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Screening and Intervention for Alcohol Problems
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OBJECTIVE:  

 

To describe adult primary care physicians’ and
psychiatrists’ approach to alcohol screening and treatment,
and to identify correlates of more optimal practices.

 

DESIGN:  

 

Cross-sectional mailed survey.

 

PARTICIPANTS:  

 

A national systematic sample of 2,000 phy-
sicians practicing general internal medicine, family medi-
cine, obstetrics-gynecology, and psychiatry.

 

MEASUREMENTS:  

 

Self-reported frequency of screening new
outpatients, and treatment recommendations in patients
with diagnosed alcohol problems, on 5-point Likert-type
scales.

 

MAIN RESULTS:  

 

Of the 853 respondent physicians (adjusted
response rate, 57%), 88% usually or always ask new outpa-
tients about alcohol use. When evaluating patients who
drink, 47% regularly inquire about maximum amounts on an
occasion, and 13% use formal alcohol screening tools. Only
82% routinely offer intervention to diagnosed problem drink-
ers. Psychiatrists had the most optimal practices; more con-
sistent screening and intervention was also associated with
greater confidence in alcohol history taking, familiarity with
expert guidelines, and less concern that patients will object.

 

CONCLUSIONS:  

 

Most primary care physicians and psychia-
trists ask patients about alcohol use, but fewer use recom-
mended screening protocols or offer formal treatment. A sub-
stantial minority of physicians miss the opportunity to
intervene in alcohol problems. Efforts to improve physicians’
screening and intervention for alcohol problems should ad-
dress their confidence in their skills, familiarity with expert
recommendations, and beliefs that patients object to their
involvement
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A

 

lcohol problems are an important cause of prevent-
able morbidity.

 

1

 

 Societal costs stemming from alco-
hol use disorders were estimated at $148 billion annually
in 1992.

 

2

 

 Present in over 10% of general medical patients
and a higher proportion of the mentally ill,

 

3,4

 

 these disor-
ders are responsible for $19 billion in health care expen-
ditures and implicated in up to 22% of hospitalizations.

 

2,5

 

Primary care physicians and psychiatrists are well posi-
tioned to identify alcohol problems and intervene.

 

6,7

 

 Primary
care physicians can identify preclinical alcohol disorders in
the context of patient contact for other problems, and their
influence with their patients can facilitate effective inter-
vention. The high prevalence of substance abuse among
mentally-ill patients and their greater training in addictions
give psychiatrists no less an opportunity to intervene in
these disorders. Screening is the essential first step, and
many professional organizations, including the Institute of
Medicine, the National Institute on Alcohol Abuse and Alco-
holism (NIAAA), the American Medical Association, and the
American Society of Addiction Medicine, recommend that cli-
nicians routinely ask patients about alcohol use.

 

8–11

 

 To
screen for problem drinking, the NIAAA and the U.S. Preven-
tive Services Task Force (USPSTF) recommend that physi-
cians ask all patients whether they drink, and assess the
specific quantity, frequency, and pattern of consumption.

 

9,12

 

These bodies also consistently recommend physician inter-
vention for recognized problem drinking. Nonetheless, diag-
nosis and treatment of these problems remain underempha-
sized, inconsistent, and, when performed, insufficient to
conform to recommended practices.

 

13–16

 

Conceptual and empirical work has suggested that ma-
jor barriers to appropriate practices in this area are stigma-
tizing attitudes toward substance-abusing patients, physi-
cians’ lack of self-efficacy in managing these disorders,
pessimism about the effectiveness of intervention, and time
constraints, among others.

 

17–21

 

 However, no study has exam-
ined the relative importance of these barriers in a nationally
representative sample of American physicians. We therefore
conducted a national survey of family physicians, general in-
ternists, obstetrician-gynecologists, and psychiatrists to ex-
amine screening and treatment practices for alcohol prob-
lems. We also sought to understand these physicians’
attitudes regarding these disorders and to identify the barri-
ers to recommended screening and intervention practices.

 

METHODS

Data Collection

 

Beginning in September 1997, we mailed an 8-page
survey, an individualized letter, a $2 bill, and a prepaid
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return envelope to a national systematic sample of family
physicians, general internists, obstetrician-gynecologists,
and psychiatrists. Two additional mailings (through March
1998) included token candy incentives.

 

Adherence  to Recommended Alcohol Practices.

 

The
physicians were instructed to think about new adult pa-
tients who had visited their primary outpatient practice
over the previous 90 working days. On 5-point Likert-type
scales with responses “never, rarely, sometimes, usually,
and always,” the survey assessed the frequency with
which the physician asked new patients about alcohol
use.

 

9,15

 

 On similar scales, the survey asked whether the
physician inquired about the maximum number of drinks
consumed on a given occasion or used a formal alcohol
screening tool (for example, the CAGE, AUDIT, or MAST)
in new patients who drank.

 

22–24

 

 For simplicity, and to give
physicians the benefit of the doubt with regard to these
practices, these questions were dichotomized a priori for
our analyses between “usually and always” versus “some-
times, rarely, or never.”

To evaluate adherence to recommended screening
practices in patients who drink,

 

9,12

 

 we created a dichot-
omous variable that measured whether the physician
usually/always assessed the maximum amount of alco-
hol consumed on a given occasion 

 

or

 

 used a formal alco-
hol screening tool. This variable approximates the spirit
of recommendations to screen for problem drinking and
hazardous drinking by “taking a detailed alcohol his-
tory” or using a formal alcohol screening questionnaire
or both.

 

12

 

 Although assessment of maximum amounts
consumed on an occasion is not a proxy for a detailed
history, inquiry about maximum amounts is a neces-
sary part of screening for problem drinking or hazard-
ous drinking. Thus, assessment of maximum amounts
is a necessary but insufficient part of a detailed alcohol
history. We examined adherence to one aspect of a rela-
tively lenient guideline because no consensus exists
about the operational definition of a detailed alcohol
history.

 

12

 

The survey also assessed typical treatment practices
in adult patients whom the physician has diagnosed as
having an alcohol problem. On 5-point Likert-type scales
like the ones described above, we inquired how often the
physician recommended a 12-step program such as Alco-
holics Anonymous, offered referral to a mental health pro-
fessional (social worker, psychologist, or psychiatrist), of-
fered referral to a chemical dependency treatment program,
or counseled the patient without other consultation or re-
ferral for alcoholism. These questions did not specify how
the diagnosis was or should be made. We created dichoto-
mous variables from these questions that indicate whether
the physician offered the intervention “usually or always.”
For our multivariate analyses, the binary dependent vari-
able indicated whether the physicians usually or always
intervened in at least one of those ways in patients with
diagnosed alcohol problems.

 

Self-Assessment, Barriers, and Attitudes.

 

On 5-point Lik-
ert scales of agreement, the questionnaire assessed phy-
sicians, confidence in their alcohol history taking, their
interest in caring for patients with alcoholism, their famil-
iarity with the NIAAA’s “Physician’s Guide to Helping Pa-
tients with Alcohol Problems,”

 

9

 

 as well as the significance
of seven proposed barriers to screening for substance abuse
(Table 1). The brief version of the Substance Abuse Atti-
tude Survey, a validated multidimensional instrument,
evaluated physician attitudes toward substance-abusing
patients.

 

25,26

 

 Scoring of the five subscales (permissive-
ness, nonmoralism, nonstereotyping, treatment optimism,
and treatment intervention) is standardized along a 10-
point continuum, with a score of 10 representing the
most positive attitudes.

 

Physician and Practice Characteristics.

 

The questionnaire
also asked the physicians about their primary specialty,
the characteristics of their practices, and the number of
hours devoted to learning about alcohol or other drug
problems in medical school, in postgraduate training, and
in continuing medical education (Table 1). The variable
“minutes per outpatient” was calculated from the number
of hours spent in outpatient care activities and the num-
ber of outpatients seen in a typical week.

 

Study Population

 

We drew a national systematic sample of 500 fam-
ily physicians, 500 general internists, 500 obstetrician-
gynecologists, and 500 psychiatrists in active clinical
practice from the American Medical Association Physi-
cian Masterfile (current as of May 1997), a national list-
ing of all licensed physicians. Of the 2,000 subjects in
the original sample, 107 had incorrect addresses or had
died. The remaining 1,893 physician-subjects were com-
posed of 853 eligible respondents, 229 respondents who
did not take care of outpatients, and 811 nonrespondents
with unknown eligibility. Thus, the crude response rate
(eligible respondents per assumed eligible subjects) was
853/(853 

 

1

 

 811) 

 

5

 

 51%. We calculated an adjusted re-
sponse rate based on standard techniques

 

27

 

: Since 853
(79%) of the 1,082 respondents were eligible, we esti-
mated that 639 (79%) of the 811 nonrespondents with
unknown eligibility would be eligible. Thus, the adjusted
response rate was 853/(853 

 

1

 

 639) 

 

5

 

 57%.

 

Statistical Analysis

 

As appropriate, we performed bivariate comparisons
between categorical and continuous variables with stan-
dard analysis of variance, Wilcoxon rank sum and
Kruskal-Wallis tests, between categorical variables with
the 

 

x

 

2

 

 test, and between continuous variables with the
Pearson or Spearman correlation coefficient. Controlling



 

86

 

Friedmann et al., Alcohol Abuse Practices

 

JGIM

 

for specialty, physician age, gender, and board certifica-
tion, we entered explanatory variables (

 

p

 

 

 

,

 

 .25) into three
separate stepwise multivariate logistic regression models
to determine factors (

 

p

 

 

 

,

 

 .05, two-tailed) associated with
whether the physician usually or always asked about al-
cohol use, adhered to minimal recommended screening
practices in patients who drank, or offered any interven-
tion for diagnosed alcohol problems.

 

RESULTS

Respondents

 

The gender, geographic location, and age of respon-
dents were similar to those of the physician sample and
Masterfile population (data not shown). Family physicians
had the highest, and general internists the lowest, re-
sponse rate (

 

p

 

 

 

5

 

 .08) (Table 1). Of the respondents, 75%

 

Table 1. Description of the Survey Respondents, by Specialty

 

Descriptor
Family 

Medicine
Internal 

Medicine
Obstetrics/

Gynecology Psychiatry

 

n

 

 (% of unadjusted sample) 243 (56) 195 (47) 222 (52) 196 (50)
Physician characteristics

Age, median (IQR)* 42 (36–50) 41 (33–48) 44 (35–54) 49 (42–59)

 

†

 

Years in practice, median (IQR) 15 (7–23) 14 (6–21) 17 (7–28) 22 (14–34)

 

†

 

Women, % 25 30 32 29
Board certified, % 68 54 60 66

 

‡

 

Reported hours of substance abuse 
training, median (IQR) 25 (11–50) 20 (10–40) 10 (4–22) 40 (25–100)

 

†

 

Physician self-assessment, 
mean agreement (SD)

 

§

 

Very confident in alcohol history taking 3.8 (0.74) 3.8 (0.83) 3.2 (0.93) 4.2 (0.79)

 

†

 

Very interested in caring for patients 
with alcohol problems 3.1 (0.96) 2.9 (1.1) 2.5 (1.1) 3.2 (1.2)

 

†

 

Very familiar with the NIAAA guidelines 

 

i

 

2.2 (0.89) 2.1 (0.90) 2.0 (0.86) 2.3 (1.09)

 

†

 

“My efforts to facilitate a change in alcoholic patients’ 
drinking habits are likely to be successful” 3.2 (0.76) 3.0 (0.78) 3.0 (0.80) 3.5 (0.75)

 

†

 

Physician-reported barriers to screening, 
mean agreement (SD)

 

¶

 

“Patients don’t want to be asked these questions” 2.7 (1.0) 2.6 (1.1) 2.6 (1.1) 1.7 (0.86)

 

†

 

“My patients rarely have these problems” 1.8 (0.71) 1.9 (0.86) 2.1 (1.0) 1.5 (0.63)

 

†

 

“These problems are not a physician’s responsibility” 1.6 (0.64) 1.6 (0.70) 1.6 (0.68) 1.2 (0.50)

 

†

 

Perceived time constraints 3.3 (1.1) 3.0 (1.2) 3.0 (1.2) 1.8 (1.0)

 

†

 

Long wait for substance abuse treatment 
appointments 2.6 (1.1) 2.6 (1.1) 2.5 (1.1) 1.8 (1.0)

 

†

 

Patients refuse to accept the diagnosis 3.3 (1.1) 3.1 (1.1) 3.0 (1.2) 1.9 (1.1)

 

†

 

Physician lacks formal training in dealing 
with alcohol problems 2.9 (1.1) 2.8 (1.0) 3.2 (1.1) 1.7 (0.98)

 

†

 

Substance Abuse Attitude Scale (brief SAAS)
subscales, mean (SD)

 

¶

 

Permissiveness 4.3 (1.2) 4.2 (1.1) 4.2 (1.3) 4.6 (1.3)

 

†

 

Nonstereotypes 7.6 (1.1) 7.7 (1.2) 7.6 (1.0) 7.8 (1.1)
Nonmoralism 7.3 (1.1) 7.1 (1.2) 7.1 (1.2) 7.7 (1.2)

 

†

 

Treatment optimism 7.8 (0.90) 7.8 (0.97) 7.8 (0.94) 8.2 (1.1)

 

†

 

Treatment intervention 7.3 (0.79) 7.3 (0.80) 7.3 (0.75) 7.7 (0.81)

 

†

 

Outpatient practice characteristics, 
median % of outpatients (IQR)

Women 60 (50–65) 55 (50–60) 100 (100–100) 60 (50–70)

 

†

 

African-American race 5 (1–20) 10 (5–30) 10 (5–30) 5 (1–20)

 

†

 

Hispanic ethnicity 5 (1–10) 5 (2–15) 8 (3–20) 5 (0.5–10)

 

†

 

Medicaid insured 10 (5–30) 10 (5–30) 15 (5–45) 10 (0–30)

 

‡

 

Patients with alcohol or drug problems 10 (5–15) 10 (5–20) 5 (3–10) 25 (15–50)

 

†

 

Calculated minutes per outpatient 24 (19–30) 31 (24–45) 25 (18–36) 48 (36–68)

 

†

 

*

 

IQR indicates interquartile range, the range between the 25th

 

 

 

and 75th percentiles.

 

†

 

p

 

 

 

,

 

 .01.

 

‡

 

p

 

 

 

,

 

 .05.

 

§

 

From 5-point Likert scales of agreement where 1

 

 5

 

 strongly disagree and 5 

 

5

 

 strongly agree.

 

i

 

National Institute of Alcoholism and Alcohol Abuse’s “Physician’s Guide to Helping Patients with Alcohol Problems.”

 

9

 

¶

 

A score of 0 indicates the most negative, and a score of 10 the most positive, attitude on each subscale.

 

25,26



 

JGIM

 

Volume 15, February 2000

 

87

 

responded to the first mailing wave, 14% to the second,
and 11% to the final wave. Rates of screening for alcohol
problems did not differ by mailing wave, suggesting that
the addition of later respondents did not influence the
sample’s representativeness (data not shown).

 

28

 

 Analyses
weighted for the sampling rates of the specialties did not
change our results substantially, so unweighted results
are presented.

Across multiple domains, psychiatrists had more prepa-
ration and inclination than primary care physicians to diag-
nose and treat alcohol use disorders. Psychiatrists reported
more hours of substance abuse training, more confidence in
alcohol history taking, fewer barriers to screening, and less-
stigmatizing attitudes toward substance-abusing patients
(Table 1). For example, 52% of psychiatrists agreed or
strongly agreed that their efforts to facilitate a change in al-
coholic patients’ drinking habits were likely to be effective,
compared with 37% of family physicians, 29% of internists,
and 29% of obstetrician-gynecologists (

 

p

 

 

 

5

 

 .001).

 

Screening

 

The great majority of physicians (88%) reported that
they usually or always asked new outpatients whether
they drank alcohol. However, adherence to recommended
alcohol screening practices was limited.

 

9,12

 

 Fewer than
half of physicians usually or always assessed maximum
consumption on an occasion. Only 13% of the physicians
studied usually or always used formal alcohol screening
tools such as CAGE, MAST, or AUDIT in patients who
drank. Internists and psychiatrists were more likely to
ask about alcohol use and use formal screening tools
than were family physicians or obstetrician-gynecologists
(

 

p

 

 

 

,

 

 .001) (Fig. 1). Psychiatrists were also more likely to
assess maximum consumption on an occasion (

 

p

 

 

 

,

 

 .001).
In multivariate analyses, factors associated with usu-

ally or always asking about alcohol use included internal
medicine specialty, younger physician age, greater confi-
dence in self-assessed alcohol history taking, familiarity
with the NIAAA guidelines,

 

9

 

 and less agreement that pa-
tients don’t want to be asked these questions (Table 2).
Agreement that “patients refuse to accept the diagnosis of
alcohol abuse” was collinear with the belief that “patients
don’t want to be asked questions about their substance
use,” and could be substituted with similar model fit. Fac-
tors associated with usually or always assessing the max-
imum consumption per occasion or the use of a formal
screening questionnaire included psychiatric specialty,
female physician gender, board certification, confidence
in alcohol history taking, familiarity with the NIAAA
guidelines,

 

9

 

 “Physician’s Guide to Helping Patients with
Alcohol Problems” and less agreement that “patients don’t
want to be asked about substance use” (Table 2). Interest
in caring for patients with alcohol problems and familiar-
ity with formal alcohol screening tools were collinear with
familiarity with the NIAAA guidelines and could be substi-
tuted in a less-parsimonious model.

 

Intervention

 

The great majority of physicians reported that they
usually or always recommend 12-step groups to their
problem-drinking patients; fewer routinely offer referral to
a chemical dependency treatment program (Fig. 2). How-
ever, 18% of physicians usually or always offer no interven-
tion to such patients. Compared with family physicians,
obstetrician-gynecologists were less likely, and psychia-
trists were more likely, to offer intervention (Table 2). Other
factors associated with intervention for alcoholism in-
cluded younger physician age, female physician gender,
board certification, greater confidence in self-assessed al-
cohol history taking, more familiarity with the NIAAA
guidelines,

 

9

 

 less agreement that “patients don’t want to be
asked about substance use,” and fewer Medicaid-insured
outpatients.

 

DISCUSSION

 

In the last 30 years, several calls have been made for
greater physician involvement in alcohol use disorders.

 

29–31

 

At a minimum, primary care physicians and psychiatrists
should screen all patients for these disorders and offer re-
ferral to addiction treatment, 12-step groups, or other
counseling services to patients with substance abuse or
dependence. Despite several studies documenting that phy-
sicians agree such involvement is part of their responsi-
bilities,

 

16,20,21,32,33

 

 physicians inconsistently screen, make
the diagnosis, and offer treatment.

 

13,34

 

 In this nationally
representative survey of primary care physicians and psy-
chiatrists, the great majority of respondents inquired
routinely about alcohol use. Fewer asked about maximum

FIGURE 1. By specialty, percentage of physicians who usually
or always (left to right) ask whether a new outpatient drinks al-
cohol, assess the maximum alcohol consumption per occa-
sion of patients who drink, or use formal alcohol screening
questionnaires (such as CAGE, AUDIT, or MAST22–24) of patients
who drink. Error bars indicate standard errors.
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amounts of alcohol consumption or used formal alcohol
screening tools (such as CAGE, AUDIT, or MAST).

 

9

 

 A sub-
stantial minority did not offer any intervention on a regular
basis to patients with diagnosed alcohol problems.

Although the CAGE questionnaire was developed
more than 25 years ago and the Institute of Medicine en-
couraged addressing the broad spectrum of alcohol prob-
lems a decade ago,

 

8

 

 screening and intervention practices
remain inadequate in many medical settings. Investiga-
tions into alcohol screening practices have consistently
found that most physicians ask patients about consump-
tion, but few go beyond an initial inquiry.

 

13,15,35

 

 For exam-
ple, a study of 134 primary care physicians from four
western states and Alaska found that the majority of phy-
sicians asked standardized patients an initial question
about alcohol use, but few followed up with more proba-
tive questions such as those in the CAGE questionnaire.

Consequently, fewer than 50% of the physicians included
alcohol abuse in the differential diagnosis for the patients
scripted to consume four or more drinks per day.

 

15

 

 Physi-
cians who ask superficially about alcohol use and do not
assess consequences and pattern of use in a valid manner
cannot distinguish between safe drinking, hazardous
drinking, and alcohol abuse. Inadequate screening prac-
tices will necessarily limit opportunities for intervention.

These results suggest a complex relationship among
specialty, substance abuse training, attitudes, and prac-
tices. Although internists were more likely to inquire
about alcohol use, they were no more likely to intervene
than family physicians.

 

17,32

 

 Obstetrician-gynecologists
were less likely to offer intervention to patients with diag-
nosed alcohol problems. This latter finding is disturbing
because alcohol use has risen in recent years among
women of childbearing age, and women experience health

 

Table 2. Factors Associated with Screening and Intervention for Alcohol Problems

 

Odds Ratio (95% Confidence Interval) for Physician Usually or Always . . .

Explanatory Factor

Asks New 
Outpatients

About Alcohol 
Use

 

*

Asks About Maximum 
Amount per Occasion

or Uses a Formal 
Screening Tool †

Intervenes in 
Diagnosed 
Alcoholism‡

Specialty
Family medicine Referent Referent Referent
Internal medicine 2.40 (1.17, 4.91)§ 1.38 (0.92, 2.09) 1.02 (0.55, 1.90)
Obstetrics and gynecology 1.29 (0.72, 2.32) 0.61 (0.40, 0.94) 0.52 (0.30, 0.90)§

Psychiatry 2.31 (0.99, 5.40) 1.89 (1.17, 3.06)i 2.55 (1.03, 6.35)§

Age (per 10 y) 0.70 (0.57, 0.86)i 1.09 (0.94, 1.27) 0.83 (0.68, 1.00)
Female gender 1.60 (0.86, 2.97) 1.49 (1.04, 2.13)§ 1.95 (1.12, 3.42)§

Board certified 1.04 (0.62, 1.76) 0.54 (0.39, 0.76)i 1.84 (1.14, 2.98)§

Physician self-assessment¶

Very confident in alcohol 
use history taking 2.13 (1.60, 2.83)i 1.79 (1.46, 2.20)i 1.37 (1.05, 1.77)§

Very familiar with the 
NIAAA guidelines# 1.69 (1.24, 2.32)i 1.20 (1.00, 1.43)§ 1.40 (1.07, 1.84)§

Physician-reported 
barriers to screening¶

“Patients don’t want to be 
asked these questions” 0.78 (0.62, 0.99)§ 0.78 (0.67, 0.91)i 0.80 (0.65, 0.98)§

Outpatient practice characteristics
(per 10% change)

Reported percentage of patients 
with Medicaid insurance —** –** 0.91 (0.83, 0.998)§

*From logistic regression models comparing physicians who usually or always ask new outpatients whether they drink alcohol with those
who do so rarely, sometimes, or never.
†From logistic regression models comparing physicians who usually or always assess the maximum number of drinks on an occasion or use
an alcohol screening tool (such as CAGE, AUDIT, or MAST22–24) in new outpatients who drink, with physicians who do so rarely, sometimes,
or never.
‡From logistic regression models comparing physicians who usually or always intervened in at least one of the following ways in patients
with diagnosed alcoholism versus physicians who did not intervene usually or always: recommended a 12-step program, offered referral to a
social worker or mental health professional, offered referral to a chemical dependency treatment program, or counseled the patient oneself
without other consultation or referral.
§P , .05.
iP , .01.
¶From 5-point Likert scales of agreement where 1 5 strongly disagree and 5 5 strongly agree.
#National Institue of Alcoholism and Alcohol Abuse’s “Physician’s Guide to Helping Patients with Alcohol Problems.”9

**Explanatory factors left the model at significance level P , .05. The table does not display variables shown in Table 1 that left all three ex-
planatory models.
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consequences from problem drinking after briefer or less-
intense exposure than do men.36,37

This cross-sectional study cannot discern the causal di-
rection between psychiatrists’ better practices, their greater
confidence in their skills, their greater training in substance
abuse issues, and less-stigmatizing attitudes. Confidence in
skills and familiarity with the NIAAA guidelines9 here con-
tributed to better screening and intervention practices. Sub-
stance abuse training may contribute to greater confidence,
greater familiarity with expert recommendations, and more
positive attitudes toward patients with these disorders,38

but studies of the direct influence of training on screening
and treatment practices have been equivocal.13,39 Stigmatiz-
ing attitudes, long theorized to contribute to inadequate
practice toward substance-abusing patients,19 here dis-
played little independent association with physicians’ alco-
hol screening and intervention practices. Several studies
have found that physicians with more-positive attitudes to-
ward problem drinkers were more actively involved in their
care,38,40,41 while others have not found an influence of atti-
tudes on treatment intention.39 Further research is needed
to sort out the direct and indirect influences of training and
attitudes on screening and intervention practices.42

Physicians’ concerns about alienating patients, either
through prying into an area about which “patients don’t
want to be asked” or through substance-abusing patients’
rejection of the diagnosis, were associated with less-optimal
screening and intervention practices. Although several
studies suggest that few patients are perturbed when their
physicians ask about emotional or substance use prob-
lems,43–46 these findings appear to need greater dissemina-
tion among physicians. In addition, physicians’ concerns
about patients’ objections may reflect on the physicians’
own ambivalence regarding these issues. Finally, unlike

previous work examining time pressure as a barrier to pre-
ventive practices,47 perceived time constraints and calcu-
lated minutes spent per patient had no detectable associa-
tion with these practices.

Younger physician age, which is highly correlated
with more recent graduation from medical school, was
here associated with routine screening and intervention
in alcohol problems. Other studies have also suggested
that more recent graduation from medical school is asso-
ciated with greater confidence in skills, more optimistic
attitudes about treatment, and a greater willingness to in-
tervene.17,21,33 In light of a previous report that female
physicians have less-positive attitudes toward working
with substance-abusing patients,48 our finding that fe-
male physicians had more-optimal screening and inter-
vention practices raises further questions about the con-
nection between attitudes and practices. Finally, the
finding that physicians who serve more Medicaid-insured
patients were less likely to offer intervention for diagnosed
alcohol problems is of some concern. Low reimbursement
or poor access to specialty alcoholism treatment might
cause such physicians to spend less time discussing
available treatment options.

The major strengths of this study are its national rep-
resentation and a response rate comparable to other phy-
sician surveys.49 Still, it has several limitations. It exam-
ines reported, not actual, barriers and practices. Social
desirability bias might exaggerate reports of adherence to
recommended practices, but such bias would strengthen
our findings about suboptimal levels of screening and in-
tervention. Nonetheless, the lack of validation of our mea-
sures against actual barriers and practices renders our
findings exploratory. In addition, although perceived wait-
ing times for alcohol treatment did not enter our models,
we have no information on the availability of treatment
services. We also have no information on whether and
how these physicians confirm the diagnosis of alcohol
abuse or dependence in patients who screen positive, and
thus cannot discern whether diagnostic uncertainty poses
another barrier to treatment.

Although it is difficult to change physicians’ practices
regarding alcohol problems,50,51 the dissemination of brief
interventions and the development of effective pharmaco-
therapies promise to bring these disorders into the main-
stream. Our findings imply that initiatives to promote
physician involvement with alcohol use disorders should
include strategies to increase their confidence managing
these problems,17 to improve their familiarity with expert
recommendations, and to dispel concerns about patients’
sensitivity around substance issues. These initiatives
should examine different types of interventions such as
education and training of physicians, chart reminders,
and feedback regarding adherence to recommended prac-
tices,35 practice guidelines, and focused incentives. Multi-
disciplinary interventions, including greater access to be-
havioral health professionals and alcohol treatment
services, and a structured office support system,52 might

FIGURE 2. By specialty, percentage of physicians who usually
or always (left to right) recommend a 12-step program such as
Alcoholics Anonymous, offer referral to a mental health pro-
fessional or social worker, offer referral to a chemical depen-
dency treatment program, or counsel the patient without
other consultation or referral, for alcoholism. Error bars indicate
standard errors.



90 Friedmann et al., Alcohol Abuse Practices JGIM

also improve the quality of diagnosis and intervention for
alcohol problems in generalist settings.

The authors thank the participating physicians and the two
anonymous reviewers. This work was funded by a grant from
the Home Health Care Research Program at the University of
Chicago. Dr. Friedmann is the recipient of a Mentored Clinical
Scientist Career Development Award (K08-DA00320) from the
National Institute on Drug Abuse. Dr. Chin is supported by a
National Institute on Aging Geriatric Academic Program
Award (K12-AG00488). Dr. Saitz is a Robert Wood Johnson
Foundation Generalist Physician Faculty Scholar; he also re-
ceives support from the Center for Substance Abuse Preven-
tion (Faculty Development Grant T26-SP08355), the National
Institute on Alcohol Abuse and Alcoholism (R01-AA10870), and
the National Institute on Drug Abuse (R01-DA10019).

REFERENCES

1. McGinnis JM, Foege WH. Actual causes of death in the United
States. JAMA. 1993;270:2207–12.

2. Harwood HJ, Fountain D, Livermore D, eds. The Economic Costs
of Alcohol and Drug Abuse in the United States — 1992. Washing-
ton, DC: National Institute on Drug Abuse; 1998. NIH publication
98-4327.

3. Robins LN, Helzer JE, Weissman MM, et al. Lifetime prevalence of
specific psychiatric disorders in three sites. Arch Gen Psychiatry.
1984;41:949–58.

4. Regier DA, Farmer ME, Rae DS, et al. Comorbidity of mental disor-
ders with alcohol and other drug abuse: results from the Epidemi-
ologic Catchment Area (ECA) Study. JAMA. 1990;264:2511–8.

5. Umbricht-Schneiter A, Santora P, Moore RD. Alcohol abuse: com-
parison of two methods for assessing its prevalence and associated
morbidity in hospitalized patients. Am J Med. 1991;91:110–8.

6. Fleming MF, Barry KL, Manwell LB, Johnson K, London R. Brief
physician advice for problem alcohol drinkers: a randomized con-
trolled trial in community-based primary care practices. JAMA.
1997;277:1039–45.

7. Friedmann PD, Saitz R, Samet JH. Management of adults recover-
ing from alcohol or other drug problems: relapse prevention in
premature care. JAMA. 1998;279:1227–31.

8. Institute of Medicine. Broadening the Base of Treatment for Alco-
hol Problems: Report of a Study by a Committee of the Institute of
Medicine, Division of Mental Health and Behavioral Medicine.
Washington, DC: National Academy Press; 1990.

9. National Institute on Alcohol Abuse and Alcoholism. The Physician’s
Guide to Helping Patients with Alcohol Problems. Washington, DC:
National Institutes of Health; 1995. NIH publication 95-3769.

10. Council on Scientific Affairs AMA. AMA Guidelines for Physician
Involvement in the Care of Substance Abusing Patients. Chicago,
Ill: American Medical Association; 1979.

11. American Society of Addiction Medicine. Public policy statement
on screening for addiction in primary care settings. ASAM News.
1997;17:17–8.

12. US Preventive Services Task Force. Guide to Clinical Preventive
Services. 2nd ed. Alexandria, Va: International Medical Publish-
ing; 1998.

13. Bradley KA, Curry SJ, Koepsell TD, Larson EB. Primary and sec-
ondary prevention of alcohol problems: U.S. internist attitudes
and practice. J Gen Intern Med. 1995;10:67–72.

14. McCrady BS, Richter SS, Morgan TJ, Slade J, Pfeifer C. Involving
health care workers in screening for alcohol problems. J Addict
Dis. 1996;15:45–58.

15. Wenrich MD, Paauw DS, Carline JD, Curtis JR, Ramsey PG. Do
primary care physicians screen patients about alcohol intake us-
ing the CAGE questions? J Gen Intern Med. 1995;10:631–4.

16. Roche AM, Parle MD, Stubbs JM, Hall W, Saunders JB. Manage-
ment and treatment efficacy of drug and alcohol problems: what
do doctors believe? Addiction. 1995;90:1357–66.

17. Gottlieb NH, Mullen PD, McAlister AL. Patients’ substance abuse
and the primary care physician: patterns of practice. Addict Be-
hav. 1987;12:23–32.

18. Bander KW, Goldman DS, Schwartz MA, Rabinowitz E, English
JT. Survey of attitudes among three specialties in a teaching hos-
pital toward alcoholics. J Med Educ. 1987;62:17–24.

19. Chappel JN, Schnoll SH. Physician attitudes: effect on the treat-
ment of chemically dependent patients. JAMA. 1977;237:2318–9.

20. Geller G, Levine DM, Mamon JA, Moore RD, Bone LR, Stokes EJ.
Knowledge, attitudes, and reported practices of medical students
and house staff regarding the diagnosis and treatment of alcohol-
ism. JAMA. 1989;261:3115–20.

21. Rush BR, Ellis K, Crowe T, Powell L. How general practitioners
view alcohol use: clearing up the confusion. Can Fam Physician.
1994;40:1570–9.

22. Ewing JA. Detecting alcoholism: the CAGE questionnaire. JAMA.
1984;252:1905-7.

23. Saunders JB, Aasland OG, Babor TF, de la Fuente JR, Grant M.
Development of the Alcohol Use Disorders Identification (AUDIT):
WHO Collaborative Project on Early Detection of Persons with
Harmful Alcohol Consumption — II. Addiction. 1993;88:791–804.

24. Selzer ML. The Michigan Alcoholism Screening Test: the quest for
a new diagnostic instrument. Am J Psychiatry. 1971;127:1653–8.

25. Chappel JN, Veach TL, Krug RS. The substance abuse attitude
survey: an instrument for measuring attitudes. J Stud Alcohol.
1985;46:48–52.

26. Chappel JN, Veach TL. Effect of a course on students’ attitudes
toward substance abuse and its treatment. J Med Educ. 1987;
62:394–400.

27. Aday LA. Designing and Conducting Health Surveys. San Fran-
cisco, Calif: Jossey-Bass Publishers; 1989.

28. Sheikh K, Mattingly S. Investigating non-response in mail sur-
veys. J Epidemiol Community Health. 1981;35:293–6.

29. Helwick SA. Substance-abuse education in medical school: past,
present, and future. J Med Educ. 1985;60:707–11.

30. Sirica C, ed. Training About Alcohol and Substance Abuse for All
Primary Care Physicians. Proceedings of a Conference sponsored
by the Josiah Macy, Jr. Foundation; Oct 2–5, 1994. Phoenix, Ariz,
New York, NY: Josiah Macy, Jr. Foundation; 1995.

31. Center for Substance Abuse Treatment. A Guide to Substance
Abuse Services for Primary Care Clinicians. Rockville, MD: U.S.
Department of Health and Human Services; 1998.

32. Wechsler H, Levine S, Idelson R, Rohman ME, Taylor JO. The phy-
sician’s role in health promotion — survey of primary care practi-
tioners. N Engl J Med. 1983;308:97–100.

33. Rohman ME, Cleary PD, Warburg M, Delbanco TL, Aronson MD.
The response of primary care physicians to problem drinkers. Am
J Drug Alcohol Abuse. 1987;13:199–209.

34. McCrady BS, Langenbucher JW. Alcohol treatment and health
care system reform. Arch Gen Psychiatry. 1996;53:737–46.

35. Lawner K, Doot M, Gausas J, Doot J, See C. Implementation of
CAGE alcohol screening in a primary care practice. Fam Med.
1997;29:332–5.

36. Bradley KA, Badrinath S, Bush K, Boyd-Wickizer J, Anawalt B.
Medical risks for women who drink alcohol. J Gen Intern Med.
1998;13:627–39.

37. Ebrahim SH, Diekman ST, Floyd RL, Decoufle P. Comparison of
binge drinking among pregnant and nonpregnant women, United
States, 1991–1995. Am J Obstet Gynecol. 1999;180:1–7.

38. Anderson P. Managing alcohol problems in general practice. BMJ.
1985;290:1873–5.

39. Warburg MM, Cleary PD, Rohman ME, Barnes HN, Aronson M,



JGIM Volume 15, February 2000 91

Delbanco TL. Residents’ attitudes, knowledge, and behavior re-
garding diagnosis and treatment of alcoholism. J Med Educ.
1987;62:497–503.

40. Casswell S, McPherson M. Attitudes of New Zealand general practi-
tioners to alcohol-related problems. J Stud Alcohol. 1983;44:342–51.

41. Clement S. The identification of alcohol-related problems by gen-
eral practitioners. Br J Addict. 1986;81:257–64.

42. Rush BR, Bass M, Stewart MA, McCracken E, Labreque M, Bondy
S. Detecting, preventing, and managing patients’ alcohol prob-
lems. Can Fam Physician. 1994;40:1557–66.

43. Wallace PG, Haines AP. General practitioners and health promo-
tion: what patients think. BMJ. 1984;289:534–6.

44. Zimmerman M, Farber NJ, Hartung J, Lush DT, Kuzma MA.
Screening for psychiatric disorders in medical patients: a feasibil-
ity and patient acceptance study. Med Care. 1994;32:603–8.

45. Zimmerman M, Lush DT, Farber NJ, et al. Primary care patients’
reactions to mental health screening. Int J Psychiatry Med.
1996;26:431–41.

46. Peter D, for Hart Research Associates, Inc. The Road to Recovery.

A Landmark National Study on Public Perceptions of Alcoholism
and Barriers to Treatment. San Francisco, Calif: The Recovery In-
stitute; 1999.

47. Camasso MJ, Camasso AE. Practitioner productivity and the
product content of medical care in publicly supported health cen-
ters. Soc Sci Med. 1994;38:733–48.

48. Weller DP, Litt JCB, Pols RG, Ali RL, Southgate DO, Harris RD.
Drug and alcohol related health problems in primary care — what
do GPs think? Med J Aust. 1992;156:43–8.

49. Asch DA, Jedrziewski MK, Christakis NA. Response rates to
mail surveys published in medical journals. J Clin Epidemiol.
1997;50:1129–36.

50. Heather N. The public health and brief interventions for exces-
sive alcohol consumption: the British experience. Addict Behav.
1996;21:857–68.

51. Greco PJ, Eisenberg JM. Changing physicians’ practices. N Engl J
Med. 1993;29:1271–3.

52. Adams A, Ockene JK, Wheeler EV, Hurley TG. Alcohol counseling:
physicians will do it. J Gen Intern Med. 1998;13:692–8.

ANNOUNCEMENT

You can reach JGIM on the Internet!

For more information
about submitting manuscripts to JGIM

or if you would like to submit a
Letter to the Editor or a

short creative writing piece
for possible publication in the Journal,

please e-mail us at

jgim@jhmi.edu

r


