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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
injuries have emerged. Further, evidence

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.
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A 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.1

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.2 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.3 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-

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.4 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.4,5 Although recent
surveys of current trauma center practices show that more
trauma centers are screening patients for alcohol-related
problems than in the past,6 trauma centers still face signifi-
cant barriers to implementing interventions that will require
ongoing physician education to overcome.7

The American College of Surgeons (ACS) has developed
standards of care for trauma centers that are upheld through a
well-organized evaluation system.8 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.9

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.10 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,

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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Confronting the Obstacles 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.
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The 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.1–4

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

alcohol problems.5–10 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;11 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,12,13 and 13% were not familiar with the
term BAC (blood alcohol concentration) within the context of
screening for alcohol problems.11 Lack of knowledge is a
major reason why trauma surgeons tend to overlook alcohol
problems in their patients.14 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.15 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
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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).16

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.17 For

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.18 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).1 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

Fig. 1. Percentage of days abstinent.

Fig. 2. Drinks per drinking day.

The Journal of TRAUMA� Injury, Infection, and Critical Care

S138 Supplement 2005



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.19,20

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

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.21 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.22

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.

Fig. 3. Trauma recidivism at Harborview Medical Center, Seattle,
Washington.1
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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%.23 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.24 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.25 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.26

Lack of Reimbursement
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

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.22

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.27 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.28 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.29 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.30 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, Iowa, 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.11,22 However, trials of alcohol screening in primary
care, general medical clinics, trauma centers, and emergency
departments all demonstrate a high rate of patient
acceptance.1,2 Patient surveys indicate that satisfaction with
the quality of care is increased when physicians ask questions
about alcohol.31

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.32

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

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 metropolitan areas
are served by only one or two major trauma centers. Chang-
ing practice within a few trauma centers offers a more prac-
tical means of widely expanding alcohol screening and inter-
vention services in a given community.
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Changes in a specialty are more likely to occur if they are
supported by research conducted by individuals within the
same specialty. Trauma surgeons do not read articles pub-
lished in journals devoted to psychiatry or substance abuse,
so publications in these journals are not likely to have an
impact on the practice of trauma care. Consequently, it is
important for trauma surgeons to be involved in conducting
this type of research and in publicizing their findings within
their own specialty journals.

Current funding sources do not foster the development of
surgical investigators in this cross-disciplinary area. It is
difficult to obtain funds from study sections that review
grants for trauma research because peer reviewers in surgery
do not view alcohol-related research as being part of their
research agenda. There are equally formidable obstacles
when attempting to obtain funding from study sections that
focus on alcohol research. Reviewers are generally unfamiliar
with the operating environment in trauma centers and prefer
the use of highly controlled diagnostic and demographic
groups to obtain unambiguous answers to questions about
treatment. Although this approach has led to great strides in
understanding how treatment works, studies conducted by
alcohol research specialists may not provide trauma centers
with clinically relevant intervention protocols.

The design and peer review of studies on alcohol inter-
ventions in trauma centers should embrace the perspectives of
trauma specialists. Trauma surgeons understand what re-
search questions are relevant and what types of programs are
feasible in trauma care settings. Although grant applications
from trauma surgeons may not use the study methods used by
alcohol research specialists, funding such research will lead
to the growth and development of research methodologies
appropriate for trauma centers.

Lack of Collaboration with Partners
Trauma centers have many potential partners among

advocacy groups that have an interest in reducing the societal
burden imposed by alcohol and drugs. As previously men-
tioned, one of MADD’s legislative priorities is to ensure that
“State laws do not allow exclusionary coverage provisions in
health insurance policies that would exclude payment of
benefits of trauma patients for alcohol screening including
BAC testing and alcohol treatment.”33

If trauma centers performed functions that extended be-
yond the provision of surgical care, federal agencies and
private groups that focus on treatment and prevention of
alcohol and drug problems would support further develop-
ment and funding of trauma systems. For example, by pro-
viding additional services such as screening, intervention, and
referral for its patients, a trauma center could promote its role
in the community and help other organizations accomplish
their own goals and objectives. This could garner support
from such organizations as the National Council on Alcohol-
ism and Drug Dependence, the Center for Substance Abuse
Treatment, the National Association of State Alcohol and

Drug Abuse Directors, Join Together, the National Associa-
tion of Addiction Treatment Providers, Physicians and Law-
yers for National Drug Policy, and the American Society of
Addiction Medicine. By identifying drunk drivers and facil-
itating interventions to reduce future risk of drunk-driving
episodes, trauma centers also could earn support from orga-
nizations with an interest in traffic safety such as MADD, the
National Commission Against Drunk Driving, and the Gov-
ernor’s Highway Safety Association. Partnerships with these
organizations can influence hospital administrators as they
consider how to allocate resources for funding intervention
programs.

SUMMARY
There are obstacles to implementing alcohol screening

and intervention programs in trauma centers. These include
relative lack of training, knowledge, and collaboration with
related specialties in addiction medicine. There are also po-
tential roadblocks in the form of funding and insurance fi-
nancing.

The maturation of trauma systems has increased aware-
ness of the need to focus on injury prevention in addition to
acute care. Because alcohol and drugs are the leading causes
of injuries, there is a compelling need for specialists in
trauma care, addiction medicine, and public health to develop
formal strategies to address these obstacles.
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Interventions—Developing a Plan for Implementation
J. Wayne Meredith, MD

J Trauma. 2005;59:S144–S145.

Dr. Hoyt’s and Dr. Gentilello’s presentations were inspi-
rational. However, in some respects, I disagree. Trauma
programs and the outcomes from trauma care are ex-

cellent in some hospitals or trauma centers, but only a few
places deserve the label Dr. Gentilello used in his introduc-
tion to these proceedings—“as good as it gets.” Our first
priority should be to develop a uniform trauma system in our
country—one that’s able to provide consistent, high-quality
care. Regardless of our final recommendations for imple-
menting alcohol screening and interventions in trauma cen-
ters, the impact of those recommendations will depend on the
extent to which there is a uniform trauma system across the
country.

In our zeal to support a very good cause, we must be
careful not to exaggerate in the document that will come from
this symposium. I do not believe that the majority of trauma
occurring in this country is alcohol related, and certainly most
of the injuries are not alcohol related. This doesn’t mean that
what we’re talking about here today is not important. Alco-
hol-related trauma is a huge problem, and we need to address
it aggressively. However, it is not prudent to approach issues
such as this with hyperbole when we are only in the imple-
mentation phase. Hyperbole is valuable in the motivational
phase, and this group is already motivated. We need to ensure
that the recommendations are consistent with where we are in
this field today. There is tremendous opportunity for collab-
oration between the alcohol research community, the preven-
tion community, and the trauma community. It is clear to me
that there are more patients who need these interventions in

trauma bays than in primary-care offices or most medical
practices. This is a “marriage of opportunity” with tremen-
dous potential.

Trauma surgeons are going to do the right thing, and
trauma directors are going to do the right thing. I do not think
trauma centers will resist implementing alcohol intervention
programs if “the right thing to do” has been defined. This will
not require three prospective multi-center trials to prove it is
the right thing to do. The program needs to be clear and
simple with strategies designed to remove obstacles, and I
think trauma centers across the country will be willing to
implement it based on the fact that it’s the right thing to do.
Denial of insurance coverage is a huge issue. As long as
exclusionary language remains a part of health policies, there
will always be opposition to routine measuring of blood
alcohol levels. And, it just takes a few stories on the trauma
Listserve or circulating about in the trauma community to
create insurmountable obstacles. One episode in your hospital
where the insurance carrier denies a half a million dollar
hospital bill because the injury occurred while the patient was
intoxicated to would completely derail hospital support, and
to some extent, trauma surgeons’ support for existing or
developing intervention programs. In North Carolina, for
years we required alcohol intervention programs in our state
designation process, along with BAC testing as part of the
initial trauma resuscitation. When insurance carriers began
denying payment for treatment of alcohol related injuries, we
removed BAC testing from our state requirements for trauma
center designation, and deleted it from our routine admission
laboratory panel. That’s certainly not good enough, and I
don’t pretend it is. But you can’t perform BAC testing and
risk the whole trauma center—that’s just the practical, finan-
cial reality.

I agree with Dr. Hoyt in that we are not close to a
position where the verification committee or the committee
on trauma would be prepared to require either routine blood
alcohol testing or a defined intervention program as a crite-
rion for trauma center verification. But I do think we’ll be in
a position to open up some opportunities for this enterprise.
We went through this process with the rehabilitation issue, a
critically important part of trauma care. A lot of trauma
centers had difficulty integrating the folks who were inter-
ested in rehabilitation into the routine care of the trauma
patients. The verification committee and the committee on
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trauma have recognized rehabilitation as an important issue
and have basically made the exclusion of rehabilitation per-
sonnel from the care of the injured patient, even in the acute
setting, a criterion deficiency.

Instead of requiring alcohol interventions, we could de-
velop the will to implement these approaches and develop the
data to support them, making it possible to list active oppo-

sition to approaches by alcohol intervention experts within a
center as a criterion deficiency. I think this should be our first
step. There are a lot of opportunities available that will come out
of this afternoon’s heavy lifting, as we’ve been calling it. Now,
I think we should get to the discussion since we’ve made a point
of trying to make more time for it. These two speakers did a
great job. Let’s give them a round of applause.

Interventions
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Session 4: Discussion

J Trauma. 2005;59:S146–S154.

The editors of the proceedings prepared the following
summary of participant comments made during the session.

Dan Hungerford
During this afternoon’s discussion, Christine [Heenan]

will construct a list up here on the newsprint of the obstacles
and the strategies for overcoming these obstacles that we
identify. We’re passing out forms that you can use to rank the
obstacles and strategies we come up with. The reason for
doing this is not to identify what the majority of us believes,
or to arrive at a consensus. After all, this is not a consensus
conference. The goal is to sample the variety of perspectives
represented here at the conference—to get some sense of how
much or how little agreement there is on these issues.

One side of the form we’re passing out deals with ob-
stacles, and the other with strategies for overcoming obsta-
cles. On the obstacles side, there’s a scale of 1 to 5 for
ranking the importance of each obstacle. There’s also a
yes/no question: “Is addressing this obstacle a necessary
precondition to addressing others?” So, for example, in the
discussion of insurance, we’d like to know if you think the
insurance obstacle underlies a number of other obstacles. The
other side of the form deals with strategies for overcoming
obstacles, and the scoring is slightly different. There is a 1 to
5 scale for ranking importance of each strategy. In addition,
there is a place to score the feasibility of each strategy. Please
fill out the form so we can have your feedback even if you
have to leave before the session is over.

In about 25 minutes or so, the steering committee will
meet to consider recommendations. Your feedback on the
forms and from our discussion this afternoon will help them
generate draft recommendations that reflect much of our
discussion, today and throughout the conference. Then to-

morrow everyone will have a chance to provide feedback on
the draft conference recommendations.

Christine Heenan
This afternoon’s discussion will be divided into three

parts. First, we will focus on questions for Dr. Hoyt and Dr.
Gentilello. Then, we will list and attempt to categorize the
obstacles to widespread implementation of interventions that
have arisen during the last two days. During the third part, we
will discuss strategies for overcoming obstacles. So that we can
gauge the level of agreement among participants, we want each
of you to complete a scoring sheet that is now being passed out.
Let’s begin with questions.

Herman Diesenhaus
One of the speakers in this session asked whether similar

screening and intervention efforts exist in primary care set-
tings. My agency, the Substance Abuse and Mental Health
Services Administration (SAMHSA), and the Health Re-
sources and Services Administration’s (HRSA) Bureau of
Primary Care collaborate on parallel efforts in community
health centers. The San Diego model, presented by Dr. Sise
during this morning’s sessions is a good example. SAMHSA
wants to support community-based grantees to improve ac-
cess to interventions and treatment by linking emergency
departments, primary care, and community agencies. The
National Institute on Drug Abuse (NIDA) sponsored a July
2003 conference on substance abuse interventions in primary
care. However, I’m concerned that these parallel efforts were
fragmented. Can any of you give us input on how we can deal
specifically with the issues you have in terms of your own
system of care, and how we can integrate interventions? With
other systems of care?

Larry Gentilello
There is a need to develop a core of trauma surgeons who

do alcohol research, because I think if you’re going to change
the field of trauma care, the research has to come out of
trauma surgery itself. I would also urge increased support for
collaborative research that includes trauma surgeons. When I
first wrote and submitted an NIAAA [National Institute on
Alcohol Abuse and Alcoholism] grant on alcohol and injury,
it included a good rationale based on trauma, but very little
alcohol research methodology. It was actually quite naı̈ve.
NIAAA was very helpful in improving it and referred me to
individuals with whom I could work. The advantage of that
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collaborative approach, where I eventually linked up with
noted methodologists such as Dennis Donovan, was that
when I eventually did get funded, the methodology used in
the papers was sound enough to withstand scrutiny from both
the alcohol treatment field and trauma surgeons. We certainly
need, however, to develop a form of collaborative research
that targets trauma surgeons specifically, because I don’t
think we’re going to change anything in trauma centers if the
grants are targeted and destined only for the alcohol treatment
research community.

David Hoyt
In overseeing our medical group, I have observed that

primary care physicians actually experience some of the same
problems that we do in trauma, one problem being that we are
all very busy. If anything, primary care physicians can be a
little overwhelmed by their patient loads. I think the solution
is extra resources, like the additional staff Michael Sise talked
about in his presentation.

Janice Ford-Griffin
At Join Together in Boston, one of our initiatives is to

emphasize the importance of quality treatment in the US, and
attempt to increase the demand for such treatment through
encouraging screening, interventions, and referrals in hospital
and emergency room settings. For a number of years San
Diego hosted alcohol and drug summit meetings. Did this
collaboration result in an increased critical mass of interest
and support that was helpful in establishing and expanding
your programs, Dr. Hoyt?

David Hoyt
Michael Sise has been involved from the community

standpoint and should comment, too. San Diego’s success is
a direct result of the commitment shown by trauma centers
and directors. We also had support from public health part-
ners, for both prevention efforts and trauma system develop-
ment. I believe local leadership and collaboration are critical.

Michael Sise
The San Diego model was different because it involved

community leaders in a single group. However, the most
important thing that happened was that folks like Dave Hoyt
and I took a step out of the trauma center. We showed up at
alcohol and drug treatment conferences. We took part in a
suicide/homicide audit committee. And, we had to learn a
whole different language. We had to learn how not to finish
each other’s sentences. We had to learn English, right? I’m
serious. I am deadly serious. That’s what it takes. You have
to learn a whole different language, move more slowly, and
listen, all of which are not core skills for a trauma surgeon.
Support from the county health director and treatment pro-
viders was also critical, but it made a big difference when
trauma surgeons showed up at the substance abuse summit
and community meetings.

Raul Caetano
The training issue has been raised several times during

this session. When should we train trauma surgeons and other
physicians about alcohol, drugs, and interventions—during
medical school or residency? Who should do the training, and
what should be the main focus? I serve on an advisory council
for NIAAA, which has developed curriculum materials for
primary care settings and is currently developing materials
for social workers. I am also leading an educational initiative
for the public health community. I think NIAAA would be
responsive to a request for educational materials tailored to
the needs of trauma surgeons. As a member of the national
board of Mothers Against Drunk Driving (MADD), I know
this organization is interested in science-based policies that
prevent impaired driving, injuries, and underage drinking and
would be very supportive of efforts in trauma centers.

Christine Heenan
How about some feedback on training trauma surgeons

on substance-use issues?

David Hoyt
This problem is not unique to trauma surgeons. I think

we should develop a curriculum for the medical-student level.
A good place to start would be to partner with schools of
public health.

Susan Nedza
The insurance laws we have been discussing do not

apply to people who are covered by health plans which are
federally chartered by ERISA [the Employee Retirement In-
come Security Act of 1974].* These plans are responsive to
the payer community—large businesses that are represented
on health issues by groups like The Leapfrog Group.† The
Washington Business Group on Health, and the Pacific Busi-
ness Group on Health. In the end, they are the deep pockets—
not the insurer. Dr. Hoyt and Dr. Gentilello, would you both
respond to whether or not you feel partnering with these
groups presents an opportunity?

*The Employee Retirement Income Security Act of 1974 (ERISA) is a
federal law that sets minimum standards for most voluntarily established
pension and health plans in private industry to provide protection for indi-
viduals in these plans. http://www.dol.gov/dol/topic/health-plans/erisa.htm.

†“The Leapfrog Group is an initiative driven by organizations that
buy health care who are working to initiate breakthrough improvements in the
safety, quality and affordability of healthcare for Americans. It is a voluntary
program aimed at mobilizing employer purchasing power to alert America’s
health industry that big leaps in health care safety, quality and customer value
will be recognized and rewarded.” Quoted from http://www.leapfroggroup.org/
about_us.
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Larry Gentilello
You are correct that self-funded and government insur-

ance plans are not covered by the UPPL.‡ These are actually
the plans that cover the majority of patients in this country.
So, rescinding the UPPL in the states that have it is only a
partial solution. It takes a long time to change laws and will
probably require different strategies at the state and federal
levels. Changing policies in ERISA-based health plans will
require federal action, and changes at either level will require
a partnership that goes beyond just trauma surgeons. Partner-
ing with the National Highway Traffic Safety Administration
is a good idea because of its goal to meet federal targets for
drunk driving.

David Hoyt
I agree. Private business groups are going to be one of

the major change agents in the next 50 years, assuming that
they stay solvent. The other one, though, will be Medicare.
Medicare needs to weigh in because how it goes, so goes
everyone else. A very important target for this conference
would be to suggest that a critical set of services become
Medicare approved.

Eric Goplerud
A useful framework for bridging the chasm between what

is known to be effective and what is practiced is the Institute of
Medicine’s (IOM) report Crossing the Quality Chasm. The
report describes the four essential areas for improving quality in
clinical practice. One, knowledge or science of what practices
work. Two, a workforce with the skills to implement those
practices. Three, clinical and other support systems that encour-
age those practices, and four, the financial incentives. This
knowledge could be summarized by the National Institute on
Alcohol Abuse and Alcoholism, by the Preventive Services Task
Force, or by updating Treatment Improvement Protocol 16 that
Peter Rostenberg developed. We have the knowledge, but the
big gap is in current practice, the skills area. Rapid-cycle quality
improvement models used in emergency departments would be
helpful. The Veterans Administration (VA) and others have used
the Institute for Healthcare Improvement (IHI) to reduce waiting
times in emergency departments. One thing that we might do is
to call for an IHI collaborative. It could be funded by CDC,
SAMHSA, or the Centers for Medicare and Medicaid Services
(CMS). The network of Addiction Technology Transfer Centers
supported by SAMHSA could develop training. On financing, I
recommend commissioning a billing study to identify available
CPT or CMS codes that could be used to obtain reimbursement.
A cost-effectiveness study, using the model developed by the
US Preventive Services Task Force, could also be useful. How-

ever, I would first just suggest the IOM’s Crossing the Quality
Chasm as the framework for helping us move from science into
the application. This report is a well laid out roadmap for the
general health care system.

Kimball Maull
Regarding BAC levels, a number of states allow hospi-

tals to report this information. The scientific basis for the
legislation allowing reporting of BACs came from a 1984
JAMA article, which showed that alcohol-impaired injured
drivers were not being convicted of drunk driving. The con-
clusion was that hospitalization protects the injured drunken
driver. In this article, we called for collaboration between the
medical profession and the judiciary. I was a little distressed
to hear a number of my colleagues say, “Well, it’s not my
responsibility.” Despite the surgeon’s priority to patch these
patients up, if we let them back out on the highway, we are
recreating the problem. So I have a plea. I know we are
talking about screening and brief interventions, but if we do
not address the hard-core drunk driver, then I think we will be
abdicating the responsibilities of this conference. Does
HIPAA legislation affect the state laws that allow hospital
reporting of blood alcohol levels?

Susan Nedza
For reporting infectious diseases in Illinois, we have

been told that if state law mandates reporting, it is HIPAA
exempt.

Gordon Smith
There is an article on HIPAA reporting requirements for

infectious disease published in Morbidity and Mortality
Weekly Report about a month earlier.§ It is the clearest thing
I have read on HIPAA, and it underscores the mandate for
public health reporting.

Herman Diesenhaus
One of the things that I’m going to carry away from this

meeting is the need for a crosswalk between HIPAA require-
ments, 42CFR, and your needs. Our office— specifically Ann
Mahony,� who is also at this conference—is the federal
agency which provides technical assistance on 42 CFR Part 2
in conjunction with the Office of General Counsel. We have

‡Embedded in the Uniform Accident and Sickness Policy Provision Law
(UPPL) is a provision that allows insurance companies to deny payment to
doctors and hospitals that render care to patients who are injured as a result of
being under the influence of alcohol or any narcotic not prescribed by a physi-
cian. Further information at http://www.ensuringsolutions.org/alcoholexclu-
sions/fact.htm.

§Lucido L, Koo D, Hodge JG. HIPAA Privacy Rule and Public Health:
Guidance from CDC and the U.S. Department of Health and Human Ser-
vices. MMWR 2003;52(S-1):1-12. Available online from http://www.cdc.
gov/mmwr/preview/mmwrhtml/su5201a1.htm.

�The current 42 CFR part 2 contact at SAMHSA is Dr. Kirk James at
kirk.james@samhsa.hhs.gov and 240-276-1617. A useful publication is
SAMHSA’s Technical Assistance Publication Series 13: Confidentiality of
Patient Records for Alcohol and Other Drug Treatment (DHHS Publication
No. (SMA) 95-3018), available online at http://www.treatment.org/TAPS/
TAP13/TAP13TOC.HTML.
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a HIPAA coordinator¶ and HIPAA workgroup who are look-
ing at where 42CFR governs and where HIPAA governs.
However, I don’t know if they’ve addressed some of the
specific issues that relate to trauma centers. The question that
came up this morning is another important one. Is a whole
hospital covered by 42CFR or just the specialty clinic? So,
we will be glad to work with you on these issues.

Ronald Stewart
I don’t think that physicians need to collaborate with the

judiciary to identify and prosecute impaired drivers. The simple
solution to the low prosecution rate is to put in the emergency
department a police officer who has adequate authority to re-
quire that blood alcohol levels be drawn. It’s a slippery slope
when physicians have to report patients to law enforcement.

Christine Heenan
We need to get back to discussing specific obstacles and

strategies. During both the morning and afternoon presenta-
tions and discussions, I’ve identified eight topics that were
discussed: (1) reimbursement for new services offered in the
trauma center; (2) outcomes and basic definitional issues, for
example: “How do we define the problem? How do we define
the population? How do we define success?”; (3) insufficient
data about interventions in trauma centers—on efficacy, ef-
fectiveness, the best screening instrument, which populations
to intervene with and under what circumstances, and inter-
vention outcomes; (4) leadership in hospitals and trauma
centers; (5) awareness or absence of training; (6) legal/policy,
which includes laws that exempt insurers from paying for
services to alcohol-impaired patients and HIPAA require-
ments; (7) financial concerns and resources, e.g. money for
dedicated staff and training; and (8) patient barriers. Have I
missed any topics?

Donald Trunkey
I’m confused about the insufficient data category. A

1996 study published in Lancet showed that long-term treat-
ment for individuals with alcohol problems had better out-
comes than treatment for patients with diabetes, asthma, or
hypertension. The outcomes in that study were associated
with long-term treatment, but this conference has focused on
brief interventions. However, if the Lancet data are correct,
one of our goals should be to get people into long-term
treatment. If the data are not correct, then this is an obstacle.

Christine Heenan
I want to address a question to Dan Hungerford. Should

we be considering obstacles and strategies in the context of
brief interventions only or interventions that include long-
term treatment as well?

Dan Hungerford
This is a bit of a false dilemma. Many people who

advocate the use of brief interventions use the term as short-
hand for providing a brief intervention for patients with
mild-to-moderate problems and using a brief intervention to
motivate patients with severe problems to act on your referral
to more intensive treatment. So, I don’t think it’s a matter of
focusing only on the people with milder problems to the
exclusion of people with serious problems, or vice versa. I
think we should cover the whole spectrum of problem sever-
ity. However, we need to tailor the onsite intervention to the
severity of the patient’s problem. The entry point is the
screening. Concerns about insufficient evidence of efficacy
reflect differences among trauma surgeons such as, “How
much evidence is going to be needed by the trauma surgery
community before it will move forward on promoting inter-
ventions for alcohol problems or alcohol and drug prob-
lems?”

Christine Heenan
Some of you may think there is sufficient data, but feel

the data just hasn’t been disseminated or shared. This is a
knowledge obstacle. We shouldn’t view our task here as
coming to consensus on the obstacles listed, but rather to
make sure the obstacles are roughly reflective of our discus-
sion in this session and to add to the list, if necessary.

Larry Gentilello
Trauma centers have many commitments and recently

terrorism and disasters have been added to the list. Shouldn’t
we add multiple competing priorities as another obstacle?

Susan Nedza
Another obstacle we discussed was the lack of a business

case model—a cost-benefit analysis showing the value of
screening.

Carl Soderstrom
Should we deal with obstacles as large as cultural

change? Alcohol is big business, which influences the cul-
ture. To really affect change, we have to change the culture in
the United States away from one that condones drunkenness.
We also need to confront the negative stereotypes that de-
velop during medical training. A study published a number of
years ago in JAMA# demonstrated that medical students de-
veloped negative attitudes toward alcoholics during medical

¶The contact person for SAMHSA’s monograph comparing 42 CFR Part 2 and
the HIPAA Privacy Rule is Sarah Wattenberg, the SAMSHA HIPAA Coordi-
nator. She can be contacted at Sarah.Wattenberg@samhsa.hhs.gov or by phone
at 240-276-2975.

#Geller G, Levine DM, Mamon JA, et al. Knowledge, attitudes, and
reported practices of medical students and house staff regarding the diagnosis
and treatment of alcoholism. JAMA. 1989;261:3115–3120.
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school. Another study** showed that emergency physicians
believed alcoholism is treatable, but that alcoholism is diffi-
cult to treat. So, I believe that the culture of attitudes and
misconceptions about alcohol is a major obstacle.

Basil Pruitt
The title of this conference includes drug problems too.

Are screening and treatment procedures identical for patients
with alcohol and drug problems?

Christine Heenan
Most of today’s discussion has focused on alcohol. How-

ever, Tom Babor mentioned the ASSIST [Alcohol, Smoking
and Substance Involvement Screening Test] instrument,
which screens for both alcohol and drugs.

Larry Gentilello
It is rare to find patients with only one substance-use

problem, particularly among younger patients. In our study at
Harborview, 46% of the patients that we labeled alcohol
problem patients actually also had a problem with drugs.
Therefore, I recommend screening for both alcohol and
drugs.

Christine Heenan
At this time, I think we should shift the discussion from

identifying obstacles to considering strategies for implement-
ing programs in trauma centers. Earlier in the conference,
someone suggested that external partners could provide
screening and intervention services rather than having emer-
gency department staff assume additional duties. Dr. Sise,
would you comment on this?

Mike Sise
The San Diego model uses an external partner. Dr.

Dennis Kelso, who is experienced in substance-abuse coun-
seling, screening and brief intervention, put together an or-
ganization to provide the screeners and to train them. So it’s
a matter of outsourcing.

Larry Gentilello
The primary goal of this particular strategy was to des-

ignate staff other than the trauma surgeon to provide these
services.

Christine Heenan
Then I think the broader strategy is to consider desig-

nated staff. One specific strategy for implementation would
be the San Diego model—an external partner staffs, trains,
and employs the individuals who will do the brief interven-
tions. Next, let’s discuss more research and dissemination of

research on efficacy and outcomes. Some specific discussion
around research strategies included multi-center clinical trials
and also collaborative research including experts in alcohol
and addiction. (No comments from group.) How about the
strategy of reorienting or broadening federal funding?

Larry Gentilello
I think the strategy should be “focusing federal funds.”

The federal effort is broad, with no specific focus on trauma
centers. If we want trauma centers to become sites for screen-
ing and interventions, then federal agencies should specifi-
cally target them for funding. Trauma surgeons are at a
disadvantage competing against alcohol researchers for
grants on alcohol treatment efficacy, as they are experts that
know the field better. So, trauma surgeons and alcohol re-
searchers need to collaborate, but federal funding needs to be
focused toward trauma care so that more research that is
relevant to trauma centers actually gets performed.

Christine Heenan
So, targeting federal funds for trauma centers is one

strategy. Collaboration is another strategy, and the two are
not mutually exclusive. More trauma center-specific research
that includes trauma surgeons would help trauma surgeons
understand what this looks like and feels like. For this to be
implemented in their care settings will require research done
in trauma centers by trauma surgeons as PIs.

Herman Diesenhaus
As a federal employee, I have a question for Larry

[Gentilello]. More focused federal funds for what? Research,
dissemination, implementation, or all three? There are differ-
ent funding mechanisms in different agencies.

Larry Gentilello
All three, and I would add there needs to be continued

federal oversight and efforts. For example, two years ago we
had a conference very similar to this on emergency medicine
and implementing brief interventions. There were, I think, six
federal agencies represented. After the conference ended,
there was no follow up by any of the participating federal
agencies with respect to helping participants actually imple-
ment the recommendations of the conference. I would like to
see the federal agencies become as convinced as we are that
intervention in trauma centers deserves funding for dissemi-
nation projects and foundational research. Perhaps CDC
could take the lead in this follow up by alerting agencies
about current research and specifically who is applying for
grants. This information could be posted to the Trauma Sur-
gery website.

Christine Heenan
And the federal government’s response is?

**Chang G, Astrachan B, Weil U, Bryant K. Reporting alcohol-impaired
drivers: results from a national survey of emergency physicians. Annals of
Emergency Medicine. 1992;21(3):284–90.
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Herman Diesenhaus
There have been several efforts to follow up. The an-

nouncement that’s on the table from my agency is an imple-
mentation announcement that suffers from the very weakness
you just pointed out. It is not dedicated to any one treatment
system because of the need being so great. If there is going to
be specific follow-up for trauma surgeons, you have to be-
come salient to key decision makers in a way that you haven’t
been before. Before I became a federal employee, I used to
think the feds could do it. Now that I am employed by the
government, I can say that you have more power to influence
federal funding than we do. So the point is, my agency is
charged with implementation, dissemination, and training;
the research institutes are charged with research, for example,
multicenter clinical trails. This requires a totally different
mindset. We can talk about curricular development later.

Christine Heenan
Actually, curricula reforms or programs within medical

schools or residencies were discussed, but are not currently
on our strategy board. So, we will add reform training mod-
ules. Engage leadership, study financial outcomes, and wide-
spread use of the BAC were also discussed as strategies.

Anara Guard
Two other strategies are worth adding. First, Dr. Sise

recommended community or local involvement. We need to
add this to the list. Another strategy would be to cultivate
nontraditional partnerships like the Institute for Healthcare
Improvement (IHI).

Christine Heenan
Leap Frog would be another to add to this category along

with nontraditional partners like IHI and large businesses
with self-funded insurance plans.

Larry Gentilello
When Carol Schermer presented her survey, one of the

leading obstacles was concerns about confidentiality. Should
this be under the legal and policy category?

Christine Heenan
Confidentiality is listed by 14% of the surgeons surveyed

as a perceived obstacle. We haven’t yet discussed this as a
group. Is confidentiality an obstacle in the trauma-center
setting?

Eric Goplerud
There’s a section on confidentiality in the TIP on trauma,

which is an outdated 1995 report.†† A very simple strategy

would be to update this report to include HIPAA or create a
totally separate report on confidentiality. We should also con-
sider how to get other organizations to sign on to this agenda.
There was a 1991 AMA Resolution that supports getting BACs
on everybody admitted with trauma injury. Getting BACs
should be one of our strategies, but having other organizations
sign on to our strategies should also be a goal.

Christine Heenan
I’ve written it down as “sign on.”

Eric Goplerud
Another issue is to set up a national training quality

improvement system, which is focused on trauma centers and
uses, for example, the IHI collaborative model. One of the
points that IOM’s Crossing the Quality Chasm‡‡ makes is
that there is at least a 12- to 15-year lag from the time that
science demonstrates something as being clinically effective
until it moves into practice. We need to speed up this process.

Charles Lucas
Again, the only way to find out whether the legalization

of street narcotics should be identified as a strategy is to put
it on the list and let people vote on it. Over half of the people
voted yes earlier this morning on a straw vote and that
included just about all of the trauma surgeons. So let’s put it
on the list and find out where it stands.

Donald Trunkey
Could we change that to legalization/regulation?

Larry Gentilello
It’s really important that we define what we mean. Le-

galization and decriminalization are distinctly different
things, and people confuse the two. Dr. Lucas made the point
that the only problem (and I emphasize the word “only”) with
morphine is that it’s not sterile, causing abscesses. He made
the point that the only problem with cocaine is that its dose is
not regulated, causing toxicity. I would say that those are the
only surgical problems that arise from drug addictions. Drug
addiction in and of itself is a problem. Speak to any family
member or patient, and they will tell you that. Legalization
just means it is available, and its use is not a problem. We’ll
tax it and so on and so forth. Decriminalization makes it an
illness—not a crime. So, if you’re found to be in possession,
following Dr. Trunkey’s recommendation, you get treat-
ment—not jail time. Decriminalization doesn’t legitimize use
and implies the hope of recovery. Legalization means that we

††Substance Abuse and Mental Health Services Administration, Center
for Substance Abuse Treatment. Treatment Improvement Protocol (TIP)
Series 16: Alcohol and Other Drug Screening of Hospitalized Trauma Pa-
tients. Rockville, MD: U.S. Department of Health and Human Services,

1995. DHHS Publication No. (SMA) 95-3039. Available online at http://
www.ncbi.nlm.nih.gov/books/bv.fcgi?rid�hstat5.chapter.36481.

‡‡Institute of Medicine, Committee on Quality of Health Care in Amer-
ica. Crossing the Quality Chasm: A New Health System for the 21st Century.
Washington, DC: National Academy Press, 2001.
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give up on treatment and let it be freely purchased, like going
to a pot café in Amsterdam, so it can be taxed.

Donald Trunkey
I prefer legalization, but is it feasible? 70% of Americans

oppose it. When I say legalization, implied in that is medical
treatment. Medical treatment becomes mandatory once a
crime has been committed. Whether treatment referrals are
mandatory if a crime has not been committed is another issue.
Drug use is going up. The most common drug we find in a
study we’re doing on high school athletes is Ecstasy, which
they combine with alcohol. If we don’t test for this to obtain
good data, I think we will have wasted a real opportunity
here.

David Hoyt
The thing that I’ve seen most effective in the last 10

years in getting the attention of our hospital administration,
our dean’s office, and the health care community that I live in
has been identifying and measuring certain aspects of health
care. In this case it would be providing interventions by what
I’ll call the providers. Is that on that list?

Christine Heenan
I think “process outcomes” covers that some, but it’s also

a strategy for engaging leadership.

David Hoyt
If identifying and measuring of certain aspects of health

care is not on our strategy list, it should be. I’m talking about
Leap Frog, which sort of boiled out of the business commu-
nity in response to rising health care costs and as a way to
influence health care quality. Whether it’s right or not, it
seems to have jarred the medical community into action. I
think the implementation strategy that we’re looking for,
specifically for interventions (assuming we think it is good
science), is really going to have to come from external agen-
cies.

Christine Heenan
I think the Leap Frog engagement, the way you talked

about it in your presentation discussion is meant to be cap-
tured in nontraditional partners, but it’s also a strategy for
engaging leadership in hospitals and trauma centers.

David Hoyt
That doesn’t quite do it for me. Let’s call it “engaging

payers.”

Mike Sise
Dan [Hungerford], I think this conference needs a

screening and brief intervention. [Laughter.] If we’re going to
accomplish what we’ve set out to, we obviously need to have
more education because there’s a tremendous spectrum of
levels of education on this topic among our opinion leaders.

Christine Heenan
Let’s each assign our top three priorities, among the

strategies that have been discussed; and note the obstacles
you want addressed as guidance to the Steering Committee
discussion that will follow this one. Meanwhile, Dr. Sise,
why don’t you make your bid for strategies you’d like to see
in addition to education, as the top strategies that would
occupy discussion about recommendations?

Mike Sise
There has to be a basic set of studies. Our non- trauma

surgeons in this room ought to recommend the set for us to
read—maybe the top dozen studies. We can use these to see
whether we agree or not on the level of evidence. Then we
can discuss what further evidence will be needed to convince
both ourselves and our colleagues of what to do with our
patients who are at risk for alcohol and drug misuse.

Christine Heenan
Okay. So, Are there other specific recommendations?

Anara Guard
If we’re going to lobby, then I’m going to lobby against

the obstacle of needing more outcomes and efficacy studies.
The reading list should include an editorial by Dr. Barry Pless
that appeared in the most recent issue of The Journal of Injury
Prevention published by the British Medical Society and the
leading commentary in the most recent issue of Public Health
Reports by Judith Curland. Both are based on the prevention
principle, which has been used in environmental health for a
long time and is now being examined by other fields of public
health. Basically, this principle states that if we had waited
for perfect data on asbestos, if we had waited for perfect data
on lead paint, we would still be waiting and doing nothing
about the problem. My impassioned plea is that I think the
data are good enough to use. What other choice do we have?
To keep doing what we’re doing now, which isn’t much and
isn’t enough?

Susan Nedza
This is specifically what has been done in the medical

errors arena. A bibliography was put together—an annotated
bibliography including articles and a summary—and that has
then been disseminated. This was done through the National
Patient Safety Foundation. This is a model we should follow

Larry Gentilello
There’s already a Cochrane report on alcohol interven-

tions to prevent injuries, which concluded there was already
sufficient evidence. So all we really need to do is download
the Cochrane database. In his introduction to the conference,
Dr. Pruitt mentioned the Cochrane collaboration reported
insufficient evidence for prevention, but that was an analysis
of primary prevention interventions—ones designed to pre-
vent adolescents mostly from developing an alcohol problem
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in the first place. With respect to the question, “Do interven-
tions reduce the risk of repeat injury?” there already is a
Cochrane Report on that answering in the affirmative.

Christine Heenan
What’s another high priority strategy or recommendation

that you’d like the Steering Committee to consider?

Larry Gentilello
The role of the COT [American College of Surgeons

Committee on Trauma].

Christine Heenan
What would you like that role to be?

Larry Gentilello
The COT sets the standards and guidelines that those of

us who do trauma care in the United States live by. It has
more clout for getting this agenda put forward than probably
any other entity. It could require that screening and interven-
tions be an essential component of trauma care. Or, it could
make it a recommended component, or something in be-
tween.

Christine Heenan
Dr. Meredith, how should the COT be engaged on these

questions?

Wayne Meredith
Specific recommendations would be very helpful. The

role of the COT can be played out in several ways. One, if we
could develop a curriculum, we could use it to disseminate
some of these skills to trauma surgeons. I’d applaud the effort
and suggest that our prevention committee take that on. We
also can engage folks like Larry [Gentilello] to help develop
a position statement describing what should be done or to
develop an evidence-based medicine guideline that the Com-
mittee on Trauma could recommend. The resultant product
would be disseminated to trauma centers and trauma direc-
tors. And we can develop material for the gold book [Optimal
Resources for Care of the Injured Patient]. There are many
places in that book we could describe “ideal” trauma center
care without mandating it as one of the essential criteria. I do
not believe it will be possible to make an alcohol intervention
program an essential criterion until some obstacles are re-
moved—the insurance piece, for example, and where the
resources would come from. Relatively quickly, we could
probably gain the momentum to make intervention programs
a criteria deficiency if a trauma director or a trauma program
resisted efforts from either the prevention or the alcohol
treatment communities to collaborate with the trauma pro-
gram. Now that would be a criteria deficiency. One is not
committed to trauma care or to proper prevention efforts if
active participation is resisted. We cannot force the trauma
centers to seek out the prevention and alcohol treatment

communities. But, if those groups come knocking on the
door, the COT can make sure somebody will answer and let
them in.

Christine Heenan
Evidently, there are some specific strategies beyond de-

veloping a criterion deficiency.

Wayne Meredith
Developing an evidence-based medicine paper would be

valuable.

Christine Heenan
Dr. Hoyt, do you have a specific recommendation or

strategy?

David Hoyt
In September, the American Association for the Surgery

of Trauma is dedicating part of its meeting to something that
Carol [Schermer] is putting together. It will be an interactive
questionnaire to poll trauma surgeons from around the coun-
try on these issues. That would be an opportunity to get
feedback on the results of this conference.

Herman Diesenhaus
The Administrator of SAMHSA, the agency that I work

for, and the Administrator of Health Resources and Service
Administration (HRSA) are going to have a joint listening
session to which representatives of various groups with issues
for these agencies are invited. The current level of interaction
that HRSA has with emergency medicine and trauma sur-
geons seems low. But HRSA and SAMHSA are the two
federal agencies that are charged with training and capacity
building for medical and substance treatment services.

Christine Heenan
I want to turn back to Larry Gentilello and ask, just

because it was discussed as a major barrier on the insurance
side, what happened in those six states that changed their
insurance laws?

Larry Gentilello
The process usually starts by speaking to the state alco-

hol and drug abuse director. Every state has one. You make
a presentation to the National Association of State Alcohol
and Drug Abuse Directors (NASADAD)—and they always
agree that these insurance denials are bad policy—and then
you find a committed trauma or emergency physician in the
state who is willing to testify and coordinate the effort. I’ve
been working with emergency medicine people because long
ago they passed a resolution to repeal the UPPL laws. You
should also make a presentation to your State Board of
Emergency Medical Servics (EMS). The board will unani-
mously agree that this law be repealed. So now you have two
state agencies, the State Board of EMS and the State Board of
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Alcohol and Drug Addiction, in agreement. These agencies
have entree to legislators’ offices and to state insurance com-
missioners’ offices. Next, building a network of stakeholders
is crucial; Mothers Against Drunk Driving, for example, is
very active because it wants people tested. The National
Commission Against Drunk Driving also is very active. To-
gether; we have about 30 organizations, and others, who will
write letters to key legislators and send mass e-mails and
faxes at opportune times, and they will send people to testify.
And we get it done.

Christine Heenan
I’m curious. Does law enforcement weigh in with oppo-

sition in any of the six states that changed their laws?

Larry Gentilello
Law enforcement is supportive. The American Associa-

tion for the Surgery of Trauma (AAST) is the organization
that has enabled this to happen. When I chaired its Prevention
Committee, I approached key members, particularly Gill
Cryer, who were very enthusiastic and supportive, and they
provided the financial foundation to enable this coalition to
get started.

Christine Heenan
Let’s discuss the last three strategy offerings and then

ask Dan [Hungerford] to set the agenda for tomorrow.

Peter Rostenberg.
Leadership. We are the “leadership,” but we are not

leaders only for trauma surgery in trauma centers. What we
do here will be emulated in community hospitals throughout
the country. That’s where most trauma care in the U.S. is
delivered. We have a tremendous opportunity and a tremen-
dous responsibility. I’m not afraid to ask for money. To get
leadership, we need to ask for money. Our efforts need
ongoing funding.

Chris Dunn
I’m glad that Peter [Rostenberg] mentioned leadership

because it is my understanding that all the strategies we’ve
listed work toward the goal of disseminating brief interven-
tions broadly to trauma centers. I think this dissemination
task takes an organizational intervention. When I look on our

list of strategies, leadership is the closest one to an organi-
zational intervention. Perhaps some of you think of leader-
ship as all encompassing and as including all possible orga-
nizational strategies that might influence trauma centers to
implement brief interventions. But there are other ways too.
Engage the American College of Surgeons. Capitalize on the
survey that’s going out by disseminating the results to help
change organizations. Another way is through dissemination
of innovation—as we saw with Carol Schermer’s study. We
need to broaden the “leadership” category in our minds so
that when we assign a priority to it, we include all of these
things.

Christine Heenan
Your point is correct. The only items on the list that

speak to organizational change are “research on process out-
comes” and “leadership,” but despite Carol Schermer’s pre-
sentation this morning, there hasn’t been a discussion about
dissemination to other institutions—specifically about what’s
working and where it’s working. I think this is an important
addition.

Christine Heenan
At this time, please turn in your scoring sheets. I think

your input will yield some valuable suggestions for the Steer-
ing Committee. Dan [Hungerford], will now explain the
agenda for tomorrow.

Dan Hungerford
I want to meet now for about an hour with the Steering

Committee to sort through this afternoon’s discussion and get
its advice on specific recommendations. Between that meet-
ing and tomorrow morning, I will put them in draft form and
present them to the full group tomorrow morning. The rest of
the morning will be devoted to getting your feedback. I think
that our discussion of the obstacles and potential strategies
this afternoon and looking at what you’ve written will be
useful to the steering committee and me while we consider
draft recommendations for tomorrow.

After the conference, I will take the feedback you give
me tomorrow and incorporate it into revised recommenda-
tions and text to provide the background and rationale for
each recommendation. After that, the steering committee and
I will go through a series of iterations to produce a final set
of conference recommendations on which we can agree.
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Session 5: Discussion of Draft Recommendations

J Trauma. 2005;59:S155–S166.

Daniel Hungerford
To open the final session of the conference, I’ll begin by

distributing draft recommendations from the steering com-
mittee. This morning’s discussion will be an opportunity to
provide the steering committee with detailed feedback on
these recommendations and to suggest important topics that
may have been overlooked. Although each final recommen-
dation will be only one or two sentences in length, each will
also include a paragraph of supporting text. Our discussion
this morning will help the committee to decide on final
wording for the recommendations and to clarify the support-
ing text.

Final recommendations will not be a consensus or based
on a majority vote of conference participants. Instead, they
will represent areas of broad agreement among conference
participants. I promise I will try to incorporate as many
suggestions as possible into the next draft, but the steering
committee, which represents the range of perspectives in the
larger group, will have final approval of conference recom-
mendations.

Please keep in mind that the sequence and numbering of
these draft recommendations do not imply a priority order.
Now, let’s begin the discussion.

RECOMMENDATION 1: Trauma centers currently
offer a variety of rehabilitative services, such as physical,
occupational, speech, and nutritional therapies. Interven-
tions for alcohol and drug problems carry the same high
priority, and providing these interventions should be con-
sidered an integral part of the trauma center’s mission.

There were no questions or comments on this recommen-
dation, presumably because there was widespread accep-
tance.

RECOMMENDATION 2: Because the alcohol and
drug problems of trauma patients are a major public
health concern and population-based surveillance data
are not available, reporting of problems to public health
authorities should be mandatory.

Raul Caetano
I think that the term “population-based” is inappropriate

for this recommendation. A variety of national surveys do
provide data on alcohol dependence, alcohol-abuse problems,
and heavy or at-risk drinking for the United States popula-
tion. This recommendation focuses on patients in a specific
clinical setting. Although Cheryl Cherpitel* of the Alcohol
Research Group at Berkeley (http://www.arg.org/) has pub-
lished epidemiologic data on alcohol-related issues among
patients treated in emergency rooms, we lack data for trauma
patients.

Dan Hungerford
Research studies generally collect data from one or two

emergency departments for a short period of time. These
types of studies are not equivalent to a surveillance system,
which would provide national estimates based on a probabil-
ity sample of all emergency departments and would monitor
changes in those estimates over longer periods.

Herman Diesenhaus
The Drug Abuse Warning Network (DAWN),† run by

the Substance Abuse and Mental Health Services Adminis-
tration (SAMHSA) may provide for a broader sample of
emergency departments than single-institution studies. How-
ever, institutions that contribute data to DAWN may not use
uniform methods, and DAWN does not include data from
trauma centers. Perhaps a trauma center module could be
added.

Larry Gentilello
Trauma centers do not generally collect data on alcohol

abuse or dependence. Rather, trauma centers log data on a
patient’s blood alcohol concentration (BAC). Therefore, the
data we have will be about patients who are intoxicated, i.e.,
who are intoxicated after a stabbing, a crash, or a fall.
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Dan Hungerford
The central issue is what, specifically, would the recom-

mendation ask trauma centers to report. Larry [Gentilello],
are you suggesting that trauma centers should report BAC
and tox screens?

Larry Gentilello
We need to clarify this. DAWN provides reasonable

information about surges in problematic drug use in specific
cities, such as new outbreaks of medical problems with Ec-
stasy or methamphetamine use. Hospitals in the system ab-
stract information about drug use, even legal and over-the-
counter drugs, from the medical records of patients.
However, the weaknesses of the system are that doctors
rarely order tox screens, and when they do, it is not on a
systematic sample. Although the hospitals that DAWN sam-
ples are representative, the system clearly underestimates the
proportion of patients who present under the influence of
drugs. I am a member of DAWN’s advisory board and can
raise the issue of including trauma centers, but it will be a
hard sale.

Dan Hungerford
There are two major issues with this recommendation: 1)

what specific data should be reported? and 2) should report-
ing be mandatory? Let’s have some discussion on the second
issue.

Jeffrey Hammond
This recommendation could be dangerous without pro-

visions for anonymity and confidentiality. Remember that
celebrated lawsuit in New Jersey? It involved unauthorized
release of emergency department records showing a patient’s
alcohol information and eventually cost the Medical Center at
Princeton $2 million. I’m concerned about the definition of
terms in this recommendation. Does the term “problem” in
alcohol and drug problems refer to driving under the influ-
ence (DUI)? Elevated blood alcohol levels? Positive tox
screens? ”Public-health authorities” is also ill-defined. Do we
mean local, regional, state, or federal authorities? Moreover,
how will authorities use reported information? Finally, use of
the term “mandatory” creates an unfunded mandate for re-
porting institutions and public health authorities. I’m con-
cerned that the data will not be used. Although widespread
surveillance might be an appropriate long-term goal, imple-
menting screening and brief intervention should be the higher
priority.

Eric Goplerud
There are a number of surveillance systems that might

address alcohol and drug involvement in hospitalized trauma
cases, for example, HCUP (the Healthcare Cost & Utilization

Project),‡ the National Hospital Discharge Survey,§ and com-
munity epidemiology workgroups (CEWG) supported by the
NIDA (National Institute on Drug Abuse), SAMHSA, and
ONDCP (the White House Office of National Drug Control
Policy).� This recommendation should suggest using existing
surveillance systems to obtain trauma data, and managers of
these systems should be involved in determining how the data
will be used.

Dan Hungerford
Some of you have indicated that trauma centers are not

routinely or uniformly capturing data such as blood alcohol
levels and tox screens and also are not transferring data to
parties who could aggregate local data for broader public
health use. I believe the goal of this recommendation should
be to improve the quality of data by requiring the collection
of routine and uniform data in trauma centers.

Eric Goplerud
One reason that DAWN has not been useful is that

alcohol involvement was only reported when used in con-
junction with other drugs. This has now been changed. I
recommend that groups involved in collecting and using this
data expand their focus to include trauma patients.

Gordon Smith
I agree. DAWN has had many problems from an epide-

miologic point of view. However, it could be improved by
including a random sample of perhaps 120 trauma centers and
by funding routine alcohol and drug testing in those centers.
The confidentiality of the data would need to be carefully
protected. Carl Soderstrom has done innovative work testing
leftover blood samples. I think that a cost-effective system
could be built that would demonstrate that the prevalence of
alcohol and drug involvement is far higher in trauma services
than in outpatient emergency departments. The next step
would be to form a working group.

Carl Soderstrom
DAWN data are abstracted from medical records. How-

ever, information in the record does not reflect any systematic
method or protocol for asking questions. For example, ab-
stractors identify drug mentions, a concept that is not well
defined. Clearly, the number of patients tested for alcohol or
drugs in emergency departments is miniscule. Adequate sur-
veillance does not require a large number of hospitals, just a
reasonable sample, and the National Trauma Data Bank¶

could be used to identify centers that are already testing large

‡ For further information, see http://www.ahrq.gov/data/hcup/.
§ For further information, see http://www.cdc.gov/nchs/about/major/

hdasd/nhds.htm.
� For further information, see http://www.whitehousedrugpolicy.gov/.
¶ For further information, see http://www.facs.org/dept/trauma/ntdb.html.
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numbers of patients. Ten large centers that test routinely
might be adequate if the sample accounts for variation in
mechanism of injury and demographics. Right now, the lit-
erature is full of anecdotal reports, with no consistent method.
So, because the estimates we currently have are not useful,
the National Trauma Data Bank would be a good place to
start.

Dan Hungerford
Surveillance systems can be structured to serve two

somewhat different goals: 1) to measure the total impact of a
condition by producing accurate estimates of the prevalence
of a condition in a population, in this case, hospitalized
trauma patients or 2) to serve as a sentinel system—an early
warning system for changes in the prevalence of a condition
over time or in specific parts of the country. Relatively few
institutions are required for a functional sentinel system, but
data from a sentinel system may not be adequate to produce
reasonable prevalence estimates for the patient population
served by all trauma centers. Similarly, data from a few large
institutions probably will not produce estimates that accu-
rately reflect conditions in the many smaller, non-urban
trauma centers. Which of these goals is the most important at
this point in time?

Carl Soderstrom
In the Baltimore trauma center, 85% of the patients come

from outside the beltway—not from the inner city. Through-
out the country, there are many trauma centers that serve as
the only center in a particular region, and patients come from
rural, suburban, and urban populations. When choosing a
sample, this is an important consideration.

Michael Sise
We’re discussing a condition that has been a root cause

for trauma deaths over five-and-a-half decades. The Arrestee
Drug Abuse Monitoring# (ADAM) process (drug testing of
all arrestees on entry to the justice system) has been one of
the most effective strategies for drug prevention in San Diego
County. Trauma centers are part of the public safety net.
Therefore, I recommend mandatory admission drug and al-
cohol testing and mandatory reporting to appropriate public
health authorities. It’s important to note that reporting re-
quired by regulation is not protected by the Health Insurance
Portability and Accountability Act (HIPAA). However, pro-
tecting the confidentiality of patients’ records is crucial to
avoid nonreimbursement issues with insurance companies.

Herman Diesenhaus
I don’t think the federal government will invest in

another large-scale system to produce epidemiologic data
specific to alcohol and drugs. However, there are other
systems that could be linked to the National Trauma Data
Bank. ADAM is one system but it’s primarily a research
surveillance tool of the National Institute of Justice. Its
goal was to become a national probability sample, and it
has not. Another is the Drug Evaluation Network Sys-
tem** (DENS), which is a highly automated system that
provides data on patients entering addiction treatment and
treatment programs. We can work with you to achieve this
if there is agreement that we need to expand existing
systems.

Donald Trunkey
Trauma surgeons routinely see nursing home patients

who have fallen. Because approximately 6% of these pa-
tients are on blood thinners, surgeons generally get an
International Normalized Ratio (INR††) because it is con-
sidered good medical practice. More than 50% of trauma
patients present with a drug or alcohol on board. Although
I don’t see a need to test patients under the age of 10, data
from mandatory testing would be useful for a variety of
purposes, namely, to produce accurate estimates of this
problem, to inform prevention programs, to assist patients
in entering substance-abuse treatment programs, and to
ensure proper medical treatment of trauma. Why are we
debating this recommendation?

Carl Soderstrom
Because it is very important that this data be accurate

when we talk to politicians and policy makers.

Heidi Hotz
Before a trauma service can become a trauma center, it

must have a trauma registry, which measures performance,
informs injury prevention programs, and even affects staffing
ratios. I support mandatory BACs and tox screens on trauma
patients. The data can then be entered into the trauma center’s
registry and reported to county and state registries, which in
turn can be downloaded into the National Trauma Data Bank.
This data will improve trauma care for patients with sub-
stance use problems.

# The National Institute of Justice’s ADAM program tracks trends in the
prevalence and types of drug use among booked arrestees in urban areas. The
data play an important role in assembling the national picture of drug abuse in
the arrestee population and have been a central component in studying the links
between drug use and crime. See http://www.adam-nij.net/.

** The Drug Evaluation Network System (DENS) is an ongoing, mul-
tisite, electronic data collection and reporting system providing standardized,
automated, and timely data via modem on patients entering addiction treat-
ment and treatment programs. Sponsored by the White House Office of
National Drug Control Policy (ONDCP) and the Center for Substance Abuse
Treatment (CSAT). See http://www.densonline.org/.

†† INR is a standardized measure of blood clotting function.
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Herman Diesenhaus
The Community Epidemiology Work Group (CEWG‡‡)

is a network of researchers from major metropolitan areas and
select foreign countries that meets semiannually to review the
current epidemiology of drug abuse. They review a variety of
reporting databases, primarily for data related to illicit drugs,
but trauma center data are not included. This recommenda-
tion should address how either DAWN or CEWG data could
supplement data from the National Trauma Data Bank.

Christopher Dunn
I think this conference has been one of contemplation,

not action, with respect to implementing brief interventions in
trauma centers. We’ve been talking about changing the
world, i.e., mandatory reporting, rather than discussing ways
we can use the resources we already have to implement
something that, according to all of the speakers, works. I
don’t sense broad agreement among surgeons about whether
a blood alcohol level is medically required to manage a
multisystem trauma. However, we do need to know if cocaine
use is the source of deep depression in a patient 3 days after
surgery. Is this patient in cocaine withdrawal or suicidal
naturally? Drug and alcohol tests are important. However, we
need to decide whether these tests are required for managing
multisystem trauma. If so, we need to order these tests more
often.

Michael Sise
This conference presents an important opportunity be-

cause so many leaders in the trauma field are in attendance.
Trauma centers already enter blood alcohol levels and tox
screens in their trauma registries. These data are important to
inform prevention programs. For example, having data on
teens admitted to trauma services helps inform prevention
programs in high schools. Now is the time to improve the
data, immunize it from misuse by insurance companies, and
make it reportable.

Donald Trunkey
I think most conference participants agree that reporting

should be mandatory. However, I’m concerned that many
surgeons will resist reporting, either because they believe
substance abuse treatment is not available or for reasons
associated with civil liberties and violation of patient trust. If
we could demonstrate that mandatory testing and reporting
leads to better treatment and prevention programs, this may
no longer be an issue for resistant surgeons. An appropriate

first step would be to evaluate mandatory testing and report-
ing in specific geographic regions. This course would also
improve current data quality.

RECOMMENDATION 3: Routine BAC and toxicol-
ogy testing improves surveillance data, allows analysis of
drunk driving prevention efforts, is useful for monitoring
emerging trends in drug use, improves clinical management,
and facilitates screening and interventions. In many states,
current insurance statutes allow denial of payment for
trauma care of patients identified by these tests. These stat-
utes have been identified as a significant barrier to routine
BAC and toxicology testing and should be repealed.

Larry Gentilello
These statutes known as UPPL§§ impede adoption of

screening and intervention programs in trauma centers and
mandatory reporting of results. For example, Wayne
Meredith, chair of the American College of Surgeons Com-
mittee on Trauma (COT), has stated that the College will not
require screening and interventions until these statutes are
repealed. Trauma centers will not screen if insurance compa-
nies deny payment for medical treatment. Through funding I
have obtained from the Robert Wood Johnson Foundation, I
can use funds to gather data on how the law affects screening
but not to lobby for or against the law. However, there are
several groups concerned with this issue who could lobby for
repeal of these laws in a few high-profile states. Before-and-
after studies would demonstrate how changes in the law
enable trauma centers to implement screening and interven-
tion programs. Surgeons in those states would then be able to
testify about the effects in other states contemplating chang-
ing the law. Although I am not suggesting this as a formal
conference recommendation, funding to hire a lobbyist could
be raised through groups such as Mothers Against Drunk
Driving (MADD), members of the Coalition for American
Trauma Care (CATC), the American Association for the
Surgery of Trauma (AAST), the American College of Sur-
geons (ACS), and the National Commission Against Drunk
Driving (NCADD).

Jeffrey Hammond
Many trauma patients in New Jersey are covered by

Empire Blue Cross of New York. Denial of reimbursement is
common in New Jersey. This issue has been debated exten-
sively in the Trauma Center Council in New Jersey, and 8 of
the 10 trauma centers in New Jersey do not test for BACs
specifically for this reason. When trauma centers are on the
cusp of financial viability, it doesn’t take many denials to‡‡ Established by the National Institute on Drug Abuse (NIDA) in 1976,

the CEWG is a network composed of researchers from major metropolitan areas
of the United States and selected foreign countries that meets semiannually to
discuss ongoing community-level surveillance of drug abuse and provide current
descriptive and analytical information regarding the nature and patterns of drug
abuse, emerging trends, characteristics of vulnerable populations, and social and
health consequences. For more information, see http://www.nida.nih.gov/about/
organization/CEWG/CEWGHome.html.

§§ Embedded in the Uniform Accident and Sickness Policy Provision
Law (UPPL) is a provision that allows insurance companies to deny pay-
ment to doctors and hospitals that render care to patients who are injured as
a result of being under the influence of alcohol or any narcotic not prescribed
by a physician. Further information at http://www.ensuringsolutions.org/
alcoholexclusions/fact.htm.
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stop screening. It only takes a few denials of payment to
affect policy. Some surgeons have suggested taking the in-
surance companies to court. We don’t have the resources or
the time to litigate the issue. Instead, we should make over-
turning laws that allow for denial of reimbursement a number
one priority.

Raul Caetano
Again, I’m concerned about the focus on blood alcohol

testing. This is not essential for conducting interventions or
beginning data collection. I think this would only delay im-
plementation of screening and intervention programs.

Donald Trunkey
Because many trauma patients are unconscious when

they arrive, how can surgeons determine a patient’s real
health problem without knowing BACs?

Raul Caetano
I realize that BACs and tox screens are required for

clinical management. However, blood alcohol levels are not
necessary in studies which characterize the association be-
tween trauma and alcohol or drug use. For those purposes,
other measures of risk are adequate.

William Schecter.
I think this recommendation should note that BACs and

other screening processes are complementary procedures.
There is no good reason we should not be reporting the
epidemic of alcohol and drug use to public health authorities,
like we do for infectious diseases. Tox screens and BACs
should be mandatory and reported in a confidential manner to
public health authorities. This language should be included in
the recommendation.

Eric Goplerud
With regard to repeal of UPPL, Larry [Gentilello] is

absolutely convincing that the term “must” ought to be used
instead of “should” and that we ought to be searching for
advocates, i.e., the American Hospital Association, the Na-
tional Conference of Insurance Legislators (NCOIL), or other
groups. Otherwise, how can we get support for these recom-
mendations to give them life beyond a Center for Disease
Control report? Although what I’m about to say doesn’t quite
fit under this recommendation, we ought to be looking for a
way to take these recommendations to other groups that are
likely to be concerned, for example, mayors of large cities
where this is a significant issue. There are a number of groups
who do lobbying that ought to be engaged on this.

Dan Hungerford
So, you are saying we need to promote these proceed-

ings?

Eric Goplerud
Absolutely.

Herman Diesenhaus
We should be reporting trauma cases with alcohol or

drug involvement. We don’t need to determine the best way
to operationalize data elements for this task because that
would take a great deal of work. I’m impressed by surgeons’
claims that about half of their trauma cases have alcohol or
drug involvement and believe that policy makers would sup-
port new programs if these estimates can be verified. How-
ever, I am not aware of any good estimates in the sentinel or
national surveillance systems. Throughout my years of work-
ing with state-based substance abuse epidemiology programs,
I’ve heard about recommendations to collect such data in
emergency departments and hospitals, but I’m not aware of
any state-based substance abuse epidemiologists who are
collecting such data. The lack of estimates from trauma
services is a significant omission that should engage state
substance abuse agencies as part of their effort to document
the size of the treatment gap.

Dan Hungerford
Okay, let’s move on to Recommendation 4. First, Basil

[Pruitt]?

RECOMMENDATION 4: Based on the current body
of evidence on efficacy, many expert and consensus panels
have recommended screening, on-site interventions, and
referral for substance-use problems in medical settings.
To increase support for interventions for these problems,
the evidence and recommendations should be dissemi-
nated throughout the field of trauma surgery.

Larry Gentilello
It’s been suggested that the COT make educational in-

formation available. Professional meetings sponsored by the
AAST could provide seminars, lectures, and CME opportu-
nities, and substance abuse experts could also be invited to
participate. The recommendation needs to be more specific
about how to accomplish this goal.

Michael Sise
I’ve given Gill Cryer 20 articles on the efficacy of sub-

stance-abuse interventions, and we are planning on conduct-
ing an attitude survey of trauma directors and key staff in Los
Angeles and San Diego counties. After the survey, we will
ask respondents to read a set of articles and then reassess
attitudes. Our colleagues in San Francisco could join the
effort.

William Schecter
I suggest that the continuing education also include sur-

geons outside AAST. An interactive panel discussion at the
annual clinical congress of the American College of Surgeons
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would be ideal. Publication of this discussion in the Journal
of American College of Surgeons would reach surgeons who
deal with trauma all the time but who are not members of
AAST.

Raul Caetano
I’m a member of National Institute on Alcohol Abuse

and Alcoholism’s (NIAAA) advisory council, which will be
meeting next week. After consulting Peggy Murray, an
NIAAA staff person attending this conference, I’ve decided
to recommend that NIAAA develop an educational module to
disseminate knowledge on brief interventions to trauma sur-
geons.

Larry Gentilello
Conference participants who specialize in substance

abuse treatment and research have indicated that they didn’t
realize the opportunities to intervene for substance abuse
problems with patients in trauma care settings. Perhaps you
could invite trauma surgeons to present at your meetings to
further your understanding of the opportunities in this clinical
setting.

Kimball Maull
The COT Subcommittee on Injury Prevention and Con-

trol has a module on alcohol that focuses on the physiology
of alcohol, alcohol-related injury statistics, and the effective-
ness of drunk driving laws. This module is one way to get
information to surgeons, but it needs revision to include
information on interventions and assessments.

Larry Gentilello
The COT has a variety of downloadable slide sets on

injury prevention, drowning, bicycle helmets, etc. The one on
alcohol and injury is downloaded far more often than the
others and often by those from other countries. However,
these slides contain little information on interventions.

Eric Goplerud
Because trauma centers operate in hospitals, I think ed-

ucational efforts should include the Joint Commission on
Accreditation of Healthcare Organizations (JCAHO), other
accreditation groups, and the American Hospital Association
(AHA).

Heidi Hotz
As President of the Society of Trauma Nurses, I want to

highlight the key role trauma nurses and trauma nurse coor-
dinators play in managing the trauma registry, education in
the community, and injury prevention activities. We have
access to hospital CEOs who have important decision-making
power over the operations of a trauma center and to case
managers and social workers who might be available to
implement interventions. We are also often involved in per-
formance improvement programs in hospitals and trauma

centers. I recommend that trauma nurses be included in the
development of educational modules and dissemination ef-
forts.

Ann Mahony
In addition to the content of this educational module, a

dissemination strategy is key. I suggest that we identify target
groups and determine which communication methods will be
used. Some helpful concepts and case studies on dissemina-
tion strategies can be found in The Tipping Point: How Little
Things Can Make a Big Difference, by Malcolm Gladwell.

Peggy Murray
There are volumes of literature on what brings about

change in medical systems and physician behavior. Because
staff at the Agency for Health Care Research and Quality
(AHRQ) is familiar with this literature, they should also be
included in these efforts.

RECOMMENDATION 5: Although evidence on the
efficacy of screening, interventions, and referral for sub-
stance use already exists, further research is required to
optimize implementation, cost effectiveness, and in-
creased efficacy.

Anara Guard
Who should implement this research? Conference par-

ticipants agree that the trauma community should be involved
in further research efforts, but the trauma community is not
familiar with the existing research on the efficacy of screen-
ing and brief interventions. So, it isn’t realistic to expect them
to conduct this type of research by themselves. Others need to
be involved—alcohol researchers, injury control researchers,
insurers, and others with a stake in reducing negative out-
comes. Also, this type of research should be funded by
federal agencies.

Harold Perl
Even when the efficacy of an intervention is beyond

doubt, we would want further research to optimize its effec-
tiveness. That effectiveness research might be in addition to
more efficacy studies or in place of them.

Dan Hungerford
This type of research can also be used to help lower the

cost of screening and intervention protocols.

Editorial Note: The recording equipment malfunctioned
at this point in the discussion. The discussion focused on how
future research should help adapt screening and intervention
methods to trauma centers. Participants suggested that
screening and intervention protocols must be integrated into
trauma centers in ways that fit prevailing practice patterns.
For example, protocols should minimize the need to hire new
staff or reorganize service delivery. Participants expected
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that further effectiveness research would be required to
achieve this goal.

RECOMMENDATION 6: Research is required to
develop a menu of options to allow screening and inter-
ventions to be easily implemented in trauma centers with
different characteristics.

William Schecter
I don’t understand the wording in this recommendation.

We have already elucidated screening tools, including BACs
and urine tox screens. Why do we need this recommendation
at all?

Harold Perl
Research may be the wrong word to use. The menu needs

to be established, operationalized, and widely disseminated
so it will be used. Perhaps federal agencies and professional
groups could collaborate on this.

Heidi Hotz
This recommendation represents a “how-to” manual—

how to get this implemented. Text should be general so that
it will be useful for Level I, II, III, and IV trauma hospitals
and flexible so that it can be applied in hospitals with differ-
ent levels of resources.

William Schecter
We’ve been talking about establishing and disseminating

a practice guideline for the management of these patients.

Dan Hungerford
I agree. “Research” may not be the best word here.

However, we need to be careful about disseminating a “how-
to” menu or practice guideline without first testing it in the
field. This type of evaluation will produce a final product
that’s easier to disseminate.

Harold Perl
Perhaps we could call this type of effort “implementation

research” or “translational research,” a term currently used by
the National Institutes of Health (NIH).

Heidi Hotz
I recommend that this effort include not only information

on implementing the practice guideline, but also information
on evaluation tools.

Dan Hungerford
Right. There are formative evaluation tools that are used

to help decide which methods of implementation are best and
other tools to evaluate the quality of ongoing services.

Eric Goplerud
Diabetes programs have implemented quality improve-

ment processes that use performance metrics, which are mea-
surements of specific processes associated with good out-
comes. I think we should develop and use performance
metrics to accompany any practice guideline. Also, we need
to explore the Department of Defense and the Department of
Veteran Affairs joint guidelines on substance abuse,�� which
define performance metrics.

Peter Rostenberg
I would call this a start-up kit and suggest including

information about how to implement blood alcohol tests or
self-report screening instruments like the Alcohol Use Dis-
orders Identification Test (AUDIT) or the CAGE. Trauma
surgeons will understand the benefit of screening once they
see the literature. The important thing is for institutions to do
something to manage their patients appropriately and to help
them with their substance use problems.

RECOMMENDATION 7: Strategies for making
screening and intervention a billable and reimbursable
service should be explored.

Donald Trunkey
Why is this a problem? I believe I have been reimbursed

for BAC and tox screens.

Peggy Murray
Dr. Trunkey, has your institution received reimburse-

ment for screening with the AUDIT or CAGE instruments?

Donald Trunkey
I don’t know.

Peggy Murray
Some physicians who are really committed to doing this

have figured out ways to bill successfully for screening. I
know Jeffrey Samet in Boston and Richard Blondell, now in
Buffalo, have.

Larry Gentilello
I think more guidance is required because there is a great

deal of confusion on this issue. Surgeons often spend extra
time with patients because they have to address multiple
problems. Currently, they can cover the additional costs by
using evaluation and management billing codes for a higher
level of care. However, there are no specific codes that allow
surgeons to bill for time spent screening a patient for alcohol-
related harm or for providing a brief intervention. Moreover,
insurance companies will not reimburse surgeons for brief

�� “Management of Substance Use Disorders in Primary and Specialty
Care” is available online at http://www.oqp.med.va.gov/cpg/SUD/SUD_
Base.htm.
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counseling because they do not have state qualifications as a
counselor. For this reason, we need to recommend a billable
code that allows surgeons to provide these clinical preventive
services.

Eric Goplerud
Recommending a billable code could be helpful in two

ways. First, it could provide a “cookbook” of ways for trauma
centers to get reimbursed for these services. Second, it would
allow us to identify the kinds of cases insurance companies
and other payers will not reimburse. Professional organiza-
tions and insurance groups could then use this information to
address payment issues more systematically.

William Schecter
I recommend that we separate the issues of screening and

intervention. Screening is part of the physician’s job. My
interns are already required to determine the smoking and
drinking habits of patients. It wouldn’t be difficult to add the
CAGE questionnaire or the AUDIT. This is just good medical
practice. However, the intervention would take more time and
could be implemented by someone else, perhaps the trauma
nurse coordinator or some other clinician. Chris Dunn has
demonstrated to the group that screening and intervention do
not require a great deal of money or manpower. It’s a matter
of explaining to hospital administrators the efficacy of adding
an additional person.

Heidi Hotz
The financial viability of these services in trauma hos-

pitals is key. For example, we could work with the Centers
for Medicare and Medicaid Services (CMS) to get a billable
code for these services. Can we also broaden the recommen-
dation’s focus to include all aspects of finance? Any start-up
manual should include information on a variety of funding
sources for this program.

Harold Perl
This is not something that should be funded for 2 or 3

years by an outside research organization so that when the
research funding is finished, the intervention is also finished.
The goal should be to make funding for interventions sus-
tainable. Because this is a necessary public health activity, it
deserves sustained funding from insurance reimbursement,
the hospitals themselves, or local government agencies.

RECOMMENDATION 8: Federal and other funding
agencies should provide ongoing support to develop and
foster the implementation of screening, intervention, and
referral of trauma patients with substance use problems.

Donald Trunkey
Some trauma patients are arrested and incarcerated for

substance use problems but never get treatment. Drug courts,
which provide a treatment option to incarceration, are a much

more acceptable approach. Further research is required to
identify alternatives to taking away patients’ drivers licenses.
If we take their licenses away, they are not able to support
themselves and their families. We’re not doing the proper
thing for many of our patients. Incarceration is not the answer
unless they’ve committed a crime, but we should not incar-
cerate people whose only problem is drug or alcohol use.

Harold Perl
There is ongoing research on impaired driving at NIDA,

and both NIDA and NIAAA are participating in a major
initiative on treatment in correctional systems. Dr. Trunkey
noted that there are models, but they are not universally
implemented. Broad dissemination has yet to occur.

Dan Hungerford
Notice that the recommendation reads screening and

intervention and referral. The label has evolved over time.
When I started working in this field more than 10 years ago,
this was called SBI—screening and brief intervention. “Re-
ferral” was not included. Brief interventions can stand alone
if given to patients who are categorized only as being at-
risk—ones who are drinking in excess but haven’t yet expe-
rienced harm as a result. Referral is an additional component
reserved for those with more serious problems that can’t be
addressed by a brief intervention alone. Recently, SAMHSA
published a request for proposals for screening, brief inter-
vention, referral, and treatment (SBIRT), a label that empha-
sizes brief intervention is not enough for some people.

I don’t want trauma surgeons to think that the only
option is a brief intervention and that we’re not really dealing
with the people who need specialized treatment.

Anara Guard
I think the conference recommendations should include

background text that expresses the strong support of confer-
ence participants—from the trauma and the drug and alcohol
communities—for treatment rather than incarceration or
worse, doing nothing. This is underlying principle of these
proceedings.

Kimball Maull
I know I have a minority opinion, but I challenge trauma

surgeons to tell me that you have never encountered a patient
for whom incarceration was not the best treatment. Dr. Trun-
key’s caveat was “If a patient has not committed a crime, then
don’t incarcerate.” What about the patient who is driving
under the influence and involved in a motor vehicle collision
where no one else is injured? Is it a crime if this is the
patient’s fourth or fifth DUI offense?

Donald Trunkey
Trauma surgeons complain about recidivism but don’t

take steps to get people into treatment. In a case like this, the
trauma centers probably did nothing about the alcohol prob-
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lem during the previous four or five alcohol-related admis-
sions. They probably discharged the patient without help or
information about how to get help. It seems to me this is an
example of system failure as much as an example of unwill-
ingness on the part of the patient to change behavior.

RECOMMENDATION 9: Because the ACS-COT’s
“gold book”¶¶ is so widely accepted and important to the
practices and priorities of trauma centers, we recommend
that the ACS adopt language that makes alcohol screen-
ing, intervention, and referral an essential (desired)##

component of trauma center operations. Any recommen-
dation in this report for widespread implementation of
screening and brief interventions for at-risk alcohol users
should not be viewed as a strategy to replace or substitute
for screening, intervention, and referral to long-term
treatment for patients with alcohol dependence.***

Heidi Hotz
I suggest that the first sentence be incorporated into the

ACS-COT requirements for verification of trauma center
status as defined in the “gold book” (Resources for Optimal
Care of the Injured Patient). The use of both “essential” and
“desired” in the language of this recommendation is confus-
ing. In an earlier presentation, Dr. Meredith stated he would
recommend to the Committee on Trauma that “desired” be
used rather than “essential.”

Dan Hungerford
Both “essential” and “desired” were included in this draft

recommendation because I expected the discussion to focus
on which word to use for the final version.

Heidi Hotz
I think interventions should start as a desired component,

not because this program is less important, but because many
hospitals are already straining to meet the minimum require-

ments to remain a trauma center and are facing extreme
budget cutbacks.

Kimball Maull
Many program criteria have started out as desirable but

are now essential and vice versa. Criteria tend to evolve with
each iteration of the “Optimal Resources” document. There is
no way to know what decision the subcommittee on the
document and the executive committee will ultimately make.
Certainly, Dr. Meredith’s opinion will be important. How-
ever, I think this group should take a firm position on inter-
vention becoming an essential component of trauma care.

Carl Soderstrom
For many years, the “gold book” has described alcohol

and drug testing as an essential component for Level I and II
trauma centers and a desirable component for Level III cen-
ters. In the last edition, this line was dropped. I suggest that
this recommendation should make it desirable to have alcohol
and drug testing in all trauma centers. In a second line, the
recommendation should make it desirable to have screening
and intervention programs for substance abuse. I realize that
most people in the room want this to be an essential element.
However, with recent fiscal, operational, and legal restraints,
I believe it is important to get this issue back in the book in
some form.

Larry Gentilello
If this group cannot agree on making screening and

intervention essential, or merely desirable, what was the pur-
pose of this conference, as we would not be taking into
account the information that we have been hearing for the last
two days? The surgeons here have indicated that excessive
alcohol use accounts for about half the injuries they treat. The
substance abuse researchers have told the conference that
screening and counseling patients will save lives and decrease
trauma recidivism and drunk driving. So, if we accept these
two conclusions, it doesn’t make sense to simply make
screening and intervention desirable rather than essential.
This would be like having a conference on diabetes and
learning that all diabetic complications can be attributed to
hyperglycemia and then saying that glucose control is desir-
able but not essential. It is like hearing that treating hyper-
glycemia in diabetics is essential to good practice and then
concluding that it is only desirable to talk to their patients
about taking insulin. Part of the reason we are in this predic-
ament is that it we do not treat alcohol and drug problems as
we do other diseases. Cardiologists would not debate whether
or not treating hypertension reduces the risk of another heart
attack, conclude that it does reduce the risk, but then decide
that treatment of hypertension is only desirable. Cardiologists
are clear and firm about addressing hypertension in every
practice guideline and standard of care document they pub-
lish. They say it is a national problem and must be addressed,
and they ensure broad public awareness. If alcohol, as it

¶¶ The formal title for the “gold book” is Optimal Resources for Care
of the Injured Patient: 1999. It lists the criteria and standards that a hospital
must meet to present it as a Level I, II, or III trauma center. As such, it has
the capability of affecting the standards of care in ways that are more
far-reaching than exist for other specialties such as emergency medicine or
family practice.

## The COT can require trauma centers to provide specific services by
classifying them as “essential.” If a trauma center does not provide an essential
service, it can lose its designation as a trauma center. Other services can be
classified as “desirable,” but not essential. Providing desirable services is en-
couraged, but it does not affect a trauma center’s certification status.

*** At-risk alcohol users drink at levels that have been demonstrated to
increase their risk for a variety of negative sequelae, e.g., motor vehicle crashes
or engaging in violent behavior. Although most at-risk drinkers have been
intoxicated, many have not been harmed as a result of their drinking, and most
would not be eligible for a diagnosis of alcohol dependence. At-risk alcohol use
is clearly a risk factor for alcohol dependence and alcohol-related harm, but it
should not be confused with a diagnosable condition that represents a serious
addiction.
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relates to drunk driving, violence, and injury, is not a major
problem and confronting it is not essential, then why are we
having this conference? If the ACS doesn’t feel that alcohol
misuse is a serious public health problem that must be ad-
dressed, they can state that. However, if participants in this
particular conference believe that addressing alcohol prob-
lems is essential, then we should make a firm statement
regarding this issue.

Anara Guard
In earlier recommendations, the group has stated that

alcohol and drug interventions are as important as other
interventions and should be an integral part of the trauma
center’s mission. Because substance use problems are a major
public health concern, another recommendation dealt with
mandatory reporting of data to public health authorities. It
seems incongruous to say that this issue is important enough
to report but not to treat.

RECOMMENDATION 10: Because professional and
institutional leaders need to be engaged in priority setting
and resource allocation decisions, we recommend that
leaders and decision makers at all levels involved in the
provision of care in trauma centers be made aware of the
efficacy of alcohol and substance use interventions and
their importance to prevention and public health ad-
vancements.

Jeffrey Hammond
The recommendation, as written, confuses two issues—

educational and financial. These should be addressed in sep-
arate recommendations. First, do hospital administrators and
others who do not provide health care really understand how
many trauma patients have substance use problems? One
recommendation should focus on educating health care ad-
ministrators about the financial and human costs associated
with these problems. Second, I believe it’s unfair to expect
hospitals to be the sole supporter of services required to
address a broad societal problem. Additional funding could
come from insurance companies or alcohol producers.

William Schecter
We should have a global education recommendation that

lists the types of people and groups that should be targeted.
Because many decision makers use alcohol, some to excess,
a broad educational process will be required.

Dan Hungerford
Conference presenters and participants have discussed at

length the large financial burden that substance use places on
society and trauma centers. Because the prevalence of sub-
stance use problems is so high among trauma patients, trauma
centers provide an appealing setting in which to address these
problems. However, this does not mean that trauma centers
should bear all of the costs. Yesterday, Susan Nedza spoke

about presenting a business case to the larger community who
must recognize the costs of substance use to the community
and make political decisions to reallocate resources. Along
with the educational effort, we need some research on op-
tional ways to allocate the costs of interventions.

Carl Soderstrom
Somewhere in the language of these recommendations

there has to be “ownership.” Trauma surgeons need to take a
leadership role. They are the ones who get sued in the end,
anyway.

Ann Mahony
I think the American Association of Medical Colleges

should ensure that these issues are part of the curriculum in
medical schools.

Larry Gentilello
If trauma centers participate in efforts to decrease drunk

driving by screening and providing brief interventions, they
could win support on other important issues from a broader
group of stakeholders. Although trauma centers should be
funded to carry out this important mission, I also feel that
they should rethink their funding priorities. An earlier pre-
sentation claimed that injury is a neglected epidemic. The
same presentation stated that 40 to 60% of trauma patients
have alcohol or drug problems. For those patients, injury is
not a neglected disease but a symptom of an often neglected
alcohol or drug problem. Current trauma center requirements
call for a trauma nurse clinician for every 600 to 1,200
patients, physical therapy, occupational therapy, speech ther-
apy, vocational therapy, nutritional therapy, and even play
therapy for pediatric trauma. Given the broad array of ther-
apeutic services that are already routinely provided, it is
strange that we single out alcohol therapy as an “unfunded
mandate.” Surgeons need to promote this, not as an unfunded
mandate that they want to add to current services, but as a true
core service so that it is one of the last services cut.

RECOMMENDATION 11: Screening and interven-
tion programs are most realistically implemented in
trauma centers when dedicated staff—not trauma sur-
geons or trauma nurses— are assigned the task of per-
forming screenings and managing interventions. Whereas
surgeons and other clinicians are capable of, and perhaps
interested in, taking part in these interventions, competi-
tion for their time must be recognized.

Anara Guard
Recognizing competition for time does not seem appro-

priate wording for a recommendation. Let’s restate this rec-
ommendation to say: Use staff other than surgeons and
trauma nurses when at all possible because it is more efficient
or effective.
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William Schecter
I think it means that a separate individual or service

should provide this service. Are any data available that sup-
port improved outcomes when designated individuals or ser-
vices provide interventions rather than nurses or social work-
ers who also have other duties?

Peggy Murray
Most research has focused on interventions delivered by

physicians. A few studies have focused on interventions pro-
vided by nurses or nurse practitioners. Insurance companies
will want to know what they are getting for their money if
they reimburse for a brief intervention. This is an important
issue that needs to be addressed.

Dan Hungerford
Brief interventions have been poorly implemented in

some studies that used clinical staff who were already over-
whelmed with other duties. In those cases, using staff trained
for and dedicated to the brief intervention task could have
increased efficacy dramatically.

Carl Soderstrom
Although surgeons are capable of screening and coun-

seling, they may not be the staff best suited to do it. Surgeons
are not trained to do brief interventions, and many studies
indicate that other staff perform the task well. However, the
recommendation should explicitly state that surgeons have a
responsibility to ensure that screening and counseling are
provided in trauma services.

Eric Goplerud
The essence of the recommendation is that screening and

intervention is an essential trauma center service. Rather than
prescribing who needs to do it, the recommendation should
emphasize that it is a core service, organized and overseen by
the clinical and administrative management of the trauma
center.

Dan Hungerford
I propose that this recommendation be incorporated into

the first recommendation that talks about intervention as an
essential part of the trauma center’s mission.

Harold Perl
Unlike studies in primary care or emergency depart-

ments, the few research studies in trauma centers did not use
physicians to provide the interventions. Our recommenda-
tions should not get too detailed and should be small in
number, sharply focused, and strongly worded. This recom-
mendation should also not prescribe what type of staff person
should screen and provide the intervention but, instead,
should provide a menu of options. In this way, the party
responsible can vary across individual trauma centers.

Jeffrey Hammond
I disagree with the basic premise of this recommenda-

tion. Trauma surgeons must accept responsibility for this
service. It’s nonsense to suggest their time is too valuable to
be involved with intervention. Trauma surgeons take time to
obtain informed consent before operating and spend time in
the intensive care unit talking about end-of-life decisions. I
should have already been trained on how to do brief inter-
ventions. Surgeons must learn how to do interventions to
demonstrate the importance of this program. I propose delet-
ing this recommendation.

Robert Schmieg
I concur and offer the following restated recommenda-

tion: “While screening and intervention programs may be
most realistically implemented by dedicated staff assign-
ments to these tasks, all members of the trauma service
should be appropriately educated about, trained in, capable
of, and empowered to provide direct or refer to screening and
intervention programs.”

William Schecter
Chris [Dunn], how can surgeons obtain training? If all of

the bosses at the conference were trained to do interventions
and actually began doing interventions, this would send a
powerful message to the people they train.

Chris Dunn
An article by Gail D’Onofrio describes the training of

emergency medicine residents at Yale in a 4-hour session
using videotape and lecture.††† I am also preparing for a
1-day training session at a trauma center in Montana. The
best training option is to get visiting privileges for the trainer.
This way, trainees do not have to sit in a classroom all day.
Instead, they can alternate watching the trainer work directly
with patients and later, in another room, discuss what they
just observed. By the end of a day, the students can map out
the protocol and try it themselves. I’ve used this method
successfully with an anesthesiologist at one site and trauma
nurses at another. Research has not yet evaluated how much
training is required. Usually the length of training sessions is
set by the amount of money an institution can spend or by
how long the staff can be available for training. A full day is
a reasonable training session. However, I’ve given sessions in
as little as 2 hours that left trainees feeling confident enough
to perform interventions on their own.

Dan Hungerford
Who provided the training for the Robert Wood Johnson

project led by Carol Schermer, and how long did it take?

††† D’Onofrio G, Nadel ES, Degutis LC, et al. Improving emergency
medicine residents’ approach to patients with alcohol problems: a controlled
educational trial. Ann Emerg Med. 2002;40:50–62.
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Chris Dunn
Theresa Moyers of the psychology faculty at the University

of New Mexico picked nontherapists who were empathic and
trained them in 2 days. Anyone can link to training in motiva-
tional interviewing at http://www.motivationalinterviewing.org/.
Trainers used Health Behavior Change by Rollnick, Mason,
and Butler as the basis of their training. Craig Field and Raul
Caetano launched a randomized trial of motivational inter-
viewing in Texas and trained nontherapists in only 4 days. I
assisted them during the last 2 days of training, saw the
trainees at work, and predict they will do a good job. How-
ever, 4 days of training is not required—a few hours is
sufficient. An intervention does not have to include motiva-
tional interviewing.

Robert Schmieg
This discussion relates to Draft Recommendation 6. Can

we change wording for that recommendation? For example,
“Implementation of screening and interventions for trauma
patients in centers with different characteristics should be
assisted by establishment and dissemination of practice
guidelines, which include diverse approaches so that local
center choice of the appropriate options can be made. Edu-
cational modules should be developed for training, screening
and intervention skills, and translational research should be
pursued to evaluate the effectiveness of these measures.”

Anara Guard
People and institutions interested in learning about these

efforts or starting intervention programs need some kind of
national center on screening, brief intervention, referral, and
treatment—a centralized place to access reference materials,
toolkits, speakers, and trainers. I’m also concerned that the
draft recommendations focus only on what trauma centers
should do. Can we draft a recommendation that describes
what other stakeholders in the community should do to sup-
port these efforts? For example, they can alert programs
about treatment availability, lobby for changes in policy, or
leverage resources. These stakeholders can help trauma cen-
ters achieve these new standards of care.

Dan Hungerford
For me, one of the themes of the conference has been that

solving societal problems requires broad societal involve-
ment. The conference should have convinced us that trauma
centers are an appropriate place to address substance abuse
problems, if only because the prevalence of these problems is
so high in trauma centers. However, substantial involvement
by stakeholders outside trauma centers will be required to pay
for programs and to change policies.

Robert Schmieg
A rewrite of Recommendation 10 might address your

concerns. For example: “The provision of care of trauma
patients involves professional and institutional leaders at all
levels, including priority setting and resource allocation. Ed-
ucation must be provided to these current leaders and the
developing leaders in society by the trauma surgery commu-
nity on the efficacy of alcohol and substance use interven-
tions, their importance to prevention and public health ad-
vancement, and the impact of these problems on local and
national levels. We suggest these educational efforts include
medical, nursing, and allied health professionals through core
curriculums, residents as a formal part of residence curricu-
lum, medical professionals on an ongoing basis, hospital
administrators, community leaders, and elected officials at
the federal, state, and local levels.” I know I would love to be
able to turn to any of my state legislators and tell them exactly
how many trauma deaths have occurred in their counties and
how many of those were related to alcohol and substance use.
Most politics are local. We have to have the data to address
these things at local levels—talking about things at the na-
tional level is too abstract—talking about what’s in their
backyard gets them moving.

Dan Hungerford
I’ll officially close the conference by thanking all par-

ticipants for your enthusiasm and commitment. People from
so many different disciplines have cooperated to produce a
stimulating and challenging conference. I promise to do all I
can to see that the work of this conference continues.
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