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ABSTRACT. Objective: Brief alcohol interventions are recommended
for primary care patients who screen positive for alcohol misuse, but
implementation is challenging. The U.S. Veterans Health Administration
(Veterans Affairs [VA]) implemented brief interventions for patients with
alcohol misuse in 2008, and rates of brief interventions documented in
the electronic medical record increased from 24% to 78% (2008–2011).
This study examined whether an independent measure of brief interven-
tions—patient-reported alcohol-related advice—also increased among
VA outpatients who screened positive for alcohol misuse on a mailed
survey. Method: This retrospective cross-sectional study included VA
outpatient respondents to the VA’s Survey of Healthcare Experiences
of Patients (SHEP; 2007–2011) who reported past-year alcohol use
and answered a question about alcohol-related advice. Alcohol-related
advice was defined as a report of past-year advice from a VA clinician

to abstain from or reduce drinking. The adjusted prevalence of alcohol-
related advice among patients who screened positive for alcohol misuse
(SHEP AUDIT-C ! 5) was estimated for each year. Results: Among
patients with alcohol misuse (n = 61,843), the adjusted prevalence of
alcohol-related advice increased from 40.4% (95% CI [39.3%, 41.5%])
in 2007 to 55.5% (95% CI [53.3%, 57.8%]) in 2011. Rates of alcohol-
related advice increased significantly each year except the last. Conclu-
sions: The VA’s efforts to implement brief interventions were associated
with increased patient-reported alcohol-related advice over time, with
a majority of patients with alcohol misuse reporting its receipt. Other
systems considering similar approaches to implementation may benefit
from collecting patient-reported measures of brief interventions for an
additional perspective on implementation. (J. Stud. Alcohol Drugs, 77,
500–508, 2016)
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ALCOHOL MISUSE INCLUDES a spectrum ranging
from drinking above recommended limits to meeting

diagnostic criteria for alcohol use disorders (Jonas et al.,
2012) and is a leading preventable cause of morbidity and
mortality (Mokdad et al., 2004; Murray et al., 2013; Rehm et
al., 2010). Approximately 20% of adult primary care patients
drink alcohol at unhealthy levels (Saitz, 2005; Vinson et al.,
2010). Based on the effectiveness of brief interventions for
reducing drinking in patients with alcohol misuse (Jonas et
al., 2012; Kaner et al., 2007), routine screening and brief in-
tervention are widely recommended for primary care patients
(Moyer, 2013; National Health Service, 2010). Although the
content of brief interventions varies across studies, effective
interventions typically include personalized feedback linking

drinking to health and advice to drink below recommended
limits or abstain from drinking (Jonas et al., 2012; Whitlock
et al., 2004). The length of brief interventions can be as short
as 5 minutes, but implementation of brief interventions in
real-world clinical settings has proven challenging (Nilsen,
2010; Williams et al., 2011).

The U.S. Veterans Health Administration (Veterans Affairs
[VA]) implemented brief interventions using national quality
improvement strategies, beginning with implementation of
outpatient alcohol screening in 2004 (Bradley et al., 2006).
An early evaluation showed that alcohol screening alone did
not increase rates of brief interventions (Bradley et al., 2006,
2007b), so a performance measure for brief interventions
linked to financial incentives for health system leaders was



CHAVEZ ET AL. 501

implemented in 2008. The performance measure required
clinicians to document two core elements of brief interven-
tions for patients who screen positive for alcohol misuse:
advice to drink below recommended limits and feedback
linking drinking to health (Lapham et al., 2012; Whitlock et
al., 2004). In addition, a brief intervention clinical reminder
in the electronic medical record (EMR) was disseminated
nationwide that clinicians could use to easily document the
required elements of brief interventions. In general, nonphy-
sician clinic triage staff screened outpatients with an alcohol-
screening clinical-reminder prompt, and a different VA
provider, usually the primary care provider, was prompted to
offer brief interventions for patients who screened positive
for alcohol misuse. Each VA facility was free to implement
brief interventions as they chose and, although core compo-
nents of the performance measure were required at all sites,
electronic clinical reminders could be modified locally. Cli-
nician training for conducting brief interventions was largely
left to individual clinics (Williams et al., 2016).

Following these efforts, rates of provider-documented
brief interventions that met performance measure require-
ments increased markedly over the first 4 years of implemen-
tation beginning in fiscal year (FY) 2008 (October 1, 2007)
(Lapham et al., 2012). Figure 1 shows average monthly
national rates of brief interventions for each fiscal year based
on performance reporting in the VA of EMR documentation
among eligible patients who screened positive (Bradley et
al., 2011). Rates of brief interventions among VA patients
who screened positive for alcohol misuse far exceed those
typically seen elsewhere; more than 70% of VA patients
who screened positive had documented brief interventions
in FY 2011. Only one other study reported similarly high
rates of 73% (Babor et al., 2005). Moreover, many prior
studies reported much lower rates, as low as 3% (Williams
et al., 2011). However, financial incentives and the ease of
documentation in the EMR may have only encouraged VA
providers to document counseling that was already occurring
or was so brief that patients may not have recalled alcohol-
related advice (Coleman, 2010; Flocke & Stange, 2004).

Although a positive trend in the VA’s provider-document-
ed brief interventions is encouraging, a similar positive trend
in an independent patient-report measure over the same
period could provide further evidence that an increasing
proportion of VA patients were in fact being offered brief
interventions. Patient reporting of preventive services is not
a gold standard and has known limitations, including the
potential for patients to forget receiving counseling and not
report it when surveyed (Flocke & Stange, 2004). However,
patient reporting is often used to assess receipt of preven-
tive counseling, such as for smoking-cessation counseling
(Agency for Healthcare Research and Quality, 2008). There-
fore, patient reporting of brief interventions could be useful
to corroborate increases in documented brief interventions
because it is independent of provider documentation. There-

fore, the purpose of this study was to determine whether
the prevalence of patient-reported alcohol-related advice
increased among VA outpatients who screened positive
for alcohol misuse on a mailed survey over a period when
provider-documented brief interventions were increasing.

Method

Study setting and population

This retrospective cross-sectional study included VA
outpatient respondents to the mailed Survey of Healthcare
Experiences of Patients (SHEP), which is administered by
the VA Office of Analytics and Business Intelligence. Re-
spondents are asked about their most recent outpatient visit,
as well as about smoking, health status, and alcohol use.
SHEP respondents were included in the present study if they
had an outpatient visit that occurred during the year before
the VA’s brief intervention implementation efforts (FY 2007;
October 1, 2006–September 30, 2007) or the subsequent 4
fiscal years (through FY 2011; October 1, 2010–September
30, 2011), reported past-year alcohol use, and responded to
a survey item that asked drinkers about receipt of alcohol-
related advice from a VA clinician. Although SHEP re-
spondents could have been mailed a survey more than once
during the study period, only their first completed survey was
used. The VA Puget Sound Health Care System Institutional
Review Board reviewed and approved this study and granted
waivers of informed consent and Health Insurance Portabil-
ity and Accountability Act (HIPAA) authorization.

The sampling strategy for the SHEP survey was modified
over the years of this study. Before FY 2010, patients were
randomly selected from VA medical facilities with equal rep-
resentation of new primary care patients, established primary

FIGURE 1. Veterans Affairs (VA) national performance measure for brief
intervention (BI), proportion of patients with documentation of brief inter-
ventions among screen positive patients (AUDIT-C ! 5). Fiscal year rates of
BI are based on the average monthly rates available from the VA’s National
Performance Measure Reporting System. AUDIT-C = Alcohol Use Disor-
ders Identification Test–Consumption; FY = fiscal year.
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care patients, and established specialty care patients (Wright
et al., 2006). However, beginning in FY 2010, patients were
selected from each VA medical facility by simple random
sampling. The alcohol-related questions used in this study
were included on all SHEP surveys before FY 2009, and
thereafter they were included only on a “long” form of the
survey sent to 10% of surveyed patients. National response
rates for the overall SHEP survey during the study period
were 54% across all years (55% FY 2007, 54% FY 2008,
55% FY 2009, 53% FY 2010, and 51% FY 2011), with
lower response rates among younger and female patients
(VHA Office of Analytics and Business Intelligence, 2011).

Measures

Alcohol use and misuse. The Alcohol Use Disorders
Identification Test–Consumption (AUDIT-C) screening
questionnaire included on the SHEP survey was used to
identify past-year drinking and alcohol misuse. The three-
item AUDIT-C (0–12 total points) is validated to detect
alcohol misuse (Bradley et al., 2003, 2007a; Bush et al.,
1998). A score of 0 points indicates no past-year alcohol
use, and the severity of alcohol misuse increases as AUDIT-
C scores increase (Bradley et al., 2004; Rubinsky et al.,
2010). AUDIT-C scores !4 points for men and !3 points
for women are the gender-specific thresholds for identifying
alcohol misuse based on VA validation studies (Bradley et
al., 2003; Bush et al., 1998). However, as above, the VA as-
sesses brief interventions performance among patients who
screen positive at AUDIT-C scores !5 points for both men
and women (e.g., moderate to severe alcohol misuse) to
reduce the burden of false positives on healthcare providers
(Lapham et al., 2012). Therefore, this higher threshold was
used to define the subsample of patients included in primary
analyses of patient-reported alcohol-related advice to allow
for comparison of our findings with previous studies of the
VA’s brief intervention performance measure that assess
EMR documentation of brief interventions (Lapham et al.,
2012).

Patient-reported alcohol-related advice. The main out-
come measure—patient-reported alcohol-related advice—
was based on a “yes” response to the following SHEP survey
question, which was asked of all patients who reported
past-year drinking: “In the past 12 months, has a VA doctor
or other VA health care provider advised you about your
drinking (to drink less or not to drink alcohol)?”

Time periods. To assess differences in patient-reported
alcohol-related advice over time, a categorical variable was
constructed to indicate the fiscal year of the patient’s outpa-
tient visit that led to the mailing of the SHEP survey (FY
2007–FY 2011). FY 2007 represents a baseline period before
introduction of the VA’s national performance measure and
clinical reminder prompting EMR documentation of brief
interventions.

Covariates. Patient characteristics available on SHEP
surveys were included as covariates to adjust for character-
istics known to be associated with receipt of alcohol-related
advice (Arndt et al., 2002; Burman et al., 2004; Dobscha et
al., 2009; Kaner et al., 2001), including age (<50, 50–59,
60–69, !70 years), gender, race (White non-Hispanic, Black
non-Hispanic, Hispanic, and other), education (high school
or less, some college, completed college or more), and
smoking status. A missing category was created for covari-
ates (race, education, and smoking) without complete data
(missing <3%).

Statistical analyses

Descriptive statistics were used to characterize the study
sample of patients reporting past-year drinking (AUDIT-C
> 0). Primary analyses were conducted in the subsample of
patients with AUDIT-C scores !5 points on SHEP. A logis-
tic regression model was used to evaluate the association
between patient-reported alcohol-related advice and time
periods, with fiscal years modeled as categorical dummy
variables. All analyses used robust error variance and were
clustered on VA medical facility (n = 130) to account for
potential correlation of outcomes. Results are presented as
the average adjusted probability of patient-reported alcohol-
related advice among patients who screened positive for
moderate to severe alcohol misuse (AUDIT-C ! 5) for each
of 5 fiscal years, which was estimated using the method of
recycled predictions that held all covariates constant and al-
lowed fiscal year to vary (Kleinman & Norton, 2009). The
differences in the adjusted probability of advice were also
estimated for adjacent fiscal years, as well as for the first
year (FY 2007) and last year (FY 2011) of the study period.
Post-estimation Wald tests evaluated differences between the
adjusted probabilities of patient-reported advice across ad-
jacent fiscal years, and a linear contrast tested for an overall
linear trend across all fiscal years.

Secondary analyses were conducted to determine
whether an increasing trend in patient-reported alcohol-
related advice was present among all past-year drinkers. It
was hypothesized that evidence of a greater increase in pa-
tient-reported advice among those who screened positive at
the threshold for which brief interventions was incentivized
(AUDIT-C !5) would provide stronger support that differ-
ences in trend could be attributable to the VA’s implemen-
tation efforts specifically targeting such patients. Moreover,
it was also expected that trends could vary depending on
whether SHEP respondents screened positive at lower
thresholds or screened negative. Therefore, past-year drink-
ers were assigned to one of three groups based on SHEP
responses: negative screens for alcohol misuse (AUDIT-C
scores 1–2 for women, 1–3 for men), positive screens for
mild alcohol misuse (AUDIT-C scores 3–4 for women, 4
for men), and positive screens for moderate to severe alco-



CHAVEZ ET AL. 503

hol misuse (AUDIT-C ! 5). Primary analyses were repeat-
ed in this larger sample, and an AUDIT-C Group × Time
interaction was added to the logistic regression model. A
post-estimation Wald test was used to evaluate whether
there were differences in trends across groups. All analyses
were conducted using Stata MP Parallel Edition, software
Version 12.0 (StataCorp LP, College Station, TX).

Results

A total of 225,912 SHEP respondents reported past-year
drinking and completed the alcohol-related advice question.
Among past-year drinkers, 52.9% screened negative for
alcohol misuse, 19.7% screened positive for mild alcohol
misuse, and 27.4% screened positive for moderate to severe
alcohol misuse on the survey (Table 1). Among patients
who screened positive for moderate to severe alcohol mis-
use (AUDIT-C ! 5), 98.4% completed the alcohol-related
advice question. Nonresponse to the alcohol-related advice
question in this sample varied by fiscal year (0.7%–5.6%, p
< .001), with the largest proportion of nonresponse occurring
in FY 2009. Nonresponse was associated with respondent

age (2.2% for age >70 years vs. 1.0% for age <50 years, p <
.001) and AUDIT-C score (1.9% for AUDIT-C scores 8–12
vs. 1.5% for scores 5–7, p < .001). Overall, SHEP respon-
dents reporting past-year drinking were predominantly male,
older (age ! 60 years), White non-Hispanic, nonsmokers,
and had not completed college (Table 1).

Among respondents who screened positive for moder-
ate to severe alcohol misuse (n = 61,843), the unadjusted
prevalence of patient-reported advice ranged from 40.2% in
the baseline year to 56.9% in the final fiscal year. After we
adjusted for covariates, the average adjusted probability of
patient-reported alcohol-related advice increased from 40.4%
(95% CI [39.3%, 41.5%]) in the baseline year to 55.5%
(95% CI [53.3%, 57.8%]) in the final fiscal year (Figure
2) (test for trend p < .001). Significant differences in the
adjusted probability were observed between each adjacent
fiscal year (p values all < .05) except between the last two
fiscal years (2010–2011). The greatest difference occurred in
the period immediately following the VA’s implementation
efforts (FY 2009), where the average adjusted probability of
patient-reported alcohol-related advice increased by 8.2%
(95% CI [6.1%, 10.3%]).

TABLE 1. Characteristics of survey respondents who reported past-year alcohol use (n =
225,912)

Variable n (%)

Age
<50 years 20,332 (9.0)
50–59 years 45,323 (20.1)
60–69 years 70,785 (31.3)
!70 years 89,472 (39.6)

Male 217,454 (96.3)
Race

White non-Hispanic 189,380 (83.8)
Black non-Hispanic 15,376 (6.8)
Other 10,769 (4.8)
Hispanic 6,628 (2.9)
Missing 3,759 (1.7)

Education
Less than high school 22,108 (9.8)
High school 74,818 (33.1)
Some college 74,466 (33.0)
Completed college or more 51,388 (22.7)
Missing 3,132 (1.4)

Smoking status
Nonsmoker 169,619 (75.1)
Current smoker 50,353 (22.3)
Missing 5,940 (2.6)

AUDIT-C groups
Screen negative, AUDIT-C 1–3 (M), 1–2 (F) 119,585 (52.9)
Mild alcohol misuse, AUDIT-C 4 (M), 3–4 (F) 44,484 (19.7)
Moderate to severe alcohol misuse, AUDIT-C ! 5 61,843 (27.4)

Time periods
Fiscal year 2007 105,146 (46.5)
Fiscal year 2008a 93,998 (41.6)
Fiscal year 2009 8,289 (3.7)
Fiscal year 2010 8,821 (3.9)
Fiscal year 2011 9,658 (4.3)

Notes: AUDIT-C = Alcohol Use Disorders Identification Test–Consumption. aFiscal year when
Veterans Affairs implemented routine brief interventions for patients with moderate to severe
alcohol misuse (AUDIT-C ! 5).
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In secondary analyses among all patients reporting past-
year drinking (n = 225,912), there was a significant AUDIT-
C Group × Time interaction (p = .003). At the baseline year,
the unadjusted probabilities of patient-reported alcohol-relat-
ed advice among those who screened negative or had posi-
tive screens for mild alcohol misuse were 9.6% and 13.6%,
respectively. After adjustment for covariates, the baseline
prevalence of alcohol-related advice was 10.1% (95% CI
[9.7%, 10.7%]) and 16.0% (95% CI [15.2%, 16.8%]) (Figure
3). The adjusted differences in the probability of patient-
reported alcohol-related advice from FY 2007 to FY 2011
in the three AUDIT-C groups were the following: 6.8% (95%
CI [5.9%, 7.8%]) increase for those with negative AUDIT-C
screens, 10.6% (95% CI [8.7%, 12.6%]) increase for those
who screened positive for mild alcohol misuse, and 14.5%
(95% CI [12.2%, 16.8%]) increase for those who screened
positive for moderate to severe alcohol misuse. For patients
who screened positive for moderate to severe alcohol misuse,
the adjusted difference in patient-reported alcohol-related
advice was significantly greater than that of patients who
screened positive for mild alcohol misuse (p = .005) and who
screened negative (p < .001).

Discussion

This study suggests that the VA’s nationwide effort to
implement population-based brief interventions for patients
with moderate to severe alcohol misuse was associated
with an increase in rates over time of patient-reported al-
cohol-related advice—a key component of evidence-based
brief interventions (Bertholet et al., 2014; Kaner et al.,
2007; Whitlock et al., 2004). From the year before the
VA’s implementation of brief interventions (FY 2007) to
the third year after implementation (FY 2010), report of

FIGURE 3. Adjusted probability of patient-reported alcohol-related advice,
among screen negative and patients with mild alcohol misuse. Adjusted for
age, gender, race/ethnicity, education, and smoking status. Screen negative
= AUDIT-C scores 1–2 points for women (W) or 1–3 points for men (M);
mild alcohol misuse = AUDIT-C scores 3–4 points for women (W) or 4
points for men (M). AUDIT-C = Alcohol Use Disorders Identification Test–
Consumption; FY = fiscal year.

FIGURE 2. Adjusted probability of patient-reported alcohol-related advice,
among screen positive patients (AUDIT-C!5). Adjusted for age, gender,
race/ethnicity, education, and smoking status. AUDIT-C = Alcohol Use
Disorders Identification Test–Consumption; FY = fiscal year.

alcohol-related advice among patients who screened posi-
tive for alcohol misuse increased from 40.4% to 56.7% and
remained stable at 55.5% in FY 2011. The adjusted differ-
ence in rates of patient-reported alcohol-related advice was
greater for patients with positive screens for moderate to
severe alcohol misuse (AUDIT-C scores 5–12) who were
targeted by the VA’s performance measure for brief inter-
ventions compared with those with lower AUDIT-C scores
who were not expected to be offered brief interventions
(Bradley et al., 2007b). These findings further suggest that
the observed increases in rates of patient-reported alcohol-
related advice may be related to the VA’s efforts to imple-
ment brief interventions.

The VA’s national efforts to implement brief interventions
using clinical reminders and a performance measure were
broad, system-level changes that incentivized brief interven-
tion delivery and achieved high rates of documented brief
interventions (Lapham et al., 2012). Rates of documented
brief interventions were similar to those seen in a multisite,
quasi-experimental research study (73%) (Babor et al., 2005)
but were in a real-world clinical setting and sustained over
several years. System-level implementation strategies—such
as the use of electronic reminders in an EMR, feedback on
performance, and financial incentives—have been used in
other settings to increase delivery and clinician documen-
tation of brief interventions in medical records (Hamilton
et al., 2014; Ornstein et al., 2013; Rose et al., 2008). Such
strategies are increasingly important for improving the qual-
ity of care and are central to the practice of medicine, but
their effectiveness is under-studied. Although some qualita-
tive evidence from a single VA region suggests that the VA’s
system-level approaches to brief intervention implementation
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may have contributed to a culture of checking boxes (Wil-
liams et al., 2016), the results of the present national study
suggest some positive changes in patient-reported receipt of
recommended alcohol-related advice.

The rates of patient-reported alcohol-related advice in this
study far exceed rates seen among general U.S. population
samples, which have changed little over time. Among popu-
lation-based samples of U.S. adults, only 23% of adults who
reported a past-year clinic visit and heavy episodic drinking
in 1997 said that a clinician had discussed alcohol with them
(Denny et al., 2003), and this rate was also low in 2011, with
25% of past-year heavy episodic drinkers reporting alcohol-
related discussions with a clinician (McKnight-Eily et al.,
2014). The relatively high rates of patient-reported advice
observed in this VA study may not be attributable to the VA’s
national brief interventions implementation alone, as other
efforts to encourage VA clinicians to address alcohol mis-
use occurred over this period. For example, the Behavioral
Health Lab (BHL) was developed at the Philadelphia VA
Medical Center in 2003 to provide integrated mental health
follow-up, which often includes brief interventions, for
patients who initially screened positive for alcohol misuse,
depression, or posttraumatic stress disorder during an out-
patient visit (Oslin et al., 2006). The BHL was disseminated
nationally in 2007 as one of three options for integrating
mental health care into primary care (Hedrick et al., 2003;
Pomerantz et al., 2014). The BHL was used in 20% of VA
facilities in 2010 (Tew et al., 2010), although patients with
alcohol misuse were less likely to be referred to BHL than
those with other mental health conditions (Maust et al.,
2011). Therefore, it is possible that surveyed outpatients
were not reporting specifically on the alcohol-related advice
that they received during outpatient visits, but rather on
alcohol-related discussions more generally, including mental
health follow-up that addressed alcohol.

However, the increase in patient-reported advice ap-
peared to plateau between FY 2010 and FY 2011, and 44%
of patients who screened positive on surveys did not report
receiving advice from providers in 2011 (Figure 2). There
were marked increases in the rates of clinician-documented
brief interventions from FY 2008 to FY 2011—a 54% ab-
solute increase (from 24% to 78%) (Figure 1). Yet, patient-
reported alcohol-related advice among patients who screened
positive for alcohol misuse increased by only 13% over this
same period. However, these measures of brief interventions
were obtained in different patient samples, and patients who
respond to SHEP are known to be older than nonresponders,
but older patients are less likely to be counseled about their
drinking (Burman et al., 2004). Thus, the lower rates of
patient-reported advice than clinician-documented brief
interventions could be attributable to differences between
patient samples.

The plateau in patient-reported rates of alcohol-related
advice observed in this study could also reflect the fact that

VA providers may not have been prompted to provide brief
interventions for many patients in our sample as a result of
patients under-reporting alcohol use or low-quality alcohol
screening in the clinical setting. Previous research has identi-
fied low sensitivity of clinical screening for identifying al-
cohol misuse in the VA compared with AUDIT-Cs on SHEP
surveys (Bradley et al., 2011a), and local qualitative research
suggests that this may occur because of nonstandardized ver-
bal administration of alcohol screening by triage staff (Wil-
liams et al., 2015). Therefore, it could be that many of the
patients in our study sample who screened positive on SHEP
did not screen positive during a past-year VA outpatient visit
and that their VA provider was not prompted to offer brief
interventions. Under-identification of patients with alcohol
misuse who would screen positive on a confidential mailed
survey could produce a ceiling effect in rates of patient-re-
ported advice. For example, patient-reported alcohol-related
advice can only increase up to the proportion of patients
identified as eligible for brief interventions during outpatient
screening. To see additional increases in patient-reported
brief interventions, efforts may be needed to improve clini-
cal identification of patients with alcohol misuse, such as
through alcohol screening using paper surveys, computer
tablets, kiosks, or other approaches that standardize patient
reporting.

This study has several limitations. First, our outcome
measured patient reporting of alcohol-related advice and not
what actually occurred during the clinical visit. Patients may
forget receipt of advice or may not wish to report receiving
such advice because of social desirability and alcohol-related
stigma. The study outcome measure may not adequately
capture alcohol-related discussions with clinicians, and some
patients may have interpreted alcohol screening as brief
interventions. However, the proportion of patients with mod-
erate to severe misuse who reported alcohol-related advice
did not increase in the first 4 years of screening alone, before
brief interventions were implemented. In 2004, when screen-
ing was introduced, the rate was 40%—the same as that in
2007 (Bradley et al., 2007b). This suggests that increases in
patient-reported alcohol-related advice may be attributable
to brief interventions implementation rather than screening
itself. Second, advice is only one of the two components of
evidence-based brief interventions incentivized by the VA’s
performance measure (Kaner et al., 2007; Whitlock et al.,
2004). However, we would not expect different trends be-
tween this component and health-related feedback, given that
both were required to satisfy the VA’s performance measure
(Lapham et al., 2012). Third, patients who are satisfied with
their providers may overreport receipt of advice if they think
providers should have offered preventive alcohol advice (a
“halo effect” in satisfied patients). Fourth, the period for the
study outcome was categorized based on the fiscal year in
which the outpatient visit occurred that triggered the SHEP
survey mailing, creating a potential lag in past-year patient-
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reported alcohol-related advice if patients were reporting on
receipt of advice at a visit before their most recent outpatient
visit. However, we do not expect that this affected overall
changes over time in patient-reported alcohol-related advice.
Fifth, there were associations between nonresponse on the
alcohol-related advice question and some patient characteris-
tics, but we do not expect that item-level nonresponse would
greatly bias changes over time in patient-reported alcohol-re-
lated advice. Although there was greater nonresponse in FY
2009 (5%) compared with other years (1%–2%), even if all
nonresponders had reported not receiving advice this could
not completely negate the 9% increase in patient-reported
advice that we observed from 2008 to 2009. Sixth, because
this study did not have a control group, it is possible that the
changes over time in patient-reported advice across the VA
are reflective of secular trends in alcohol-related discussions
over time and not the brief intervention implementation ef-
forts. However, given the challenge of implementing brief
interventions in a sustainable way in real-world settings,
and the lack of increased patient-reported brief interventions
from 2004 to 2007, we believe it is unlikely that observed
changes represent a historic trend.

Despite some of the limitations of our study’s outcome
measure, patient-reported measures of alcohol-related
advice are commonly used to assess the delivery of brief
interventions following implementation efforts (Aalto et al.,
2003; Babor et al., 2005; Chossis et al., 2007; Nilsen et al.,
2011), and similar patient-reported measures of smoking-
cessation advice are widely used to evaluate performance on
preventive counseling (Agency for Healthcare Research and
Quality, 2008; Boyle et al., 2011; Szatkowski et al., 2011).
Moreover, a patient-reported measure clearly adds value to
the assessment of the VA’s brief interventions implementa-
tion: the plateau in patient-reported advice observed in the
final periods of this study would have been missed if brief
interventions performance was based on clinical documen-
tation alone. Thus, health systems choosing similar system-
level approaches to brief interventions implementation may
also benefit from collecting information on brief interven-
tions delivery from the patient perspective (Bradley et al.,
2011b).

Conclusions

Findings from this study have important implications
for implementing widely recommended preventive brief
interventions into routine care (Jonas et al., 2012; Moyer,
2013; National Health Service, 2010). First, a program of
performance measurement and incentives, in conjunction
with EMR clinical reminders, was associated with significant
increases in patient reporting of brief alcohol-related advice,
from 40.4% to 55.5% overall. However, rates of patient-
reported alcohol-related advice largely plateaued, with more
than 40% of patients with alcohol misuse not reporting

receipt of alcohol-related advice from a VA provider. These
findings suggest a need for further quality improvement
efforts. Moreover, it highlights the value of patient reports
on surveys for identifying deficits in alcohol-related care
that may be obscured by performance measures that rely on
chart documentation alone, especially if patients with alcohol
misuse are under-identified.
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