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ABSTRACT

Phase T of the newly adopted WHO European Alcohol Action
Plan includes among its objectives the strengthening of the
contribution of primary health care to the prevention and
management of the harm caused by alcohol. A WHO Work-
tng Group was convened to consider how this might be done
and what role the primary care physician might play. The
Group discussed research findings that suggest the usefulness
of brief interventions by physicians in the primary health
care setting, and proposed a model for intervention based
on the levels of patients’ alcohol consumption, The Group
also discussed bammiers to effective intervention and sug-
gested strategies for overcoming them. Finally, the Working
Group listed 12 competences needed by primary health care
providers, suggested a number of important tasks at various
levels and made recommendation on the education and train-
ing of primary health care physicians for their new role.
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INTRODUCTION

The European Alcohol Action Plan was adopted by the Regional

Committee for Europe in September 1992. Phase I of the Plan has four

objectives, one of which is to strengthen the contribution of health care

systems, and particularly primary health care, to the prevention and

management of the harnmn caused by alcohol use. The Working Group

was convened to consider the role of primary health care in this cask.
The specific objectives of the Working Group were:

— to clarify the role of primary health care (or general practice)
settings in the prevcntmn and management of the harm done by
alcohol use;

— to review the barriers to prevention and health promotion

activities in these settings; and
- to consider strategies for increasing their capacity for prevent-
ing and managing the harm done by alcohol use.

The Working Group comprised 12 experts from 8 European Mem-
ber States, 3 from Australia and Canada, 2 representatives of non-
governmenial and other organizations, 5 observers and staff of the
WHO Regional Office for Europe. The participants included research-
ers, general practitioners, traipers, representatives of professional
organizations, and people responsible for implementing policies and
programmes on alcohol. The working papers and the participants are
listed in Annexes 1 and 2, respectively.

DiscussiON

Why focus on primary health care physicians?

Although the Working Group focused on the primary health care
physician (or general practitioner), it clearly recognized that the other
members of the primary health care team, where they exist, may have
an equally valuable rele to play.




In many countries, primary health care physicians are the most
numerous and easily accessible of all medical practitioners. They often
have access to a wide range of support and specialist networks within
a country’s health care system. About 80% of their patients consult
them annually. Empirical evidence suggests that patients have a high
level of acceptance of advice from their primary health care physician,
People with alcohol problems are known to make more use of primary
health care services than the remainder of the population,

The early diagnosis of drinking problems in the primary health care
setting could not only resuit in the immediate implementation of an
appropriate treatment regime, but also prevent the mismanagement of
physical conditions arising from excessive alcohol consumption, alle-
viate much human suffering and save valuable health care resources.
Many people seem to expect their primary health care physicians to be
concerned about issues such as aleohol and cigarette consurnption, as
partof physicians’ increasing involvement in health promotion. Forthe
patient, therefore, receiving advice on or treatment for alcohol problems
in the primary health care setting may be less stigmatizing and difficult
than receiving it in a specialist treatment centre.

Research findings

Since the late 19703, a growing body of empirical evidence has
suggested that minimal interventions can be as effective as traditional,
specialist in- or outpatient treatment in the management of alcohol
problems in clinical populations. More recently, people who receive
brief interventions from primary health care physicians have been
shown to reduce their alcohol consumption by a level significantly
greater than that of people who receive no advice about their drinking.
A brief intervention may be defined as an advisory or counselling
session designed to inform a person of the effects of excessive alcohol
consumption and to teach strategies for reducing it. These interventions
may include bibliotherapy and follow-up or monitoring sessions.

In addition, some evidence indicates that, given specialist support,
primary health care physicians can produce treatment outcomes in
clinical populations that are equivalent to those of a specialist clinic.
These studies may have some methodological problems and more




research is required to examine the effectiveness of different compo-
nents of brief intervention procedures. At present, however, the
evidence seems to suggest that interventions by physicians in primary
health care settings are effective in preventing and managing the harm
caused by alcohol use. ‘

A model for intervention

A potential framework for primary health care intervention can be built
using a model that views alcohol consumption as a health risk factor.
This model proposes that the more a person drinks, the greater his or her
risk of developing a drinking problem or becoming dependent on
alcohol. Table 1 shows the framework for intervention,

Table 1. A model for intervention

Risk lavel Aole of primary
{Target intervention  health care
population) physiclan
Low Primary Haalth promation
(People with prevention Advocacy
low consumption) ’ Rola mode!
Elevated Brief Identification
{People with imarvention  Assessment
hazardous, harmful ‘ Brief counselling
consumption) Follow-up
Substantial Specialized  Idantification
(People dependent  treatment Assassment
on aicohol) Referral
Follow-up

Most people in the general population are at low risk of developing
drinking problems because their consumption of alcohol is low. Never-
theless, people can obviously move from one risk level to another. To
maximize the number of people remaining at the low-risk level, primary
health care physicians could take a proactive, primary prevention
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approach towards alcohol use by this sector of the population. Thus, the
physician might become involved in health promotion activities related
to alcohol and drinking. It is now widely recognized that dependent
drinkers cause less alcohol-related harm to society than people whose
hazardous and harmful levels of consumption put them at elevated risk
of developing alcohol problems. These people should be the principal
target of brief interventions conducted in the primary health care setting.
Nevertheless, primary health care physicians also have arole in helping
people who are at substantial risk of alcohol problems because of their
dependence on alcohol. For example, the physician might recognize
when specialist treatment is required and refer the patient to an
apprepriate source of help.

The value of this model lies in the fact that it outlines a possible role
for the primary health care physician in relation to each risk level of
conswmption. In addition, countries can draw on and develop different
parts of the model in accordance with the current structure, nature and
functions of their primary health care systems. Further, the model
highlights the proactive as well as the reactive role of primary health
care physicians in the prevention and management of alcohol problems.

Barriers to effective involvement

A number of barriers can be identified to the prevention and manage-
ment of alcohol problems in primary heaith care settings. The Working
Group acknowledged the differences in the structure of primary health
care services and expectations of the duties of primary health care
physicians in different countries. Nevertheless, the barriers in countries
seemed to share many similarities. The barriers are both attitudinal and
practical in nature, and they appear to stem from at least three sources:
the primary health care physician, the patient and the organizational
practices or structure of the primary health care system.

Primary health care physicians, for example, may have difficulties
in defining levels of risk, diagnosing alcohol problems in the absence
of alcohol-related harm and presenting their diagnosis to patients. They
may lack motivation to manage alcohol problems, believing that they
have neither the knowledge nor the skills required. Concepts of the
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nature of alcohol problems, the legitimacy of a proactive role and
traditional medical models of successful treatment cutcome may also
serve as barriers to treatment. Patients, on the other hand, are often
unwilling to ask the primary health care physician for help with alcohol
problems, preferring help with related problems. Patients may doubt
the appropriateness of treating alcohol problems in the primary health
care setting and the qualifications and competence of primary health
care physicians todo so. Organizational barriers may include the heavy
workload of the primary health care physician and support siaff, time
constraints and financial discentives.

Members of the Working Group highlighted the importance of
conducting more research at the local level to identify additional
barriers to treatment in countries or regions. It was suggested that this
research examine issues of both process (attitudes and beliefs) and
outcome (what actually happens in the primary health care setting).

Strengthening primary health care setting involvement

Strategies for strengthening the involvement of primary health care in
preventing and managing alcohol problems obviously need to be
tailored to suit individual countries and health care systems.
Nevertherless, some general strategies for addressing structural, profes-
sional, educational and support issues can be identified.

In relation to structural issues, many countries appear to need to
review policies on the renumeration of primary health care physicians
and teams and their work with alcohol problems. In addition, countries
need to clarify the extent to which national/federal and local govern-
ments, professional organizations and, where applicable, insurance
companies have the power todeterming the nature of the alcohol-related
services that can be provided in primary health care settings. Many
primary health care physicians seem to be unhappy when outside
agencies impose additional duties on them without prior consultation.

Overcoming what might be called the professional bamriers to
treatment means implementing strategies to resolve existing concep-
tual, attitudinal, motivational and practical sumbling blocks. Thus, for
example, it is fundamental that primary health care physicians be
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convinced, perhaps through wider dissemination of research findings,
of their ability to deal with alcohol problems. Greater motivation would
result from the modification of the traditional medical model’s defini-
tions, which equate successful treatment outcome with a cure, in favour
of those that equate success with gradual improvements in drinking
behaviour and attitudes. To encourage primary health care physicians
to play a greater role in preventing alcohol problems, alcohol-related
interventions should be integrated with interventions that already
address other lifestyle problems (such as high blood pressure and poor
diet). Clearer gnidelines for defining risky levels of alcohol consump-
tion and diagnosing alcohol problems would aid primary health care
physicians in their task, as would the introduction of targets and
minimum standards of competence for them to achieve.

In addition to strategies aimed at increasing professional commit-
ment to addressing alcohol problemns, other strategies should address
medical practitioners’ need for more training and education on alcohol
and alcohol-related problems. In some countries, core modules on
alcohol and its effects are already part of training schemes for medical
students and primary health care physicians. Such modules should be
introduced on a wider scale. Initiatives of this kind should aim not only
to improve knowledge about the physical, psychological and social
consequences of alcohol use but also to impart practical skills in
diagnostic, assessment and case management procedures, Future
training and educational programmes should be monitored and assessed
for their effectiveness.

Finally, issues of the help available to primary health care physi-
cians in their new role must be addressed. First, a review should be
made of the nature and extent of support available to primary heaith care
physicians from within the health care system (such as specialist
suppert), from community organizations and departments of local and
national/federal government. The resulting information would form the
basis for constructing strategies for improving supportand intersectoral
collaboration, if needed.

In general, strategies designed to strengthen the involvement of
primary health care in the prevention and management of the harm
caused by alcohol use should display at least three important character-
istics. Rather obviously, such strategies must be able to be implemented
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atthe local level; they should reinforce one another and, when possible,
they should be framed so as to conform with current medical practices
and beliefs. They should not appear either too novel or too theaténing
to people working in primary health care.

OUTCOMES

The meeting of the Working Group had three immediate outcomes.

First, the Group listed 12 competences that primary heatth care
physicians and teams need for the successful management of patients’
potential or established alcohol problems. These include acquiring
knowledge about alcohol and its effects and appropriate diagnostic and
clinical skills, and developing the ability to chose and implement
appropriate intervention and care plans. Each physician or feam
member should have:

(@) a knowledge of the prevalence of hazardous and harmful
alcohol consumption, and of related physical, psychological and
social problems;

(b) a2 knowledge and appreciation of the effects of patients’
alcohol problems on their partners and families;

{¢) an awareness of his or her attitudes to alcohol;

(d) the ability to identify the various physical, psychological and
social indications of a drinking problem;

{€) the ability to communicate accurate information on alcchol
and alcohol-related problems in an appropriate context, to patients
or their relatives;

(A the ability to distinguish between low-risk, hazardous/harm-
ful and dependent levels of alcohol consumption;

(g) the ability to manage the physical consequences and compli-
cations of acute intoxication;

(k) the ability to take an accurate drinking history;

1




(i) the ability to recognize signs of alcohol-related disease;
() the ability to interpret laboratory results accurately;

(k) theability to choose an appropriate management plan, that is,
brief advicefintervention or referral to appropriate colleagues or
clinics; and

() theability to direct and manage patient detoxication at home.

Second, the Working Group suggested tasks to be accomplished at
the. individual, local and national levels and Region-wide (Table 2).
These tasks are concemned with:

— the interest and motivation, knowledge and skills of primary
health care physicians; and
— patients’ risk of alcohol problerms.

Taking the example of patient risk, at an individual level one might
expett the primary health care physician to record risk levels for each
of his or her patients, while at a European level one might hope to see
the establishment of databases giving information on consumption per
person and statistics on alcohol-related mortality and morbidity.

Third, the Group made recommendations on training and education
on alcohol and alcohol problems for adoption by medical colleges or
faculties of general practice in the Region. These recommendations are:

J

(a) list the objectives of educational and training programmes
{h) describe the context for such programmes

()} broadly outline their contents

(d) highlight the need for amultidisciplinary approach to training.

1. Education and training should develop in primary health care
physicians the knowledge, skills and attitudes needed to deal with
alcohol and alcohol-related problems.

{

2, Teaching on alcohol and alcohol-related problems should be in-
cludt';d in medical education for general practice at all levels:




undergraduate education
postgraduate training for general practice
continuing medical education.

3. Atthe undergraduate level, such teaching should be coordinated by

academic departments of general practice andfor public health, where
they exist,

4. Education and training programmes should impart:

an understanding of the behavioural and social determinants of
alcohol use and alcohol-related problems;

a knowledge of the medical, psychological and social conse-
quences of alcohol use, and their diagnosis and management;

an understanding of the role of the individual, family, commu-
nity, medical and related professions, and government dealing
with alcohol problems; and

aknowledge of the principles and methods of health promotion,
disease prevention and screening.

5. A multidisciplinary approach should be advocated at all educational

levels,

6. Physiciansshould gainanunderstanding of the need for intersectorat
collaboration in the prevention and management of alcohol-related
probleris.

7. Educationand training programmes should be based onthe findings
of up-to-date research.
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Table 2. Tasks at various levels in tha prevention and management
of the harm caused by alcohol use

Primary health care physician (PHCP)

Lavel  interest Knowladge, Infermation on patient
and skills and risikprevalence
motivation behaviour of alcohol problems

Individual 1. Ask the PHCP: 1. Ask the PHCP: 1. Ask the PHCP:
"Are you interested "Do you routinely assess Do you record risk
in undanaking risk pationts’ risk of alcohal  levals {low risk;
assessrnent with your problems?" hazardous/harmful;
patients?* . dependent) for al

patients’ alcohol
consumption?”
2. Ask tha PHCP; 2. Maka a case
"If you had the scenario assessment
opportunity, would you of the PHCP's ability
ke interasted in improving  to diagnose alcohol
, your work on patients’ praoblems
" usgeof alcohol ¥

Local 1. Datermina the 1. Determina the 1. Estimata the

percantage of PHCPs percantage of PHCPs percarage of all

angwering “yas'/"mayba®/ answering “yes'/'maybe’/ PHCPs' patients at

Y e o the questions "no” to question 1 above
above
2, Meagure performance
OR case scanario
1
National 1. Calculate the 1. Where possibla,

percontage of FHCPs in  estimate the percentage

aach risk level

1. Estimate alcohol
consumption per

country who answer *yes®/ of PHCPs who spacialize person

"mayba"/"no" to the intreating alcohol
questions above problems

2. Fstablish whether 2. Discover whather
PHCP professional medicai training includes
organizations have policy  mandatory or optional
staternents on alcohal alcohol education

and the WHO European

Alcohol Action Flan

3. Datermina the
parcantage of PHCPs
who routinely assess
pationts’ risk of alcohol
problems

2. Establish nationat
databases on: alcohol-
ralated mortality
morbidity and traffic
accidents, and
cirrhosis of the liver

3. Detarmina tha
percentage of the
population at risk
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Table 2. (contd)

European 1, Determine tha 1. Determine the 1. Establish Eurcpean
Region  number of countrias percentage of countries  databases on
that support the WHO with mandatory or gonsumption par
Action Plan optional alcohol perscn and mortality/
education in medical rnarbldity statistics
training
2. Determina the
percentage of PHCP
professional
organizations with &
poficy statement on

aloohol
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General practice involvementin alcohol misuse: dynamics
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Training of general practitioners, by 5. Feselmager and
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R




i4

Annex 2

LIST OF PARTICIPANTS

Temporary Advisers

Dr O.G. Aasland
Project Director, Norwegian Medical Association, Lysaker, Norway

Dr W, Beiglhéick
~ Anton-Proksch-Institut, Stiftung Genesungsheim Kalksburg, Vienna,
Austria ‘

Ms Mary-Alison Durand
Addiction Research Unit, Institute of Psychiatry, London, United Kingdom

Dr P, Evans '
Honorary Secretary, Intemational Committee, Royal College of General
Practitioners, Bury St Edmunds, United Kingdom

Dr M. Fodor
Director General, Hungarian Institute of Family Medicine, Budapest,
Hungary
!

Dr H.L. Hoeksema
Coordinator, Leiden Alcohol Project, Department of General Practice,
Leiden University, Leiden, Netherlands
1

Dr R: Mader

Direktor, Anton-Proksch-Institut, Stiftung Genesungsheim Kalksburg,
Vienna, Austria

Dr J. Morawski
Assistant Professor, Department of Studies on Alcoholism and Drug
Dependence, Institute of Pgychiatry and Neurology, Warsaw, Poland

Dr AJ. Pires Preto
Regional Centre for Alcoholism, Coimbra, Portugal




15

Dr Karina Pokhis
5t Petersburg Institute of Advanced Medical Stadies, St Petershurg,
Russian Federation

Mr C. Rivigre
Association nationale de prévention de I"alcoolisme (ANPA), Délégation
régionale Lorraine/Champagne/Ardennes, Vandoeuvre-lés-Nancy, France

Ms Ann Roche

Centre for Drug and Alcohol Studies, Royal Prince Alfred Hospital,
Camperdown, New South Wales, Australia

Dr B, Rush
Senior Scientist, Programs and Services Evaluation Research Department,
Addiction Research Foundation, ¢/o University of Western Ontario,
London, Ontario, Canada

Professor J. Saunders
Centre for Drug and Alcohol Studies, Royal Prince Alfred Hospital,
Camperdown, New South Wales, Australia

Professor A. Springer ' ' ’

Direktor, Ludwig Boltzmann Insmut fitr Suchtforschung, Vienna, Aus-
tria

Representatives of Other Organizations

International Council on Alcohol and Addictions

Dr A. Peter
District Health Service of Felsoszentlvan Hungary

Callege of Family Physicians of Canada

Ms Wendy L. Perkins
Coordinator, Alcohol Risk Assessment and Intervention Project,
Mississauga, Ontario, Canada




16

Observers

Dr Burian
Anton-Proksch-Institut, Stiftung Genesungsheim Kalksburg, Vienna,
Auslna

Dr F. Fischer '
Vizepriisident, Osterreichische Arztekarnmer, Linz, Austria

Mr W.C. Jungclaus
Griegstrasse 25, Hamburg, Germany

Dr Elisabeth Kremeier
Gesundheitsamt der Stadt Wien, Vienna, Austria

Br Thomas Mark
Gesundheitsamt der Stadt Wien, Referat XII, Vienna, Austria

WHO Regional Office for Europe

Dr G Almagor
Consultant, Primary Health Care

Dy P.; Anderson
Consultant, Prevention of Alcohol Abuse

|
Mrs Mailis Jepsen
Programme Assistant, Prevention of Alcoho!l Abuse

1




TARGET 17

TOBACCO, ALCOHOL AND
PSYCHOACTIVE DRUGS

By the year 2000, the health-damaging consumption
of dependence-producing substances such as alcohol,
tobacco and psychoactive drugs should have been
significantly reduced in all Member States.
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reproduced or transhued into any other lainguage, but not for sale or for use in conjunction with
commiercial purposes. The WHO name and emblemn are protected and may not be wsed on any
reproduction or translation of this document without permission.  Any views expressed by named
authors are solely the responsibility of those authors. The Regional Office would appreciate
receiving three copies of any translation,
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