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INTERVENTIONS & ASSESSMENTS 

Although screening, brief intervention, and 
referral to treatment (SBIRT) has shown 
efficacy in primary-care settings, improve-
ment is mostly limited to nondependent 
drinkers and scarcely used under busy real-
life conditions. In 2007, researchers 
conducted a quasi-experimental nonran- 
domized study of SBIRT among 1132 
patients presenting to 14 US academic 
emergency departments (EDs). Patients 
who received SBIRT reduced their drinking 
at 3 months compared with those who 
received a list of resources. This study 
reported 6- and 12-month results. 
 

• The follow-up rate was 63%, 52%, and 
38% at 3, 6, and 12 months, respec-
tively. 

• Although the SBIRT group showed an 
average reduction in drinking of 3 
drinks per week at 3 months compared 
with controls,* this effect disappeared 
at 6 and 12 months despite the use of 
sophisticated statistical methods to 
account for patients lost to follow-up. 

 

Comments: Evidence for medium- to long-
term effectiveness of SBIRT in the ED 
under real-life conditions continues to be 
lacking, and evidence for short-term efficacy 
from clinical trials is mixed. Booster 
sessions or more extensive interventions 
may increase or sustain any short-term 
effects, but the attrition demonstrated in  

(continued on page 2) 
 

*Three-month data were not adjusted for attrition. 

SBIRT in the Emergency Department: No Effect at 6 and 12 Months 

Systematic Review: No Evidence for Efficacy of Screening and Brief 
Intervention among Dependent and Heavy Drinkers  

As screening for unhealthy alcohol use is 
more widely incorporated into primary-
care settings, large numbers of patients 
with dependence and heavy drinking will be 
identified. Most studies of screening and 
brief intervention (SBI) in primary care have 
excluded such patients, limiting generaliza-
bility. This systematic review included ran-
domized controlled trials of primary-care 
patients receiving in-person brief interven-
tion, with unhealthy drinking detected by 
screening. Sixteen randomized controlled 
trials met inclusion criteria. 
 

• Fourteen studies excluded patients 
with dependence or heavy alcohol use. 

• The 2 remaining studies were small, 
single-site trials conducted in specific 
populations (1 in women and 1 in 
Mexican Americans). Neither found an 
association between SBI and improved 

drinking or addiction-severity out-
comes. 

 

Comments: The most striking finding in this 
systematic review is the dearth of evidence 
examining the effect of BI on primary-care 
patients identified as having dependence or 
very heavy drinking. Although there are 
some methodologic limitations, including a 
single rater and reliance on prior systematic 
reviews to identify sources, results highlight 
the need to develop and test interventions, 
whether brief or more intensive, for pa-
tients with severe alcohol use disorders 
identified by screening in primary care. 

Hillary Kunins, MD, MPH, MS 
 
Reference: Saitz R. Alcohol screening and 
brief intervention in primary care: absence 
of evidence for efficacy in people with de-
pendence or very heavy drinking. Drug Alc 
Rev. 2010;29(6):631–640. 
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Can a Single-Question Alcohol Screen Also Detect Drug Use? 

achieve >60% sensitivity for illicit 
prescription drug use.  

• Across drug use categories, the 
proportion of people with positive 
screens who in fact had the condi-
tion (positive predictive values) 
ranged from 1.9–23.4% for any use, 
0.9–9.6% for DUD, and 0.5–1.9% 
for dependence. The lowest values 
were for cocaine, followed by illicit 
prescription drugs, then marijuana, 
then any drug. 

 

Comments: Detection of drug use may 
be seen as added value to screening for 
unhealthy alcohol use, a practice rec-
ommended by the US Preventive Ser-
vices Task Force. It’s important to 
note, however, that the single-question 
screen was conducted by trained staff 
during a research interview and not a 
clinical setting, after several other ques-
tions about alcohol and drug use had 
been asked. Thus, the results require 
validation in real-world clinical settings. 
Furthermore, this method had rela-
tively low sensitivity for identifying illicit 
prescription drug use, an increasingly 
important issue in primary-care set-
tings.  

Alexander Y. Walley, MD, MSc 
 

Reference: Dawson DA, Compton WM, 
Grant BF. Frequency of 5+/4+ drinks as 
a screener for drug use and drug-use 
disorders. J Stud Alcohol Drugs. 2010;71
(5):751–760.  
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this study under real-life conditions sug-
gest this would be challenging in a hard- 
to-contact ED population. 

Nicolas Bertholet, MD, MSc 
 
Reference: Academic ED SBIRT Research 

Collaborative. The impact of screening, 
brief intervention and referral for 
treatment in emergency department 
patients' alcohol use: a 3-, 6- and 12-
month follow-up. Alcohol Alcohol. 2010; 
45(6):514–519. 

SBIRT: Effectiveness in the ED (continued from page 1) 

Recent studies have validated a single-
question screen* to detect unhealthy alco-
hol use. Researchers examined 2001–2002 
National Epidemiologic Survey on Alcohol 
and Related Conditions data (N=43,093 
adults) to determine whether this question 
could also identify individuals with drug 
use and drug use disorders (DUDs) in the 
following categories: any illicit drugs, mari-
juana, cocaine, and/or illicit prescription 
drugs. The criterion standard was a struc-
tured diagnostic interview delivered by a 
trained interviewer. 
 

• The prevalence of past-year drug use 
was as follows: any past-year use, 
6.2%; past-year DUD, 2.0%; past year 
drug dependence, 0.6%. 

• For any drug use, DUD, or depend-
ence, sensitivity ranged from 63–72% 
and specificity ranged from 77–79% 
using the best cutoff of drinking 
5+/4+ drinks on 1 or more occasions 
per year. 

• For any marijuana use, sensitivity 
ranged from 72–78%, and specificity 
ranged from 77–78%. 

• For cocaine use, sensitivity was 77.6% 
and specificity was 84.5% using the 
best cutoff of drinking 5+/4+ drinks 
on 7 or more occasions per year. 

• The single-question screen did not  

 
*“How many times in the past year have you had X 
or more drinks in a day?” where X was 5 drinks for 
men and 4 drinks for women (5+/4+). 

Risk of Death during Opioid Agonist Treatment in UK Primary-Care  
Practices 

and end of treatment. In this study, 
investigators measured the association 
between OAT delivered in UK primary 
care and all-cause mortality at the be- 

(continued on page 3) 

In the United Kingdom, opioid agonist 
treatment (OAT) with methadone or 
buprenorphine is delivered mainly in pri-
mary care. The greatest risk of overdose 
death with OAT is seen at the beginning 
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Does Higher Maternal Methadone Dose Increase Risk for Neonatal Abstinence Syndrome? 

(relative risk [RR], 0.52) or those comparing ≤40 mg 
with >40 mg (RR, 0.69). 

• These differences disappeared when analyses were 
limited to prospective studies or studies with an objec-
tive scoring system to diagnose NAS. 

 
Comments: Further research is needed to determine if ma-
ternal methadone dose is an important determinant of 
NAS. Although NAS is only one of the risks to consider 
when monitoring methadone during pregnancy, the evi-
dence from this well-designed systematic review coupled 
with the equally (if not more) important goals of maternal 
withdrawal-symptom control, maintenance, and stability 
suggest lowering methadone dose to decrease NAS risk 
cannot be justified by the available literature. 

Nicolas Bertholet, MD, MSc 
 
Reference: Cleary BJ, Donnelly J, Strawbridge J, et al. Metha-
done dose and neonatal abstinence syndrome—systematic 
review and meta-analysis. Addiction. 2010;105(12):2071–2084. 

To determine whether there is a dose-response relation-
ship between maternal methadone dose in pregnancy and 
neonatal abstinence syndrome (NAS), researchers con-
ducted a systematic review and meta-analysis of the litera-
ture published between 1966–2009. Of the 212 studies 
reporting maternal receipt of methadone and NAS, 67 met 
inclusion criteria (28 retrospective cohort studies,  
37 prospective cohort studies, and 2 randomized con-
trolled trials).  
 

• Nineteen studies found an association between metha-
done dose and incidence, severity, or duration of NAS; 
18 did not. The remaining 30 studies did not report an 
association. 

• Of the 29 studies included in the meta-analysis (those 
that provided data on NAS incidence across a range of 
methadone dosage cut-off points), no statistically sig-
nificant differences were found in incidence of NAS 
between lower and higher methadone dosage groups 
except among those comparing ≤20 mg with >20 mg  

in the first 4 weeks of OAT but 8–9 times higher 
in the first 4 weeks after stopping treatment 
(greater than at any time for patients receiving 
treatment). 

 
Comments: Overall, risk of death during OAT was less than 
the risk of death off treatment. Although this study failed to 
assess cause of death, results suggest standardized induc-
tion (especially for methadone) protocols for OAT are of 
paramount importance.  

Jeanette M. Tetrault, MD 
 
Reference: Cornish R, Macleod J, Strang J, et al. Risk of 
death during and after opiate substitution treatment in pri-
mary care: prospective observational study in UK General 
Practice Research Database. BMJ. 2010;341:c5475.  

ginning of, and following, OAT. The sample included 5577 
patients who received at least 1 prescription for metha-
done or buprenorphine between 1990 and 2005. 
 

• Three percent of patients (n=178) died during OAT or 
within a year of their last prescription. Of these, 35% 
(n=62) died during treatment. 

• The crude mortality rate for patients not receiving 
treatment was almost double that of patients receiving 
OAT (1.3 versus 0.7 per 100 person-years). 

• After adjusting for demographic characteristics, co-
morbid conditions, and calendar year, the mortality 
rate ratio was twice as high (2.3) among patients not 
receiving treatment. 

• The adjusted mortality rate ratio was 2–3 times higher  

Risk of Death and Opioid Agonist Treatment (continued from page 2) 

Acamprosate Does Have Efficacy for Alcohol Dependence 

were drinking when they began medication. Most studies 
took place in Europe; 2 occurred in the US, and 3 occurred 
outside Europe. 
  

• Compared with placebo, acamprosate significantly in-
creased self-reported continuous abstinence (25% ver-
sus 17%) (relative risk of return to any drinking, 0.82) 
and cumulative days of abstinence (11-day increase) 
but had no effect on heavy drinking or serum gamma 
glutamyltransferase results. 

 
(continued on page 4) 

Some high-profile negative trials have raised questions re-
garding the efficacy of acamprosate for treating alcohol 
dependence. Cochrane Collaboration investigators system-
atically searched for double-blind randomized placebo-
controlled trials of acamprosate and identified 24 that  
assessed drinking outcomes in 6915 patients with alcohol 
dependence. All patients in the included studies received 
concurrent psychosocial treatment. Acamprosate treat-
ment varied from 8 weeks to 1 year, with most patients 
receiving treatment for 6 months. The majority of studies 
required 3–7 days of abstinence before starting medication; 
2 required 12–14 days, and, in 1 study, half the participants 
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multivariable analysis included black/African American 
race (odds ratio [OR], 2.1), VA network site (highest 
OR, 11.7), and mailed survey score (compared with a 
score of 0, a score of 3–4=OR, 8.9; a score of 5–
7=OR, 69; and a score of 8–12=OR, 46). 

 
Comments: These results suggest scaling up alcohol screening 
in real-world settings is not foolproof. Although this study 
did not capture details of specific implementation strategies 
at the sites, it importantly reminds us that high rates of 
screening are not equivalent to high-quality screening. 

Hillary Kunins, MD, MPH, MS 
 
Reference: Bradley KA, Lapham GT, Hawkins EJ, et al. Qual-
ity concerns with routine alcohol screening in VA clinical 
settings. J Gen Int Med. September 22, 2010 [E-pub ahead of 
print]. 
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Stepped-Up Alcohol Screening in the Veterans Affairs System: Inconsistent Results 

Although clinical trials demonstrate that screening for alco-
hol use in primary care is efficacious in identifying alcohol 
use disorders, the performance of screening in real-world 
settings has not been assessed. Using a national sample of 
6861 Veterans Affairs (VA) outpatients, investigators com-
pared AUDIT-C* results obtained during clinical care with 
AUDIT-C results obtained via mailed survey. A score ≥5 
was considered positive.  
 

• Results were discordant in 561 patients (8% overall): 
468 of 765 patients (61%) who screened positive on 
the mailed survey had a negative clinical screen, while 
93 of 390 patients (24%) who screened positive in the 
clinic screened negative on the survey. 

• Factors independently associated with discordance in  
 
*Alcohol Use Disorders Identification Test–Consumption. 

Acamprosate: Efficacy for Alcohol Dependence (continued from page 3) 

son studies outside Europe were negative overall could be 
that 1 out of 5 did not require abstinence before treatment 
initiation, and 3 others were small. Despite modest efficacy, 
acamprosate should remain a treatment option because 
alcohol dependence is serious and other treatments have 
shown limited success. 

Richard Saitz, MD, MPH 

 
Reference: Rösner S, Hackl-Herrwerth A, Leucht S, et al. 
Acamprosate for alcohol dependence. Cochrane Database 
Sys Rev. 2010;9:CD004332.  

• The only side effect more common with acamprosate 
than placebo was diarrhea (11% higher risk). 

• Three studies comparing acamprosate and naltrexone 
found no significant differences when comparing or 
combining the 2 medications.  

• Studies outside Europe found no significant effects for 
acamprosate. 

 

Comments: The evidence supports acamprosate’s efficacy 
for treating alcohol dependence, although, unlike naltrex-
one, it does not appear to reduce heavy drinking. The rea-

ratio 4.5 for unhealthy versus moderate† use in models 
adjusted for age, sex, education, and physician visited). 

 

Comments: The fact that this study did not find an associa-
tion between drinking and sleep disturbances is likely re-
lated to sampling and methodological issues and does not 
mean the well-documented effects of alcohol on sleep 
don’t exist. The take-home message, however, is that if a 
patient reports using alcohol for sleep, the clinician should 
suspect unhealthy alcohol use and confirm its presence or 
absence. 

Richard Saitz, MD, MPH 
 

Reference: Vinson DC, Manning BK, Galliher JM, et al. Alco-
hol and sleep problems in primary care patients: a report 
from the AAFP National Research Network. Ann Fam Med. 
2010;8(6):484–492. 
 

†Consumed alcohol but did not meet criteria for unhealthy use.  

Using Alcohol for Sleep: A Sign of Unhealthy Use 

Insomnia and other sleep disturbances are common in pri-
mary-care settings. Investigators analyzed data on sleep and 
alcohol use reported by 1699 patients who saw 1 of 94 
family physicians participating in a research network.  
 

• Hours of sleep, quality of sleep, trouble sleeping or 
staying awake, sleep apnea, and use of sleep medica-
tion were not significantly associated with unhealthy 
alcohol use.* 

• However, 62% of patients who reported using alcohol 
to help them sleep at least once a month had un- 
healthy alcohol use, while only 19% of those who did 
not use alcohol for sleep had unhealthy use (odds 

 
*Defined as an Alcohol Use Disorders Identification Test–Consumption 
(AUDIT-C) score of ≥4 or for men and ≥3 for women, or answering yes 
to 1 of 2 questions about drinking more than intended or in situations 
where the patient could have been hurt. 
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Patients with Chronic Pain and a Prescription Drug Use Disorder Have Easily Identifiable Risk Factors 

Motivational Enhancement More Effective than Cognitive Behavioral Therapy for Alcoholics with Low 
Motivation  

motivation at baseline had the greatest increases in 
drinking frequency over time. 

 

Comments: Although these are post-hoc adjusted subgroup 
analysis findings in a selected sample, and the effects varied 
by factors seemingly unconnected to severity or motivation 
(e.g., sex), MET may have effects depending on alcohol 
dependence severity, and motivation. This analysis suggests 
MET has differential effects depending on patient sex, 
alcohol dependence severity, and motivation. It also 
suggests “low motivation” is not monolithic. This work 
supports other studies that found MET worked well for 
patients with low readiness and low dependence severity. 
However, other techniques might be more effective for 
treatment-experienced patients with low self-efficacy and 
high dependence severity. 

Peter D. Friedmann, MD, MPH 
 

Reference: Witkiewitz K, Hartzler B, Donovan D. Matching 
motivation enhancement treatment to client motivation:  
re-examining the Project MATCH motivation matching 
hypothesis. Addiction. 2010;105(8):1403–1413.  
 

This study re-examined patient motivation data from 
Project MATCH (Matching Alcoholism Treatments to 
Client Heterogeneity), a 1993 multi-site trial that assessed 
how patient-treatment interactions relate to outcomes. 
Although the original analysis did not find motivation 
enhancement treatment (MET) worked better than 
cognitive behavioral therapy (CBT) at reducing drinking 
days for subjects with low motivation, it did not adequately 
consider potential moderating influences such as severity of 
alcohol dependence or sex. This analysis used growth-
mixture modeling to reevaluate the motivation-matching 
hypothesis.  

 

• In the outpatient sample (n=617), 69% of individuals 
assigned to MET with below-average motivation at 
baseline had a lower increase in their drinking during 
follow-up than similar individuals assigned to CBT. 
Similar effects were seen among aftercare patients 
(n=527) but only for women.  

• Conversely, aftercare patients assigned to MET with 
the most severe alcohol dependence and the least 

A number of studies have identified risk factors for pre-
scription drug use disorders (PDUDs) but were limited by 
pain-clinic settings and reliance on proxy measures such as 
aberrant medication-taking behaviors or urine testing. In 
this study, patients with chronic pain who were taking pre-
scription or nonprescription analgesics were recruited 
from the waiting room of an urban primary-care clinic. Re-
searchers used DSM-IV criteria to identify patients with 
lifetime drug abuse or dependence or current alcohol de-
pendence. 
 

• Of 597 patients interviewed, 110 (18.4%) met criteria 
for lifetime PDUD, and 146 (24.5%) met criteria for 
another substance use disorder (SUD). Ninety percent 
of patients with PDUD also met criteria for SUD. 

• Risk factors associated with PDUD included time in jail 
(odds ratio [OR], 5.1), greater pain-related limitations 
(OR, 3.8), smoking (OR, 3.6), family history of sub-

stance abuse (OR, 3.4), white race (OR, 3.2), male gen-
der (OR, 1.9), and PTSD (OR, 1.9). 

• Risk factors for SUD were the same but also included 
intimate partner violence and depression. 

• All patients with PDUD had at least 2 risk factors, and 
93% of those with 6 or more risk factors had PDUD. 

 
Comments: This study shows patients at risk for PDUD can 
be identified using a few easy questions. The difficult ques-
tion is what we should do to help these patients. At the 
very least, closer monitoring and judicious prescribing of 
opioids and sedatives is warranted. 

Darius A. Rastegar, MD 
 
Reference: Liebschutz JM, Saitz R, Weiss RD, et al. Clinical 
factors associated with prescription drug use disorder in 
urban primary care patients with chronic pain. J Pain. 2010; 
11(11):1047–1055.  

Age under 65 and History of a Psychiatric or Opioid Use Disorder Are Associated with a Current 
Prescription Opioid Use Disorder 

use disorder (OUD) in a random sample of 702 patients 
from northeastern and central Pennsylvania who had 
received 4 or more opioid prescriptions for nonmalignant 
pain in the prior year.  

(continued on page 6) 

Prescription opioid abuse is rising in the US, but the 
prevalence and risk factors among patients treated for 
chronic nonmalignant pain are uncertain. Researchers 
conducted telephone interviews diagnostic for an opioid 
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heavy eating, negative or positive emotions, sudden 
posture change in response to a startling event, 
birthday, and psychological distress. 

• There was no significant association between IS and 
drug abuse or heavy physical exertion. 

 
Comments: Although regular moderate alcohol intake is 
associated with a reduced risk of IS in most cohort studies, 
this study found an increase in IS risk from drinking amounts 
some would consider moderate. Similarly, the risk of IS 
appears to increase following acute infections. As the authors 
point out, there are limitations to studying such relationships 
in case-control studies, and more case-crossover studies, 
where subjects serve as their own controls, are needed to 
better assess potential triggers of IS. 

R. Curtis Ellison, MD 

 
Reference: Guiraud V, Amor MB, Mas JL, et al. Triggers of 
ischemic stroke: a systematic review. Stroke. 2010;41
(11):2669–2677.  
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Alcohol Use and Infection May Trigger Ischemic Stroke 

Although hypertension, atrial fibrillation, and other risk 
factors have been linked to stroke risk, conditions that 
could precipitate ischemic stoke (IS) are less well defined. 
The authors performed a systematic review of potential 
triggers for IS and identifying 12 factors in 26 studies (22 
were case-control studies). 
 

• There was a significant association between IS and 
alcohol consumption >40–60 g* in the preceding 24 
hours (odds ratio [OR], 2.66) or >150 g† in the 
previous week (OR, 2.47). 

• There was a significant association between IS and 
infection in the previous week (OR, 2.91) or in the 
previous month (OR, 2.41). 

• Although the number of studies examining other 
precipitating factors was small, there was also a 
significant positive association between IS and anger,  

 
*About 3 or more standard drinks in the US. 

†Between 1–2 drinks per day. 

are abusing their medication may be wrong, in that such 
patients may be more susceptible to pain syndromes. It is 
unfortunate the study does not report more detail about 
the nature of the chronic pain and misuse for pain 
management versus euphoria-seeking. In addition, the 
ability of the diagnostic interview and DSM-IV criteria to 
differentiate a true OUD (seeking drugs for euphoria) from 
pseudo-addiction (seeking drugs to relieve pain) is 
uncertain. Nonetheless, these results reinforce the 
importance of assessing substance-abuse and mental-health 
history in patients prescribed opioids for chronic 
nonmalignant pain.  

Peter D. Friedmann, MD, MPH 

 
Reference: Boscarino JA, Rukstalis M, Hoffman SN, et al. 
Risk factors for drug dependence among outpatients on 
opioid therapy in a large US health-care system. Addiction. 
2010;105(10):1776–1782.  

• Thirty-six percent of patients met DSM-IV criteria for 
lifetime opioid dependence, and 26% met criteria for 
current dependence. 

• Current dependence was associated with age <65 
(odds ratio [OR], 1.85), high lifetime score on the 
Severity of Dependence Scale adapted for opioids (OR, 
1.85), major depression (OR, 1.29), psychotropic 
medication use (OR, 1.73), and history of opioid abuse 
(OR, 3.81). 

• The area-under-the-receiver-operating-characteristic 
curve of 0.77 meant that the model was 77% accurate 
in separating this sample of outpatient opioid users 
into groups with and without opioid dependence. 

 

Comments: This study suggests up to one-quarter of 
patients receiving opioids for chronic nonmalignant pain 
have a current OUD, but there are several problems with 
this conclusion. The assumption that patients with OUD 

Age and Past Psychiatric/Opioid Use Disorder Associated with Current PDUD (continued from page 5) 

the individual user.† For each criterion, substances were 
scored on a scale from 0 (no harm) to 100 (most harmful). 
Each criterion was weighted to reflect the importance of 
the specific harm. 

(continued on page 7) 

 

†Substance-specific and -related mortality, damage and impairment of 
mental functioning, dependence, loss of tangibles, loss of relationships. 

Societal and Individual Harms from Specific Substances of Abuse 

The equitable allocation of resources toward the prevention 
and treatment of substance use disorders requires an accu-
rate assessment of the individual and societal harms caused 
by specific substances. To address this, researchers con-
vened a 1-day expert consensus panel to score 20 sub-
stances on 16 criteria related to harm to others* or harm to 
 
*Injury, crime, environmental damage, family adversities, international dam-
age, economic cost, harm to community. 

HEALTH OUTCOMES 



 

 

P A G E  7  

• Adjusted RHs for mortality were significantly higher 
for those with psychiatric or substance use disorders, 
particularly those with both disorders and those who 
had not received treatment for either disorder. 

 
Comments: In addition to supporting prior observations that 
HIV-infected patients with co-occurring psychiatric and/or 
substance use disorders have a higher mortality risk, this 
study found lack of treatment for these disorders is 
associated with even higher risk. Lack of adherence to 
antiretroviral medications did not appear to account for 
this discrepancy. These findings reinforce the importance of 
psychiatric and substance abuse treatment for this 
vulnerable population.  

Darius A. Rastegar, MD 

 
Reference: DeLorenze GN, Satre DD, Quesenberry CP, et 
al. Mortality after diagnosis of psychiatric disorders and co-
occurring substance use disorders among HIV-infected 
patients. AIDS Pat Care STDs. 2010;24(11):705–712. 
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Increased Mortality in HIV-Infected Patients with Untreated Psychiatric and Substance Use Disorders 

Many HIV-infected patients suffer from co-occurring psychi-
atric and substance use disorders. Researchers studied health 
records of 9751 HIV-infected patients in the Kaiser Perma-
nente Northern California health plan from 1996 to 2007 to 
determine the presence of psychiatric or substance use 
disorders from ICD-9 codes and to look for records of 
treatment for these disorders. Relative hazards (RHs) for 
mortality were calculated and adjusted for a number of 
factors including CD4 count, HIV viral load, hepatitis C  
co-infection, and receipt of antiretroviral medications.  
 

• Twenty-five percent of the cohort had a psychiatric 
disorder, 26% had a substance use disorder, and 12% 
had both. 

• Eighty-four percent of patients with a psychiatric disorder 
received some treatment, while less than 35% of those 
with a substance use disorder received treatment. 

• Psychiatric and substance use disorders did not have a 
significant effect on antiretroviral treatment adherence 
as measured by prescription refill rates. 

Comments: This sophisticated consensus-scoring process 
found alcohol causes greater overall harm than other sub-
stances of abuse, a finding that might be at odds with the 
substance-control policies of many countries. Although 
these scores reflect harms from substances in the UK, the 
findings may be of interest to policymakers in other coun-
tries who wish to conduct similar assessments or re-exam-
ine their own allocation of resources to reduce substance-
related harm.  

Kevin L. Kraemer, MD, MSc 

 
Reference: Nutt DJ, King LA, Phillips LD. Drug harms in the 
UK: a multicriteria decision analysis. Lancet. 2010;376
(9752):1558–1165. 

• Alcohol (harm score [HS], 72), heroin (HS, 55), crack 
cocaine (HS, 54), methamphetamine (HS, 33), cocaine
(HS, 27), and tobacco (HS, 26) were rated most harm-
ful overall. 

• Anabolic steroids (HS, 10), khat (HS, 9), ecstasy (HS, 
9), LSD (HS, 7), buprenorphine (HS, 7), and mush-
rooms (HS, 6) were rated least harmful overall. 

• Alcohol (HS, 46), heroin (HS, 21), and crack cocaine 
(HS, 17) were rated most harmful to others. 

• Crack cocaine (HS, 37), heroin (HS, 34), and metham-
phetamine (HS, 32) were rated most harmful to the 
individual user. 

• Socioeconomic costs accounted for much of the harm 
from alcohol, heroin, and tobacco. 

Societal and Individual Harms from Substance Abuse (continued from page 6) 

• Overall, 60.5% of participants from Belfast and 90.6% 
from France reported drinking alcohol at least once a 
week. Of those who drank, 12% in Belfast drank every 
day compared with 75% in France. 

• Mean alcohol consumption was 22 g per day in Belfast 
and 33 g per day in France. Binge drinking was re-
ported by 9.4% of Belfast participants and 0.5% of 
French participants. 

• The annual incidence of hard coronary events (n=322) 
per 1000 person-years was 5.63 in Belfast and 2.78 in 
France. 

(continued on page 8) 

Drinking Pattern and Beverage Type Modify Alcohol’s Effect on Risk of Coronary Disease 

To investigate the effect of drinking patterns on ischemic 
heart disease in 2 countries (Northern Ireland and France), 
researchers compared alcohol consumption, heavy episodic 
(“binge”) drinking,* regular drinking,† consumption fre-
quency, and type of beverage consumed 1 week prior to 
baseline examination with 10-year risk of hard coronary 
events (myocardial infarction or coronary death) and angina. 
The sample included 9778 men from Belfast or 1 of 3 
French cities. Participants were aged 50–59 and free of 
ischemic heart disease at baseline. 
 
*Consuming ≥50 g alcohol on at least 1 day per week. 
†Consuming <50 g alcohol on at least 1 day per week. 
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• In adjusted analyses, compared 
with regular drinkers, the hazard 
ratio (HR) for hard coronary 
events was 1.97 for binge drinkers, 
2.03 for never drinkers, and 1.57 
for former drinkers across the 
sample. 

• Compared with participants in 
France, the HR for hard coronary 
events among Belfast participants 
was 1.76, which dropped to 1.09 
after adjusting for drinking pattern 
and wine drinking. Only wine 
drinking was associated with a 
lower risk of hard coronary 
events, irrespective of country. 

 

Comments: Although a strong inverse 
association between moderate alcohol 
consumption and cardiovascular disease 
(CVD) has been demonstrated for dec-
ades, more recent research has empha-
sized the importance of drinking pat-

tern (regular moderate consumption 
versus episodic or binge drinking). This 
study addressed drinking pattern, but it 
is entirely based on drinking during 1 
week as the exposure—a substantial 
methodological limitation. Nonetheless, 
it may inform the debate about the 
potential greater effect of moderate 
wine consumption versus other alco-
holic beverages on CVD risk. The main 
finding was that regular moderate 
drinking, especially of wine, lowered 
CVD risk, while binge drinking, espe-
cially of beer or whiskey, increased it.  

R. Curtis Ellison, MD 
 
Reference: Ruidavets JB, Ducimetière P, 
Evans A, et al. Patterns of alcohol con-
sumption and ischaemic heart disease 
in culturally divergent countries: the 
Prospective Epidemiological Study of 
Myocardial Infarction (PRIME). BMJ. 
2010:23;341:c6077. 

Drinking Pattern, Beverage Type, and CVD Risk (continued from page 7) 

 Visit www.aodhealth.org to download these valuable  
teaching tools: 

  

Helping Patients Who Drink Too Much 
  

A free multimedia training curriculum on 

screening and brief intervention  

for unhealthy alcohol use 

 www.mdalcoholtraining.org 
  

• Learn skills for addressing unhealthy alcohol use (e.g. screening, assess-
ment, brief intervention, and referral) in primary-care settings. Includes a 
free PowerPoint slide presentation, trainer notes, case-based training vid-
eos, and related curricula on health disparities/cultural competence and 
pharmacotherapy. 

  ______________________________ 
  

Prescription Drug Abuse Curriculum 
  

A free downloadable PowerPoint presentation to  

address prescription drug abuse 

www.bu.edu/aodhealth/presc_drug.html 

  

• Framed within the clinical scenario of chronic pain management, this valu-
able teaching resource includes detailed lecture notes to expand on the 
information contained in each slide. Designed to last 2 hours, the material 
can be easily adapted to fit the 1-hour lecture slot typical of most training 
programs. 


