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ABSTRACT 

INTRODUCTION: General practitioners (GPs) have the potential to promote alcohol harm minimisation 
via discussion of alcohol use with patients, but knowledge of GPs’ current practice and attitudes on this 
matter is limited. Our aim was to assess GPs’ current practice and attitudes towards discussing alcohol 
use with their patients. 

METHODS: This qualitative study involved semi-structured, face-to-face interviews with 19 GPs by a 
group of medical students in primary care practices in Wellington, New Zealand. 

FINDINGS: Despite agreement amongst GPs about the importance of their role in alcohol harm mini-
misation, alcohol was not often raised in patient consultations. GPs’ usual practice included referral to 
drug and alcohol services and advice. GPs were also aware of national drinking guidelines and alcohol 
screening tools, but in practice these were rarely utilised. Key barriers to discussing alcohol use included 
its societal ‘taboo’ nature, time constraints, and perceptions of patient dishonesty. 

CONCLUSION: In this study there is a fundamental mismatch between the health community’s expecta-
tions of GPs to discuss alcohol with patients and the reality. Potential solutions to the most commonly 
identified barriers include screening outside the GP consultation, incorporating screening tools into 
existing software used by GPs, exploring with GPs the social stigma associated with alcohol misuse, and 
framing alcohol misuse as a health issue. As it is unclear if these approaches will change GP practice, 
there remains scope for the development and pilot testing of potential solutions identified in this research, 
together with an assessment of their efficacy in reducing hazardous alcohol consumption.

KEYWORDS: Primary health care; general practice; alcohol drinking; alcohol-related disorders, attitude 
of health personnel. 

Introduction

Alcohol-related harm is a global problem. In 
developed countries, alcohol is responsible for 
6.7% of disability-adjusted life years lost and 
1.6% of deaths and is increasing.1 In New Zealand 
(NZ) more than 1000 deaths every year can be 
attributed to alcohol, resulting in 17 000 years 
of life lost annually.2 In a recent NZ study, the 
proportion of people drinking more alcohol over 
the past year had increased from 2% in 1998 to 

16% in 2006.3 The worsening of alcohol-related 
health problems internationally was realised as 
early as 1980, when a World Health Organization 
(WHO) expert committee on alcohol stressed the 
need for increased efforts to prevent alcohol-re-
lated health harms.4 The committee called for the 
development of strategies that could be applied in 
primary health care settings with a minimum of 
time and resources. Primary care was identified as 
a key setting for the reduction of alcohol-related 
harm, with general practitioners (GPs) considered 
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to be in an ideal position to detect, prevent and 
manage patients’ alcohol problems. 

A number of advantages of a GP-based strategy 
have been identified.5 In addition to there being 
good evidence that brief interventions delivered 
by GPs have a positive impact on patients’ alcohol 
consumption, GPs are readily accessible to the 
general population and have role legitimacy in 
the delivery of advice about alcohol consump-
tion.5 In most countries people with alcohol prob-
lems will first present to their GP6 rather than 
to specialist treatment services.7 It is perhaps be-
cause of this that there is a growing expectation 
that GPs will provide advice concerning lifestyle 
issues, including alcohol.8 Evidence in support of 
the efficacy of brief GP interventions in this area 
has also been accumulating, with longer duration 
of counselling having little additional effect.9 

alcohol might be somewhat optimistic. Therefore, 
this study assessed GPs’ current practice in NZ 
(where GP consultation is based on a user-pays 
model with discounts for high needs and low 
income groups) and attitudes towards addressing 
alcohol use with their patients, together with 
barriers and supports to such initiatives identified 
by GPs. 

Methods

A convenience sample of 19 GPs was interviewed 
by fourth-year medical students (the primary 
authors of the paper) while on a one-week general 
practice placement in Wellington, NZ. From 33 
invited GPs, 14 declined (58% response rate), 11 
because they were too busy, two were not inter-
ested and one was ill. GPs came from a variety of 
practices including privately owned and not-for-

In addition to there being good evidence that brief interventions 

delivered by GPs have a positive impact on patients’ alcohol 

consumption, GPs are readily accessible to the general population and 

have role legitimacy in the delivery of advice about alcohol consumption.

Despite the weight of evidence in favour of brief 
GP-based interventions to address hazardous 
alcohol consumption, uptake by GPs is limited.5 
A number of challenges to introducing a discus-
sion on alcohol in the GP consultation have been 
identified, including time pressure and sensi-
tivity to the issue.5 Consequently, GPs do not 
always identify patients with hazardous levels 
of alcohol consumption.5,10 An Australian study5 
reported that GPs were able to identify only 28% 
of patients classified by the Australian Medical 
Association criteria as ‘high risk’ drinkers, while 
another study found that between 65% and 82% 
of patients with alcohol-related problems (identi-
fied by consumption levels or screening tests) 
were not identified by GPs.11 

Taken together, this evidence suggests that the 
expectation that GP-led brief interventions could 
facilitate significant reductions in harm from 

profit, central city and suburban, and a range of 
socioeconomic areas. This sample was similar to 
GPs nationally. The average age of the sample was 
47 (compared to 48 nationally), the proportion of 
males in the sample was 56% (compared to 59% 
nationally), almost half (n=9) had been practising 
for over 15 years and the same number worked in 
private practice compared to not-for-profit practice 
(no national data available for comparison). 

A semi-structured interview schedule included 
15 open-ended questions covering GPs’ current 
practice and attitudes towards discussing alcohol 
use with their patients and barriers to, and 
support needed to facilitate, such discussions. 
Face-to-face interviews were approximately 20 
minutes long, tape-recorded with consent, and 
transcribed. A thematic analysis12 was undertak-
en, with initial coding and analysis cross-checked 
by other research team members. 
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WHAT GAP THIS FILLS 

What we already know: General practitioners (GPs) are thought to be 
well positioned to reduce alcohol-related harm via discussion of alcohol mis-
use with patients. GPs identified a number of barriers to discussing alcohol 
misuse as well as some potential solutions to these barriers. 

What this paper adds: Although GPs in this study thought it was impor-
tant to discucss alcohol use with their patients, they rarely did so unless the 
patient’s drinking had signifant impacts on their health.

Ethics approval was received from the Depart-
ment of Public Health Ethics Committee, Univer-
sity of Otago Wellington.

Findings 

Current practice 

Discussions with patients

The GPs in this study reported rarely discussing 
alcohol in their consultations. Reasons for initiat-
ing discussions with patients around alcohol 
included: 

•	 suspicious clinical signs (raised by 15 GPs)
•	 social issues, such as domestic violence, 

depression or frequent work absence (men-
tioned by six GPs), and 

•	 consultations with new patients 
(mentioned by six GPs). 

Other circumstances mentioned less frequently 
were: 

•	 as part of routine questioning
•	 in the presence of other addictions
•	 when the presenting complaint 

was related to mental health
•	 when alcohol was a presenting complaint, or
•	 when alcohol had been raised by 

a concerned family member.

Screening 

Routine screening for alcohol misuse was not 
common practice in consultations conducted 
by these GPs. While six GPs screened all new 
patients for alcohol misuse, seven GPs reported 
rarely screening (all were from private practices 
and six had practised for over 15 years). Sixteen 
of the GPs who screened relied on a list of verbal 
questions (e.g. the CAGE tool—a mnemonic for 
attempts to reduce drinking, being annoyed when 
criticised about drinking, feeling guilty about 
drinking and using alcohol on waking),13 three 
used written screening tools (the Alcohol Use 
Disorders Identification Test—AUDIT)14 and, two 
used liver function blood tests. Of the six GPs 
who screened all new patients, four had practised 
less than 15 years and five were salaried and from 
not-for-profit practices (serving low income popu-

lations). All the younger GPs who screened used 
a routine set of questions. Fifteen of the 19 GPs 
were aware of NZ guidelines for alcohol screening 
but 13 did not use them to guide their practice. 

The difficulty of raising the issue of alcohol with 
patients was noted by a number of GPs and some 
had developed tactical ways of approaching the 
topic, such as using the screening window (on the 
computer) as an excuse for asking: ‘So I’ll say what 
we’re supposed to be doing is… asking everybody 
how much alcohol they [consume] in a week’ or 
‘[we just] need to update our details, are you aller-
gic to anything, do you smoke or drink?’ Doctors 
said that patients expect smoking questions so 
some bundle alcohol into the same question. 

Interventions 

GPs identified interventions including GP-
delivered advice, referral to drug and alcohol 
services, referral to Alcoholics Anonymous, 
medication, and family support. Only five GPs 
delivered alcohol intervention to patients such 
as, ‘counselling [during] the consultation and 
talking to the patient about what is a safe level of 
alcohol intake’. Many of these GPs found that it 
was sometimes very difficult to arrange follow-
up visits as patients would not attend. Almost 
all of these GPs reiterated the importance of the 
patient’s willingness to talk for discussion to be 
successful.

GP attitudes

The role of the GP 

GPs in the study agreed that primary care has an 
important role to play in delivering primary pre-
vention, including preventing harm from alcohol. 
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Eleven GPs felt their own advice about alcohol 
was useful to patients, six were undecided, and 
two thought it made no difference to patients’ 
drinking. GPs expressed concern about the num-
ber of primary prevention strategies they were 
expected to address. Perspectives on what their 
role should entail varied and included: raising pa-
tient (n=7) and public awareness (n=2), referral to 
specialist services (n=7), providing advice (n=5), 
and some were unsure (n=5). 

Use of screening and guidelines

Overall, GPs in the study thought that opportun-
istic screening was more effective than routine 
screening. Those who used screening questions 
found them ‘too rigid’ for the flow of consul-
tation and therefore modified them. Reasons 
given for not using guidelines included constant 
changes being made to the recommendations, 
guidelines not being widely applicable, and a 
lack of consistency between different guidelines. 
One of the two GPs who used guidelines talked 
about the difficulty in staying up to date with 
the changes. 

Barriers to addressing alcohol

GPs identified a number of barriers to addressing 
alcohol use with patients. The most common was 
the ‘taboo’ nature of the subject (n=11). As one 
GP explained, ‘there are stigmas around [alcohol], 
so people don’t necessarily like talking about it’. 
This contributes to doctor and patient discomfort. 
One GP noted that, ‘if there is clinician discom-
fort about asking these [alcohol-related] questions, 
then they might not ask [the patient]’. Three GPs 
stated that they felt asking about alcohol use was 
‘intruding into other people’s lives unnecessarily’ 
and they feared that raising the topic could dam-
age the doctor–patient relationship, making fu-
ture encounters difficult. Another GP noted that 
raising the subject often made patients ‘wince… 
and some became defensive’. 

Ten GPs identified lack of time as a significant 
barrier. One noted that ‘quality alcohol con-
sultation should take… 15 minutes’. Perception 
of patient dishonesty was another commonly 
identified barrier. Four GPs believed that many 
patients were not honest about their alcohol use 

and therefore doubted the value of question-
ing patients. One stated that ‘most people halve 
their alcohol [consumption]. We were always 
taught that you double what people say’. Three 
GPs identified that the presence of third parties, 
commonly family members, made it inappropri-
ate to raise the issue. Other barriers included the 
patient not accepting that their drinking was a 
health issue, the GP feeling they did not have 
the expertise needed, and the GP being unable to 
define a safe level of alcohol consumption to the 
patient. 

When prompted on specific patient demograph-
ics that may act as barriers, a third of GPs in 
the study found it difficult to raise the topic of 
alcohol with people of differing ethnicity and 
gender, and a quarter found it hard to raise with 
people of a different age. As one GP stated:

…it is always easier if you’re from a [patient’s] 
cultural group because they identify with you and 
it is difficult to tell someone from a very different 
cultural background about [alcohol]… they are less 
likely to listen to what you have to say.

The age barrier was a particular issue with teen-
age patients who see themselves as ‘bulletproof’, 
often ‘don’t discuss [alcohol] with older people’, 
and often come with a parent or support person. 
The barriers of ethnicity, age and gender were 
more commonly identified by less experienced 
and younger GPs. 

Supports identified by GPs

The majority of GPs (n=13) said that more 
support was needed to facilitate discussions of 
alcohol use with patients. Four said they did not 
need further support and two made no comment. 
Four GPs suggested this support should come 
from raising public awareness of the adverse 
health effects of alcohol. As one GP noted, ‘if it’s 
just doctors struggling with this problem it’s not 
enough’. 

Four GPs, all practising for less than 15 years, 
said longer consultations were needed. Four GPs 
suggested using standardised questionnaires, ide-
ally administered by nurses prior to the consulta-
tion, would save time. One GP suggested that it 
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would be easier if a questionnaire was incorpo-
rated into a medical records computer programme.

Discussion

Routine screening of patients by GPs in this 
study was uncommon and alcohol use was rarely 
discussed with patients in their consultations. 
However, nearly a third of GPs screened all new 
patients. Slightly over a quarter of GPs delivered 
alcohol interventions to their patients, including 
GP-delivered interventions, referral and medica-
tion. This is despite evidence of the considerable 
potential for success.4,5,7,9,15–17 This finding sup-
ports earlier work.10

While some GPs in this study were confident in 
this arena, most did not address the issue unless 
the level of drinking had led to a disease state 
that could not be overlooked—a finding consist-
ent with research in this area.18,19 Of the GPs 
who screened all new patients, the majority were 
younger and nearly all were salaried. This sug-
gests that more recent GP training may encour-
age, or better equip, GPs to address alcohol issues. 
It may also suggest that the work context of sala-
ried GPs is more supportive of alcohol screening 
than that of those who work for fee-for-service. It 
is possible that GPs in fee-for-service practices are 
under more pressure not to offend their patients 
in case they go elsewhere.

While GPs agreed there is an important role for 
primary care in primary prevention, they were 
less clear on what this role was in relation to alco-
hol. GPs were generally of the view that screen-
ing for alcohol misuse should be opportunistic 
rather than routine. When raising alcohol use 
with patients, some GPs did so following use of 
screening tools and alcohol guidelines, and others 
relied on clinical or social indicators. The study 
suggests that GPs find evidence-based guidelines 
and structured questionnaires cumbersome and if 
they use them they alter the validated questions. 

Barriers to addressing alcohol use with patients 
include: 

•	 the taboo nature of the subject
•	 concern about intruding into people’s lives
•	 time shortages in consultations

•	 GP perception of patient dishonesty
•	 the presence of a third party, and 
•	 the challenge of raising alcohol with peo-

ple of different ethnicity, gender and age. 

Age was a particular issue with teenagers. The 
majority of GPs thought more support was 
needed, including raising public awareness of the 
health effects of alcohol, longer consultations, 
screening prior to the consultation, and incor-
poration of screening tools into medical records 
programmes.

These findings suggest the advantages GPs have 
in addressing alcohol use with patients that 
Paton-Simpson et al.5 identify are not widely 
experienced, at least by this study population. 
First, GPs may be accessible, but short con-

While GPs agreed there is an important role for 

primary care in primary prevention, they were 

less clear on what this role was in relation to 

alcohol. GPs were generally of the view that 

screening for alcohol misuse should be 

opportunistic rather than routine. 

sultations appear to be a barrier to addressing 
alcohol use, although evidence suggests that five 
minutes may be all that is required for suc-
cessful intervention.7 Further, at least in NZ, 
access to a GP is still limited for many. Second, 
many GPs in this study were not clear about the 
legitimacy of their role in alcohol health promo-
tion. This may be in part because alcohol is seen 
as a social problem and its discussion therefore 
invokes social stigma rather than health issues. 
Third, while there is good evidence of effective-
ness for GP intervention, many of the GPs in 
this study were unaware of, or did not believe, 
the evidence. The brief time required and the 
fact that brief interventions may be even more 
efficacious than specialist treatment9 are mes-
sages that GPs need to hear. This research also 
confirms and extends earlier research on barriers 
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to progress in this area.10 GPs in the study 
provided advice about the support that would 
assist them.

This is a small qualitative study; hence, the find-
ings are not generalisable. However, the sample is 
similar to the NZ GP population and findings are 
consistent with previous NZ research10 and other 
research internationally.18,19 The response rate 
of 58% may have introduced some bias, as most 
of those who declined cited time constraints. It 
is possible that these are the GPs most likely to 
spend time with patients discussing issues such 
as alcohol use, and that this study therefore 
underestimates the extent that alcohol issues are 
addressed in general practice. Regardless, this re-
search suggests that a substantial number of GPs 
in NZ may not routinely address alcohol issues 
with their patients.

Conclusions

GPs in the current study rarely discussed alcohol 
use with their patients and most did not do so 
unless the level of drinking was significantly 
impacting on health. GPs thought that discuss-
ing alcohol use was important although they 
were less clear as to their role in this. These 
findings challenge the concept that GPs are well 
positioned to deliver community-based alcohol 
screening and brief intervention. There are unre-
solved societal, organisational and interpersonal 
barriers which deserve further exploration if GPs 
are to provide primary intervention to reduce 
alcohol-related harm. 

First is the need to legitimate the role of GPs in 
this arena, both in the minds of the public and 
with GPs. A social marketing campaign that 
promotes the health effects of alcohol misuse 
and the assistance GPs can provide may encour-
age patients to approach their doctor, and give 
GPs more confidence in raising the issue without 
concern that they were intruding in patients’ 
lives. Second, consideration could be given to 
how primary care is organised to promote alcohol 
health promotion, for example in terms of acces-
sibility, funding models, time with patients, the 
place of screening, and screening prompts. Third, 
GP training should build the skills of individual 
clinicians including stressing the efficacy of brief 
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intervention and building their confidence to 
undertake it. Addressing these issues will better 
equip GPs to help their patients reduce harm 
from alcohol misuse. Urgent action is needed if 
we are to stem the increasing harm from alcohol. 
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