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Abstract

Purpose—Alcohol abuse and dependence are collectively referred to as alcohol use disorders

(AUD). An AUD is present in up to one third of patients admitted to an intensive care unit (ICU).

We sought to understand the barriers and facilitators to change in ICU survivors with an AUD in

order to provide a foundation upon which to tailor alcohol-related interventions.

Methods—We utilized a qualitative approach with a broad constructivist framework, conducting

semistructured interviews in medical ICU survivors with an AUD. Patients were included if they

were admitted to one of two medical ICUs and were excluded if they refused participation, were

unable to participate, or did not speak English. Digitally recorded and professionally transcribed

interviews were analyzed using a general inductive approach and grouped into themes.

Results—Nineteen patients were included with an average age of 51 [interquartile range (IQR)

36–51] years and an average APACHE II score of 9 [IQR 5–13]; 68% were Caucasian, 74% were

male, and the most common reason for admission was alcohol withdrawal (n = 8). We identified

five facilitators of change: empathy of the inpatient healthcare environment, recognition of

accumulating problems, religion, pressure from others to stop drinking, and trigger events. We

identified 3 barriers to change: missed opportunities, psychiatric comorbidity, and cognitive

dysfunction. Social networks were identified as either a barrier or facilitator to change depending

on the specific context.
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Conclusions—Alcohol-related interventions to motivate and sustain behavior change could be

tailored to ICU survivors by accounting for unique barriers and facilitators.

Keywords

Intensive care unit; critical illness; alcohol use disorder; brief intervention; motivational
interviewing

INTRODUCTION

Alcohol abuse and dependence are collectively referred to as alcohol use disorders (AUDs)

and are associated with multiple poor health-related outcomes [1]. The presence of an AUD

increases the risk of developing a several diseases commonly cared for in an intensive care

unit including acute respiratory distress syndrome (ARDS) [2], septic shock [3], acute

respiratory failure[4], severe community acquired pneumonia[5], and hospital-acquired

infections [6]. As a result, AUDs are present in up to one-third of patients admitted to an

ICU [2, 3, 7, 8]. Because of improvements in care, more than 80% of patients admitted to an

ICU survive their hospitalization [9]. However, within one year of hospital discharge 44% of

patients with an AUD who required ICU care are readmitted to the hospital or die [10]. As

an enforced period of abstinence, admission to the hospital presents an ideal opportunity to

address a patient’s underlying AUD and prevent future alcohol-related illness [11].

Brief interventions are 5 to 30 minute sessions spent with a patient addressing their alcohol

consumption, identifying goals, and assembling a plan to reduce alcohol-related harm [1,

12]. Such interventions are frequently delivered to patients who are not specifically seeking

help for their drinking [13]. These brief interventions have been extensively studied in

medical inpatients, trauma patients, and emergency department patients [14–16]. There is

general consensus that the efficacy varies between healthcare setting though the precise

patient or setting related characteristics associated with the variation in efficacy are unclear

[16, 17]. Furthermore, brief interventions have not been studied in medical ICU survivors.

Based upon experts in the field advocating for the development of interventions in a novel

setting, we sought to understand how medical ICU survivors with AUDs decide to change

their drinking behaviors [18]. Our aim was to identify themes surrounding the decision to

change drinking behaviors that could be used to specifically tailor brief interventions for

AUDs in medical ICU survivors.

METHODS

Study Design

A broad constructivist framework guided this study where language and meaning connect

the experience as shared to its context [19]. A qualitative approach was most appropriate for

this study to allow for an in depth exploration of the complexity of human experience and

helps build a comprehensive understanding of patients’ choices and influencing factors

surrounding alcohol use, potential for changes in behavior, and the impact of the ICU

environment. We used a qualitative descriptive approach described by Sandelowski and

conducted in-depth individual interviews [20]. This study was reviewed and approved by the
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local Institutional Review Board (COMIRB protocol # 08-0305) and all patients provided

informed consent for participation. Because of the sensitive nature of the interview, a

certificate of confidentiality was also obtained from the National Institutes of Health.

Sampling and Recruitment

Patients admitted to two medical ICUs were screened for enrollment in the study. Patients

were eligible to participate if they had an Alcohol Use Disorders Identification Test score

greater than or equal to 8 or had a history of an AUD, as identified by the treating physician.

Patients were excluded if they refused participation in the study, did not speak English,

could not provide informed consent, or had a condition that prevented completion of the

interview. Purposeful sampling was used to identify information-rich individuals who met

criteria for an AUD within the context of an acute medical ICU admission, and who were

willing to share detailed knowledge about their choices and perceptions about alcohol, its

use and its relationship to their health. Adequacy of the sample size was based on the quality

of data and nature of shared experiences [19].

Data Collection

An interview guide was developed based on input from the entire team, clinical experiences

and prior research (Table 1). The interview guide was refined as interviews progressed to

explore emerging themes [19]. The initial interview template was quickly found to not be

sufficiently open-ended and made it difficult to build rapport with some patients. Therefore,

during revision, particular attention was paid to begin with questions that would build

rapport with the patient and that questions were non-judgmental. For example, instead of

beginning the interview by asking the patient whether or not they want to change their

drinking, we modified the interview template to ask them to describe their alcohol use. The

interview process was supervised by a senior qualitative investigator (JJ) and conducted by

BC. A single interview was conducted in person with each patient in a private space within

the ICU setting, as a patient’s clinical condition allowed prior to discharge. We verified that

the patient was not delirious based on the opinion of the patient’s nurse and primary treating

physician. Vigilant attention was paid to the topic focus during the interview but flexibility

was balanced to probe new or complex areas of shared experiences. Field notes and analytic

memos were maintained throughout the interview process to capture emerging

understandings and provide analytic rigor [21]. We conducted semi-structured interviews

until we reached thematic saturation [22].

Qualitative Analysis

Interviews were recorded using a digital recorder and were transcribed by a professional

transcriptionist producing 160 pages of text. We used a General Inductive Approach (GIA)

to qualitative text data analysis. We grouped codes into themes and explored within case and

between case comparisons [23, 24]. Field notes and evolving analytic memos also formed

part of the interpretation of data. Credibility and authenticity are enhanced by our team

based approach to analysis where unique perspectives, differences in coding and analytic

framing are resolved through discussion and consensus [25]. Particular attention was paid to

disconfirming or deviant cases to provide alternative interpretations to the emerging

conceptual schema [26].
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RESULTS

Nineteen interviews with medical ICU patients were conducted between August 2010 and

February 2013. Patient characteristics are summarized in Table 2. We could broadly classify

themes into barriers or facilitators of change (Table 3). The five key themes that facilitated a

decision to stop drinking or to cut down on drinking included: empathy in the inpatient

healthcare environment, recognition of alcohol-related problems and risks, religion, pressure

from others to stop drinking, and trigger events. Three barriers to cutting down or stopping

drinking were missed opportunities, psychiatric comorbidity, and cognitive dysfunction. The

patient’s social network was both a facilitator and a barrier, depending on the specific

situation.

Facilitators of Change

Empathy of the inpatient healthcare environment—Empathy refers the capacity to

recognize feelings that are being experienced by another person and was sensed by medical

ICU patients as an understanding of their AUD by others. In the context of the medical ICU,

patients sensed a collective empathy, coming not only from nurses and physicians but also

from members of their social network such as family and close friends who supported them

during their illness. This empathy was important in facilitating a desire to change and

sometimes led to an increased level of confidence that change could occur. On the contrary,

when healthcare providers or family were confrontational regarding a patient’s drinking this

led to anger and a lack of a desire to change. Overall, an empathic environment in the ICU

facilitates a setting in which patients do not feel judged and, thus, feel free to discuss their

drinking with others. This is an important aspect of forming a plan to change drinking

behaviors following ICU discharge.

Recognition of accumulating problems or risks—Problems or risks associated with

excess alcohol consumption are a hallmark of the diagnosis of alcohol abuse or dependence,

as defined by the Diagnostic and Statistical Manual, fourth version (DSM-IV). Patients’

problems could be related to a failure to fulfill major role obligations (such as poor work

performance or neglect of children), recurrent legal problems, recurrent social or

interpersonal problems (such as arguments with a spouse related to alcohol), or medical

problems (such as cirrhosis). Patients recognized these problems on their own but expressed

an inability to cut down their drinking despite a desire to change. The inability to stop

drinking despite consequences is a feature of an AUD. Therefore, recognition of alcohol-

related problems may have facilitated a desire to change, but is not sufficient by itself to lead

to change.

Pressure from others to change—Pressure to change was brought about prior to

hospital admission by others for two main reasons. First, they witnessed the patients’

accumulating problems and risks and were concerned for the health and safety of the patient.

Second, the patients’ alcohol-related problems and consequences may have directly affected

those who were pressuring the patient to stop drinking. Preceding their illness, the patient

may have ignored this pressure to change and tried to exclude those bringing pressure to
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change from their social network. Frequently, friends and family who exerted pressure to

change did so in a confrontational manner thus resulting in a lack of desire to change.

Religion—Religion is important in providing patients with the strength to commit to

abstinence or a reduction in alcohol consumption. Patients who had stopped drinking in the

past referred to religion in the context of Alcoholics Anonymous. Others found the social

network provided by formal religion in the context of a specific church provided a

supportive environment for abstinence and change.

Trigger event—A trigger event refers to a significant event that precipitates change. These

significant, life-changing events were almost necessary for change to occur. While this is

often described as “hitting bottom” for patients with alcohol dependence, this did not

necessarily have to be the case for ICU survivors. Frequently, the trigger event was the

illness that resulted in admission to the medical ICU. Trigger events could be related to the

development of a chronic health condition (such as the diagnosis of cirrhosis) or surviving

an acute life-threatening illness such as sepsis. This could sometimes be more accurately

described as a “near miss” as opposed to “hitting bottom.” Trigger events do not have to be

health-related. They could be related to other consequences of drinking such as a motor

vehicle accident, loss of one’s home, or having a child taken away. These may occur prior to

hospital admission, prompt the patient to stop drinking and the patient is subsequently

admitted to the ICU for treatment of severe alcohol withdrawal. ICU admission is then a

time to “dry out” and solidify a plan for change.

Barriers to Change

Missed Opportunities—A missed opportunity is the failure to act in the setting of a

favorable junction of circumstances. A missed opportunity could be simply be a failure to

identify a patient’s ongoing alcohol consumption. Alternatively, the competing demands on

the time of healthcare providers may mean that a discussion regarding plans for change

never occurs with the patient. In spite of such discussions, there could also be a failure to

connect a patient’s acute illness with their excess alcohol consumption. Without this

connection, patients will not factor their acute illness into weighing the pros and cons of

continued alcohol consumption and may then decide to continue drinking.

Psychiatric comorbidity—Psychiatric comorbidity is common in patients with an AUD

and are associated with poor treatment-related outcomes [27]. Symptoms related to a

psychiatric comorbidity such as an anxiety disorder or depression could lead to continued

drinking. While the continued drinking may lead to temporary improvement in symptoms, it

will ultimately lead to a spiraling effect where drinking leads to worsening psychologic

symptoms and psychologic symptoms lead to more drinking. This spiraling may then

continue because of the stigma associated with seeking mental health treatment.

Cognitive dysfunction—In patients with an AUD, cognitive dysfunction is well

described and may lead to impairments in multiple cognitive domains including problem

solving and executive functions. Therefore, cognitive dysfunction may lead to an inability to

think about abstract ideas including weighing the pros and cons of continued alcohol
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consumption. Patients with cognitive dysfunction lacked insight into the problems related to

their excess alcohol consumption and did not express a desire to change. Their answers to

the interview questions lacked breadth and depth and interviews were typically short (less

than 10 minutes).

Social Network—A social network is a network of friends, family, colleagues, and other

personal contacts. Members of the patient’s social network encouraged alcohol consumption

either through their own behaviors or through facilitating the alcohol-related behaviors of

the patient. However, patients who wanted to change also had members of their social

network that were abstinent from alcohol themselves, encouraged the patient to abstain from

alcohol, and/or did not exhibit behaviors that enabled the patient to continue to drink

excessively. Having a social network available that could reinforce abstinence is important

for change. In the absence of a change in social network, patients could not commit to

change with confidence.

Summarizing Barriers and Facilitators to Change—Figure 1 summarizes how these

themes are connected and ultimately result in a decision to change or not change drinking

for medical ICU survivors with an AUD. We hypothesize that patients develop an illness

necessitating admission to the medical ICU atop a background of accumulating problems

related to their alcohol use and pressure from others to stop drinking. Their illness and ICU

admission may then act as a trigger event causing them to consider changing their drinking

behaviors. Once patients enter this contemplative stage, empathy from others in the inpatient

healthcare environment, religion, and social networks that supported abstinence could serve

to further facilitate change. On the contrary, missed opportunities, psychiatric comorbidity,

cognitive dysfunction, and social networks that directly or indirectly encouraged continued

alcohol consumption served as barriers to a decision to change.

DISCUSSION

In the first qualitative study of medical ICU survivors with AUDs, we identified how this

unique population of patients approaches a decision to change their drinking behaviors in the

context of surviving a critical illness. We identified several patient and system barriers and

facilitators to making a decision to change, thus providing a platform for the development of

brief interventions in medical ICU survivors with AUDs. With over 3 million ICU survivors

in the United States each year and the high prevalence of AUDs in patients admitted to the

ICU, developing such a system has the potential to impact future drinking-related outcomes

in a large population of patients. Furthermore, our prior work and the findings in this study

support the notion that surviving a critical illness may be a “teachable moment” where

patients are particularly motivated to change [11, 28]. Our findings are similar to the work

by Orford and colleagues in treatment seeking clients with an AUD. This work identified a

catalyst system in which “recognition of accumulating problems” and “trigger events”

catalyze change that is then sustained with the help of social networks [29]. However, the

other barriers and facilitators identified in our study may be unique to ICU patients.

There is substantial evidence for the use of motivational interviewing in a brief intervention

[16, 30, 31]. In motivational interviewing, a member of the healthcare team spends 15–30
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minutes with a patient discussing the pros and cons of continued alcohol consumption. The

use of MI for brief intervention, therefore, could provide a system that addresses several key

themes that we identified. MI would allow a healthcare provider to acknowledge

accumulating risks and problems as well as pressure from others through incorporating these

into a discussion of the pros and cons of continued drinking. Furthermore, an explicit

discussion of the patient’s trigger event could be included in weighing the risks and benefits

of continued drinking during MI. A key aspect of motivational interviewing is empathy and

the lack of confrontation. However, our findings suggest that further efforts to ensure

empathy in family and friends in addition to healthcare providers other than the

interventionist may be necessary when brief interventions are applied in medical ICU

survivors. Finally, incorporating members of the patients’ social network into a brief

intervention may be helpful. For example, significant others have been successfully included

in brief interventions conducted in the trauma setting demonstrating feasibility though the

impact on drinking outcomes remains unclear [32].

The medical ICU is a chaotic environment with several competing demands for healthcare

provider’s time. Therefore, it is not surprising that there were missed opportunities to

address a patient’s alcohol use. When compared to standardized questionnaires, physicians

only identify 52% of hospitalized patients with an AUD [33]. Our prior work extended this

finding to the medical ICU setting where physicians fail to identify more than one quarter of

patients with excessive alcohol use, even in hospitals with standardized alcohol screening in

the emergency department [34]. Systematic ICU based alcohol screening could address this

problem. However, future work will need to focus on how this approach can be

implemented successfully in the ICU environment.

Finally, it will be important to account for other barriers to change when considering brief

interventions for medical ICU survivors. Cognitive dysfunction is prevalent in ICU

survivors and in patients with AUDs though its prevalence in ICU survivors with an AUD is

unknown [35–37]. When present, cognitive dysfunction is associated with poor treatment

outcomes in patients with AUDs [27]. Fortunately cognitive dysfunction can improve with

weeks to months of abstinence from alcohol [38]. One possible approach to address

cognitive dysfunction would be to alter the timing of an intervention by providing a “booster

session” following hospital discharge. This approach has been successfully implemented in

the emergency department setting and leads to reduced alcohol consumption when compared

to a single intervention alone [39]. Psychiatric comorbidities such as anxiety and depression

also serve as a barrier to change. We previously demonstrated that the presence of anxiety,

depression, or schizophrenia is independently associated with the time to death or first

rehospitalization in medical ICU survivors with alcohol withdrawal [10]. Psychiatric

comorbidities are more common in ICU survivors with an AUD and are associated with

poor treatment compliance and worse treatment related outcomes in patients with an AUD

[40]. Therefore, an important and novel aspect of intervention for medical ICU survivors

with AUDs may be bridging to concomitant treatment for psychiatric comorbidities and an

AUD.

There are limitations to our study. First, we focused on how medical ICU survivors make a

decision to change their drinking behaviors at a single point in time and did not conduct
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followup interviews after hospital discharge. A decision to change drinking behaviors is

fluid and barriers and facilitators to change may fluctuate over time particularly when

patients return to their home environment. Therefore, we can only generate themes that

brought about a desire to change; identifying themes that actually bring about change will

require following patients longitudinally. Importantly, drinking outcomes in medical ICU

survivors have not been assessed though rates of abstinence in general medical inpatients

approach 30% one year following hospital discharge [41]. Second, a key aspect of a brief

intervention is referral to treatment for patients with an AUD. The barriers and facilitators to

treatment attendance may be different from the barriers and facilitators to change. For

example, a patient may have a desire to change but be unwilling to participate in a particular

type of treatment. Alternatively, a patient may have a desire to change, be willing to

participate in treatment, but be unable to do so because of financial or logistical reasons.

Finally, patients who did not want to change their drinking behaviors may have declined to

participate in this study. Therefore, we may have failed to identify key barriers to change.

CONCLUSION

In the first qualitative study in medical ICU survivors with AUDs, we identified key barriers

and facilitators to changing drinking behaviors. Addressing these when developing a

systematic approach to screening, brief intervention, and referral to treatment for AUDs will

result in a system that is tailored to this unique population. Future studies should test the

efficacy of a tailored system in this unstudied population.
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Figure 1.
A proposed framework for change in medical intensive care unit survivors with an alcohol

use disorder.
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Table 1

Initial and final templates used to interview patients.

Initial Interview Template Final Interview Template

Do you want to change your drinking? Why or why not? Can you describe your alcohol use?

Have you every sought help for drinking in the past?   What do you like about it?

  What did and did not work?   What do you not like about it?

What would help you cut down on or stop drinking?   What problems do you associate with it?

What influences your drinking? Can you describe any help you have sought for drinking in the past?

What are the biggest problems that you associate with your
drinking?

  Why do you think it did or did not work?

What strategies do you have to cut down on your drinking? How have people influenced your drinking?

When you experience stress, what do you do? Have you thought about changing your drinking prior to this admission?

  Were you changing?

  What made you more likely to want to change?

  What made you less likely to want to change?

  How has this changed based on your current illness?

Has anxiety or depression made it difficult for you to change?
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Table 2

Baseline characteristics of patients enrolled in the study. IQR, interquartile range; APACHE II, Acute

Physiology and Chronic Health Evaluation II; AUDIT, Alcohol Use Disorders Identification Test.

Age (years, IQR) 51 [36, 61]

Race/Ethnicity (%)

  Caucasian 68

  Hispanic 21

  African American 11

Gender (% male) 74

APACHE II score (median, IQR) 9 [5, 13]

AUDIT Score (median, IQR) 17 [10, 27]

Reason for admission (%)

  Alcohol withdrawal 8

  Gastrointestinal bleeding 5

  Severe sepsis 2

  Other 4

Length of interview (minutes, IQR) 24 [21, 32]
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Table 3

Barriers and facilitators of change in medical intensive care unit survivors with an alcohol use disorder.

Facilitators Description Example

Empathy of the inpatient
healthcare environment

A feeling of understanding and lack
of stigmatization from the entire
healthcare team as well as family
members

“They [nurses] just get it. They are more compassionate. They get it.
They get it. They don't come off … Let's put it like this. They don't come
off as condescending like the arrogant doctors do.”
“And everybody is pulling for my recovery and I don’t feel embarrassed
about myself in the least bit.”

Recognition of
accumulating problems

Awareness of accumulating alcohol
related health, legal, and financial
consequences preceding admission
to the ICU

“Your teeth are all messed up. Your health is lousy. You have trouble
sleeping at night. You are always in pain for everything. So… It
[alcohol] is not worth it.”
“[Alcohol] destroyed my kidneys, my pancreas, my liver.”

Religion Strength from faith in god or from
the community provided by a
church

“So my faith in my Lord and Savior Jesus Christ, I always rely on
Him…And that has given me the help I've needed to now really start
making progress.”
“And I’m going to stay away from the old crowd I used to hang with.
I’m trying to make religious friends.”

Pressure from others to
stop drinking

An urging from family or friends to
stop drinking.

“Cause my sister had been telling me all the time - all you're doing is
drinking yourself to death.”
“My girlfriend [yelling] at me to stop drinking.”

Trigger events Significant, life changing event
related to alcohol use that results in
changes in alcohol consumption

“[I decided to stop drinking] when the doctor told me I was sick. Stage
4, which is the highest cirrhosis.”
“Once you see blood gushing out of you and like excrement is all blood
and you can't walk and you can't eat and you go like a week without
eating… it kind of changes your mind about alcohol.”

Barriers

Missed opportunities Failure to connect patients’
excessive alcohol consumption
with reason for hospitalization/
severe acute illness

“That's when I started drinking wine….it does control my red blood
cells.”
“It’s just casual drinking.”

Psychiatric comorbidity Depression/anxiety frequently
triggered patients to drink.
However, some patients did not
seek help for their psychiatric
problems because of perceived
stigmatization.

“…I used the drinking to medicate myself, I guess, from depression and
that sort of thing. I never really sought psychiatric help and I probably
should have. “
“That’s how I grieved… with the alcohol.”

Cognitive dysfunction An impaired ability to think
clearly.

“And alcohol frying your brain just a little bit more.”

Barrier or Facilitator

Social network A decision to change was guided
by the probability that the patient’s
social network would be supportive
of their decision

Facilitator: “Well, my boyfriend. He has really, really helped out
because I told him, look, my drinking is not about you. If you want to
have a beer…that's fine with me. I'm not telling you to stop. But he
stopped drinking and it does help me.”
Barrier: “One of my best friends…is a heavy drinker. We hung out for
years and years and years. That didn't help.”
Barrier: “If you hang with the wrong crowd, you end up getting to be
like them.”
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