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What is a Brief Intervention? 

This usually consists of a standard package 
involving: 

• information on drinking risk levels,  

• the status of the patient’s own drinking in 
relation to those levels,  

• encouragement to cut down and set a 
date for doing so,  

• and perhaps a few simple hints on how 
cutting down might best be achieved 

Heather, N., 2010 



Brief Motivational Interviewing 

• A more refined, flexible and client centred 

approach that explicitly avoids giving 

advice unless it is specifically requested 

by the client.  

• It usually lasts between 20 and 40 min in a 

single session and often includes follow-up 

sessions. 

Heather, N., 2010 



What is a Brief Intervention? 

• A short advice given by a health 

professional to a patient 



What is a Brief Intervention? 

• Or a short conversation between a health 

professional and a patient 



Efficacy & effectiveness studies should pay 

attention to patients’ motivations 

Implementation studies should pay attention to 

practitioners’ motivations 



BI or BMI ?? 

• While the evidence base and rationale for the 
implementation of brief structured advice as a 
form of opportunistic BI seem secure, they are 
less so for BMI. 

• There is no good evidence at present that BMI is 
more effective than brief advice.  

• In the absence of such evidence, there is no 
compelling reason why risky drinkers should not 
simply be offered brief advice on the grounds of 
cost-effectiveness.  

• Indeed, evidence for the added benefits of more 
extended BI is mixed and confused 

Heather, N., 2010 



 



 



Kaner et al, 2007, 2009 

• Brief interventions can reduce alcohol 

consumption in men, with benefit at a year 

after intervention, but they are unproven in 

women for whom there is insufficient 

research data.  

• Longer counselling has little additional 

effect over brief intervention. 



 



 

Effect sizes with 95% confidence intervals for studies 

comparing MI added onto treatment-as-usual vs. 

treatment-as-usual. 



 

Effect sizes with 95% confidence intervals for studies 

comparing MI vs. brief comparison treatment. 



Dunn et al, conclusions 

• There was substantial evidence that MI is 

an effective substance abuse intervention 

method when used by clinicians who are 

non-specialists in substance abuse 

treatment. 



 



 



Conclusions 

• MI had a significant and clinically relevant effect in 

approximately 3 out of 4 studies, with an equal effect on 

physiological (72%) and psychological (75%) diseases.  

• Psychologists and physicians obtained an effect in 

approximately 80% of the studies, while other healthcare 

providers obtained an effect in 46% of the studies.  

• When using MI in brief encounters of 15 minutes, 64% of 

the studies showed an effect. 

• Motivational interviewing in a scientific setting 

outperforms traditional advice giving in the treatment of a 

broad range of behavioural problems and diseases. 



 



 

•Mean duration of BMI: 53 min. 

•6 out of 9 ‘other’ treatments were BI 

•Various settings 



Are BIs succesfully implemented? 

 



Results 10 years later 

 



Results 10 years later 

 



Results 10 years later 

• Lower levels of post-graduate training 
(p=0.031) 

• Increased preventive activities (p< 0.001) 

• Felt problem drinkers can be legitimately 
(88%) and adequately (78%) addressed 
by GPs 

• But experienced low levels of motivation 
(42%), task-related self-esteem (53%) and 
job satisfaction (15%) 



The practitioners and their 

motivations 

 



 

Anderson et al, 2003; 2004. 



In summary 

• GPs’ initial attitudes affected the relationship that training 
and support had on increased SBI. Further, initial 
attitudes affected the relationships that training and 
support and SBI had on subsequent changes in 
attitudes.  

• Training and support only increased SBI rates for those 
who were already role secure and therapeutically 
committed. 

• For those who were already role insecure, the 
experience of brief interventions actually made role 
security worse.  

• The negative impact of training and support on GPs with 
low role security and therapeutic commitment at baseline 
might have been greater had all the GPs been followed 
up. 

Anderson et al, 2003; 2004. 



How do we interpret those results 

from a motivational perspective?  

• Training and support only increased SBI rates for those 
who were already role secure and therapeutically 
committed: Those who were ready to change, 
welcomed our intervention. 

• For those who were already role insecure, the 
experience of brief interventions actually made role 
security worse: Those who were not ready or willing 
to change, showed resistance. 

 

• So, training did not take into account the GPs 
readiness to change their behavior!!! 



Is alcohol just another lifestyle risk 

factor? 

 



Is alcohol just another lifestyle risk 

factor? 
• GPs felt that assessing smoking status was 

straightforward, however some found assessing 
alcohol intake only possible during a formal 
health check.  

• Diet and physical activity were often inferred 
from appearance, only being assessed if the 
patient was overweight.  

• The frequency and thoroughness of assessment 
were influenced by: 
– the GPs' personal interests 

– perceived congruence with the role 

– the level of risk to the patient 

– the capacity of the practice 

– availability of time. 



Should we reconsider screening in 

order to motivate GPs? 

 



Should we reconsider screening in 

order to motivate GPs? 

• The majority of the participating GPs did not believe in 

asking all patients about their alcohol consumption.  

• Reported factors that influenced how many and which 

patients were questioned about alcohol consumption 

were: 

– Time 

– age of the patient 

– consultation setting 

– patient–physician relationship 

– what symptoms the patient presented with 

– knowledge of measures for patients with high alcohol 

consumption. 



What can be done? 

 



What can be done? 

Seven categories of actions that may improve the 
use of SBI were identified: 

1. Motivation 

2. Professional institution 

3. Financial support 

4. Knowledge & skills 

5. Community support 

6. Workload 

7. Record keeping 

 



The patients’ motivations 

• 3021 patients interviewed 



Nilsen et al, 2011 

• Twelve per cent of those having a 

conversation about alcohol reported that it 

led to reduced alcohol consumption.  

• Reduced alcohol consumption was more 

likely when conversations lasted for 1–10 

minutes rather than less than 1minute and 

included advice on how to reduce 

consumption. 



The health systems’ frame 

 



Is health policy relevant to BIs? 

 

Michie et al, 2011 

The  

Behaviour 

Change  

Wheel 



A practical example 

 



At the 12-month follow-up, significantly more GH patients 

revealed abstinence or drinking below the inclusion criteria 

(50.0% vs. 26.1%, p   <   .001).  

Two control groups : outpatient sample (GP; n = 99) inpatient 

sample (GH; n = 173). Both groups were recruited via 

systematic screening of all patients aged 18-64 and were 

included if drank above the at-risk criteria of the BMA (20/30g 

alcohol/daily) and/or fulfilled criteria of alcohol abuse or 

dependence (DSM-IV).  



 

Scand J Public Health. 2012 Aug 16.  

Alcohol-related hospital admissions: Missed opportunities for follow 

up? A focus group study about general practitioners' experiences. 

Lid TG, Oppedal K, Pedersen B, Malterud K. 

 

 

FINDINGS: A majority of the GPs had experienced patients with already 

recognised alcohol problems being rediscovered by the hospital staff.  

Few participants had received adequate information from the hospital about 

their patient's alcohol status.  

Alcohol-related hospital admissions might function as an eye-opener for the 

patient and a window of opportunity for lifestyle change.  

 

CONCLUSIONS: Hospital admittances provide important opportunities for 

change, but hospital care is seen as fragmented and poorly communicated 

to the GPs. For the patient, hospital admittance is usually brief, while the 

relationship with their GP is long term, even lifelong. GPs are therefore key 

partners for programme development. 

http://www.ncbi.nlm.nih.gov/pubmed/22899559
http://www.ncbi.nlm.nih.gov/pubmed?term=Lid%20TG%5BAuthor%5D&cauthor=true&cauthor_uid=22899559
http://www.ncbi.nlm.nih.gov/pubmed?term=Oppedal%20K%5BAuthor%5D&cauthor=true&cauthor_uid=22899559
http://www.ncbi.nlm.nih.gov/pubmed?term=Pedersen%20B%5BAuthor%5D&cauthor=true&cauthor_uid=22899559
http://www.ncbi.nlm.nih.gov/pubmed?term=Malterud%20K%5BAuthor%5D&cauthor=true&cauthor_uid=22899559


My personal opinion 

• BMI are not truly motivational interventions 

• Their efficacy depends on the doctor-patient relationship 
built previously, and the level of motivation of the doctor 
(but this has not been proven yet). 

• Hence, all implementation efforts, should take into 
account how to motivate GPs as a key to success. 

• MI plays a more relevant role in the implementation 
strategies than in the final delivery of a BI 

• BIs can be delivered shortly with a motivational 
(conversational) style. 

• We (desperately) need research on the mechanisms of 
action of BIs in order to make further progress. 

• Not everything depends on motivation. 



You cannot teach a 

man anything, you 

can only help him to 

find it within 

himself. 

GALILEO GALILEI 
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     .....Jim 

• Opening remarks on BI & MI 

 

• 5 areas MI might be useful in BI 

 

• 1 additional comment & conclusions  

 

• What do you think? 

 

 



  

 Not an evangelist for MI...I find comparing 

BI and MI literatures helpful to fresh 

thinking about what we know and what we 

need to know about BIs to gather evidence 

to help reduce unnecessary suffering 

 

 



5 areas MI might be useful to BI 

 

• Intervention content 

• Settings 

• Target behaviours 

• Problems 

• Beyond the individual session 



 

 

• What does the world need from the brief 

intervention research community? 



BI is much more than advice & counselling 

 “brief interventions  represent a set of principles 
regarding intervention (arising from the public 
health approach to alcohol problems)  

       Heather, 1996 

 

 “a family of interventions varying in length, 
structure, targets of intervention, personnel 
responsible for their delivery, media of 
communication and several other ways including 
their underpinning theory and intervention 
philosophy” 

       Heather, 1995 

 

 



Pragmatism a guiding principle 
 

  

  

 Do what you can, where you can, how you 

can to address alcohol problems 



  

  

1991 first account 

2002 content very much 

changed 



 2012 



4 Fundamental Processes in MI 

 

• Engaging – The Relational Foundation 

• Guiding – The Strategic Focus 

• Evoking – The Transition to MI 

• Planning – The Bridge to Change 



Lundahl et al. (forthcoming) 

• Among more than 200 published trials of 

MI...meta-analysis of 50 controlled trials of 

MI in general healthcare settings -  

addiction, HIV and mental health settings 

excluded 

 

• Mean duration 100 min (SD 88 min), mean 

no. of f-f sessions 2.3 (1.9), phone 1.2 

(1.9) 

 



Lundahl et al. (forthcoming) 

Outcome OR 95% CI 

Overall effect 1.51 1.42 - 1.61 

 

Alcohol amount 2.31 1.75 - 3.06 

 

Cannabis amount 3.22 2.14 - 4.84 

 

Tobacco abstinence 1.34 1.05 - 1.70 



 

• Intervention content 

• Settings 

• Target behaviours 

• Problems 

• Beyond the individual session 



Structured brief advice 

This usually consists of a standard package 
involving: 

• information on drinking risk levels,  

• the status of the patient’s own drinking in 
relation to those levels,  

• encouragement to cut down and set a 
date for doing so,  

• and perhaps a few simple hints on how 
cutting down might best be achieved 

Heather, 2010 



Contrast in styles 

   Don’t talk, listen 

 

   Don’t tell, ask 

  

 We do not know which, if any, is more 
effective, for whom, when, 
how...telling seems shorter... 



What can MI offer advice? 

 

• Needs to develop a field of study of how 

advice content mobilises mechanisms of 

behaviour change 

 

• Needs to be done very carefully -  

communication style very likely to matter 

eg asking for permission 

 

 



 

• Be wary of crude versions - reflective 

listening key skill* 

 

• Don’t do MI with those who are ready to 

change, get on to planning 

 

 



What can MI offer BI? 

 

• New models of doing MI in time pressured 

situations needed  

 

• Not either/or choice, will include how to 

combine advice-giving with MI style 

 

 



 

• Intervention content 

• Settings 

• Target behaviours 

• Problems 

• Beyond the individual session 



 Long recognised need to expand brief 

interventions to new settings 

 

 MI widely usable, why has BI progress 

been so slow? 

 

 Seems particularly curious in era of 

lifestyle intervention & prevention  



BIs need to be highly transferable 

• Raison d’etre of BIs requires wide delivery 

– implies different models?     

 

• Primary healthcare a strategically vital but 

unusual service setting - time pressures 

elsewhere not so extreme 

 

• Unhelpful influence on developing 

methods for how we talk to people in...? 

 



 

• Intervention content 

• Settings 

• Target behaviours 

• Problems 

• Beyond the individual session 



 

 Why is the construct of brief interventions 

not better recognised and applied more 

widely for behaviour change in time 

pressured health services and other busy 

settings? 



Possible benefits in... 

• Exploring commonalities and differences 

across behaviours 

 

• Establishing where single and multiple 

behaviour targeting most beneficial 

 

• Diffusion of innovations perspective – offer 

something that makes (valued) difference

  

 



 

• Intervention content 

• Settings 

• Target behaviours 

• Problems 

• Beyond the individual session 



Problem severity 

 “meeting patients initially with 

understanding, sympathy, and attention 

to expressed needs, however concrete 

they may be, can assure higher rates of 

follow-through on treatment 

recommendations” 

       Chafetz 1964 



Chafetz et al. 1962, 1964; 

 Emergency Room referral of 

‘alcoholics’ to outpatient treatment 



Chafetz et al. 1962, 1964; 

 Emergency Room referral of ‘alcoholics’ 

to engagement in outpatient treatment 



Where are alcohol problems in BIs? 

Different effect sizes when dependent  

drinkers included/excluded (Moyer 02) 

 

Concern about absent evidence (Saitz 10) 

 

Where should lie the upper limit for BI? 

 

Problems not prominent outcome measures 

(eg Kaner 07) 



What about treatment literature? 

• MET unsurpassed brief alcohol treatment  

 

• No less effective with most severe 

 

• Essentially the same content as BIs 

 

• Smoking cessation different trajectory – 

brief treatments emphasised 

 



 Do we need to develop a research 

literature with a more compelling narrative 

of how BIs assist with the resolution of 

alcohol (as well as other behavioural) 

problems?  

 

 Beyond possible public health benefits, 

isn’t this what the world requires of us (not 

against targeting hazardous)? 



In my opinion yes because... 

 

• Take-up of treatment everywhere low 

 

• Global perspective – don’t assume 

existence of specialist services 

 

• BI/T trials in primary care for help-seekers 

& delivered opportunistically needed 



 

• Intervention content 

• Target behaviours 

• Settings 

• Problems 

• Beyond the individual session & Toni’s 

discussion of implementation 



The effects of MI are highly variable 

• Practitioner characteristics do not predict 
effectiveness with MI, but process 
variables do 

 

• Practitioner effects are sizeable 

 

• Site effects also appear in multisite trials 

 

• Cross-culturally in US 

     What about brief advice? 
 



• Attention to practitioner training and 

learning needed to develop 

 

• BI implementation needs to be integrated 

with community, systems and population 

measures not an alternative 

 



Comment 
  

 20th century discourse about how to talk to 

people - lives transformed by m/e health 

 

 Prospect of revolution in intervention reach & 

content in sympathy with founding BI ideas    

 

 Communication style still matters in m/e-health 

 

 BI “identify crisis” in internet age contains all 

sorts of creative possibilities 

 

  



Concluding comments 

• Problems are expensive in human and 

financial terms 

 

• Brief advice is less costly not known to be 

more cost effective than MI 

 

• How we talk about, and otherwise help 

with, diverse problems worth studying 



 

• Brief intervention is an idea whose time 

has come 

 

• INEBRIA – D... 

 

• What do you think? 



E-mail 
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