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SUMMARY

This paper reviews the

findings of qualitative and
quantitative research into family
physicians’ attitudes, beliefs,

- and experience with patients
with alcohol problems. The
implications of the findings are
discussed in the context of the
need for educational programs
to improve physicians’ work
with these patients.

RESUME

Cet artide passe en revue les
résultats de la recherche
qualitative et quantitative
concernant les attitudes, les
croyances et I'expérience des
médecins de famille avec les
patients qui présentent des
problémes dalcool. Les auteurs
discutent des implications de ces
résultats dans le contexte du
besoin de programmes éducatifs
pour améliorer la performance
des médecins exposés a ce type
de patients.
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AMILY PHYSICIANS HAVE BEEN

called upon to fill a larger

role in detecting, preventing,

and managing patients with
problems related to their use of alco-
hol."? There are a variety of reasons
for looking to family physicians to act
in this aspect of patients’ care.

Most adults (70%) visit a family
physician at least once yearly,® thus
placing family physicians in a strategic
position to provide accessibility and
continuity of care within the health
care system. Patients believe that fami-
ly physicians have legitimate reasons
for asking about lifestyle issues, such as
their use of alcohol and other drugs.*’
In addition, these physicians are
viewed as a credible source of health
information. The prevalence of alcohol
problems among patients attending
family practice is high.*®

Other factors supporting family
physician involvement include the
availability of low-cost detection
maneuvers®'' and brief, effective inter-
ventions appropriate for the primary
care setting.'>'* Despite the strong
Dr Rush s a Senior Scientist, Ms Ellis is
a Research Associate, Mr Crowe is a
Research Associate, and Ms Powell is a
Health Facilitator, all with the Addiction
Research Foundation in Ontario.

rationale and the availability of appro-
priate and well-researched tools and
techniques, screening and intervention
for heavy drinking and alcohol-related
problems are not routine practice.

This paper reviews the literature
on the views (opinions, attitudes,
beliefs, perspectives) of general practi-
tioners toward alcohol and patients
with alcohol problems. The focus is
on studies collecting information
from practising family physicians and
on studies concerned with alcohol
and alcohol-related problems. This
excludes other related research that is
concerned only with smoking'*'® or
licit and illicit drug use.'® While inte-
grating all these studies would be
beneficial within a broader substance
abuse framework, this is beyond the
scope of our review.

The relevant research covers physi-
cians’ views on health promotion,
alcoholism, problem drinking, safe lev-
els of drinking, working with problem
drinkers, the use of community treat-
ment resources, and specific screening
and intervention protocols. We made
no deliberate attempt to limit the
scope of the review across these vari-
ous dimensions because most of the
studies cut across many or all of these
areas. Papers were selected on the
basis of a computer search of relevant
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bibliographic databases (eg, MEDLINE)
and through manual search of relevant
addiction journals and personal collec-
tions of papers on file by the authors
or known colleagues. Papers were
selected that cover both quantitative
(eg, cross-sectional survey) and qualita-
tive (eg, focus groups) approaches to
data collection and analyses. In the
end, 11 papers, all of which were pub-
lished during the past 10 years, were
reviewed in detail for this article.

Review of the literature

We organized the relevant studies into
two groups. The first group'”' encom-
passed studies in which alcohol is
addressed as one of several risk factors
within a broader health promotion
context. The second group of
studies'’?® dealt specifically with
alcohol-related issues (Table 1'").

Alcohol as a risk factor. It has
been recognized for some time that
alcohol is but one of many lifestyle risk
factors responsible for a large propor-
tion of the morbidity and premature
deaths in developed countries.
Lifestyle risk factors other than alcohol
use include, for example, smoking,
drug use, poor nutrition, lack of exer-
cise, and stress. Rather than focus
attention on only one such risk factor,
two important surveys have examined
physicians’ knowledge of, attitudes
toward, and beliefs about a range of
factors. This allows for an assessment
of the importance being placed on
patients’ alcohol use relative to other
health behaviours. These studies also
serve as a reminder that many lifestyle
risk factors tend to cluster, and that
alcohol use should not be considered
in complete isolation from other fac-
tors, such as smoking, other drug use,
and nutrition.

Wechsler and colleagues'’ published
the first major survey of alcohol issues
in this health promotion context. They
surveyed general practitioners, family
practitioners, and internists in
Massachusetts. Most of these physi-
cians agreed that they had a legitimate

role in promoting health behaviour.
However, reducing alcohol use was
seen as less important for promoting
the health of the average person than,
for example, seat belt use, reduced
caloric intake, or eliminating cigarette
smoking. Forty-six percent of all physi-
cians, and only 33% of a subsample of
general practitioners, believed that
moderate (or no) alcohol use was very
important for good health.

A second important finding was that
physicians did not feel very well pre-
pared to counsel patients on any of the
risk factors, nor did they feel very suc-
cessful in achieving behaviour change.
Only 46% felt “very prepared” to
counsel patients about alcohol use, and
only 3% considered themselves cur-
rently “very successful” in helping
these patients.'” Roughly comparable
results were obtained for all the risk
factors. If physicians thought they
might have appropriate support to help
achieve behaviour change, such as
referral information, education, litera-
ture for distribution, or risk-factor
questionnaires, optimism regarding
success was three to four times higher.

A survey by Valente and colleagues'®
sought to replicate and extend the find-
ings of the Massachusetts study. Their
survey was sent to a large number of
physicians in Maryland with primary
specialties in family medicine, general
practice, internal medicine, and obstet-
rics and gynecology. Important find-
ings from the Massachusetts study by
Wechsler et al'” were replicated. Most
respondents (75%) stated that physi-
cians should “definitely” try to modify
patients’ behaviour to minimize
lifestyle risk factors, and they placed
moderate alcohol use in the middle
range of the various factors for its
importance for good health. A smaller
percentage reported being “very pre-
pared” (about 32%) or “very success-
ful” (3%) in achieving behaviour
change concerning the use of alcohol."

However, as in the Wechsler et al
study,'” if physicians were to be given
appropriate support, a much higher
percentage felt very optimistic about
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being able to influence patients in
areas of lifestyle.'® With respect to alco-
hol use, there was a sixfold difference
between the perceptions of current ver-
sus potential success. This was the
largest difference of all the risk factors
under investigation in the study.

Alcohol-related issues. Unlike the
two surveys described above,'”'® other
studies have focused specifically on
alcohol and alcohol-related problems
encountered in medical practice. Some
of these studies are based on national
probability samples'®? while others are
more regional 2?2’

New (Lealand: Casswell and
McPherson'® conducted a national
survey of 988 general practitioners in
New Zealand focusing on different
beliefs about alcoholism and the
relationship between these beliefs and
various aspects of patient care. Because
the response rate in this survey was
43.6%, conclusions were drawn rather
tentatively.

Respondents largely saw alcoholism
(defined as “a unitary disease entity
with progressive stages which are
arrested only with complete absti-
nence”) as a disease. When asked what
factors indicate that a patient has an
alcohol problem, the most common
responses were social, family, or rela-
tionship problems. However, an impor-
tant finding was that physicians
adhering to the biological, disease view
of alcoholism were less likely to report
such social indicators and more likely
to report physical indicators of chronic
alcohol abuse (eg, liver disease). They
were also less likely to engage the
patient in counseling because they
thought their advice was generally
ineffective. This strongly suggests that
physicians’ attitudes and beliefs about
alcoholism and patients with alcohol
problems are closely associated with
their routine office practices.'®

Another important finding from this
study was that the general practition-
ers’ opinion about a “safe” level of
alcohol consumption was about 20 to
40 mL of absolute alcohol daily and

well within the limit being advised in
New Zealand as being hazardous to
health. Despite this conservative view
of a daily consumption limit, there was
little optimism expressed about the
ability of the general practitioner to
influence drinking behaviour."

Oxfordshire, England: Anderson® sur-
veyed 467 general practitioners in
Oxfordshire, England, with a heavy
emphasis on factors associated with
physicians’ attitudes toward working
with patients who have alcohol prob-
lems. The response rate in this survey
was 67%. As in the broader health
promotion survey by Wechsler et al'’ in
the United States, nearly all physicians
(93%) believed that they had a legiti-
mate role concerning alcohol use
among patients.”” However, less than
half felt capable of dealing with problem
drinkers (44%), were motivated to work
with such patients (39%), or were satis-
fied with their current efforts (29%).

One of the most important findings
was that practitioners having more
positive attitudes toward problem
drinkers were more actively involved in
starting discussions about alcohol with
patients and giving advice to reduce
consumption. Positive attitudes, in
turn, were associated with the number
of hours of postgraduate education
about alcohol-related matters. These
findings support hypotheses about the
effectiveness of a potential chain of
intervention; education of physicians
could focus on changing their attitudes,
which could then influence their
behaviour vis-a-vis managing patients
with alcohol problems.”

Another important finding con-
cerned the level of alcohol consump-
tion among general practitioners
themselves. “Heavy” consumption was
defined as 35 or more units of alcohol
weekly for men, and 28 or more for
women. In this particular study one
unit of alcohol is equivalent to half a
pint of beer, a single shot of spirits, or a
glass of wine or sherry. Thirteen per-
cent of male physicians and 5% of
female physicians met this criterion for
heavy drinking, a finding that stood in
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marked contrast to other research by
Anderson and colleagues® in England
showing the conservative views of
physicians about safe levels of con-
sumption. Although their own alcohol
consumption was unrelated to their
attitudes toward, or involvement with,
patients with alcohol problems, the
recommendation drawn from these
findings was that general practitioners
might set an example by consuming
less alcohol.

Boston: Rohman et al*' undertook a
mail survey of 945 physicians in the
greater Boston area as part of a larger
effort to develop an alcohol education
program. Consistent with previous
studies, attitudes toward alcoholics
were frankly negative and few physi-
cians were confident in managing such
patients, especially long-term treat-
ment. Despite questioning their role in
long-term treatment, 85% endorsed
the statement that routine screening
for drinking problems was either a
“major” or “moderate” responsibility.
More recent graduates from medical
school tended to have higher knowl-
edge scores, greater confidence in their
alcohol-related clinical skills, and fewer
negative attitudes, perhaps resulting
from their increased exposure to alco-
hol education and supervised clinical
experience.

In a linear regression model, in
which degrees of physician involve-
ment in treating and referring problem
drinkers were the dependent variables,
a range of independent variables (such
as perceived responsibility, alcohol edu-
cation, knowledge, practical problems
in implementation, attitudes, clinical
experience, confidence, and year of
graduation) accounted for only a small
proportion of the variance in referral
(15%) and self-treatment (25%).”"

Adelaide, Australia: Weller and
colleagues” conducted a large cross-
sectional survey of general practition-
ers in the Adelaide metropolitan area
in Australia. The survey covered
knowledge, attitudes, and beliefs per-
taining to drug- (including smoking)
and alcohol-related problems. Alcohol

consumption was perceived to be a
more difficult issue to raise during con-
sultations than smoking. Respondents
indicated that, although many of their
patients (mean estimate was 13.8% of
patients) were drinking at hazardous
levels, only a third believed their effort
in changing alcohol-related behaviour
would be effective.

Canada: In a Canadian national sur-
vey, Rush et al”® collected a range of
data from 1707 of 2883 family physi-
cians surveyed. As with the previous
studies, respondents believed they had
a legitimate role in detecting alcohol
problems. This belief was tempered,
however, by a perception that working
with patients with alcohol problems
was not very rewarding and had little
impact on patient behaviour. Positive
attitudes toward working with such
patients were associated with a variety
of factors, including the perceived
effectiveness of the general practitioner
in managing patients with alcohol
problems, the number of hours of con-
tinuing medical education concerning
alcohol issues, and the number of
patient consultations for alcohol.

Several questionnaire items used in
the Canadian study® were drawn from
the survey of Anderson et al® in the
United Kingdom, thus affording the
opportunity for comparison. While this
comparison is made with some caution
given the difference in survey years, it
is of considerable interest nonetheless.
In attitudes toward working with prob-
lem drinkers, Canadian physicians
generally expressed more positive
views. For example, about twice as
many respondents endorsed the state-
ments “I want to work with problem
drinkers” and “In general, it is reward-
ing to work with problem drinkers.”

A comparison of the opinions of
family physicians in Canada and the
United Kingdom regarding the safe
upper limit on alcohol consumption for
men and women shows that Canadians
hold quite conservative views concern-
ing safe levels of drinking. An average
of 6.4 drinks weekly for men and
5.6 drinks weekly for women was
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reported. There was, however, consid-
erable deviation around these averages.
After adjusting for the difference in
alcohol content of a “standard drink”
between the two countries, the
Canadian average was 40% lower for
men and 30% lower for women. It is
noteworthy that, in the Canadian
study,” physicians’ views on levels of
safe drinking were unrelated to atti-
tudes toward working with patients
with alcohol problems or the extent of
their involvement with these patients.
Findings concerning this association in
the British data® were not reported.

Salford, England: Clement®" assessed
the relationship between physicians’
identification and counseling of prob-
lem drinkers and such factors as atti-
tudes toward working with such
patients, their perceived support in this
task, and the amount of education in
alcohol-related matters. A mail survey
of 71 (128) physicians was undertaken
in the Salford Health Authority,
England, and a subsample of 24 physi-
cians subsequently participated in an
in-depth interview. Results showed that
the number of alcohol-related prob-
lems that a physician identified was
associated with a positive attitude
toward working with problem drinkers.
A statistical analysis testing possible
causal associations in the data showed
that the extent of patient identification
was related to amount of alcohol edu-
cation of the physician, the degree of
support experienced by the physician,
and the expectation that working with
patients with alcohol-related problems
would be rewarding.

London: A more qualitative study by
Thom and Tellez” involved a com-
prehensive personal interview with
33 general practitioners in southeast
London. This study, using open-ended
interviews, represents an important
attempt to have physicians describe
their role in responding to alcohol
problems and the difficulties they expe-
rience. One of the most important
observations made in this study was
the difficulty the physicians experi-
enced in defining “drinking problems.”

The boundaries between social drink-
ing, problem drinking, and “alco-
holism” were unclear, and unless some
evidence of harm was very clearly
related to drinking, alcohol consump-
tion was often not viewed as “any of
the doctor’s business.”

An important observation, and one
raised in all of the larger surveys, was
the poor prognosis anticipated if the
physician chose to become actively
involved with patients experiencing
drinking problems. Although some
physicians did focus on their successes,
they often felt that their personal con-
tribution in such cases was negligible
and that other factors out of their con-
trol were more directly responsible.

Sydney and New South Wales, Australia:
Roche et al”’ report results obtained
from seven focus groups involving
44 general practitioners from Sydney
and New South Wales, Australia. Data
were analyzed according to five
themes:

* the physicians’ perception of their
training;

* their views regarding their skills in
both forming and offering a diagno-
sis for a variety of different drugs;

* their relationships with patients with
alcohol and drug problems;

* their referral patterns; and

* their expressed patient manage-
ment style.

Without exception, participants
believed that their training had poor-
ly prepared them to respond to
patients with drug and alcohol prob-
lems. Various approaches and cues
were used when making a diagnosis,
and there was considerable variabil-
ity as to what constituted “safe” or
“at-risk” drinking.

Participants differed about the best
methods of having patients acknowl-
edge their drinking problem, with some
advocating confrontational scare tactics
and others being reluctant to offer even
counseling. Physicians also differed
widely in the extent to which they
referred patients, with some viewing
themselves as part of community teams
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(including Alcoholics Anonymous),
others referring almost exclusively to
medical specialists or Alcoholics
Anonymous, and still others in the mid-
dle ground dealing with a somewhat
restricted referral network. Most partic-
ipants were reluctant to relinquish con-
trol over “their” patients, often
complaining about the lack of feedback
from the professional agency or
self-help group taking referrals, despite
the fact that such feedback is incom-
patible with the principles of self-help
and anonymity.

A range of positive and negative
opinions was offered about the legiti-
macy of their role in either counseling
patients or offering alternatives. In
terms of organizational obstacles to
taking on a larger role, lack of time was
the major factor, in addition to finan-
cial disincentives and professional
behaviour.”

London, Ont: Ellis conducted two
focus groups with a sample of 12 physi-
cians in London, Ont, to gather back-
ground information for a project
intended to change how another group
of physicians detect and manage
patients who smoke or use alcohol
(personal communication from Ellis K.
A qualitative view of family physicians’
role in identifying and managing
substance abuse problems. London,
Ont, 1992). The results confirmed
many of the findings of the other quali-
tative studies reviewed above.?>?%?°
Physicians viewed their role in identify-
ing patients with substance abuse prob-
lems as quite legitimate, although they
were generally pessimistic about
patient outcome following intervention
by themselves or specialist agencies.
Younger physicians were more opti-
mistic about success than older physi-
cians, many of whom adopted a
defeatist attitude.

In Ellis’s study, pessimism and per-
ceived success seemed to be closely
related to perceived motivation to
change. While all the physicians con-
sidered it important to recognize
patients’ motivation for change, this
seemed to be an excuse for some of the

physicians, particularly the older ones,
to avoid discussing alcohol at all.

Providing intervention was compli-
cated by many physician-related fac-
tors, including length of time in
practice, the type and number of per-
ceived successes, patient motivation
for change, and physicians’ own atti-
tudes. One complicating factor was
the apparent lack of knowledge, expe-
rience, and awareness of community
resources; as also noted by Roche and
Richard,? many expressed frustration
over lack of feedback once a patient
was referred to treatment.

There was a strong preference for
treatment to be provided within a
holistic family medicine approach,
expressed behaviourally with heavy
reliance on a local physician who was
an addiction specialist. Finally, all of
the physicians expressed frustration
in dealing with the contradictory
message society gives to patients
about drinking and lifestyle. The
more pessimistic of the group
appeared to use these frustrations as
support for their own negative atti-
tudes and denial.

Opverall, little attention has been
paid to the relationship between physi-
cian characteristics, such as sex and
age, and their views concerning alco-
hol use and alcohol problems among
patients. Only one study reports sex
differences,” noting that male physi-
cians generally have more positive atti-
tudes to working with such patients.
More data are available on age differ-
ences showing that younger physicians
(ie, more recent graduates from med-
ical school) are more knowledgeable
about alcohol-related issues,'”?' have
more positive attitudes, are more will-
ing to intervene, and have greater con-
fidence in their skills and perceived
outcome.'#?"*® Roche and Richard®
also found paradoxically that, while
younger doctors were more willing to
intervene (perhaps reflecting their
higher levels of perceived self-efficacy),
they would not intervene with patients
drinking at a level as low as would
older doctors.
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Implications for program
planning and development

The different types of investigations
into the views of family physicians con-
cerning alcohol and alcohol problems
complement each other and provide a
reasonably consistent set of observa-
tions and associations. The large-scale
surveys conducted in the context of
broader health promotion and lifestyle
issues indicate physicians’ acceptance
of their role in dealing with a range of
preventive health behaviour, including
alcohol use.

Physician attitudes. Compared
with advising on other risk factors,
however, such as smoking, diet, seat
belt use, and exercise, physicians per-
ceive themselves as less well prepared
and less successful in influencing
patients regarding their use of alcohol.
There was a strong belief, however,
that they could be more successful if
they had appropriate assistance, mate-
rials, and community support. These
findings imply that alcohol abuse train-
ing and education programs for family
physicians could be more successfully
marketed if alcohol were positioned as
but one of several risk factors to health,
thereby capitalizing upon the more
positive attitudes toward intervening in
other areas, such as smoking,

Findings from the health promotion
surveys are generally supported by the
more alcohol-specific surveys and qual-
itative studies. Physicians believe they
have a legitimate role in detecting alco-
hol problems, but this belief is tem-
pered by a perception that working
with patients experiencing such prob-
lems is not very rewarding, and has
poor behavioural outcomes.

The extent of physicians’ involve-
ment with patients with drinking
problems is associated with their atti-
tudes and beliefs about problem
drinking and working with such
patients. Positive attitudes toward
working with such patients are, in
turn, associated with greater experi-
ence working with patients with alco-
hol problems and more recent

educational experience in this area.
The richer, more contextual data
derived from focus groups are gener-
ally consistent with these observations
and highlight the important role of
physicians’ perceived self-efficacy in
managing these patients.

The main implication of these atti-
tudinal data for the development of
training and educational programs is
that these programs should be based
on more than a didactic approach and
should include a skill-oriented, practi-
cal component involving patients.
Patients and cases used for training
purposes must represent the spectrum
of alcohol use and problems, including
those who are drinking at hazardous
levels, patients who are beginning to
experience problems related to their
alcohol consumption, and patients who
are alcohol-dependent.

Boundaries of safe drinking. In
addition to the consistency in these
attitudinal data, an important observa-
tion across all the different types of
studies is the difficulties physicians
have in understanding the boundaries
between safe (social) drinking, at-risk
drinking, and alcohol dependence
(alcoholism). The perception of these
boundaries is clearly associated with
the likelihood of a physicians’ interven-
tion at an early stage because the data
suggest that alcohol is usually viewed
as a taboo topic with patients unless
there is some evidence of harm clearly
related to drinking.

This confusion over boundaries of
safe drinking is also related to physi-
cians’ beliefs about the protective
health effects of moderate consump-
tion. Physicians recognize that such a
U-shaped association between the risk
to health and alcohol consumption is
inconsistent with the linear risk func-
tion inherent in the risk continuum that
serves as much of the theoretical back-
drop to the work in early intervention.

Training and education. Although
the overall body of epidemiological
evidence is not as strong and consistent
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as might be desired for program devel-
opment (compared with, say, the smok-
ing literature), it is important that
training and educational programs
clearly address the issue of protective
effects and harm associated with
alcohol use. A simple and direct
response to questions about a safe level
of alcohol consumption is probably
preferable to a long treatise on the
epidemiological data.

The language used in training and
education materials to describe the risk
continuum is also important because it
should translate into a comfortable lan-
guage for physicians to use with
patients. Although this language will
be culture-bound to a large extent,
variations on the general theme of no
risk, low risk, hazardous, harmful, and
dependent are most common. To illus-
trate the potential for confusion in the
language, other alternatives are no risk,
low risk, high risk, and dependent — or
no risk, low risk, moderate risk, and
high risk. The language, and the asso-
ciated consumption levels, must ade-
quately represent the epidemiological
data and be reasonably consistent with
physicians’ and patients’ experiences
and perceptions of risk.

Another common theme in many of
the studies, particularly the more qual-
itative studies, concerns physicians’
attitudes toward using outside commu-
nity resources. While considerable
variability exists in referring patients
to specialist addiction agencies, physi-
cians’ views on the nature of their
interaction with these agencies and
their overall effectiveness seem to be
predominantly negative.

The main implication for the devel-
opment of training and education
materials is that the shift in emphasis
to early intervention should not be at
the expense of articulating the role of
the physician in the overall community
alcohol treatment system. Physicians
need to be educated about the full
range of treatment settings (eg, outpa-
tient, day treatment, residential care)
and the kinds of treatment methods
and activities patients can expect to

experience there (eg, relapse preven-
tion). Physicians also need to be edu-
cated on the concepts and methods of
comprehensive assessment, case man-
agement, and continuing care because
their role in the system is so closely
associated with these aspects of the
treatment continuum. u
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