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Abstract
In order to study activity in conducting brief alcohol intervention, a total of 83 consecutive consultations by eight general
practitioners were videotaped. The categorization included the nature of the patient’s health problems and whether alcohol
consumption was elicited. The discussions were compared to previously given instructions. Alcohol consumption was elicited in 9/
34 of the consultations where enquiry was indicated by the instructions, and rarely in any other situations. The activity among the
individual physicians varied, but none of them elicited systematically in all situations with indication. No information was given
to any of these patients concerning the relation between their symptoms and alcohol consumption. In conclusion, enquiring and
advising on alcohol were seldom performed. More training is needed, especially on how to inform individual patients of the health
risks of alcohol. [Seppa K, Aalto M, Raevaara L, Perakyla A. A brief intervention for risky drinking—analysis of
videotaped consultations in primary health care. Drug Alcohol Rev 2004;23:167 – 170]
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Introduction

Much effort is needed to implement brief intervention

in risky drinking as part of every-day work in health

care. The evidence confirming its efficacy as well as

cost-effectiveness is convincing [1 – 3], but knowledge,

skills, self-efficacy and resources to do brief interven-

tion are claimed to be lacking [4 – 9].

Efforts to implement brief intervention in health care

have been undertaken previously in Finland [10].

Starting in 1997 we participated in a WHO Phase IV

collaborative study for the widespread implementation

of early identification of and brief intervention in risky

drinking. Based on this project, and in collaboration

with the health care professionals in Tampere City

Health Centre, we have produced simple instructions

on how to conduct brief intervention [11]. The

instructions are based on a postal survey among general

practitioners and nurses [8] and on a focus group study

among these professionals [12]. In brief, the instruc-

tions advise workers to elicit information on alcohol

drinking, preferably using an open-ended question, or

to complete the Alcohol Use Disorders Identification

Test, AUDIT [13] for patients attending health check-

ups or for patients with accident or trauma, high blood

pressure, arrhythmia, sleep disorder, depression, anxi-

ety, abdominal complaints, hangover or abnormal

blood test value indicative of risky drinking (S-GT, S-

CDT, E-MCV). If the patient proves to be a risky

drinker, advice on reducing alcohol drinking is given

verbally and by a booklet in collaboration with the

patient and in relation to his/her complaints. Also, a re-

consultation is recommended. The instructions were

mailed to all professionals at Tampere Health Centre.

There are several methods to study the activity of

health-care professionals undertaking different tasks.

The options include interviewing or asking the profes-

sionals or the patients, or reviewing patient documents.

All these methods include the risk of bias. This is why,

to learn about the professionals’ activity in conducting

brief alcohol intervention, we videotaped consultations

in one health centre in the city of Tampere 6 months

after the implementation of instructions on conducting

brief intervention.
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Material and methods

The study was conducted with the permission of the

Ethics Committee of the Social and Health Care of the

City of Tampere. Before videotaping both physicians

and patients gave written consent.

A total of 83 consecutive consultations (one-third of

the patients refused) were videotaped at the Health

Centre during autumn 1999, 6 months after the

implementation of the instructions. Of the 11 general

practitioners, eight agreed to participate. Five of them

were female and three were male; all were under 55

years of age. Only the first consultation per patient was

included. Fifty-five patients were female and 28 were

male; the mean ages were 54.7 and 59.7 years,

respectively. Five of the consultations were with

physicians 4 and 6 (Table 1), nine with P3, 10 with

P5, 12 with P7 and P8, 13 with P2 and 17 with P1. For

the videotaping the physicians were allowed to choose a

suitable day. They were informed that the aim of the

study was to examine patient – doctor communication

and also how often and how the patients’ alcohol

consumption is discussed during the consultation. The

physicians were also aware of the connection between

videotaping and the brief intervention implementation

study. The patients were told that the aim of the study

was to improve patient-doctor interaction. The camera

was left standing in the doctor’s surgery without the

presence of the researchers.

All videotaped consultations were transcribed. From

these we categorized quantitatively all consultations

regarding (1) whether the patient’s health problem was

likely to be alcohol-related (trauma, high blood

pressure, arrhythmia, sleep disorders, depression,

anxiety, abdominal complaints, hangover, abnormal

laboratory results in MCV, GGT or CDT), (2) whether

alcohol consumption was elicited, (3) whether the

question was open or closed and (4) whether brief

intervention was undertaken. The conversation analy-

tical part of the study has been published separately

[14].

Results

The physician initiated a discussion about alcohol in

11/83 (13%) of consultations. Additionally, in four

consultations the patients took the initiative, stating that

they had succeeded in reducing their alcohol consump-

tion. Thus, in a total of 15/83 (18%) consultations

patients’ alcohol consumption was discussed. All

information about alcohol was based on discussions;

the AUDIT questionnaire was not used. Of the

questions six (55%) were closed (i.e. eliciting a ‘‘yes’’

or ‘‘no’’ answer) and five (45%) were open (i.e. not

strictly specifying the type of appropriate answer).

The indications of the instructions, certain diag-

noses or symptoms were fulfilled in 9/11 (82%) of

consultations where alcohol was discussed on the

doctor’s initiative. The two remaining patients were an

obese patient (the discussion about diet included

alcohol), and one patient having a check-up after a

breast cancer operation. There were 25 consultations

where the reason for the consultation, according to the

instructions, would have required elicitation and brief

intervention, but where alcohol was not discussed. In

18 of these 25 the patient had visited the same

physician earlier and seven were first-time consulta-

tions. Of the latter group, four patients had depression

and sleeping disorders, two had high blood pressure

and one had arrhythmia. Thus the number of

consultations where elicitation would have been

indicated by the instructions was 34; of these

consultations, questions about alcohol use were

actually asked in nine (27%).

Eliciting/not eliciting in relation to the instructions

and individual physicians is presented in Table 1; none

of the physicians asked every patient indicated by the

instructions and only one of them (P1) asked two

patients where enquiry was not indicated by the

instructions.

Information on alcohol consumption, either verbal or

written (the booklet) was given to none of the patients.

After enquiring, the physicians did not tell the patient

whether or not his/her alcohol consumption was risky.

None of the patients was referred to a special clinic

because of risky alcohol consumption.

Discussion

The main finding in this study is that even if the

consensus on conducting brief intervention in certain

situations was agreed and the information to do so was

distributed to all general practitioners in the area, the

activity of following the instructions was low. In the

Table 1. Physicians’ activity in eliciting patients’ alcohol consumption in situations where risky drinking is highly probable

P(hysician)1 P2 P3 P4 P5 P6 P7 P8 Total

Elicited 3/6 1/5 1/4 0/2 2/6 0/2 0/5 2/4 9/34
Did not elicit 3/6 4/5 3/4 2/2 4/6 2/2 5/5 2/4 25/34
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actual consultations, questions about drinking habits

were asked only seldom, and advice and evaluation

concerning alcohol were totally absent from our data.

It could be speculated that the process of imple-

mentation was not properly carried out. Knowing that it

is not effective to implement an innovation using only

one single method [15], we used a tailored set of

methods of implementation; education, availability of

consultants and reminders [11].

In highly probable hazardous drinking situations

alcohol consumption was inquired in 27%. This is

comparable to the figures found in the study by Arndt et

al. [16], where the respondent’s physician initiated

discussions about drinking in 27.8% among hazardous

drinkers. However, the figure is clearly higher com-

pared to our recent study among patients, where 11.9%

of excessive drinkers were asked about alcohol con-

sumption in the consultation in question [17]. The

latter can be explained by the fact that patients, even if

asked immediately after the consultation, may forget

part of the content of the discussion, but also because it

is possible that only the most active general practi-

tioners (GPs) agreed to participate. This may be the

more so because enquiry did not include reflection or

any advice. Another reason may be that in the present

study physicians were more aware of the aim of the

study. One way to determine what physicians do could

be simply to ask them. However, using this method

incorrect information might be obtained and much

valuable information would be lost. This is why we

chose to videotape and analysed what actually hap-

pened.

A special feature of enquiring is that the physicians

seem to indicate clearly to the patient their motivation

for asking about the patient’s drinking habits [14]. A

symptom or a disease in which alcohol may be one of

the causes is good motivation. In the present study,

however, even with patients who had potentially

alcohol-related symptoms or diseases, enquiring about

alcohol consumption was rare. This may be due to

several reasons. First, the situation of the consultation

may vary, so that even if the cause for consultation

may include the possibility of risky drinking, the

physician does not consider the timing appropriate to

enquire about it. Secondly, the clinical impression

may lead the physician to abandon the possibility of

alcohol even if the instructions advise him/her to ask.

Thirdly, the physician may consider enquiry useless

with regard to those patients with whom (s)he may

have earlier been unsuccessful when offering lifestyle

advice. This lack of success may, of course, be due to

the physician or the patient. Routine means that some

tasks are performed without the need to provide

reasons. It seems clear that asking about alcohol-

related topics is not a routine activity in general

practice.

During the past decades much effort has been put

into developing questionnaires to detect patients’ risky

alcohol consumption [13]. However, in this real-life

situation the physicians did not seem to be willing to

use these structured aids for asking.

Our previous studies have shown that nurses and

physicians are willing to ask and advise their patients

about alcohol in certain situations [8,12]. The fact that

they seldom do so is due probably to the clinical

situation, which is much more delicate than routine

instructions. The earlier history of the physician –

patient relationship and a possible lack of self-efficacy

in advising are only two obstacles. It may be that

asking alcohol-related questions of 27% of the patients

who, according to the instructions, should be asked, is

a reasonably good result. With refinement of skills the

optimal percentage in real-life situations might be

doubled. Special effort should be put into advising

patients, which, according to the present study, proved

to be totally neglected.
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