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Are We the Problem? Overcoming Obstacles to
Implementing Intervention Programs

David B. Hoyt, MD, FACS

Alcohol-related injuries comprise a
large percentage of injuries in the United
States. As the impact of these injuries on
society increases, a well-functioning
trauma system becomes increasingly im-
portant. During the last decade, evidence-
based guidelines to reduce alcohol-related

supports the effectiveness of brief inter-
vention programs to reduce alcohol-re-
lated injuries and demonstrates that
trauma centers can improve patient out-
comes by integrating them into care. Al-
though many obstacles have inhibited
progress and made implementing preven-

tive interventions a difficult task, eco-
nomic constraints are among the biggest
challenges to implementing intervention
programs as part of routine trauma care.
Key Words: Alcohol-related inju-
ries, Intervention programs, Prevention.

injuries have emerged. Further, evidence

trauma system provides organized and coordinated
health care services within a defined geographic area
and improves patient outcomes by integrating appro-
priate health care resources into care of the injured patient. A
well-functioning trauma system with an arsenal of resources
is essential to reducing the burden of injuries on society.’
These resources range from prevention programs to rehabil-
itation programs that take place after hospital treatment.
Within the trauma system, each trauma center focuses
primarily on acute care problems to prevent deaths from early
exsanguination or head injury.? Despite the documented im-
provement in mortality since trauma systems were imple-
mented, the number of preventable deaths after injury has
changed very little using current quality improvement
methods.? It seems that prevention programs provide the
greatest opportunity for reducing morbidity and mortality
after injury, but only recently has a serious commitment to
these programs become evident.
The last decade in medicine has been characterized by an
emergence of evidence-based guidelines, a renewed commit-
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ment to quality and safety, and the failure of managed care.
Multiple external pressures have shifted health care decisions
to value-based consumerism. These pressures have arisen in
part as a result of skyrocketing health care costs and a grow-
ing awareness that current health care systems do not always
lead to optimal quality. Before making purchasing decisions,
purchasers of health care, such as large corporations and
other conglomerate entities, are increasingly interested in
obtaining information on steps taken to reduce or eliminate
medical errors and measures of quality. As consumers push to
hold costs in check but increase health care quality, it is likely
that medical professionals and decision makers will act on
data that clearly show the efficacy of brief intervention pro-
grams in preventing alcohol-related injuries.

Inconsistencies in our beliefs and, to a certain extent, the
erroneous belief that drinking behavior is something that
cannot be changed have made the movement toward preven-
tive interventions that focus on alcohol difficult to imple-
ment. Even insurance policies contain clauses that deny ben-
efits when injuries are related to drinking, reflecting the
attitude that alcohol use disorders are founded in misbehav-
ior, rather than in disease.* These denials are particularly
striking given the existence of data that suggest that brief
intervention programs are effective in reducing alcohol use
and subsequent alcohol-related injuries.*> Although recent
surveys of current trauma center practices show that more
trauma centers are screening patients for alcohol-related
problems than in the past,® trauma centers still face signifi-
cant barriers to implementing interventions that will require
ongoing physician education to overcome.’

The American College of Surgeons (ACS) has developed
standards of care for trauma centers that are upheld through a
well-organized evaluation system.® These standards ensure
that injured patients receive timely diagnostic, therapeutic,
and surgical care. Evidence supports this approach. By main-
taining and ensuring standards, the overall quality of patient
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care is increased, and lives are saved. Many trauma centers
that have implemented these standards have shown improved
patient outcomes. When a trauma center adheres to ACS
standards of care, studies suggest that mortality rates
plateau.’

What will it take to include brief alcohol intervention
programs in the accreditation criteria for trauma centers?
Clearly, additional data will be helpful. But lack of data is not
the major obstacle. To be considered a standard trauma center
service by the Verification Review Committee or Executive
Committee of the ACS, an intervention program has to be
reasonable and evidence based. When possible, there needs to
be consensus among surgeons. For more than 25 years, this
has proven to be a valid process for revising standards of
care. Brief intervention programs meet the criteria set by the
ACS and should be considered an integral part of routine
trauma care.

Adequate funding remains the biggest obstacle to imple-
menting intervention programs. Recent studies by Schermer
et al.'” evaluate the resources required to implement a brief
alcohol intervention program. In large trauma centers where
routine alcohol screening was performed by one half-time
employee, most at-risk patients were identified. In another
intervention model, contract employees successfully captured
most patients and identified those who would benefit from
intervention. When compared with the overall costs of a
trauma center, the cost of conducting screening and brief
intervention programs is quite small. Currently, however,
trauma centers are threatened by decreased reimbursement,
malpractice issues, and failure of physicians to commit to
these services When resources are strained, maintaining the
trauma center as an injury management facility takes priority
over public health issues, including intervention programs.

Although at-risk patients need brief alcohol intervention
programs, such programs will never be implemented unless
we—the medical community—become less of an obstacle.
Our belief system must broaden to acknowledge alcohol
problems as a treatable disease. Given its treatable nature,
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insurance laws should not deny payment if injury is alcohol
related. It does no good for physicians to personally commit
their efforts to screening and intervention services if trauma
centers cannot obtain financing. Adequate funding to imple-
ment and sustain these programs can be obtained only
through the combined efforts of trauma practitioners, public
health workers, and local, state, and federal authorities. Let us
join forces and support the integration of new clinical pre-
ventive services into trauma care. We can overcome financial
obstacles by doubling our efforts to secure adequate resources
to support these essential prevention programs.
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Gonfronting the Ohstacles to Screening and Interventions for
Alcohol Problems in Trauma Centers

Larry M. Gentilello, MD

Despite the demonstrated clinical ben-
efits and decreased risks of injury recur-
rence, brief alcohol interventions are still
not routine practice in trauma centers. Al-
though alcohol and drugs play a significant
role in trauma, few trauma specialists are
aware of the potential benefits of interven-
tions because alcohol treatment specialists

have not widely disseminated their findings
to other specialties. This article addresses
some key obstacles that must be overcome
to facilitate brief interventions as routine
trauma practice. Included are discussions
on training, cost and reimbursement fac-
tors, responsibility of the trauma surgeon,
patient privacy and confidentiality issues,

insurance laws and regulations, needed col-
laboration with partners, and research pri-
orities and funding.

Key Words: Alcohol, Trauma, Trauma
centers, Obstacles, Brief interventions, In-
surance, Partners, Injury, Alcohol
treatment.

he efficacy of brief alcohol interventions has been dem-

onstrated in varied populations including primary care

patients, adolescents, older adults, and pregnant women.
Four prospective randomized trials have also been conducted
among injured patients. Although procedures and patient
populations differed among the four trials, all demonstrated
clinical benefit and a decreased risk of injury recurrence.'™*
Despite this success, alcohol screening and intervention in
trauma centers is currently not routine because of a number of
obstacles. These obstacles can and should be overcome be-
cause alcohol and drugs play such a significant role in trauma
that efforts to reduce injuries and their recurrence are unlikely
to be successful if they are not addressed.

OBSTACLES
Lack of Knowledge

The typical medical school curriculum devotes only
about 4 hours total toward education on the treatment of
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alcohol problems.>~'° Thus, medical schools foster the notion
that alcohol problems are peripheral issues for practicing
physicians of all specialties.

A survey of members of the American Association for
the Surgery of Trauma revealed that 83% of trauma surgeons
had no training in either screening or detecting alcohol
problems;'! more than 75% of trauma surgeons were unfa-
miliar with any of the commonly used alcohol screening
questionnaires, such as the CAGE or MAST alcohol screen-
ing questionnaires,'*'* and 13% were not familiar with the
term BAC (blood alcohol concentration) within the context of
screening for alcohol problems.'' Lack of knowledge is a
major reason why trauma surgeons tend to overlook alcohol
problems in their patients.'* This presents a compelling ob-
stacle to instituting screening and intervention programs in
trauma centers.

To overcome this lack of knowledge, trauma fellowship
programs should include a brief rotation that provides train-
ees with the basic skills needed to screen patients and to
perform brief interventions. Using a simple questionnaire to
identify those at risk, trauma surgeons can motivate patients
to accept the need for change through brief intervention by
capitalizing on the effects of a recent major injury.'> The
rationale for screening trauma patients for the presence of
alcohol and drug problems should also be part of the educa-
tional curriculum of Advanced Trauma Life Support to pro-
vide an effective link between subsequent chapters within the
of Advanced Trauma Life Support curriculum that discuss the
importance of injury prevention programs.

Treatment Effectiveness

It is unlikely that trauma surgeons will advocate for inter-
vention services if they are unaware of the potential benefits of
treatment. For example, few are familiar with the magnitude of
the treatment effect found in Project MATCH, a large, prospec-
tive, randomized trial involving 1,635 patients at 30 sites. Three

S137

Copyright © Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.



The Journal of TRAUMA® Injury, Infection, and Critical Care
|

Percent Days Abstinent

1001
.\‘
804
w 604
8
q
40
204
buselve 3 6 9 12
Months
meent CBT mwmew MET —— 12-Step
1,735 patients

Fig. 1. Percentage of days abstinent.

different types of relatively brief interventions were studied:
cognitive behavioral therapy, motivation enhancement therapy,
and 12-step orientation. Each was found to significantly reduce
alcohol intake (Figs. 1 and 2).'°

The belief that alcohol treatments have not been proven
effective is partially attributable to the expectation that alco-
hol- or drug-use problems should respond to treatment just as
infections or other acute disorders respond to treatment.'” For
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Fig. 2. Drinks per drinking day.
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example, some would consider an intervention ineffective if
the patient reduces alcohol intake but does not stop drinking
completely, or if the patient resumes alcohol intake after 6 to
12 months of abstinence.

Trauma surgeons should consider substance-use prob-
lems as chronic rather than acute disorders. Hypertension,
diabetes, and asthma are considered lifelong diagnoses that
can be rendered asymptomatic but cannot always be cured by
treatment. Frustration in managing these conditions is re-
duced or eliminated by the expectation that subsequent life
events and stressors will likely result in periodic exacerba-
tions of symptoms that require additional treatment. Even
though there is a substantial likelihood of relapse, patients
with chronic disorders usually benefit from assistance de-
signed to control or eliminate symptoms.

Similarly, patients who were drinking heavily but who
are asymptomatic for 1 year after an intervention have sub-
stantially reduced their risk of adverse health consequences
during that 1-year period. This was demonstrated in a pro-
spective study that used brief interventions with injured ad-
olescents treated in an emergency department. Patients with
an alcohol-related injury were randomized to receive a 35- to
40-minute intervention or to receive standard care. At 6
months, the intervention group had a 75% reduction in drunk-
driving episodes. A review of motor vehicle department
records indicated that only 3% of intervention patients had a
moving violation compared with 23% of the control group.
Intervention reduced the rate of alcohol-related injuries from
50% to 21%. All of these reductions were statistically
significant.'® However, it is unlikely that intervention will
have a lifelong effect on the drinking patterns of these pa-
tients.

The level of evidentiary support for brief interventions
exceeds that of most clinical protocols adopted by trauma cen-
ters. Studies to determine whether or not treatment works for
trauma patients are therefore unnecessary. Instead of additional
foundational studies to prove that interventions are effective,
translational studies are needed on how to adapt interventions for
the appropriate patients within the trauma care setting. Data on
effectiveness are already available.

One such translational study modified the motivational
intervention used in Project MATCH (described earlier) for
trauma center use by reducing it to a single 30-minute ses-
sion. In this prospective, randomized trial, the intervention
group showed a 48% reduction in return visits to the emer-
gency department and a 47% reduction in readmissions to the
trauma center (compared with the control group) after up to 3
years’ follow-up (Fig. 3).! The success of this trial led to the
adoption of the intervention program as a hospital-funded
service by a Level I trauma center in Seattle.

Lack of Collaboration with Trauma Surgeons

There have been significant advances in the treatment of
alcohol problems in the past decade. However, these ad-
vances have had little impact on trauma care because alcohol
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treatment specialists and researchers have rarely disseminated
their findings to specialists in trauma surgery. Addiction
medicine specialists typically practice in an office setting and
see patients who have accepted a referral or who are actively
seeking treatment. Treatment does not have to be sought to be
effective. Many patients who are not actively seeking alcohol
treatment present to the health care system for treatment of
disorders related to their substance use. Admission to a
trauma center may be the only opportunity to provide these
patients with an intervention.

Successful implementation of intervention programs in
trauma centers will depend on several factors. Specialists in
treating substance-use disorders must be willing to seek out
and collaborate with trauma surgeons; to integrate their ser-
vices into a hospital practice rather than a clinic-based envi-
ronment; to help surgeons design screening and intervention
programs; and to provide the necessary oversight, training,
and quality review. Alcohol treatment specialists should
know that their patients are more likely to die as a result of an
injury than from cirrhosis, hepatitis, or pancreatitis. More
than 95% of trauma patients are willing to discuss their
alcohol intake with a counselor, and a recent life-threatening
injury substantially increases their motivation to reduce or
stop drinking.'?°

It is equally important for trauma surgeons to learn about
brief interventions (i.e., validation of interventions in multi-
ple randomized trials, the development of simple screening
questionnaires, and how intervention techniques can easily be
incorporated into trauma center routines at minimal cost).
Both the alcohol treatment and trauma care fields should
include education about substance-use problems and injuries
at their respective professional and continuing medical edu-
cation meetings.

Role Responsibility

Trauma surgeons may not view prevention of alcohol-
related injuries as a key responsibility. This perception pre-
sents another obstacle to interventions. Treatment of alcohol
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use disorders in trauma settings differs from other specialty
environments such as coronary care units, where acceptance
of the responsibility to prevent repeat cardiac events has led
to routine screening for hypertension, hypercholesterolemia,
and other risk factors. In respiratory clinics, it is common for
pulmonary specialists to ask their patients whether they use
tobacco. Advice, assistance, and motivation are routinely
offered in an effort to help them quit. Reducing the risk of
alcohol-related injuries should be of similar vital interest to
trauma surgeons.

Unlike coronary artery disease that cripples or kills only
the patient, more than one third of the deaths attributed to
drunk driving include other drivers, passengers, or pedestri-
ans, which further increases the rationale for screening and
intervention. Injury prevention should be a core responsibility
for the trauma surgeon because alcohol use is the most com-
mon cause of injury in trauma center patients.

Trauma Center Verification Criteria

Studies of strategies to change physician behavior sug-
gest that standards set by professional organizations and opin-
ion leaders are an effective means of producing positive
changes.”! There is clear evidence that acceptance of screen-
ing and intervention programs is increasing within trauma
professional societies.

A recent survey of American Association for the Surgery
of Trauma members found that over 80% of trauma surgeons
agree that it is important to discuss alcohol problems with
their patients, and a similar percentage believe that a trauma
center is an appropriate place to address alcohol problems.*
Unless trauma professional organizations, opinion leaders,
and trauma directors advocate prevention of alcohol prob-
lems, implementation of screening and intervention programs
will be slow, uneven, and dominated by attitudinal obstacles;
plus, hospital administrators will balk at providing the re-
sources.

The American College of Surgeons (ACS) has a long
history of supporting activities designed to improve care of
the injured patient. Even though most trauma centers are
verified by a state or regional process, most designating
authorities require that trauma centers provide all resources
required by the ACS Committee on Trauma. Even in states
lacking a formal system of care, hospitals voluntarily seek
verification by the ACS Committee on Trauma.

Alcohol screening and intervention should be an essen-
tial prevention activity required by the ACS for trauma center
verification. Ignoring alcohol problems should be considered
the medical equivalent of treating a hypertensive 55-year-old
patient with a myocardial infarction while ignoring the un-
derlying hypertension, or of treating patients with emphy-
sema without asking whether they smoke. Hospital adminis-
trators will not provide the needed resources if the ACS
Committee on Trauma does not insist that trauma patients
deserve the same preventive interventions provided to pa-
tients with other types of medical problems.
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Cost Factors

Some trauma surgeons are concerned that requiring
trauma centers to provide alcohol interventions constitutes an
“unfunded mandate.” To be verified as a Level I or II trauma
center, a hospital must offer physical, occupational, and
speech therapy and a multidisciplinary rehabilitation team
that offers nutritional counseling, pain management, psychol-
ogy, psychiatry, and vocational counseling. Personnel for
trauma registry maintenance, educational activities, commu-
nity education, monitoring of prevention programs, outreach,
and coordination with community prevention activities are
also required.

A trauma center typically obtains these resources from
the hospital because all are requirements of the ACS Com-
mittee on Trauma. Most trauma directors look toward these
requirements not as a source of financial burdens but as the
primary means of obtaining the support needed from their
hospital administration. Hospitals have traditionally provided
these resources rather than relinquish status as a trauma
center. Overall, since 1991, the number of trauma centers in
the United States has increased by 245%.%* Although some
hospitals have dropped out of the system, the cause is invari-
ably a lack of commitment by personnel who refuse to pro-
vide surgical coverage, rather than the amount of resources
required by the ACS Committee on Trauma.

A recent study on the feasibility of alcohol screening and
intervention was conducted at four busy trauma centers:
Grady Hospital in Atlanta (Emory University), Denver
Health (University of Colorado), the University of California
at San Diego Medical Center, and the University of New
Mexico Health Science Center. At each center, only one
half-time employee was needed to provide the service.”* The
nominal costs of such a program suggest that the current lack
of interventions in trauma centers may be related to the level
of importance attached to providing this service relative to
competing cost concerns.

New therapies in trauma care are routinely implemented,
even if the cost of providing the new therapy does not pay for
itself. Unlike some new practices, there is evidence that
addressing alcohol problems in trauma centers is cost-effec-
tive. Cost-benefit analysis of alcohol interventions for injured
patients demonstrates a savings of nearly four dollars in direct
injury-related medical costs for every dollar invested in
screening and intervention for injured patients.”> Other stud-
ies confirm this and show that most savings are attributable to
reductions in motor vehicle crashes and reduced use of hos-
pital and emergency department resources.’

Lack of Reimbhursement

Trauma surgeons cannot bill insurance providers for al-
cohol interventions. If they provide advice or an intervention
that results in spending more than the usual time allotted for
a patient visit, they can bill for a higher level of service using
a prolonged service evaluation and management code (99356
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and 99357). When counseling or coordination of care takes
more than 50% of the time spent with a patient, time becomes
the controlling factor when billing for a particular evaluation
and management service. For example, if a trauma patient
requires 35 minutes for that day’s care, including 18 minutes
of counseling and coordination, the service can be billed
using a time-based code.

Social workers cannot bill extra for screening and inter-
vention because it is usually bundled into their overall fee.
However, psychologists, chemical dependency counselors,
and other staff with alcohol counseling credentials can bill for
their services. In trauma centers with a favorable mix of
insured patients, an intervention service is likely to be self-
supporting, and most trauma centers can generate revenue to
cover the costs.

Insurance Laws and Regulations

Insurance companies are allowed to deny payment for
medical bills for injuries that occur while a patient is under
the influence of alcohol. In a recent survey, 41% of trauma
surgeons who do not screen patients for blood alcohol level
cited the potential for denial of payment by the insurance
company as a disincentive to providing interventions. The
threat of insurance denials was a greater concern than cost,
time, confidentiality, or the potential for offending patients.**

The National Association of Insurance Commissioners
(NAIC) is an organization dedicated to streamlining the busi-
ness practices of multistate insurers by maintaining unifor-
mity of insurance laws across states. The primary instrument
for doing so are model laws, which are drafted by the NAIC
for adoption by the states. In 1947, the NAIC drafted the
Uniform Accident and Sickness Policy Provision Law
(UPPL), a model law.?” That permits the denial of insurance
payments for injuries sustained by persons if they are found
to be under the influence of alcohol or drugs. Thirty-eight
states adopted the UPPL; four others adopted it provisionally
(narcotics only).

The intent of the UPPL was to reduce insurance costs by
excluding coverage for injuries that result from “putting one-
self in harm’s way.” It has not had the desired effect. Trauma
surgeons avoid screening for alcohol problems in jurisdic-
tions where the UPPL is or has been enforced. Consequently,
insurers wind up paying for treatment because doctors do not
perform screening to identify the patients who are intoxi-
cated. Failure to document alcohol use for insurance purposes
results in lost opportunities for identifying patients who might
benefit from intervention.

Until this law is repealed, trauma centers can overcome
the obstacle of nonpayment by using a screening question-
naire to detect alcohol or drug problems. These question-
naires can, and should, be excluded from the medical record
to protect patient confidentiality.

There are a number of stakeholders in favor of repealing
this anachronistic insurance law. Mothers Against Drunk
Driving (MADD) considers repeal of the UPPL to be one of
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its legislative priorities.”® A drunk driver who is stopped by
the police most likely faces at least one night in jail, loss of
their driver’s license, and a substantial fine. If the same
individual has a car crash and is transported to a trauma
center, unless law enforcement officers accompany the am-
bulance to the emergency department and wait until evidence
is collected, the intoxicated driver usually escapes all legal
and civil consequences. Studies demonstrate that 85% to 96%
of drunk drivers involved in a crash avoid detection if they
are transported to a trauma center.”’ This “safe haven” effect
has been called the Achilles heel of efforts to prosecute drunk
drivers.

In 2001, the NAIC unanimously voted to amend the
UPPL.*® The current model law prevents insurers from de-
nying payment on the basis of patient intoxication. It is up to
states to adopt the new model, as was recently done in
Maryland, Vermont, North Carolina, North Dakota, Wash-
ington, Towa, Nevada, and Rhode Island. Trauma surgeons,
emergency medicine physicians, addiction treatment special-
ists, and other stakeholders should collaborate to ensure that
policy makers are aware of the effects of the UPPL on alcohol
screening, obtain legislative sponsorship to adopt the amend-
ment, and be willing to testify in support of this legislative
change.

Patient Privacy and Confidentiality

Many trauma surgeons believe that asking patients about
alcohol and drug use is an invasion of privacy. Nearly one
third of surgeons who do not screen cite this belief as a
factor.''** However, trials of alcohol screening in primary
care, general medical clinics, trauma centers, and emergency
departments all demonstrate a high rate of patient
acceptance.' Patient surveys indicate that satisfaction with
the quality of care is increased when physicians ask questions
about alcohol.”!

Because there are risks of stigma and discrimination
against patients who use drugs or alcohol, confidentiality
must be ensured. Federal regulations ensuring patient confi-
dentiality (42 CFR Part 2) were adopted over 20 years ago.
The regulations were designed to encourage individuals to
seek alcohol and drug treatment. However, confidentiality
regulations apply only to specialized alcohol treatment pro-
grams; hospitals that have a specialized alcohol treatment
program; or medical personnel whose primary function is to
provide alcohol and drug abuse diagnosis, treatment, or re-
ferral for treatment.

In 1990, the Department of Health and Human Services
amended the regulations to specifically exclude records gen-
erated by trauma and emergency department physicians.**
The congressional testimony stated, “We do not foresee that
the elimination of hospital emergency rooms or surgical
wards from coverage will act as a significant deterrent to
patients seeking assistance for alcohol and drug abuse” be-
cause trauma patients do not come to the hospital to receive
alcohol or drug treatment. Therefore, a BAC or screening
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questionnaire obtained during routine emergency department
or trauma center care is not under special protection.

Some trauma centers are now screening and have staff
whose primary function is to provide alcohol and drug abuse
diagnosis, treatment, or referral for treatment. The reason for
obtaining a BAC determines the level of confidentiality re-
quired. A trauma surgeon who obtains a BAC or drug toxi-
cology screen to better manage the patient’s injuries is not
required to protect information identifying the individual as
an alcohol or drug user. If a trauma surgeon obtains a BAC or
administers a screening questionnaire specifically to provide
alcohol screening, counseling, or a referral for counseling,
and has specialized staff who will provide this service, the
results should be kept confidential under CFR 42 and not be
made part of the general medical record.

Release of information about alcohol and drug use re-
quires written permission from the patient using a specialized
CFR 42 release form. A general medical consent form is
insufficient. This information can only be released against the
patient’s wishes by issuance of a subpoena. During any sub-
sequent judicial hearing, the patient must be represented by
an attorney (or provided an attorney if one cannot be af-
forded); the hearing must take place in closed chambers;
disclosure must document involvement in a crime that is
“extremely serious”; and there must be reasonable likelihood
that disclosure will provide substantial value to the investi-
gation. Thus, trauma centers that establish a screening and
intervention service can keep screening and intervention in-
formation separate from the medical chart and can provide
patients with considerable confidentiality protections.

Despite CFR 42, insurance contracts typically require the
patient to agree to release all medical information to the
insurer. The patient effectively signs away the federal right to
confidentiality as a condition of the policy. To overcome
confidentiality barriers, trauma centers can use questionnaires
and keep the results separate from the general medical record
as a matter of privacy under CFR 42.

Research Priorities and Funding

For the past two decades, funding priorities for screening
and brief intervention research have focused on exporting
these procedures to primary care settings. However, many
patients with an alcohol problem do not have access to a
primary care physician and only interface with the health care
system when they come to an emergency department or
trauma center for an injury or other acute problem.

Most urban and suburban areas are served by hundreds
of primary care practitioners. Implementing screening and
intervention services in primary care will require changing
the practices of many individuals. Most m