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Abstract
Objective—To assess the use of alcohol screening tools across US colleges.

Participants—Directors of health services at 333 four-year colleges.

Methods—An online survey was conducted regarding the use of alcohol screening tools. Schools
reporting use of formal tools were further described in terms of 4 tools (AUDIT, CUGE, CAPS,
and RAPS) that the authors judged to be the most favorable based on prior empirical comparative
studies.

Results—Forty-four percent of colleges reported use of at least 1 formal alcohol screening tool
and nearly all of these used a tool appropriate for college students. However, less than half of the
44% of colleges that used a screening tool used 1 of the 4 most favorable tools.
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Conclusions—Continued efforts are needed to encourage colleges to use the most effective
available screening tools to identify alcohol-related problems that require intervention among
students.
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College student alcohol use is a significant public health problem. More than 70% of college
students have consumed alcohol within the past 30 days,1,2 with many consuming alcohol
heavily. Two in 5 college students report binge drinking, defined as 5 or more drinks in a
row for males and 4 or more drinks for females, in the previous 2 weeks.1,2 College students
are also more likely to use alcohol and drink more heavily than young adults who do not
attend college.3–5 Associated harms due to heavy drinking include traffic crashes, unsafe
and unintended sexual activities, deaths due to falls, other personal injury, alcohol overdose,
and suicides.6,7 In addition to the harms experienced by drinkers themselves, other college
students often experience a wide range of secondhand harmful consequences (eg, assaults,
sleep disruption, insults).6

Approximately 20% of college students nationally are in need of some type of intervention
or treatment for their alcohol use, yet many students who abuse alcohol do not recognize the
need for help.8 A longitudinal study of college students’ health behaviors that tracked 1,253
undergraduates at a large public college found that only 3.6% of those students that met
criteria for a substance use disorder (the most prevalent being alcohol use disorder)
perceived a need for professional help.9

Colleges addressing problem alcohol use among their students need a systematic screening
process to accurately identify students who may benefit from alcohol intervention or
treatment services,10 particularly in light of recent developments of interventions for
alcohol-abusing college students (eg, Brief Alcohol Screening and Intervention for College
Students [BASICS]).11 Screening on a college campus can be a relatively brief and simple
process implemented by a range of campus professionals.12 Several psychometrically sound
screening tools are available to identify alcohol problems among adolescents and young
adults, including college problem drinkers. Several reviews of these screening tools have
been published,13,14 and there are studies that have directly compared the quality and
appropriateness of them.15

We identified 1 published study that systematically assessed alcohol screening policies and
procedures among colleges. This study found that among 249 accredited US colleges and
universities with health centers, 32% indicated their college routinely screened for alcohol
use problems, and 11.7% used a standardized screening tool.16 In this article, the work of
Foote and colleagues is expanded by reviewing the evidence on the validity and
appropriateness of available alcohol screening tools for use among college students and
assessing the current use of screening tools among a representative sample of US colleges.

Methods
This study is part of a larger, 3-year study conducted concerning the extent and nature of
alcohol abuse screening and treatment services provided to students on college campuses.
As part of this study, an online survey of directors of campus health care services was
conducted. This study was approved by the institution’s institutional review board.
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Colleges
A list of accredited 4-year colleges/universities was identified through the American Council
on Education (n = 2,482). Colleges were excluded if they were (1) a graduate school only;
(2) a virtual college or online university; (3) associations of schools, or schools that only
offered 1 type of program/major; (4) not listed in Barron’s Profiles of American Colleges
2007 or the College Board’s 2008 College Handbook; or (5) had campus leaders who
assisted us with development of our survey instrument (n = 3). A final list was identified that
consisted of 1,572 eligible colleges/universities and stratified by size (ie, undergraduate
enrollment < 2,500 students vs ≥ 2,500 students) and public versus private status. Using a
weighted sampling procedure based on the number of colleges within each stratum, 100
colleges were randomly selected from the list of small public and large private colleges, 101
from the list of small private colleges, and 268 from the list of large public colleges. The
overall sample included 569 four-year colleges; however, 28 of these schools did not have
health care services on campus, resulting in a final sample of 541.

Participants
At each college the director of campus health services or someone in a similar position was
invited to participate in a survey. To identify potential respondents for each college, college
Web sites were reviewed and phone calls were made to various campus offices identified
through these Web sites. The response rate was 61.6% (333/541). A comparison of the
characteristics of colleges that responded to the survey to those who did not respond based
on the size (small vs large) and type of school (private vs public) indicated no significant
differences.

Eighty-eight percent of the respondents were directors of health services or health
professionals, and the remaining 12% had either a different title (eg, Assistant Dean of
Students, Director of Housing and Residential Life) or did not report their title.

Online Survey
A draft of the survey instrument was reviewed and pilot-tested among 6 campus health
professionals from 3 colleges; these colleges were excluded from eligibility in the regular
survey. The online survey was administered by a health survey research center at the
authors’ university. The online survey was housed on a university server using secure
sockets layer protocol to ensure that respondent data were safely transmitted to the server.
Data were maintained according to industry standards for Internet security, as well as
standards for research protection established by the authors’ university’s institutional review
board. Potential participants were first contacted with an e-mail invitation that included a
link to complete the online survey. This was followed by up to 5 reminder e-mails sent by
the survey center and up to 10 attempted follow-up telephone contacts as needed. The
telephone calls served as a reminder to complete the survey online and an opportunity to
complete the survey over the phone. Only 3 of our respondents chose to complete the survey
over the phone versus online.

Measures
Measures were created from responses to 2 survey items—the first item asked: “Do
counselors or health care staff use any formal instrument to identify students with problems
related to alcohol use?” (Yes/No/Don’t know/Not applicable). If the response was “Yes,”
the respondent was asked, “What instrument(s) does your school use?” Response options
included 11 tools (eg, Alcohol Use Disorders Identification Test [AUDIT], CAGE,
Michigan Alcohol Screening Test [MAST]), “in-house” and “other” (with write-in option);
respondents were instructed to “check all that apply.”
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Responses were categorized according to the item regarding which instrument(s) was (were)
used in 3 stages. First, each instrument was categorized, including write-in responses, into 1
of 4 categories: (1) formal screening tool (12 formal screening tools were reported, and 8
from the response choices provided to the respondent, plus 3 additional provided by
respondents; see Appendix 1 for descriptive and source information for these 12 tools); (2)
in-house screening tool, meaning a tool that was developed and used by staff at that
institution; (3) comprehensive assessment tool (3 common diagnostic-based or multiproblem
assessment tools were provided response options—Diagnostic Interview Schedule,
Addiction Severity Index, and Structured Clinical Interview for Diagnostic and Statistical
Manual of Mental Disorders, Fourth Edition [DSM-IV]); or (4) write-in responses that were
determined to be either not applicable (not a screening or assessment tool—eg, a brief
intervention curriculum), a psychiatric screening tool, or of unknown purpose (eg, an
unrecognizable acronym). Second, based on a thorough literature review of relevant studies
(see Appendix 2), psychometric status of each formal screening tool was categorized
according to whether it was empirically evaluated for its accuracy in identifying problem
drinkers (concurrent validity) in a college student population—“yes” (published study
available) or “no” (no published study available).Third, we assessed the comparative status
of each formal tool based on whether the tool’s concurrent validity had been empirically
compared to at least 1 other tool among (but not limited to) young adults (age 18 and older)
—and then assigned the tool to 1 of these 3 categories: (1) tool had been empirically
compared to at least 1 other tool, and at least 1 study showed the tool’s concurrent validity
more favorable than at least 1 other tool; (2) tool had been empirically compared to at least 1
other tool, and no study showed the tool’s concurrent validity to be more favorable than
other tool(s); and (3) tool had not been empirically compared to other tool(s) (Appendix 2
provides a list of studies and the tools investigated).

Analyses
Descriptive statistics were first calculated of the responses to our survey for each measure.
To compare use of screening tools across size (large vs small) and type (private vs public) of
school, schools were grouped into 3 mutually exclusive groups using the best tool reported
for each school: Recommended (use of at least 1 tool evaluated in a college sample and
found to be favorable in at least 1 comparison study), College-tested (use of a tool evaluated
in a college sample but was either not compared or not found to be favorable in any
comparison study), or Others (eg, use of in-house tool only, no tool reported; see Table 2 for
further description of Others). Groups were then compared across school size and type. The
first tests were 2-degree of freedom tests comparing all 3 groups simultaneously, followed
by planned pairwise contrasts between Recommended versus College-tested, and
Recommended versus Others. There was no assessment of how frequently each tool was
administered to students within campuses.

RESULTS
Fifty-six percent (185 of the 333 respondents) indicated that their college uses a screening
tool to identify students with alcohol problems (see Figure 1). Among the 333, we further
identified these subgroups (also provided in Figure 1): 14 (4%) said that they used a tool but
did not provide any additional information; 148 (44%) reported use of at least 1 identifiable,
formal screening tool (see Table 1 for list of these 12 tools); 12 (4%) reported use of only an
in-house screening tool; 4 (1%) reported use of only a comprehensive drug abuse assessment
tool; and 7 (2%) specified either a tool that was not recognized or was not an assessment
tool (eg, a brief intervention program). Among the 148 colleges reporting use of an
identifiable and formal screening tool, 47 (32%; based on these 148 colleges) indicated that
they also used a comprehensive drug abuse assessment tool.
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Screening Tools
Table 1 shows the ratings of the 12 formal screening tools and the frequency with which
they were used (listed in order of frequency) among the 148 colleges that reported using a
formal screening tool. Because some respondents reported using more than 1 identifiable
tool, the total number of tools used by this sample is larger than 148. The 4 most commonly
used screening tools were the following: CAGE (54%), AUDIT (33%), Substance Abuse
Subtle Screening Inventory (SASSI) (28%), and MAST (16%). Among the 12 tools, we
determined that 9 were psychometrically evaluated among college students. The 3 tools not
evaluated in a college population—CRAFFT, Global Appraisal Inventory of Needs-Screen
(GAIN-Screen) and the Drug Abuse Screening Test (DAST)—were evaluated in published
studies showing favorable psychometric properties among adolescents. Five tools (AUDIT,
CRAFFT, CUGE, College Alcohol Problem Scale [CAPS] and Rapid Alcohol Problem
Screen [RAPS]) were shown in at least 1 study to have more favorable psychometrics than
at least 1 other tool.

Then we assessed the best screening tool reported by each college (see Figure 2 and Table
2). Here we used all colleges surveyed (N =333) as the denominator given that we wanted to
indicate the extent of screening tool use across all colleges. We found that 20% (68/333)
used a Recommended tool, 23% (78/333) used a College-tested tool (but not a
Recommended tool), and 56% (187/333) did not use any screening tool (n = 185) or reported
using a tool that was neither recommended nor tested (n = 2).

In comparisons across the 3 groups (based on best tool used) by school size and type, the
only significant difference was school size—larger schools were more likely than smaller
schools to use a Recommended tool (24% vs 11%; (χ2[2, N = 333] = 8.8, p = .01; see Table
2). In follow-up pairwise contrasts between Recommended versus College-tested and
Recommended versus Others by school size and type, there was only 1 significant
association—large schools, compared to small schools, were more likely to use a
Recommended tool and less likely to be in the Others group (χ2[1, N = 255] = 8.7, p = .003).

COMMENT
Conclusions

The study revealed 3 main findings. First, the study results indicate that many colleges do
not use formal assessment tools to screen for alcohol problems among their students. This
occurs despite the high prevalence of binge drinking and alcohol use disorders among
college students,1,2,17 recognition of the problem by college administrators,18 and clear
recommendations to screen and intervene with students who need help.12 The second main
finding was more favorable. Among those colleges that use a formal screening tool, nearly
all use at least 1 tool with demonstrated psychometric properties among college students.
The third finding was that, unfortunately, most schools that use a formal tool do not use the
best possible tool. Four screening tools were identified (AUDIT, CUGE, CAPS, and RAPS)
that we can recommend based on their psychometric properties among college student
samples and their performance when empirically compared to at least 1 other tool. Fewer
than half of the colleges that use a formal screen reported use of one of these recommended
tools, and among all survey respondents, only 20% reported using a screening tool that fell
into this recommended category.

The issue of the prevalence and type of alcohol screening among health service providers at
US colleges and universities is particularly important given the frequent heavy drinking
among college students.17 Screening is a critical step towards identifying students who are
abusing alcohol and may need intervention or treatment services. Thus, it is discouraging
that nearly half (44%) of the surveyed college health officials reported their school did not
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use a formal screening tool, and that about half of the schools that reported use of a formal
screening tool may not be using an optimal tool. Continued efforts are needed to encourage
colleges to use the most effective available screening tools to identify alcohol-related
problems that require intervention among college students. Effective brief interventions are
available for the college student population10,12 and an important component of these
interventions is an effective screening program.

Our research extends and updates the work by Foote and associates.16 We found a higher
prevalence of use of screening tools for alcohol use problems; in the present sample, 44%
reported using a formal screening tool compared to 12% in Foote et al study. Foote and
colleagues do not report detailed frequencies of specific tools, but they noted that the CAGE
was the most frequently used. The CAGE was the most commonly used tool in our sample;
it was used by 54% of colleges that reported using a formal screening tool. These findings
may indicate an increase in the use of screening tools by colleges since the prior study was
conducted (pre-2004).

It is encouraging that among colleges reporting use of a screening tool, a formal tool with a
sound empirical basis was preferred. The use of formal, standardized tools is important
because they optimize the accuracy of identifying a student who may need services, provide
stronger pre- and postmeasures when interventions are evaluated, and promote
comparability of data across institutions. Comparatively few colleges and universities (n =
12) reported using only an in-house screening tool. The availability of several sound and
relatively short screening tools behooves colleges to choose an existing and scientifically
sound screening tool.

More research is needed to better understand factors that contribute to whether colleges and
universities choose to use formal screening tools and how they decide which tool to use. It
would be helpful to understand the factors that lead to colleges choosing one screening tool
over another; these factors may include cost, convenience, and psychometric rigor.
However, the tools we recommend based on their performance in published research are
free, widely available, and among those with the greatest support in the scientific literature.
It would also be useful to explore barriers to employing a screening procedure with a
standardized tool. Barriers may include lack of awareness about existing screening tools,
lack of clinical expertise, lack of services for addressing alcohol problems, and poor support
from college and university administrators.

In sum, screening for alcohol abuse among college students is a recommended practice that
should be widely adopted. The practice of screening in the college setting can be facilitated
by use of a validated tool that is appropriated for the college student population. However,
fewer than half of the colleges we surveyed reported using a formal screening tool, and only
20% reported using at least 1 of the 4 tools that were judged as recommended (AUDIT,
CUGE, CAPS, and RAPS). There are numerous psychometrically sound and accessible
screening tools available. The widespread research on these tools suggests that they are not
only relatively accurate but also appear to be generally acceptable to college students.
Indeed, ongoing use of brief interventions in college settings suggest that many students
identified as having an alcohol problem are agreeable to not only being screened but also to
be part of an intervention program.10 Improving the screening standards in colleges and
universities can promote effective identification and appropriate referral of college students
who abuse alcohol. Promoting empirically supported screening services and the
development and implementation of appropriate referrals and interventions are important
responsibilities of campus health centers.
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Limitations
Limitations of this study need to be considered when interpreting the findings. First, the data
are based on self-report surveys. The respondent may not have been aware of the full range
of screening procedures including screening tools used at their school. It is also possible that
findings may have been influenced by social desirability bias, in that respondents may wish
to portray their college in a positive light. However, given that 44% of respondents reported
no use of a formal screening tool, this limitation may not be a major one. Second, the
estimate of use of screening tools may be conservative. Some respondents recorded a brief
intervention curriculum or a comprehensive assessment tool rather than listing a screening
tool. These colleges may be using screening tools but interpreted the survey question
incorrectly. The data reported here focus only on use of screening tools; it is not known the
extent to which use of a formal screening tool is associated with the practice of referring
students in need to interventions and treatment. Finally, another limitation is that the survey
was not formally tested for reliability and validity, other than face validity. However, many
of our survey items were adopted from a college survey that has been administered over
multiple waves and is considered the standard in the field.18
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APPENDIX 1

Information About the Identifiable Screening Tools

Tool Source reference No. of items Fee?

AUDIT (Alcohol Use Disorders Test) Babor et al, 200119 10 No

CAGE Ewing, 198420 4 No

CAPS (College Alcohol Problem Scale) O’Hare, 199721 8 No

CRAFFT Knight et al, 200322 6 No

CUGE Aertgeerts et al, 200023 4 No

DAST-A (Drug Abuse Screening Test–Adolescents) Martino et al, 200024 27 No

GAIN–Short Screen (Global Appraisal Inventory of Needs) Dennis et al, 200625 20 Yes

MAST (Michigan Alcohol Screening Test) Selzer, 197126 25 No

PESQ (Personal Experience Screening Questionnaire) Winters, 199227 41 Yes

RAPI (Rutgers Alcohol Problem Inventory) White & LaBouvie, 198928 18 No

RAPS (Rapid Alcohol Problems Screen) Cherpitel, 200029 4 No

SASSI-A (Substance Abuse Subtle Screening Inventory–
Adolescent)

Miller, 199530 100 Yes

APPENDIX 2

US-Based Published Studies That Compared Screening Tools

Citation Tools compared

Aertgeerts et al, 200023 CAGE, CUGE, AUDIT

Bush et al, 200331 TWEAK, AUDIT, AUDIT-Ca

Cherpitel, 199532 CAGE, BMAST, AUDIT, TWEAK

Cherpitel, 199833 CAGE, BMAST, AUDIT, TWEAK, RAPS
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Citation Tools compared

Cherpitel, 199934 CAGE, TWEAK

Chung et al, 200015 CAGE, TWEAK, AUDIT

Kelly et al, 200935 AUDIT, CAGE, CRAFFT, RAPS-QFa

Kelly et al, 200236 AUDIT, TWEAK, CAGE

O’Hare, 200537 AUDIT, Alcohol Change Index, heavy drinking index, binge drinking indexb

O’Hare & Sherrer, 199938 AUDIT, CAPS, Drinking Context Scalec

West & Graham, 200139 CAPS, CAGE, AUDIT

a
Refers to the version of the tool that consists only of the alcohol consumption items.

b
See O’Hare (2005) for descriptions of the Alcohol Change Index, heavy drinking index, and binge drinking index.

c
See O’Hare & Sherrer (1999) for description of the Drinking Context Scale.
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FIGURE 1.
Use of screening tools across full sample of colleges (N = 333). Comprehensive refers to a
diagnostic-based or multiproblem assessment (Diagnostic Interview Schedule, Addiction
Severity Index, or Structured Clinical Interview for DSM-IV); Not applicable refers to
nonscreening tool or a response that was not recognizable.
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FIGURE 2.
”Best” screening tool used across full sample of colleges (N = 333). Recommended refers to
use of at least 1 tool that was evaluated in a college sample and found to favorable in
comparison studies; College-tested refers to use of a tool that was evaluated in a college
sample but was either not compared to other tools or not found to be favorable in a
comparison; Others refers to all other responses (eg, uses in-house tool only, no tool
reported).
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TABLE 1

Frequencies and Ratings of Formal Alcohol Screening Tools Among Colleges That Reported They Used a
Formal Screening Tool (n = 148).

Screening tool Colleges n (%)a
Psychometrically evaluated in

college sample?
Comparative evaluation

favorable?b Recommendedc

CAGE 100 (68) Yes No†

AUDIT 61 (41) Yes Yes ✓

SASSI 52 (35) Yes No‡

MAST 29 (20) Yes No†

CRAFFT 13 (9) Nod Yes

CUGE 8 (5) Yes Yes ✓

PESQ 8 (5) Yes No‡

GAIN-Screen 3 (2) No No‡

RAPI 3 (2) Yes No‡

DAST 2 (1) No No‡

CAPS 2 (1) Yes Yes ✓

RAPS 1 (1) Yes Yes ✓

a
Percentages based on 148 (of 333) 4-year colleges that reported their college used a formal screening tool. Order of screening tools based on

reported frequency.

b
Yes = empirically compared to at least 1 other tool and at least 1 study showed the tool to be psychometrically more favorable than the other

tool(s).

c
Those checked as “recommended” based on the tool having been both psychometrically tested in a college sample and faired well in a

comparative evaluation.

d
The CRAFFT has been evaluated among older adolescents (18- to 20-year-olds) treated in Emergency Departments (Kelly et al, 2009).

†
No = empirically compared to at least 1 other screening tool and no study showed the tool to be psychometrically more favorable than the other

tool(s).

‡
No = not empirically compared to other screening tools.

J Am Coll Health. Author manuscript; available in PMC 2011 May 3.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Winters et al. Page 14

TA
B

LE
 2

Fr
eq

ue
nc

ie
s o

f “
B

es
t”

 S
cr

ee
ni

ng
 T

oo
l b

y 
C

ol
le

ge
 S

iz
e 

an
d 

Ty
pe

 B
as

ed
 o

n 
Fu

ll 
C

ol
le

ge
 S

am
pl

e 
(N

 =
 3

33
)

Si
ze

T
yp

e

T
ot

al
L

ar
ge

Sm
al

l
Pu

bl
ic

Pr
iv

at
e

B
es

t t
oo

l g
ro

up
n

%
n

%
n

%
pa

n
%

n
%

pa

R
ec

om
m

en
de

d
68

20
57

24
11

11
.0

1
42

19
26

22
.7

4

C
ol

le
ge

-te
st

ed
78

23
56

24
22

22
53

24
25

22

O
th

er
s (

se
e 

be
lo

w
)

18
7

56
12

1
52

66
67

12
2

56
65

56

To
ta

l
33

3
23

4
99

21
7

11
6

O
th

er
s i

nc
lu

de
:

   
   

N
ot

 c
ol

le
ge

-te
st

ed
2

   
   

In
-h

ou
se

12

   
   

C
om

pr
eh

en
si

ve
b

4

   
   

N
ot

 a
pp

lic
ab

le
c

7

   
   

N
o 

sp
ec

ifi
c 

to
ol

 re
po

rte
d

14

   
   

N
o 

to
ol

 u
se

d
14

8

N
ot

e.
 U

se
 o

f a
t l

ea
st

 1
 fo

rm
al

 sc
re

en
in

g 
to

ol
 w

as
 re

po
rte

d 
by

 1
48

 re
sp

on
de

nt
s. 

U
se

 o
f b

ot
h 

sc
re

en
in

g 
an

d 
co

m
pr

eh
en

si
ve

 to
ol

s w
as

 re
po

rte
d 

by
 4

7 
re

sp
on

de
nt

s.

a Si
gn

ifi
ca

nc
e 

te
st

 c
om

pa
re

s t
he

 3
 g

ro
up

s s
im

ul
ta

ne
ou

sl
y.

b C
om

pr
eh

en
si

ve
 re

fe
rs

 to
 a

 d
ia

gn
os

tic
-b

as
ed

 o
r m

ul
tip

ro
bl

em
 a

ss
es

sm
en

t (
D

ia
gn

os
tic

 In
te

rv
ie

w
 S

ch
ed

ul
e,

 A
dd

ic
tio

n 
Se

ve
rit

y 
In

de
x,

 o
r S

tru
ct

ur
ed

 C
lin

ic
al

 In
te

rv
ie

w
 fo

r D
SM

-I
V)

.

c N
ot

 a
pp

lic
ab

le
 re

fe
rs

 to
 n

on
sc

re
en

in
g 

to
ol

 o
r a

 re
sp

on
se

 th
at

 w
as

 n
ot

 re
co

gn
iz

ab
le

.

J Am Coll Health. Author manuscript; available in PMC 2011 May 3.


