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ABSTRACT

Alcohol is the drug most commonly abused by pregnant women and the leading cause of preventable birth defects
across the United States. Screening, Brief Intervention, and Referral for Treatment is a program developed by the
Emergency Nurses Association that has demonstrated success in treating patients who have alcohol use disorders.
This interventional program can be useful to perinatal nurses caring for pregnant women with alcohol use disorders in

a variety of settings.
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Icohol use disorder is a major problem in the

United States crossing all social, economic,
and cultural boundaries. Those who abuse alcohol
may engage in high-risk and violent behaviors that
can result in devastating outcomes for individuals,
families, and society. Some of the most severe out-
comes of alcohol use disorder include death,
illness, and disruption of the family structure (Bailey
& Sokol, 2008; Betz & Li, 2007; Cherpitel, 2007). Ad-
ditionally, women who are considering pregnancy
or are already pregnant and abuse alcohol pose a
risk to not only themselves, but also to their unborn
children. Approximately 1 of every 100 children in the
United States is born with fetal alcohol spectrum
disorder (FASD), a disorder directly related to alco-
hol consumption during pregnancy (Sampson et
al., 1997). Infants with FASD are often born prema-
turely and with low birth weights, costing $5 to 6
billion more than normal birth weight infants (Flynn
& Chermack, 2008; Green, 2007). This article pro-
vides an overview of a new screening and
intervention program promoted by leaders in the
Emergency Nurses Association (ENA) known as
“Screening, Brief Intervention, and Referral for
Treatment” (SBIRT) for use in the treatment of pa-
tients with alcohol use disorders (ENA, 2008).

In the United States, alcohol is the drug most com-
monly abused by pregnant women and is one of the
leading preventable causes of infant birth defects
including retardation and developmental disorders
(American Academy of Pediatrics, Committee on
Substance Abuse and Committee on Children With
Disabilities [AAP], 2000; Randall, 2001). According
to U.S. data collected over 2006 to 2007, 11.6% of
pregnant women reported drinking alcohol during
their pregnancy, and 3.7 % reported binge drinking
during pregnancy (Substance Abuse and Mental
Health Service Administration, Office of Applied
Studies, 2008). In fact, binge drinking prepregnancy
is highly associated with continued drinking during
pregnancy (Naimi, Lipscomb, Brewer, & Gilbert,
2003). While these statistics are significant, most of
the data comes from self-report. Since self-report of
alcohol consumption is highly underreported, the
actual percent of women drinking during preg-
nancy is likely to be much higher than reported
(Sommers, Dyehouse, Howe, Wekselman, & Flem-
ing, 2002).

One of the Healthy People 2010 goals is to have
100% elimination of binge drinking and 94 % absti-
nence from drinking during pregnancy for the
health of the pregnant woman and the future of our
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Table 1: Fetal Alcohol Spectrum Disorder
Birth Defects

Screening, Brief Intervention, and Referral for Treatment
provides resources for nurses to screen for alcohol
disuse, brief interventions, and referral for treatment.

children (Suellentrop, Morrow, Williams, & D’Angelo,
2006; U.S. Department of Health and Human Ser-
vices, 2000). Perinatal nurses can help to reach this
goal by providing early screening and interventions
for women at risk for alcohol use disorder. Alcohol
use disorder refers to patients who abuse alcohol
or are dependent on alcohol and includes a spec-
trum of alcohol problems ranging from at-risk
drinking to dependence (American Psychiatric As-
sociation, 2000; Berk, Bernstein, Bernstein,
Coletsos, & D’Onofrio, 2004).

Effects of Alcohol on Pregnancy

It is well documented that alcohol is toxic to fetal
neurological development; however, the amount of
alcohol required to cause birth defects is controver-
sial (AAP, 2000; Hantsch & Seger, 2004;
Henderson, Kesmodel, & Gray, 2007). While some
authors report that the amount of alcohol ingestion
required to cause fetal abnormalities has not been
determined (AAP), other researchers have reported
that pregnant women who ingest more than 5
ounces of alcohol per day have an associated
40% risk of delivering an infant with birth defects
(Abel, 1997; Yip, 2002). Alcohol is also known to
cause complications with pregnancy. Maternal
complications can include spontaneous abortion,
preterm labor, and intrauterine fetal demise (Gaut-
hier, Drews-Botsch, Falek, Coles, & Brown, 2005;
Strandberg-Larsen et al., 2008).

The most well known consequence of drinking al-
cohol during pregnancy is FASD or alcohol-related
birth defects (Habal & Sauter, 2006; Randall, 2001;
Shankar, Ronis, & Badger, 2007). Fetal alcohol
spectrum disorder is considered the most common
cause of preventable mental retardation in the Uni-
ted States and comprises a myriad of behavioral
and biological disorders including behavioral diffi-
culties (ranging from minor behavior problems to
long-term sustained learning and behavioral prob-
lems), intrauterine growth retardation, cranial facial
anomalies, and abnormalities that affect the cen-
tral nervous, cardiovascular, urogenital, and
gastrointestinal systems (see Table 1; Bailey &
Sokol, 2008; Berk & Henderson, 2004; Habal &
Sauter; Shankar et al.; Wattendorf & Muenke,
2005). In addition, children with FASD often require
long-term educational support such as special edu-
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Central nervous system

e Cognitive impairment

e Sensory impairment

e Language impairment

e Delayed motor development and poor coordination

e Seizure disorder

e Hyperactivity, attention disorder

e Abnormal myelination

e Microcephaly

e Corpus callosum agenesis

Craniofacial abnormalities

e Epicanthal folds

e Flat nasal bridge

e Small palpebral fissures

e “Railroad track ears”

e Upturned nose

e Smooth philtrum

e Thin upper lip

e Small head circumference

e Ptosis of eyelids

e Flat midface

e Head, eyes, ears, nose, and throat problems

e Hearing problems

Cardiovascular

e Ventricular and atrial septal defects

e Tetralogy of fallot

e Great vessel abnormalities

Urogenital

e Hydronephrosis

e Renal dysplasia

e Hyperspadias

Gastrointestinal

e Absent abdominal wall

Source: Wattendorf and Muenke (2005) and Habal and Sauter (2006).

cation teachers, specialized school counselors,
speech and language therapists, occupational thera-
pists, and support staff throughout their formative
years (Flynn & Chermack, 2008; Green, 2007).
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Brief Intervention for Alcohol Use

Disorder

The SBIRT initiative is being promoted by leaders in
emergency nursing in an effort to screen all emer-
gency department (ED) patients for alcohol use
disorder and to provide a brief intervention and re-
ferral for treatment. This initiative can be useful for
perinatal nurses that are equally committed to pro-
vide screening and interventions for pregnant
patients with alcohol use disorders (Babor et al,,
2007; Bernstein et al., 2007; Desy & Perhats, 2008;
D'Onofrio, Pantalon, Degutis, Fiellin, & O’'Connor,
2005). The positive effect of brief interventions has
been well documented in the literature. In a system-
atic review of 22 randomized control trials (RCTs)
conducted on the effect of brief alcohol interven-
tions, subjects in the intervention group had an
average lower overall alcohol consumption of 38 g
(approximately three alcoholic drinks) after the in-
tervention (Kaner et al.,, 2008). Additionally, there
have been many RCTs and non-RCTs conducted
across the country that demonstrated significant
reductions in alcohol use after a brief motivational
interview (Bertholet, Daeppen, Wietlisbach, Flem-
ing, & Burnand, 2005; Bien, Miller, & Tonigan, 1993,
Fleming, Barry, Manwell, Johnson, & London, 1997,
Gentilello et al.,1999; Sommers et al., 2006). Finally,
there have also been several studies on the effect of
brief intervention for alcohol use conducted solely
on the pregnant population (Chang et al., 2005;
O’Connor & Whaley, 2007).

In a 2007 study of 53 Public Health Foundation
Enterprises Management Solutions Special Supple-
mental Nutrition Program for Women, Infants, and
Children in Los Angeles and Orange Counties,
pregnant women were assessed for alcohol use dis-
orders in an effort to determine if providing brief
interventions would make a difference in their drink-
ing habits (O'Connor & Whaley, 2007). The findings
revealed that women in the brief intervention group
were five times more likely to refrain from drinking by
the third trimester. In addition, there were signifi-
cantly more positive newborn outcomes, and fetal
mortality rates were three times lower among the
mothers in the brief intervention group. In two other
similar studies on effects of brief alcohol intervention
counseling for pregnant women, the brief interven-
tion for alcohol use was directly related to a
decrease consumption among all
pregnant women with one study reporting the
most dramatic decrease in alcohol use among those
women who abused alcohol most severely (Chang et
al., 2005; Ingersoll, Floyd, Sobell, Velasquez, & Pro-
ject CHOICES Intervention Research G, 2003).

in alcohol
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One of the Healthy People 2010 goals is to have 100%
elimination of binge drinking and 94% abstinence from
drinking during pregnancy.

The SBIRT program consists of screening, brief in-
tervention, and referral for treatment. This program
is available to all health care providers free of
charge on the ENA Web site at http://www.ena.
org/ipinstitute/SBIRT/ToolKit/Pages/toolkit.aspx. A
summary and reference for implementing the SBIRT
intervention is provided in Figure 1.

Screening

The ENA has provided a simple pocket guide to as-
sist the nurse in conducting a brief screening and
intervention for patients with alcohol use problems
(ENA, 2008; Figure 1). Initial screening should begin
with a simple question such as, “How often have you
had an alcoholic beverage in the past year?” If the
patient does not drink, then the screening is over.
However, if there is a positive response, then the cli-
nician should determine if the patient drinks above
the standards recommended by the National Insti-
tute on Alcohol Abuse and Alcoholism (NIAA,
2005). If the patient reports drinking habits above
the national recommendations, then further
screening is suggested. The nurse will then need to
determine if the patientis a “nondependent” drinker
or a “dependent” drinker. Since brief interventions
are designed and tested onthe nondependentdrin-
ker population, patients who score in the
dependent drinker level should be referred for pro-
fessional alcohol counseling (ENA).

The CAGE questionnaire is a useful screening tool
that takes just a minute to complete. It consists of
four simple questions aimed at quickly identifying a
patient with alcohol use problems: Have you ever
felt the need to Cutdown on your drinking? Felt An-
noyed by criticism of your drinking? Had Guilty
feeling about drinking? Taken a morning Eye-
opener? The CAGE tool has good sensitivity and
specificity levels and uses two positive responses
out of a total of four questions to identify a patient
with alcohol use disorder (Bradley, Boyd-Wickizer,
Powell, & Burman, 1998; Castells & Furlanetto,
2005; Dhalla & Kopec, 2007;Malet, Schwan, Bouss-
iron, Aublet-Cuvelier, & Llorca, 2005). The SBIRT
program suggests using one positive response on
the CAGE test to identify a patient who is a nonde-
pendent drinker. A patients who report a positive
response to the first question on the CAGE ques-
tionnaire or has two or more positive responses on
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the CAGE test may be a dependent drinker and
should be referred for professional alcohol counsel-
ing. This patient would not be appropriate for a brief
intervention. Once a patient has been identified as
having a nondependent alcohol use disorder, a
brief intervention is initiated.

Brief Intervention

The theory behind providing a brief motivational in-
terview is that the patient, as a result of the interview
with the nurse, will become self-motivated to ad-
dress her alcohol problems. The nurse must
approach the patient in a nonjudgmental, compas-
sionate manner if the interview is to be effective. The
interview questions are designed to allow the pa-
tient to discuss her relationship with alcohol and
how alcohol has affected her life and the lives of
the people around her. These questions should pro-
vide an opportunity for the patient to become
introspective about her drinking and hence come
to an understanding of how alcohol is interfering
with her life. At the end of this interview, the patient
is provided with written information about responsi-
ble alcohol use and recommendations, how to

SBIRT in Pregnancy

begin dealing with alcohol problems, and referred
for further counseling and assistance. The nature
of the referral ranges from private and public alco-
hol treatment centers to Alcoholics Anonymous
groups in her area.

The FRAMES model, first introduced by Miller and
Rollnick in the early 1990s (Miller & Rollnick, 1991,
2002) is the most widely recommended and easy
to use format for performing a brief motivational in-
terview. The questions below have been
reformatted to reflect content useful for pregnant
patients.

1. F: Feedback of personal risk. Compare the pa-
tient’s level of drinking patterns with pregnancy
recommended abstinence. She may not be
aware that any level of drinking during preg-
nancy is actually risky.

2. R: Responsibility for personal control. Stress
the responsibility of the patient to make the
change for the health of her baby.

3. A: Advice to change. Give direct advice (not in-
sistence) to change her drinking behavior.

L F SCREENING

el res ek FOR ALCOHOL PROBLEMS

Step 1: Universal Screening Question
How often in the past year did you drink beer, wine, or distilled spirits?
(Ifnever, stop screening: If answer is once or more, continue with the three following
questions).

Step 2: NIAAA Quantity and Frequency Questions
On average, how many days per week do you drink alcohol?

2. On atypical day when you drink, how many drinks do you have?
3. What's the maximum number of drinks you had on a given occasion in the last
month?
PER WEEK PER OCCASION

MEN > 14 DRINKS >4 DRINKS

WOMEN > 7DRINKS >3 DRINKS

AGE > 65 > 7DRINKS >3 DRINKS

5 0z of wine
12 0z of beer
1.5 oz of liquor

—— = —

Note: The CAGE tool can be used to further assess patient risk and alcohol dependency

Optional: To identify those who do not drink regularly (fall below NIAAA guideline:
sometimes (A person is an at-risk drinker if he/she has a positive response to this question)
you drink more than 5 drinks on one occasion (more than 4 drinks for women, adol
years and older)?
Step 3: CAGE Ser
1. Have you felt you ought to CUT down on your drinking or drug use?
Have people ANNOYED you by criticizing your drinking or drug use?

but binge drink
he last year, did
s, and adults 65

Have you ever felt GUILTY about your drinking or drug use?

PO

. Have you ever had a drink or used drugs first thing in the morning (EYE OPENER) to
steady your nerves, get rid of a hangover, or get your day started?

Person is an at-risk drinker if he/she has a positive response to
* One or more questions from CAGE and/or consumes alcohol in excess of the standards
above
Person is identified as a dependent drinker if he/she has a positive response to
* The CAGE “Eye-Opener” question, or
= Two or more CAGE questions. Refer these patients to appropriate treatment services.

Readiness to Change Ruler TOARE

L rr 1 r 1T

Not Ready 1 2 3 4 5 6 7 8 9
Brief Intervention (BI) or Brief Negotiated Interview (BNI)

10 Completely Ready

Step 1: Raise subject
Review medical record

> Hello, I am Would you mind taking a few minutes
o talk with me about your alcohol use? <<PAUSE>>

Step 2: Provide feedback
eview sereening | > From what | understand, you are drinking [insert screening

data]. We know that drinking above certain levels can cause

problems, such as [insert facts]. | am concerned about your

drinking.

Make connection | > What connection (if any) do you see between your drinking

and this ED visit?

If patient sces connection:
Reiterate what patient has said.
i see connection:

Show NIAAA guidelines and norms der to be the upper limits of low risk
drinking for your age and gender. By low risk, we mean that
you would be less likely to experience illness or injury if you
Stayed within these guidelines.

Step 3: Enhance motivation
Readiness to change | > [Show readiness ruler] On a scale from 110, how ready
are you to change any aspect of your drinking?
> If patient says:
22 or more, ask Why did you choose that number and
not a lower one?
<1 or unwilling, ask What would make this a problem for
you? How important would it be for you to prevent
that from happening? Have you ever done anything
you wish you hadn’t while drinking? Discuss pros &
cons.

Develop discrepancy

Step 4: Negotiate and advise
egotiate goal | > Reiterate what patient says in Step 3 and say,

What’s the next step?
Give advice | > If you can stay within these limits you will be less likely to
experience [further] illness or injury related to alcohol use.
Summarize | > This is what I've heard you say: Here is a drinking agreement
Twould like you to fill out to reinforce your new drinking
goals. This is an agreement between you and yourself.
Provide handouts | > Provide:
- Drinking agreement [patient keeps 1 copy]
- Aleohol: How Much is Too Much brochure

Suggest PC /u | > Suggest PC f/u to discuss drinking level/pattern

Thank patient | > Thank patient for his/her willingness to talk with you
Adapted with permission from Project ED Health, D'Onofrio, Pantalon, et al. (NIAAA)

ENA Injury Prevention Institute/ EN CARE hitp://wwww.ena.org/ipinstitute

(T) 847/460-4112

ENA Injury Prevention Institute/ EN CARE hitp:/wvew ena org/ipinstitute (T) 847/460-4112

Figure 1. The Alcohol Screening, Brief Intervention, and Referral to Treatment.

Note. Used with permission from the Emergency Nurses Association (ENA) and the ENA Injury Prevention Institute/EN CARE. The Alcohol
Screening, Brief Intervention and Referral to Treatment (SBIRT) Implementation Toolkit was developed by the ENA Injury Prevention Insti-
tute/EN CARE. You may download the toolkit at http://www.ena.org/ipinstitute/SBIRT/ToolKit/Pages/toolkit.aspx. For a hard copy please

email ipinstitute @ena.org

JOGNN, 38, 715-722; 2009. DOI: 10.1111/j.1552-6909.2009.01073.x
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4. M: Menu. Menu of ways to reduce/stop drink-
ing—identify when she is likely to drink and
solicit alternate ways that she might handle so-
cial situations.

5. E: Empathy. Use a style of interaction that is un-
derstanding and involved. Remain positive and
encouraging and avoid being judgmental or
preachy.

6. S: Self-efficacy. Elicit and reinforce self-moti-
vating statements and self-talk such as, “l am
confident that | can stop drinking.” Encourage
the patient to develop strategies, implement
them, and commit to change.

The FRAMES model is incorporated in the SBIRT
program by using a four-step approach adapted
for the pregnant population.

1. Step 1: Raise the subject. Introduce yourselfand
ask the patient if she is willing to spend a few
minutes discussing her alcohol use.

2. Step 2: Provide feedback. Review the results of
the screening test. Make an attempt to help the
patient see the connection between her alco-
hol use and her pregnancy. Show the patient
the NIAA (2005) recommended guidelines for
responsible alcohol use and discuss how she
exceeded the recommended guidelines and
review the consequences alcohol poses to
her unborn child.

3. Step 3: Readiness to change. Show the patient
the readiness to change rule and ask how
motivated she is to change her drinking
behavioron a scale from1to10. If she indicates
she is not ready, ask why. If she indicates she
has low motivation to change, ask her what
would make her chose a lower or higher num-
ber.Try to engage the patientin a conversation
about why she has low readiness to change
scores.

4. Step 4: Negotiate and advise. If the patient says
that she is ready to consider changing her be-
havior, ask her what she would like to do next?
Give her advice about normal and acceptable
alcohol ingestion (using NIAA guidelines). Ad-
vise her about the reduced risk of harm to
herself, her unborn child, and innocent victims
if she continues on the path of responsible
drinking behaviors.

a. Ask the patient to sign an agreement to rein-
force her drinking goals for the future. Make
sure the patient realizes that the agreement is
between “herself and herself” Signing an
agreement solidifies her commitment to
change her drinking behavior (Figure 2).

JOGNN 2009; Vol. 38, Issue 6
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Successful screening and intervention can result in
children being born without complications.

b. Finally, provide written handouts that include
the drinking agreement, brochures about al-
cohol, and ways to decrease intake (The
brochure “Alcohol: How much is Too Much” is
available for free with the ENA SBIRT Toolkit
at http://www.ena.org), and give her referrals
for alcohol self-help groups (e.g., Alcoholics
Anonymous) and private counselors.

Be prepared to answer questions. This brief inter-
vention can take as little as 15 minutes or as long as
60 minutes. However, the intervention is not meant
to be a counseling session. The idea of the motiva-
tional interview is to make patients aware of their
alcohol problems and to get them started on a reg-
imen of responsible behavior.

Discussion

Screening, Brief Intervention, and Referral for Treat-
ment has been used successfully with many ED
patients and can be an exciting tool for perinatal
nurses to incorporate in their care of pregnant pa-
tients with alcohol use disorders. In order to
support other nurses in using the toolkit, the ENA
makes the toolkit available to all nurses by down-
loading it from the Internet (http://www.ena.org;
ENA, 2008). There are a few barriers that perinatal
nurses may face when initially incorporating the
SBIRT tool with their pregnant patients. Motivational
interviewing is a skill that takes a little time to
learn and may be a somewhat intimidating for
nurses when they first begin to master the skill. By
watching the videos made available by the ENA,
having a motivated and supportive staff to encour-
age the use of motivational interviewing, and
making a commitment to the intervention will help
perinatal nurses master the skill of motivational
interviewing.

Implementing the intervention, although designed
to take only 15 minutes, may indeed take more
time in the beginning as nurses master the skill.
Some patients will require an interview that
lasts more than 15 minutes and may indeed require
more time from the nurse. Finally, the topic of
drinking during pregnancy is a sensitive topic
and may be an uncomfortable topic for both the pa-
tient and the nurse. The nurse will become
more comfortable with the topic as screening for
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Institutional Logo

Drinking Agreement

Date:
L agree not to drink during my pregnancy.
Signature:
Witness:
Institutional Logo

Drinking Agreement
Date:
L agree to the following drinking limit:

Number of drinks per week:

Number of drinks per occasion:

Signature:

Witness:

Figure 2. Drinking agreement.

Note. Used with permission from the Emergency Nurses Association (ENA) and the ENA Injury Prevention Insti-
tute/EN CARE. The Alcohol Screening, Brief Intervention and Referral to Treatment (SBIRT) Implementation
Toolkit was developed by the ENA Injury Prevention Institute/EN CARE. You may download the toolkit at http://
www.ena.org/ipinstitute/SBIRT/ToolKit/Pages/toolkit.aspx. For a hard copy please email ipinstitute @ena.org

alcohol use disorders becomes routine for all
patients.

Conclusion

The use of SBIRT for pregnant patients with alcohol
use disorder arms the perinatal nurse with a valu-
able tool she can use to prevent the potential
complications alcohol poses to the mother and her
unborn child. If a single perinatal nurse used the
screening and intervention discussed above on
one mother and if that intervention resulted in one
child being born free of complications, that nurse
made a difference for a healthier world.

JOGNN, 38, 715-722; 2009. DOI: 10.1111/j.1552-6909.2009.01073.x

REFERENCES

Abel, E. L. (1997). Maternal alcohol consumption and spontaneous abor-
tion. Alcohol, 32, 211-219,

American Academy of Pediatrics, Committee on Substance Abuse and
Committee on Children With Disabilities. (2000). Fetal alcohol syn-
drome and alcohol-related neurodevelopmental disorders.
Pediatrics, 106, 358-361.

American Psychiatric Association. (2000). Diagnostic and statistical
manual of mental disorders (4th ed.). Washington, DC: Author.

Babor, T. F.,, McRee, B. G., Kassebaum, P. A., Grimaldi, P. L., Ahmed, K., &
Bray, J. (2007). Screening, brief intervention, and referral to treat-
ment (SBIRT)
management of substance abuse. Substance Abuse, 28(3), 7-30.

Toward a public health approach to the
Bailey, B. A., & Sokol, R. J. (2008). Pregnancy and alcohol use: Evidence

and recommendations for prenatal care. Clinical Obstetrics and
Gynecology, 51(2), 436-444.

http://jognn.awhonn.org


http://www.ena.org/ipinstitute/SBIRT/ToolKit/Pages/toolkit.aspx
i:/BWUS/jogn/1073/ipinstitute@ena.org

Keough, V. A. and Jennrich, J. A.

Berk, W. A., Bernstein, E., Bernstein, J., Coletsos, ., & D'Onofrio, G. (2004).
Substance and alcohol abuse. In J. E. Tintinalli, G. D. Kelen, & J. S.
Stapczynski (Eds.), Emergency medicine: A comprehensive study
guide (6th ed, pp.1835-1841). New York: McGraw-Hill

Berk, W. A., & Henderson, W. V. (2004). Alcohols. In J. E. Tintinalli, G. D.
Kelen, & J. S. Stapczynski (Eds.), Emergency medicine: A compre-
hensive study guide (6th ed, pp. 1064-1065). New York:
McGraw-Hill.

Bernstein, E., Bernstein, J., Feldman, J., Fernandez, W., Hagan, M., Mitchell,
P, et al. (2007). An evidence based alcohol screening, brief inter-
vention and referral to treatment (SBIRT) curriculum for emergency
department (ED) providers improves skills and utilization. Sub-
stance Abuse, 28(4), 79-92.

Bertholet, N., Daeppen, J. B., Wietlisbach, V., Fleming, M., & Burnand, B.
(2005). Reduction of alcohol consumption by brief alcohol inter-
vention in primary care: Systematic review and meta-analysis.
Archives of Internal Medicine, 165(9), 986-995.

Betz, M., & Li, G. (2007). Injury prevention and control. Emergency Medi-
cine Clinics of North America, 25(3), 901-914.

Bien, T. H., Miller, W. R., & Tonigan, J. S. (1993). Brief interventions for alco-
hol problems: A review [see comment]. Addiction, 88(3), 315-335.

Bradley, K. A., Boyd-Wickizer, J., Powell, S. H., & Burman, M. L. (1998). Al-
cohol screening questionnaires in women: A critical review.
Journal of American Medical Association, 280(2),166-171.

Castells, M. A., & Furlanetto, L. M. (2005). Validity of the CAGE question-
naire for screening alcohol-dependent inpatients on hospital
wards. Revista Brasileira De Psiquiatria, 27 (1), 54-57.

Chang, G.,McNamara, T.K., Orav, E. J., Koby, D., Lavigne, A., Ludman, B., et
al. (2005). Brief intervention for prenatal alcohol use: Arandomized
trial. Obstetrics and Gynecology, 105(5, Pt 1), 991-998.

Cherpitel, C. J. (2007). Alcohol and injuries: A review of international emer-
gency room studies since 1995. Drug and Alcohol Review, 26(2),
201-214.

Desy, P. M., & Perhats, C. (2008). Alcohol screening, brief intervention, and
referral in the emergency department: An implementation study.
Journal of Emergency Nursing, 34 (1), 11-19.

Dhalla, S., & Kopec, J. A. (2007). The CAGE questionnaire for alcohol mis-
use: A review of reliability and validity studies. Clinical and
Investigative Medicine, 30(1), 33-41

D'Onofrio, G., Pantalon, M. V., Degutis, L. C., Fiellin, D. A., & O'Connor, P. G.
(2005). Development and implementation of an emergency practi-
tioner-performed brief intervention for hazardous and harmful
drinkers in the emergency department. Academic Emergency
Medicine, 12(3), 249-256.

Emergency Nurses Association. (2008). SBIRT alcohol screening toolkit.
Retrieved July 14, 2009, from http://www.ena.org/ipinstitute/
SBIRT/ToolKit/toolkit.asp

Fleming, M. F., Barry, K. L., Manwell, L. B., Johnson, K., & London, R. (1997).
Brief physician advice for problem alcohol drinkers. A randomized
controlled trial in community-based primary care practices. Jour-
nal of American Medical Association, 277(13),1039-1045.

Flynn, H. A., & Chermack, S.T. (2008). Prenatal alcohol use: The role of
lifetime problems with alcohol, drugs, depression, and violence.
Journal of Studies on Alcohol, 69(4), 500-509.

Gauthier, T.W,, Drews-Botsch, C., Falek, A., Coles, C., & Brown, L. A. (2005).
Maternal alcohol abuse and neonatal infection. Alcoholism: Clini-
cal and Experimental Research, 29(6),1035-1043.

Gentilello, L. M., Rivara, F. P, Donovan, D. M., Jurkovich, G. J., Daranciang,
E.,Dunn,C. W, et al. (1999). Alcohol interventions in a trauma cen-
ter as a means of reducing the risk of injury recurrence. Annals of
Surgery, 230(4), 473-480.

Green, J. H. (2007). Fetal alcohol spectrum disorders: Understanding the
effects of prenatal alcohol exposure and supporting students.
Journal of School Health, 77(3),103-108.

JOGNN 2009; Vol. 38, Issue 6

Habal, R., & Sauter, D. (2006). Drug therapy and substance abuse. In J. A
Marx (Ed), Rosen’s emergency medicine: Concepts and clinical
practice (6th ed, pp. 2791-1-2877-8). Philadelphia: Mosby Elsevier.

Hantsch, C., & Seger, D. L. (2004). Normal pregnancy. In J. E. Tintinalli, G. D.
Kelen, & J. S. Stapczynski (Eds.), Emergency medicine: A compre-
hensive study guide (6th ed, pp. 664-670). New York: McGraw-Hill.

Henderson, J., Kesmodel, U., & Gray, R. (2007). Systematic review of the fe-
tal effects of prenatal binge-drinking. Journal of Epidemiology
and Community Health, 61(12),1069-1073.

Ingersoll, K., Floyd, L., Sobell, M., & Velasquez, M. M.Project CHOICES In-
tervention Research G. (2003). Reducing the risk of alcohol-
exposed pregnancies: A study of a motivational intervention in
community settings. Pediatrics, 111(5, Pt 2),1131-1135

Kaner, E. F. S, Dickinson, H. O., Beyer, F. R, Campbell, F., Schlesinger, C.,
Heather, N., et al. (2008) Effectiveness of brief alcohol interven-
tions in primary care populations. Cochrane Database of
Systematic Reviews, 4.

Malet, L., Schwan, R., Boussiron, D., Aublet-Cuvelier, B., & Llorca, P. M.
(2005). Validity of the CAGE questionnaire in hospital. European
Psychiatry: The Journal of the Association of European Psychia-
trists, 20(7), 484-489.

Miller, W. R., & Rollnick, S. (1991). Motivational interviewing: Preparing
people to change addictive behavior. New York: Guilford Press

Miller, W. R., & Rollnick, S. (2002). Motivational interviewing: Preparing
people for change (2nd ed.). New York: Guilford Press

Naimi, T. S., Lipscomb, L. E., Brewer, R. D., & Gilbert, B. C. (2003). Binge
drinking in the preconception period and the risk of unintended
pregnancy: Implications for women and their children. Pediatrics,
111(5, Pt 2),1136-1141.

National Institute on Alcohol Abuse and Alcoholism. (2005). Helping pa-
tients who drink too much: A clinician’s guide.Washington, DC: U.S.
Department of Health and Human Services.

O'Connor, M. J., & Whaley, S. E. (2007). Brief intervention for alcohol use by
pregnant women. American Journal of Public Health, 97(2), 252-
258.

Randall, C. L. (2001). Alcohol and pregnancy: Highlights from three de-
cades of research. Journal of Studies on Alcohol, 62(5), 554-561.

Sampson, P. D, Streissguth, A. P., Bookstein, F. L., Little, R. E., Clarren, S. K.
Dehaene, P, et al. (1997). Incidence of fetal alcohol syndrome and
prevalence of alcohol-related neurodevelopmental disorder.
Teratology, 56(5), 317-326.

Shankar, K., Ronis, M. J., & Badger, T. M. (2007). Effects of pregnancy and
nutritional status on alcohol metabolism. Alcohol Research and
Health: The Journal of the National Institute on Alcohol Abuse
and Alcoholism, 30(1), 55-59.

Sommers, M. S., Dyehouse, J. M., Howe, S. R., Fleming, M., Fargo, J. D., &
Schafer, J. C. (2006). Effectiveness of brief interventions after
alcohol-related vehicular injury: A randomized controlled
trial. Journal of Trauma—Injury Infection and Critical Care, 61(3),
523-531

Sommers, M. S., Dyehouse, J. M., Howe, S. R., Wekselman, K., & Fleming, M.
(2002). “Nurse, | only had a couple of beers”: Validity of self-re-
ported drinking before serious vehicular injury. American Journal
of Critical Care, 11(2),106-114.

Strandberg-Larsen, K., Nielsen, N.R., Gronbaek, M., Andersen, P.K., Olsen,
J., & Andersen, A. M. (2008). Binge drinking in pregnancy and risk
of fetal death. Obstetrics and Gynecology, 111(3), 602-609.

Substance Abuse and Mental Health Service Administration, Office of
Applied Studies. (2008). The NSDUH report: Alcohol use among
pregnant women and recent mothers: 2002-2007. Rockville, MD:
U.S. Department of Health and Human Services.

Suellentrop, K., Morrow, B., Williams, L., & D’Angelo, D. (2006). Monitoring
progress toward achieving maternal and infant healthy people
2010 objectives—19 states, pregnancy risk assessment monitor-

IN Focus

721


http://www.ena.org/ipinstitute/SBIRT/ToolKit/toolkit.asp
http://www.ena.org/ipinstitute/SBIRT/ToolKit/toolkit.asp

IN Focus

722

ing system (PRAMS), 2000-2003. Morbidity and Mortality Weekly
Report. Surveillance Summaries, 55(9), 1-11.

U.S. Department of Health and Human Services. (2000). Maternal, infant
and child health. Healthy people 2010 (2nd ed.). Washington, DC:
U.S. Government Printing Office.

SBIRT in Pregnancy

Wattendorf, D. J., & Muenke, M. (2005). Fetal alcohol spectrum disorders.
American Family Physician, 72(2), 279-282

Yip, I. (2002). Ethanol. In L. R. Goldfrank (Ed.), Goldfranks toxicologic
emergencies (7th ed, pp. 980-1003). New York: McGraw-Hill.

JOGNN, 38, 715-722; 2009. DOI: 10.1111/j.1552-6909.2009.01073.x http://jognn.awhonn.org



