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Recent advances in the technology of behavioural interventions for harmful drinkers
have created a new role for clinical practice and new challenges for medical education.
Several reports from expert committees have recommended new initiatives in the
secondary prevention of alcohol problems through physician-based interventions at the
primary care level. The conceptual and scientific bases for these recommendations are
discussed in terms of recent studies of harmful and hazardous drinkers. The behavioural
principles thought to account for the effectiveness of brief interventions are explained.
Despite these promising developments, difficulties are inherent in the introduction of
new technologies, especially behavioural technologies, into medical practice. A major
challenge to medical education will be the development of academic programs that not
only teach skills and competencies in secondary prevention but also deal with the
socialization of physicians as behavioural practitioners.

In an effort to implement a public health ap-
proach to the secondary prevention of substance-
related problems, efforts are now under way in

several countries to link a new generation of screen-
ing technologies to low-cost early intervention strat-
egies.' Part of the impetus for these programs comes
from broader public health concern with the relation
between lifestyle-related behavioural risk factors and
disease prevalence.2 Because lifestyle risk factors
such as cigarette smoking, recreational drug use and
heavy drinking are often amenable to behavioural
interventions, increasing attention is being devoted
to the dissemination of screening and lifestyle coun-
selling techniques in primary and other health care
settings. The impetus for these initiatives comes in
part from the conclusions of expert committees, such
as those sponsored by the US Institute of Medi-
cine,2'3 the World Health Organization (WHO)4 and
the US Department of Health and Human Services.5

In one recent study strong emphasis was given
to the neglected role of primary care physicians and
other medical specialists in the identification and
early management of alcohol problems.3 Before this
can be accomplished, major changes may have to be
made in medical education, particularly in pediat-
rics, internal medicine, family medicine and psychia-
try. One report recommended that practising physi-
cians in these four specialties should be able to take
a detailed drug and alcohol history, order and
interpret appropriate laboratory tests, and engage
patients in appropriate treatment.5

How effective can physicians be in the treat-
ment of alcohol problems? Several innovative clini-
cal trials and demonstration programs have been

initiated to evaluate brief interventions for heavy
drinkers. An underlying assumption of these second-
ary prevention studies is that heavy drinking, which
increases substantially the risk of social, medical and
psychologic problems,6 can be managed effectively
by skilled physicians who do not specialize in the
treatment of alcoholism. Some of the more promis-
ing studies of how to reduce alcohol consumption
are described below.

Controlled trials and program evaluations

During the 1 970s there were a number of
research reports evaluating the effectiveness of
broad-spectrum behavioural treatment techniques
with nondependent problem drinkers.7 In general,
the results of early studies were encouraging, al-
though the behavioural approaches were time con-
suming.8 Later studies have used a more efficient
approach; referred to as behavioural self-control
training, this approach typically includes specific
behavioural techniques such as goal setting, self-
monitoring, controlling rate of consumption, self-
reinforcement and the learning of alternative behavi-
oural competencies to substitute for drinking.9

This research indicates that methods that pro-
vide information, encouragement and brief counsel-
ling may be appropriate as the first intervention with
the large and increasing numbers of people who
drink heavily but are not dependent on ethanol.
Common features of these interventions are their
low cost, a modest investment of time and resources
that is required, an emphasis on self-help and
self-management techniques, and minimal involve-
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ment of professional service providers. The results of
other studies support this conclusion, particularly as
it applies to medical settings.

In one investigation Kristenson and colleagues'0
in Malmo, Sweden, studied middle-aged men identi-
fied as "heavy drinkers" as part of a general health
screening project. Those identified as having elevat-
ed levels of y-glutamyl transpeptidase (GGT) were
randomly assigned, either to a counselling group or
to a control group. Although the GGT values of both
groups decreased significantly, among the interven-
tion group there were fewer days of absenteeism, sick
days and days hospitalized over a 6-year period. The
study showed that simple intervention based on
regular feedback about a/biochemical marker had a
beneficial effect on the drinking habits and physical
health of a population considered at risk.

Another study, conducted in Scotland, assessed
the effectiveness of brief counselling and a self-help
manual when used for nonalcoholic, socially stable
problem drinkers identified in a general hospital."I
Screening was conducted by a trained nurse during a
10-minute interview that asked about drinking hab-
its, medical history and social background. Although
both the counselling and control groups reported
significantly less alcohol consumption at the 1-year
follow-up evaluation, the counselling group indicat-
ed fewer alcohol-related problems and a greater
reduction in GGT levels.

Another study conducted in Scotland involved
primary care physicians in the identification and
management of problem drinkers.'2 Known as the
DRAMS project (drinking responsibly and moder-
ately with self-control), the program used screening
procedures, interview guidelines and patient-educa-
tion materials aimed at reducing the patient's alco-
hol intake to nonhazardous levels. After the DRAMS
package was introduced to general practitioners, 52
participating physicians reported counselling 161
eligible patients. Though there was a significant
increase in the identification of alcohol-related cases
during the project, the evaluation indicated that only
a minority of the physicians actively used the pack-
age.

Elvy and associates'3 conducted a trial of referral
to treatment among heavy-drinking, nondependent
general hospital patients in New Zealand. Problem
drinkers identified by hospital screening were as-
signed at random either to a referral condition in
which they were confronted with their drinking-
related problems and referred for alcohol counselling
or to a control condition in which no action was
taken. A substantial number (62%) of the patients
who were offered treatment accepted the referral,
and those referred showed significantly greater im-
provement after 12 months.

Wallace and collaborators'4 conducted a con-

trolled trial in England to determine the effective-
ness of advice given to heavy drinkers by general
practitioners. Patients either received advice to re-
duce their alcohol consumption or were assigned to
the control condition, in which advice was not
offered. One year later there was a two-fold reduc-
tion in alcohol consumption in the experimental
group that was positively associated with the number
of advice sessions attended.

The WHO Amethyst Project is a recently com-
pleted multicentre trial of advice for heavy drink-
ers.'5 Centres in 10 countries used a randomized
design to examine the effects of either simple advice
(requiring approximately 5 minutes) or brief coun-
selling (requiring approximately 20 minutes) to re-
duce consumption among heavy drinkers. Though
the results of this ambitious project are not yet
available, preliminary findings suggest the beneficial
implementation of this approach in widely different
cultural settings.'5 I6

Although the concept of secondary prevention is
attracting widespread interest, the development of
effective and inexpensive early interventions is still
in its formative stages, and most programs have been
experimental. Some have been initiated as demon-
stration projects, and many have not been evaluated
rigorously enough to provide evidence of their likely
effect in clinical practice. Before these findings can
be used to develop educational programs for medical
practitioners, it will be necessary to understand the
behavioural processes that underlie the effectiveness
of these interventions as well as the practical barriers
that may limit the widespread initiation of early
intervention. As indicated by the results of demon-
stration projects and clinical trials, there are several
logistic, technical and professional issues that need
to be addressed before the promising findings from
early intervention research can be applied to clinical
practice and public health programs.

Behaviour change strategies

The behaviour change strategies that have been
used in early intervention share a number of ele-
ments and theoretical assumptions.'5"7 In general,
the more promising interventions incorporate be-
havioural, cognitive and social psychologic princi-
ples.

When the patient is ambivalent about taking
action about a drinking problem, the best strategies
are those that increase motivation and secure a firm
commitment to change.'7 For example, it is consid-
ered desirable to communicate the belief that a given
course of action, such as achievement of moderate
drinking or abstinence, will lead to a particular
outcome such as improved health. To the extent that
these response-outcome expectancies are positive,
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patients will be more likely to attempt to modify
their drinking.

Another motivating technique is the creation of
cognitive dissonance. A pervasive characteristic of
human behaviour is the tendency to be consistent in
thought, feelings and action.18 Dissonance arises
when there is inconsistency between two or more
cognitive elements, such as a favourable attitude
toward alcohol and knowledge about negative conse-
quences of heavy drinking. When knowledge of one's
behaviour is not consonant with a belief, dissonance
theory predicts that the patient will change his or her
behaviour to reduce dissonance.

Attitudes may be changed by various means.
One of the most logical methods is social influence.
Three distinct processes of social influence are com-
pliance, identification and internalization.'9 Compli-
ance occurs when one person accepts influence from
another person, such as a physician, because such
behaviour is often instrumental in gaining some
reward or avoiding displeasure. Identification occurs
when a person changes his or her behaviour - from
heavy drinking to moderation, for instance - to
solidify a satisfying self-defining relationship with
another person. One form of identification is when a
patient behaves in accord with the physician's expec-
tations by adopting the latter's advice and sugges-
tions. Another form is the patient's attempt to
conform to the norms of a desirable group, such as
moderate social drinkers. Compliance and identifi-
cation do not require that the behaviour or attitude
itself be instrumentally satisfying to the patient. In
the case of internalization, however, a person accepts
influence because the induced behaviour is congru-
ent with his or her value system. It is generally
believed that internalization produces more lasting
behavioural change.

In trying to change attitudes and motivate
patients to modify high-risk behaviour, the physician
can use several bases of social power.20 For example,
the more the physician is perceived as an expert by
the patient, the more likely his or her advice will be
accepted. This means that physicians should empha-
size their expertise in matters relating to alcohol and
health. Change is also more likely when the physi-
cian is perceived as having a legitimate right to
dictate the patient's health-related behaviour. This
can be facilitated by persuading the patient to accept
the role of being at risk and by interpreting informa-
tion about the patient's drinking in an objective,
nonthreatening way. The physician will exercise
referrent power to the extent that he or she is liked
by the patient. A warm, friendly attitude will facili-
tate this kind of relationship. Reward power is based
on the perception that the physician has the ability
to mediate desirable outcomes or consequences. This
kind of power is enhanced when the physician's

skills are considered valuable for achieving desirable
goals, such as better health, fewer accidents and
improved interpersonal relationships.

Several practical procedures have been devel-
oped to enhance social influence, implement attitude
change, increase motivation and modify expectan-
cies - for example, motivational interviewing, in-
formation giving, psychologic contracting and nego-
tiated goal setting. Motivational interviewing collects
information from the patient so as to promote
self-esteem, increase feelings of self-efficacy, generate
cognitive dissonance and direct dissonance toward
behaviour change."7 This can be accomplished dur-
ing a clinical interview by showing empathy when
drinking or alcohol-related problems are discussed;
providing reinforcing statements when the patient
admits alcohol-related problems to build awareness;
reinterpreting interview information to generate bet-
ter recognition of an alcohol problem; eliciting self-
motivational statements on the need to change;
providing the patient with objective feedback; and
giving expert interpretation of the nature and extent
of alcohol-related risk.

Once the patient has been engaged in self-
exploration and evaluation, it is sometimes valuable
to generate additional dissonance by providing in-
formation about the unexpected hazards and
consequences of drinking. To the extent that this
information can be personalized and made to seem
consistent with the patient's situation, the negative
reaction that is often produced by fear-arousing
communications can be avoided.

Another type of information giving is designed
to motivate the patient through social comparison.
Instead of dwelling on the sordid picture of end-stage
alcoholism, it may be better to point out what kinds
of drinking are typical of moderate social drinkers.
This provides the problem drinker with a normative
basis for social comparison, and may increase moti-
vation to be like others with whom the drinker
would prefer to identify. Goal setting is another
approach incorporated into behaviour change
programs. Self-regulation of human behaviour is
influenced significantly by setting specific, concrete
objectives. Goals that are vague, difficult or unat-
tainable can cause frustration and feelings of failure.
In contrast, achievable goals lead to feelings of
competence and are intrinsically rewarding. To in-
fluence current behaviour, ultimate goals should be
translated into a number of specific, short-term
goals, each of which is connected to an attainable
objective or reward. For example, instead of making
vague suggestions that continued liquor consump-
tion will result in liver damage, the physician en-
courages the patient to switch to low-alcohol beer.
This specific task is likely to lead to a significant
reduction in average alcohol intake, an objective that
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contributes to the overall goal of moderation or
eventual abstinence.

Related to goal setting is the importance of
keeping the intervention simple and brief. The more
an intervention is perceived as costly, time consum-
ing and difficult, the more the patient may feel that
the goal is not worth the effort. Finally, it is likely
that involving the patient in the choice of a drinking
goal, such as moderation versus abstinence, will
increase the chances of internalization.

Once the patient has been engaged in self-
evaluation, has experienced cognitive dissonance
and has expressed a desire to strive for either
moderation or abstinence, the physician should se-
cure a firm commitment to follow through on these
good intentions. This can be accomplished by a
commitment agreement or psychologic contract. At
the very least, the patient should summarize several
specific and achievable goals and the means to
achieve them - for instance, to reduce drinking to
no more than 4 days a week. A better method is to
ask the patient to develop a written plan that can be
referred to at future meetings. Such a psychologic
contract formalizes expectations and establishes a
long-term behavioural plan as the basis for future
action.

Although the theoretical rationale and specific
strategies for motivation and commitment may seem
complicated, many of them can be incorporated
easily into the framework of a 20-minute interview
devoted to other kinds of health and lifestyle behavi-
our as well as drinking. Once the patient has been
engaged in this process, the next stage is to formulate
a realistic plan for implementing change. In success-
ful brief-intervention programs, this action stage
includes a systematic exploration of antecedents and
consequences of drinking behaviour (functional an-
alysis), the development of expectations of self-
efficacy and success, training in various coping skills,
and the development of alternative activities that are
likely to be incompatible with, or substitute for,
drinking.

Functional analysis is a careful review of both
antecedent events and expected consequences of
drinking.2' Addictive behaviours are influenced by
various antecedent or setting events. When faced
with a specific risk situation - anxiety, social
pressure - a person is influenced by the conse-
quences of previous learning experiences. If these
high-risk situations can be identified, strategies can
be devised to deal with them. Some can be avoided
by changing a habit, such as stopping drinking with
heavy-drinking friends. Others, such as social pres-
sure to drink at a tavern, can be anticipated and
defused at an early stage. High-risk situations that
are difficult to avoid, such as tiredness, stress or
interpersonal conflicts, require specific coping strate-

gies. Approaches that use anticipation, avoidance
and coping are called self-management or self-
control strategies.22 Self-management involves not
only coping with particular high-risk situations but
also more global strategies directed toward modifica-
tion of a hazardous lifestyle.

Various self-management strategies have been
developed.9'21'23 Keeping a behavioural record, such
as of the number of drinks consumed daily, tends to
increase awareness of habitual actions. This feed-
back has a significant influence on motivation.
Rewarding oneself for positive behavioural changes,
perhaps with a present or an outing, also seems to be
effective. Another cognitive strategy is to formulate
and rehearse long-term positive or negative conse-
quences. The more these long-term consequences are
kept in mind the more they influence current behavi-
our.

Focusing on lifestyle changes that result in
alternative activities is another method of dealing
with high-risk situations. The goal is to reduce the
level of risk associated with loneliness, alienation
and boredom. Many "positive addictions", such as
jogging, meditation, sports, games and yoga, have
been proposed as substitutes. To the extent that
social relationships play a large part in alcohol use,
one could increase social reinforcements so that
when a person is about to drink heavily he or she is
made aware that social reinforcement will be lost.

Lack of support from the physician can be
associated with failure to comply with treatment
regimens. Encouragement, reassurance and tangible
help may increase a patient's self-competence and
motivation to adhere. A friendly encouraging atti-
tude by the physician during follow-up visits may
help to maintain the gains demonstrated during an
initial session.

The challenge to medical education

The promising developments I have described
in the design of brief-intervention techniques and
the demonstration of their effectiveness pose a major
challenge for the medical profession in general and
for medical education in particular. Conditions
under which practising physicians will learn and
apply these techniques to routine medical practice
must be established. Unfortunately, there is ample
evidence that physicians do not use screening and
brief interventions with their patients.24,25 This re-
search suggests that medical practitioners lack the
motivation and skills to deal directly with patients'
alcohol abuse. If the reasons for this reluctance can
be identified, it may be possible to improve medical
education and remove the structural constraints that
inhibit action.26

One possible source of difficulty is in the physi-
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cian-patient relationship; it comprises some very
complex interpersonal processes that range from
psychologic phenomena, such as the patient's anxi-
ety and the physician's personality, to social features
of the medical encounter, such as the health care
setting and social class differences.

Empiric studies of physician-patient interac-
tions provide clues to why alcohol abuse is so
neglected in medical settings. For example, a number
of researchers have studied the communication pat-
terns between patients and physicians and how they
often result in gaps in disclosure of critical informa-
tion.26 Other studies have focused on distortions of
meaning associated with different language styles.27"28
One style, termed task oriented or physician centred,
is characterized by information gathering in an
efficient, impersonal way without providing signifi-
cant feedback to the patient. The other is person
centred and is characterized by greater friendliness,
more empathy and explicit awareness of the patient's
feelings and medical complaints. The data suggest
that task-oriented physicians are less sensitive to
patients' feelings and subtle requests for help and
tend to be less open in their disclosure of relevant
medical information.28 This style of physician-
patient communication also has been associated with
noncompliance with the physician's advice.

These styles of communication may have impor-
tant implications for the identification and manage-
ment of people with alcohol-use disorders. First,
task-oriented physicians may be less interested in
asking questions about alcohol use because it is often
considered irrelevant to the immediate medical
problem. Second, task-oriented physicians may be
less capable of eliciting sensitive information from
patients who are concerned but embarrassed about
their drinking. Third, they may be unwilling to
discuss alcohol even when they realize it is a
potential problem because this area is considered
beyond the realm of strict biomedical practice.25
Finally, these physicians may invite noncompliance
if their advice about drinking is given in a confronta-
tional or nonsympathetic way. Indeed, a study of
unspoken cues in physician-patient interactions
found that physicians' feelings about alcoholic pa-
tients may affect their success at referring patients
for treatment.29 Patients were less likely to comply
with an emergency department referral to an clinic
that treated alcohol problems when their physician's
speech expressed anger and were more likely to
accept referral when anxiety was conveyed, perhaps
because it was interpreted as concern.

There are a number of other potential barriers
to the successful implementation of physician-
initiated screening and intervention for alcohol-use
disorders: the often disguised nature of drinking in
the presentation of medical problems, the limitations

of time and resources imposed by medical practices,
and the perceived role of the physician in modern
society.25 Because alcohol problems are not the main
reason why most heavy drinkers seek medical atten-
tion, there is a tendency for both patient and
physician to collude in a conspiracy of silence, even
when drinking is the obvious cause of the presenting
problem. Even when it is not, physicians are often
expected to treat illness rather than prevent it, an
expectation that is reinforced by fee-for-service
financing mechanisms.

At a broader level of analysis, it is also impor-
tant to consider the pervasive influence of the
socially defined roles of physician and patient in
western industrial societies. Sociologist Talcott
Parsons30 suggested that society has specific expecta-
tions of people who assume the role of physician.
This role, learned in part during the formative years
in medical school, is invested with the responsibility
of returning sick people to full function. Major
components of the role include affective neutrality,
universalism and functional specificity. Affective
neutrality prevents the physician from becoming
emotionally involved in the patient's illness to main-
tain objective judgement. Universalism means that
all patients are considered equal, and medical deci-
sions should be guided only by technical medical
criteria. Functional specificity implies that the physi-
cian's role should be restricted to medical matters,
personal or social considerations being irrelevant. It
is clear that Parsons' analysis of the physician's role
is consistent with the dominant mode of task-orient-
ed communication observed in studies of patients
and physicians. Complementing the physician's so-
cietal role is that of the patient, who is expected to
be passive, dependent and cooperative by accepting
the physician's guidance.

As with the evidence dealing with task-oriented
communication patterns, it has been suggested that
the physician-centred role in medicine may not be
appropriate for all medical encounters. Although the
physician-patient roles may facilitate treatment of
medical emergencies, Szasz and Hollander3" have
proposed that "mutual participation" may be prefer-
able in the treatment of chronic illnesses such as
diabetes, where patients are required to carry out
much of the treatment program themselves under
medical consultation. It seems that a mutual par-
ticipation relationship would also apply to the man-
agement of alcohol-use disorders in medical settings.

How medical education can meet
the challenge

At least two areas of medical education need to
be considered in the widespread dissemination of
brief interventions in routine medical practice. First
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is a mastery of skills and knowledge pertaining to the
identification and management of alcohol-use disor-
ders. Second is the inculcation of a different set of
attitudes and values that help to define the role of
the physician.

It is important to emphasize that nany of the
traditional concepts about alcoholism that have been
so instrumental in advancing tertiary treatment and
removing the stigma associated with treatment for
alcoholism are not germane to the teaching of early
identification and brief interventions. Although the
disease concept of alcoholism may be the most
appropriate model to guide the diagnosis and man-
agement of severe alcohol dependence, the research
and theory reviewed here suggest that brief interven-
tions for harmful drinkers require the teaching of an
alternative, if not parallel, model that views alcohol
problems independently of alcohol dependence, at
least at the early stage of development. This model
suggests that screening should focus on hazardous
patterns of alcohol consumption as they relate to the
very common medical and psychosocial conse-
quences of heavy drinking, such as accidents, trau-
matic injury, mood disorders, hypertension and
gastrointestinal problems. This approach is in no
way incompatible with a more traditional disease
model that uses screening as a means of case finding
so that the more advanced patient may be referred to
proper care for detoxification and rehabilitation.
And though skills and competencies should be taught
in both models, it is clear that medical students need
as much training in how to conduct brief interven-
tions with harmful drinkers as they do in the
diagnosis and referral of dependent alcoholic pa-
tients to specialized services.

Training of physicians in the recognition and
management of heavy drinkers should take the form
of both didactic and experiential learning. In addi-
tion to concepts, screening proceaures and counsel-
ling skills, it is extremely important for medical
students to practise these skills by using such tech-
niques as role playing and interviews with simulated
patients. Particular attention should be devoted to
modelling the various elements of effective counsel-
ling, such as personalized feedback, empathic com-
munication, motivational interviewing, negotiation
of drinking goals and mutual participation in the
intervention plan.

The second component of medical education is
the socialization of physicians 'in a way that makes
them more effective agents of behavioural change.
There is probably no course or practicum that can
socialize medical students in the role of the patient-
oriented physician. To the extent that there are
important formative experiences in the making of a
physician that contribute to the development of
affective neutrality, universalism and functional

specificity, these influences may be tempered with
socialization experiences that promote active listen-
ing, thorough history taking, affective communica-
tion and a more sympathetic concern for the pa-
tient's complaints. One logical way of strengthening
these attitudes and values is to familiarize medical
students more with the social and behavioural sci-
ences and to balance their orientation to the bio-
medical model with equal exposure to a broader
view of disease and illness that takes account of
cultural, social and psychologic factors. Within this
sociocultural model of medicine, students can be
taught to "negotiate" the patient's drinking problem
by reaching a mutual understanding about what is
often an ambiguous and unclear set of symptoms.
Instead of breaking down denial by confronting the
patient, the physician must engage the patient in a
process of self-diagnosis that may lead to earlier
recognition and more rapid response to an incipient
drinking problem.

This study was supported in part by a grant from the US
National Institute on Alcohol Abuse and Alcoholism (No.
R01-AA035 10).
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Preventing alcohol problems: survey of Canadian
medical schools
Joan M. Brewster, PhD; Eric Single, PhD; Mary Jane Ashley, MD; Yuen-Ching Chow, BSc, MLS;
Harvey A. Skinner, PhD; James G. Rankin, MB

In preparation for a national conference on medical education in the prevention of
alcohol problems, a survey of conference participants was conducted. Participants were
undergraduate and postgraduate representatives from each Canadian medical school
and representatives from 11 provincial and territorial alcohol and other drug agencies.
There was agreement that physicians and medical schools have important roles in
prevention and treatment of alcohol problems, with "traditional" medical roles seen as
the most important. Current training is variable and was seen as inadequate, with more
time devoted to treatment than prevention. To correct this situation, renewed priorities
and faculty leadership are needed. Respondents felt that there should be uniform
standards for assessing undergraduate students' skills in dealing with alcohol problems.
Provincial alcohol and other drug agencies are underused in medical education in the
prevention and treatment of alcohol problems.

T he goals of the national conference "Prevent-
ing Alcohol Problems: the Challenge for Med-
ical Education" (held at Niagara-on-the-Lake,

Ont. Oct. 16-17, 1989) were to "ensure that physi-
cians at the undergraduate and postgraduate levels of

training acquire the necessary knowledge, attitudes
and skills to prevent alcohol problems in clinical
practice and to play leadership roles in community
efforts to prevent alcohol problems." Representa-
tives of Canadian medical schools and government
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