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Abstract: Excessive alcohol consumption and the associated negative consequences are a
major public health concern in the United States and throughout the world. Historically, there
have been numerous attempts to develop policies and prevention programs aimed at decreasing high-risk alcohol use. Policy initiatives have demonstrated considerable effectiveness and
include changes in the minimum legal drinking age, reductions in acceptable legal limits for
blood alcohol concentration while operating a motor vehicle, as well as decreasing availability
and access to alcohol for underage individuals. Primary prevention programs that have used
exclusively educational approaches have received mixed results. Increasing effectiveness has
been associated with prevention programs that have utilized a multi-component approach and
have included educational initiatives with environmental changes.
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Alcohol use is a significant public health problem. In the United States (US) alone,
61.2% of adults are current drinkers1 and according the National Epidemiologic Survey of Alcohol and Related Conditions (NESARC), 8.5% of American adults have
an alcohol use disorder.2 The percentages of adolescents and young adults who report
high-risk drinking behaviors are of increasing concern. Among adolescents (aged
12–17 years), 21% are current drinkers and 10% report heavy or binge drinking, defined
as five or more drinks within a 2-hour period.3 College students are a particular highrisk group, with greater than 40% reporting recent binge drinking.4 A standard drink in
the US contains 13.7 grams (0.6 ounces) of pure alcohol and generally is equivalent to
a 12 ounce beer, 8 ounces of malt liquor, 5 ounces of wine, or 1.5 ounces of 80-proof
distilled liquor (ie, gin, vodka, whiskey).5
The highest prevalence of alcohol dependence occurs in adolescents and young
adults between the ages of 18 and 25.6 The concentration of misuse in this age period
is of concern as researchers have suggested that an earlier onset of alcohol dependence
leads to a more severe form of alcoholism, reduced treatment efficacy, and greater
relapse rates.7 The frequency of alcohol use in this age group is also problematic.
A recent national survey indicated that 72% of high school seniors (commonly aged
17–18) reported consuming alcohol in their lifetimes, 43% had consumed alcohol in the
last 30 days, and 25% reported binge drinking in the last 2 weeks.8 The peak period for
the onset of alcohol use is between the ages of 10 and 17, with 30%–40% of adolescents
initiating alcohol use before the age of 14.9 While drinking rates in younger adolescents
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are similar, a gender differential develops in later adolescence
in which males are more likely to be current drinkers and are
reported to use greater amounts of alcohol.10
Of particular concern is the emerging evidence linking
adolescent alcohol use to changes in brain development.
Adolescence marks a period of rapid brain growth and remodeling particularly in the prefrontal cortex, which is responsible for cognitive flexibility, self-regulation, and evaluation
of risk versus reward.11 Additional maturation processes are
underway in the hippocampus and limbic systems.12 Magnetic
resonance imaging studies have suggested that adolescents
with alcohol use disorders have reductions in the size of the
hippocampus, a part of the brain involved in memory and
spatial navigation.13–16 Additional studies that have investigated brain remodeling suggest that the overproduction
and elimination of synapses in the prefrontal cortex extends
through young adulthood and that episodes of heavy drinking
could interfere with the attainment of mature cognitive and
behavioral functioning.11
Medical consequences associated with alcohol misuse
are well documented and include the development of chronic
illnesses, malignancies, and both intentional and unintentional injuries.17 A vast number of social problems including
disrupted interpersonal relationships, workplace issues, as
well as violent and nonviolent crimes can also be attributed
to alcohol use.18 However, the most troubling findings are
those that link alcohol use to fatalities. Excessive alcohol use
is the third leading cause of preventable death in the US19
and the fifth leading risk factor for premature death and disability throughout the world.20 The most recent college data
indicate the rates of unintentional deaths for college students
have increased 3% since 1998.21
In light of the far-reaching problems associated with its
use, the World Health Organization (WHO) has identified the
prevention of harmful alcohol use as a priority. The WHO
suggests that strategies to reduce alcohol use should be
evidenced-based, address levels, patterns and context of use,
and target both the general population as well as vulnerable
and affected individuals.22 Multiple public health initiatives
have been implemented throughout the US. These measures
are primarily related to the development of policies regulating alcohol-related behaviors, primary prevention programs
focused on increasing public awareness of the risks associated
with alcohol use, and federally and state sponsored efforts
to expand the scope of medical practice to include screening and intervention for high-risk and dependent drinking
known as SBIRT programs.23 Therefore, the purpose of this
review is to describe the public health interventions that have
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been implemented to address high-risk alcohol use and to
investigate the effectiveness of these initiatives.
In order to identify relevant articles for inclusion,
a PubMed search of the relevant literature was conducted.
Search terms included alcohol use, public health interventions to reduce alcohol consumption, educational, family and
community programming, as well as adolescent and college
prevention initiatives. Original research and comprehensive review articles published within the last 5 years were
included, as well as seminal works identified through the
review of relevant reference lists. All non-English language
articles were excluded.

Policy initiatives
Historically, there have been many attempts to decrease the
public’s consumption of alcohol. In the mid to late 1800s, the
Protestant church played a dominant role in the development
of the American Society for the Promotion of Temperance
(APST), an organization that promoted abstinence and punishment for inebriation.24 Support for the APST was very
strong among women, who developed their own organization,
the Women’s Christian Temperance Society (WCTS). The
focus of the WCTS was educating students regarding the
perils of alcohol use, in hopes of changing social norms.25
Along with other temperance groups, the APST and
the WCTS were instrumental in the passage of the 18th
Amendment on January 16, 1919.26 The 18th amendment,
also known as “Prohibition”, prohibited the sale and distribution of intoxicating alcohol.24 Today, historians view
Prohibition as a “failed social experiment” because during
that time, most Americans ignored the legislation, alcohol
problems increased as drinkers switched to hard liquor, and
a black market was created which directly contributed to the
development of organized crime in the US.26 Due to ongoing difficulties in enforcement and decreasing effectiveness,
Prohibition was repealed in 1933. While Prohibition was not
an effective deterrent, it was the first federal US legislation
to address the prevention of alcohol use.
Following Prohibition, nearly every state in the US
restricted alcohol access to adults over the age of 21; however,
in the mid-1970s, many states lowered the drinking age to
18, 19, or 20.27 Several studies implemented following these
reductions in the legal drinking age indicated a significant
increase in motor vehicle accidents, injuries, and fatalities.27
Based on these findings, community action groups began
pressuring state legislators to repeal the reduced age limits
and reinstate 21 as the minimum legal drinking age (MLDA).
In 1984 the federal government enacted the Uniform
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Drinking Age Act, which mandated reduced transportation
funds to any state that did not raise the MLDA to 21.27 In
1988, just 4 years after this bill was enacted, all 50 states
were in compliance with this legislation.28
Increasing the MLDA to 21 has been cited as one of the
most important policy actions of the last generation.10 While
there are some authorities who negate the impact of this
legislation,29 there is ample evidence to suggest a dramatic
improvement in public health due to the reductions in fatal
car crashes amongst 18–20 year olds.10 In a recent review,
McCartt and associates reported that MLDAs of 21 reduce
drinking, problematic drinking, drinking and driving, and
alcohol-related crashes in young adults.30 Studies have also
reported long-term differences in drinking outcomes related
to the MLDA legislation. Norberg reported that the benefit
of these laws even extended to adults, in that adult participants not exposed to MLDA regulations, were more likely
to develop alcohol use disorders than were adults who were
governed by MLDA legislation.31
Policy regulations related to driving limits based on
elevated levels of blood alcohol have been reported to be
effective in reducing alcohol-related negative outcomes.32
In all 50 states and the District of Columbia, it is illegal to
drive with an elevated blood alcohol concentration (BAC).
In recent years, the majority of states have reduced the illegal
BAC from 0.10 to 0.08.33 Blood alcohol concentration is
defined as the amount of alcohol present in 100 milliliters
(mL) of blood; for example, a BAC of 0.08 indicates
0.08 grams of alcohol in 100 mLs of blood.34 In an early
study, Hingson reported that states which had reduced
the legal BAC to 0.08 experienced significant reductions
in alcohol-related motor vehicle fatalities.35 A review of
studies that investigated the effectiveness of lowering the
BAC reported a 5%–16% reduction in alcohol car crashes,
fatalities, and injuries.36 Research has also indicated that
reducing BAC to 0.05 would result in even greater reductions in fatalities; as the relative risk of being in a fatal car
crash is 4–10 times higher for drivers with BACs between
0.05 and 0.07, as compared to drivers who have no evidence
of alcohol in their bloodstreams.36
Zero tolerance laws are directed at young drivers and
set the maximum acceptable blood alcohol level at 0.02 or
lower for drivers under the age of 21.37 These regulations
are supported by the National Highway Systems Act and
have been in place since 1998. Early studies indicated a 20%
relative reduction in fatal crashes in states that had enacted
zero tolerance laws.38,39 Studies have consistently reported
the positive impact of these policy regulations, as reductions
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in fatal car crashes have been associated with decreases in
blood alcohol levels,32,36 increases in minimum legal drinking
age,30,32,40 and zero tolerance laws.41
Evidence suggests that policies that restrict the availability of alcohol are effective in reducing the harms associated with its use.42,43 Early studies indicated that increased
alcohol prices were associated with reductions in drinking
frequency44 and vehicular fatalities.45 A recent meta-analysis
reported a significant inverse relationship between alcohol price and consumption levels with reductions in beer
(r  0.17), wine (r  0.30), spirits (r  0.29), and total
alcohol use (r  0.44) associated with increased cost.46
Additional strategies to reduce accessibility to alcohol
include limiting the hours and/or days of alcohol sales.
A recent review by Middleton and associates, reported that
reducing the number of days that alcoholic beverages were
sold, decreased alcohol consumption and alcohol-related
negative consequences.47 Duailibi et al investigated the relationship between reduced hours of alcohol service in bars and
alcohol-related violence in Brazil.48 Results indicated that a
reduction in the hours that alcohol was sold was positively
correlated with a reduction in violent crimes; however, rates
of alcohol consumption were not reported.48
The role of alcohol outlet density and its correlation to
alcohol-related harms have been studied by increasing numbers of researchers. A variety of methodological designs have
been used to investigate these associations and have consistently reported a significant positive relationship between
greater outlet density and increased alcohol consumption,
injury, violence, and crime.49–52 A recent longitudinal study
that investigated rates of underage drinking reported higher
levels of average and excessive drinking in youth living in
communities with higher alcohol outlet densities.53 However,
these results were tempered by findings that indicated youth
with access to transportation overcame geographic constraints
and were able to seek alcohol and drinking opportunities in
other communities.53
While multiple policy initiatives have been implemented
to deter drinking and driving, recent data suggest alcohol
impaired driving remains a significant problem in the US.
Shults and associates analyzed data from the 2001–2003
Injury Control and Risk Survey (ICARIS-2), in which
7 million drivers and 10.5 million passengers over the age
18 were queried regarding their recent history of alcoholimpaired driving and riding with an impaired driver.54 The
results indicated a 50% increase in reports of impaired driving and riding with an impaired driver from the first ICARIS
study in 1994. These findings reinforce the critical need for
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ongoing and sustained efforts to prevent individuals from
driving while under the influence of alcohol.55
Sobriety checkpoints have demonstrated promise in
reducing the incidence of drunk driving. At sobriety checkpoints, law enforcement officers systematically stop drivers
to assess their degree of impairment. In the US, the officer
must have reason to suspect that the driver may be impaired,
while in Australia and many European countries, random
stops are allowed. Once stopped at a checkpoint, drivers are
administered a breath test to gauge their alcohol levels.32
Deterrence theory underlies the use of sobriety checkpoints
and the primary goal of these interventions is to reduce driving after drinking by increasing the perceived risk of arrest.32
Studies have consistently reported an approximate 20%
reduction in alcohol-related car crashes as a result of sobriety
checkpoints and data further suggest that the effectiveness of
these interventions does not diminish over time.55
Server intervention training programs provide education to servers of alcoholic beverages with the intention of
preventing intoxication and subsequent impaired driving by
customers.32 While several US states and local governments
have mandated server training, there are no standards for
these programs and they can vary significantly in their content, instructional time, and method of delivery.32 Training
programs that are intensive, include face-to-face instruction,
and are combined with active management support have been
reported to be most effective.32 However, a recent systematic
review found insufficient evidence to conclude that alcohol
server interventions were effective in preventing alcoholrelated injuries and in reducing customer consumption of
alcoholic beverages.56
Ignition locks are another intervention used to decrease
drinking and driving. These devices, which require the driver
to provide a breath specimen prior to starting the ignition, are
generally used with individuals who have had a prior drunk
driving conviction and are intended to reduce recidivism.57
A Cochrane review of the relevant studies concluded that
the use of these devices significantly reduced re-arrests for
alcohol impaired driving (a median 70% reduction); however,
there is no evidence of long-term benefit once the device is
removed.57
Alcohol warning labels have been implemented in the
hopes of reducing alcohol consumption by highlighting the
known consequences of use. In the US, warning labels have
been required on alcohol containers since 1989 and focus
on the risks associated with drinking and driving, operating
machinery, and alcohol use during pregnancy.58 Studies indicate that the presence of warning labels on alcohol containers
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did increase awareness of the message, but have not had a
significant impact on actual drinking behaviors.58

Prevention programs
Over the last several decades, the focus of alcohol prevention
initiatives has expanded from preventing clinical alcoholism
to preventing alcohol-related consequences.59 A public health
perspective suggests a three pronged approach to prevention
programming and includes a focus on the agent (alcohol), the
individual, and the environment, as well as the interactions
among these concepts. Prevention programs are generally
universal or selective in scope. Universal programs are
directed at the entire population and are the most commonly
used approach to address underage drinking.9 Selective
interventions are directed toward groups assumed to be at
increased risk, for example, college age students.59
While at one time alcoholism was believed to be an
exclusively adult problem, it is now well established that
adolescence and young adulthood are the critical times
for the development of alcohol use and dependence.10
Identifying the age at which individuals begin using alcohol has implications for the development of prevention
programs. It has been suggested that in order to have the
greatest impact, programs should aim to intervene prior to
first use or during the early years of use, as there appears to
be a transition period of 1–3 years before regular use and
dependence develops.9 Therefore, the majority of US alcohol
prevention programs are geared for school age and young
adolescent groups.
Early educational programs focused on the dissemination
of information using a didactic, classroom approach. These
programs often highlighted the dangers of alcohol and drug
use and frightened students with vivid descriptions of the
associated consequences.60 Evaluations of these programs
indicated they produced a temporary impact on knowledge
and attitudes;60 however, a frequently cited meta-analysis
reported these programs consistently failed to demonstrate
any long-term impact on actual use or intention.61
Contemporary educational programs have included social
resistance approaches, which incorporate resistance skills
training to aid students in handling peer pressure, as well
as competence enhancement approaches which focus on
decision-making and problem solving skills.60 In addition to
these skills, the most effective programs incorporate an interactive approach and information aimed at correcting misperceptions of normative alcohol use.62,63 The National Institute
on Alcohol Abuse and Alcoholism (NIAAA) supports this
approach as well as utilizing peer leaders, age-appropriate
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content, and consistency in educating instructors as additional
components of effective programming.64

School-based interventions
The Safe and Drug-Free Schools program is a federally
funded US initiative designed to prevent the use of alcohol,
tobacco, drugs, and the perpetration of violence in public schools.65 In order to receive funding, school districts
must provide comprehensive education and prevention
programming. School-based programs have the advantage
of being able to target a large number of students at a time
when they may be contemplating the initiation of alcohol or
substance use.60
The most widely utilized school-based program in the US
was Drug Abuse Resistance Education (DARE), a primary
prevention program for 5th or 6th grade students.66 DARE
used trained, uniformed officers in the classroom to teach
the curriculum.60 The program contained multiple components including information regarding substances, skills
for situations with social pressure, and discussion of media
influences. After years of implementation, this program was
found to have negligible effects on preventing drug and alcohol use.67 The program was believed to be ineffective because
it targeted the wrong mediating processes, the instructional
method was noninteractive, and the students ignored the message being delivered by an obvious, authority figure.60
A number of current studies have reported significant positive findings associated with school-based
programming. Faggiano and associates utilized a social
influences approach with over 7,000 students and reported
decreased episodes of drunkedness (prevalence odds
ratio  0.80; confidence interval  0.67–0.97) at 18 months
postintervention.68 Additional findings suggested a decrease
in the reporting of alcohol-related problems as well as
a reduction in the progress toward frequent drinking for
students in the intervention group.69 In a school-based program that included a teacher-delivered, personality-targeted
intervention with high-risk adolescent students, the results
indicated a 40% reduction in alcohol consumption, as well
as a 55% reduction in binge drinking rates.70
In a national, multi-site analysis of school and community-based programs, 48 youth-focused programs were
analyzed and five characteristics of effective programs were
identified.71 Programs with a strong behavioral component,
ones that utilized introspective learning, and incorporated
building connections were all reported to be effective.
Among results based execution programs, those that met
for more than 3.3 hours per week, had a consistent focus
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or theoretical framework, and had adequate staff training
were more effective in preventing alcohol and other drug
use. Interestingly, the findings also indicated that participants
who were currently using substances reported a greater
decrease in their use as compared with occasional and
nonusing participants.71 These findings were supported by a
recent review that reported that the most effective programs
were directed at individuals who were “at risk” or who were
already involved in alcohol or substance use.72
While these programs have reported reductions in early
initiation and progression of alcohol use in younger and
older adolescents, studies of elementary school students
have often reported decreases in aggressive behavior
as opposed to reductions in subsequent alcohol use.63
Additionally, few studies have followed students into
middle school when drinking behaviors generally begin
and even fewer studies have investigated interventions with
high school students, a group with particularly high-risk
(ie, binge drinking) behaviors.63 The need for refinement
of current programming and the ongoing development of
novel approaches to the implementation of school-based
programming continues, as the problems associated with
high-risk alcohol use remain a significant public health
concern.73

College-based programming
In 1998, NIAAA established the Task Force on College
Drinking to determine effective prevention strategies and
to oversee implementation of programming for college
students.10 The task force issued a report that categorized
available prevention strategies into four levels based on
the strength of the evidence and whether that evidence was
specific to the college student populations.74 Tier 1 programs
have evidence to support their effectiveness in college students and include motivation-based programs, norm setting,
and cognitive behavioral approaches.75 Tier 2 strategies have
been effective in other populations and may be effective in
college students.74 These interventions include increasing the
cost of alcohol, limitations on density of alcohol retailers, and
increased enforcement of existing legislation such as zero
tolerance laws.75 Tier 3 strategies appear promising and may
be effective, but need more thorough investigation.74 These
programs include campus policies to reduce drinking including free rides for those who have been drinking and media
campaigns to correct misperceptions related to alcohol use.75
Finally, tier 4 strategies are those that have been shown to
be ineffective including freshman orientation programming
and alcohol awareness week programs.75
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Nelson and colleagues conducted a nationally representative survey of college administrators to ascertain their
progress toward implementation of the NIAAA recommendations to reduce college drinking.74 The results indicated that
98% of schools used educational programming to address
student drinking and 50% offered intervention programs to
students at high risk for alcohol problems.74 However, far
fewer schools had implemented community-based strategies
that include monitoring illegal alcohol sales (33%), instituting responsible beverage service programs (15%), restricting alcohol outlet density (7%), and increasing the price of
alcohol within their communities (2%).74 Increasing numbers
of researchers have called for colleges and communities to
jointly create interventions as environmental approaches
need to be integrated with college programming to increase
program effectiveness.76
A recent review of college-based programs reported
that individual interventions were one of the most effective
programming strategies available.76 Specifically, brief motivational techniques, decision evaluation training, and norm
assessments were reported to be most effective.76 Larimer
and Cronce reported similar findings and suggested motivation based and cognitive behavioral skills interventions were
effective in addressing alcohol use in college students.77
Additionally, they reported that face-to-face interventions
were not required, as mail- and web-based interventions
had shown promise.77 A recent meta-analysis confirmed that
individual prevention interventions with normative feedback
and motivational components were most successful.78
While statistically significant reductions in alcohol
consumption have been reported in college age populations
following brief screening and intervention programs, the
results indicate relatively small effect sizes, as students in
the intervention groups may be drinking less but are still
drinking at substantial levels.79,80 It has been suggested
that these findings may be related to the invincibility most
adolescents and college age students feel as well as their
limited contact with the most serious consequences of
excessive alcohol use.79 While actual reductions in alcohol
use may be small, they are consistent, and the use of these
interventions has been endorsed by the NIAAA as tier 1
programs.81
In addition to these programs, a number of policy initiatives have been implemented on college campuses to reduce
drinking behavior including the establishment of alcohol-free
dormitories, prohibiting beer kegs and self-service of alcohol at campus events as well as banning alcohol advertising
on campus. The impact of these initiatives has not been
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frequently studied; however, lower rates of binge drinking
have been reported in alcohol free housing.82

Family-based interventions
Family-based primary prevention programs for at risk children have been proven to be efficacious for a wide range of
social and health concerns.83 Family focused interventions
addressing alcohol prevention have been primarily used
with young children and adolescents. These programs typically focus on a range of behaviors that originate in family
settings including child monitoring, parent–child bonding,
effective discipline, and parental involvement in the child’s
activities.63
Programs that were developed for families with preschool
and younger age children have primarily demonstrated
reductions in aggressive behavior, an identified risk factor
for later alcohol use.63 Far fewer family-based prevention
initiatives have been developed for school-aged children.
Some of these programs have included both a school and
family-based component. Programs addressing the needs
of school age children have been reported to be effective in
decreasing the initiation of alcohol use and subsequent use
in the teenage years.63 Additional research on family-based
interventions suggests that this approach is effective as results
indicate that substance use is delayed and reduced in intervention groups as compared to controls.84,85 At the college
level, parental relationships have been reported to influence
college students’ alcohol use.76 Family-based interventions
may hold promise for future alcohol prevention efforts.

Workplace-based interventions
Few studies have addressed the workplace as a focus for
alcohol use intervention programming. However, given
that most adults spend a large portion of their time at work,
this setting could be an optimal avenue by which to provide
prevention education.86 A review of worker substance use
and workplace policies reported that 8.8% or 10.1 million
full time employees are heavy drinkers.87 Therefore, there is
a clear need for employment-based programming to address
this potentially underserved population.
Studies of alcohol education programs conducted in
the work site are often associated with health promotion
programs or Employee Assistance Programs (EAPs). Early
studies indicated significant changes in alcohol attitudes following enrollment in these programs;88,89 however, follow-up
evaluations did not reveal sustained change.89 Subsequent
studies have demonstrated improved outcomes as evidenced
by reduced alcohol consumption, fewer occurrences of
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alcohol-related negative work performance, and increased
motivation to reduce alcohol use.90–93
It has been suggested that alcohol use could be addressed
in the workplace through Employee Assistance Programs
(EAPs), which have generally focused on secondary prevention by self-identification, informal or formal referral to
these programs.86 Another area in which to expand research
is relapse prevention. An early study indicated that EAPs
reduced the relapse rates of those enrolled compared to those
without a relapse support program.94

Community-based interventions
Community-based interventions use a variety of prevention strategies that generally include a combination of
educational initiatives and environmental changes.95 These
programs primarily focus on changing the environment in
which the person consumes alcohol and often target the
individual drinker, vendors of alcohol, social events where
alcohol is sold, local regulations and enforcement agencies,
local medical facilities and personnel, as well as schools,
churches, and business organizations that support public
health campaigns. A number of community-based programs
have been tried over the last 20 years with significant and
positive outcomes.
The Saving Lives Project was conducted in six
Massachusetts communities and targeted a reduction in
alcohol impaired driving and related negative outcomes. The
specific local community programs include a variety of activities such as media campaigns, business information programs,
speeding and drunk driving awareness days, police training,
high school student peer-led educational programs, as well
as college prevention programs and the development of new
Students Against Drunk Driving (SADD) chapters.96 The
results indicate that during the 5 years of the program there
was a 33% reduction in fatal car crashes and that this decline
was 42% greater than that observed in the rest of the state.96
Holder and associates reported on a longitudinal multiple time series of matched interventions in California
and South Carolina.97 The intervention included mobilizing community action, encouraging responsible beverage
service, reducing underage drinking by limiting access to
alcohol, and increased local enforcement of drinking and
driving regulations. The results indicated significant reductions in the amount of alcohol consumed, in the number of
individuals having had “too much to drink”, and driving
after drinking. Traffic and emergency room data revealed a
decline in nighttime injuries due to car crashes as well as a
reduction in assault injuries.97
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The Communities Mobilizing for Change on Alcohol
(CMCA) program was conducted in 15 communities in
Minnesota and Wisconsin to reduce access to alcohol by
underage youths.98 The program addressed community policies and practices, access to alcohol by underage persons,
underage alcohol consumption and alcohol-related problems
in underage drinkers. The results indicated that there were
fewer sales of alcohol to minors, increased checking for proof
of legal age to purchase alcohol, as well as a decline in drinking and driving arrests among 18–20 year olds.98
A recent systematic review of community-based programs targeting reductions in alcohol impaired driving as well
as other alcohol-related negative consequences reported that
well executed, multi-component interventions were effective
in reducing alcohol-related crashes.99 The community programs studied included responsible beverage service, efforts
to limit alcohol access, sobriety checkpoints, and a media
component. Based on the results of these findings, the Task
Force on Community Preventative Services, an independent,
nonfederal body of nationally known leaders in public health
practice, policy, and research appointed by the US Centers
for Disease Control and Prevention (CDC) director, recommended that multi-component community interventions be
widely implemented.100
The United States Preventative Services Task Force
(USPSTF) recommends screening for alcohol misuse as
a method of secondary prevention in medical settings.101
Screening, brief intervention, and referral to treatment
(SBIRT) programs have reported consistent effectiveness
in both primary care and emergency department (ED)
settings.102–104 These programs are based on the components
of motivational interviewing and incorporate feedback on
the individual’s alcohol use and any alcohol-related harms;
information on the consequences associated with high-risk
alcohol use; benefits of reducing alcohol consumption, motivational enhancement, and development of a personal plan
to reduce consumption.104
A recent multi-site study of a SBIRT program with emergency department clients reported a reduction of three drinks
per week as well as a decrease in the maximum number of
drinks consumed by participants who completed the intervention, thereby supporting the short-term effectiveness of these
techniques.102 These techniques have also been studied in
primary care settings. In a systematic review, which included
5800 participants, alcohol consumption was significantly
reduced for those in the intervention group, as compared
to controls, at – year postintervention.104 Based on the large
volume of evidence supporting the use of these techniques,
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the WHO, USPSTF, as well as the Committee on Trauma of
the American College of Surgeons, have endorsed routine
alcohol screening and brief interventions in primary care
and Level I trauma centers.23 While the implementation of
these interventions across all possible venues may require
an increase in the outlay of resources, these procedures
are currently reimbursable under Medicare and Medicaid
programs.23

Conclusion
Problematic alcohol consumption remains a significant health
concern in the United States as evidenced by rates of underage alcohol use, current drinking patterns of adolescents and
college age students, as well as the rates of alcohol-related
negative consequences. The statistics can be staggering;
however, as indicated in this review, a number of prevention
initiatives have been successful in reducing both rates of
consumption and the associated negative health outcomes.
Public health officials need to continue their vigilance in
developing comprehensive and innovative programming to
prevent excessive alcohol use and its potentially devastating
consequences.
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