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Screening and brief intervention for excessive alcohol use:
qualitative interview study of the experiences of general
practitioners
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Abstract
Objective To explore the suitability of a screening
based intervention for excessive alcohol use by
describing the experiences of general practitioners
who tried such an intervention in their everyday
practice.
Design Qualitative interviews with general
practitioners who had participated in a pragmatic
study of a combined programme of screening and a
brief intervention for excessive alcohol use. Doctors
were interviewed either individually or in focus
groups. A computer based, descriptive,
phenomenological method was used to directly
analyse the digitally recorded interviews.
Setting and participants 24 of 39 general
practitioners in four Danish counties who volunteered
to take part in the pragmatic study were interviewed.
Results The doctors were surprised at how difficult it
was to establish rapport with the patients who had a
positive result on the screening and to ensure
compliance with the intervention. Although the
doctors considered the doctor-patient relationship
robust enough to sustain targeting of alcohol use, they
often failed to follow up on initial interventions, and
some expressed a lack of confidence in their ability to
counsel patients effectively on lifestyle issues. The
doctors questioned the rationale of screening in
young drinkers who may grow out of excessive
drinking behaviour. The programme needed
considerable resources, and it interrupted the natural
course of consultations and was inflexible. The
doctors could not recommend the screening and brief
intervention programme, although they thought it
important to counsel their patients on drinking.
Conclusions Screening for excessive alcohol use
created more problems than it solved for the
participating doctors. The results underline the value
of carrying out pragmatic studies on the suitability of
seemingly efficacious healthcare programmes.

Introduction
General practice is emphasised as a suitable place for
screening programmes because of the frequency of
encounters between doctor and patient. A consensus is
emerging that screening for excessive alcohol use

followed by a brief intervention to modify drinking
behaviour (box 1) should be implemented in general
practice and that research should focus on the
implementation of such programmes.1 Studies have
shown that the implementation of these programmes
is far from straightforward.2 3 The bulk of evidence
consists of efficacy studies rather than pragmatic stud-
ies. We interviewed general practitioners who took part
in a pragmatic study of the effectiveness of a combined
screening and brief intervention programme to ascer-
tain their experiences of and opinions on the
programme.

Participants and methods
The initial pragmatic study
A World Health Organization project aims to develop
strategies for implementing screening and a brief
intervention in primary care for excessive alcohol use.4

In 1997 in Denmark a research project (with AB as
project leader) undertook to investigate the suitability,
validity, and effectiveness of such a programme. In this
project 39 general practitioners from four Danish
counties volunteered to fully implement a screening
and brief intervention programme for eight weeks in

Box 1: Screening and brief intervention for
excessive alcohol use

The combined screening and brief intervention
programme attempts to systematically identify
hazardous and harmful non-addictive drinking by
screening, typically using a questionnaire on drinking
or on health in general

In the case of a positive screening result the doctor
makes a more detailed assessment of the patient’s
drinking

If the assessment confirms the screening result the
patient receives a brief intervention, typically
comprising:
• Feedback on present drinking habits
• Information on the risks to health of hazardous
drinking and on the benefits of sensible drinking, and
• Advice to cut down or avoid binge drinking

Self help materials are often supplied and follow up
consultations offered
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1997-8 (box 2). The screening tool used in the
programme was the alcohol use disorders identifica-
tion test (AUDIT).5

Interviews with the general practitioners
We chose focus groups as a method for exploring the
general practitioners’ experiences.6 To validate the
results of the focus group interviews (and because
some views might not emerge in a group discussion)
we also performed individual interviews with five addi-
tional doctors chosen from each end of a spectrum of
views on the programme: three were enthusiastic
interventionists while two had carried out the
programme but were more sceptical about its effective-
ness. The structure of the individual interviews
followed that of the focus group discussions. All of the
two hour group interviews and the one hour individual
interviews took place 3-12 weeks after the period of the
pragmatic study, before anybody knew the overall
effectiveness of the programme, and all were
audiotaped.

The focus group discussions were semistructured
around specific questions (box 3) and took place in
course facilities in two of the counties. Individual inter-
views took place in the doctors’ surgeries. The doctors

were reimbursed for lost working time. All interviews
took place in a reflective, relaxed atmosphere and also
served a debriefing function.

Analysis of data
To minimise loss of shades of meaning and keep as
close as possible to the original data we analysed the
audio data directly rather than use transcriptions.7 We
used the Qualitative Media Analyzer software (CVS
Information System, Aarhus, Denmark) to analyse dig-
ital versions of the recordings. Group and individual
interviews were analysed in parallel and the results
presented together, as all interviews followed the same
structure. The analysis used a modified phenomeno-
logical approach that aims to derive knowledge from
everyday experience and to be descriptive rather than
explanatory.8 9 The analysis comprised four steps:
establishing themes for coding; classification of the
units of meaning; abstraction and condensation; and
synthesis into consistent statements.

Results
For practical reasons six of the 39 general practitioners
in the original pragmatic study were not invited to a
focus group or an individual interview. Of the other 33
doctors, 24 were interviewed—19 in the two focus
groups (four in one group and 15 in the other) and five
individually. These 24 doctors were representative of
the whole sample in terms of age (mean 48 (SD 5)
years), sex (28% women), number of years in practice
(mean 13 (SD 7)), proportion in rural practice (25% in
rural practices), and number of patients screened dur-
ing the study period (mean 177). The background vari-
ables of the sample did not differ significantly from the
average Danish general practitioner.

The analysis identified doctors’ experiences relat-
ing to the relevance of drinking problems identified by
screening, the programme’s acceptability to the patient
and doctor, and the doctors’ sense of the programme’s

Box 2: Summary of a pragmatic study of a
screening and brief intervention programme in
general practice for excessive alcohol use

Overall objective
To establish the basis for deciding when to use a
screening and brief intervention programme by
studying:
• Aspects of excessive alcohol use among patients
• The validity of the AUDIT questionnaire in the
intended context
• The real life effectiveness of a brief intervention
among patients identified by screening
• The experiences of general practitioners who
implemented the programme in their practice
• The literature on screening based interventions for
use in general practice.

Methods and results
• Thirty nine general practitioners in four counties in
Denmark volunteered to fully implement the WHO’s
screening and brief intervention programme for a
study period of eight weeks in 1997-8. They all
received one to three days of training. They offered
screening to all eligible patients during the study
period
• Of 7691 eligible patients 6897 (aged 18-64 years)
were screened by completing the AUDIT
questionnaire (the other 794 patients refused to
participate)
• Screening showed that 1087 patients (15.8%) drank
excessively
• Alcohol dependency was suspected in 181 patients
(2.6%)
• Of the patients shown by screening to drink
excessively (mean consumption 13 units a week), 906
(607 men) were randomised to a brief intervention
group or to a control group
• 554 patients (61%) responded to follow up
12 months later
• Other results of the study are in preparation

Box 3: Interviews with general practitioners on
their experiences with the screening and brief
intervention programme
• The main question was “What are your experiences
with screening and brief intervention?” The general
practitioners were asked to:
• Comment on which patients were located by the
screening
• Describe how patients reacted to the screening and
intervention
• Describe how they followed up the interventions
• Reflect on the influences of screening and
intervention on the doctor-patient relationship
• Recall how they felt about their role in putting the
programme into practice
• Describe personal and other factors (such as self
confidence) that might affect their ability to carry out
the brief intervention (to establish rapport, ensure
compliance with advice, and initiate a process of
change)
• Explain, having tried the programme, their opinions
on screening for harmful or hazardous drinking
• Say whether they would recommend the
programme or parts of it to their colleagues
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effectiveness. The analysis also identified some conclu-
sions on whether the screening and brief intervention
could be recommended.

Should screening target young binge drinkers?
The identification by the screening of a large group of
young hazardous drinkers surprised most of the
doctors. Many doctors felt that the prevention of alco-
hol problems in young people should chiefly take
place earlier and elsewhere in the community and in
their families. The doctors felt that systematic interven-
tions for young drinkers were not a natural part of
their job, and they questioned the rationale of
screening in young drinkers, because they often grow
out of hazardous drinking: “Most of them [young
patients]—it’s something they get over and get through
after all. They quit and come to heel, don’t they?”
(group 2). Some doctors did think it was important to
deal with drinking among young people, but they
found it difficult to do so.

Truthfulness of the patients’ responses
Most doctors were convinced that some patients did
not respond honestly to the AUDIT questionnaire.
Many heavy drinkers declined screening or gave poor
excuses for not being able to participate, or they gave
obviously false answers to the screening questions. Sev-
eral doctors from smaller communities conveyed
descriptions from patients or staff of how word of the
screening got around and how some patients avoided
visiting the centre during that period: “Some patients
give false answers. They get a low score and are not in
for counselling, so we don’t waste our energy on them.
That’s a good thing about the questionnaire” (group 1).

Effects on the doctor-patient relationship
Almost all the doctors experienced negative reactions
from some patients, ranging from uneasiness or
embarrassment and lying about their drinking
behaviour to finding another doctor. However, most
doctors considered their relationships with their
patients robust enough for them to give systematic
advice on sensible drinking. The doctors said that the
few negative reactions were counterbalanced by a posi-
tive reaction in most patients, who felt that the screen-
ing was implemented out of concern for their health
and wellbeing: “Most of them react positively to having
a doctor who cares to deal with more than just the
usual humdrum” (group 2).

However, most patients in the intervention group
who revisited their general practitioner had not been
followed up on their drinking. Some doctors felt that
they had been intruding into the private life of their
patient and needed to leave the subject for a while.
Others could not give reasons for their not following
up on excessive drinking among their patients.

Difficulties of counselling patients on drinking
All doctors agreed that counselling on health is an
important part of their work and that it should
continue to be so. They saw advice on alcohol as an
important part of such counselling, despite the fact
that counselling is not easy and that counselling on
alcohol easily implies an unwanted moral dimension:
“There is nothing new in it, is there? We are health
counsellors, it’s the main part of our everyday work,
this is what we spend most of our time doing”
(doctor 5).

Most doctors found that the screening conflicted
with establishing rapport (especially among middle
aged and elderly patients), because it set an agenda in
advance. They were generally surprised at how difficult
it was to generate rapport and to ensure compliance
with interventions to address risky drinking behaviour
or to reduce harm and to arrange follow up consulta-
tions. Explanations given by the doctors included that
screening was a clinically insensitive way of finding
alcohol problems, that they lacked the right communi-
cation skills for the task, and, in some cases, that their
own attitudes were inappropriate.

Some doctors said that they felt they had been just
part of a campaign and did not always feel comfortable
with their role in it, which was almost that of a judge or
examiner: “It’s the view of the patient you need to
tackle, and their motivation and thoughts, and I had
some difficulties sitting there with a questionnaire that
supplies you with a score. It’s like taking an examin-
ation, you go to the teacher and you’re supposed to be
judged” (group 1).

Some doctors said that a few patients may have
been encouraged to take steps to modify their drinking
behaviour, but in general the doctors were deeply
sceptical about the effect of the intervention on
patients’ drinking behaviour. The patients’ lack of
interest in the follow up consultations seemed to con-
firm this scepticism. The doctors said that if any
response was evoked it was among a few middle aged
and elderly patients who were already highly motivated
to modify their drinking behaviour.

Practical and skills constraints
Two important barriers to the effectiveness of the pro-
gramme seemed to be lack of time and lack of training.
Screening and assessment became a major addition to
the workload in many practices. Ten minutes of
intervention several times a day was experienced as
stressful by the doctors, and the stress influenced the
quality of the intervention. Several doctors believed
that 10 to 15 minutes was too little time anyway, as
alcohol problems were often part of much more com-
plex problems.

Many doctors questioned their own attitudes and
skills. They felt that were they to improve their counsel-
ling skills they might become more effective as health
counsellors, although this would take time and
training: “Maybe this just tells us that we need to spend
more time training in communication and things like
that when we’re having such a hard time talking to
patients about such things” (doctor 4).

Doctors’ conclusions
Both focus groups and four of the five doctors who
were interviewed individually concluded that they
could not recommend screening for excessive alcohol
use, nor would they screen their patients in the future.
One doctor said he would think about ways of using
the screening questionnaire in his practice.

Three arguments prevailed. Firstly, the screening
and brief intervention programme was seen as
awkward to implement in the normal flow of a consul-
tation. It disturbed the agenda, and patients seemed to
be distracted from the subject that made them seek
health care in the first place. Secondly, doctors could
not work in their usual patient centred way because of
the agenda setting imposed by the screening. Thirdly,
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the extra workload was too high, taking resources from
other functions of general practice and in general dis-
rupting the pattern of working together in the practice:
“To me, just asking everybody about their drinking
habits is in part comparable to if I had to do a rectal
examination on all patients that came to see me”
(group 2).

Discussion
Brief interventions on lifestyle matters are efficacious:
they can work in ideal conditions and for selected
patients.10–13 However, how general practitioners
actually feel, think, and perform with respect to such
programmes may diverge from the official rhetoric on
health promotion programmes in general practice.14–16

Studies have shown that the implementation of screen-
ing and brief intervention programmes in general
practice has not been successful, indicating that the
promotion of screening packages has not resolved
doctors’ ambivalence.2 3

The general practitioners who volunteered in our
study to implement a screening and brief intervention
programme in their own practice could not subse-
quently recommend it. They found it surprisingly hard
to establish rapport and compliance with advice on
drinking. They also questioned the rationale of screen-
ing in a population with a large proportion of young
hazardous drinkers—a point that has some support in
the findings of research into young people’s drinking
and remission of drinking problems.17–19 The doctors
found that many heavy drinkers avoid screening or,
when identified by screening, resist advice on
modifying their drinking. Our findings support
concerns that clinical health promotion programmes
should take account of the professional, practical, tech-
nical, and ethical factors of a given context.20

Consistency, range, and generalisability of the
findings
To ensure a basic degree of reliability the first author
(AB) consulted one of the coauthors for clarification of
any question of interpretation in the analysis
(especially during the abstraction and condensation
step). Although the two focus groups differed in size
they gave similar results, which were also similar to the
results of the individual interviews, indicating the
reliability of the findings.6

The participating doctors were probably more
committed to lifestyle interventions than the average
general practitioner. The generalisability of the results
could therefore be questioned, but it is unlikely that
general practitioners in general would have a more
favourable attitude than our doctors to screening and
brief intervention.

Conclusions
Our results underline the value of pragmatic studies of
the suitability of apparently efficacious programmes
before they are implemented on a wider scale. Screen-
ing based brief interventions might create more prob-
lems than they solve. Doctors would like the means to
deal with a range of alcohol related problems, but the
screening and brief intervention programme may fail
to detect harmful drinkers, while requiring consider-
able resources for primary prevention in groups of
hazardous drinkers with no current problems. The

screening based brief intervention leaves the general
practitioner with a sense of failure in achieving rapport
and compliance and is thus not congruent with
contemporary approaches to dealing with lifestyle
issues in general practice.21 22
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