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FACTORS PROLONGING THE PERIOD OF SOBRIETY IN YOUNG
PATIENTS WITH ALCOHOL USE

Polshkova S., Chaban O. Factors prolonging the period of sobriety in young patients
with alcohol use. Alcohol beverages became a regular part of the everyday life of society. This is
particularly true for those in social environments when alcohol is using for socializing. Due to
this fact, it is easy to fail to notice the health and social damage caused by alcohol drinking.

In the pilot study we examined the feasibility and initial efficacy of a brief intervention on
reducing risky drinking among emerging adults in Ukraine. Patients were evaluated in 3 months
after the brief motivational intervention (BMI).

We included patients who successfully completed the pilot study (all of them had an
opportunity to visit our clinic after completing the study for free if necessary). We had 2 groups of
participants: (1-st group - young patients of Railway Clinical Hospital, with risky drinking
(AUDIT-C> 5); and, 2-nd group - students of the National Medical University OO Bogomolets,
with risky drinking (AUDIT-C> 5). All participants were evaluated using set of tests (Structured
Interview (personal data, substance use, substance use treatment history, medical history),
AUDIT-C, RAPI, DMQ, Quality of Life Scale (O. Chaban, 2009), BSSS, PHQ-9, GAD-7, BPAQ-
SF) in 4 years after taking part in a pilot study when they obtained BMI. We also evaluated many
factors including the frequency of participants’ visits to our clinic after completing the pilot study.

Participants from the university setting were significantly younger, and single (as opposed
to married), with fewer children comparing to participants in the hospital setting. Regression
analyses were conducted, separately for each setting, predicting alcohol outcomes (consumption
and consequences). In both settings, the brief intervention group (BI group) showed significantly
less alcohol consumption and consequences after 4 years period compare to the control group
(p<0.001). However university group showed more cases of sobriety disruption during this
period. Among the BMI sample showed lower level of depressive and anxiety symptoms according
to PHQ-9 and GAD-7 scales, relative to the control group. Also, the brief intervention group
showed a higher level of quality of life relative to the control group. Also the aggression level was
different in BMI and control groups (control group showed higher level of aggression). However,
there are some differences between patients and students samples with BMI in the results of quality
of life scale. This result can be related to the quality of sobriety period in these groups and to the
presence of higher level of aggression (including indirect aggression - guilty feelings, according
to BPAQ-SF) in students sample.

The data obtained indicate that BMI are promising for reducing risky drinking among
emerging adults in the Ukraine in both settings (patient hospital and university).

Key Words: motivational interview, youth, adolescents, alcohol, factors prolonging
sobriety

Honwkosa C., Haban 0. Daxmopu, AKi CRpUAIOMb NOO0B8IHCEHHIO NEPiody meepe3ocmi
cepeo Mo100i, w0 8xcuearoms anko2onb. OCmManHim 4acom anrko20abHi HANOI CIManu pe2yiapHoio
YACMUHOIO NOBCAKOEHHO020 Hcumms cychintbemea. Ocobauso ye cmocyemvcsi mux, y K020 8
IXHLOMY coyianbHOMY CcepedosUi ANK020/b BICUBAEMbCS O/ CHIIKY8AHHS MA COYiani3ayii.
Yepez ye Oocumv nOMIMHO, SAKY WKOOY 300p08°10 mMa COYIANbHOMY JICUMMIO CHPUYUHAE
BIHCUBAHHS ATIKO2OTIO.

57



Y ninomnomy oocniodcenni 6uueHo MoNCIUBOCMI ma IHIYIANbHY eheKmusHicmy
KOPOMKO020 8MPYYAHHI U000 3MEHUEHHS PUSUKY 8HCUBAHHS ATIKO20IIO ceped O0POCIUX 8 YKpaiHi.
Ilayienmis oyintoeanu uepe3z 3 micayi nicisi Kopomkux momusayitinux inmepsenyiu (KMI a6o
kopomxux inmepsenyiu — Kl).

B 0Oocniooicenni suxopucmano Hacmynui memoou: cpykmypogawe inmepg'to (ocobucmi
OaHi, BAUCUBAHHS PEYOBUH, ICMOPIs JIKYBAHHS BIHCUBAHHA pedosun, icmopis xeopoou), AUDIT-C
(Alcohol Use Disorders Identification Test-Concise - wkana 3 3 3anumanv Ojisi CKPUHIHSY
nayicHmia i3 NPoOIEMHUM BAHCUBAHHAM AIKO20TI0, Wo € mooughikayicio nosnoi wikaiu AUDIT 3
10 3anumanv), RAPI (Rutgers Alcohol Problems Index — ye incmpymenm 0ns cKpuHiney
(onumyesanvhux) 3 23 3anumaHsv 015 OYIHIOBAHHS ANKO20JILHUX NPobiem ceped nionimkig), DMQ
(Drinking Motives Questionnaire — ye onumysanvHux Ha 28 NyHKmMI8, wjo SUMIPIOE 5 MOMuUgie
numms: coyianvbHe ‘“NOKpawjeHHs”, 3MeHueH s 8i04ymms 0enpecii, NPOMUmMpUBOHCHUL MOMUB
ma nowymmsi 8ionogionocmi), wixana axocmi scummsi (O. Yaban, 2009), BSSS (Brief Sensation
Seeking Scale — wikana, saxa donomazae ioenmughikysamu ocio, wjo ulyKaoms 20cmpi noYymmi,
AK MO PUBUKO8AHA NO0BEOIHKA, 6icUBanHs anxoeonto i m.in.), PHQ -9 (Patient Health
Questionnaire-9 — onumysanvhuk 011 diacnocmuxu oenpecii), GAD-7 (General Anxiety Disorders
-7 — onumy6anvHuK 0Jist OilaeHOCMUKY MPUBONHCHUX po31adis), BPAQ-SF (Buss-Perry Aggression
Questionnaire — onumy8aibHUK 0 OYiHKU azpeccii). Mu maxooic oyinuiu bazamo paxmopis, 8
MoMY YUCI Yacmomy 6i08I0Y8aHb VUACHUKAMU HAWOL KIIHIKU NICIsA 3a6epUleHHsT NLIOMHO20
O0CTIONHCEHHS.

Jlosedeno, wo epynna kopomxux inmepsenyiii (epyna Kl) nokazana 3nauyno menuiuii pieens
CHONCUBANHSL ATIKO2OI0 MA HACTIOKU NICA 4-piuH020 nepiody NOPIGHAHO 3 KOHMPOIbHOIO 2PYHOI0
(p <0.001). Oonax ynisepcumemcvra spynna noKasaia oiivuile UNaoKie NOPYULEHHs meepe30Ccmi
8 yetl nepiod. Cepeo 3paskie KMI 6y10 6usgieno HUdCUull piseHb 0enpecusHuUx ma mpueo*CHUX
cumnmonmis 3a wkaramu PHQ-9 ma GAD-7 gionocno kommpoavhoi epynu. Takoowc epynna
KOpOMKUX iHmMepeeHyill 6UABUNA OLbUL BUCOKULL PIBEHb AKOCMI JHcUmmsi 6i0HOCHO KOHMPOIbHOL
epynu. Takooxc pisenv acpecii 0y6 piznum y KMI ma xoumponvnux epynax (Konmpoavha epynna
nokasana oOinvul 8UcoKull pigens azpecii). OOHAK, € 0esKi GIOMIHHOCMI MIJC 2PYNNAMU NAYIEHMIE
ma cmyoenmie 3 KMI 6 pezynomamax wkanu axocmi sxcumms. Llei pezynomam moouce 6ymu
noe'sazanuil 3 AKicmio nepiody meepe3ocmi 8 Yux epynnax ma 3 Has8HiCmio U020 PiHs azpecii
(6xnoyaroyu Henpamy azpecito — nowymms eutu, 32iono BPAQ-SF) y eubipyi cmyoenmis.

Tokazano, wo ompumani Oawi ceioyamv npo nepcnexkmusnicms KMI sk 3acoby 0ns
SHUCEHHSL PUBUKOBAHO20 BXHCUBAHHS ANIKO20TII0 ceped MoN00i 8 YKpaiHi.

Kniouosi cnosa: momusayivine inmepg'to, Mono0b, NiOAiMKU, AIKO201b, (BAKMOpuU, o
nPOO0BHCYIOMb MEEPe3iCmb.

Honwkoe C., Yaban A. @akmopwvl, Komopsie cnocodocmeyiom yoauHeHulo nepuooa
mpe3eocmu cpeou MoJ100exicu, yRompedaaouux aiKo2ons. B nocieonee epems ankozonvHuvle
HanumKu Cmanu pe2yapHou 4acmuio N08CeOHe8HOU dcusHu obujecmea. OcobenHo smo Kacaemcs
mex, y K020 8 UX COYUdIbHOl cpede aNK0201b Ynompeoasiemcs 01a ooweHus u coyuanuzayuu. HMz-
3a 95mMo020 00BONbHO 3AMEMHO, KAKOU 6ped 300p06blo U COYUATLHOU JCUSHU Bbl3bl8aAem
ynompebienue aniKko2o.

B nunomuom ucciedoganuu uzydeHvl 8603MONCHOCMU U UHUYUATLHYIO IDPEeKmUusHoCmy
KOPOMKO20 8MeuamenbCmea no YMeHbUleHUI0 pUcka ynompeoaeHus aikoeois cpeou 3poCvlx 6
Vkpaune. Ilayuenmos oyenusanu uepe3 3 mecaya nocie KOPOMKUX MOMUBAUUOHHBIX
unmepsenyuil (KMHU unu kopomxux unmepegenyuii - KH).

B uccneoosanuu ucnonvzosanul credyioujue Memoobsl: CPYKmypogaHe UHmMepssio (TudHsie
OaHubvle, ynompebOieHue 6ewecms, UCMOopus JaedyeHus. ynompeOneHue 6ewecms, UCmopus
oonesnu), AUDIT-C (Alcohol Use Disorders Identification Test-Concise - wkana ¢ 3 60npocos
0N  CKpUMUHeA NAYUEHMO8 C NPOOIEMHbIM YNOMpeOaeHUeM aiKo20asA, UYMmo AGNAemcs
moougurayueti noanot wkanvt AUDIT ¢ 10 eonpocos), RAPI (Rutgers Alcohol Problems Index -
MO uHCmMpymenm OJisi CKpUHuH2a (onpocHuK) ¢ 23 8onpocos 0jisi OYeHKU AIKO20JbHbIX NPobaem

58



cpeou noopocmrxos), DMQ (Drinking Motives Questionnaire - 3mo onpocHux Ha 28 nyHKmos,
uzmepAwWUll 5 Momueos numws: coyuanvioe "ynyuwenue", ymenvueHus yyecmea 0enpeccuu,
NPOMUBOMPEBONCHBIMU MOMUB U YYECTNBO COOMBEEMCMEUs), wiKana kavecmsa sxcusnu (A. Yaban,
2009), BSSS (Brief Sensation Seeking Scale - wixana, komopas nomoeaem udeHmupuyuposams
JUY, UWYWUX OCmpble Yy8cmee, KaK pUCKO8aHHoe nogedenue, ynompeobienue aiko2onsi u m.o.),
PHQ -9 (Patient Health Questionnaire-9 - onpocnux 011 ouacnocmuku Oenpeccuu), GAD-7
(General Anxiety Disor ders -7 - OnpocHux Onis1 OUASHOCMUKU MPEBONCHBIX PACCHMPOUCMS),
BPAQ-SF (Buss-Perry Aggression Questionnaire - onpocHuk 0iisi oyenku azpeccuu). Mol makaice
OYeHUU MHO2Ue PAaKmopbl, 8 MOM YUCIe YACMOMY NOCeWeHUll Y4ACMHUKAMU Hawleld KIUHUKU
nocie 3a8epuieHuss NUIOMHO20 UCCIEO08AHUSL.

Hoxazano, umo epynna xopomkux ummepsenyuu (epynna Kl) nokasana 3nauumenvHo
MeHbUULl YpOo8eHb NOMpeONIeHUsl ANKO20AA U NOCAeOCMmBUs nocie 4-iemue2o nepuooa no
cpasHenuio ¢ koumpoavHou epynnoti (p <0.001). Oonaxo ynusepcumemckas epynna nokasania
bonvwe cnyuaed HapywieHus mpezgocmu 6 smom nepuood. Cpeou obpazyoe KMU oOvino
0OHapyHceHo bonee HU3KULL YPOBEHb OeNPeCCUBHbIX U MPEBONHCHBIX CUMNIMOMOS no wkaiam PHQ-
9 u GAD-7 ommuocumenvbHo KOHMPONbHOU epynnel. Taxoce epynna KOPOMKUX UHMEPEEHYUll
obHapycuna 6o0ee 8blCOKUL YPOBEHb KAYECMBA HCUSHU OMHOCUMENTbHO KOHMPOTbHOU PYNNbL.
Takorce yposenwv azpeccuu 6vin pazuvim 8 KMU u KoHmpoabHuIX epynnax (KonmpoavHas epynna
nokasana 6onee 6vlcOKUll yposeHv azpeccuu). OOHAKo, ecmb HEKOMopble pPA3IUUUS MEHCOY
epynnamu nayuenmos u cmyoenmos ¢ KMU 6 pesynbmamax wikanvl kauecmea Hcusnu. Imom
pesyivmam Modcem Oblmb C6A3aH C KAYeCmEoM Nepuood mpe3eocmu 6 dMux epynnax u c
Hanuduem 8blculec0 YPO8Hs azpeccuu (6Ka0Uas KOCBEHHYIO azpeccuro - 4y8Cmeo GUHbL, CO2IACHO
BPAQ-SF) 6 svibopke cmydenmos.

Ilokazano, umo nonyuenuvie Oannvle ceudemenbcmeayiom o nepcnekmusrnocmu KMHU kak
cpeocmea O0isi CHUNCEHUS PUCKOBAHHO20 YNOMPeDIeHUS ANKO20I5 CPeOU MON00edx CU 8 YKpauHe.

Knrwoueevie cnosa: momusayuonHoe uHmepsvlo, MOa00edkCb, NOOPOCMKU, aIKO20Ib,
Gaxmopwi, nPoOoIIHCAIOM MPE3BOCHb.

Introduction. The Global status report on alcohol and health (2018) showed
discouraging data. Worldwide in 2016, more than half (57%, or 3.1 billion people)
of the global population aged 15 years and over had abstained from drinking alcohol
in the previous 12 months. But some 2.3 billion people are current drinkers (World
Health Organization, 2018).

In the African, Americas, Eastern Mediterranean and European regions, the
percentage of drinkers has declined since 2000.

However, it increased in the Western Pacific Region from 51.5% in 2000 to
53.8% today and has remained stable in the South-East Asia Region.

Total alcohol per capita consumption in the world’s population over 15 years
of age rose from 5.5 liters of pure alcohol in 2005 to 6.4 liters in 2010 and was still
at the level of 6.4 liters in 2016. Nearly all of the countries with the highest levels of
alcohol consumption are located in Eastern Europe. They include Russia and other
former Soviet Union nations such as Belarus, Lithuania, Moldova, and Ukraine
(Ministry of Health of Ukraine, 2014).

At the same time alcohol use continues to be a major problem from
preadolescence through young adulthood in the world. Results of recent
neuroscience research have substantiated the deleterious effects of alcohol on
adolescent brain development and added even more evidence to support the call to
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prevent and reduce under-aged drinking (Johnston L.D. et all, 2006; Wells J.E.,
2004).

Worldwide, more than a quarter (26.5%) of all 15-19-year-olds are current
drinkers, amounting to 155 million adolescents. Prevalence rates of current drinking
are highest among 15-19-year-olds in the WHO European Region (43.8%),
followed by the Region of the Americas (38.2%) and the Western Pacific Region
(37.9%).

In 2016, the harmful use of alcohol resulted in some 3 million deaths (5.3%
of all deaths) worldwide and 132.6 million disability-adjusted life years (DALY's) —
1.e. 5.1% of all DALY in that year. Mortality resulting from alcohol consumption
is higher than that caused by diseases such as tuberculosis, HIV/AIDS and diabetes.

Specialists who works with adolescents should be knowledgeable about risk
factors for alcohol and other substance abuse to recognize them among youth,
provide appropriate brief interventions, and refer them to treatment (Miller, 2002).
The integration of alcohol use prevention programs in the community and our
educational system from elementary school through college should be promoted by
psychiatrists, psychologists and the health care community or social workers.
Promotion of media responsibility to connect alcohol consumption with realistic
consequences should be supported by all medical doctors.

Young adults are especially interesting group to examine in Ukraine. First of
all, it was because these youth were raised following the downfall of the Soviet
Union in 1991 during a socio-economic downturn. Secondly, youth in Ukraine are
affected by one more powerful stress factor. Namely, there is a war in Ukraine and
young men are potentially soldiers. It can provoke a search of new coping
mechanisms of stress (Polshkova et all, 2016).

Also, some researchers and clinicians consider binge drinking as a self-harm
behavior (autoaggressive behavior). Although commonly, autoaggressive behavior
has the connotation of an intentional, self-inflicted, physical injury or suicide
attempt; substance use and eating disorders may be also viewed as a non-suicidal
self-harm behavior. Further, some researchers consider the choice of high risk
occupation (e.g., increased risk of injury including unintentional death caused by
work) and the non-observance of safety rules during work as autoaggressive
behaviors. The boundaries between suicide and non-suicidal autoaggressive
behaviors are not always clearly defined, and in some cases behaviors that usually
fall outside the boundaries of self-harm may indeed represent self-harm if performed
with explicit intent to cause tissue damage (Miller et all, 2003). Presence of self-
harm is listed in the DSM-IV-TR as a symptom of borderline personality disorder
or it can be a comorbid disorder. The reasons for self-harm vary, as it may be used
to fulfill a number of different functions. For example, it may be a coping
mechanism, which provides temporary relief of strong feelings (e.g., anxiety,
depression, stress, and emotional numbness, guilty feelings), a sense of failure or
self-loathing, or other mental traits including low self-esteem. Self-harm is most
common during adolescence and young adulthood, its habitual and usually first
appearing between the ages of 12 and 24 (Brener et all, 2003).
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We consider risky drinking as a self-harm (autoaggressive) behavior.
Therefore, early intervention for emerging adults with risky drinking may be a more
effective use of resources than exclusive focus on treatment of those with alcohol
use disorders (Nathan, 1988). A pilot study conducted in Ukraine in 2015 survey
emerging adults in an inpatient hospital and University, and found that most did not
think they had an alcohol problem. Further, our data showed that more frequent
motives for alcohol use were related to coping with negative affect (e.g., stress,
anxiety) and social influences (e.g., because my friends use alcohol). These findings
are similar to that of American studies with college students, in which common
motives for drinking included: coping-anxiety, coping-depression, social,
enhancement, and conformity (Grant et al., 2007; Rollnick et all, 2003).

In this regard, brief motivational interventions (BMIs) may be useful to
enhance desire to change behavior and address motives for use in order to reduce
risk of future alcohol problems among youth. The need for early intervention may
be particularly important for young adults with alcohol use and co-morbid anxiety
and/or depression.

Thereby, we conducted one more pilot study in 2014-2015. Our study
evaluated the efficacy of BMI by comparing BMI and no BMI conditions among
two samples of youth screening positive on the prescreen survey for risky drinking.
The subject pool came from the Psychoneurological Department: the first location
was located in the Railway Clinical Hospital, and the second in classes in the
department at Kiev National Medical University. In conclusion, BMI group (patients
and students samples) showed better results in alcohol consumption and
consequences compared to a control group. However, this pilot study was too short
and we were able to evaluate results of BMI in 3 months after BMI procedure only.

In spite of the data of our pilot study and the available literature data about the
problem of alcohol consumption we still do not have information about efficacy of
BMIs to reduce alcohol and other substance use among emerging adults in Ukraine
in longitudinal perspective. At the same time among emerging youth in the U.S.,
studies suggest BMI approaches are promising.

In Europe, studies also showed the high efficacy of BMI in youth and adults.
The goal of a German study was to gain knowledge about the target group of
medically referred alcohol intoxicated adolescents and young adults, and to identify
the utility of the administered BMI. Namely, researchers tried to find out more about
the age and gender structure of participants, their alcohol and drug use history and
their history of previous incidents of acute alcohol intoxication, their risky substance
use and symptoms of psychopathology. Also, they assessed how many participants
of the BMI took advantage of recommended further counseling regarding their
alcohol use (in a longitudinal perspective). Third, it was examined in what
characteristics the group of “help accepters” - people who accepted
recommendations from psychologists, differs from the group of “help avoiders” -
someone who denied from help, with regard to socio-demographic characteristics
and substance use patterns. Yet, this research faced several limitations. First, the
BMI had a disadvantage - it was only semi-structured. It was uncontrolled stage - 1-
design (there was not a control group); thus, researchers were not able to check and
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demonstrate the efficacy of the BMI. It remains unclear, if the BMI initiated change
of motivation or had the effect of motivational enhancement. The efficacy of the
subsequent youth-specific counseling services was not examined in a longitudinal
perspective. Another European study illuminates the existing evidence concerning
the efficacy of brief motivational intervention. Thus, there remain unanswered
questions around the effectiveness of brief alcohol intervention across different
settings, different population groups including emerging adults, about the optimal
intervention content, and the main question is longevity of intervention effects,
duration and quality of sobriety period and quality of life of BMI recipients.

Additional research into the prevention, screening and identification, brief
intervention, and management and treatment of alcohol and other substance use by
adolescents continues to be needed to improve evidence-based practices.

The objective of our study was to explore the efficacy of brief motivational
interventions (BMIs) for treatment of young people with alcohol problems in
longitudinal perspective (after 4 years). The results of previous studies indicate that
brief interventions for unhealthy alcohol use have been shown to be effective in
primary care settings, with most studies focusing on adults and few studies focusing
on youth (Miller et all, 2003). Nowadays, no BMI studies have been conducted in
Ukraine among youth with alcohol use in longitudinal perspective.

Methods.

Design and Setting

Our study evaluated the efficacy of BMI among youth screening positive on
the prescreen survey for risky drinking by comparing group who received BMI with
a group who did not receive BMI. Participants came from the Psychoneurological
Department: the first part of group was from the Railway Clinical Hospital #1, and
the second part was from classes in the department at National Medical University
named by O.0.Bogomolets.

In 2014-2015 the total sample of 120 was divided into 1.) 60 patients from
Railway Clinical Hospital #1; and 2.) 60 students from National Medical University
named by O.0.Bogomolets. Participants were stratified by recruitment site and
randomized to condition: BMI and control, with follow-up assessment in 3 months.
In 2018-2019 we contacted our participants for taking part in the continuation of the
study and evaluated them in 4 years after BMI procedure.

In addition to being the first of study to evaluate the efficacy of BMI on
substance use problems among youth in Ukraine, this study examined BMI
intervention processes in relation to alcohol outcomes. Findings informed research
and clinical practice to enhance early identification and prevention of problematic
alcohol use trajectories among emerging adults and it was a basement for our
longitudinal study.

After completing our study in 2014 all our participants obtained an
opportunity to visit our clinic as often as they need (for free). This opportunity
helped us to keep most of our samples in our database and keep good compliance
among our patients. After signing informed consent form and completing enrollment
we had 94 participants (41 patients and 53 students).
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In our study we had Inclusion and Exclusion criteria. Inclusion criteria were:
participants of our pilot study 2014-2015 (BMI and no-BMI samples), who are able
to provide informed consent; speaks and writes Ukrainian or Russian. Exclusion
criteria were: psychotic patients who need special treatment and were not able to
follow the requirements of the protocol; adults who are unable to provide informed
consent by hospital personnel or research staff (because of intoxication or mental
incompetence), and adults with suicide attempts in their history or with suicidal
thoughts in the past or present (because they present in high psychological distress
requiring intensive attention and intervention by staff).

After signing an Inform Consent Form (ICF), all participants were assessed
with the survey that included scales for measuring their mental state and
psychological condition. First of all, patients were assessed with the AUDIT scale
to 1dentify the presence of alcohol problems. We also used RAPI scale to identify
the problems caused by using alcohol. QL scale to evaluate quality of life of our
patients. DMQ-R was used to know more about drinking motives of our participants.
Also we evaluated the severity of depression (PHQ-9) and anxiety (GAD-7). BSSS
— brief sensation seeking scale was used to screen risky behavior. Our patients filled
in sleep problems questionnaire and sexual risky behavior questionnaire. With the
Buss Perry Aggression Questionnaire (BPAQ) we evaluated the level of aggression
of our patients (Buss et all, 1992; Hamilton, 1959; Irwin et all, 1988). Number of
abstinent days was calculated as one of the treatment outcomes.

We used an electronic survey on Qualtrics online. That helped us to decrease
the loss of patients from the study. For example, if patients or students didn't have
time to visit the clinic or school for the visit we could send the link to this survey
and he/she could answer all questions from home.

BMI Description

The BMI was delivered using a motivational interviewing framework, in
which a team of four psychologists and/or psychiatrists explored the participant's
motivation to change, as opposed to being prescriptive to a specific course of action
(Jessor, 1991), with ambivalence about change being viewed as dynamic and
common. The BMI session consisted of a 50 minute in-person session at a baseline
visit (in 2014-2015) structured using a booklet. Then, there was conducted a 10-15
minute booster session (2-4 weeks after baseline visit) when we called the
participant and supported them. Given expected ambivalence, the BMI and booster
elicited the participant's perspective about stopping or changing their alcohol use
(Baumrid, 1991), while avoiding stigmatizing them as alcoholics, problem drinkers,
or in denial. Instead, the session were based on the premise that if participants do
not feel judged, most will be open to at least discussing their alcohol or drug use and
possibly considering the goal of avoiding future injuries and hospitalization.

Our BMI included three steps. The first step was «Ask About Alcohol Use
and Assess». We asked our participants «Do you sometimes drink beer, wine, or
other alcoholic beverages?» Considering the fact that all participants included into
the study drank alcohol (inclusion criteria), they answered «Yes». The next question
was about heavy drinking days: «How many times in the past year have you had
more than 4 drinks in a day?» We tried to determine whether, in the past 12 months,
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our participants' drinking has repeatedly caused or contributed to risk of bodily harm
(drinking and driving, operating machinery, swimming), relationship trouble (family
or friends), role failure (interference with home, work, or school obligations), or run-
ins with the law (arrests or other legal problems). One or more positive answers may
indicate alcohol abuse (Kirkcaldy et all, 2002; Stolle et all, 2013; O'Donnell et all,
2013).

Also, we identified whether, in the past 12 months, our participants have not
been able to stick to drinking limits or cut down/stop drinking, shown tolerance or
signs of withdrawal, kept drinking despite problems, spent a lot of time drinking,
and less time on other matters (Fleming et all, 1991). Three or more positive answers
may indicate alcohol dependence whereas fewer positive answers may indicate risky
drinking. Thus, during this step we tried to understand the nature of their alcohol
problems and raise the possible of change as a possibility in order to proceed to the
next step (Polshkova et all, 2014; White et all, 1989; Cooper et all, 1992;
Zuckerman, 1994).

The second step was «Advise and Assisty. We summarized consequences and
medical concerns, made recommendations for reducing or stopping drinking, and
identified their readiness to change drinking habits. If the participant was ready to
commit to change, we helped to set a goal, agreed on a plan and provided them with
educational materials. If not, we restated our concerns, encouraged reflections,
identified barriers to change, and rearmed our willingness to help. The third step was
«Continue Support». At this stage, we tried to determine if the participant was able
to meet and sustain the chosen drinking goal. If yes, we reinforced and supported
continued adherence to recommendations, renegotiating drinking goals as indicated
(e.g., if the medical condition changes or if an abstaining patient wishes to resume
drinking), encouraged them to return if unable to maintain goal, with
recommendations for rescreening at least annually. If not, we acknowledged that
changes are difficult, supported positive changes and addressed barriers,
renegotiated goals and plans, considered a trial of abstinence and engaging
significant others, and reassessed diagnosis if they were unable to either cut down
or abstain.

Statistical Design

Data from computer surveys were transferred to SAS software version 9.2
(SAS Institute, Inc., Cary, NC) for analyses. To begin, we compared the two
samples, patients and students (e.g., chi-square, t-tests). Next, regression analyses
(e.g., Poisson, negative binomial, or logistic, based on variable examined) were
conducted (for the combined total sample, and separately for patients and students)
predicting alcohol consumption, non-drinking days, and consequences, with
treatment group (BMI vs. control) as a predictor variable and including baseline
levels of the variable examined. Next, regression analyses were used to examine the
effects of the BMI (vs. control) on secondary outcomes of other drug use (non-drug
use days, DAST-10 score), including baseline levels of the variable examined.
Finally, regression analyses were used to explore the effects of the BMI (vs. control)
on other outcomes including depression, anxiety, aggression, sensation seeking,
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number of sexual partners, and quality of life (including baseline level of the variable
examined).

Results. As we described our participants - all of them took part in our pilot
study in 2014-2015. We enrolled 41 patients (previous sample included 59 patients),
26 of them obtained BMI in 2014, and 15 — no BMI sample (control group); and 53
students (previous sample included 61 students), 32 of them — BMI sample, and 21
no BMI sample.

As compared to participants in the hospital setting, participants from the
university setting were still significantly younger (similar to 2014-study results).
Fewer students were married or lived together with a partner, with fewer children
(table 1). If you look at dynamic from 2014 to 2018, patients had tendency to
increasing the rate of marital status and having more kids, opposite to students. As
a result, this difference between hospital's and university's samples in marital status
just increased, then students had less marital support to cope with the desire to drink.

The next rate is «Incomplete University» significantly decreased in university
samples, as we can understand as a natural factor (students completed education
since 2014 to 2018).

Then we evaluated the primary efficacy outcomes. Regression analyses were
conducted, separately for each setting, predicting alcohol outcomes (consumption,
nondrinking days and consequences); models controlled for baseline alcohol levels
and condition assignment (brief intervention or control). As you could see from our
pilot study, in the combined sample (patients and students), the brief intervention
group showed significantly less alcohol consumption and consequences and more
non-drinking days at 3-months as compared to the control group (p<0.001) table 2.
Note that these findings were also significant when examining the hospital and
university samples separately. Namely, alcohol consumption in 4-years was almost
two times higher among students than patients in general (BMI and no BMI), and
even 1.5 times higher in students’ sample who obtained BMI compare to patients
who had BML.

Also, in our pilot study, exploratory analyses showed that there were
significant decreases of depression, anxiety, physical aggression, verbal aggression,
anger, hostility, and sensation seeking in the BMI group as compared to the control
group; quality of life significantly increased in the BMI group as compared to the
control group. 4-Years follow-up visit showed the same tendency, excepting
sensation seeking (this rate was not significantly different in BMI and control
groups) table 2.

However university setting showed more cases of sobriety disruption during
4-Years period. We can consider this fact because in the students' social
environments the alcohol frequently accompanies socializing. At the same time most
of students were single so they had a lack of marital support to cope with a desire to
drink alcohol.
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Table 1

Baseline Background, Violence and Substance Use Characteristics

Characteris Patients Students Total
tics 2014 2018 2014 2018 2014 2018
(N=59) | (N=41) | (N=61) | (N=53) | (N=120) (N=94)
‘g‘gj (mean, 22.62.2) | 26.6(2.3) |2012.3)| 24.122) | 21.325) | 253(2.4)
Male (n, %) 27(45.8 . 27 o 66 o
%) 18(43.9%) (44 3%) 28(52.8%) (55.0%) 46(48.9%)
}\jali.;led > 36 39(95.1%)* 39 33(62.3%) 73 72(76.6%)*
ving (61.0%) A% 63.9%) 3%) 1 (62.50) | 72(76:6%)
together
Incomplete 22 o/ \sk 61 o/ \s 83 o) sk
University (373%) | 204887 1 100gy | 24433907 | (69 gy | 4(46.8%)
Have 33 o/ \sk 22 0/ \s 55 o) sk
Child(ren) (559%) | S1T3-6%) 1 36 1gpy | 27C09%)" | 458,y | S8(61.7%)
Alcohol
Consumption
(AUDIT-C 5609) | 2.715) |5708) | 46(14) | 5608 | 3.7(1.8)
score)
Alcohol 16.9 17.4
Consequences 4.0) 14.3(3.8) 37) 15.7(3.9) 17.2 (3.8) 15.1(4.0)
(RAPI score) ' '
Non-Drinking
Days (Past 30 | 33(13) | 9.1(1.2) | 32(13) | 64(13) | 32(14) | 7.8(1.3)
days)
Quality of Life 222 22.8
3.1) 26.4(2.7) 3.0) 25.4(2.5) | 225(3.0) | 25.9(3.0)
Depression
(PHQ-9) 8.1(4.0) 4.2(3.6) 82034 6.5(4.3) 8.2(3.7) 5.93.7)
Anxiety 122 13.0
3.3) 7.5(2.7) G.1) 82(3.0) | 12632 | 7.9(2.9)
Sensation 259 18.7(3.5) 26.3 23.1(3.0) | 26.1(38) | 20.7(3.0)
Seeking 4.0) 3.6)
Violence-Related Variables
Physical 293 30.3
Agaression 5.0) 22.3(3.7) “42) 28.4(4.0) | 298 (@47) | 25.1(3.4)
Verbal 159 17.0
Aggression 32) 13.2(2.1) 2.3) 1432.4) | 165(2.8) | 13.6(2.20)
Anger 21.5 229
(3.3) 17.2(2.3) 26) 2072.1) | 222(3.0) | 18.2(2.6)
Hostility 25.6 274
47 19.1(1.9) a7 253(2.0) | 265(43) | 23.2(2.0)
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Table 2
Descriptive Data at Baseline, 3-Month Follow-up (N=120), and 4-Years
Follow-up (N=94)

Variable Group | Baseline, | 3M Follow- | 4Y Follow- | Regression,
Mean (SD) | up, Mean up, Mean IRR
(SD) (SD)
Alcohol BMI 5.6 (0.7) 1.5(1.5) 2.2 (0.9) 0.37 (0.31-
Consumption Control | 5.6 (0.9) 5.0(1.8) 5.3 (1.5) 0.67)***
Alcohol BMI 17.0 (3.6) 10.3(5.9) 13.4 (3.8) 0.24 (0.27-
Consequences Control | 17.3 (4.1) 19.3 (4.6) 17.1 24) 033)***
Non-Drinking BMI |33 (13) 114 (3.5) 10.5 (2,7) 201 (1.75-
Days Control | 3.2 (1.3) 5.7@3.0) 5.2 (2,5) 2.30)%**
Depression BMI 8.0 (3.3) 2.1 (3.3) 3.6 (1,8) 0.21 (0.12-
Control | 8.3 (4.1) 69 @(3.2) 7.7 (2.6) 0.22)***
BMI 12.5 (3.0) 27@34) 4.9 (2.8) 0.72 (0.52-
Anxiety Control | 12.7 (34) 6.4 (2.5) 10.7 (3.1) 0.85)***
Sensation Seeking BMI 26.5 (3.7) 16.5 (4.6) 18.4 (1.8) 0.39 (0.33-
Control | 25.8 (3.8) 23.8(5.2) 22.9 (0.7) 0.44)***

. . BMI 22.7 (3.0) 30.7 (3.6) 29.3 (3.1 0.70 (0.62-
Quality of Life Control | 223 (3.1) | 237 (3.1) 22.6 52.7; 0.81)##
Physical BMI 29.5 4.5) 19.5 (5.6) 17.2 (0.3) 0.69 (0.62-
Aggression Control | 30.1 (4.8) 28.0 (3.7) 33.1 (0.7) 0.78)***
Verbal Aggression BMI 16.2 (2.9) 10.8 (3.7) 123 (24) 0.67 (0.61-

Control | 16.7 (2.7) 158 (2.1) 15.0 (1.7) 0.76)***
Anger BMI 219 (3.2) 17.0 (4.4) 17.9 (2.3) 0.38 (0.32-

Control | 22.5 (2.9) 21.8(24) 18.5 (0.7) 0.55)%**
Hostility BMI 26.3 (4.6) 172 (5.5) 18.9 (2.7) 0.58 (0.54-

Control | 26.9 (3.9) 252 (3.3) 27.5 (0.3) 0.78)***

Discussion. Data from our pilot study and its continuation contributes to the
literature by examining screening and brief intervention approaches adapted to a
specific cultural context, namely emerging adulthood in the Ukraine.

Although replication is required, results suggest that BMI approaches may be
efficacious for reducing risky drinking and consequences in the short term (e.g., 3-
months) and long-term (e.g., 4-years) among emerging adults in both university and
inpatient hospital settings.

In addition to being the first of studies on this topic in the Ukraine, these
studies also explored intervention effects on other outcomes to help understand
potential mechanisms underlying changes following BMI. Together, these findings
inform research and clinical practice to enhance early identification in order to
potentially alter problematic alcohol use trajectories among emerging adults in the
Ukraine.
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Data from our pilot study showed that as compared to a control group the
BMI, which included a telephone booster, reduced alcohol consumption and
consequences, and increased non-drinking days, among both the university and
hospital samples. Thus, even though clinician's noted that patients of the hospital
sample seemed more receptive to the BMI, whereas the university students were less
enthusiastic, both samples reduced their alcohol consumption. Our longitudinal
study showed that the effect of BMI lasts for some years, especially in hospital
setting compare to university setting. The sample differences, in which students were
younger and single, did not appear to affect the efficacy of the BMI on alcohol
outcomes but the marital status and high level of aggression caused sobriety
disruption in university setting. These findings are consistent with the literature in
which BMIs are effective for reducing alcohol consumption in clinic and university
samples (Miller et all, 2002; Miller et all, 2003; Brener et all, 2003).

Future studies are needed to determine how this intervention can be adapted
to reduce other drug use in the Ukraine. Also, it was important to discuss social
support for abstinence, and reduced drinking, as it is uncommon for young people
to abstain in Ukraine.

Under the war conditions in the Ukraine, young people may be particularly
receptive to BMIs which are free care, which may explain the positive outcomes
from the BMI found in this study. Future studies are needed during peacetime
conditions.

We explored the effects of the BMIs on other related factors to provide clues
to potential mechanisms of BMI effects. Caution is required when interpreting these
findings, however, given their exploratory nature, the small sample size, and the
design, which precluded complex statistical modeling (e.g., mediation/moderation)
and causal determination. As compare to the controls, the BMI reduced depression,
anxiety, anger, aggression, and sensation seeking (in 3-months term), but increased
quality of life. These findings are consistent with the focus of the BMI, which
included alternatives for coping with negative affect and alternative ways to have
fun and enjoy life. Moreover, this effect lasts for years; BMI helps patients to cope
with negative emotions ignoring their typical habit - to drink alcohol. Future research
is needed to examine the importance of these factors in sustaining reductions in
drinking.

Conclusions. Ideally, clinicians should be knowledgeable about substance
abuse to be able to recognize risk factors for alcohol and other substance use among
adolescents and emerging adults, screen for use, provide appropriate brief
interventions, and refer to treatment. Once replicated, study findings support the
integration of alcohol use prevention programs into the medical and educational
system among emerging adults in the Ukraine. Further research is needed to replicate
and extend these promising findings with other samples of adolescents and emerging
adults in various healthcare and educational settings in Ukraine.
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