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intervention on hazardous and harmful alcohol use in semirural settings in Nigeria.

Methods: In this single arm non-randomized intervention study delivered by commu-
nity health extension workers (CHEW), participants (N = 1,203), 15 years and older,
recruited between October 2010 and April 2011 were assessed for prevalence of alcohol
consumption and the associated level of risk. Scores of 0-10 were classified as lower
risk scores, 11-26 as moderate risk, and 27+ as high risk. This was followed by a brief
intervention. Prevalence of alcohol consumption and level of risk was assessed at 3 and
6 months postbrief intervention. Main outcome measure was the change in ASSIST
scores at 3 and 6 months postintervention.

Results: There was a statistically significant difference in the prevalence of alcohol use at
baseline compared with that at 6 months, ¥22) = 4.2, p = 0.01. Among all respondents,
a repeated measures ANOVA with a Greenhouse—Geisser correction showed that mean
ASSIST score significantly reduced between time points [F(1.541, 34.092) = 53.241,
p < 0.001]. Post hoc tests using the Bonferroni correction revealed that this difference
was due to a significant reduction in the mean ASSIST scores at 3 months vs. baseline,
p = 0.001, but not at 3 vs. 6 months, p = 0.09.

Conclusion: There is a potential for CHEW-administered ASSIST-linked screening, brief
intervention, and referral to treatment for unhealthy alcohol use in Nigerian semirural
communities. This is feasible considering serious dearth of addiction specialists in the
country.
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WHAT IS KNOWN

« Problem alcohol use is a huge public health issue worldwide
and among Nigerian adults.

o Screening, brief intervention, and referral for treatment
(SBIRT) is an evidence-based model for reduction in alcohol
consumption in primary care health settings in the Western
world.

WHAT THE STUDY ADDS

o The efficacy of community health extension worker delivered
SBIRT ASSIST-linked intervention on problem alcohol use in a
sub-Saharan rural community setting has been demonstrated.

INTRODUCTION

Alcoholincreases the odds of negative health outcomes worldwide
(1-3) and ranks among the top causes of early deaths (4). It is a
factor in a large proportion of injuries (5, 6) and is also associated
with psychiatric morbidities (7, 8), alcohol use disorders (9, 10),
and medical comorbidities (11).

Screening, brief intervention, and referral to treatment (SBIRT)
is an evidence-based public health approach aimed at early inter-
vention and treatment services for individuals with substance
use disorders including those at risk (12). The current model
of SBIRT is based on the Institute of Medicine report, which
recommended: “the development of integrated service systems
that link community-based screening and brief intervention to
assessment and referral activities” (13). The primary objective
is to reduce the prevalence and adverse consequences of sub-
stance misuse and substance use disorders, thereby improving
community health. SBIRT was developed originally for alcohol
screening and brief intervention in primary health care settings
(12). Several meta-analyses abound to support the efficacy of
SBIRT in leading to a significant reduction of alcohol consump-
tion in primary care population in Western countries and these
efforts impacted positively on health care delivery systems for per-
sons with substance abuse, those at risk, and substance abuse
policy (14-16).

There is a dearth of data on the efficacy of SBIRT in rural com-
munity settings in sub-Saharan Africa that could usefully translate
into substance abuse policy with impact on at-risk populations as
well as those who substance use problems. However, few stud-
ies have examined the efficacy of SBIRT in South Africa. These
demonstration projects were part of a WHO strategy to address
alcohol problems in developing countries and were conducted in
health care settings that included hospital outpatients (17, 18) and
rural settings (19). These studies demonstrated that nurses and
community health workers were strategic implementation agents
in health care settings (17). There are good evidence and com-
pelling logic to support the allocation of tasks in health-system
delivery to the least costly health worker capable of doing that
task reliably (20). This task-shifting approach had been found to
be applicable in low-resource countries, where the use of health
workers with a shorter duration of training performed at least as
well and sometimes substantially better than those with a longer
duration of training (21).

In Nigeria, however, while there are indications that there has
been a rapid increase in alcohol availability and consumption across
all age groups (22), data on alcohol consumption in the rural com-
munities is sparse, as well as effective evidence-based intervention,
despite evidences that drinking rates are higher in the rural areas
(19). Unfortunately, the majority of Nigerians live in semirural or
rural settings, and manpower and resources are poor. Against the
backdrop of service gaps in underserved rural areas, the concept
of task shifting could be applicable. A recent situational analysis
suggests that Nigeria has made considerable gains with task shift-
ing in some medical specialties, where dedicated low-cost health
workers at the community and clinic levels supplement integrated
care. Dedicated low-cost health care workers such as community
health extension workers (CHEW) are available and more in
contact with people at the grass roots especially with regards to
immunization programmes in Nigeria. They have been involved
in task-shifting models to address gaps in reproductive health care
in primary care settings in Nigeria (23) as well as for depression in
primary health care settings (24). However, this model has not
been examined with regards to substance use and particularly in
rural settings. Task-shifting screening and brief intervention for
hazardous drinking to CHEWSs may be a viable, cost-effective
option in addressing the rising prevalence of problem drinking in
Nigeria. This study aimed to conduct a single arm trial to assess the
effectiveness of CHEW-delivered SBIRT for alcohol use among
people in semirural community settings. We hypothesized that
CHEW-administered alcohol, smoking, and substance involve-
ment screening test (ASSIST)-linked SBIRT would significantly
reduce the prevalence of alcohol use in Nigerian semirural settings.

MATERIALS AND METHODS

We report herein, the findings of the outcome of the brief inter-
vention delivered to rural dwellers in Ibadan, Nigeria. The meth-
odology and the results of the baseline assessments have been
previously reported (25).

Study Area

The study site was in Ibadan, Oyo State. Ibadan is the capital of
Opyo state, Nigeria and it is the third largest city in Nigeria.

Design of the Study

This was a single arm non-randomized intervention study.

Principles for Recruitment

Inclusion/Exclusion Criteria

The inclusion criteria for the study were: both male and female
alcohol users of age >15 years and permanent residents of study
areas. The exclusion criteria were non-users of alcohol of age <15
years, not willing to get alcohol intervention, and not a perma-
nent resident of the study areas.

Procedure

Sample Selection

A systematic stratified sampling method was used to select two
semirural local governments in Ibadan between October 2010
and April 2011. The selected local governments were Lagelu local
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government (local government A) and Akinyele local govern-
ment (local government B) areas of Ibadan. They were so classi-
fied according to the National Population Commission in Nigeria
based on population and fund allocation.

In the first stage, all the 11 LGA were classified into urban or
semirural each. There are five urban local governments and six
semirural local government areas in Ibadan. In the second stage,
two local governments were randomly chosen from the six semi-
rural local government areas. In the third stage, four enumeration
areas were systematically selected as clusters in each of the two
local governments. The fourth stage involved the mapping and
numbering of all buildings in each of the selected enumeration
areas. All households within each building were serially listed in
the form specifically designed for the purpose. After getting the list
of the households, simple random sampling was used to identify
the households that fell within the sample. Regular households
were distinguished from institutional households. This approach
was used to select a representative sample of all the members of
the household. All eligible respondents, who were 15 years and
above in each regular household, were selected and interviewed by
CHEW using the questionnaires including ASSIST after they gave
permission/consent. The CHEW also carried out the intervention
as appropriate. After administration of the sociodemographic
questionnaire, participants were also screened with ASSIST.

Prevalence of Current Alcohol Use

Prevalence of current alcohol use was obtained from the modifica-
tion of Q2, which states, in the past 3 months, how often have you
used alcohol? (Responses = “never;” “once or twice,” “monthly,”
“weekly,” “daily/almost daily”). For the purpose of this study, cur-
rent alcohol use was regarded as use in the preceding 30 days.

ASSIST Scoring

ASSIST scores were generated from questions 2-7 (Q2-Q7) on
the ASSIST questionnaire, which elicited information on alcohol
use in past 3 months. Each question on the ASSIST has a set of
responses to choose from and each response has a numerical score.
At the end of the interview, scores from Q2 to Q7 were added
together to produce an ASSIST-risk score.

Intervention

The intervention was given at baseline and 3 months following
baseline intervention. Assessments were carried out at baseline,
3 months, and 6 months. The participants received the level of
risk-appropriate interventions using the ASSIST-linked brief
intervention for hazardous and harmful substance use manual
for use in primary care (26).

ASSIST Scoring
Low-risk clients (scores 0-10) were those at a lower risk of
problems related to their alcohol use. While they may use alcohol
occasionally, they were not at the time of the interview, experienc-
ing any problems related to their alcohol use and were at a lower
risk of developing problems related to their alcohol use in the
future with their current pattern of use. This group was given
brief advice.

Moderate-risk clients (scores 11 and 26) were at moderate
risk of health and other problems and may be experiencing

some of these problems now. Continuing use in this way
indicated a likelihood of future health and other problems,
including the possibility of dependence. The risk is increased
for those with a past history of substance use related problems
and dependence.

High-risk clients (scores 27 or higher) were those at high risk
of dependence or is dependent on alcohol and is probably expe-
riencing health, social, financial, legal, and relationship problems
as a result of their alcohol.

Intervention

The ASSIST feedback report card was completed at the end of
the ASSIST interview and was used to provide personalized
feedback to the client about their alcohol use. The process of
brief intervention was initiated by asking the client if he was
interested in seeing how the scored questionnaire was completed
and how the ASSIST-risk scores were computed in the boxes
provided in the front of the ASSIST feedback report card. This
was given to the client to have in his possession as a reminder
of what has been discussed.

Lower risk clients received treatment as usual and were given
feedback about their scores. Abstainers were also encouraged to
remain the way they had been.

Moderate risk clients received a 3-15 min brief intervention
which comprised of giving feedback to clients using the ASSIST
feedback report card using simple motivational interviewing
techniques. Clients were also given self-help strategies for cut-
ting down or stopping alcohol use, substance use guide booklet,
a copy of their ASSIST feedback report card, and specific drug
information for keeping.

The brief intervention was also given to high-risk clients. This
was to encourage clients to have a detailed clinical assessment
and to negotiate a specialist treatment for their alcohol use.

In summary, the intervention had feedback and discussion on
potential effects of alcohol consumption, emphasis on personal
responsibility for the choice of behavioral change, a menu of
options for a change strategy, the use of empathy, and encourage-
ment of self-efficacy for change. For high-risk users, the interven-
tionists were aware of the schedule and routine, and guidelines
for treatment at the specialist addiction services at the University
College Hospital, Ibadan, Nigeria.

Training of CHEW in ASSIST-Linked Intervention

The interventionists consisted of trained CHEW who conducted
the baseline assessments, i.e., assessments at 3 and 6 months and
also delivered the interventions to the recruited persons in the
community. Al CHEW who consented to follow the study pro-
tocol received formal training (duration) before data collection
and supervision. The training took a practical, system approach
and aimed to facilitate the implementation of SBIRT in the com-
munity and primary health care clinics. The training curriculum
contained modules that raised and addressed practical issues that
pertained to implementing the programme.

For identification of alcohol use problems in the community,
and for brief intervention and referral for treatment, the WHO
ASSIST-linked brief intervention and referral for treatment pack-
age for hazardous and harmful alcohol use were used (26).
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To prevent against a drift by the CHEW interventionist, the
brief intervention and referral for treatment were completely
manualized, including the motivational interview protocol and
used to guide the CHEW interventionist through the session
content (16).

Intervention Quality Assurance

Assessment quality control was in charge of the first author.
Fidelity was maintained by an audio tape recording of intervention
sessions, the interventionist checklists and these were reviewed
by the first author who provided feedback to the CHEWs. Process
evaluation included a review of a random sample of 10% of the
assessments and intervention audiotapes by the study coordina-
tor for fidelity to protocol. The evaluation also involved the review
of the study data to ensure fidelity of the intervention in the com-
munity setting.

Outcome Measures

a. Baseline: All eligible persons completed baseline measures that
included a demographic questionnaire and the ASSIST (27).
All consenting 15 years and older persons had administered a
sociodemographic questionnaire to elicit sociodemographic
characteristics from the respondents such as age, marital sta-
tus, socioeconomic class, and years of education. The ASSIST
was developed for screening of alcohol and drug use, espe-
cially in high-prevalence settings (27). For the purpose of this
study, current alcohol use was regarded as use in preceding
30 days. The primary outcome measure used in this study was
the change in the ASSIST alcohol use scores from baseline to
follow-up.

b. Follow-up: The same measures used above were administered
at follow-up to the participants at 3 months and again at
6 months. To prevent loss to follow-up and retain participant
in the program, bulk SMS messages were sent 2 weeks prior to
interviewing date. These messages reminded them that they
were in the programme.

Data Analysis
For our univariate analysis, the association between sociodemo-
graphic variables and current alcohol use was determined using
the Pearsons chi square statistics. Differences in prevalence of
alcohol use across study point were compared using Friedman
test and post hoc pairwise comparison carried out using the
Wilcoxon signed-rank test. The repeated measures ANOVA was
used to assess the presence of any significant difference in the
mean ASSIST scores at baseline, 3 months, and 6 months. Post
hoc pairwise comparisons were carried out using paired t-test.
Linear regression analyses were carried out using variables that
were significant during univariate analysis to determine associa-
tion with alcohol use. All analyses were by SPSS version 13.0 (28).

RESULTS

A total of 1,329 youths and adults were selected and invited to
participate in this study. Out of these, about 1,213 completed
the questionnaires, giving a response rate of 91.3%. At baseline,

responses were incomplete in 10 questionnaires and so final
analysis was carried out on 1,203 questionnaires at baseline. At
3 months, an analysis was carried out on 1,199 respondents and
on 1,195 at 6 months.

The mean age of respondents at baseline was 24.45 + 9.23 years,
51.8% were males, 66.2% were married, 47.4% had at least some
secondary education, and 49.7% were of a low-average socio-
economic group. Current alcohol use increased with increasing
age, p = 0.02, was more common in males, p = 0.003, among the
unmarried, p < 0.01, among those with formal education, p = 0.003,
and in those from low socioeconomic group, p = 0.01 (Table 1).

At Dbaseline, the prevalence of current alcohol use was
23.7%. At 3 months, the prevalence of current alcohol use was
17.1%. While at 6 months, the prevalence of current alcohol
use was 13.6%. There was a statistically significant difference
in the prevalence of alcohol use postintervention, compared
with prevalence at baseline y*(2) = 4.2, p = 0.01. Post hoc
analysis with Wilcoxon signed-rank tests was conducted with
a Bonferroni correction applied. Thus, there was a significant
reduction between the baseline prevalence and 3 months preva-
lence (Z = —9.61, p < 0.001) and also a significant reduction
in 6 months prevalence compared with 3 months prevalence
(Z = —4.5, p = 0.001; Table 2).

TABLE 1 | Sociodemographic and other characteristics of respondents at
baseline N = 1,203.

Variables Total % Current alcohol % x2 Sig
N = 1,203 use (N = 285)

Age

<25 508 133 262 135 0.02

25-34 256 61 23.8

35-44 158 36 22.8

45-54 120 21 17.5

55-64 111 15 13.5

>64 50 6 12.0

Gender

Male 623 170 27.3 8.8 0.003

Female 580 115 19.8

Marital status

Married 796 170 21.4 6.7 <0.01

Not married 407 115 28.3

Setting

Local government 487 78 16.0 0.2 0.7

A

Local government 716 107 14.9

B

Education

0 119 44 37.0 13.0 0.003

1-6 431 101 23.4

7-12 570 120 211

>12 83 20 241

Socioeconomic group

Low 513 146 285 114 0.01

Low average 598 122 20.4

High average 63 12 19.4

High 29 5 17.2

Prevalence of current alcohol use was obtained from the modification of Q2, which
states, in the past 3 months, how often have you used alcohol? (Responses = “never,”
“once or twice,” “monthly,” “weekly,” “daily/almost daily”). For the purpose of this study,
current alcohol use was regarded as use in preceding 30 days.
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With respect to those who had low-risk scores, a repeated
measures ANOVA with a Greenhouse-Geisser correction showed
that the mean ASSIST score significantly reduced between time
points [F(1.116, 2.595) = 366.692, p < 0.001]. Post hoc tests using
the Bonferroni correction revealed that this difference was due to
a significant reduction in the mean ASSIST scores at 3 months vs.
baseline, p < 0.001, and a further reduction in the mean ASSIST
scores at 6 months compared with that at 3 months p < 0.001
(Table 3).

For those in the moderate risk category, a repeated measures
ANOVA with a Greenhouse-Geisser correction showed that
mean ASSIST score significantly reduced between time points
[F(1.466, 24.841) = 40.177, p < 0.001]. Post hoc tests using the
Bonferroni correction revealed that this difference was due to a
significant reduction in the mean ASSIST scores at 3 months vs.
baseline, p < 0.001, however, there was no significant difference
in the mean scores at 6 months compared with that at 3 months,
p =0.06 (Table 3).

TABLE 2 | Prevalence of alcohol use at baseline, 3 months, and 6 months.

Alcohol use Baseline 3 months 6 months %2 p
N % N % N %

Yes 286 2387 205 174 1683 13.6 df2)4.2 0.01

No 918 763 994 829 1,032 86.4

TABLE 3 | ASSIST score at baseline, 3 months, and 6 months.

With regard to participants with severe risk of harm, a
repeated measures ANOVA with a Greenhouse-Geisser cor-
rection showed that mean ASSIST score significantly reduced
between time points [F(1.429, 39.451) = 36.242, p < 0.001]. Post
hoc tests using the Bonferroni correction revealed that this dif-
ference was due to a significant reduction in the mean ASSIST
scores at 3 months vs. baseline, p < 0.001, but between the third
and sixth month, the difference was not significant, p = 0.4
(Table 3).

Among all respondents, a repeated measures ANOVA with
a Greenhouse-Geisser correction showed that mean ASSIST
score significantly reduced between time points [F(1.541,
34.092) = 53.241, p < 0.001]. Post hoc tests using the Bonferroni
correction revealed that this difference was due to a significant
reduction in the mean ASSIST scores at 3 months vs. baseline,
p =0.001, but not at 3 vs. 6 months, p = 0.09 (Table 3).

Linear regression analysis revealed that at baseline, older
age group, female gender, a high-average socioeconomic group,
high socioeconomic group were protective factors, while, being
unmarried was a risk factor.

At 3 months, older age group, female gender, a high-average
socioeconomic group, a high socioeconomic group were protec-
tive factors, while and being unmarried was a risk factor.

At 6 months, older age group, female gender, high-average
socioeconomic group, high socioeconomic group were protective
factors, while, being unmarried was a risk factor (Table 4).

Health risk Baseline N = 1,203 3 months N = 1,199 6 months N = 1,195 Baseline vs. 3 months 3 months vs. 6 months
Score N Mean (SD) N Mean (SD) N Mean (SD) Sig Sig
0-10 88 8.41(1.58) 116 5.05 (2.05) 113 2.21(1.01) <0.001 <0.001
11-26 161 20.52 (5.42) 69 15.51 (4.46) 35 13.93 (3.66) <0.001 0.06
27+ 38 38.38 (6.06) 20 26.83 (5.71) 15 24.74 (7.48) <0.001 0.4
All respondents 285 27.21 (7.21) 205 22.87 (4.06) 163 22.03 (4.99) 0.001 0.09
TABLE 4 | Odd ratio for current alcohol use.

Baseline 3 months 6 months
Variation OR Cl Sig OR Cl Sig OR Cl Sig
Age
<25 1 1 1
25-34 0.58 0.33-1.00 0.05 0.57 0.34-1.00 0.05 0.53 0.29-0.99 <0.05
35-44 0.59 0.22-0.94 <0.05 0.50 0.23-0.99 <0.05 0.49 0.28-0.93 0.03
45-54 0.41 0.11-0.88 0.04 0.43 0.29-0.77 0.03 0.24 0.07-0.71 0.01
55-64 0.35 0.09-0.87 0.04 0.32 0.09-0.67 0.01 0.12 0.03-0.49 0.001
>64 0.21 0.08-0.75 0.02 0.12 0.02-0.32 0.001 0.09 0.01-0.34 <0.001
Gender
Male 1 1 1
Female 0.32 0.008-0.62 0.01 0.22 0.009-0.55 <0.01 0.12 0.03-0.39 <0.01
Marital status
Married 1 1 1
Not married 3.32 1.66-6.12 0.01 3.07 1.21-5.02. <0.01 1.95 1.09-4.22 0.01
Socioeconomic group
Low 1 1 1
Low average 0.89 0.29-1.44 0.16 0.49 0.09-1.04 0.06 0.46 0.04-1.06 0.07
High average 0.32 0.09-0.87 0.08 0.01 0.01-0.47 0.02 0.06 0.01-0.33 0.01
High 0.24 0.08-0.72 0.02 0.11 0.01-0.49 0.01 0.03 0.004-0.11 0.001
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DISCUSSION

To our knowledge, this is the first study to evaluate the effective-
ness of ASSIST-linked SBIRT on harmful and hazardous alcohol
use among youths and adults in Nigerian semirural settings and
probably in sub-Saharan Africa. The study was conducted in two
representative different provinces in Ibadan, the largest city in
West Africa. These diverse settings underlie a strength in the
generalizability of the findings.

A major finding in the present assessment was that the rate of
alcohol use reduced significantly between baseline and 6 months,
so also was the mean ASSIST scores. Even though McCambridge
and Kypri (29) reviewed that later the self-report behavior
appeared to be altered by simply answering questions on drinking
in SBI trials, our finding overall, suggests that the provision of a
brief intervention and referral can help reduce levels of hazard-
ous and harmful alcohol use in youth as well as adult dwellers in
semirural settings in Nigeria. We, therefore, argue that the risks
of documented adverse consequences of problematic alcohol
use such as alcohol dependence, cancers, and injuries could be
mitigated with this intervention. This could be particularly advan-
tageous in semirural or rural settings, where there is limited access
to health care, and the probability of identification of such adverse
consequences is low.

Although there was a significant reduction in the prevalence
of alcohol use as well as the mean ASSIST scores between the
baseline and 6 months among all respondents, post hoc analyses
showed that the reductions were for baseline assessment vs. assess-
ment at 3 months and not for the assessments at 3 vs. 6 months.
By implication, a considerable proportion of youths and adults
in this study might not be in the preparatory or action stage of
change. Unfortunately, we did not match the intervention to
different stages of change. This is important because readiness to
quit is a determinant of the continued alcohol consumption. Our
findings underscore the significance of matching treatment to the
patient’s stage of change. This is paramount to achieve an efficacy
of the intervention (30). Another possible explanation, using the
Bronfenbrenner ecological model could be that factors such as
enabling or disabling individual, familial, and community-level
conditions, were not measured and taken into account in our
study. There is a need for future studies to examine the impact of
different stages of change and ecological variables on the effective-
ness of SBIRT on alcohol use in semirural settings.

Studies of brief intervention delivery by CHEW in rural or
semirural community settings have not been reported in a signifi-
cant proportion of developing countries including sub-Saharan
Africa. However, we found that this task-shifting approach (31),
is applicable in alcohol cessation programs similar to the way
it has been found effective in stepped care approach to manage
depression in primary care setting in Nigeria (24), and outside
the field of mental health (32). These CHEWSs were more readily
available, have fewer qualifications, and were trainable. Screening,
brief intervention, and referral to treatment delivery by CHEW
seems to be feasible and implementable with fidelity in the
Nigerian semirural community settings. It will be interesting to
see whether future studies will confirm this in similar settings in
Nigeria and other developing countries.

This current study is important in three ways: (1) it focused
on alcohol; (2) SBIRT was deliverable by CHEW rather than by
clinicians and adds to the literature on the effectiveness of task
shifting in community mental health; and (3) it enrolled people
in the community with poor access to orthodox medicine and
who might not seek treatment rather than those who went to the
hospital or were admitted in emergency settings.

Our study was limited by a number of factors. One, we could
not explore the impact of stages of change on unhealthy alcohol
use in a rural community setting. We, therefore, suggest that
future studies address the potential influence of stages of change
on alcohol use reduction. Two, we did not examine alcohol
cessation in relation to SBIRT. Three, there was no control
group. Four, the data were all self reports with no toxicological
assessments. Five, we also did not allocate any diagnosis to
the alcohol users; therefore, it was difficult to determine the
effect of the intervention on any specific diagnostic category
of alcohol user. Six, the attrition observed across the study
should be recognized as an important limitation. Also, the
non-randomized nature of the study makes it susceptible
to selection, performance, and attrition bias. However, we
attempted to address these issues by reporting all the essential
information on the methodology and results in accordance
with CONSORT guidelines. The absence of a control group
for the assessments and interventions delivered these CHEWS,
is another limitation.

Given these limitations, we conclude herein that the delivery
of ASSIST-linked SBIRT for unhealthy alcohol is feasible by
CHEW in semirural settings. This preventive health model could
be integrated into substance abuse services for Nigerian rural and
semirural communities.

ETHICS STATEMENT

Ethical approval for the study was received from the Ethics
and Research Committee of the Ministry of Health, Oyo State,
Nigeria. Assent was obtained for participants between 15 and
18 years and consent from those over 18 years of age.

AUTHOR CONTRIBUTIONS

VL was involved in study design, data collection, analysis of data,
and manuscript writing. BAO was involved in data collection,
and final manuscript writing and editing. OOA was involved in
data collection, manuscript writing, and editing.

ACKNOWLEDGMENTS

The Director of Planning, Research, and Statistics, Oyo state
Ministry of Health, Ibadan is acknowledged for granting ethi-
cal approval for this study. We also acknowledge Dr. O. Aremu
(RRSH) and Dr. O. Amoran (OOUTH) for providing support
during data collection, and Christianah Alabi (NWPSH) for her
secretarial assistance. We thank the coordinating staff members
of the two local governments where the study took place. We also
thank all the participants for their participation.

Frontiers in Psychiatry | www.frontiersin.org

April 2017 | Volume 8 | Article 50


http://www.frontiersin.org/Psychiatry/
http://www.frontiersin.org
http://www.frontiersin.org/Psychiatry/archive

Lasebikan et al.

Brief Intervention for Problem Drinking

REFERENCES

10.

12.

14.

16.

17.

18.

Smith JW. Medical manifestations of alcoholism in the elderly. Int ] Addict
(1995) 30:1749-98. doi:10.3109/10826089509071055

Rehm J, Baliunas D, Borges GL, Graham K, Irving H, Kehoe T, et al. The
relation between different dimensions of alcohol consumption and burden
of disease: an overview. Addiction (2010) 105(5):817-43. doi:10.1111/j.
1360-0443.2010.02899.x

Gureje O, Lasebikan V. Alcohol beverages type, problem drinking and self-
reported health status. Nigeria ] Psychiatry (2006) 4(1):4-8. doi:10.4314/
njpsyc.v4il.39883

World Health Organization. Global Status Report on Alcohol and Health.
Geneva: World Health Organization (2014). Available from: http://www.
who.int/substance_abuse/publications/global_alcohol_report/msb_
gsr_2014_1.pdf

Lasebikan VO, Baiyewu O. Profile of problems associated with psychoactive
substance use among long distance commercial automobile drivers in ibadan.
Nigeria ] Psychiatry (2009) 7(2):7-16. doi:10.4314/njpsyc.v7i2.50110
Cherpitel CJ, Ye Y, Bond J, Borges G, Monteiro M, Chou P, et al. Alcohol
attributable fraction for injury morbidity from the dose-response relationship
of acute alcohol consumption: emergency department data from 18 countries.
Addiction (2015) 110(11):1724-32. doi:10.1111/add.13031

Dempsey P, Bird DC, Hartley D, editors. Rural Mental Health and Substance
Abuse. New York, NY: Oxford University Press (1999).

Cho MJ, Hahm BJ, Suh T, Suh GH, Cho SJ, Lee CK. Comorbid mental
disorders among the patients with alcohol abuse and dependence in Korea.
] Korean Med Sci (2002) 17(2):236-41. doi:10.3346/jkms.2002.17.2.236

Li TK, Hewitt BG, Grant BE. The alcohol dependence syndrome, 30 years
later: a commentary. The 2006 H. David Archibald lecture. Addiction (2007)
102(10):1522-30. doi:10.1111/j.1360-0443.2007.01911.x

Room R, Babor T, Rehm J. Alcohol and public health. Lancet (2005)
365(9458):519-30. doi:10.1016/S0140-6736(05)70276-2

. Carney CP, Jones LE. Medical comorbidity in women and men with bipolar

disorders: a population-based controlled study. Psychosom Med (2006)
68(5):684-91. d0i:10.1097/01.psy.0000237316.09601.88

Babor TE, McRee BG, Kassebaum PA, Grimaldi PL, Ahmed K, Bray J.
Screening, brief intervention, and referral to treatment (SBIRT): toward a
public health approach to the management of substance abuse. Subst Abus
(2007) 28(3):7-30. doi:10.1300/J465v28n03_03

Institute of Medicine (IOM). Broadening the Base of Treatment for Alcohol
Problems. Washington, DC: National Academies Press (1990). Report No.
1990.

Bertholet N, Daeppen JB, Wietlisbach V, Fleming M, Burnand B. Reduction of
alcohol consumption by brief alcohol intervention in primary care: systematic
review and meta-analysis. Arch Intern Med (2005) 165(9):986-95. doi:10.1001/
archinte.165.9.986

Kaner EE Dickinson HO, Beyer E Pienaar E, Schlesinger C, Campbell F,
et al. The effectiveness of brief alcohol interventions in primary care settings:
a systematic review. Drug Alcohol Rev (2009) 28(3):301-23. doi:10.1111/j.
1465-3362.2009.00071.x

Moyers TB, Martin T, Manuel JK, Hendrickson SM, Miller WR. Assessing
competence in the use of motivational interviewing. J Subst Abuse Treat (2005)
28(1):19-26. doi:10.1016/j.jsat.2004.11.001

Peltzer K, Naidoo P, Louw J, Matseke G, Zuma K, McHunu G, et al. Screening
and brief interventions for hazardous and harmful alcohol use among patients
with active tuberculosis attending primary public care clinics in South Africa:
results from a cluster randomized controlled trial. BMC Public Health (2013)
13:699. doi:10.1186/1471-2458-13-699

Substance Abuse and Mental Health Association. Substance Use and Mental
Health Estimates from the 2013 National Survey on Drug Use and Health:

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

Overview of Findings. USA (2014). Available from: http://www.samhsa.
gov/data/sites/default/filess/ NSDUH-SR200-RecoveryMonth-2014/NSDUH-
SR200-RecoveryMonth-2014.htm

Donnermeyer JE Scheer SD. An analysis of substance use among adoles-
cents from smaller places. ] Rural Health (2001) 17(2):105-13. doi:10.1111/
j.1748-0361.2001.tb00266.x

McPake B, Mensah K. Task shifting in health care in resource-poor countries.
Lancet (2008) 372(9642):870-1. doi:10.1016/S0140-6736(08)61375-6

Huicho L, Scherpbier RW, Nkowane AM, Victora CG; Multi-Country
Evaluation of IMCI Study Group. How much does quality of child care vary
between health workers with differing durations of training? An observa-
tional multicountry study. Lancet (2008) 372(9642):910-6. doi:10.1016/
S0140-6736(08)61401-4

Substance Abuse in Nigeria. (2012). Available from: http://www.who.int/
substance_abuse/publications/en/nigeria.pdf

Charyeva Z, Oguntunde O, Orobaton N, Otolorin E, Inuwa F, Alalade O,
et al. Task shifting provision of contraceptive implants to community health
extension workers: results of operations research in northern Nigeria. Glob
Health Sci Pract (2015) 3(3):382-94. doi:10.9745/GHSP-D-15-00129

Oladeji BD, Kola L, Abiona T, Montgomery AA, Araya R, Gureje O. A pilot
randomized controlled trial of a stepped care intervention package for depres-
sion in primary care in Nigeria. BMC Psychiatry (2015) 15:96. doi:10.1186/
§12888-015-0483-0

Lasebikan VO, Ola BA. Prevalence and correlates of alcohol use among a
sample of Nigerian semirural community dwellers in Nigeria. ] Addict (2016)
2016:6. doi:10.1155/2016/2831594

Humeniuk RE, Henry-Edwards S, Ali RL, Poznyak V, Monteiro M. The
Alcohol, Smoking and Substance Involvement Screening Test (ASSIST): Manual
for Use in Primary Care. Geneva: World Health Organization (2010).

World Health Organization. The ASSIST-Linked Brief Intervention for
Hazardous and Harmful Substance Use Manual for Use in Primary Care.
Geneva: World Health Organization (2010).

SPSS Inc. SPSS for Windows, Version 13.0. 13.0 ed. Chicago, IL: SPSS Inc.
(2004). Statistical Package for Social Sciences.

McCambridge J, Kypri K. Can simply answering research questions change
behaviour? Systematic review and meta analyses of brief alcohol intervention
trials. PLoS One (2011) 6(10):e23748. doi:10.1371/journal.pone.0023748
Norcross JC, Krebs PM, Prochaska JO. Stages of change. ] Clin Psychol
(2011) 67(2):143-54. doi:10.1002/jclp.20758

World Health Organization. World Health Organization Task Shifting: Global
Recommendations and Guidelines. Geneva: World Health Organization (2008).
Crowley T, Mayers P. Trends in task shifting in HIV treatment in Africa:
effectiveness, challenges and acceptability to the health professions. Afr J Prim
Health Care Fam Med (2015) 7(1):807. doi:10.4102/phcfm.v7i1.807

Conflict of Interest Statement: The authors declare that the research was con-
ducted in the absence of any commercial or financial relationships that could be
construed as a potential conflict of interest.

The reviewer, GT, and handling Editor declared their shared affiliation, and the
handling Editor states that the process nevertheless met the standards of a fair and
objective review.

Copyright © 2017 Lasebikan, Ola and Ayinde. This is an open-access article
distributed under the terms of the Creative Commons Attribution License (CC
BY). The use, distribution or reproduction in other forums is permitted, provided
the original author(s) or licensor are credited and that the original publication
in this journal is cited, in accordance with accepted academic practice. No use,
distribution or reproduction is permitted which does not comply with these
terms.

Frontiers in Psychiatry | www.frontiersin.org

April 2017 | Volume 8 | Article 50


http://www.frontiersin.org/Psychiatry/
http://www.frontiersin.org
http://www.frontiersin.org/Psychiatry/archive
https://doi.org/10.3109/10826089509071055
https://doi.org/10.1111/j.1360-0443.2010.02899.x
https://doi.org/10.1111/j.1360-0443.2010.02899.x
https://doi.org/10.4314/njpsyc.v4i1.39883
https://doi.org/10.4314/njpsyc.v4i1.39883
http://www.who.int/substance_abuse/publications/global_alcohol_report/msb_gsr_2014_1.pdf
http://www.who.int/substance_abuse/publications/global_alcohol_report/msb_gsr_2014_1.pdf
http://www.who.int/substance_abuse/publications/global_alcohol_report/msb_gsr_2014_1.pdf
https://doi.org/10.4314/njpsyc.v7i2.50110
https://doi.org/10.1111/add.13031
https://doi.org/10.3346/jkms.2002.17.2.236
https://doi.org/10.1111/j.1360-0443.2007.01911.x
https://doi.org/10.1016/S0140-6736(05)70276-2
https://doi.org/10.1097/01.psy.0000237316.09601.88
https://doi.org/10.1300/J465v28n03_03
https://doi.org/10.1001/archinte.165.9.986
https://doi.org/10.1001/archinte.165.9.986
https://doi.org/10.1111/j.1465-3362.2009.00071.x
https://doi.org/10.1111/j.1465-3362.2009.00071.x
https://doi.org/10.1016/j.jsat.2004.11.001
https://doi.org/10.1186/1471-2458-13-699
http://www.samhsa.gov/data/sites/default/files/NSDUH-SR200-RecoveryMonth-2014/NSDUH-SR200-RecoveryMonth-2014.htm
http://www.samhsa.gov/data/sites/default/files/NSDUH-SR200-RecoveryMonth-2014/NSDUH-SR200-RecoveryMonth-2014.htm
http://www.samhsa.gov/data/sites/default/files/NSDUH-SR200-RecoveryMonth-2014/NSDUH-SR200-RecoveryMonth-2014.htm
https://doi.org/10.1111/j.1748-0361.2001.tb00266.x
https://doi.org/10.1111/j.1748-0361.2001.tb00266.x
https://doi.org/10.1016/S0140-6736(08)61375-6
https://doi.org/10.1016/S0140-6736(08)61401-4
https://doi.org/10.1016/S0140-6736(08)61401-4
http://www.who.int/substance_abuse/publications/en/nigeria.pdf
http://www.who.int/substance_abuse/publications/en/nigeria.pdf
https://doi.org/10.9745/GHSP-D-15-00129
https://doi.org/10.1186/s12888-015-0483-0
https://doi.org/10.1186/s12888-015-0483-0
https://doi.org/10.1155/2016/2831594
https://doi.org/10.1371/journal.pone.0023748
https://doi.org/10.1002/jclp.20758
https://doi.org/10.4102/phcfm.v7i1.807
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/

	Effectiveness of Alcohol, Smoking, and Substance Involvement Screening Test-Linked Brief Intervention on Harmful and Hazardous Alcohol Use in Nigerian Semirural Communities: A Non-Randomized Intervention Study
	What is Known
	What the Study Adds
	Introduction
	Materials and Methods
	Study Area
	Design of the Study
	Principles for Recruitment
	Inclusion/Exclusion Criteria

	Procedure
	Sample Selection
	Prevalence of Current Alcohol Use
	ASSIST Scoring
	Intervention
	ASSIST Scoring

	Intervention
	Training of CHEW in ASSIST-Linked Intervention
	Intervention Quality Assurance

	Outcome Measures
	Data Analysis

	Results
	Discussion
	Ethics Statement
	Author Contributions
	Acknowledgments
	References


