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Alcohol-Related Brief Interventions as a Criterion for American
College of Surgeons Level I Trauma Center Verification: How Best
to Train the Interventionists?
Jason A. London, MD, MPH, Christopher W. Dunn, PhD, and Garth H. Utter, MD, MSc

Background: The American College of Surgeons Committee on Trauma
recently required that Level I trauma centers have the capability to
perform counseling in the form of brief interventions (BIs) for injured
patients identified as problem drinkers. However, it is not yet known what
type of training is optimal for trauma center personnel who will conduct
these BIs.
Methods: We conducted a prospective cohort study at the University of
California, Davis Medical Center, a Level I trauma center. We compared two
methods of training trauma nurse practitioners (NPs) without prior counseling
expertise to conduct BIs: formal workshop training versus “on-the-job” (OTJ)
training. throughout the text. Is this OK? -- We also evaluated whether a further
“booster” training session would improve BI skills. We assessed BI skills in blinded
fashion during interviews with a standardized patient actor using a 21-point checklist
of BI counseling tasks (“FLO” score).
Results: Nine workshop- and five OTJ-trained NPs participated. FLO scores
did not markedly differ between the two groups after initial training (total
FLO score, 9.6 ⫾ 2.4 and 7.8 ⫾ 0.4, workshop vs. OTJ, respectively; 95%
confidence interval of difference, -4.1 to 0.6). FLO scores did however
improve in both groups after booster training (9.1 ⫾ 2.0 and 16.0 ⫾ 2.2, time
1 vs. time 2, respectively; 95% confidence interval of difference, 4.7–9.1).
The magnitude of improvement in FLO scores after the booster session did
not differ between the workshop and OTJ groups.
Conclusions: In preparing NPs to conduct BIs, OTJ training by an experienced peer does not seem to differ markedly from workshop training by
expert counselors. Interventionist knowledge and performance can be improved in the short term by follow-up training. This indicates that NP’s
taught by either method should undergo periodic continuing education to
maintain the necessary skill set for performing BIs.
Key Words: Alcohol, Brief intervention, Motivational interview, Traumatic
injury, Injury, Prevention, Training.
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lcohol is involved in nearly 40% of deaths from motor
vehicle crashes, 60% of deaths from intentional injuries,
and up to 50% of hospital admissions for injuries.1– 4 Alcoholintoxicated patients hospitalized for injury are over twice as
likely to be readmitted to a hospital for subsequent alcoholrelated injury5 and nearly twice as likely to die from subsequent alcohol-related injury.6 Previous randomized trials
suggest that bedside counseling in the form of “brief interventions” (BI) between professional counselors and hospitalized injured patients regarding hazardous drinking behavior
reduce subsequent alcohol consumption,7–11 injury recidivism,7 and arrests for driving under the influence of alcohol.8
Furthermore, BIs seem to be cost-effective in this setting.12
Driven by the sheer incidence of alcohol-related injury and
the promising results of these trials, the American College of
Surgeons Committee on Trauma (ACSCOT) in 2006 stipulated that trauma centers must have a mechanism to provide
alcohol screening and brief interventions (SBI) to be verified
as a Level I center.13
The ACSCOT requirement and the vigor with which
current dissemination efforts are implementing SBI protocols
raise several questions about BI training. First, it is unclear
what type of BI training is optimal for trauma center staff.
Other than standard workshop training, promising alternatives include online training modules14 and “on-the-job”
(OTJ) training. OTJ uses a trauma center staff member such
as a nursing supervisor, who has been formally trained in BI
techniques, to serve as the OTJ trainer by demonstrating BIs,
then observing and coaching novice interventionists as they
practice. If effective, OTJ could become the preferred method
for trauma centers implementing SBI programs, because it
may be less expensive than hiring an expert trainer to teach
all interventionists. For 2 years, the federal Substance Abuse
and Mental Health Services Administration (SAMHSA) has
been providing free SBI training to U.S. trauma centers,
exclusively in the form of 1-day stand-alone workshops, but
there is little evidence to support the adequacy of this de facto
standard. Second, it is unknown whether follow-up training is
necessary or worthwhile. An assessment of the effect of such
training would help inform national BI dissemination efforts.
Third, the ACSCOT requirement assumes that trauma center
staff with a clinical focus and without special expertise in
counseling can readily learn to conduct BIs with efficacy
comparable with those who have expertise in counseling and
behavior change.
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The BI trials that constitute the basis of the ACSCOT
recommendation used selected interventionists with advanced
training in the particular method of counseling known as
motivational interviewing (MI).7,8,10,15 However, the recommendation does not demand that brief interventionists practice counseling at this advanced level. In other words, “Brief
interventions” can range in complexity from shorter “brief
advice sessions” (basic) to full counseling sessions using MI
(advanced), and both are referred as BIs. Brief advice can be
thought of as the “content” of the BI and MI can be thought
of as the only one possible style of delivery. Because MI
requires weeks to months of intensive training and practice,
the typical training offered to clinically busy trauma center
staff instead focuses on the basic tasks of a session of brief
advice. Nonetheless, because some features of MI are frequently incorporated into even BI workshops that focus on
teaching brief advice, it is still of interest to measure MI skills
of trauma staff trained to conduct BIs.
In the course of conducting a randomized controlled
trial evaluating the effectiveness of BIs performed by trauma
nurse practitioners (NPs), we collected data before and after
supplemental training of these NPs to address the following
questions:
1. Is formal workshop training better than OTJ training for
learning to administer BIs?
2. After initial BI training and practice with trauma patients,
do trainees’ skills improve with a booster training session?
3. How do the MI skills of trauma center staff (without
special expertise in counseling beyond training in brief
advice) compare with accepted standards?

PATIENTS AND METHODS
We conducted this study in the context of a singlecenter randomized trial (ClinicalTrials.gov identifier:
NCT00278785) evaluating the effectiveness of NP-administered BIs in reducing repeat alcohol-related injury hospitalization among patients at the University of California, Davis

WS
Training
(n=9)

WS
training

OTJ
Training
(n=5)

Workshop BI Training
In February 2005, all 11 NPs employed at that time
underwent workshop training; of these 11, 9 (including the
single NP supervisor) were available for the subsequent
evaluation and booster training involved in this study. The
2-day (cumulative 16-hour), on-site workshop was conducted
by an expert (C.W.D.) in the field of BI and consisted of
lectures, BI demonstrations, and practice BI role playing.
Lecture content covered the three main clinical tasks of a
brief advice BI, characterized by the mnemonic “FLO”: (a)
providing patients’ Feedback on their blood alcohol levels at
admission and/or their Alcohol Use Disorders Identification
Test score; (b) Listening for patients’ reasons for change; and
(c) negotiating change Options such as cutting down or
quitting drinking. During the period between the initial workshop and the booster training (26 months later), these nine

Experience performing
BIs with trauma patients

OTJ training upon
hiring, followed by
experience performing
BIs with trauma patients

February, 2005

Medical Center (UCDMC). Approximately 3,500 trauma
patients per year are admitted to this Level I trauma center.
During this study, UCDMC employed 14 NPs who were
integral to the inpatient trauma surgical service. Their primary responsibilities were similar to those of junior resident physicians: They admitted, managed, and discharged
patients, wrote orders, and performed invasive bedside
procedures. In addition to these clinical responsibilities,
they performed all BIs. Our center’s screening and counseling strategy involved (1) testing virtually all adult
inpatients with acute traumatic injuries for their blood
alcohol level at the time of presentation and (2) attempting
to perform BIs with all English- or Spanish-speaking
patients who tested positive for alcohol (⬎0 mg/dL), did
not have a major psychiatric illness, and were able to
participate in a discussion.
The study was approved by the University of California
Davis Institutional Review Board, and data we report were
collected over the time period from March to May 2007 (Fig. 1).
We obtained informed consent from all NPs participated in this
study.

February, 2005 through March, 2007

Time 1
Standardized
patient
interviews

Booster
training

Time 2
Standardized
patient
interviews

March, 2007

April, 2007

May, 2007

Figure 1. Study timeline. Nurse practitioners were trained in conducting brief interventions (BIs) using either formal workshops (WS) or OTJ. Both groups of trainees underwent subsequent booster training as illustrated.
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NPs gained experience administering BIs to hospitalized
injured patients who tested positive for alcohol.

OTJ BI Training
Between the initial training workshop and the booster
training (26 months), six additional NPs (five of whom were
available to participate in this study) were hired and received
OTJ BI training on an individual basis by the NP supervisor,
who had attended the initial training workshop and subsequently performed ⬃1–2 BIs/week with trauma patients in
the interim. The five NPs in this group underwent training 1, 2,
3, 16, and 20 months before the time 1 assessment (see Fig. 1).
This training began with a 30-minute to 60-minute discussion
about the background, goals, and performance of BIs. Next,
each of these NPs directly observed the NP supervisor performing BIs and were then observed and coached by the NP
supervisor as they performed their own BIs with trauma
patients. The cumulative duration of this training was ⬃4
hours to 5 hours per NP.

Booster BI Training Session
In April 2007, the same instructor (C.W.D.) returned to
provide a 1-day (8-hour) booster training session, identical in
content and method to the original workshop but less intensive and more condensed. This booster training had two
purposes: (1) to reinforce the knowledge and skills of the NPs
in BI techniques and (2) to allow us to determine whether,
after initial training and practice with patients, further training would result in gains in BI skills.

Training for Alcohol-Related Brief Interventions

Testing BI Skills With a Standardized Patient
Actor
One month before booster training (time 1), all 14 NPs
performed a 10-minute simulated BI over the telephone with a
standardized patient actor portraying an injured patient who
tested positive for alcohol at admission. The NPs were instructed
to counsel the simulated patient about alcohol use. The NPs
knew in advance that the simulated patient was an actor who
would be calling them, and all NPs were exposed to the identical
scenario at time 1. During the month after booster training (time
2), all NPs performed another simulated BI with the same actor.
The instructions and length of interview were held the same as
at time 1, but the scenario was changed to simulate a different
patient. Before the time 1 assessment, one author (C.W.D.)
trained the actor to familiarize him with both scenarios. All
interviews were audiotaped and recordings from both time
points were combined and shuffled into random order such that
the author (C.W.D.) who listened to all interviews and scored
them for BI skills and for MI counseling skills was blinded to
training status (workshop vs. OTJ) and the sequence of the
assessments (time 1 vs. time 2 scenarios).

Measuring BI Skills
The BI skills of the NPs were evaluated using the “FLO
checklist,” developed by one author (C.W.D.) in collaboration with other BI experts (Fig. 2). The “FLO checklist”
consists of 21 items measuring three main clinical tasks of a
BI (feedback, listening, and options). All 21 items are dichotomous, scored as having been performed or not performed.
This standardized patient protocol and BI scoring system is

“FLO” Ch
kli t Item
It
Checklist
1.
2.
3.
4
4.
5.
6.
7.
8.
9.
10.
11.
12.
13
13.
14.
15.
16.
17.
18.
19.
20.
21.

Ask permission to discuss alcohol
Orient the patient to the purpose of BAC/AUDIT feedback (injury prevention)
Tell patient the range of possible BAC/AUDIT values (0 to 0.5 for BAC; 0-40 for AUDIT)
Ask patient to guess
g ess his/her BAC/AUDIT score (in relation to 0.08
0 08 for BAC)
Define normal social drinking as about 0.05 for BAC or 0-7 for AUDIT
Give the patient their BAC lab result/AUDIT score
Elicit patients response to lab result/AUDIT score
Ask p
patient’s opinion
p
on whether injury
j y was related to acute intoxication
Probe for patient views of pros of drinking
Probe for patient views of cons of drinking
Probe for patient views on importance of changing
Probe for patient views on his/her confidence in being able to change
M ti cutting
Mention
tti d
down tto within
ithi llow risk
i kd
drinking
i ki guidelines
id li
as one option
ti
Mention quitting as one option
Mention no reduction in consumption but never drink and drive as an option
Mention making no change at all as an option
Mention seeking
g help
p ((treatment or AA)) as an op
ption
Discussing strategies to avoid drinking and driving
Explore lifestyle changes resulting from a hypothetical change in drinking
Leave written information about drinking with the patient
Close the conversation on good terms

D
i
Domain
PC
PC
F
F
F
F
F
L
L
L
L
L
O
O
O
O
O
O
O
O
PC

Figure 2. Scored elements of the “FLO” checklist used with standardized patient interviews. Each element corresponds to one
point, and the maximum achievable score is 21 points. Domains are defined as: PC, patient-centered skill; F, feedback about
patient’s blood alcohol level or AUDIT score; L, listening for patient’s personal reasons to change; and O, options for change
discussed. AUDIT, Alcohol Use Disorders Identification Test.
© 2011 Lippincott Williams & Wilkins
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similar to the one previously used and described by MacLeod et al.16 Intrarater reliability of the FLO checklist as
used by McLeod et al. has been found to range from 0.66
to 1.00 and interrater reliability has been found to range
from 0.76 to 0.98.16
MI skills were measured using the Motivational Interviewing Treatment Integrity (MITI) tool, a brief rating system
developed to allow trainers to measure elements of MI skillfulness in learners.17 Although the NPs involved in this study were
not formally trained in MI techniques, we measured their levels
of MI skills because some features of MI were incorporated into
their training and because most of the studies supporting the
efficacy of BI after traumatic injury involved counselors with
expertise in MI techniques. MITI includes Likert ratings (1–7) of
counselor style and simple counts of specific counselor behaviors. We used two summary measures from the MITI (both
relevant to training in the “brief advice” approach) to compare
the skills of the NPs with established thresholds for basic MI
competency: (1) the Likert score for MI Spirit (1–7) that measures collaborative counseling style, evocation of patient perspectives, and support of patient autonomy, and (2) the Reflection-to-Question Ratio (how many listening statements the
counselor makes for each question asked).

Data Analysis
The 21 FLO items were clustered into four domains:
patient-centered skills (items 1, 2, and 21), feedback (items
3–7), listening (items 8 –12), and options (items 13–20; Fig. 2).
The maximum possible score for each cluster is the number
of items in that cluster (patient-centered skills, 3; feedback, 5;
listening, 5; and options: 8). The maximum possible total
FLO score is 21, the total number of checklist items. All
subscale scores and total FLO scores were analyzed for
research questions 1 and 2. To evaluate whether workshop or
OTJ training was associated with greater BI skills, we used
the unpaired t test to compare time 1 FLO scores between
groups. To determine the effect of a booster training session,
we used the paired t test to compare the time 1 FLO scores
with time 2 scores, considering both the workshop and OTJ

TABLE 1.

groups together and separately. To evaluate whether there
was any interaction between booster training and the type of
initial training, we used the unpaired t-test to determine
whether the type of initial training was associated with the
difference between Time 1 and Time 2 scores. t test…” -Finally, we compared the MI skills of NPs before and after
booster training with established thresholds for basic MI
competence. The established competence thresholds for MI
Spirit and Reflection-to-Question Ratio are 5.0 and 1.0,
respectively.18 STATA software (version 9.2SE; Stata Corporation, College Station, TX) was used for all analyses.

RESULTS
The nine workshop-trained NPs had roughly similar
characteristics to the five OTJ-trained NPs (Table 1). All 14
NPs completed the time 1 standardized patient interview and
underwent subsequent booster training. One NP completed
only part of the time 2 standardized patient interview and
therefore could not be included in all the analyses of the
booster session.
At time 1, NPs who had workshop training scored
slightly higher on each of the four subscales and on total FLO
scores than those with OTJ training (Table 2), but none of
these differences were statistically significant (total FLO
scores 9.6 ⫾ 2.4 vs. 7.8 ⫾ 0.4, respectively; mean [95%
confidence interval {CI} of difference], -1.8 [-4.1 to 0.6]).
Overall FLO scores improved significantly after the
booster training (16.0 ⫾ 2.2 at time 2 vs. 9.1 ⫾ 2.0 at time 1;
mean [95% CI] of difference, 6.9 [4.7–9.1]), with all four
subscales improving significantly (Table 3). The change in
scores after booster training was not substantially different
between the workshop and OTJ groups (increase of 6.0 ⫾ 4.4
vs. increase of 8.4 ⫾ 1.1, respectively; mean [95% CI] of
difference, 2.4 [-2.1 to 6.9]).
The two MI summary scores for all NPs at time 1 were
1.6 ⫾ 0.9 and 0.16 ⫾ 0.23 for MI Spirit and the Reflectionto-Question Ratio, respectively. The corresponding scores at
time 2 were 2.4 ⫾ 0.9 and 0.27 ⫾ 0.20.

Characteristics of the Nurse Practitioners

Characteristic
Age (yr), mean ⫾ SD
Female gender, n (%)
Experience as NP (yr), mean ⫾ SD
Prior formal training in substance abuse counseling, n (%)
Highest level of nursing education, n (%)
Associate degree
Bachelor degree
Master degree
Type of NP specialization, n (%)
Family medicine
Acute care
Women’s health
Additional certification as a physician assistant, n (%)*

WS-Trained NPs (n ⴝ 9)

OTJ-Trained NPs (n ⴝ 5)

44 ⫾ 10
6 (67)
7⫾5
0 (0)

35 ⫾ 5
5 (100)
5⫾3
0 (0)

2 (22)
1 (11)
6 (67)

0 (0)
0 (0)
5 (100)

7 (78)
1 (11)
1 (11)
2 (22)

5 (100)
0 (0)
0 (0)
0 (0)

p
0.11
0.26
0.43
—
0.67

⬃1.0

0.26

WS, workshop.
* Both the NPs with additional certification as physician assistants were employed and functioned as NPs rather than physician assistants.
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TABLE 2.

Training for Alcohol-Related Brief Interventions

Proficiency in Administering BIs According to Type of Training

FLO Checklist Domain/Item
Patient-centered skills (0–3)
Ask permission
Orient patient
Close conversation
Feedback (0–5)
Range of BAC/AUDIT discussed
Define heavy drinking
Define social drinking
Give BAC/AUDIT results
Elicit response
Listening (0–5)
Injury related to alcohol?
Pros of drinking
Cons of drinking
Importance of changing
Confidence to change
Options (0–8)
Manage drinking
Quitting drinking
Never drink and drive
Do nothing
Seek help
Avoiding drinking and driving
Hypothetical situation
Leave written information
Overall score (0–21)

WS-Trained (n ⴝ 9)

OTJ-Trained (n ⴝ 5)

Difference (OTJ - WS) (95% CI)

1.9 ⫾ 1.0
5 (56)
6 (67)
6 (67)
1.9 ⫾ 1.2
0 (0)
6 (67)
1 (11)
8 (89)
2 (22)
1.8 ⫾ 0.4
6 (67)
1 (11)
9 (100)
0 (0)
0 (0)
4.0 ⫾ 1.2
2 (22)
6 (67)
0 (0)
1 (11)
9 (100)
4 (44)
5 (56)
9 (100)
9.6 ⫾ 2.4

1.8 ⫾ 0.4
3 (60)
1 (20)
5 (100)
1.8 ⫾ 0.8
0 (0)
2 (40)
0 (0)
5 (100)
2 (40)
1.4 ⫾ 0.6
2 (40)
0 (0)
5 (100)
0 (0)
0 (0)
2.8 ⫾ 0.4
0 (0)
2 (40)
0 (0)
1 (20)
4 (80)
2 (40)
0 (0)
5 (100)
7.8 ⫾ 0.4

⫺0.1 (⫺1.2 to 1.0)

⫺0.1 (⫺1.4 to 1.2)

⫺0.4 (⫺1.0 to 0.2)

⫺1.2 (⫺2.4 to 0.1)

⫺1.8 (⫺4.1 to 0.6)

AUDIT, Alcohol Use Disorders Identification Test; BAC, ● ● ●; WS, workshop.
Scores were derived from the FLO Checklist after initial training and practice but before booster training. Overall scores and aggregate scores in each of the 4 main domains
are reported as the mean ⫾ SD and as the mean difference in scores between groups with 95% CI. Scores for individual items are reported as the number (%) of NPs in each group
that met each criterion.

DISCUSSION
In a recent survey, only 37% of Level I trauma centers
reported ever having any specialized training in providing
SBI services.19 The ACSCOT requirement that such centers
have an SBI program in place means that the U.S. trauma care
community should be preparing for a large-scale dissemination of SBI protocols. However, this requirement raises several questions: What type of training should individuals who
do not have a formal background in counseling undergo?
How much training do they require? And how closely will
their technique approximate MI? In this study, we explored
several aspects of BI training in a sample of trauma NPs who
absorbed BI duties into their other clinical responsibilities.
Although the sample size of our study was small, the findings
may be helpful to generate hypotheses regarding BI training
and to guide further efforts to implement effective SBI
protocols on a broad scale. First, our results suggest that
workshop training and OTJ training may not have a markedly
different impact on initial BI skill learning. Second, it seems
that the booster session had significant benefit—at least in the
short term— beyond the effects of a single workshop (or
limited OTJ training) augmented by unsupervised experience.
Third, as demonstrated by the MITI scores, NPs who have a
© 2011 Lippincott Williams & Wilkins

variety of responsibilities besides administering BIs and who
have limited training in BIs are not practicing MI per se.
In the setting of our study, an NP supervisor who
underwent formal training in a BI workshop subsequently
trained five new NPs on the job. Others have similarly trained
local individuals who then secondarily disseminated BI skills
among nurses providing care to trauma and other emergency
department patients.20 Our findings suggest that OTJ training
may result in similar proficiency as formal workshop training.
Although most U.S. trauma centers that have to date adopted
BIs have chosen the workshop training method (Douglas F.
Zatzick, personal communication, 2009), these workshops
can be expensive, time consuming, and infeasible for some
centers. Although SAMHSA workshops are provided without
charge, fees and expenses for contracted trainers can exceed
$3,000 per workshop, and the salaries of trainees are paid
during the time they attend the workshop. Aside from
possible cost savings, the OTJ approach will almost certainly be less disruptive to trauma center medical staff. The
finding that interventionists achieve similar proficiency
with both approaches may be helpful for centers with
limited resources in that only one lead interventionist—
rather than all such personnel—may need to undergo
935

The Journal of TRAUMA® Injury, Infection, and Critical Care • Volume 70, Number 4, April 2011

London et al.

TABLE 3.

Proficiency Administering BIs Before and After Booster Training

FLO Checklist Domain/Item
Patient-centered skills (0–3)
Ask permission
Orient patient
Close conversation
Feedback (0–5)
Range of BAC/AUDIT discussed
Define heavy drinking
Define social drinking
Give BAC/AUDIT results
Elicit response
Listening (0–5)
Injury related to alcohol?
Pros of drinking
Cons of drinking
Importance of changing
Confidence to change
Options (0–8)
Manage drinking
Quitting drinking
Never drink and drive
Do nothing
Seek help
Avoiding drinking and driving
Hypothetical situation
Leave written information
Overall score (0–21)

Time 1 (Before Booster Training)
(n ⴝ 14)

Time 2 (After Booster Training)
(n ⴝ 14)*

Difference (Time 2 - Time 1)
(95% CI)

2.0 ⫾ 0.9
8 (57)
7 (50)
11 (78)
1.8 ⫾ 1.0
0 (0)
8 (57)
1 (7)
13 (92)
4 (29)
1.6 ⫾ 0.5
8 (57)
1 (7)
14 (100)
0 (0)
0 (0)
3.6 ⫾ 1.2
2 (14)
8 (57)
0 (0)
2 (14)
13 (93)
6 (43)
5 (36)
14 (100)
9.1 ⫾ 2.0

2.7 ⫾ 0.5*
13 (93)
14 (100)
10 (77)
4.8 ⫾ 0.6
13 (93)
13 (93)
13 (93)
14 (100)
14 (100)
2.5 ⫾ 1.3*
13 (100)
1 (8)
6 (46)
7 (54)
6 (46)
6.0 ⫾ 1.3*
12 (92)
10 (77)
10 (77)
7 (54)
8 (62)
13 (100)
7 (54)
11 (85)
16.0 ⫾ 2.2*

0.8 (0.2–1.3)

2.9 (2.4–3.5)

0.9 (0.02–1.8)

2.4 (1.1–3.6)

6.9 (4.7–9.1)

AUDIT, Alcohol Use Disorders Identification Test; BAC, ●●●.
Overall scores and aggregate scores in each of the 4 main domains are reported as the mean ⫾ SD and as the mean difference in scores between time 2 and time 1 with 95%
CI. Scores for individual items are reported as the number (%) of NPs at each time point that met each criterion.
* One NP did not complete the patient-centered skills, listening, and options domains of the time 2 assessment, so the denominator for these scores, as well as the overall score,
is n ⫽ 13.

formal training with an expert in the field to achieve
dissemination of a basic BI skill set.
Some studies suggest that, in the absence of ongoing
training, competence in counseling techniques decreases over
time.21,22 Although one prior trauma BI training study found
that surgical interns could learn the BI FLO skills from a
1-day workshop, no follow-up assessment of possible skill
decline was made.16 Although it would have been preferable
to measure FLO scores before and after initial training to
measure the acquisition of BI knowledge in addition to
comparing the two methods of training (workshop vs. OTJ),
this was not possible because this study was conceived only
after many of the NPs had already undergone their initial
training. Therefore, we did not assess skill decline between
the initial workshop and the booster training. The fact that the
booster training in this study nearly doubled FLO scores
suggests that NPs trained, by either method, to perform BIs as
a part of their routine clinical care should undergo periodic
booster training in BI content. This could be done with a
booster workshop as in this study or possibly by OTJ observation and coaching by experienced practitioners.
The finding that NPs were performing the FLO tasks
well but did not meet MI standards is not surprising given
936

they had no prior training in MI techniques. Learning MI
techniques requires intensive, prolonged training, which is
not practical for NPs to learn in addition to their clinical
duties. The BI skill set of brief advice (FLO tasks) is being
taught by SAMHSA as a part of their national SBI dissemination efforts, and it seems that the brief advice model is the
one being adopted by U.S. trauma centers as they seek to
meet ACSCOT criteria for verification.23 Yet despite its
vigorous dissemination, there is little evidence from randomized trials in the inpatient trauma setting that brief advice
works similar to MI, except perhaps in the case of those
trauma patients with mild drinking problems.10 Most successful trials of BI for inpatient trauma used MI.7–10 If the brief
advice approach, as used in this study, has efficacy comparable with MI, it will no doubt be more feasible for trauma
centers to use available trauma staff such as nurses or NPs to
perform their BIs, as has been performed for similar patient
populations in other settings.20,24 –30 The related but separate
question of whether BIs administered by NPs (i.e., brief
advice) are more effective than no discussion at all is the
subject of the randomized trial being conducted at UCDMC.
This study has several limitations. Because the subjects
in this study were exclusively trauma NPs at one center,
© 2011 Lippincott Williams & Wilkins
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generalizations to other trauma centers and other staff such as
social workers, nurses other than NPs, or trauma surgeons
may not be valid. Furthermore, we studied an unselected
group of NPs who were asked to assume BI duties in addition
to their routine clinical responsibilities. In comparison, motivated individuals of similar background but with a particular
interest in counseling might achieve greater degrees of proficiency than we observed.
The small number of subjects in this study provided
only limited power to detect differences between the workshop and OTJ approaches, thus there is significant possibility
of a type II error, failing to detect a difference that actually
exists. It is unknown whether we would have observed higher
time 1 FLO scores in the workshop group had we studied a
larger sample. In the OTJ group of this study, the hiring of the
five additional NPs was staggered over 26 months, such that
these NPs had variable doses of practice with trauma patients
before the time 1 assessment; furthermore, the OTJ-trained
NPs all had a shorter interval than the workshop-trained NPs
between initial training and the time 1 assessment. Differences in this time from training to the first skill assessment
may have confounded our comparison if BI skills degrade
over time (favoring OTJ training) or, conversely, if greater
experience counseling patients improves skills over time
(favoring workshop training).
In addition, although FLO scores improved significantly after the booster session, it is not clear whether this
represents a clinically significant improvement. Although an
FLO checklist similar to the one used in this study has been
tested for its reliability,16 it is unclear whether each of the
four subscales is also valid. We clustered the 21 items in this
fashion to explore possible differential impact of the booster
on different FLO tasks. The FLO checklist used in this study
has yet to be validated in terms of its factor structure or
association with patient outcomes, but it holds promise as a
relatively simple, inexpensive method to train and evaluate
interventionists. Having such a tool would be valuable as BI
techniques are disseminated among Level I trauma centers. It
is currently unknown what FLO scores indicate proficiency in
BI skills, and future research should determine a minimal
competency threshold for FLO scores and whether higher
FLO scores (and subscores) predict greater efficacy in terms
of patient outcomes. Such work should help determine
whether the improved scores we observed after booster training are likely to translate into improved outcomes. There is
evidence to suggest that practitioner skill translates into
patient outcomes,31 and we surmise that any improvement in
interviewing capabilities is worthwhile and more likely than
not to elicit beneficial changes in drinking behavior.
The validity of assessing intervention skills by listening
to an audio recording of interactions with a standardized
patient actor rather than a video recording involving a real
patient can be questioned. For example, important nonverbal
cues would not be detected using the method we chose.
However, for the purposes of efficiency and standardization,
we felt that actors offered the most effective way for us to
evaluate the BI skill set of the NPs.
© 2011 Lippincott Williams & Wilkins

Training for Alcohol-Related Brief Interventions

BIs for hospitalized injured patients who tested positive
for alcohol seem to be effective in reducing alcohol consumption, repeat injury hospitalization, and DUI arrests, and their
use is likely to become more widespread in the next several
years as Level I trauma centers comply with requirements to
maintain ACSCOT verification. To prepare for widespread
dissemination of BIs, a sustainable model of BI training and
delivery must be developed which can be exported to any
trauma center wishing to adopt BI protocols. Although this
preliminary study suggests that OTJ training by an experienced peer may be comparable with workshop training by
expert counselors, more definitive studies into the best mode
of training for interventionists is needed. This study also
suggests that interventionist knowledge and performance can
be improved significantly by follow-up training and that
periodic continuing education may be necessary to maintain
the necessary skill set.
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