, emulating the intervention

TABLE 3. Proportion of Intoxicated or Injured Problem Drinkers With Subsequent Injury Requiring an Emergency
Department Visit Within 1 Year

Author Study Site
Proportion of Patients Revisiting Emergency

Departments Within 1 y N Number of ED Visits

Fleming, 199921 Primary care 35% 382 132
Gentilello, 19997 ED, trauma center 10% 396 38
Freeborn, 200022 Primary care 9% 254 23
Blose, 199141 Primary care 23% 3729 858
Cryer, 199967 Primary care 42% 2253 935
Davidson, 199768 ED, trauma center 50% 150 75
Schermer, 200169 ED 5% 180 9
Total (range) 28% (5%-50%) 6962 1937

ED indicates emergency department.
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study in which injury recidivism was reduced over the course
of 3 years.7 The costs of being in each state accrued during
each cycle. The analysis was performed using Data 4.0
(TreeAge Software, Inc., Williamstown, MA).

Sensitivity testing was performed for the critical vari-
ables to explore their impact on cost savings using the
confidence intervals or ranges derived as discussed above
(Fig. 2). A graph of these univariate sensitivity analyses
called a “tornado plot” was generated to compare the relative
influence of model variables on final cost estimates. Sensi-
tivity analysis was done using Monte Carlo analyses in which
key parameters were varied simultaneously, performed with
Data™ 4.0 (TreeAge Software, Inc., Williamstown, MA).37

Distributions were sampled 50,000 times for the final analysis
(Fig. 3). Probability density functions for parameters were
chosen to approximately match the high and low ranges
found in the published studies cited and in our own data.
Emergency department costs and hospitalization costs were
modeled using a � distribution.38 Parameters measuring in-
tervention effectiveness at reducing ED and hospital recidi-
vism were modeled with a log normal distribution.38 Other

probabilities were transformed using a method described by
Doubilet et al.37

RESULTS
In 2000, there were an estimated 20.5 million adult

injuries requiring emergency department care.28 The
weighted average of studies in Table 1 indicates that approx-
imately 7.4% (range 3% to 12%) were intoxicated. An addi-
tional 19.6% of these patients screen positive on an alcohol
screening questionnaire even when not intoxicated (range
11.7% to 45.8%).2,39,40

Approximately 94% of injured adults treated in the
emergency department are discharged, and 6% are admitted
to the hospital.28 The probability that an injured patient has a
concurrent, serious psychiatric illness was 2.4%.7 In total,
27% of injured adult patients treated in the emergency de-
partment screen positive and could be candidates for an
intervention (5.5 million visits/y).

The proportion of problem drinkers who will return to
the emergency department for treatment of a new injury
within 1 year was estimated to be 28% (range 5% to 50%;

FIGURE 1. Flow diagram illustrating potential outcomes related to screening and intervention strategies.
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Table 3). It was assumed that the proportion who will require
admission to the hospital was 6.0%, reflecting the national
admission rate for injured adults treated in emergency depart-
ments (Table 2).

Cost Analysis of Universal Screening and a
Brief Alcohol Intervention Policy

Using the above base-case parameter values, the anal-
ysis found that routine screening and intervention would save
costs and is the preferred option (Table 4). If the brief
intervention is offered, the expected cost of screening, inter-
vention, and subsequent emergency department visits and
hospital admissions over the next 3 years was $600 per
patient. In the scenario where screening and intervention are
not offered, the expected cost of subsequent emergency
department visits and hospital admissions was $689 per
patient over 3 years, resulting in an estimated cost savings of

$89 per injured patient screened, or $330 for each patient
offered a brief intervention. The brief intervention resulted in
$3.81 in health care costs saved for every $1.00 spent on
screening and intervention.

Sensitivity analyses were used to determine when it
was optimal to offer the intervention. The most critical
variables included the costs of hospitalization, the hazard
ratios for trauma recidivism following a brief intervention,
and the probability of a subsequent injury resulting in emer-
gency department care. The hazard ratio for having a subse-
quent injury requiring emergency department treatment was
allowed to vary between 0.26 and 1.07.7 The hazard ratio for
hospital readmission was allowed to vary between 0.21 and
1.29.7 One-way and 2-way sensitivity testing for the most
critical model variables of brief intervention effectiveness
showed that under most assumptions, it is preferable to offer

FIGURE 2. Sensitivity analysis demonstrating potential cost savings associated with variations in a number of primary variables.
Screening and brief intervention is associated with cost savings when the bar is above zero. The estimated mean cost savings is
$89 in US dollars (year 2000). BAI, brief alcohol intervention; ED, emergency department; RR, relative risk.
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the intervention because its costs are very low compared with
the costs of repeat hospital care (Fig. 2). The model was
relatively invariant to the probability of accepting a brief
intervention, the cost of a brief intervention, and the cost of
alcohol screening, as these costs were small compared with
the potential savings in medical costs.

We used Monte Carlo analysis in which each parameter
was allowed to vary, using a distribution centered around the
baseline value to account for the uncertainty in estimating
each parameter. The results indicated that a brief alcohol
intervention would result in a reduction of health care expen-
ditures in 91.5% of the simulations (Fig. 3). In 95% of the
simulations, the intervention was either cost saving or cost

less than $24 per patient screened. Given that the benefits of
reducing alcohol use greatly exceed the reduction in health
care costs alone, the brief alcohol intervention is an inexpen-
sive and likely cost-savings therapy for injured patients.

DISCUSSION
This study indicates that routine alcohol screening and

intervention in trauma patients results in net dollar savings
through the effect of the intervention on reducing subsequent
health care costs. Current recommendations to provide brief
interventions to trauma patients are based on a number of
factors. They capitalize on a “teachable moment,” wherein
the health care worker can moderate the conceptual link
between drinking and its consequences at a time when the
consequences are obvious. Patients with alcohol problems
may not seek alcohol treatment but often receive treatment of
medical conditions related to their drinking. Injuries are the
most common condition for which patients with alcohol
problems seek medical attention.42 Alcohol interventions in
trauma centers may also provide an opportunity to initiate
care before problems progress to a more severe stage, requir-
ing more costly and intensive treatment and medical servic-
es.42 Alcohol also plays such a major role in causing injuries
that injury-prevention programs are unlikely to be successful
if hazardous drinking is not addressed. This study now adds
a strong financial argument to the above reasons for imple-
menting routine alcohol screening and intervention programs
in trauma centers.

Before considering the implications of this research, the
potential limitations should be understood. Multiple studies
have reported that brief interventions conducted in emer-
gency departments or trauma centers reduce the rate of injury

TABLE 4. Cost-Savings Analysis of Brief Alcohol Intervention Policy ($US 2000)

Screening and Brief Intervention

No Screening and Brief
Intervention

Patient Ineligible
for Intervention

(73%)

Patients Eligible for Intervention (27%)

Intervention
Accepted (20.5%)

Intervention Refused
(6.5%)

Screening costs $16 $16 $16 $0
Intervention costs $0 $38 $0 $0
Health care costs of ED and

hospital recidivism over next 3 y
$521 $600 $1145 $689

Total costs per adult trauma patient $536 $653 $1161 $689
Weighted average costs $600 $689
Cost savings per patient screened $89 $0
Cost savings per intervention $330 $0
Cost savings per dollar spent $3.81 $0
Potential annual savings $1.82 billion $0

SBI indicates screening and brief intervention; ED, emergency department.

FIGURE 3. Histogram demonstrating likelihood of cost savings
where variables are allowed to range simultaneously. In 91.5%
of simulations, screening and intervention were associated
with cost savings.
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recidivism.4,7,9 However, due to differences in method of
reporting, costs could not be analyzed, and therefore, they
were not included in this paper. For example, Monti et al8

reported a greater than 50% reduction in reinjury rate in
intervention compared with control group patients but did not
report the percentage of patients who subsequently required
injury-related emergency department or trauma-center care.
Another study analyzed 84 different injury prevention meth-
ods and found that brief interventions for heavy drinkers were
ranked towards the top in benefit-cost ratio, but outcomes
other than injury recidivism were included in the analysis.43

We therefore based our model sensitivity range on a
randomized study that reported the impact of trauma-center
interventions on the annual rate of emergency department
injury-related visits.7 Despite this limitation, as shown in
Figure 2, only under extremely negative assumptions regard-
ing the intervention effect on injury recidivism rates would
the net cost savings drop to zero. And, taken together,
multiple recent studies support the notion that injury-related
hospital visits are reduced following a brief intervention.

Another potential limitation of the study is that the
results depend on the estimates used for costs of hospitaliza-
tion. We used data from MarketScan, which represents a
spectrum of trauma patients across Medicaid, Medicare, and
private insurers.44 It has been widely used in other cost-
effectiveness and cost-benefit studies.45–51 However, we did
not include the costs of follow-up care. Data from the Med-
ical Expenditure Panel Survey suggest that the average non-
admitted injured patient treated in the emergency department
generates $832 in medical expenditures when follow-up care
is included, which exceeds the $440 cost used in this study
for the ED visit alone.52 Medical expenditures for follow-up
care and rehabilitation services for patients who are admitted
are likely to be even higher.

We also chose to provide cost-benefit information that
is primarily relevant to clinicians, hospital administrators,
insurance carriers, and governmental agencies that are re-
sponsible for health care costs and insurance legislation.
Therefore, this study only examined the impact of interven-
tions on direct medical costs. Many cost-benefit analyses
include costs related to mental health services, property
damage, lost productivity, crime, and intangible losses such
as pain, suffering, and reduced quality of life. From a societal
perspective, these costs are likely to be large, resulting in a
much greater savings than $3.81 for each dollar spent.

Despite these limitations, we believe that this study has
important implications for trauma care in the United States.
Unlike the majority of medical treatments that cost money to
improve health care, offering brief interventions to injured
patients saves money by reducing subsequent injuries requir-
ing emergency department treatment or hospital admission.
There are 20.5 million emergency department visits and 1
million hospitalizations of adults in the United States annu-

ally for trauma, and approximately 5.5 million of these
individuals are candidates for an alcohol intervention. If a
brief intervention were offered to every eligible injured per-
son in the United States, the resulting savings from health
care costs alone would be approximately $1.82 billion annu-
ally (20.5 million adult trauma patients � $89 health care
cost savings per patient screened). To put this number in
perspective, it is more than twice the aggregate charges, or
total national bill in year 2000, for all forms of cholecystitis
(both acute and chronic).53

Implementation of screening and intervention programs
in trauma centers will require changes in health care financ-
ing. Since 1947, most states have allowed insurance compa-
nies to deny payment on a claim in which an individual was
injured and alcohol use was documented.54 This has been
found to be a deterrent to alcohol screening in hospitals and
emergency departments.55 The National Association of In-
surance Commissioners recently passed a model law that
disallows such denials. The National Conference of Insurance
Legislators has recommended that states adopt this model.
Such changes, however, must be adopted by each state
legislature. Several states have recently done so.56,57

Excessive alcohol use is the single most important risk
factor for injury and is by far the most promising yet unde-
rutilized target for injury prevention programs. The economic
value of brief alcohol interventions supports the development
of a policy of routine trauma-center screening and the provi-
sion of brief interventions to those who screen positive.
Current insurance statutes resulting in financial penalties for
patients and providers may prevent the implementation of
such programs, resulting in greater health care costs.

ACKNOWLEDGMENTS
This study was funded by a grant from the Robert Wood

Johnson Foundation. The views expressed herein are our own
and do not necessarily reflect those of the foundation.

REFERENCES
1. Soderstrom CA, Dischinger PC, Smith GS, et al. Alcoholism at the time

of injury among trauma center patients: vehicular crash victims com-
pared with other patients. Accid Anal Prev. 1997;29:715–721.

2. Soderstrom CA, Dischinger PC, Smith GS, et al. Psychoactive substance
dependence among trauma center patients. JAMA. 1992;267:2756–
2759.

3. Rivara FP, Jurkovich GJ, Gurney JG, et al. The magnitude of acute and
chronic alcohol abuse in trauma patients. Arch Surg. 1993;128:907–912.

4. Longabaugh R, Woolard RE, Nirenberg TD, et al. Evaluating the effects
of a brief motivational intervention for injured drinkers in the emergency
department. J Stud Alcohol. 2001;62:806–816.

5. Hungerford DW, Pollock DA, Todd KH. Acceptability of emergency
department-based screening and brief intervention for alcohol problems.
Acad Emerg Med. 2000;7:1383–1392.

6. D’Onofrio G, Degutis LC. Preventive care in the emergency department:
screening and brief intervention for alcohol problems in the emergency
department: a systematic review. Acad Emerg Med. 2002;9:627–638.

7. Gentilello LM, Rivara FP, Donovan DM, et al. Alcohol interventions in

Gentilello et al Annals of Surgery • Volume 241, Number 4, April 2005

© 2005 Lippincott Williams & Wilkins548



a trauma center as a means of reducing the risk of injury recurrence. Ann
Surg. 1999;230:473–480.

8. Monti PM, Colby SM, Barnett NP, et al. Brief intervention for harm
reduction with alcohol-positive older adolescents in a hospital emer-
gency department. J Consult Clin Psychol. 1999;67:989–994.

9. Institute of Medicine. Broadening the Base of Treatment for Alcohol
Problems: Report of a Study by a Committee of the Institute of Medicine,
Division of Mental Health and Behavioral Medicine. Washington, DC:
National Academy Press; 1990.

10. US Department of Health and Human Services. Healthy People 2010:
Understanding and Improving Health. Washington, DC: US Govern-
ment Printing Office; 2000.

11. US Department of Health and Human Services. Changing the Conver-
sation: Improving Substance Abuse Treatment: The National Treatment
Plan Initiative. Rockville, MD: US Department of Health and Human
Services, Substance Abuse and Mental Health Services Administration,
Center for Substance Abuse Treatment; 2000.

12. National Institute on Alcohol Abuse and Alcoholism. Alcohol and
Trauma. Alcohol Alert. 1989;3.

13. National Highway Traffic Safety Administration. Developing Best Prac-
tices of Emergency Care of the Alcohol-Impaired Patient: Recommen-
dations from the National Conference. Washington, DC: US Department
of Transportation; 2001. Publication DOT HS 809 281.

14. US Department of Health and Human Services. Model Trauma Care
Plan. Rockville, MD: US Department of Health and Human Services;
1992.

15. American Medical Association. Screening for Alcohol and Other Drug
Use in Trauma Patients. Chicago, IL: American Medical Association;
1991. Policy No. H-130. 956, BOT Rep. J, I-91.

16. US Department of Health and Human Services. Alcohol and Other Drug
Screening of Hospitalized Trauma Patients: Treatment Improvement
Protocol (TIP) Series 16. Rockville, MD: US Department of Health and
Human Services, Public Health Service, Substance Abuse and Mental
Health Services Administration, Center for Substance Abuse Treatment;
1995. DHHS Publication No. (SMA) 95–3039.

17. Eisenberg JM. Clinical economics: a guide to the economic analysis of
clinical practices. JAMA. 1989;262:2879–2886.

18. Laird NM, Mosteller F. Some statistical methods for combining exper-
imental results. Int J Technol Assess Health Care. 1990;6:5–30.

19. Babor TF, Acuda W, Campillo C, et al. A cross-national trial of brief
interventions with heavy drinkers: WHO Brief Intervention Study
Group. Am J Public Health. 1996;86:948–955.

20. Fleming MF, Barry KL, Manwell LB, et al. Brief physician advice for
problem alcohol drinkers: a randomized controlled trial in community-
based primary care practices. JAMA. 1997;277:1039–1045.

21. Fleming MF, Manwell LB, Barry KL, et al. Brief physician advice for
alcohol problems in older adults: a randomized community-based trial.
J Fam Pract. 1999;48:378–384.

22. Freeborn DK, Polen MR, Hollis JF, et al. Screening and brief interven-
tion for hazardous drinking in an HMO: effects on medical care utili-
zation. J Behav Health Serv Res. 2000;27:446–453.

23. Kristenson H, Ohlin H, Hulten-Nosslin MB, et al. Identification and
intervention of heavy drinking in middle-aged men: results and fol-
low-up of 24–60 months of long-term study with randomized controls.
Alcohol Clin Exp Res. 1983;7:203–209.

24. Richmond R, Heather N, Wodak A, et al. Controlled evaluation of a
general practice-based brief intervention for excessive drinking. Addic-
tion. 1995;90:119–132.

25. National Institute on Alcohol Abuse and Alcoholism. Brief intervention
for alcohol problems. Alcohol Alert. 1999;43.

26. Bureau of Labor Statistics. National compensation survey: occupational
wages in the United States, 2001 �US Department of Labor, Bureau of
Labor Statistics Web site�. Available at: http://www.bls.gov/ncs/ocs/sp/
ncbl0449. pdf. Accessed January 31, 2003.

27. Rivara FP, Koepsell TD, Jurkovich GJ, et al. The effects of alcohol
abuse on readmission for trauma. JAMA. 1993;270:1962–1964.

28. National Center for Injury Prevention and Control. WISQARSTM (Web-
based Injury Statistics Query and Reporting System) �Centers for Dis-
ease Control and Prevention Web site�. Available at: http://www.cdc.
gov/ncipc/wisqars/. Accessed December 20, 2002.

29. US Preventive Services Task Force. Guide to Clinical Preventive Ser-
vices. 2nd ed. Baltimore, MD: Williams & Wilkins; 1996.

30. Sommers MS, Dyehouse JM, Howe SR. Binge drinking, sensible drink-
ing, and abstinence after alcohol-related vehicular crashes: the role of
intervention versus screening. Annu Proc Assoc Adv Automot Med.
2001;45:317–328.

31. Bureau of Labor Statistics. Historical consumer price index for urban
wage earners and clerical workers (CPI-W): U.S. city average, all items.
Available at: http://www.bls.gov/cpi/cpid0110.pdf. Accessed November
27, 2001.

32. Weinstein MC, Siegel JE, Gold MR, et al. Recommendations of the
Panel on Cost-effectiveness in Health and Medicine. JAMA. 1996;276:
1253–1258.

33. Nathens AB, Jurkovich GJ, EJ M, et al. A resource-based assessment of
trauma care in the United States. J Trauma. 2004;56:173–178.

34. Deleted in proof.
35. MacKenzie EJ, Morris JA Jr, Jurkovich GJ, et al. Return to work

following injury: the role of economic, social, and job-related factors.
Am J Public Health. 1998;88:1630–1637.

36. Deleted in proof.
37. Doubilet P, Begg CB, Weinstein MC, et al. Probabilistic sensitivity

analysis using Monte Carlo simulation: a practical approach. Med Decis
Making. 1985;5:157–177.

38. Briggs A. Handling Uncertainty in Economic Evaluation. Oxford: Ox-
ford University Press; 2001.

39. Maio RF, Waller PF, Blow FC, et al. Alcohol abuse/dependence in
motor vehicle crash victims presenting to the emergency department.
Acad Emerg Med. 1997;4:256–262.

40. Soderstrom CA, Smith GS, Dischinger PC, et al. Psychoactive substance
use disorders among seriously injured trauma center patients. JAMA.
1997;277:1769–1774.

41. Blose JO, Holder HD. Injury-related medical care utilization in a
problem drinking population. Am J Public Health. 1991;81:1571–1575.

42. National Institute on Alcohol abuse and Alcoholism. Fourth Special
Report to the US Congress on Alcohol and Health. Washington, DC: US
Government Printing Office; 1981.

43. Miller TR, Levy DT. Cost-outcome analysis in injury prevention and
control: eighty-four recent estimates for the United States. Med Care.
2000;38:562–582.

44. The MEDSTAT Group, Inc. MarketScan Database. Ann Arbor, MI:
MEDSTAT Group; 2002.

45. Croghan TW, Melfi CA, Crown WE, et al. Cost-effectiveness of anti-
depressant medications. J Ment Health Policy Econ. 1998;1:109–117.

46. Goodman AC, Nishiura E, Humphreys RS. Cost and usage impacts of
treatment initiation: a comparison of alcoholism and drug abuse treat-
ments. Alcohol Clin Exp Res. 1997;21:931–938.

47. Goodman AC, Nishiura E, Hankin JR. Short term drug abuse treatment
costs and utilization: a multi-employer analysis. Med Care. 1998;36:
1214–1227.

48. Hillman AL, Schwartz JS, Willian MK, et al. The cost-effectiveness of
terazosin and placebo in the treatment of moderate to severe benign
prostatic hyperplasia. Urology. 1996;47:169–178.

49. Mark TL, Coffey RM, King E, et al. Spending on mental health and
substance abuse treatment, 1987–1997. Health Aff (Millwood). 2000;19:
108–120.

50. Zhao SZ, Arguelles LM, Wong JM, et al. Cost comparisons between
nafarelin and leuprolide in the treatment of endometriosis. Clin Ther.
1998;20:592–602.

51. Lestina DC, Miller TR, Smith GS. Creating injury episodes using
medical claims data. J Trauma. 1998;45:565–569.

52. Medical Expenditure Panel Survey. Agency for Health Care Research
and Quality. Available at: http://www.meps.ahrq.gov/WhatIsMEPS/
Overview.htm.

53. Health Care Cost and Utilization Project (HCUP). Outcomes for multi-
ple conditions ICD-9-CM diagnosis codes 575.0, 575.10, 575.11, 575.12
�Agency for Health Care Research and Quality Web site�. Available at:
http://www.ahrq.gov/data/hcup/.

54. Rivara FP, Tollefson S, Tesh E, et al. Screening trauma patients for
alcohol problems: are insurance companies barriers? J Trauma. 2000;
48:115–118.

Annals of Surgery • Volume 241, Number 4, April 2005 Alcohol Intervention: Cost-Benefit Analysis

© 2005 Lippincott Williams & Wilkins 549



55. Schermer CR, Gentilello LM, Hoyt DB, et al. National Survey of
Trauma Surgeons’ use of alcohol screening and intervention. J Trauma.
2003;45:213.

56. Uniform Individual Accident and Sickness Insurance Policy Provisions
Law (#180), revisions to model 180. Kansas City, MO; 2001.

57. Resolution in Support of Amending the NAIC Uniform Accident And
Sickness Policy provision Law. Albany, NY; 2001.

58. Wechsler H, Kasey EH, Thum D, et al. Alcohol level and home
accidents. Public Health Rep. 1969;84:1043–1050.

59. Cherpitel CJ. Drinking patterns and problems associated with injury status
in emergency room admissions. Alcohol Clin Exp Res. 1988;12:105–110.

60. Cherpitel CJ. Breath analysis and self-reports as measures of alcohol-
related emergency room admissions. J Stud Alcohol. 1989;50:155–161.

61. Teplin LA, Abram KM, Michaels SK. Blood alcohol level among
emergency room patients: a multivariate analysis. J Stud Alcohol.
1989;50:441–447.

62. Rivara FP, Mueller BA, Fligner CL, et al. Drug use in trauma victims.
J Trauma. 1989;29:462–470.

63. Cherpitel CJ. Acculturation, alcohol consumption, and casualties among

United States Hispanics in the emergency room. Int J Addict. 1992;27:
1067–1077.

64. Cherpitel CJ. Alcohol consumption among emergency room patients:
comparison of county/community hospitals and an HMO. J Stud Alco-
hol. 1993;54:432–440.

65. Cherpitel CJ. Injury and the role of alcohol: county-wide emergency
room data. Alcohol Clin Exp Res. 1994;18:679–684.

66. Cherpitel CJ. Cause of casualty and drinking patterns: an emergency
room study of unintentional injuries. Drug Alcohol Depend. 1994;35:
61–67.

67. Cryer PC, Jenkins LM, Cook AC, et al. The use of acute and preven-
tative medical services by a general population: relationship to alcohol
consumption. Addiction. 1999;94:1523–1532.

68. Davidson P, Koziol-McLain J, Harrison L, et al. Intoxicated ED patients:
a 5-year follow-up of morbidity and mortality. Ann Emerg Med. 1997;
30:593–597.

69. Schermer CR, Qualls CR, Brown CL, et al. Intoxicated motor vehicle
passengers: an overlooked at-risk population. Arch Surg. 2001;136:
1244–1248.

Gentilello et al Annals of Surgery • Volume 241, Number 4, April 2005

© 2005 Lippincott Williams & Wilkins550


