
A brief summary of research on screening for Alcohol Use Disorders. 
 
The use of alcohol is common in most societies and there are varying accounts of 
benefits as well as harm associated with its use. However, the excessive use of 
alcohol has always been linked to increased harm, such as increased likelihoods of 
violence and injuries, and an increased risk of mortality1. Excessive use of alcohol is 
one of the most prevalent (and modifiable) risk factors for deaths and disability for 
young people internationally2 and in New Zealand3. There is international consensus 
recommending proactive early intervention4. 
 
The New Zealand Government’s Drivers of Crime Research found that harmful 
alcohol use in 2005/06 cost New Zealand an estimated $4,794 million1 of diverted 
resources and lost welfare5. Excessive use of alcohol is a major contributor to 
offending with direct costs to Police of $306m pa (and $674m pa for ACC)6.  It is also 
a contributing factor in family, and other, violent offending7 and reoffending8,9, and 
accounts for a significant proportion of health costs, especially for youth and young 
adults. 
 
In the last 30 years screening in the health sector has emerged as a means of 
identifying groups of people who are at risk of an adverse health outcome and 
facilitating their access to services to reduce this risk. The most widely implemented 
example of screening is breast screening for women.   
 
Screening for health disorders involves asking a person a series of questions (as few 
as possible) with the first key task aiming to screen out people that do not have the 
particular health disorder. People remaining after that are asked further questions to 
find out if they do indeed have the disorder, and if so at what severity.  It is also 
possible during this round of questions to eliminate any ‘false positive screens’ by 
establishing that someone does not have the disorder. It is important to note that 
some people who have a disorder will not be identified during this process, as the 
questions are not exhaustive and those being screened may minimize the 
information they disclose (called ‘false negative screens’). 
 
If a person is found to be likely to have a disorder, then there are a range of 
treatments that may be offered. Screening is itself an initial treatment as the person 
is made aware that their drinking is not normal and is likely to have adverse 
outcomes on their health and wellbeing. Often screening follows a protocol aimed at 
increasing the motivation of the person to change their drinking behaviours. The 
most detailed protocols may include follow up by text messages or phone call and a 
referral being made for further assessment and treatment. Screening that includes 
most or all of these is called Screening, Brief Intervention and Referral for Treatment 
(SBIRT). When there is no process for making a Referral for Treatment it is called 
Screening and Brief intervention (SBI) and this is mostly confined to actions that only 
take place in the setting where the person is screened (i.e. with no follow-up such as  
text or phone contact or making a referral). The first published study included follow-
up by a social worker10,11. 
 
Screening for AUDs has been has been was recommended by WHO in 2001 as an 
effective means of providing brief treatments as well as encouraging early access to 
more substantive treatments12. Since then there have been influential reports of it 
being effective in primary health services13 (General Practice), and resulting in it 
being recommended by the New Zealand Ministry of Health for primary care.  
 

                                            
1 The same report identifies an additional $6,881m for costs of drugs other than alcohol 



 
There are however groups who are at the highest risk of AUDs who do not access 
General Practice – especially young males and those from lower socioeconomic 
groups. Screening therefore needs to be carried out in other settings where these 
groups are more likely to be contacted. Integration of screening with a range of 
health and welfare agencies is consistent with the Ministry of Health’s strategy14. This 
is an opportunity  for use of emerging technologies that offer smart ways to identify 
people with health disorders early and to help them access treatment15–17.  
 
Screening for people with alcohol disorders in Emergency Departments has been 
driven by research showing the high proportion of the people accessing these 
services whose injuries are attributed to their consumption of alcohol. A recent study 
of 37 EDs (in 18 countries) showed that 16% of the injuries were attributable to the 
use of alcohol (20% for males and 9% for females), of which 44% were associated 
with assaults (compared to 14% for falls and 11% for road traffic accidents)1.  
 
Processes to identify people with Alcohol Disorders through Screening, provide them 
with a Brief Intervention and make a Referral to a Treatment Service (SBIRT) were 
first developed in 195810. Such screening has proven to be so cost-effective18–20 that 
it has become official policy that all US Hospital EDs have SBIRT as a condition of 
their accreditation21. Screening is also promoted by the World Health Organization22 
and is advocated for alcohol abuse at the ‘hazardous’ and ‘harmful’ levels (less 
severe than being Dependent on Alcohol) to reduce the subsequent physical and 
mental harm23,24.  There is ongoing research to determine the efficacy of the 
individual components of SBIRT and how it is best implemented. So far the results 
are mixed but positive overall25,26. However, there has been a recent study of 
screening Maori tertiary students in New Zealand that has shown positive outcomes 
using SBI15 and a similar study amongst Australian university students27. These 
studies support screening amongst groups of people that are least likely to visit a 
primary health service. 
 
There are relatively very few studies of screening in police custody. Most studies are 
from Europe and report on the work of full time police medical staff who have a 
legislative role in assessing people’s fitness to be detained28–31. There is one study in 
Northern England that is very similar to this work (Detention Officers screening 
detainees and offering a Brief Intervention (BI))32. We have not identified any studies 
that have investigated the outcomes of screening this offender population, although 
there is one review paper reporting on the effectiveness of a BI for people who have 
had drink-driving offences (a meta-analysis of 12 studies and citing two other reviews 
of a further 51 studies)33. This review reports a modest, statistically significant, 
decrease in both repeat drink-driving convictions and in the participants drinking less 
alcohol. 
 
The use of screening is not confined to AUDs and this methodology can be applied 
to anything where there is a questionnaire that has proven reliability and validity. 
Screening for depressive disorders is common both singularly and for those who may 
have both an AUD and a concurrent Depressive Disorder. 
 
In conclusion, this is but a very brief summary of the well supported practice of using 
screening methodologies to identify people who have an AUD and to persuade them 
to take actions that will alleviate this.  Screening as an approach to identifying people 
who have health disorders (including AUDs) is a significant part of a health strategy, 
especially to get early identification and access to treatment amongst younger people 
with developing disorders and those who do not access mainstream health services. 
 



Don A R Smith, 7 November 2016 
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