
Early at-risk alcohol intake
Definitions and physicians' role in modifying behaviour

Carol Herbert, MD, CCFP Frederic Bass, MD, DSC

OBJECTIVE To learn from a sample of general practitioners and their patients how they define early at-risk
alcohol intake and what they perceive the physician's role in helping patients with early at-risk alcohol intake to be.
DESIGN Survey questionnaire.
SETTING Family practices in Kamloops, BC, and the Department of Family Practice at Vancouver General
Hospital.
PARTICIPANTS Thirty-one family physicians and 860 of their patients.
MAIN OUTCOME MEASURES Demographic variables and definitions of alcohol intake, opinions on
appropriate interventions for physicians.
RESULTS Patients' median estimate for the limit of early, at-risk drinking for a 75-kg man was two drinks per
day and 11 drinks per week; doctors' estimate was 1.5 drinks per day and nine drinks per week. For a 55-kg
woman, patients set risk to begin at 1.5 drinks per day and nine drinks per week; doctors set it at 1.2 per day
and eight per week. However, patients thought there should be 4.3 alcohol-free days each week and doctors
thought 3.5, both answers inconsistent with the daily and weekly limits set. Most (85%) patients and 97% of
doctors think doctors should ask about drinking behaviour; yet only 42% of these patients recalled ever being
asked how much they drank.
CONCLUSION Both physicians and patients have stringent definitions of early at-risk drinking and believe
physicians should intervene. Physicians appear to be intervening less often than expected.

OBJECTIF A partir d'un echantillon d'omnipraticiens et de leurs patients, connaitre leur definition des pre-
miers signes d'une consommation d'alcool 'a risque et leur perception du r6le du medecin de famille pour
aider les patients qui presentent des signes precoces de consommation 'a risque.
CONCEPTION Enquete par questionnaire.
CONTEXTE Les pratiques familiales de Kamloops, C.-B. et le departement de pratique generale du
Vancouver General Hospital.
PARTICIPANTS Trente-et-un medecins de famille et 860 de leurs patients.
PRINCIPALES MESURES DES RESULTATS Variables demographiques et definition de la consommation d'al-
cool ainsi que les opinions sur les interventions medicales appropriees.
RESULTATS L'estimation mediane des patients pour la limite des signes precoces d'une consommation 'a
risque pour un homme de 75 kg etait de deux consommations par jour et de 11 consommations par
semaine les medecins, quant 'a eux, ont estime que cette limite etait de 1,5 consommations par jour et
de neuf consommations par semaine. Pour une femme de 55 kg, les patients ont estime que le risque
debutait 'a 1,5 consommations par jour et 'a neuf par semaine; quant aux medecins, ils l'ont estime a
1,2 consommations par jour et 'a huit par semaine. Par ailleurs, les patients etaient d'avis que chaque
semaine devait comporter 4,3 jours d'abstinence alors que les medecins ont rapporte 3,5 ; ces deux
reponses sont incoherentes avec les limites quotidiennes et hebdomadaires etablies. La plupart des
patients (85 %) et 97 % des medecins etaient d'avis que le questionnaire du medecin devrait inclure les
habitudes de consommation; seulement 42 % des patients se souvenaient avoir dejia ete questionnes sur
leur consommation.
CONCLUSIONS Les medecins et les patients ont une definition rigoureuse des premiers signes d'une
consommation 'a risque et ils sont d'avis que les medecins devraient intervenir. Les medecins semblent
intervenir moins souvent qu'on l'aurait espere.
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Early at-risk alcohol intake

he purpose of this study was to learn from
general practitioners and their patients
how they define early at-risk alcohol
intake and what they perceive the physi-

cian's role in helping patients in this area to be. We
define early at-risk drinking as:
a pattern of drinking alcoholic beverages that could, in time,
lead to and increase the chances of alcohol-related disease,
accidents, or disturbed personal relationships at home or at
work, but that does not at the moment fit the definitions of alco-
holism or problem drinking.

Early at-risk alcohol intake is a risk factor for
alcohol dependence, for problem drinking, and for
conditions (accidents, illnesses, and psychosocial dis-
turbances) that might be precipitated by alcohol.

Where risk is thought to begin
At an international symposium on moderate drinking
and health held in 1993, the lack of precision and con-
currence in the literature of definitions of risk was
recognized.1 Skinner2 noted that the proportion of
people who met formal criteria for alcohol abuse (6%;
13.5% ever in lifetime) was a small fraction of the 43%
of men and 21% of women who reported having had
alcohol problems during the previous 3 years.
A study of how college students rated vignettes of

drinking patterns3 found that the two strongest determi-
nants of a "serious" rating were frequency and amount
of drink, not consequences or help sought Rush et al4
contrasted the safe upper limits set by British physi-
cians with those set by Canadians. Canadian GPs sug-
gested a safe upper limit for men of 6.4 drinks per week
and for women of 5.6 drinks per week; British GPs set
the safe upper limit for men at 10.5 drinks per week and
for women at 7.9 drinks per week (figures adjusted for
the UK drink unit being 0.59 of a Canadian drink unit).

In 1985, British general practice patients were
asked to state a reasonable or sensible limit for daily
drinking (asked separately for beer, wine, and spir-
its). Answers varied according to respondents' home
region, sex, and consumption category and to which
alcoholic beverage was addressed.5 Heavy-drinking
men set the safe daily limit for men for beer at
7 (UK) units; light-drinking men set it at 4 units.
Corresponding figures for spirits were 3.5 units and
2 units. Levels set for women's consumption were
about 75% of men's.

Dr Herbert, a Fellow ofthe College, is Professor and
Head, and Dr Bass, an epidemiologist, is Associate
Clinical Faculty in the Department ofFamily Practice at
the University ofBritish Columbia in Vancouver

Rush et al pointed to two barriers to early inter-
vention by GPs: boundaries between safe (social)
drinking, problem drinking, and alcoholism are hard
to set; and many people believe that moderate drink-
ing protects health.4 They proposed five and four cat-
egories of alcohol consumption: no risk, low risk,
hazardous, harmful, and dependent; and no risk, low
risk, high risk, dependent. To date, no study has dis-
tinguished future risk from present risk, though
guidelines on individual limits were put forward at
the 1993 symposium.

Physician's role
The Canadian Task Force on the Periodic Health
Examination6 gave early detection of problem drink-
ing and counseling a "B" recommendation, based on
Class I evidence. They estimated the prevalence of
problem drinking at 15% to 25%. Screening tech-
niques included the direct question, "Have you ever
had a drinking problem?"; the Michigan Alcohol
Screening Test or the CAGE questionnaire; liver-
enzyme testing; and testing blood for macrocythemia.
The suggested maneuver comprised identifying the
problem, advising patients to reduce consumption,
providing follow-up care at regular intervals, and giv-
ing feedback to patients. Rush et al,7 in their exten-
sive review of the literature on alcohol and GP
intervention, found several studies that indicated
physicians thought they had a legitimate role but felt
they were not well prepared to counsel patients. Only
21% thought it rewarding to work with problem
drinkers, and only 3% felt very successful in helping
these patients.

METHOD

Instrument design
Drafts of the patient questionnaire and physician
interview form were presented to the British
Columbia Medical Association's Committee on
Alcohol and Other Drugs, to the University of British
Columbia's (UBC) Ethical Review Committee, and to
several alcohol researchers in the Vancouver area.
The anonymous, self-administered questionnaire
sought basic identifying information; defined early,
at-risk, no risk, and problem drinking and alcoholism;
asked respondents to estimate daily and weekly
amounts of alcohol that would put a 75-kg man and a
55-kg woman in the early at-risk category and the
number of days per week people should not drink in
order to avoid risk; asked when people should
completely avoid alcohol; asked what doctors should
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do about early at-risk drinking; asked patients
whether their doctors had ever done any of these
things; and asked about respondents' patterns of
drinking, including when they avoid drinking.

Pilot questionnaires were given to clinical facul-
ty and residents in UBC's Department of Family
Practice; revisions and wording changes were
made in response to their comments. To encourage
a high response rate, the questionnaire was
designed to require less than 10 minutes to com-
plete. The reading level of the questionnaire was
assessed at Flesch Grade Level 8.7 and Flesch-
Kincaid 7.3, both of which fall into the range of
standard writing. In pilot testing the interview
questions for physicians, it became clear that the
best way to be consistent would be to ask physi-
cians to complete the same questionnaire as
patients. This also enabled physicians to give final
clearance on the questionnaire about to be handed
to their patients. After they completed the ques-
tionnaire, physicians took part in a structured
interview that assessed their clinical training and
practice in regard to alcohol problems.

Sample
The initial plan was to sample from various regions
of the province, but for logistical reasons we had to
restrict our sample for this initial study to five family
physicians from Kamloops, chosen at random from
69 active physicians, and 36 family physicians, cho-
sen randomly from the 82 active staff members of
Vancouver General Hospital's Department of Family
Practice. Inclusion criteria were that physicians bill
more than $150000 annually to the medical services
commission; be in active urban practice, and have
patients who can read English. All five Kamloops
physicians and 26 of the 36 Vancouver physicians
participated for an overall response rate of 76%. The
10 nonresponding physicians had mean incomes
$25 000 higher than responders. Physicians were
contacted by telephone to schedule the face-to-face
interviews. Patient questionnaires were left with
office staff, with verbal and printed instructions on
their use. A $50 stipend was sent to each participat-
ing practice to thank physicians and office staff for
their time and effort.

The number of patients per GP was set at 30 so
that the proportion of patient response for each prac-
tice could be estimated. A systematic sample from
each practice would have required stationing field
staff in each practice and documenting all patients
seen, which was considered neither feasible nor

Table 1. Demographics of patient sample
(n = 860)

CHARACTERISTIC N (%)

Age
* 19-34
* 35-49
* 50-64
* 65-69
* 70

Sex
* Male
* Female
* Unknown

Education
* Elementary
* Some high school
* High school graduate
* Technical training
* Some college
* College graduate

Occupation
* Management,

professional
* Clerical, technical,

service
* Trades, labourer
* Student
* Retired
* Homemaker
* Other

Visits to this doctor
* First visit
* 24
* 5or more
* Unknown

No. of years seeing this
doctor

* 1
* 2-4
*5
* Unknown

313 (36.4)
299 (34.8)
167 (19.4)
64 (7.4)
17 (2.0)

341 (39.6)
491 (57.1)
28 (3.3)

26 (3.0)
113 (13.1)
170 (19.8)
86 (10.0)
140 (16.3)
189 (22.0)

206 (24.0)

262 (30.5)

74 (8.6)
45 (5.2)
76 (8.8)
82 (9.5)
79 (9.2)

32 (3.7)
97 (11.3)

573 (66.6)
158 (18.4)

75 (8.7)
141 (16.4)
496 (57.7)
148 (17.2)

essential. Office staff were asked to give question-
naires to 30 consecutive adult patients (between
19 and 64 years old) and to mail in completed forms.
Most forms were mailed within 3 weeks. Some office
staff were reluctant to distribute the questionnaires;
some patients carried their questionnaires home. Of
the 31 practices, 24 returned 28 to 31 completed
questionnaires; the remaining seven returned 15 to
27 for an overall response rate of 92.2%.
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Table 2. Patients' and doctors' estimates
of where risk begins

RISK PATIENTS DOCTORS

No. of drinks per day
for a 75-kg man

* No. responding 751 28
* 25th percentile 1.2 1.1
* 50th percentile 1.9 1.5
* 75th percentile 2.8 1.8

No. of drinks per week
for a 75-kg man

* No. responding 728 28
* 25th percentile 6.9 5.5
* 50th percentile 11.3 9.0
* 75th percentile 18.3 13.3

No. of drinks per day
for a 55-kg woman

* No. responding 745 28
* 25th percentile 0.7 0.6
* 50th percentile 1.4 1.2
* 75th percentile 2.0 1.7

No. of drinks per week
for a 55-kg woman

* No. responding 718 29
* 25th percentile 5.5 4.3
* 50th percentile 9.2 8.0
* 75th percentile 13.8 12.5

..............................................................................................................

No. of alcohol-free days
per week

* No. responding 775 29
* 25th percentile 3.0 0.9
* 50th percentile 4.3 3.5
* 75th percentile 5.3 4.4

Measures
For defining judgments, when we needed a quantita-
tive measure, we chose the 50th percentile (midpoint
of the population's judgment) as the best summary
value. The 50th percentile omits the extremes at
either end, those who would prohibit alcohol at one
end and those with very liberal views on alcohol
intake at the other. The 25th, 75th, and higher per-
centiles are presented to give a sense of the overall
distribution of responses.

RESULTS

Patient population
Table 1 describes respondents. Women outnum-
bered men almost 3:2; 70% of respondents were
between 19 and 49 years old. Education level was
high compared with respondents to the Canada

Health Promotion Survey of 1990, 34% of whom were
at an elementary school level and 15% at a university
level. Occupational categories were broadly distrib-
uted with no striking variation from national survey
data. The most prevalent ethnic backgrounds report-
ed were British and Canadian (540).

Patient-doctor relationships
These patients had stable relationships with their
physicians. Only 9% had seen these doctors for less
than 1 year; 58% had seen these doctors for 5 years or
more. Only 9% of patients reported fewer than three
previous visits to these doctors.

Definition of early at-risk drinking
How many drinks per day and per week would put a
75-kg man or a 55-kg woman in the early at-risk cate-
gory? Table 2 shows patients' and doctors' responses.
Doctors consistently set lower limits than patients.
When patients and doctors were asked how many
days per week people should not drink, responses
were arithmetically inconsistent with the daily and
weekly limits they had set in previous responses.
Only 10% of patients stated that daily drinking was
acceptable, compared with 21% of doctors.
When asked to specify situations in which people

should completely avoid alcohol (Table 3), the
unprompted responses of patients and their doctors
were similar. Patients emphasized pregnancy and car-
ing for children, while physicians emphasized being
at work or school, psychological reasons, at-risk
drinking, interfering with life, and sports and
exercise.

Doctor's role regarding early at-risk drinking
Doctors should ask how much patients drink and ask
about drinking behaviour say 85% of patients and 97%
of doctors (5% of patients and no doctors disagreed).
Likewise, 82% to 92% of patients and 90% to 93% of
doctors said that, if doctors think patients are drink-
ing too much, even though they are neither alco-
holics nor problem drinkers, they should advise
patients to cut down, offer counseling, and give fol-
low-up appointments. Most (82%) patients and 77% of
doctors thought referral to groups was appropriate.
Thus, there is substantial consensus on physicians
playing an active role in early at-risk drinking.

Despite strong agreement on intervention, patients
reported little actual physician intervention: only 42%
of patients recalled ever being asked how much they
drank; 9% had ever been told by their doctors to cut
down or quit; 6% had ever received counseling about

642 Canadian Family Physician . Le Medecin defamille canadien + VOL43: APRIL * AVRIL 1997



RESEARCH

Early at-risk alcohol intake

drinking from their doctors; and 3% had ever been
referred to a program for cutting down or quitting.

Clinical management
Diagnostic categories used by these GPs included
alcoholic (55%), problem drinker (48%), and at-risk
alcohol intake or potential risk (6%). One doctor
noted whether patients had alcohol-related condi-
tions; 32% categorized patients by the amount con-
sumed per day or per week. Doctors claimed to ask
regularly about alcohol consumption with each new
patient (95%), during physical examination (86%), dur-
ing family problems (82%), and when patients are
depressed (81%). Few asked regularly about alcohol
intake when patients had motor vehicle accidents
(24%) or job injuries (6%).

Only 23% of these doctors used the CAGE screen-
ing questions regularly, and none used the
Michigan Alcohol Screening Test or the AUDIT
screening test. Some doctors used laboratory tests
to look for alcohol dependency: hemoglobin (35%),
mean corpuscular volume (48%), liver enzymes
(53%), and y-glutamyltransferase (61%). The average
time these doctors felt they could take to assess the
alcohol intake of a 25-year-old patient during an ini-
tial complete physical examination was 3 to 4 min-
utes. These doctors estimated that people with
minimal at-risk drinking will spontaneously reduce
their drinking between 0 and 25%, with the median
being 8% to 10%.

DISCUSSION

These patients and physicians thought physicians
should help patients to limit alcohol consumption.
This study also shows that GPs and their patients will
answer questions about early at-risk drinking; such
research is feasible. Although the results of this
study need to be replicated in a broader sample of
physicians and patients, the long-term relationships
between doctors and patients in this study indicate a
favourable environment for encouraging and support-
ing habit change.

In defining early at-risk drinking, patients and doc-
tors are remarkably consistent. But patients and
physicians set, indirectly, stricter limits in response to
the question of how many days per week people
should not drink at all. This raises several issues.
Was this inconsistency a function of the way the
questions were asked, switching from number of
drinks allowed (positive) to number of days a person
should not drink (negative)? How do people actually

Table 3. Situations in which people should
completely avoid alcohol

IDENTIFIED BY IDENTIFIED BY
SITUATION* PATIENTS (%) DOCTORS (%)

Driving 55 58

Pregnancy 47 26

Taking medication 47 45

Medical condition 32 42

At work or school 25 39

At-risk drinker 16 32

Psychological reasons 14 23

Caring for children 9 3

Interferes with life 7 13
-~...............................................................................................

Non-drinker 4 0

Exercise, sports 4 16

*Other situations mentioned by patients included thinking,
daytime, too young or too old, diet, social setting, with alcoholics,
andflying Other situations mentioned by doctors included
thinking and daytime.

control their intake? Do they think in terms of num-
ber of drinks per setting or per day or per week? Do
they follow their friends' behaviour? Do they respond
to bodily cues? Are they giving the answer they think
is expected?

According to patients' reports, although both
doctors and patients agree that doctors should be
asking about drinking and intervening if they see
risk, the doctors do not seem to be doing it. More
than half the patients (58%) did not recall being
asked by the doctor how much they drank.
Without identifying those at risk, there is no way to
intervene. If 30% of adults have ever been in the
alcohol-dependent or problem drinking category,
9% is too few to have been advised to cut down or
quit drinking, 6% too few counseled, and 3% too few
referred.

Results of this study indicate that these doctors
are reaching about one third of patients at risk.
However, it is possible that doctors are deciding
whom to ask about drinking based on their likely risk
status and readiness to change and the knowledge
gleaned from their long-term relationships with their
patients. Moreover, patients might not recall ques-
tions, even though they actually were asked. :
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Only half of physicians reported
using the categories alcoholic and
problem drinker, despite the high
prevalence of such conditions and the
potential effectiveness of physician-
based intervention. If many of the
more serious alcohol-related problems
are being missed, early at-risk
drinkers likely are being missed also.

Conclusion
In the absence of long-term, prospec-
tive studies identifying the early pat-
terns of alcohol consumption that lead
to future trouble, we have sought
patients' and their physicians' defini-
tions of early at-risk drinking. We used
patients' and physicians' median
responses to define drinking in terms
of number of drinks per week, number
of drink-free days, and situations in
which alcohol should be completely
avoided. Patients' and physicians' defi-
nitions were similar. Though 90% of
respondents thought physicians
should ask about drinking, only 42% of
these 860 patients reported ever being
asked about alcohol intake.

Screening, treating, and preventing
alcohol-related problems are not yet
integrated into primary care practice.
More studies are needed to show
whether early at-risk drinking inter-
vention by physicians is effective so
that physician education can be
directed appropriately. Otherwise, we
should emphasize the need for screen-
ing for alcoholism and problem drink-
ing, which is supported by evidence.
It is not yet appropriate to press physi-
cians to incorporate preventive behav-
iours that take time if evidence of
efficacy is lacking. 4
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