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BACKGROUN DD OF THE STUDY 

Drinkingg above safe health limits is common among patients attending a hospital outpatient clinic 
withh prevalence rates from 10-20% for men and 1-7% for women.1 The consumption of more than 
144 units a week for women and 21 units a week for men can lead to a multitude of medical, 
psychologicall  and social problems and alcohol dependency. We define frequent drinking that goes 
alongg with medical, psychological or social problems as problem drinking. ~ Problem drinkers make 
moree use of health care services than the general population and cause high costs for the society.3 

Oftenn problem drinking remains unnoticed unless patients come to a medical specialist with 
severee alcohol related disorders such as liver cirrhosis, pancreatitis or reflux esophagitis. Because 
managementt of these chronic alcohol related problems is often unsatisfactory, medical specialists 
aree often pessimistic about helping patients with an excessive alcohol use. 

Variouss studies, mainly performed in the primary care setting, have demonstrated that early 
stagee problem drinkers identified by screening reduce alcohol consumption after a brief alcohol 
intervention.. " Brief interventions are not a type of treatment but a category of interventions with 
generall  characteristics that give them conceptual coherence.11 Most comprise assessment, advice, 
andd counselling with educational elements and possibly the handing over of self-help manuals or 
otherr forms of written information. Professionals other than specialists in substance misuse may 
deliverr the interventions, most of which are aimed at moderate or harm-free drinking as opposed to 
totall  abstinence. Brief interventions can be used both to influence drinking behaviour directly and to 
facilitatee referral to more intensive treatment. In the medical setting these interventions are often 
opportunistic;; patients with non-alcohol related problems are screened and problem drinkers are 
offeredd the intervention. 

Brieff  interventions can not only reduce alcohol consumption but also reduce alcohol related 
problems,6'12'^^ serum gamma glutamyltransferase,6'14'13 days of sickness,6'16 mortality, '7 and they 
cann lead to referral for more intensive treatment.6'1' 

Thee most influential study on the effectiveness of brief alcohol interventions in the medical 
settingg is the World Health Organisation randomised clinical trial of brief interventions in primary 
healthh care.18 This study showed that there was a significant effect of simple advice and brief 
counsellingg on reducing alcohol consumption, especially among males. 

Thee question arises whether screening and brief alcohol intervention could be effective and 
usefull  in the routine practice of the hospital setting too. 

Screeningg and brief alcohol intervention in the hospital setting 
Althoughh medical specialists can detect problem drinking easily if patients suffer from advanced 
physicall  complications of alcohol use, identification of the much larger group of problem drinkers 
withh less advanced alcohol related complications such as hypertension, abdominal discomfort, 
sleepingg disturbances, gastrointestinal upset and a variety of psychosocial problem is less easy. 19'20 

Screeningg of all incoming hospital patients on problem drinking could facilitate early recognition. 
Nott much is written about the effects of brief alcohol interventions in the hospital setting. 

Yet,, the hospitals' outpatient clinics could be an useful setting for brief alcohol interventions. In the 
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Netherlandss and most other European countries the hospitals including specialised somatic 
outpatientt clinics only treat referred patients. This may lead to bias towards patients with more 
severee conditions and diseases than in primary care, and enables medical specialists to use stronger 
argumentss when the conditions and diseases may be related to alcohol. The severity of patients' 
conditionss and disorders combined with the awareness that they are alcohol related might enlarge 
patient'ss motivation to change. Moreover many patients regard medical specialists in the hospital 
settingg with more authority than the providers of primary health care. 

Brieff  alcohol interventions in medical practice 
Evidencee that brief interventions among drinkers above health limits can work does not mean they 
dodo actually work in practice.21 The integration of regular alcohol screening and interventions into 
everydayy practice is subject to debate. This debate flared up after Beich and colleagues published 
thee negative experiences and sceptical opinions of general practitioners who had to screen problem 
drinkingg and tried to provide brief interventions. " 

AA relevant point raised in the debate concerns the distinction between the effect of brief 
alcoholl  interventions measured under optimal conditions and the effects of brief alcohol 
interventionss under the real-world conditions of routine care. Although trials performed under 
optimumm conditions provided relevant evidence for their effectiveness, trials performed under real-
worldd circumstances in the primary care setting showed less obvious beneficial effects for brief 
interventions.23"255 So, if we would like to study the effectiveness of a brief alcohol intervention 
amongg hospital patients carefully, also the application of this intervention in the routine hospital 
practicee should be taken into account. 

Drinkingg too much alcohol is only one of the risk behaviours that negatively influences 
patients'' medical conditions. Other important risk behaviours such as smoking, poor physical 
activityy and dietary habits are associated with diabetes mellitus and cardiovascular diseases.26"29 

Thesee risk behaviours can also be modified by brief interventions.j0j l Since hospital patients can 
havee medical conditions related to different lifestyle behaviours, it seems worthwhile to implement 
aa broader lifestyle intervention adapted to the type of history taking where medical specialist are 
accustomedd to. In this broader intervention the alcohol intervention is one of the options. 

AIM SS AND OUTLIN E OF THI S THESIS 

Thee purpose of this study is to examine the effects of brief alcohol interventions among patients in 
thee hospital setting. Two research questions are formulated: 
1.. Are brief interventions for problem drinking effective in the hospital setting? 
2.. How to optimise brief interventions for problem drinking in the hospital setting? 

Inn Chapter 2 we present a systematic review of studies in the literature on the effectiveness of brief 
alcoholl  intervention for problem drinkers in the hospital setting (both in- and outpatients). We will 
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summarisee the results of all controlled trials that evaluated an opportunistic brief intervention for 

problemm drinking in a general hospital setting. 

Inn Chapter 3 a description wil l be given of a brief psychological intervention for problem 

drinkingg which could fit well in the hospital setting: the Dutch Drinker's Check-Up (DVA) . It is a 

brieff  motivational intervention performed by a psychologist. It is proven to be effective in reducing 

alcoholl  consumption in problem drinkers in other settings. The components of the DVA are 

describedd and illustrated by a case example 

Chapterr 4 presents the results of a randomised controlled trial to evaluate the effects of the 

DVAA at an outpatient clinic for general internal medicine. Does the DVA reduce alcohol 

consumptionn and increases patients' readiness to change? 

Inn chapter 5 three case studies from patients who suffered from somatic complaints related 

too excessive alcohol use are presented. It demonstrates how medical specialists in internal medicine 

deall  with alcohol related problems. A short lifestyle intervention directed toward problematic 

alcoholl  use is described. 

Inn Chapter 6 the brief alcohol intervention is part of a broader lifestyle intervention. This 

chapterr presents a brief feedback intervention directed at more lifestyle behaviours by the medical 

specialistt in internal medicine, which has been implemented into usual (hospital) practice. The 

effectss were studied in patients with obvious lifestyle related somatic problems: outpatients with a 

highh risk cardiovascular risk profile. The prevalence of risk behaviour, the implementation of the 

interventionn and its short-term effects are presented. 

Inn Chapter 7 we describe how brief interventions for problem drinking can be optimised 

amongg hospital outpatients. Our suggestions wil l be based on relevant literature and the findings of 

thee different studies we performed. 

Chapterr 8 concludes this thesis with a discussion of our major findings. We try to give an 

answerr to the two research questions formulated. The strengths and limitations of our studies are 

dealtt with. Finally suggestions for the future are made. 
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ABSTRACT T 

ObjectivesObjectives To determine the effectiveness of opportunistic brief interventions for problem drinking 
inn a general hospital setting. 
DesignDesign Systematic review. 
DataData sources Medline, Psychlnfo, Cochrane Library, reference lists from identified studies and 
revieww articles, and contact with experts. 
MainMain outcome measure Change in alcohol consumption. 
ResultsResults Eight studies were retrieved. Most had methodological weaknesses. Only one study, with a 
relativelyy intensive intervention and a short follow-up period, showed a significantly large reduction 
inn alcohol consumption in the intervention group. 
ConclusionsConclusions Evidence for the effectiveness of opportunistic brief interventions in a general hospital 
settingg for problem drinkers is still inconclusive. 
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INTRODUCTION N 

Evidencee of excessive alcohol consumption is common among patients admitted to hospital for 
reasonss other than drinking. The consumption of more than 14 units a week for women and 21 units 
aa week for men may lead to alcohol dependency and a multitude of medical, psychological, and 
sociall  problems. Brief psychosocial interventions in general health care, either within or outside the 
medicall  hospital, can help patients to reduce problem drinking at an early stage. 

Brieff  interventions aimed at problem drinkers are not a type of treatment but a category of 
interventionss with general characteristics that give them conceptual coherence.' Most comprise 
assessment,, advice, and counselling with educational elements and possibly self-help manuals or 
otherr forms of written information. Professionals other than specialists in substance misuse may 
deliverr the interventions, most of which are aimed at moderate or harm free drinking as opposed to 
totall  abstinence. The interventions may target drinkers who consume hazardous amounts of alcohol 
orr those who exceed the guidelines for safe drinking, low or moderate dependent drinkers, or high, 
dependentt drinkers not reached by conventional treatment services. Brief interventions in medical 
settingss are often opportunistic—patients with non-alcohol related problems are screened and 
problemm drinkers are offered the intervention. 

Variouss reviews and meta-analyses have shown the effectiveness of brief interventions for 
problemm drinking.2"7 The most influential study is the World Health Organization randomised 
clinicall  trial of brief interventions in primary health care.8 Simple advice and brief counselling 
reducedd hazardous and harmful alcohol consumption by both men and women in various healthcare 
settingss and from different cultures. 

Inn all but one review the results from primary healthcare settings and general hospital 
settingss are pooled.6 In most European countries, however, these settings are structurally different. 
Generall  hospitals include specialised somatic outpatient clinics and only treat referred patients, 
whichh may lead to bias towards patients with more severe conditions and diseases than in primary 
caree and enables doctors to use stronger arguments when the conditions and diseases may be related 
too alcohol. Many patients also regard hospital specialists with more authority than the providers of 
primaryy health care. The effectiveness of alcohol intervention can therefore differ across settings. 
Wee focused on the general hospital setting. 

Thee only meta-analysis concerned with brief interventions and restricted to the primary 
healthcaree setting showed significant reductions in alcohol consumption of 51 grams a week for 
extendedd brief interventions (several visits) for women but inconclusive results for men.6 

Wee identified and summarised the results of all randomised controlled trials and other well 
controlledd trials that evaluated an opportunistic brief intervention for problem drinking in a general 
hospitall  setting to determine whether it reduced alcohol consumption. 
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METHOD S S 

Wee searched Medline and Psychlnfo databases for articles published between 1966 and 2001. 
MeSHH terms for the Medline search were "alcohol-drinking" or "alcoholism" and "inpatients" or 
"outpatients""  or "internal medicine" or "hospitals-general" or "hospitals-teaching" and 
"counselling""  or "referral-and-consultation" or "psychotherapy" or "prevention-and-control" or 
"rehabilitation""  or "therapy". DE terms for the Psychlnfo search were "alcohol rehabilitation" or 
"alcoholl  abuse" and "hospitalised patients" or "outpatients" or "medical patients" and 
"rehabilitationn counselling" or "brief psychotherapy" or "alcohol rehabilitation" or "hospital 
programs". . 

Wee searched the reference lists of relevant reviews and contacted experts by email."""''' " The 
Currentt Contents database was searched, and the Cochrane Library was searched for empirical 
studiess on the effectiveness of brief alcohol interventions in a hospital setting. 

Relevantt titles and abstracts were reviewed in a single reviewer format. Articles were 
retrievedd if they were individually randomised, cluster randomised, or quasirandomised trials and 
non-randomisedd trials with equivalent groups at baseline; they focused on an opportunistic brief 
interventionn for problem drinking; they had a control group receiving no intervention; they were set 
inn a hospital or specialist outpatient clinic; they had a psychosocial (cognitive or behavioural) 
intervention;; and alcohol consumption was the main outcome measure. 

Validit yy assessment and data abstraction 
Forr each trial we assessed the randomisation status, the blinding of those assessing outcomes, and 
thee loss to follow-up. Corresponding authors were allowed to comment on our assessment. All but 
onee replied, and the comments were assimilated into the assessment. 

Forr each controlled trial MJE extracted the number and type of patients, the type of 
interventionn and duration, the quality criteria, and the outcome measures using a structured form; 
GMSS checked the data, and any disagreements were resolved by consensus. The first or second 
authorss of the included studies were contacted to obtain additional information and any knowledge 
off  or involvement in current relevant work. The effect sizes were calculated for those studies that 
providedd the number of cases and the means and standard deviations of alcohol consumption at 
baselinee and follow-up for both intervention and control groups. 

Quantitativ ee data analysis 
Wee calculated the mean difference (95% confidence interval) in alcohol consumption as the 
differencee in outcome between the intervention and control groups. Alcohol consumption at follow-
upp was not taken as outcome but, rather, the difference between consumption at baseline and 
follow-up.. This corrected for the relatively large individual differences at baseline and the non-
randomisationn of some of the study designs. We used the standard deviations of consumption at 
baselinee and follow-up and the correlation between consumption at these two time points to 
calculatee the standard deviation of change in consumption from baseline. If the correlation was not 
provided,, we estimated it based on studies that did provide the correlation. When several brief 
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interventionss were compared with one control group, we calculated the mean difference for each 
intervention.. The study designs and study outcomes were too heterogeneous to allow pooling of 
data. . 

RESULTS S 

Figuree 2.1 summarises the process for inclusion of studies. 

Retrievedd reports (n=481) 

\ \ r r 
Studiess retrieved for more 
detailedd evaluation (n=129) 

1 1 r r 
Studiess included for 
systematicc review (n=8) 

Studiess not relevant (n=352) 

Interventionn not opportunistic 
(n=75) ) 

Interventionn not psychosocial 
(n=2) ) 

Interventionn not conducted in 
hospitall  setting (n=36) 

Dataa included in another 
articlee (n=l) 

Noo empirical data available 
(n=7) ) 

Figg 2.1 Inclusion of studies for systematic review 

Overall,, 481 articles were identified. This was reduced to 129 after screening abstracts and 
keywordss for study design. An additional 121 articles were rejected because the intervention was 
eitherr not opportunistic (75 trials), not psychosocial (2), or not conducted in a hospital setting (36), 
orr the article was a secondary publication (l).10 A further seven articles were rejected because they 
hadd no data on alcohol consumption. Eight articles remained for analysis.""18 
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Studyy characteristics 
Tablee 2.1 presents the general characteristics of the included trials. They varied in methodological 
quality,, population, intervention, people performing the intervention, and follow-up periods. 

AA total of 1597 problem drinkers were allocated to an opportunistic intervention or usual 
care.. The number of patients per trial ranged from 45 to 428. 

Threee of the trials randomised individuals and four randomised clusters of consecutive 
patientss to avoid contamination. One non-randomised, large multicentre study compared patients 
fromfrom four intervention hospitals with those from three matched control hospitals. A series of control 
measuress ensured comparability. Three studies reported blind assessment of outcome. Loss to 
follow-upp ranged from 9% to 50%, with all of the studies excluding these patients from further 
analysis. . 

Inclusionn criteria were weekly alcohol consumption, problems related to alcohol, evidence 
off  alcohol on screening, a medical record showing a history of alcohol misuse, and an increased 
concentrationn of y-glutamyltransferase. All of the trials mentioned the exclusion of patients with 
seriouss medical or psychiatric disorders. Five studies also excluded patients with a history of advice 
orr treatment for drinking problems or severe alcohol dependency. 

Poikolainenn made a distinction between very brief interventions (5-20 minutes) and 
extendedd brief interventions (several visits).6 Three trials examined the effects of very brief 
interventionss involving advice or education on sensible drinking and the health risks associated with 
heavyy drinking.15'1618In two of these interventions a booklet was also distributed.19 The extended 
brieff  interventions lasted from 30 to 75 minutes and mostly consisted of a single counselling session 
byy a professional experienced in the treatment of alcoholism, or brief alcohol related medical advice 
fromm the physician, with several follow-up sessions.1 '~14'17 

Thee interventions were performed by nurses,14"16 psychologists,1' physicians,12 combinations 
off  these,U1? or an intervention team specialised in substance misuse.18 

Triall  duration varied from eight weeks to 18 months. In addition to change in alcohol 
consumption,, outcome measures were self-reported problems related to alcohol and laboratory 
variables. . 

Quantitativ ee data analysis 
Wee linearly transformed data on alcohol intake into grams a week. In one trial that did not report on 
thee alcohol content of a unit, we assumed an amount of 10 g.16 Calculations based on 8 g and 14 g 
estimatess were also made, with no important changes to the results (data not shown). 

Tablee 2.2 presents the means and standard deviations of change in consumption for the study 
groupss and the mean differences with 95% confidence intervals. One study gave the correlation 
betweenn baseline and follow-up consumption (r=0.40).18 We used this as the estimate for the other 
studies.. Differences in effects across the studies did not seem to depend on baseline variables. 
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Forr three studies we were unable to calculate the mean difference with 95% confidence interval. 
Onee did not report standard deviations.15 Another stated that the intervention had no effect on 
alcoholl  consumption, without presentation of relevant data." The authors were contacted, but the 
dataa could not be retrieved and were therefore not provided. One study failed to collect data on 
changee in alcohol consumption in thee control group.' One study showed a significantly larger 
reductionn in weekly alcohol consumption in the intervention group (mean difference -309 g, -470 g 
too -148 g).12 The other studies found no significant effects. 

DISCUSSION N 

Evidencee for the effectiveness of opportunistic brief interventions in a general hospital setting for 
problemm drinkers is still inconclusive. In our systematic review only one study, with a short follow-
upp period, found a significant effect. " 

Strengthss and weaknesses 
Onee strength of our review is that we considered one outcome measure—change in alcohol 
consumption.. The methodological quality of the selected trials was reasonable, although most 
showedd a relatively large loss to follow-up. This can lead to attrition bias but is often unavoidable in 
addictionn research. 

Thee small number of studies precluded the exploration of reasons for heterogeneity. Only 
twoo of the trials were conducted on outpatients, and one produced clearly positive results.12'13 

Exceptt for one trial, all of those in which an experienced nurse presented the intervention produced 
onlyy small effects.15,16 The two trials involving a doctor or a psychologist during intervention 
producedd larger effects. "' 

Givenn the small number of studies and the extreme results reported in one, we could not 
determinee publication bias with a funnel plot. We tried to include unpublished work by contacting 
thee experts but cannot be sure we identified all trials. 

Otherr  studies 
Ourr results do not concur with the mostly positive results reported elsewhere for brief alcohol 
interventionss in general health care.2"5'7,8Such results may be partly due to the pooling of data from 
hospitall  and primary healthcare settings. A review of brief interventions in only primary care did 
nott show strong evidence of an effect. 

Possiblee explanations 
Thee large treatment effect in the only study reporting positive results can be explained in two 
ways.122 Firstly, a relatively intensive intervention was conducted in male outpatients with 
hypertensionn in which during every visit the physician emphasised the importance of lowering 
alcoholl  consumption to control blood pressure. Secondly, the control group was told to continue 
withh their usual consumption of alcohol, which was not the case in the other studies. 
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Thee other trials found a significant reduction in alcohol consumption in the control groups. 

Comparablee reductions have been observed in the control groups of other alcohol intervention 

studies.2'88 The reason for this is unclear. This finding can be expected as a consequence of 

regressionn to the mean,6,22'23 but may also reflect a reactive effect of the assessment.2'16,24 

Assessmentt may make patients more aware of the potentially harmful effects of alcohol 

consumption. . 

Futur ee research 
Neww randomised controlled trials using blind assessment of outcome and intention to treat analyses 

shouldd be encouraged. In particular non-assessment control groups, as in a Solomon four group 

design,, should be considered to evaluate the impact of assessment alone. 
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ABSTRACT T 

Brieff  interventions can reduce alcohol consumption and problems for early-stage problem drinkers. 

Brieff  motivational interventions are a subcategory of brief alcohol interventions, which aim mainly 

too increase the awareness of alcohol problems and enhance the motivation to change. The 

Motivationall  Drinker's Check-Up is an example of a brief motivational intervention, which consists 

off  an assessment session followed by a feedback session. The assessment tests are selected to detect 

earlyy manifestations of alcohol-related impairment. Shortly after the assessment, the drinker returns 

forr the second session, which consists of personalized feedback of the assessment results. The 

preferredd style for the feedback session is motivational interviewing, a directive, client-centred style 

whichh elicits behaviour change by helping the client to explore and resolve ambivalence, and 

appliess stage specific strategies according to the stages of change model. This chapter presents the 

Dutchh Motivational Drinker's Check-Up (DVA), an adaptation of Miller' s original Drinker's 

Check-Upp <DCU), which is shorter, more compact and follows a manual. The components of the 

Dutchh Motivational Drinker's Check-Up (DVA) are described and illustrated by a case example. 

Thee chapter also presents evidence for the effectiveness of the Motivational Drinker's Check-Up 

andd discusses implementation issues. It is concluded that the Motivational Drinker's Check-Up is a 

feasiblee and effective early intervention for problem drinkers that can be applied in a variety of 

health-caree facilities. 
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INTRODUCTIO N N 

Acrosss a diversity of cultural settings, clinical research teams have demonstrated that relatively 
brieff  interventions can have significant beneficial effects in reducing alcohol consumption and 
problems.. They involve less time than the usual intensive treatment and can be delivered by 
professionalss other than specialists in substance abuse. Brief interventions can be used both to 
impactt drinking behaviour directly and facilitate referral to more intensive treatments. Most brief 
interventionss aim for moderate or harm-free drinking rather than total abstinence. Target groups for 
brieff  intervention are hazardous drinkers who drink in excess of guidelines for safe drinking, 
problemm drinkers with low or moderate dependence, and high-dependence problem drinkers who 
aree not reached by conventional treatment services. From the literature, Moyer et al.' and Miller and 
Wilbournee " concluded that brief interventions for alcohol problems are significantly more effective 
thann no treatment, and are often as effective as more extensive treatments. According to Heather, 
brieff  interventions are not a type of treatment, but a category of interventions that are restricted to 
onee to four or more sessions of assessment, advice, and optional counselling with educational 
components,, often supported by self-help manuals or other forms of bibliotherapy.3 Interventions of 
moree than one session include a follow-up, which is aimed at repeating the advice given during the 
feedbackk session and monitoring the progress that was made subsequently. One-session 
interventionss are referred to as minimal interventions. The advice may be based on feedback on an 
individual'ss risk status, and may include setting a goal for moderate drinking or to accept referral 
forr additional help. Most brief interventions emphasize the personal responsibilities of the drinkers, 
aimm at enhancing their self-efficacy, and stress the importance of the counsellor's empathy.4 A 
subcategoryy of brief interventions, called brief motivational interventions, aim mainly to increase 
thee awareness of alcohol problems and enhance the motivation to change. An example is the 
Motivationall  Drinker's Check-Up, originated by Miller and colleagues as the DCU.5'6 This chapter 
describess this intervention and discusses its effectiveness. It presents a manual-guided version 
developedd in the Netherlands: the Dutch Motivational Drinker's Check-Up.7 

BRIEFF MOTIVATIONA L INTERVENTION S FOR PEOPLE WIT H ALCOHO L 
PROBLEM S S 

Millerr and Rollnick suggested that the primary impact of brief interventions is on motivation for 
changee and that once such motivation has been impacted, individuals may proceed to change their 
behaviourr with minimal assistance.8 The often observed evidence in favour of brief treatment over 
noo treatment suggests that brief interventions instigate natural change processes that otherwise 
wouldd not occur or would be delayed in onset. Miller and Rollnick further suggested that brief 
interventionss contain the critical conditions needed to instigate change in a substantial proportion of 
thee cases seen. The emphasis on the motivational character of brief interventions fits into the 
transtheoreticall  perspective proposed by Prochaska and DiClemente.910 They described the process 
off  changing addictive behaviours as moving from early stages of change (precontemplation and 
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contemplation),, through the determination and action stages, where the actual behaviour change 

takess place, and finally into the maintenance stage, or possibly relapse. According to the stage 

model,, there are active agents in interventions for addictive behaviours: motivational enhancement, 

self-controll  empowerment, and relapse prevention. Motivational interventions focus mainly on the 

firstfirst element: enhancing the motivation to change. Because not all people need active assistance in 

self-controlledd behaviour change and the prevention of relapse, motivational enhancement wil l 

itself,, for some people, function as an effective intervention. Brief motivational interventions can be 

carriedd out in different communication styles. Confrontational and directive styles have been used, 

ass described in Walters' review." Mille r and Rollnick, however, recommend a motivational style 

calledd motivational interviewing.8*' 2 Motivational interviewing is a client-centred counselling style 

forr eliciting behaviour change by helping clients to explore and resolve ambivalence. The style is 

distinguishedd from other approaches by being empathie, non-confrontational, and applying stage-

specificc strategies. It appraises motivation not as a stable, trait-like characteristic of a client but as 

thee result of an interaction between the drinker and those around him or her. This means that there 

aree things a therapist can do to increase motivation for change. Miller and Rollnick described four 

broadd clinical principles underlying motivational interviewing: expressing empathy, developing 

discrepancy,, rolling with resistance, and supporting self-efficacy.8 

Thee Drinker' s Check-Up 

Miller' ss Drinker's Check-Up (DCU) was derived from a health promotion model for early 

identificationn of emerging alcohol-related problems.5'6 It consists of two hours of assessment that 

yieldss several dozen objective indicators of alcohol-related problems, followed by a one-hour 

feedbackk session. Mille r and co-workers presented the DCU as a check-up for drinkers who wanted 

too find out whether their drinking was causing them any harm. The DCU was free of charge and not 

partt of any treatment program. It was intended for drinkers in general rather than alcoholics and did 

nott result in labelling or diagnosis. The check-up provides clear, objective, personal feedback with 

whichh the drinker may do as he or she pleases. 

Forr the assessment part of the DCU, specific tests were selected for their ability to detect 

somee of the earlier manifestations of alcohol-related impairment. The assessment consisted of: 

1.. The Brief Drinkers Profile, a structural clinical interview to assess drinking pattern, drinking-

relatedd lif e problems and family history, symptoms of pathological drinking, and levels of 

alcoholl  dependence.I j 

2.. The Alcohol Use Inventory, a self-report inventory that helps to identify distinct patterns of 

behaviour,, attitudes and symptoms associated with the use and abuse of alcohol.14 

3.. Collateral interviews to confirm clients' self-reports.15 

4.. A serum-chemistry battery of tests that detect alcohol's impact on bodily systems. 

5.. A battery of eight neuropsychological tests sensitive to alcohol's chronic effects on the brain.16 

Thee content of the assessment package is not fixed, however. Other valid measures of alcohol use 

andd its consequences can be included. The instruments are administered in a straightforward, 

objective,, and friendly manner, carefully following the instructions in the test manuals. No 

interpretationn of results is given at the time of the assessment. 
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Followingg the assessment, all tests are scored; the serum sample is assayed; and a summary 
evaluationn is prepared. The drinker's scores on all dimensions are displayed within normative 
rangess to inform the drinker about his or her position relative to the general population, or to a 
populationn of alcohol-impaired individuals. 

Withinn a week of the assessment, the drinker returns for a personalized feedback session. A 
personall  profile of the results measured during the assessment is presented orally, and the client is 
givenn a written explanation of the results to take home. A personalized blood alcohol concentration 
tablee is also provided.17 The information is presented as objective data, but the focus is on the 
client'ss own concerns and reactions rather than the counsellor's interpretations. At the conclusion of 
thee feedback, the drinker's overall reactions to the information are determined. 

Thee content of the last part of the DCU's feedback session depends on where the client is in 
thee process of change. Precontemplating clients are not yet considering the possibility of change. 
Theyy need the information and feedback to raise awareness of the problem and the importance of 
change.. Drinkers enter the contemplation stage when they become aware that there is a problem. 
Thiss stage is characterized by ambivalence: the contemplator both considers change and rejects it. 
Oftenn people in this stage are responsive to the DCU. For such clients, personal feedback from the 
check-upp should be emphasized but also information and advice should be offered about the 
possibilitiess and desirability of behaviour change with or without help. If the client is in the action 
orr determination stage, he or she is considered to be motivated to change and will take action or 
returnn to contemplation. The counsellor's task with clients in this stage is to help them find a change 
strategyy that is acceptable, appropriate, and effective. Information and advice about the possibility 
andd desirability of professional help are given. 

Applicationss of the DCU 
Accordingg to its developers, the DCU can be applied in a variety of settings and for several different 
purposes.. Firstly, it can be used as part of routine health-screening procedures in hospitals and 
medicall  practices. Secondly, the DCU provides a comprehensive range of information appropriate 
forr use in matching patients with optimal treatment approaches and is also applicable as an 
assessmentt procedure for clients, such as drunk driving offenders, who are mandated to receive 
treatment.. Further, the DCU can be advertised to the general public as a method for discovering 
whetherr or not one's drinking is having detrimental effects. Finally, the DCU provides a wealth of 
individuall  patient data that can be useful in outcome assessments. 

Thee DCU formed an important element in Motivational Enhancement Therapy (MET),18one 
off  the three treatment modalities evaluated in Project MATCH.19 The four-session intervention did 
nott guide clients through recovery, but employed motivational strategies to mobilize their own 
changee resources. The first session of MET was organized as the DCU feedback session, presenting 
clientss with selected data collected in the Project MATCH research assessment battery. MET is 
moree extensive than the DCU, with three more counselling sessions, and with a significant other 
usuallyy being involved. MET used a manual for all sessions, and included a Personal Feedback 
Report,, a written statement with feedback data. 
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Marlattt and colleagues have recently developed BASICS, a motivational module for 
problemm drinking college students.20-21 This is an individualized, manual-guided assessment and 
feedbackk intervention delivered in two 50-minute sessions, with referral to substance abuse 
treatmentt for those requiring services beyond the two sessions. Several studies have demonstrated 
thee effectiveness and efficacy of BASICS with high-risk college students.21"24 

THEE DUTCH MOTIVATIONA L DRINKER S CHECK-UP 

Modelledd after the DCU, the Dutch Motivational Drinker's Check-Up (DVA; Doorlichting, 
Voorlichtingg Alcoholgebruik) was developed by Schippers, Brokken, and Otten in I994.7 The DVA 
differss from the DCU in that the DVA is shorter, more compact, and fully manual-guided. The 
manuall  is detailed, and includes three DVA instructional videotapes. The first tape gives instruction 
onn motivational interviewing; the second one gives an overview of the DVA; and the third gives 
instructionn on the DVA feedback procedure. No blood tests are included, as in the original DCU, 
becausee psychologists in the Netherlands are not allowed to interpret medical tests. The 
neurologicall  tests are more selective and finer-tuned than in the original DCU. Feedback is given in 
thee form of bar graphs, comparing the subtest results with each other. Data for the feedback are 
presentedd in a Personal Feedback Report. After the DVA face-to-face contacts, the counsellor sends 
aa personal letter to the client, summarizing the results, including the data that had been fed back to 
thee client, the conclusions drawn, and the advice given. 

Protocoll  of the DVA 
Thee different elements of the DVA are illustrated here with a case example. For each element, short 
descriptionss of the assessment phase and feedback phase are presented consecutively. 

CaseCase study: Peter 
PeterPeter is a 50-vear-old man. The internist advised him to reduce his alcohol consumption after a 
consultationconsultation for pain in his upper abdomen. He had never sought help for alcohol problems before 
andand was in the early contemplation stage. Because on the hospital ward a counsellor was available 
whowho could deliver the intervention, the internist recommended that Peter participate. 

Thee counsellor began with a short introduction: 

"I"I  would like to follow a procedure to look at the role that alcohol plays in your life. We will  meet 
twotwo times. The first time we will  discuss your drinking behaviour. There are some questionnaires 
forfor you to complete, and I would also like to test your skill at certain tasks. During our second 
appointment,appointment, we will  discuss the results of the earlier meeting, and you will  receive a written report 
ofof the results. It is up to you to decide what, if anything, you want to do with the feedback that you 
areare given. Is the procedure clear to you? Do you have any questions? Do you want to take part?" 
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DemographicDemographic information (Interview) 
Thee procedure starts with the counsellor's recording a few of the person's demographic 
characteristics,, such as gender, age, education, weight, and names of medications taken. 

AlcoholAlcohol use (Interview) 
Assessment.Assessment. Alcohol use is assessed by several questions concerning the person's current 

andd past drinking behaviour. The timeline follow-back (TLFB) technique is used to assess quantity, 
frequency,, and location of drinking.25 Detailed information is first collected about drinking during 
thee prior week. A typical drinking week is also analyzed to establish a representative quantity and 
frequencyy of alcohol use. Further questions are asked about highest alcohol consumption ever, 
periodss of excessive drinking in the past, and contacts with treatment services. 

Feedback.Feedback. The counsellor discusses with the client the number of standard drinks per week 
thatt the person consumes and his or her estimated blood-alcohol levels (BALs). A table is used to 
illustratee the meaning of BALs. If the client does not experience the effects that normally occur at 
particularr BALs, the phenomenon of tolerance to alcohol can be discussed. 

C:C: You remember that during the assessment part of the DVA we went through a typical week of 
drinkingdrinking f or you. After the assessment, I added up how much you usually drink in a week. It came 
outout to about 50 standard drinks a week. One "drink " is a standard size glass of beer or wine, or 
aboutabout a 33 millilitre  serving of spirits. What do you think about that? 
P:P: It seems like a lot. I never really added it up before, but I don't think of myself as a heavy 
drinker. drinker. 

C:C: You are surprised. 
P:P: Yes, I didn't think it would be that much. 

C:C: We also estimated your blood alcohol levels based on your drinking patterns. The estimate is 
thatthat you reach .25 g/ml. In the table you can see that at this level people usualtv feel that they are 
intoxicated. intoxicated. 

P:P: But I don't ever feel that drunk. How is that possible? 

C:C: It's common for heavy drinkers not to feel their alcohol like other people do. This is called 
tolerance.tolerance. You can have a fairly high blood alcohol level, enough to affect your driving and even to 
dodo damage to your internal organs, without feeling intoxicated. 

C:C: Now let's look at the blood-alcohol level you reach when you drink the heaviest. Your level gets 
asas high as .30 g/ml. 

FamilyFamily history (Interview) 

Assessment.Assessment. To get an impression of whether the person has a family history of alcohol 
problems,, he or she is asked to describe the father's, mother's, and partner's drinking, by placing 
eachh of them into a drinking category. By sorting cards, the client assigns each person to one of the 
followingg categories: abstainer, light drinker, moderate drinker, heavy drinker, problem drinker, or 
alcoholic.. To assess genetic risk factors, the client is also asked about alcohol problems in other 
biologicall  relatives. 
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Feedback.Feedback. When none of the family members is described as having had alcohol problems, 

itt can be explained that it is unlikely that the drinking problem is genetically determined. This 

usuallyy means that heavy drinking patterns did not occur early in lif e but were acquired later. When 

theree is evidence for alcohol problems in the family, the implications that this might have for the 

person'ss own drinking in the future are discussed. 

C:C: You told me your father had some drinking problems. 

P:P: Yes, he was a real alcoholic, which was terrible for my mom. After he lost his job, he would 

spendspend long hours in the pub every day. And sometimes I am afraid I will  become like him. 

C:C: How does your drinking seem like your father's ? 

P:P: Lately, there have been some times when I was late getting to work, because J was drinking too 

muchmuch the night before. And sometimes I can't concentrate on my work very well. 

DrinkingDrinking  styles in the social environment (Interview) 
Assessment.Assessment. The drinker categories are used in two other ways. First, a drinking style is 

assignedd to the person. Second, the categories are used to determine the client's perception of the 

drinkingg style that important other people assign to him. Making use of the same Q-sort, clients also 

choosee a drinker category for themselves, and are asked which category the partner, a best friend, 

andd most people who know them would choose. 

Feedback.Feedback. Clients' own perception of their drinking is compared with the imagined 

perceptionss of other people. If there is a discrepancy between the two sets of perceptions, clients 

mightt be concealing their drinking from other people, and the meaning of hiding one's drinking can 

bee discussed. 

C:C: You think that your best friend would describe you as drinking less than you actually do. P: Yes, 

that'sthat's right. I would call myself a heavy drinker, but 1 think my best friend would say that lama 

moderatemoderate drinker. 

C:C: So vow best friend doesn 7 know how much you drink? 

P:P: No, he knows I like to drink beer, but most of the time he is not there when 1 am drinking. 

StructuredStructured diagnostic interview for alcohol dependence (DSM-IV) 

Assessment.Assessment. With this semi-structured diagnostic interview, the diagnosis of alcohol abuse 

andd alcohol dependence according to the DSM-IV criteria,26 can be established. Alcohol abuse is 

describedd as a destructive pattern of alcohol use, leading to significant social, occupational, or 

medicall  impairment. Important criteria for the diagnosis of alcohol dependence are: alcohol 

tolerancee (the need for increased amounts of alcohol to achieve intoxication or diminished effects 

withh continued use of the same amount of alcohol), alcohol withdrawal symptoms (such as 

sweating,, rapid pulse, increased hand tremor, and insomnia), and loss of control over or 

preoccupationn with drinking. 

Feedback.Feedback. Feedback about having or not having a diagnosis of alcohol abuse or dependence 

cann easily be experienced as a demotivating form of labelling. In some cases, however, it can have a 
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motivatingg effect. In cases where the client is seriously wondering whether or not he or she is an 
alcoholicc or in cases where such a diagnosis has been made, an open discussion with concrete 
answerss given non-judgmentally can be reassuring. 

Alcohol-relatedAlcohol-related problems and consequences (Q-Sort) 
Assessment.Assessment. Information is gathered about current life problems by having the client sort 18 

cardss depicting a variety of these problems. The clients select those cards with life problems that 
pertainn to them, and rank these cards in terms of their importance. The influence of alcohol use on 
thee selected and ranked life problems is identified. For each alcohol-related life problem, the client 
iss asked if drinking alcohol preceded or followed the life problem, or both. 

Feedback.Feedback. In the feedback session, current life problems and their possible relationship to 
drinkingg alcohol are discussed. For each of the problems, whether alcohol-related or not, the client 
iss asked about any prior sources of help, professional or otherwise. The counsellor then assesses 
whetherr the help was adequate. For unresolved mental health problems in particular, clients are 
advisedd to visit a professional counsellor. 

C:C: You mentioned different problems that are occurring in your life. The problem that concerns you 
mostmost is your physical health, especially the problems with your stomach. 
P:P: Yes, I'm really worried about my stomach. Sometimes the pain is unbearable. 
C:C: You also told me a week ago that the stomach problems are related to your drinking. Can you 
telltell me more about it? 
P:P: Sometimes when my stomach is hurting so badly, I take a drink to relieve the pain. 
C:C: Does it give you relief? 
P:P: Yes, at first but after a while the pain comes back even worse than before. 

C:C: So the drink can relieve the pain in the short-term, but in the long-term it makes the problem 
worse? worse? 
P:P: Yes, I 'm afraid that's right. 
C:C: What conclusion would you draw from this? 
P:P: Drinking seems to be bad for my stomach. 

NeuropsychologicalNeuropsychological tests 
Assessment.Assessment. Feedback of impairment in neuropsychological functioning that is possibly or 

probablyy related to excessive alcohol use can provide a potent motivational boost, because such 
informationn is new to the person and not available from his or her ordinary daily experiences. In the 
DCUU Miller, Sovereign and Krege5 used the Wechsler Adult Intelligence Scale (WAIS)27 and 
subtestss of the Halstad-Reitan28 to assess neuropsychological functioning. The selection of these 
testss was based on a review of the literature on neuropsychological impairment and brain damage in 
alcohol-dependentt patients as assessed by different psychological tests.16 Miller and Saucedo sought 
too find combinations of tests of neuropsychological functioning that would reflect excessive alcohol 
use.. They wanted to compile a test battery comprising pairs of subtests, one of which was alcohol-
sensitivee and the other alcohol-insensitive. Alcohol-sensitive subtests were defined as those on 
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whichh people with alcohol dependence score lower than comparable non-alcohol-dependent people. 
Alcohol-insensitivee subtests were those unaffected by alcohol use. 

Forr the DVA, an updated selection of such tests was made using data from Dutch patients. 
Existingg test results were reviewed from a total of 359 patients with a primary diagnosis of alcohol 
dependence.. The information included demographic characteristics, drinking history, and scores 
fromm a variety of tests for which normative scores on non-alcoholic populations were also available. 
Thee tests included the WA1S (Dutch version), Trail Making Test (subtest of the Halstad Reitan; 
Dutchh version), and the Stroop Color-Word Test (which tests concentration and attention; Dutch 
version).. Three pairs of subtests were identified as appropriate for use in the DVA, because 
alcoholicss perform differently on these subtests from non-alcoholics, i.e., on one subtest from each 
sett alcoholics matched for age and gender perform the same as non-alcoholic normative samples, 
whereass on the other subtest alcoholics perform markedly lower than normative groups. The groups 
off  subtests administered to the clients were the Similarities (alcohol-insensitive) and Digit Symbol 
(alcohol-sensitive)) portions of the WA1S; Part A (alcohol-insensitive) and Part B (alcohol-sensitive) 
off  the Trail Making Test; and the colour-congruent (alcohol-insensitive) and colour-incongruent 
(alcohol-sensitive)) cards from the Stroop Color-Word Test. Scores on these subtests range from 0 to 
10,, corresponding to the 0 to 100 percentiles. 

Feedback.Feedback. The client is told that his or her drinking could influence the scores on the tests 
administered.. Damaging effects of alcohol may be seen in the person's cognitive abilities, and can 
bee measured by psychological tests. Clients are shown bar graphs representing their scores on the 
alcoholl  insensitive and alcohol sensitive tests. It is explained that the scores are presented in 
relationshipp to scores of people of the same age and gender from the general population, and that a 
scoree "5" means average performance. A low score on any one of the tests does not necessarily give 
causee for concern, because there can be many reasons for a particular individual's low score. 
However,, if there is a clear pattern of low scores (i.e., most or all of the alcohol sensitive scores are 
lowerr than the non-sensitive ones), it is emphasized that the low scores probably result from the 
person'ss drinking. On the other hand, in cases where there is no evidence for alcohol-related 
impairment,, the client is reassured accordingly. In any case, the counsellor emphasizes that the tests 
aree not a full neuropsychological assessment. Further, the counsellor explains that impairment, 
whenn found, might very well be reversible. If the client were to quit drinking, for example, the 
neuropsychologicall  functioning would likely improve. However, the longer and the greater the 
quantityy of drinking has been, the greater the chance of cognitive impairment, and the slower the 
improvementt will be. 

C:C: Here you can see that your scores on the alcohol sensitive tests are lower than on the alcohol 
insensitiveinsensitive tests. That could mean that alcohol has affected your brain and especially your mental 

abilityability and concentration. 
P:P: You mean that drinking alcohol has already destroyed some part of my brain? 
C:C: Well, it seems that there is some impairment, indeed. We cannot say for sure from these few tests 
thatthat it was caused by alcohol, but the possibility cannot be ruled out either. 
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KnowledgeKnowledge about alcohol (Questionnaire) 
Assessment.Assessment. A knowledge-about-alcohol test is administered that was developed in the 

Netherlands.. The 17-item true-false questionnaire measures clients' knowledge about alcohol and 
itss effects. Examples of items are: Alcohol increases the body's temperature. Drinking coffee 
decreasess the effects of alcohol on the body. Regularly drinking alcohol causes brain damage. 
Clientss choose from three answers: "true", "false", or "don't know". The questionnaire ends with an 
open-endedd question about the legal blood-alcohol level for driving. 

Feedback.Feedback. The client is informed about the number of correct answers. Items that were 
answeredd incorrectly are discussed, and the correct answers explained. The client is then given a 
take-awayy information booklet with all the questions, correct answers, and an explanation for each 
off  them. Although no normative scores are available for this test, experience shows that most clients 
knoww the correct answer to 12 or more of the items. 

DrinkingDrinking  and craving situations (Questionnaire) 
Assessment.Assessment. Clients are administered the Dutch Drinking Habit Scale (SVD; Schaal Voor 

Drinkgewoonten).. Walburg and Van Ernst30 modelled this test after the Inventory of Drinking 
Situationss (IDS). For six kinds of situations, clients rate on a five-point Likert scale how much 
cravingg they experience and how often they drink while experiencing unpleasant emotions, while 
feelingg embarrassed, while experiencing unpleasant physical sensations, in high-risk and non-high-
riskk drinking situations, and during social interactions. 

Feedback.Feedback. The counsellor first discusses the situations in which the client does and does not 
usuallyy drink, and then characterizes the situations in which the client often drinks. 

C:C: I would like to give you some feedback on your drinking habits. You don't drink in all situations. 
InIn some situations, such as being in a pub, with friends, or at parties, you usually drink, but when 
youyou feel guilty, depressed, or alone you almost never drink. Correct? 
P:P: Yes. 
C:C: When you are with friends you often drink, but is that always the case? 
P:P: Most of the time it is, but not always. One of my friends has a liver disease. When I am with him, 
II  don't drink. I know he likes alcohol very much, but is not allowed to drink anymore, and I don't 
wantwant him to see me drinking. 
C:C: Can you give examples of other situations in which you are with friends and you don't drink? 
P:P: Yes, when I have a football game the next day. I know that I play really awful if I drank the day 
before. before. 
C:C: So you can also have a good time with friends without drinking alcohol? 

Furtherr the counsellor compares the client's degree of craving in the different situations with 
thee frequency of drinking in them. Habitual drinking without craving or craving without drinking 
cann be pointed out. 
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C:C: In situations where people can feel embarrassed about something, you seem to crave a drink, but 

youyou don't actually drink. 

P:P: Yes, that's true. For example, when I feel guilty about not being nice to my wife. I really want a 

drink,drink, but I know if I drink I will  feel even more guilty. I would do better to do something nice for 

mymy wife. 

C:C: So when you crave a drink, you can resist it. 

Finally,, the counsellor asks the client how he or she would interpret the results. 

C:C: We discussed situations in which you usually drink and those in which you don't drink. You often 

drinkdrink during holidays or when you are in a pub or with friends. You also told me that being with 

friendsfriends does not always mean drinking alcohol. Although your craving is high in situations where 

youyou feel embarrassed about something, you don't drink in these situations. What does this 

informationinformation mean to you? 

P:P: Maybe I don 't need alcohol as much as I thought. I can resist the urge to drink when I feel 

embarrassed.embarrassed. I also enjoy spending time with friends without drinking. 

Self-evaluationSelf-evaluation questionnaire 

Assessment.Assessment. The Self-Evaluation Questionnaire is a Dutch modification of Appel and 

Miller' ss Self-Evaluation of Drinking Questionnaire.32 Clients complete the self-evaluation by 

answeringg 14 questions on a five-point scale about perceived consequences of drinking on different 

lif ee areas. Each consequence is illustrated with a short text elaborating the topic. 

Feedback.Feedback. Clients' answers on the Self-Evaluation Questionnaire are represented in a 

decisionall  balance sheet. Systematically evaluating the positive and negative effects of alcohol on 

alll  lif e areas can help the client clarify the relative effects of drinking in the different areas. 

C:C: Your answers about perceived consequences of drinking are shown in this balance sheet. This 

sideside of the sheet represents the benefits of drinking, and that side the disadvantages. Here you can 

seesee that alcohol seems to benefit your mood and social life. On the other side, you can see that 

alcoholalcohol has negative consequences for your physical health and mental functioning. 

P:P: Yes, that's the problem. I am used to drinking with my wife and friends and to have a good time, 

butbut I know that drinking is not good for my body. 

C:C: For you, drinking means having a good time, but you are also concerned about your health. 

Thee last question on the Self-Evaluation Questionnaire concerns the client's motivation to 

reducee the drinking. The person's answer to this question is used to discuss the pros and cons of 

reducingg or stopping. If clients are not interested in cutting down, they are asked about their 

reluctance.. If they do want to cut down, they are asked the reasons for wanting to. 

C:C: On the question about the importance of reducing your drinking, you answered that it is very 

importantimportant for you to cut down. Can you say more about this? 
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P:P: I think that I have to change my drinking, especially for my health. I know that drinking alcohol 

isis bad for my stomach. The doctor said so. Besides, I know now that drinking might have already 

destroyeddestroyed some of my brain cells. I don't like that at all'. 

C:C: To take care of your stomach and brain, you would like to reduce your drinking. Are there other 

reasonsreasons for reducing it? 

P:P: Yes, I am also afraid of becoming like my father who was a real alcoholic. 

Conclusions,Conclusions, information about options for support, and advice 

Afterr discussing the assessment results, the last part of the feedback session is devoted to 

conclusions,, giving information about support, and advice. Strict rules for this part of the 

interventionn are not followed, because the content wil l depend on the information from the 

assessmentt and the client's reactions to it. Nevertheless, it is important to follow the order 

conclusions,, information on options for support, and advice. The counsellor gives no information 

andd advice before the client has drawn conclusions from the results of the DVA. Advice to change 

iss not provided until information about options for support is given, if this is necessary. In this way, 

thee client is maximally motivated to self-interpret the results presented, to consider the desirability 

off  change, and to present self-committing statements for future change. 

Conclusions Conclusions 

Generally,, a good way to prompt clients to draw their conclusions from the results is to ask their 

overalll  reactions to the whole procedure. 

C:C: We 've covered a lot of ground. I wonder what you think about all these results? 

Att this point, the counsellor asks the clients what the results mean to them, if it changed 

theirr way of thinking about drinking, if they think change is important, if they would like to change 

something,, and if so, what, and over what period of time. If clients are resistant to change or still 

wonderr if change is necessary, their doubts wil l be reflected back to them. To draw a conclusion 

fromm the results does not necessarily mean making a decision to change. The counsellor summarizes 

clients'' conclusions to confirm that they were understood. 

InformationInformation about options for support 

Whetherr or not information about options for support is provided depends on what clients need and 

want.. Accordingly, the counsellor should be familiar with all available and appropriate professional 

andd non-professional treatment resources and self-help programs. The counsellor should describe 

thee available options in a way that is understandable to clients. The counsellor needs to be able to 

evaluatee whether clients' unwillingness to accept help is due to their lack of knowledge about 

treatmentt possibilities, practical barriers like cost or transportation issues, or simply resistance to 

acceptt help. Furthermore, the counsellor should be prepared to answer questions about controlled 

drinking. . 
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P:P: Maybe drinking is not so good for my health. 1 am damaging my stomach and brain and I want 

toto stop that. 

C:C: What would you like to do to stop damaging your stomach and brain? 

P:P: I don't know. I would like to cut down my drinking, but I am afraid I cannot do that by myself. 

DoDo you know how I could do that? 

C:C: I can tell you about different kinds of help, but I cannot decide what you need. You have to 

decidedecide that for yourself May I give you some information about different kinds of help? 

Advice Advice 

Iff  the client is unable to draw a conclusion from the DVA results or is stilt precontemplating 

changingg his or her drinking, the counsellor does not give advice about change. Rather, the client is 

encouragedd to take the time to consider the DVA results and later to draw a conclusion from them. 

However,, often clients want advice about the need to change their drinking and how they can 

accomplishh it. Counsellors offer the best advice they can, based on the information from the DVA. 

Theyy can advise about drinking limits, changing drinking with or without treatment, and about the 

kindss of treatment. Of course, the advice should be consistent with the client's needs, preference, 

treatmentt experiences, and readiness to accept help. If a client is ready to change his or her drinking 

commitmentt to a plan for change is elicited. 

P:P: You told me about different kinds of help. I am certain that I don't want to go to a clinic for 

alcoholicsalcoholics because my problem isn 't that big. But I really don 't know what kind of help will  be best 

forfor me. What would you advise? 

C:C: It is difficult to say what approach is best for you. But we can talk about the options that appeal 

toto you, and I will  try to help you find the approach that is right for you. 

ClosingClosing the session and follow-up letter 

Att the end of the feedback session, the counsellor summarizes the most important findings on 

assessmentt results, the clients' conclusions about the need for and willingness to change, and 

changee options. The client is given the opportunity to correct the counsellor's conclusions. The 

counsellorr indicates that the client wil l receive a personal letter with the summary and offers the 

clientt the Personal Feedback Report with the assessment results. The counsellor closes the feedback 

sessionn by wishing the client success in reaching the goals selected. 

Ass soon as possible after the last contact, the counsellor sends the personal letter to the 

client.. Points discussed in the letter include the risks and problems that the assessment revealed and 

thee client's own reaction to the feedback, including self-motivational statements that the client may 

havee made. Additional points to cover include the person's need for and willingness to change and 

acceptt professional or non-professional help, and concrete decisions that were reached about when 

thee change would be made. 
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Example Example 
InIn your typical drinking week that we discussed, you drank 50 beers. You usually drink when you 
areare in the pub with your friends or at parties. You experience problems with your health and mental 
functioning.functioning. You have stomach pain and problems concentrating on your work. Both of these 
problemsproblems are related to your alcohol use. Alcohol can relieve the stomach pain for a short time, but 
thethe long-term effects of the drinking are to make the pain worse. You also think that your alcohol 
useuse affects your ability to concentrate, which is also shown in the results of the neuropsychological 
teststests that you took. You are afraid that you are becoming more and more like your father who had 
severesevere alcohol problems and lost his job as a result of them. The pain in your stomach, problems 
withwith concentrating, and your fear that you are getting the same alcohol problems as your father are 
allall  reasons for you to reduce your drinking. You don't think you can reduce your drinking by 
yourselfyourself and you prefer some kind of help. We discussed different treatment possibilities. Because 
youyou mostly drink when you are with your friends and at parties, it is important for you to learn to 
saysay "no " in these situations when someone offers you drink of alcohol. As we decided, it would be 
goodgood for you to take a course to learn assertiveness skills. 

AdministeringAdministering the DVA 
Thee DVA can be given at the request of a referring professional. In such cases, the referring person 
iss usually informed of the results of the DVA. The information could be limited to the fact that the 
clientt was seen on the two occasions. Usually, however, it is desirable also to give information 
aboutt the conclusions that were drawn. This information could be given verbally, or by sending the 
referringg person a copy of the letter sent to the client. Users of the DVA have had good experiences 
withh referrals from a department of internal medicine at a general hospital, where the physicians 
regularlyy refer clients with probable alcohol problems. In this case, the written DVA conclusions 
aree sent to the patient and the medical specialist, and are added to the patient's medical record. 

EFFECTIVENESSS OF THE MOTIVATIONA L DRINKER' S CHECK-UP 

Empiricall  evidence for  the effectiveness of the DCU 
Miller,, Sovereign, and Krege first evaluated the DCU in a study of 42 problem drinkers recruited 
throughh media advertisements.5 These problem drinkers were randomized to receive an immediate 
orr delayed DCU. In the immediate DCU group, both alcohol consumption and peak intoxication 
weree significantly reduced from baseline at both the six-weeks and 18-month follow-ups. While the 
delayedd group waited to receive the DCU, they showed no change in their drinking. After receiving 
it,, they too showed a significant reduction in alcohol consumption and peak levels of intoxication. 
Familyy members and other collateral informants verified the self-reported changes in both groups. 
Acrosss both groups, 14% had sought help for their alcohol problems within six weeks after 
feedback,, and 33% had done so within 18 months of having the DCU. 

Miller,, Benefield, and Tonigan replicated the findings of the first study.33 They assigned 42 
problemm drinkers randomly to three groups: immediate DCU with directive confrontational 
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counselling,, immediate DCU with client centred counselling or delayed DCU. Participants 
receivingg the immediate DCU demonstrated significantly less weekly alcohol consumption, lower 
peakk blood-alcohol levels, and fewer drinking days relative to the delayed DCU group at a six-week 
andd 12-month follow-up. Analysis of therapist style indicated that the directive confrontational 
counsellingg style evoked significantly more client resistance behaviour like arguing, ignoring and 
interruptingg which in turn predicted poorer drinking outcomes. 

Twoo other studies were conducted in treatment settings. Patients being admitted to a 
residentiall  substance-abuse program were randomly assigned to receive or not receive a DCU prior 
too treatment.' Therapists in the residential program who were unaware of patients' group 
assignmentt perceived patients who had received the DCU to be more motivated and involved 
duringg treatment than the patients who had not received it. Moreover, the patients who had received 
thee DCU showed significantly lower alcohol consumption than the other patients three months after 
discharge. . 

Bien,, Miller and Boroughs, using the same design with severely alcohol-impaired 
outpatientss in a Veteran Affairs Medical Centre, reported similar findings.'0 A three-month follow-
upp analysis using a composite drinking measure (total consumption, peak blood-alcohol level, and 
dayss abstinent) for the prior 30 days showed significantly lower values for the DCU than the control 
group. . 

Millerr et al. developed MET,18 with the DCU as an integral part, for Project MATCH, a 
multi-sitee clinical trial designed to test a series of a priori  hypotheses on how patient-treatment 
interactionss relate to outcome.19 Clients were recruited from outpatient settings or from aftercare 
settingss and randomized to MET, Cognitive Behavioural Therapy (CBT), or Twelve-Step 
Facilitationn (TSF). All clients achieved significant improvements in drinking outcomes (percent 
dayss abstinent and drinks per drinking day) during a one-year post-treatment period, but there was 
littl ee difference in outcomes across the types of treatment. Four sessions of MET produced similar 
drinkingg outcomes to twelve sessions of each of the other treatments. For outpatients, these results 
weree sustained over a three-year follow-up period.36 Probably in accordance with the accepting 
naturee of MET, clients receiving it who were high in anger had better drinking outcomes at both 
one-yearr and three-year follow-ups than those receiving either of the other two treatments.,6j7 

Empiricall  evidence for  the effectiveness of the DVA 
Thee DVA has been evaluated in several different settings. First, in an outpatient alcohol and drug 
treatmentt centre, 35 patients given the standard intake procedure were compared with 20 patients 
givenn the DVA at intake.38 At six-month follow-up, significantly more of the DVA patients 
acceptedd and received alcohol treatment, although there was no difference between the two groups 
inn the amount of drinking. The same design was used on a psychiatric ward of a general 
hospital.""  8Twenty patients with primary or secondary diagnosis of alcohol abuse or dependence 
whoo received the DVA were compared with 12 patients with the same diagnosis who received care 
ass usual. Patients receiving the DVA accepted and received alcohol treatment more often than those 
nott receiving it. Again, there was no difference between the two groups in the amount that they 
drank. . 
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IMPLEMENTIN GG THE MOTIVATIONA L DRINKER' S CHECK-UP 

Overr the years we have learned that implementing the Motivational Drinker's Check-Up in general 
andd specialized health care is not an easy task. One of the obstacles is to convey the potential value 
off  the procedure to health-care professionals. One reason for the difficulty is that the procedure does 
nott readily fit into the familiar categories of either a complete diagnostic instrument or a complete 
treatmentt technique. Further, questions arise about whether the Motivational Drinker's Check-Up 
shouldd be used within general health care or specialized addiction treatment. Another obstacle is 
thatt applying the Motivational Drinker's Check-Up requires special skills for which special training 
iss needed. Although the procedure could be appropriate to use as opportunistic intervention in 
generall  health care settings, most health-care providers lack the necessary counselling skills to use 
itt properly. Professional supervision is necessary for the non-moralizing attitude that must be 
assumed.. In addiction treatment centres, the providers of care usually do have the counselling skills 
needed,, and it is sometimes difficult to convince them that the intervention is intense enough for 
theirr clientele. 

Inn the Netherlands, the Motivational Drinker's Check-Up has also been more readily 
acceptedd in other than health care settings: for example, in Employee Assistance Programs. Because 
thee DVA is both a structured and a brief intervention, it is appropriate for use in the workplace to 
identifyy problem drinkers and motivate them to start a change process. In companies, the focus with 
personss with alcohol problems has been primarily on referral rather than on intervention. The 
possibilityy to deal on-site with some employees has advantages. It is easier to motivate employees 
too participate in the DVA than to refer them for a full treatment. In employee assistance programs, 
collaborationn between the medical officer (who administers the DVA) and an off-site counsellor 
(whoo delivers the treatment) works quite well. 

THEE MOTIVATIONA L DRINKER' S CHECK-UP AND SYSTEMATI C MOTIVATIONA L 
COUNSELLIN G G 

Howw is the Motivational Drinker's Check-Up related to Systematic Motivational Counselling? 39~42 

Whenn used with alcohol abusers, the first session of SMC resembles the Motivational Drinker's 
Check-Up.. In this session, both techniques attempt to establish why drinking alcohol has a high 
incentivee value for the drinker. Going beyond the Motivational Drinker's Check-Up, however, the 
SMCC assesses which nonchemical incentives in people's lives might motivate them to bring about 
affectivee changes by drinking alcohol. The SMC is a more extensive procedure for assessing and 
modifyingg the drinker's motivational structure than the Motivational Drinker's Check-Up. The SMC 
iss broader in scope and based upon an explicit theoretical model.42"44 

Inn a sense, the SMC begins where the Motivational Drinker's Check-Up ends. SMC offers a 
techniquee to enhance motivation to change among people who have already decided they wanted to 
changee their drinking. It does so by framing the drinking behaviour within the person's broader 
motivationall  structure. In contrast, the Motivational Drinker's Check-Up is a pragmatic technique 
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forr use during early phases of problem identification, more in the context of opportunistic 

interventions. . 

Inn treatment settings, the Motivational Drinker's Check-Up could also be used after SMC. 

Thatt is, if a client undergoing SMC discovered that drinking alcohol played an important role in the 

largerr network of his or her goals and motivations, that role could be explored further with the 

problem-focusedd Motivational Drinker's Check-Up. 

CONCLUSION S S 

Thee Motivational Drinker's Check-Up is a structured brief intervention based on 

constructive-confrontationall  feedback of personalized information about drinking and drinking-

relatedd problems using motivational interviewing. Evidence suggests that it is a feasible and 

effectivee early intervention for problem drinkers. Although the number of studies evaluating it is 

stilll  small, the available results support the effectiveness of the Motivational Drinker's Check Up. 

Althoughh progress of the Motivational Drinker's Check-Up has been slow, the procedure has found 

itss way into a growing number of health-care facilities, where it is seen as an important addition to 

existingg ways of addressing alcohol problems in society. When pleas for reform of the existing 

systemm for treating alcohol problems are voiced loudly,4546 ready-made, harm-reduction modules 

likee the Motivational Drinker's Check-Up are highly welcomed. 
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ABSTRACT T 

Aims:Aims: To test the effectiveness of a brief psychological intervention for problem drinking among 
outpatientss in a hospital setting. 
Methods:Methods: Over a period of 3 years physicians screened patients who visited an outpatient clinic for 
generall  internal medicine for problem drinking. Of the 4728 patients screened, 284 (6%) scored 
positivee on problem drinking of whom 123 participated in the study. They received a computerised 
baselinee assessment and were randomly allocated to a brief psychosocial intervention given by a 
psychologistt (Dutch version of W.R. Millers' Drinker's Check-Up ) (w=61) or to 'care as usual' 
(w=62).. They were followed up at 6 months. The outcome measures were alcohol consumption and 
thee increase in motivation to reduce alcohol consumption. 
Results:Results: Most patients reduced their alcohol consumption over time, but no differences were found 
betweenn the intervention and control groups. A slightly, but not significantly, larger proportion of 
patientss who received the intervention increased their motivation to change. 
Conclusions:Conclusions: No conclusive evidence was found for the effectiveness of adding a brief 
psychologicall  intervention to the physician's advice for problem drinking among outpatients in a 
hospitall  setting. 
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INTRODUCTIO N N 

Medical,, psychological and social problems related to the frequent use of alcohol' are common 
amongg patients seen in a hospital setting for reasons other than drinking. The prevalence of drinking 
abovee health limits in combination with medical and psychosocial problems varies from 4% to 
22%.""  Although professionals in specialised health care are aware of the harmful physical effects of 
problematicc alcohol use, they still find it difficult to detect and treat alcohol-related problems.4 

Inn primary health care, brief psychosocial interventions offered at an early stage assist 
patientss in reducing problem drinking.5'6 Less is known about the effectiveness of these 
interventionss in the hospital setting. In a systematic review evaluating eight hospital intervention 
studies,, we found only one study showing a significant reduction in alcohol consumption.7 This 
studyy was carried out among referred outpatients with a relatively intensive intervention and a short 
follow-upp period.8 None of the other studies found significant effects on reported drinking.9"15 

Althoughh some studies in the hospital setting, among self-referred injured patients did report 
positivee effects,16"18 the majority of problem drinkers identified opportunistically in the hospital 
settingg may not be ready to change their drinking behaviour. These patients might nevertheless 
profitt from a brief motivational intervention." Brief motivational interventions aim to increase the 
awarenesss of alcohol-related problems and enhance the motivation to change, and are generally 
foundd to be effective.19,20 

Givenn the high prevalence of problem drinking in hospital patients, the low number of 
methodologicallyy sound studies in this setting and the positive effects of brief motivational 
interventions,, this study aimed to evaluate its effects in a randomised controlled trial among 
outpatientss in a hospital setting. It was hypothesised that such an intervention would reduce alcohol 
consumptionn and increase the motivation to change. 

PATIENT SS AND METHOD S 

Screening g 
Duringg three years (from April 2000 until March 2003) all new patients from a general internal 
medicinee outpatient clinic of the University Hospital in Nijmegen were screened by their 
physicianss using the first three questions from a Rasch homogeneous scale (interval scale) 
measuringg the severity of problem drinking among patients.21 The questions were: 1) Have you ever 
feltt the need to cut down on your drinking? 2) Do you ever drink to forget your worries? 3) Do 
closee relatives ever worry or complain about your drinking? Patients were identified as problem 
drinkerss if they answered affirmatively to at least one of these questions. Patients were also 
includedd in the study if the physicians suspected them of having drinking problems based on signs 
off  excessive alcohol consumption such as alcohol breath, somatic symptoms which indicate alcohol 
abuse,, specific liver function disturbances or mention of excessive alcohol consumption by the 

Inn this thesis the words 'physician' and 'internist' both refer to a medical specialist in internal medicine. 
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referringg physician. 
Exclusionn criteria were: acute or terminal illness, evidence of gross neuropsychological 

dysfunction,, major psychiatric disturbance, not understanding or speaking Dutch, unable to read or 
youngerr than 17 years. Patients screened positive or suspected of having drinking problems were 
askedd by their physician to participate in a lifestyle assessment. 

Lifestylee assessment 
Thee assessment, assisted by a nurse, consisted of completing a computer-administered questionnaire 
off  approximately 20 minutes and collecting a blood sample for biochemical analysis. The lifestyle 
questionnairee included demographic questions and questions about smoking, exercise, diet and the 
consumptionn of alcohol. Although the questions on alcohol consumption were the main interest, 
otherr lifestyle questions were used to mask them. 

Thee measure of alcohol consumption used was a modified version of the second AUDIT 
alcoholl  consumption question,22"24 which covered the quantity of drinking. As most patients are 
usedd to drinking more, or perhaps only, during the weekends, we modified the question by adding 
thee response option "none" and by asking them about the average number of glasses of alcohol they 
drankk on a usual working day and on a usual weekend day. Patients could choose from six drinking 
categories:: none, 1-2 glasses, 3-4 glasses, 5-6 glasses, 7-9 glasses and >10 glasses. The answers 
weree transformed to glasses a day according to the calculations used by Bradley et al."J The 
numberss of units was multiplied by 5 for weekdays and by 2 for weekend days to obtain the number 
off  glasses a week. The questions were asked for an average week during the previous month. 

Serumm carbohydrate-deficient transferrin (CDT) was measured using microcolumn ion-
exchangee separation of the transferrin isoforms and quantification of the CDT isoforms by 
turbidimetricc measurement (Axis Biochemicals AS), and the results were presented as the 
percentagee of the amount of total transferrin. CDT is recognised as a reliable marker of high alcohol 
consumption."5 5 

Informedd consent 
Afterr completion of the lifestyle assessment, a nurse informed the patients about the randomised 
controlledd trial. All patients gave written informed consent to a protocol approved by the hospital 
ethicss committee. 

PretestPretest assessment 
Thee lifestyle questionnaire and collected blood samples were the baseline measurement for 
drinking.. Approximately 3 weeks later (often on the day of the next consultation with the physician) 
thee main researcher (MJE) completed the baseline assessment with a computer-administered 
questionnairee in a face-to-face contact. The Dutch version of the Readiness to Change 
Questionnairee was included to assess patients' readiness to change drinking behaviour, and to 
assignn them to the precontemplation, contemplation, or action stages according to the 
transtheoreticall  model of behaviour change proposed by Prochaska and DiClemente." " Subjects 
weree also questioned about treatment elsewhere for psychosocial problems. 
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Randomisation n 
Afterr baseline assessment all patients were allocated to either a brief motivational intervention or a 
controll  group receiving routine hospital care by balanced block randomisation. The main researcher 
(MJE)) used sealed envelopes to generate the allocation sequence. 

Follow-upp assessment 
Sixx months after the baseline assessment, a non-blind follow-up assessment was performed by the 
mainn researcher (MJE). The assessment, including questions on the consumption of alcohol, was 
administeredd by self-reported computerised questionnaires in a room where the patient was left 
alone.. After the follow-up assessment, without knowing the results, a WHO Composite 
Internationall  Diagnostic Interview for DSM-IV section alcoholJ° was administered to diagnose 
alcoholl  abuse or dependency in the past year and another blood sample was taken. 

Alcoholl  relatedness of medical diagnosis 
Startingg with a list of medical diagnoses that are considered to be alcohol related, two independent 
raterss analysed the patients' medical records and categorised the complaints at presentation and the 
initiall  diagnoses into four categories: certainly alcohol related, probably alcohol related, possibly 
alcoholl  related, and not alcohol related. In case of disagreement a consensus was reached after 
discussion. . 

Brieff  motivational intervention 
Patientss assigned to the control group received usual care, which mostly meant the physician's 
confrontingg advice on a single occasion with occasionally a further reference to the alcohol use at 
thee next consultation. Patients assigned to the brief psychological intervention received the first 
sessionn of the intervention shortly after the baseline assessment. The intervention was the Dutch 
Motivationall  Drinker's Check-Up (DVA; Doorlichting, Voorlichting Alcoholgebruik).31"33 This 
interventionn is modelled after Miller's Drinker's Check-Up (DCU)/4'35 The DVA is a protocolised 
brieff  motivational intervention with an assessment session (90 min) and a feedback session (60 min) 
givenn in face-to-face contact by a psychologist. In the assessment session a variety of indicators of 
alcoholl  use and alcohol-related problems are sampled and written down in an assessment form. The 
secondd session (one or two weeks later) consists of feedback and, if appropriate, advice and ends 
withh a consensus and conclusion. The results are presented orally and on paper by use of a Personal 
Feedbackk Report. The style for the feedback session is motivational interviewing, a direct, 
client-centredd style which elicits behaviour change by helping the client to explore and resolve 
ambivalence/6'377 and applies stage-specific strategies according to the Stages of Change model.27'28 

Afterr the second session the counsellor sends a personal letter to the client, summarising the results 
andd the conclusions drawn. Information about following the DVA and information retrieved during 
thee DVA, was not shared with the treating physician. 
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Interventionistt  trainin g and monitoring 
Sevenn psychologists were trained to perform the DVA.'"' ,J The first assessment and feedback 
sessionss were audiotaped and discussed with the supervisor and other interventionists. Interveners 
receivedd individual feedback. Later supervision meetings were used to discuss problematic issues 
andd the personal letters summarising the DVA results. 

Outcomee variables 
Thee major outcome measure was change in alcohol consumption. Alcohol consumption is recorded 
ass units/day (1U=10 g of ethanol). Change in alcohol consumption is operationalised as a change in 
self-reportedd alcohol consumption in U/day from baseline to follow-up. In addition, a change in 
valuee of the laboratory indicator of alcohol consumption, CDT, was analysed in order to provide 
additionall  evidence of changes in alcohol consumption. Another outcome measure was change in 
readinesss to change drinking behaviour. For those patients who drank above health limits (>3 U/day 
forr men and >2 U/day for women) at baseline, clinically relevant improvement was defined as a 
reductionn from above to below health limits in accordance with the advice provided by the Royal 
Collegee of Physicians.'8 According to power calculations performed before the start of the DCU 
study,, we needed 64 patients for each condition to detect a medium effect.' 

Statisticall  analyses 
Dataa were analysed using SPSS for Windows, version 11. Results were analysed on the basis of 
intentionn to treat, assuming that the patient who did not attend the follow-up assessment did not 
changee in outcome measures. We analysed baseline variables to describe the different groups and to 
checkk for significant differences between the groups. The x" test of homogeneity was applied to 
categoricall  variables or Fisher's exact test was used when warranted by small sample sizes. 
Continuouss variables were analysed by a Mest. Logarithmic transformations were carried out to 
normalisee data with skewed distributions. We evaluated changes in alcohol consumption from 
initiall  to 6 months follow-up assessment by a repeated measure ANOVA. Study groups and 
assessmentt occasions were used as independent variables and alcohol consumption at baseline was 
usedd as a covariate. Changes in CDT values from baseline to follow-up were also evaluated by a 
repeatedd measure ANOVA with CDT at baseline as a covariate. Results on alcohol consumption 
weree verified by examining the proportion of patients who at follow-up reported alcohol 
consumptionn lower than the health limits but showed an elevated CDT (> 2.6%). Changes in 
motivationall  stages for both groups were examined with a x"test of homogeneity. For those patients 
whoo drank above health limits at baseline, we used logistic regression to examine the independent 
effectt of condition on the outcome variable drinking 'within safe limits' at follow-up after 
controllingg for alcohol consumption at baseline. More subgroup analyses were performed on change 
inn self-reported alcohol consumption. For these analyses the following characteristics were taken 
intoo consideration: alcohol relatedness of the diagnosis, sex, stage of change and amount of alcohol 
consumptionn (>6 U/day for males and >5 U/day for females). A P-value of <0.05 was regarded as 
significant. . 
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RESULTS S 

Studyy group 

Thee study design and subject losses are shown in figure 4.1. 

Lostt to follow-up 

0=3) ) 

Patientss screened («=4728) 

Scoredd positive («=284) 

Lifestylee questionnaire («=177) 

Informedd consent 

Pretestt assessment and randomisation («=123) 

1 1 f f 

Controll  group 

(«=62) ) 

1 1 r r 
DVAA group 

(«=61) ) 

Intervention n 

(«=56) ) 

Follow-up p 

assessment t 

(«=59) ) 

Follow-up p 

assessment t 

(«=53) ) 

Refusedd assessment 

(«=107) ) 

Noo («=45) 

Noo show baseline 

assessmentt (n~9) 

-w -w 

No/nott full 

interventionn {n=5) 

Lostt to follow-up 
(«=3) ) 

Figg 4.1 Study design and subject losses for the DVA and control groups 
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Wee involved 31 consecutive interaal medicine residents in the study, who were expected to see 100-
3000 new patients each during their internship. The number of patients per physician who screened 
positivee varied from 3 to 31. Although it was formally possible, the inclusion of patients without 
positivee scores on the screening questionnaire was rare. 

AA total of 4728 patients were screened, of whom 284 (6%) met the criteria for problem 
drinking.. Of these, 107 (38%) refused to participate in the lifestyle assessment. These patients did 
nott differ from those who participated in terms of age [49.9 (15.22)] and alcohol consumption [3.4 
U/dayy (4.71)]. More women refused to participate (refusers versus participants; 55% male versus 
70.6%% male, x2=7.00, df=\, P=0.008). Of the 177 (62%) patients who participated in the lifestyle 
assessment,, 45 (25%) patients refused participation in the trial and 9 (5%) did not show up for the 
baselinee assessment. These non-participating patients had an average consumption of 3.3 U/day. Of 
thee 123 patients randomised: 62 were assigned to the control group and 61 to the DVA group. Table 
4.11 presents the baseline characteristics of these patients. 

Tablee 4.1 Patient characteristics at baseline for the DVA and control group 

Patientt characteristics 

Meann age in years (SD) 

nn (%) men 

nn (%) higher education 

nn (%) employed 

nn (%) with partner 

nn (%) current smokers 

Alcohol-relatedd variables 

U/dayy during the previous month (SD) 

nn {%) with recent alcohol dependence* 

nn (%) need to cut down on drinking* 

nn (%) drinking to forget worries * 

nn (%) close relatives worry/ complain about drinking* 

Medicall  diagnosis 

nn (%) probably or certainly alcohol related 

nn (%) possibly or not alcohol related 

Laboratoryy values 

%% CDT {SD) 

nn (%) CDT above the norm (>2.6%) 

Stagess ofchange* 

nn (%) in the precontemplation stage 

nn (%) in the contemplation stage 

nn <%) in the action stage 

DVAA group (n=61) 

50.0(10.6) ) 

433 (70.5) 

255 (41.0) 

33(54.1) ) 

52(85.2) ) 

20(32.8) ) 

4.16(2.15) ) 

9(16.4) ) 

43(70.5) ) 

23(37.7) ) 

29(47.5) ) 

20(32.8) ) 

411 (67.2) 

2.55(0.92) ) 

19(31.1) ) 

15(24.6) ) 

211 (34.4) 

25(41.0) ) 

Controll  group («=62) 

47.9(13.6) ) 

50(80.6) ) 

33(53.2) ) 

36(58.1) ) 

48(77.4) ) 

23(37.1) ) 

3.70(2.67) ) 

7(11.9) ) 

46(75.4) ) 

19(32.2) ) 

21(34.4) ) 

255 (40.3) 

37(59.7) ) 

2.46(1.18) ) 

111 (17.7) 

17(28.3) ) 

211 (35.0) 

222 (36.7) 

P-value e 

ns ns 

ns ns 

ns ns 

ns ns 

ns ns 

ns ns 

ns ns 

ns ns 

ns ns 

ns ns 

ns ns 

ns ns 

ns ns 

ns ns 

ns ns 

ns ns 

ns ns 

ns ns 

nsns = not significant, *For nine patients data on dependence , for one patient data on the question 'need to cut down on 
drinking1,, for three patients data on the question "drinking to forget worries', for one patient data on the question 'close 
relativess worry/ complain about drinking' and for two patient data on the stages of change were not available. 
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Thee intervention and control groups matched well with respect to age, sex distribution and average 
alcoholl  consumption. Relatively many patients had professional contacts for psychosocial 
problems:: 21% had been consulting a psychologist in the past half year and 24% used tranquillisers. 
Onlyy two patients (1%) were actually receiving treatment for alcohol use. 

Compliancee and Fidelity 
Twoo patients did not show up for the intervention at all and two did not show up for the second 
session.. The delivery of the intervention was monitored by checking the DVA Assessment Forms, 
thee Personal Feedback Reports and the letters written to the clients. It could be concluded that all 
interventionss were delivered appropriately. 

Treatmentt  deliverers 
Fourr psychologists delivered 91% of the DVAs in almost equal numbers; three others did the 
remainingg 9%. There were no significant differences between the first four psychologists in the 
averagee reduction of units a day reported at follow-up by their patients. Outcomes for those patients 
treatedd by the two most experienced psychologists did not differ significantly from those of the 
treatedd patients as a whole. 

Usuall  care: advice from the physician 
Analysess of the patients' medical records and their answers on the follow-up questionnaire revealed 
thatt 50% received advice from their physician. The physicians gave alcohol advice to 96% of the 
patientss with an alcohol-related diagnosis, to 74% of the patients with a diagnosis which was 
probablyy alcohol related, to 35% of the patients with a diagnosis which was possibly alcohol related 
andd to 19% of the patients with a diagnosis which was not related to alcohol use. There were no 
differencess in the number of physician interventions given to the intervention and control groups 
(interventionn versus control; 42.6% versus 56.5%, x"=2.35, df=\, P=0.13). 

Follow-upp assessment 
Follow-upp interviews were conducted for 53 patients (86.9%) in the intervention group and 59 
patientss (95.2%) in the control group. Mean time to follow-up period was 28 weeks (SD=239 range 
23-36).. Eleven patients (eight DVA and three controls) were lost to follow-up due to refusal («=10) 
orr being too ill (n=\). 

Effectss of the DVA 
Tablee 4.2 presents changes in outcome measures for the total sample and subgroups. 

59 9 



ChapterChapter 4 

Tablee 4.2 Changes in outcome measures for the total sample and subgroups in the two conditions 

Resultss with P-values 

Outcomee measures as mean (SD) or % of patients DVA Usuall  care F 
(95%% CI) 

P-P-

value e 
TotalTotal sample <N=123) («=61) ) («=62) ) 

U/dayy in previous months 

Baseline e 

Follow-up p 

Change e 

%CDT T 

Baseline e 

Follow-up p 

Change e 

%% Patients increasing motivation to change 
(«=121)* * 

Subaiuilyses Subaiuilyses 

Patientss who drink above health limits («=82) 

Changee in U/day in the previous month 

%% Patients reducing to below health limits 

Patientss diagnoses («=123) 

Probablyy or certainly alcohol related («=45) 

Changee in U/day in the previous month 

Possiblee or not alcohol related («=78) 

Changee in U/day in the previous month 

Sex{«=123) ) 

Menn («=93) 

Changee in U/day in the previous month 

Womenn («=30) 

Changee in U/day in the previous month 

Stagess of change («=121) 

Precontemplationn («=32) 

Changee in U/day in the previous month 

Contemplationn («=42) 

Changee in U/day in the previous month 

Actionn («=47) 

Changee in U/day in the previous month 

Heavyy drinkers***  («=25) 

Changee in U/day in the previous month 

4.16(2.15) ) 

3.35(2.11) ) 

0.81(2.0) ) 

(«=54) ) 

2.577 (.96) 

2.52(1.04) ) 

0.0522 (.32) 

(«=60) ) 

39.3 3 

(«=46) ) 

1.111 (2.15) 

23.9 9 

(«=20) ) 

1.48(2.50) ) 

{«=41) ) 

0.48(1.64) ) 

{«=43) ) 

1.07(1.99) ) 

{«=18) ) 

0.19(1.92) ) 

(n=15) ) 

0.47(1.90) ) 

(«=21) ) 

0.99(2.52) ) 

(«=25) ) 

0.86(1.58) ) 

(«=13) ) 

2.73(2.28) ) 

3.70(2.67) ) 

2.86(2.45) ) 

0.84(2.61) ) 

(«=55) ) 

2.411 (1.10) 

2.355 (.77) 

0.051(.88) ) 

(«=61) ) 

25.0 0 

(«=36) ) 

1.68(3.04) ) 

41.7 7 

(«=25) ) 

1.82(3.08) ) 

(«=37) ) 

0.17(2.03) ) 

(«=50) ) 

0.99(2.76) ) 

(«=12) ) 

0.17(1.82) ) 

(«=17) ) 

0.111 (1.22) 

(«=21) ) 

1.70(3.29) ) 

(«=22) ) 

0.74(2.61) ) 

(«=12) ) 

3.10(3.65) ) 

0.55 5 

0.16 6 

0.42 2 

1.60 0 

0.16 6 

0.61 1 

0.004 4 

2.88 8 

0.026 6 

0.009 9 

0.04 4 

ns ns 

ns ns 

2.855 ns" 

ns ns 

2.344 1.69 ns" 
(0.90-6.09) ) 

ns ns 

ns ns 

ns ns 

ns ns 

ns ns 

ns ns 

ns ns 

ns ns 

ORadj(95%% Cl)= OR is adjusted for alcohol consumption at baseline (95% confidence interval), ns = not significant, 
*Forr two patient data on the stages of change were not available, **P<  0.10, ***Heavy drinking >6 U/day for men and 
>55 U/day for women 
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Overall,, patients reduced their alcohol consumption over time [from 3.9 (2.42) U/day to 3.11 (2.29) 
U/day;; F= 15.43, df=\, df=\, P<0.00\]. There were no significant differences between the groups in 
reductionn in self-reported alcohol consumption (F=0.55, df=\, P=0A6). In line with the results on 
self-reportedd alcohol consumption, the repeated measures ANOVA on levels of CDT showed no 
differencess between intervention and control groups (F=0.16, df=l,P=Q.69). Verifying the self-
reportedd alcohol consumption by CDT values revealed that 5.2% of the patients at follow-up had 
muchh higher CDT values than was to be expected from their self-report. Around 32% of the patients 
drinkingg above health limits at follow-up had changed to a higher motivational stage. Although 
moree patients did so in the intervention group, the difference did not reach significance 
(interventionn versus control; 39.3% versus 25.0%, x2= 2.85, df=\, ^=0.091). 

Off  the patients drinking above health limits at baseline, there was a non-significant trend for 
moree in the control group to reduce to safe limits than in the intervention group (OR=2.34, 95% CI 
0.900 - 6.09, P=0.08). There was a significantly larger reduction in alcohol consumption in patients 
withh a certainly or probably alcohol-related diagnosis in comparison with patients with a diagnosis 
whichh was possibly or not alcohol related (1.67 U/day versus 0.33 U/day; F= 10.24, df=l, P=0.002). 
Analysingg the data according to sex or stage of change at baseline, no interactions with 
intervention/controll  group were found. Even in the subgroup of the heaviest drinkers no significant 
differencess were found between the two study groups. 

DISCUSSION N 

Mainn findings 
Wee failed to find evidence in medical outpatients for the effectiveness of adding a brief 
psychologicall  motivational intervention to the physicians' advice to reduce alcohol consumption. 
Overall,, patients reduced their alcohol intake substantially in the six months since their entrance to 
thee clinic. This reduction might, in the first place, be explained as a reactive effect of the screening 
byy the medical specialist and the extensive assessment of the drinking behaviour as part of the 
inclusionn procedure.14,40'41 These activities may have functioned as a trigger for change. Especially, 
patientss who experienced distress about their health and associate this with their excessive alcohol 
usee could have been receptive to this effect. Presenting oneself as a patient, the confrontation with 
thee medical setting and visiting the medical specialist could have created a teachable moment.42 Our 
psychologicall  intervention, which focuses on enhancing motivation by perceiving consequences of 
excessivee use and reflecting on them, does not seem to be able to add much to that. An alternative 
explanationn for the reduction in alcohol intake among all patients is that of a statistical artefact: the 

ii  i 6 43 44 

tendencyy to regress to the mean. * ' 
Att least half of the patients received a physician's advice on problem drinking, which can be 

seenn as a minimal brief intervention. Our study seems to demonstrate that a minimal brief 
interventionn by a physician is as good as a longer brief intervention by a psychologist. These results 
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aree in line with those of the large WHO study, which concluded that 5 min of advice were as 

effectivee as 20 min of brief counselling.45 

Ourr study differs in several aspects from other hospital intervention studies that showed an 

effectt in one or more outcome variables, such as Chick et al. (1985), Heather et al. (1996) and the 

WHOO study (Babor and Grant, 1992). '' ''45 A major difference is that in these studies screening and 

interventionn occurred at the same time. In our study, the screening and intervention procedures were 

separatedd in time. This led to higher refusal rates, which may have resulted in the recruitment of 

patientss who tended already to be motivated to change their drinking behaviour. Indeed, 47 of our 

1233 patients were already in the action stage at baseline. Motivated patients tend to be less in need 

off  a brief motivational intervention and therefore showing its effect wil l be harder. 

Ourr sample differed from those in most brief intervention studies in the hospital and primary 

healthh care setting46 in that patients entered the study on the basis of MAST type questions47 and not 

onn their current consumption level. They did not form a 'newly identified' population and no 

exclusionss were made on dependence. Brief psychological interventions might have a lesser impact 

onn such a population. 

Nevertheless,, we have to question the effectiveness of the DVA for problem drinkers 

identifiedd in the hospital setting. Our failure to find any effect is in accordance with the results of 

Forsbergg et al.48 They found no differences in the amount of drinking after receiving a modified 

DCUU and receiving only a brief assessment followed by feedback of risky alcohol consumption 

amongg patients identified as problem drinkers in an emergency surgical ward. The studies that did 

findd evidence for the effectiveness of the DCU on alcohol consumption were performed among 

problemm drinkers recruited through media advertisementsj4'49or among patients in a substancee abuse 

treatmentt setting. ' In all these studies the problem drinkers were self-referred and not screened 

opportunistically. . 

Self-referredd and opportunistically screened problem drinkers comprised the sample in the 

primaryy health care studies, of which most found an effect.5,6 In contrast, in our study, only referred 

patientss were included, which may have lead to a selection of patients with more severe conditions 

andd diseases. It is possible that the severity of the conditions and diseases, especially if patients 

attributee these to alcohol, make hospital patients more receptive to the physician's advises about 

alcoholl  consumption or to the reactive effect of the research procedure. Furthermore, in our study a 

psychologistt gave the intervention, whereas in most of the primary care studies, it was the general 

practitioner. . 

Thiss trial tested the effectiveness of the DVA in real-life conditions, where the active role of 

thee physician was not controlled for. With the exception of presenting the inclusion and exclusion 

criteria,, both the way of screening and the form of usual care were left to the physician. Although 

preferredd from the perspective of implementability, this set-up may have resulted in lesser contrasts 

thann studies with stricter conditions. Most studies that found effects for brief alcohol interventions 

usedd special recruitment and screening procedures,43'52'53 and compared brief advice with no 

treatment.8,43,333 The three trials in primary care that were performed under real-life circumstances 

showedd less obvious beneficial effects for brief interventions.44,54'55 Evidence that brief 

interventionss among problem drinkers can work does not mean they do actually work in practice.56 
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Althoughh we did not find any main effects, some findings nevertheless are worth mention. 
Wee found a larger, although not significant, proportion of patients in the intervention group who 
increasedd their motivation to change. Receiving the DVA might have influenced the patients' 
motivationn without materialising into change in drinking behaviour. On the other hand, we also 
found,, in the subgroup of patients drinking above health limits, a larger, although not significantly 
so,, number of control patients who changed their drinking to below health limits. However, being a 
subgroupp of patients, it is possible that randomisation had been lost in ways that could be 
significant. . 

Strengthss and limitation s of the study 
Wee think the real-life setting in this study is one of its merits. However, one weakness was that the 
screeningg was left to the physician. Although a valid screening instrument was used, only 6% of 
thosee screened scored as possible problem drinkers, while 11% was to be expected/"57 The 
physicianss were especially reluctant to put the screening questions to the heavier drinkers with more 
severee alcohol-related diseases. Perhaps, for these drinkers, brief interventions could help the most. 
Theree were large individual differences between physicians' recruitment rates because it was hard 
too motivate some of them to perform the screening. Continuous surveillance and support from the 
physiciann supervisor was necessary. The importance of the latter became visible when a supervisor 
whoo had enthusiastically initiated and supported the project left the clinic - the numbers of 
identifiedd problem drinkers dropped from 11% to 4%. So, there is definite room for improvement in 
relationn to screening for problem drinking by the physician. 

Althoughh only two patients in our study were actually receiving treatment for alcohol use, 
wee can not exclude the possibility that some already had received a brief alcohol intervention from 
theirr general practitioner. Because we were looking for an effect of the DVA beyond the effect of 
physicians'' advice, a study powered to detect small effects should have been used. 

Byy applying a screening questionnaire to measure problem drinking (not consumption), 41 
patientss (33%) were included who actually drank below health limits. Almost a quarter of these 
patientss had complaints of fatigue and were screened for chronic fatigue syndrome. It is possible 
thatt these patients had interpreted the questions about alcohol to be about whether alcohol induced 
theirr fatigue and was therefore problematic for them, even though they drank little. Patients 
drinkingg below health limits make a 'floor effect' likely, i.e. making it more difficult to show a 
interventionn effect. However, the lack of results probably can not be attributed to this, in that we 
failedd to show an intervention effect even in the subgroup of patients who drank above health limits 
att baseline. 

Practicall  implications and futur e suggestions 
Thee results of this study do not support the implementation of a structured brief motivational 
alcoholl  intervention performed by a psychologist on patients already seen by a physician at referral 
too a specialist hospital's outpatient department. However, the implementation of brief interventions 
includingg screening by medical specialists should be encouraged. 
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ABSTRACT T 

Threee patients, who suffered from somatic complaints related to excessive alcohol use, are 
described.. The three patients show the need for a structural intervention on their drinking problems 
nextt to their medical treatment. For one patient a rigorous advice to completely stop the use of 
alcoholl  was enough. The second kept on denying the abuse of alcohol despite several signs of 
excessivee use. The third patient changed his drinking behaviour after lifestyle interventions 
performedd by the medical specialist. The lifestyle intervention takes around 10+5 minutes and 
includess the five elements: early identification, raising the problem drinking, assessment of the 
drinkingg behaviour, reaching an agreement about change and reverting to the agreement in a next 
consultation.. A trained nurse could also perform part of it. Although lifestyle interventions seem to 
bee expensive time-consuming activities on the short term, later on they will save time and money 
andd will lead to a higher satisfaction for both patient and physician. 
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LadiesLadies and gentlemen, 

Excessivee alcohol use (> 6 units/day) leads almost certainly to harm.1 The amount of harm depends 

onn the extent and duration of the excessive use. The proportion of problem drinkers (characterised 

byy excessive alcohol use in combination with somatic, psychological and/or social complaints) is 

estimatedd around 8% of the Dutch population, with approximately five times more men than 

women." " 

Medicall  specialists mainly encounter patients for whom chronically drinking excessively 

causedd more or less severe physical complications. Next to the treatment of the medical disorder, 

interventionn on their problematic alcohol use is of major importance. Although interventions for 

excessivee alcohol use are described in the guidelines 'problematic alcohol use from the Dutch 

Collegee of General Practitioners',3 medical specialists intervene less structurally on alcohol related 

problems.. They disagree whether such an intervention is part of their medical-specialistic task and 

oftenn leave these problems to other care providers. Most specialists lack the skills to intervene 

properlyy or successfully. Also the lack of time and the expectation of small effects are reasons to 

considerr it as a waste of time. Usually they restrict themselves to one or more warning, 

unidirectionall  advises about lifestyle, somewhere in the consult. This is often not sufficient. 

Inn these clinical lessons, we discuss three patients with somatic alcohol related problems and 

providee the readers some starting points to deal with alcohol problems. 

Patientt A is a 42 years old man who was referred to the outpatient clinic of internal medicine 

becausee of anaemia. History taking showed that he already for a few months had complaints of 

tiredness,, anorexia and diarrhoea. Two weeks ago he became icteric and dyspnoic. Ever since he 

wass 18 he drank one litre of "Beerenburg" per day. He works in health care, lives together with a 

femalee partner and has no children. There is a story of alcohol abuse within his family. 

Duringg physical examination a severely overweighed anaemic and icteric man was seen with 

aa large firm mass in the right upper abdomen. There were no signs of ascites or a flapping tremor. 

Reflexess and sensibility were normal. Laboratory investigation showed a megaloblastic anaemia 

duee to a combined folic acid and vitamin B12 deficiency. He also had severe liver function 

disturbancess with an enlarged liver without focal disturbances on ultrasound. Suppletion with folic 

acidd and vitamin B12 was started. 

Thee medical specialist in internal medicine gave one rigorous advice to completely stop the 

usee of alcohol and prescribed 40 mg oxazepam to prevent withdrawal symptoms. The patient was 

obviouslyy frightened. During follow-up all biochemical disturbances disappeared while the patient 

indicatedd that he completely stopped the use of alcohol. 

Patientt B is a 61 years old woman with two children who visited the outpatient clinic of internal 

medicinee 17 years ago because of liver function disturbances (gamma glutamyltransferase up to 

140U/L).. She claimed to drink two glasses of wine or sherry, but that it would be easy for her to 

stopp this. 

AA few years later she was seen because of atypical upper abdominal complaints ("a flatulent 

feeling'").. Again she stated to drink no more than two glasses of wine daily. Again laboratory 
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findingss showed liver function disturbances. Ultrasound showed signs of hepatic steatosis. The 
medicall  specialist explained the damaging aspects of alcohol abuse but was unable to get the 
suspicionn confirmed. 

AA few years later the gamma glutamyltransferase was more permanently elevated towards 
valuess above 2000 U/L. She herself attributed this to an increased sherry and wine consumption 
duringg a recent holiday. However, she also stated to have used more paracetamol (in periods up to 
20000 mg per day because of increasing pain in the extremities). Neurological consultation showed 
signss of polyneuropathy. She was advised to remain abstinent from paracetamol for at least 3 
monthss while the use of alcohol was strictly forbidden. 

Duringg follow-up controls she was obviously confused and disordered. Once there was an 
obviouss odour of alcohol. After extensive pressure she remained with her persuasion that she only 
drankk 2 glasses of wine yesterday evening. When her partner was invited during consultation he 
guessedd that her average consumption is between 5 and 8 glasses daily, but she drinks secretly and 
bottless are hidden. 

Recentlyy she was admitted to a department of Neurology elsewhere because of an epileptic 
insultt that occurred at the airport after a flight with many delays. During the trip she could not take 
alcoholl  and had become increasingly restless. Yet she remains denying the abuse of alcohol. She 
stilll  regularly visits the outpatient clinic with fluctuating liver function disturbances. 

Patientt C is a 45 years old man referred to the outpatient clinic of general internal medicine because 
off  a steroid induced diabetes mellitus. After being admitted because of an exacerbation of chronic 
obstructivee pulmonary disease treated with corticosteroids a persistent hyperglycaemia occurred. He 
wass known with a dilated cardiomyopathy. 

Hee tells that after a divorce 10 years ago, he has started to drink excessively (about 8 glasses 
off  beer each day). From the correspondence of the heart specialist could be made up that he had 
statedd a consumption of 30 glasses per day. He smokes around 20 cigarettes a day. He is declared 
unfit,, lives solely and always eats outdoors. 

Duringg physical examination a badly cared for obese man was observed with an alcohol 
odour.. Trophic disturbances were observed at both feet and legs. Laboratory examination showed 
slightlyy disturbed liver function values, a poorly regulated diabetes mellitus, a hypertriglycedemia 
(4.88 mmol/1) and an alcohol permillage of 0.15 %o. 

Thee specialist in internal medicine explainedd that the disturbances found could be attributed 
too excessive alcohol use and advised to consume less. Later on he was observed while he was 
admittedd to the Department of Cardiology because of acute cardiac failure. Striking were the liver 
functionn disturbances. He claimed to drink about one bottle of wine per day. Again he was advised 
too reduce the use of alcohol. 

Subsequentlyy he irregularly visited the outpatient clinic until he was referred again by his 
generall  practitioner because of a glucose of 27,7 mmol/I. Then the specialist in internal medicine 
decidedd to attack the alcohol abuse more thoroughly. He asked in a very concrete sense how much 
andd when the patient drank; whether he assumed a relationship between the complaints and his 
alcoholl  use. Also he informed why the use of alcohol was important to his life, what his own 
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opinionn regarding the abuse was and what the impressions of the surroundings were. During this 
conversationn the patient admitted to recognise a relationship between his complaints and the abuse 
off  alcohol. He was willing to reduce his alcohol use. It was agreed to raise the question again during 
thee next consultation. 

Subsequentlyy the patient adhered to the appointments and agreements and claimed to drink 
lesss alcohol and to eat healthier. This resulted in a better diabetes monitoring, a normalisation of the 
liverr function disturbances and a loss of weight of 6 kilograms. 

Wee can conclude that these 3 patients suffered from severe somatic alcohol related problems. These 
patientss not only need medical treatment but even more an appropriate intervention on their 
drinkingg problems. Patient A seems to be insufficiently aware of the harmful consequences of his 
alcoholl  use. One rigorous advice from the medical specialist was enough for him to stop drinking 
alcohol.. Patient B refused to discuss and to change her alcohol use. The medical specialist started to 
advisee patient C to reduce his alcohol use. When this was ineffective, he elaborated the patients' 
drinkingg habits. The lifestyle intervention he performed consisted of five steps: (1) early 
identification,, (2) raising the issue, (3) assessment, (4) reaching an agreement about change, (5) 
revertingg to the agreement in a next meeting. 

Earlyy identification of problem drinkin g 
Earlyy identification of alcohol related problems is important, since intervention is most effective in 
ann early stage. Preferably during every diagnostic consultation, the specialist asks whether a patient 
drinkss alcohol and if this is the case, how much. Many patients do not present their alcohol use as a 
problem.. Indications for problematic alcohol use are psychological or social problems, alcohol 
foetor,, mentioning of the alcohol use by others, alcohol intoxication, complaints related to reflux 
oesofagitis,, gastritis, pancreatitis, liver diseases, fatigue, weakness and polyneuropathy.4 Also 
screeningg questions can be asked, for example: 'Have you ever felt the need to cut down on your 
drinking?',, 'Do you ever drink to forget your worries?', 'Do close relatives ever worry or complain 
aboutt your drinking?' An affirmative answer on one or two questions is an indication for 
problematicc alcohol use. The suspicion that arises from history taking can be supported by the use 
off  biochemical markers of excessive alcohol consumption such as elevated GGT (upper reference 
limitss in the University Medical Centre St Radboud: >35 U/l for women and >50 U/l for men), 
MCVV (>100 fl) or CDT (>2,6%).6J 

Raisingg the issue of problem drinkin g 
Thee medical specialist raises the issue of the alcohol use. If this is done non-moralisticalty, feelings 
off  shame, guilt and irritation are avoided. The specialist reports neutrally that drinking alcohol can 
influencee the patients' medical conditions and that he wants to discuss it further. For example: 'You 
havee heartburn. This can have several causes: one of these is alcohol use. Therefore I would like to 
elaboratee this. 
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Assessmentt  of the drinkin g behaviour 
Thee specialist assesses the patients' drinking habits from five perspectives: a behavioural, a 
somatic,, a cognitive, an emotional and a social perspective. To the 'behavioural1 perspective 
belongss the assessment of drinking behaviour by asking where, when and how much glasses of 
alcoholl  the patient had drunk last week. The 'somatic' perspective asks for the relation between 
alcoholl  use and somatic complaints. For example: 'Are your complaints worsened or reduced by 
drinkingg alcohol?' The 'cognitive' perspective concerns ideas, images and opinions from the patient 
aboutt his or her alcohol use. For example: 'What makes alcohol important for you? 'Do you 
perceivee yourself as a light or heavy drinker?' 'What are the positive and negative effects of 
alcohol?'' From the 'emotional' perspective the specialist questions the patient about his or her 
feelingss on alcohol use. For example: 'How do you feel after drinking alcohol?' Finally, the social 
perspectivee gives rise to questions such as 'which role does the social environment play? 'Do 
familyy and friends know about it?' 'Do you drink often with others?' 

Reachingg an agreement about change 
Afterr the assessment, the specialist asks whether the patients realises the importance of change and 
agreess with an appointment about change. If this is not the case, the specialist raises the issue the 
nextt time again. The type of change, which is recommended, depends on the nature and severity of 
thee somatic complaints and the patients drinking history. The Netherlands Institute for Health 
Promotionn and Disease Prevention (NIGZ) recommended as safe drinking limits 21 units a week for 
menn and 14 units a week for women and preferably two days of abstinence. For patients with severe 
andd alcohol related complaints or a long drinking history preferably abstinence from alcohol is 
recommended.. After the specialist gave advice, the patients should be given the opportunity to 
react.react. Together, they can negotiate about a feasible behaviour change goal. After all, it concerns 
alwayss a self-imposed change and this only succeeds if a person makes his own decision. 
Resistancee against change is mentioned and discussed. Reaching a feasible agreement is often a 
matterr of negotiation. Better a modest feasible agreement, than an empty promise. The agreement is 
notedd down in the medical record. It is useful to consider with the patients how relapse can be 
preventedd and what the patient can say to his or her environment. Keeping a dairy of alcohol use 
(seee for example the self-help book 'How to drink less?' ) can be helpful. 

Revertingg to the agreement in a next consultation 
Thee specialist reverts to the agreement in a next consultation. Has the patient reached his or her 
goals?? New agreements are made. When the patient really does not succeed, he or she can be 
referredd to more specialised care providers or to the Anonymous Alcoholics (AA). 

Ladiess and gentlemen, the performance of the above-mentioned intervention requires time and 
training.. Although the effectiveness of brief alcohol interventions has been demonstrated 
frequently,10"122 insufficient experience and lack of time are barriers to perform them.1314 Ten 
minutess during the first consult and five minutes during one or more following consults are 
consideredd too much by many specialists. It can be a solution to leave part of the intervention to a 
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specialisedd nurse. Then, the medical specialist restricts himself to the identification and opening the 

discussionn of the lifestyle problems. 

Thee described intervention can also be used for intervening on other lifestyle behaviours 

suchh as smoking, eating habits and exercise. Although a lifestyle intervention seems to be an 

expensivee time consuming activity on the short term, the produced lifestyle change can save time 

andd money on the longer term. Moreover, a successful intervention leads, according to our 

experience,, to a higher satisfaction for both the patient and the physician. 
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ABSTRACT T 

Objective:Objective: Examining the prevalence of risk behaviour and motivation to change among hospital 
outpatientss with a high cardiovascular risk, andd the implementation and results of a brief 
behaviourall  feedback intervention by internists. 
Methods:Methods: One hundred and sixty-one patients completed a lifestyle questionnaire and were given 
personalizedd feedback on the results by their internists. The delivery of the feedback was monitored. 
Inn an ad hoc non randomized comparison after four months, 68 patients who received an 
interventionn were compared with 40 who did not receive it. 
Results:Results: Ninety-six percent of the patients demonstrated at least one risk behaviour and 73% were 
nott contemplating change. The intervention was correctly given to 62%. The patients who received 
thee intervention reported more lifestyle changes and altered their motivation to change more often. 
Discussion:Discussion: Given the prevalence of risk behaviour lifestyle interventions are worthwhile. Internists 
deliveredd the intervention to most patients. Small effects of the intervention were found, but the 
non-experimentall  nature of the study should be taken into account. 
Conclusion:Conclusion: Implementation of a behavioural feedback intervention seems to be feasible and can 
leadd to worthwhile lifestyle changes for patients at risk for cardiovascular disease. 
PracticePractice implications: Training and education can improve the intervention. Also a nurse 
practitionerr can perform part of it. 
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INTRODUCTIO N N 

Smoking,, physical inactivity, poor dietary habits and excessive use of alcohol can cause or 
negativelyy influence several chronic diseases and should be regarded as risk behaviours.' In patients 
withh a high cardiovascular risk, modification of an unhealthy lifestyle is of major importance.2"7 

Medicall  specialists are in the unique position to promote patients' health, since they frequently 
encounterr patients at crucial moments, when responsiveness to preventive intervention is high.8 

Medicall  specialists often feel inadequate to act accordingly, however. A considerable workload; 
lackk of time, knowledge or motivation; doubts about the effectiveness; and inadequate skills are the 
mostt important barriers.8"10 

Brieff  interventions by general practitioners are effective in reducing risk behaviours among 
patients.11122 Therefore, it is worthwhile to study the effectiveness of brief interventions when 
appliedd by internists. This study assessed the need, implementation, and results of a brief, 
individuallyy tailored behavioural feedback intervention for patients at cardiovascular risk in an 
outpatientt clinic for general internal medicine. The three questions examined were: (1) What is the 
prevalencee of risk behaviours and readiness to change among patients with a high cardiovascular 
riskk profile? (2) Is it possible to implement a brief behavioural feedback intervention conducted by 
thee internist? (3) What are the results of this feedback intervention? 

METHOD S S 

Studyy design 
Too assess the prevalence of risk behaviours and patients' readiness to change, a cohort of patients 
withh a high cardiovascular risk profile completed a lifestyle questionnaire.'' To evaluate the 
implementation,, the delivery of the brief feedback intervention, to be done in the first and second 
visitss to the internist, was monitored with a questionnaire for both patients and internists and 
medicall  file observations during a 15-month period since the initial visit. To evaluate the outcome, 
patientss who had been delivered the intervention within four months after the initial visit 
(interventionn group) were compared with patients who had not been delivered the intervention in 
thatt period (comparison group), because they had not revisited their internist and therefore had not 
beenn given the feedback. 

Setting g 
Thee study was conducted in an outpatient clinic for general internal medicine in a university 
hospital.. Fifteen staff internists and two fellow residents participated, all specialized in 
cardiovascularr diseases and diabetes mellitus. 

Screeningg and inclusion 
Alll  consecutive patients who visited the outpatient clinic for treatment of type 2 diabetes mellitus, 
dyslipidemia,, hypertension, or manifest atherosclerotic vascular disease during six and a half weeks 
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inn November and December 2002, were invited by their internist to complete a lifestyle 
questionnaire.. Patients were excluded from the assessment if they: (a) were younger than 20 years 
orr older than 70 years, (b) had a major medical condition for which lifestyle change has no priority 
(forr example terminal heart failure or cancer), or (c) were unable to fil l in the questionnaire. On a 
screeningg form the internist indicated whether the patients agreed to participate, or the reason for 
exclusion. . 

Lifestylee questionnaire 
AA self-report lifestyle questionnaire was administered assessing: 
(a)) demographic data ( age, sex, ethnic origin, marital and occupational status); 
(b)) height (meters) and weight (kilograms) to calculate the BMI; 
(c)) smoking behaviour (questions about former smoking, the mean daily number of cigarettes, and 
durationn of current smoking) 
(d)) habitual physical activity (a validated 16 item questionnaire for physical activity at work, sports 
andd during leisure time developed by Baecke et al.;14 from which a total activity index was 
calculatedd with a range from 2 to 15); 
(e)) eating habits (three questionnaires validated in a Dutch eating habit study which measured total 
fatt and saturated fat (14 items), fibres (8 items), and vegetables and fruit (6 items)1 x16); 
(00 alcohol drinking behaviour (frequency, quantity during working and weekend days, and 
variabilityy measured by the AUD1T-C17'18 and history of excessive drinking); 
(g)) for each health behaviour the stage of change according to the transtheoretical model of 
behaviourr change proposed by Proschaska and DiClemente: precontemplation, contemplation, or 

^-- 19,20 

preparation. . 
Too identify a healthy from an unhealthy lifestyle the results were categorized as follows: (1) 

healthy,, (2) not really harmful but could be improved, and (3) risky. The cut-off points described 
andd justified in table 6.1 were used to define these categories. For physical activity no cut-off scores 
havee been published. We took a total activity index lower than 6 to be indicative for a sedentary 
lifestyle,"11 and a score of more than 7 to represent a healthy amount of physical activity, defined as 
moree than 30 min. moderate intensity activity on at least five days a week." Eating habits were 
categorizedd as "healthy" if all three eating habits were healthy, as "could be improved" if one or 
moree could be improved, and "risky" if one or more of the habits were risk full. 

Patient'ss readiness to change risk behaviour was assessed by three questions that required 
yes/noo answers. Based on their responses, patients were placed in one of the three stages. Patients 
whoo were unaware of their problematic behaviour and who did not consider a behaviour change, 
weree allocated to the precontemplation stage. Patients who considered changing their risk 
behaviour,, but were not planning to change this within the next month, were placed in the 
contemplationn stage. If patients indicated that they were considering changing their risk behaviour 
andd planning to do this within the next month, they were allocated to the preparation stage. 
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Tablee 6.1 Cut-off points for categories of risky lifestyle behaviours 

Lifestyle e 

Smoking g 

Physicall  activity 

Eatingg habits (daily)" 
Fatt intake 

Fibree intake 
Vegetablee and fruit intake 
Dailyy alcohol consumption*** 
Men n 
Women n 

Categoriess of behaviour 

Healthy y 

Nott smoking 

Totall  activity index: >7 

totall  fat: <35% of energy 

intake;; and saturated fat: 
<11%% of energy intake 

>3g/Mj j 

>400g g 

0<33 units 

0<22 units 

Couldd be improved 

Nott daily smoking 

Totall  activity index: >6<7 

totall  fat: 36-40% of energy 

intake;; and/ or saturated fat: 
11-15%% of energy intake 
2,4-<33 g/Mj 
200-4000 g 

>3<66 units 
>2<44 units 

Risky y 

Smokingg every day 

Totall  activity index: 2<6 

totall  fat: >40% of energy 

intake;; and/or saturated fat: 
>15%% of energy intake 
<2,44 g/Mj 
<200g g 

>66 units 

>44 units 

'Physicall  cut ott points arbitrary chosen based on two references 2,'2:, **Cut-off points according to van Vugt '5, 
***Cut-of ff  points conform with the advice provided by the Royal Colleges of Physicians, Psychiatrists and General 
Practitionerss ~3 

Procedure e 
Afterr consent, nearly all patients took the paper-and-pencil lifestyle questionnaire home and 
returnedd it by mail, although a few completed the questionnaire in the hospital. Generally, the 
questionnairee was completed in approximately 20 min. Patients who failed to return the 
questionnaire,, were urged to do so by telephone. 

Fourr months later, the lifestyle assessment was repeated using a mailed questionnaire. 
Attachedd were questions about perceived changes in actual health behaviour in the past four months 
andd about the delivery of the feedback intervention. Fifteen months after the initial visit, the 
medicall  files were observed with a scoring form, and the internists were asked to complete an 
implementationn questionnaire. 

Outcome e 
Too examine the effects of the feedback intervention we used the following outcome measures: 
Changee in health behaviour as perceived by patients, changes from 'risky' or 'could be improved' 
too healthy behaviour according to the lifestyle questionnaire, and changes in readiness to alter risky 
healthh behaviour. 

Thee intervention: Writte n and verbal personal behaviour  feedback 
Thee internists were supposed to deliver the intervention at a follow-up visit to all patients who 
participatedd in the lifestyle assessment. The intervention included two elements: offering a written 
personall  lifestyle feedback report (a risk chart illustrated with warning colourful traffic lights) and 
providingg verbal comments and advises. 

Patients'' scores from the lifestyle questionnaire were presented in a personal lifestyle report. 
Feedbackk was visualized by traffic lights for each of the health behaviours: red for risky behaviour; 
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orangee for behaviour that is not really harmful yet, but could be improved; and green for healthy 
behaviour.. The traffic lights were accompanied by educational messages such as "Smoking is 
harmfull  for your health, you better stop" (red colour). For each behaviour that was 'risky' or 'could 
bee improved', part of the feedback incorporated patient's motivation to change. In addition, general 
informationn about the risk behaviours and some education on improvement measures were 
provided. . 

Too encourage internists to couple the personal report with verbal comments and advice, a 
checklistt that outlined different modes of presenting feedback was provided. Internists were 
requiredd to indicate on this list if and how the feedback was presented. The options were: (a) 
lifestylee issues did not come up, (b) lifestyle advice has been given, (c) a concrete lifestyle 
appointmentt has been made, (c) the patient has been referred, (d) another way of presenting has 
beenn chosen. With the exception of the first, each option was accompanied by free space to clarify 
thee answer. On the top of the checklist the patient's traffic lights were copied. 

Thee internists were instructed to give the written and verbal feedback to the patients. At the 
beginningg of the study two courses for the internists were arranged where the internists were 
instructedd about the intervention by their supervisor and the researchers, and given ample 
opportunityy to ask questions. To facilitate the intervention, both the feedback report and the 
checklistt were routinely put in the patient's medical file. 

Monitorin gg the implementation 
Byy collecting the checklists, we could monitor whether and how the feedback was provided. In 
addition,, medical files were studied for a 15-month period, to see whether and when patients had 
revisitedd the internist. Further, all participating internists were invited to complete a nine-item open-
endedd questionnaire with regard to their experiences with and opinions about the implementation. 
Ass part of the four-month follow-up assessment, all patients who had received the intervention at 
thatt stage, were asked to complete a seven-item questionnaire on their experiences with and 
opinionss about the lifestyle feedback intervention. 

Data-analysis s 
Differencess in patient characteristics and risk behaviours between patients who completed the four-
monthh follow-up and those who did not, and between the comparison and intervention group at 
baseline,, were analyzed by using the x2-test for non-continuously distributed variables or Fisher's 
Exactt Test when warranted by small sample sizes. Baseline differences concerning continuously 
distributedd variables were analyzed with an unpaired /-test between two groups. Changes in health 
behaviourr and motivational stage for the ad hoc comparison groups were examined with /"-tests or 
Fisher'ss Exact Tests; these analyses were restricted to patients with at least one risk behaviour. A P-

valuee of <0.05 was regarded as significant. Data were analyzed using SPSS for Windows, version 
11. . 
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RESULTS S 

Patientt  recruitment 
Duringg the study period, 356 patients with a high cardiovascular risk profile visited the clinic (see 
figurefigure 6.1). 

Patientss visiting the clinic with a high cardiovascular risk profile («=356) 

Screeningg forms not filled out («=23) 

Didd not meet inclusion criteria («=142) 

Didd not complete the baseline assessment («=30) 

Patientss included («=161) 

Afterr 4 months 

Patientss who were 
deliveredd the 
interventionn within 
44 months («=68) 

Refusedd to be 
followedd up (n=U 

Lostt to follow-up 
(«=35) ) 

Patientss who were 
nott delivered the 
interventionn within 
44 months («=40) 

Afterr 15 months 

Medicall  file could not be retrieved («=9) 

Didd not revisit the internist («=3) 

Medicall  files observed («=149) 

Figg 6.1 Study design for the ad hoc comparison after four months and for evaluating the implementation 
afterr 15 months 
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Inn total, 142 (39.9%) patients were excluded for the following reasons: age (63%), unable to 

completee the questionnaire (8%), refusal to complete the questionnaire (3.5%), comorbidity (3.5%), 

orr according to exclusion criteria not further indicated by the internists (22%). For 23 (6.4%) 

patients,, the internists did not fill  in the screening forms for unclear reasons. Of the remaining 191 

patients,, who were invited to register a lifestyle questionnaire, 30 (15.7 %) patients did not register 

orr return the questionnaire. 161 Patients (84.2%) completed the lifestyle questionnaire (baseline 

assessment).. Their data were used to answer our questions on prevalence of risk behaviour and the 

implementationn of the intervention. 

Off  the 161 patients who completed the baseline assessment, 108 (67%) returned the four-

monthh follow-up questionnaire. Eighteen patients refused consent to be contacted for follow-up and 

355 patients were lost to follow-up. Sixty-eight of the 108 patients who returned the follow-up 

questionnairee had revisited the internist and were delivered the intervention; 29 patients had not 

revisitedd the internist (yet) and thus had not received the intervention, and 11 patients had revisited 

thee internist, but were not given the intervention. Thus, patients could be categorized into two 

groups:: 68 patients who received the intervention (intervention group) and 40 patients who did not 

receivedd the intervention (comparison group). These groups were used as ad hoc comparison 

groups. . 

Prevalence e 

PatientPatient characteristics and prevalence of risk behaviour 

Baselinee characteristics of all patients who completed the questionnaire are presented in table 6.2. 

Thiss table also shows the prevalence of risk behaviours (behaviour categorized as "could be 

improved""  or "risky"). At least one risk behaviour was seen in 154 (95.7%) patients. Almost a 

quarterr of all patients smoked, and nearly all patients (91.3%) had at least one unhealthy eating 

habit.. Half of the patients demonstrated limited physical activity, and 15% percent of the patients 

drankk too much alcohol. 

Tablee 6.2 Patient characteristics and prevalence of risk behaviour at baseline for all patients 

Patientss at baseline (N=161) 

Meann age in years (SD) 55.5(10,1) 

%Menn 57.1 

BM11 (kg/m2)(SD) 28.5(5.7) 

nn (%) current smokers 37(23.0) 

nn (%) fat intake too high 87 (54) 

nn (%) vegetable/fruit intake too low 119 (74) 

nn (%) fibre intake too low 126 (78.3) 

nn (%) not enough exercise 86 (53.4) 

nn (%) excessive alcohol consumption 24 (14.9) 

nn (%) with at least one risk behaviour 154 (95.7) 
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ReadinessReadiness to change risk behaviour 
Thee distribution of stages of change in relation to risk behaviours is shown in table 6.3. Most of the 
smokerss were in either the contemplation or preparation stage (37.8% and 40.5%, respectively). 
Stagee of change for patients who did minimal exercise was approximately equally distributed over 
thee three stages. When patients were asked about their readiness to change their eating habits, most 
off  them were in the precontemplation stage (72.8%). Half of the patients who drank excessively 
weree in the precontemplation stage and half in the contemplation stage. A total of 111 (69%) 
patientss were in the precontemplation stage for at least one risk behaviour. 

Tablee 6.3 Stages of change for all patients with risk behaviour at baseline 

nn (%) reduce or stop smoking 

nn (%) more exercise 

nn (%) healthier eating habits 

nn (%) reduce alcohol consumption 

Precontemplation n 

8(21.6) ) 

266 (30.2) 

107(72.8) ) 

12(50.0) ) 

Stagee of change 

Contemplation n 

14(37.8) ) 

30(34.9) ) 

12(8.2) ) 

12(50.0) ) 

Preparation n 

15(40.5) ) 

300 (34.9) 

28(19.0) ) 

0(0) ) 

Implementation n 
SuccessSuccess of the delivery of the intervention 
Thee internists succeeded in screening for risk behaviours in 333 (94%) of the patients. Of those 
meetingg the inclusion criteria, 161 (84%) were successfully approached to assess their lifestyle. All 
internistss included patients, with numbers ranging from 3 to 26. 

Thee delivery of the intervention was observed in the medical files and the checklists of 152 
(94%)) patients in the 15 months after the initial visit. Three patients who did not revisit the hospital 
weree excluded. From the 149 patients who were eligible for receiving feedback on their lifestyle, 
1300 patients (87%) were delivered the feedback report. Ninety-two patients (61.7%) were also 
givenn verbal comments and advice: the internists gave concrete lifestyle advice to 74 patients, made 
ann appointment about lifestyle change with 14 patients, and referred 4 patients (to a dietician). 

ImplementationImplementation experiences of the internists 
Ninee (69%) of the 13 internists who returned the implementation questionnaires expected that less 
thann half of the patients who received the feedback intervention would change their lifestyle; and 
fourr internists (31%) expected no results at all. Twelve internists (92%) claimed to have discussed 
thee feedback results with all their patients, which took 1-5 min. In answer to the question who 
wouldd be the best provider of a lifestyle intervention, none of the internists mentioned themselves as 
thee only deliverer: seven (54%) suggested that a nurse could best perform the intervention, three 
(23%)) preferred a combination of a nurse and physician or other care provider, and three (23%) 
preferredd another care provider. Lack of time was mentioned by three (23%) internists as the major 
limitationn to perform the intervention. Two internists (15%) questioned the reliability of self-report 
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questions,, arguing that patients could have modified their answers in order to avoid negative 

reactionss or displeasure of the internist. 

ImplementationImplementation experiences of the patients 
Off  the 108 patients who completed follow-up assessment, 57 (52.8%) reported that they received 
thee feedback report from the internist; 38 (66.7%) indicated that they had also received concrete 
lifestylee advice. Twenty-one (55.2%) of those who received advice remembered also a concrete 
appointmentt about lifestyle change, and one patient (1.8%) reported that he was referred to a 
dietician.. Most patients (80.7%) who received the intervention reported that they had read the 
personall  feedback paper, but only 15 patients (32.6%) found the information useful. 

Effectss of the intervention 
ParticipationParticipation and baseline characteristics 
Noo differences in patient characteristics or risk behaviour were found between the 108 patients who 
completedd the follow-up assessment and those who did not (data not presented). The data on the 
follow-upp patients were used to study the effects of the intervention. Intervention and comparison 
groupss did not differ significantly in relation to physical condition or health behaviours at baseline 
(tablee 6.4) Four patients (two in the intervention and two in the comparison group) without risk 
behaviourr were excluded from the analyses on intervention effects. 

Tablee 6.4 Patient characteristics and prevalence of risk behaviour at baseline for the intervention and 
comparisonn group 
Patientss at baseline (n= 108) Intervention group («=68) Comparison group («=40) P-value 

Meann age in years {SD) 55.11 (10.6) 

%% men 58.5 

BMl(kg/m:)(SZ))) 28.42(6.3) 

nn (%) current smokers 14(20.6) 

nn (%) fat intake too high 36 (52.9) 

nn (%) vegetable/fruit intake too low 50 (73.5) 

nn (%) fibre intake too low 52 (76.5) 

nn (%) not enough exercise 39 (57.4) 

nn (%) excessive alcohol consumption 10(14.7) 

nn (%) with at least one risk behaviour 66 (97.1) 

nsns =not significant 

PerceivedPerceived lifestyle changes 
Inn the intervention group, a significantly higher proportion of patients claimed to have changed their 
lifestylee than in the comparison group (45.5% versus 10.8 %; PO.OOl). (table 6.5) 

54.52(10.95) ) 
60.0 0 

27.666 (4.90) 

6(15.0) ) 

20(50.0) ) 

288 (70.0) 

30(75.0) ) 

20(50.0) ) 

5(12.5) ) 

38(95.0) ) 

ns ns 
ns ns 

ns ns 

ns ns 

ns ns 

ns ns 

ns ns 

ns ns 

ns ns 

ns ns 
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Tablee 6.5 Changes in lifestyle and motivational stage for the intervention and comparison group 
Patientt with at least one unhealthy behaviour Intervention Comparison group P-value 
(;i=104)) (w=66) (H=38) 
nn (%) patients who reported to have changed 30(45.5) 4(10.8) 
theirr lifestyle 
nn (%) patients who improved at least one risk 34(51.5) 13 (34.2) 
behaviourr according to the questionnaire 
nn (%) patients who changed into a higher 18 (27.3) 4 (10.8) 
motivationall  stage 

nsns - not significant, * P< 0.10 

ChangesChanges from 'risky' or 'could be improved' to 'healthy' behaviour according to the lifestyle 
questionnaire questionnaire 
Tablee 6.5 shows that 34 (51.5 %) patients in the intervention group and 13 (34.2 %) patients in the 
comparisonn group changed at least one risk behaviour into a healthy behaviour. The difference is 
onlyy marginally significant, however (PO.09). 

Eighteenn (51.4%) patients who perceived a lifestyle change showed a clinical significant 
behaviourr change. 

ChangesChanges in readiness to change risky health behaviour 
Changess in motivation or readiness to change were assessed (table 6.5). In the intervention group, a 
significantlyy higher proportion of patients changed to at least one higher motivational stage than in 
thee comparison group (27.3% versus 10.8%; P=0.05). 

DISCUSSIONN AND CONCLUSION 

Discussion n 
Ninety-sixx percent of the patients with a high cardiovascular risk profile who visited an outpatient 
clinicc for general internal medicine exhibited cardiovascular risk behaviour. Ninety percent had at 
leastt one unhealthy eating habit, half should increase the amount of physical activity, a quarter 
smoked,, and 15% drank too much alcohol. However, three quarter of the patients was not 
contemplatingg change. The relatively large number of patients with unhealthy eating habits in the 
precontemplationn stage was in line with recent findings that many people with unhealthy eating 
habitss are unaware of them.24 The prevalence of the patients risk behaviour did not differ drastically 
fromm that of the general population in comparable age groups. The prevalence of smoking was 
lower:: 23% versus 31%;25 the proportion with a high fat intake was lower: 54% versus 80%;15 and 
thee patient group included more excessive drinkers than those in the general population: 15% versus 
11%.266 The proportion of patients without sufficient physical activity and whose diet comprised an 
insufficientt amount of fruit, vegetables and fibers were comparable with the general population 
(53.4%% versus 55%, 74% versus 75% and 78.3% versus 80%, respectively).15'27'28 Since all patients 
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weree already suffering from cardiovascular disease or were diagnosed as at high risk, a lifestyle 
interventionn to stimulate change in risky health behaviour can be seen as worthwhile. 

Cann the internist provide such an intervention? Monitoring the delivery of a simple 
individualizedd behavioural feedback report showed that screening and including for lifestyle 
assessmentt is no problem in 94% of the patients: Completion of a lifestyle assessment questionnaire 
byy the patients is well feasible. A large majority of the patients were also delivered the feedback 
report.. However, there was definite room for improvement in relation to the verbal feedback given 
byy the internists - only 68% of the 57 patients who at the four-month follow-up recalled the 
interventionn also remembered that the report was coupled with verbal comments and advice. 
Moreover,, 16% of the 68 patients who had been delivered an intervention, even did not remember 
thee feedback report presented by the internist. This can be attributed to the memory of the patients, 
butt also to the limited impact of the intervention. 

Thee observed difficulties in the provision of the intervention by the internists were not 
surprising.. Previous studies indicate that physicians are skeptical about their effectiveness in 
changingg health behaviours in patients, and have difficulties in developing lifestyle intervention into 
practice.29j00 The fact that none of the internists in our study perceived themselves to be the best 
providerr of this kind of interventions needs consideration. Although general practitioners believe it 
iss their responsibility to educate patients about risk factors, medical specialists are not convinced 
thatt it is part of their task.9j0 The alternative of involving nurses specialized in lifestyle 
interventionss is an option. 3l'j 2 Nevertheless, we believe the active participation of the internist is 
neededd to identify patients with risk behaviour and to convey a clear message to the patients on the 
relevancee of lifestyle change. Medical specialists have high authority in the eyes of patients, and 
cann relate the risk behaviour to patients' medical conditions. 

Somee evidence was found for effects of the brief behavioural feedback intervention. A 
greaterr proportion of patients who received the intervention reported that they had changed their 
riskk behaviour, and changed into a higher motivational stage, than patients who did not receive the 
intervention.. However, this did not materialize in substantial clinically significant health behaviour 
changes. . 

Somethingg that must be considered is that a majority of the patients in thee study had already 
visitedd the clinic for more than five years: 53% in the intervention group and 73% in the control 
group.. It is likely that most of these patients have been advised about their lifestyle many times 
before,, and possibly already responded to some of this advice. A marked improvement is usually 
observedd during the first months after initial diagnosis.33 When a risky lifestyle is maintained after 
manyy years, it is difficult to change. Focusing on newly referred patients, who are still open to 
advice,, might show better results. 

Itt is noteworthy that only half of the patients who were convinced that they had changed 
theirr lifestyle, demonstrated a clinical positive behaviour change in their answers to a more detailed 
questionnaire.. Although such perceived changes correspond with the observed changes in 
motivationall  stage, the patients seem too optimistic about their actual behaviour improvements. 

Severall  limitations of this study need to be mentioned. Due to the quasi-experimental design 
wee can not be sure that differences between the intervention and control group have not influenced 
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ourr results. The number of visits to the clinic could be a confounder. Patients who regularly visit the 

clinicc have longer time intervals between visits than patients visiting the clinic recently for the first 

time.. Therefore, these patients were less likely to have visited the internist again by the study 

follow-up,, therefore were less likely to have received the intervention, and more likely to be in the 

controll  group. Secondly, the intervention was not standardized; the physicians were free to provide 

thee intervention in their own way. This could have influenced the results since different counselling 

styless can have different consequences.34 Another problem is whether the study had enough power 

too detect an effect. A further limitation of the study is the use of self-report. We cannot rule out that 

somee of the patients' answers have been influenced by social desirability. Finally, the cut off scores 

shouldd be discussed. The distribution of risky health behaviour is dependent on cut-off scores used. 

Inn particular, the cut-off points for physical activity were somewhat arbitrary. 

Futuree research should evaluate structured brief lifestyle interventions in a randomized 

controlledd trial with more patients included. It would be interesting to compare a lifestyle 

interventionn by an internist with a lifestyle intervention by a nurse. 

Conclusion n 

Thee implementation of a behavioural feedback intervention by internists succeeded reasonably and 

seemss to contribute to the reduction of risk behaviour in outpatients with a high cardiovascular risk. 

Practicee implications 

Manyy patients who visit the internist with a high cardiovascular risk still present risky behaviour, so 

lifestylee intervention is worthwhile. It is also feasible to implement a brief behavioural feedback 

intervention.. However, although internists already applied the intervention, better training and 

educationn might improve the effects. For more patients than are referred now, a more intense and 

standardizedd lifestyle intervention should be available. The traffic light feedback report could 

functionn as a first, stimulating step. Although it is important that the internist is still involved in the 

interventionn and raises the issue, a nurse practitioner could do the main and more time consuming 

partt of such interventions. The effect of the intervention could be further strengthened if patients 

receivedd such a lifestyle intervention already from their general practitioner. 
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ABSTRACT T 

Inn this article several suggestions how to optimise interventions for problem drinking among 
hospitall  outpatients are enumerated. Especially for patients with diagnoses that are alcohol related, 
thesee interventions are of importance. The intervention has to be brief and easy to become 
integratedd in routine medical specialist's practice. For the performance of the intervention, an active 
rolee of the medical specialist and flexible involvement of a specialised nurse, are suggested. Key 
elementss of the intervention are (1) early identification of the problem drinking, (2) raising the issue 
off  problem drinking, (3) assessment of the drinking behaviour, (4) reaching an agreement about 
change,, (5) follow-up, and (6) evaluation of the change. A feasible and attractive option is 
integratingg the intervention in a broader lifestyle intervention. The performers of the brief alcohol 
interventionn need to be specially educated and trained. 
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INTRODUCTIO N N 

Medicall  specialists in the hospital frequently encounter patients who drink above safe health limits 
(>144 units/week for women and >21 units/week for men). Especially if patients have medical 
complicationss that are related to their problematic alcohol use, the medical specialist has to 
intervenee in the alcohol problems next to the patients' medical treatment. Although interventions for 
problematicc alcohol use are described in guidelines like the 'Guideline problematic alcohol use 
fromm the Dutch College of General Practitioners',1 medical specialists are not used to intervene 
structurallyy on alcohol related problems. Most lack the skills to intervene properly and successfully. 
Becausee of time stress and the low expectation of effect life style interventions are considered a 
wastee of time. Usually medical specialists restrict themselves to warnings, i.e. to unidirectional 
advisess about lifestyle. This is often not sufficient. The question arises how alcohol problems 
amongg hospital patients can be dealt with more structurally during medical practice. 

Inn this article we will give suggestions on how interventions for problem drinking among 
hospitall  outpatients can be optimised, based on relevant literature and our own research 
experiences.. We will refer to the type of intervention, the target population and to the question who 
cann best provide the intervention. This is followed by a description of the important elements of a 
brieff  alcohol intervention among hospital outpatients including an example. Training should be an 
importantt facilitator of the intervention. 

TYPEE OF INTERVENTION, TARGET GROUP AND PROVIDER OF THE 
INTERVENTION N 

Typee of intervention 
Too stimulate medical caregivers to perform an intervention to reduce alcohol consumption among 
theirr patients, the intervention needs to be brief and easy to integrate in daily hospital medical 
practice.. The majority of the patients with mild or moderate alcohol problems, might profit from 
suchh an intervention.2,3 Those who failed to change their drinking behaviour can be referred to 
specialisedd treatment of a higher level of intensity. 

Mostt brief interventions comprise assessment, advice, counselling with educational 
elements,, and some form of written information. They involve less time than intensive alcohol 
treatmentt and are generally delivered by professionals other than specialists in substance abuse.4 

Theyy are often 'opportunistic', since their aim is to modify drinking behaviour in patients whose 
primaryy interest is not discussing their drinking behaviour. Most brief interventions aim for 
moderatee or harm-free drinking rather than total abstinence. 

Althoughh various studies reported about the use of brief alcohol interventions in general 
practice,566 less studies examined brief alcohol intervention in the hospital setting. In a review of the 
literaturee on studies in general hospital settings, we found only eight controlled trials with major 
methodologicall  weaknesses. Two of these studies were performed among outpatients. One found a 
significantt decrease in sickness allowance days for the intervention group, but failed to collect data 
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onn change in alcohol consumption for the control group.8 The other study found, as the only study 
withh positive outcomes on alcohol consumption, a significant larger reduction in alcohol 
consumptionn in the intervention group. Patients who received the intervention also had a larger 
decreasee in gammaglutamyltransferase than patient who did not receive it. Our conclusion was that 
thee evidence for the effectiveness of opportunistic brief interventions in the hospital setting for 
problemm drinkers was still inconclusive. 

Althoughh evidence for the effects of a brief hospital alcohol intervention was not 
convincing,, different arguments underscore the need for a brief intervention that is structured, 
flexible,, feasible, and as effective as possible for the hospital practice. First, the number of 
methodologicallyy sound studies is still small. So the effectiveness of such brief interventions can 
nott be definitely ruled out. Furthermore, the chronic character of many alcohol problems needs to 
bee taken into account. A single intervention of one medical specialist during one or two 
consultationss might not be sufficient to have a lasting effect on chronic disorders. Drinking is 
subjectt to individual variation in motivation and self-control abilities. Therefore an alcohol 
intervention,, embedded in a chain of repeated interventions, preferably in co-operation with other 
caregiverss might eventually lead to better results. A short, feasible motivational advice may help the 
doctor-patientt interaction. Finally, whether they like it or not, medical doctors are regularly 
confrontedd with patients that continue their drinking habit that is in flagrant contradiction to their 
health.. The causal or contributing effects of heavy drinking on somatic illnesses is strong and 
undisputed.. As such, medical specialists cannot neglect this behaviour. It seems simply unethical to 
disregardd it. If so, how should the intervention be performed? 

Targett  group 
Brieff  alcohol interventions could also be effective for problem drinkers with non-alcohol related 
complaints.. However, it can be questioned whether medical specialists are responsible for this form 
off  prevention. Yet, we think it can be useful if medical specialists who identify excessive drinkers 
withh non-alcohol related health problems, at least make a remark about the healthy drinking limits. 

Providerr  of the intervention 
Brieff  interventions in the hospital setting can be performed by different health care providers such 
ass medical specialists,9 psychologists,'0 specialised nurses,IH j or combinations of these.8"14 

Wee doubt whether psychologists should be the secondary reference to provide a brief 
interventionn in the hospital setting. Elvy and colleagues (1988) studied a brief intervention in which 
hospitall  inpatients were approached by a psychologist who confronted them with their self-reported 
drinkingg problems and asked whether they would accept referral to an alcoholism counsellor. 
Althoughh patients who received the intervention improved in terms of self-reported alcohol 
problems,, no differences in reduction in alcohol consumption were found with those who did not 
receivee the intervention. We also failed to find evidence for the effectiveness of adding a two 
sessionn motivational intervention for problem drinking provided by a psychologist to physician's 
advicee among hospital outpatients.15 The intervention focused on enhancing motivation by 
perceivingg consequences of excessive use and reflecting on them. After six months there were no 
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differencess between the patients who did and those who did not receive the intervention. A brief 
minimall  intervention by a physician was as good as a longer brief motivational intervention by a 
psychologist.. In conclusion, we found no evidence for the effects of a brief alcohol intervention 
performedd by a psychologist among hospital patients. 

Threee studies that evaluated brief alcohol interventions only performed by a (specialised) 
nursee among hospital inpatients reported no effects on alcohol consumption.""13 However, an 
intensivee interview by a specialised nurse led to a reduction in alcohol related problems and a 
reductionn in the biochemical marker gammaglutamyltransferase.1" After an audio-visual 
presentationn of information on alcohol and a booklet offered by nursing staff a significant larger 
proportionn of patients decreased their alcohol related health problems compared with a control 
group.. Moreover, evidence suggest that nurses are effective at reducing excessive drinking in the 
primaryy health care.'6 Nurses performed approximately half of the interventions evaluated in the 
Worldd Health Organisation study evaluating brief interventions in primary health care.16 This trial 
showedd that there was a significant effect of simple advice and brief counselling on reducing 
alcoholl  consumption, especially among males. Another primary care study also found a reduction in 
alcoholl  consumption after very brief advice and counselling delivered by a nurse practitioner.17 So 
thee effects of nurses providing the intervention are mixed. 

Basedd on the positive effects of brief alcohol interventions performed by the general 
practitioner,, ' it seems likely that a hospital intervention for problem drinking is most effective 
whenn it is performed, or at least initiated by the medical specialist himself. This was the case in the 
onlyy hospital intervention study with clear positive effects.9 A motivated medical specialist gave his 
patientss a personal advice and reinforced this four times within eight weeks. Also, in a recent study 
amongg outpatients with high cardiovascular risk, we demonstrated that targeting several risk 
behaviourss such as excessive drinking, smoking, unhealthy eating habits, and inactivity by a 
medicall  specialist in internal medicine appears to have positive although small effects.18 

However,, lack of time, knowledge or motivation, doubts about the effectiveness and 
inadequatee skills often prevent medical specialists to perform brief interventions to promote 
patients'' health.19"21 A feasible alternative might be, that they pass on the intervention to another 
caree provider after they have established rapport with the identified problem drinker. This care 
providerr can be trained more extensively and can save costs if he takes over tasks that are now 
takenn care of by the medical specialist. Research in primary health care demonstrated positive 
effectss when screening and raising the problem drinking by the physician was combined with an 
interventionn by a nurse."" This could be a valuable combination in the hospital setting too. 

KEYY ELEMENT S OF A BRIEF ALCOHO L INTERVENTIO N AMONG HOSPITAL 
OUTPATIENT S S 

Basedd on the guide 'Helping patients with alcohol problems', published by the National Institute on 
Alcoholl  Abuse and Alcoholism," and in line with the recently published Dutch guidelines for the 
interventionn in smoking behaviour,24 and inspired by our own experiences, we developed a step 
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wisee approach for brief, structured intervening in problem drinking among hospital outpatients. The 
fivee steps are: (1) early identification of problem drinking, (2) raising the problem drinking, (3) 
assessmentt of the drinking behaviour, (4) reaching an agreement about changing the drinking 
behaviour,, (5) follow-up (6) evaluation of the change. 

(1)) Early identification of problem drinkin g 
Earlyy identification of problem drinking is important, since brief interventions are most effective for 
earlyy problem drinkers." The medical specialists are in a favourable position to identify the problem 
drinkerr during the first diagnostic consultation. Therefore, they should question all patients 
regardingg their alcohol consumption. However, many patients do not present their alcohol use as a 
problem.. Not only disorders such as reflux esophagitis, liver cirrhosis, pancreatitis, peripheral 
neuropathy,, hypertension, fatigue and depression, but also a variety of social and behavioural 
complicationss can serve as clues to the presence of problem drinking.-"1'~ 

Screeningg questionnaires such as the first three questions from an interval scale measuring 
thee severity of problem drinking from Cornell and colleagues," or the four questions of the 
CAGE,288 can be used to facilitate the early identification of problem drinkers. The administration of 
thee three screening questions of the scale from Cornell takes 25 seconds. The administration of the 
fourr questions of the CAGE takes 32 seconds. Given the good psychometric qualities, we would 
recommendd the first three questions from the interval scale from Cornell and colleagues (fig.7.1)." 
Thee AUDIT is a useful screening questionnaire too,29 but two minutes are required for the 
administrationn of this 10-item questionnaire and another minute for the interpretation of the scores, 
whichh takes too much time. In our study regarding the effectiveness of a brief psychological 
motivationall  alcohol intervention among hospital outpatients, internal medicine residents did the 
screening.. They used the Cornell scale for all patients who drank alcohol. About 70% of the 
participatingg residents reported during interviews that they found it difficult to ask the sensitive 
alcoholl  related questions to patients with non alcohol related complaints or to patients who stated to 
drinkk sporadically. They were concerned to offend these patients. In general, they had fewer 
problemss with the screening if patients drank regularly or had complaints, which could be related to 
excessivee alcohol use. 

Thee screening questions could be supported by the use of biochemical markers of excessive 
alcoholl  consumption such as an elevated GGT or CDT.30"34 However, for both markers the 
predictivee value to diagnose alcohol abuse is not high.31 In case of being elevated, these markers can 
bee valuable during follow-up. They can be used to motivate patients who successfully dropped their 
consumptionn and in whom the test normalised. 

(2)) Raising the issue of problem drinkin g 
Raisingg the issue of problem drinking sensitively is the next step. Since problematic alcohol use is 
associatedd with more stigmas than for example tabacco use, and patients can feel ashamed, the topic 
shouldd be raised non-moralistically. This part of the intervention will be most convincing if medical 
specialistss do it, since they are the experts to emphasise the relation between the patients' alcohol 
usee and medical complaints. After mentioning the (possible) influence of'use of alcohol' on the 
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patient'ss complaints the specialists can ask him to discuss their drinking behaviour. Rollnick and 
colleaguess suggest that words like 'problem' or even 'concern' can best be avoided and that 'use of 
alcohol'' is the safest phrase to use.35 They also advice that if the subject is raised and the patient is 
feelingg threatened, it can be good to give a patient time to think it over and coming back to it later. 
Yet,, this could mean an extra consultation. 

(3)) Assessment of the drinkin g behaviour 
Thee following step is the assessment of the drinking behaviour. Although we have the experience 
thatt medical specialists can be trained to assess patient's drinking behaviour within 5 minutes, it 
couldd be an option to involve a specially trained nurse for this part of the intervention. Based on the 
biopsychosociall  model of health and illnesses developed by Engel,36j7 we suggest to examine the 
drinkingg behaviour from a biological, psychological and social perspective. The biological 
perspectivee means examining the relation between patient's alcohol use and medical complaints. 
Thee psychological perspective deals with where, when and how much the patient drinks, his 
cognitionss (ideas and opinions about their alcohol use), and emotions (how the patient feels when 
hee drank alcohol). The social perspective concerns with the self-reported influences on the patient's 
sociall  environment; How the social environment confirms, accept or reject the patient's drinking 
behaviour,, and with whom and where the patient drinks. 

(4)) Reaching an agreement about change 
Afterr the assessment, the medical specialist or specialised nurse tries to reach an agreement with the 
patientt about changing the risk behaviour. The advises provided to the patients, depend on the 
severityy of the complaints and the patients drinking history. Based on the guidelines to help patients 
withh alcohol problems, published by the National Institute on Alcohol Abuse and Alcoholism,23 the 
followingg advises are recommended: Reducing alcohol consumption below the national health limit 
(inn the Netherlands: < 3 U/day for men and <2 U/day for women) for patients with mild or moderate 
alcoholl  problems and abstaining from alcohol for patients with severe alcohol related diagnoses, 
alcoholl  dependency, or a long drinking history. After the advice, the patient should be given the 
opportunityy to react. The medical specialist gauges the patient's readiness to change by asking what 
thee patient thinks and if he is ready to cut down or to abstain. According to the transtheoretical 
modell  of behaviour change the patient is stimulated to move through a series of changes from not 
thinkingg about change (precontemplation), to being unsure about it (contemplation), ready for 
changee (preparation), engaged in change (action) and keeping the change going (maintenance).38,39 

Iff  a patient is not ready to change, the medical specialist can restate again concern about the 
patient'ss health and reaffirm his willingness to assist the patient when he is ready to change his 
drinkingg behaviour. Although this patient will not immediately change his drinking behaviour, 
offeringg the advice might have caused a change in the patient's thinking about the risky drinking 
behaviour.. If a patient is ready to try to cut down or to abstain, the patient and care provider can 
negotiatee about a feasible behavioural change goal. Patients are more likely to change their drinking 
behaviourr when they are involved in goal setting.40,41 The care provider can enhance the 
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commitmentt by noting the mutual agreement down in the patient's medical record, and by 
announcingg that he will revert to it during the next consultation. 

(5)) Follow-up 
Thee fifth step of a brief intervention is a follow-up in a next consultation. The care provider asks the 
patientt how he progressed with their behaviour change and reinforces any progress toward 
reductionn in alcohol consumption. It is important to enhance the patient's confidence, so the patient 
wil ll  feel able to change his drinking behaviour.40'41 If a patient did not reach his treatment goals, the 
caree provider should explore why. New feasible goals can be set and new agreements can be made. 

Thee role of these follow-up sessions in which patient's progress is monitored, needs not to 
bee underestimated. Interventions for excessive drinkers seem to be more effective when extended 
byy one or more follow-up sessions.42,4"' Both effective brief interventions in the primary care,""'44'45 

andd the only successful hospital intervention,9 included several follow-up sessions. 

(6)) Evaluating the change 
Thee sixth and last step of the intervention is the evaluation of the change by the medical specialist. 
Iff  someone else performed the assessment, reached the agreement and did one or more follow-up 
sessions,, the medical specialist needs to be informed about the results, so he can evaluate how a 
patientt progressed. To prevent patients from relapse and to maintain the established changes in 
drinkingg behaviour better, the medical specialist can inform their general practitioner and eventually 
otherr health providers about the agreement of change and results by a letter. A copy of the letter can 
bee sent to the patients. This written document might enhance patients' commitment. 

Forr those patients who failed several times to change their drinking behaviour, the medical 
specialistt should consider referral to a specialist in substance abuse or a self-help group such as the 
AAA (Anonymous Alcoholics). Again the specialist can send a copy of the referral letter to the 
patient. . 

Thee six key elements of a brief alcohol intervention are summarised in figure 7.1. 

BRIEFF ALCOHO L INTERVENTION S AS PART OF A BROADER LIFESTYL E 
INTERVENTIO N N 

Integratingg alcohol assessment in the context of a broader lifestyle assessment will probably make it 
easierr acceptable for both internists and nurses and less threatening for the patients. Recently, we 
studiedd the implementation and effect of brief behavioural feedback intervention in hospital 
outpatients.188 The intervention was performed by medical specialists in internal medicine and 
directedd at patients with lifestyle related complaints, in particular those with a high cardiovascular 
riskk profile. The intervention was brief and easy to perform, seemed to be feasible to implement, 
andd had small but significant positive effects. The intervention involved not only the reduction of 
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excessivee alcohol consumption, but also modification of smoking, physical inactivity and poor 
dietaryy habits.18 Interventions on different risk behaviours were 'bundled'.47 

Too deliver the intervention, the medical specialists first had to invite patients to complete a 
computerisedd lifestyle assessment including questions about smoking, physical inactivity, poor 
dietaryy habits and alcohol consumption and about patient's readiness to change these behaviours. 

Thiss pilot study reported on the use of a computer program called CLAFI (Computerised 
Lifestylee Assessment and Feedback Intervention). In this program patient's assessment scores are 
presentedd in a personal lifestyle feedback report. The different health behaviours are calculated and 
transformedd into risk scores for the four behaviour domains. The risk scores are visualised by traffic 
lights:: red for risky behaviour, orange for behaviour, which is not really harmful yet, but could be 
improved,, and green for healthy behaviour. The traffic lights are accompanied by educational 
messagess such as "Smoking is harmful for your health, you better stop" (red colour). For each 
behaviourr that was 'risky' or 'could be improved', the patient's motivation to change was presented 
ass well. This information about patients' motivation to change can be very useful for the medical 
specialistss who have to provide feedback to their patients. 

Inn a next consultation, the medical specialist offers the personal feedback report to the 
patients.. We stimulate the use of an instructive checklist, part of the program, to couple this with 
verball  comments and advises. The feedback report makes risk behaviours immediately visible for 
thee medical specialist and the patient, and places it in the frame of lifestyle in general. This 
facilitatess in particular the key elements of identifying the lifestyle problems and raising the issue 
andd can be followed by further assessment and an agreement on changing behaviour. 

TRAININ G G 

Althoughh nurses and medical doctors in specialised health care settings indicate they are often 
confrontedd with alcohol problems, they consider early recognition and treatment of heavy drinking 
ass less appropriate and showed poor knowledge of the content of brief alcohol interventions.20 

Researchh shows that general practitioners who received more education regarding alcohol 
abuse,, are more likely to manage patients with alcohol related harm.48 Also training in alcohol 
counsellingg skills is important to give them a sense of competence to intervene with problem 
drinkers.499 A controlled trial conducted among emergency medicine residents demonstrated that 
thesee elements are also relevant in training for specialists.50 A four-hour didactic video and skills 
basedd workshop significantly improved the residents' knowledge and practice with regard to 
patientss with alcohol problems. 

Wee developed a 5-hour training program for medical specialists to perform brief alcohol 
interventions.. The trainers were psychologists and experienced medical specialists. The training 
transferss the relevance, effects and content of a brief alcohol interventions in the context of a 
biopsychosociall  model of health and illnesses.36,37 A major element of the training is 
communicationn skill training by role-play. Role-plays can be videotaped to provide feedback. 
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Iff  it is preferable also to involve nurses in the performance of brief alcohol interventions, 
theyy need education about clear health messages regarding alcohol, training in intervention skills, 
facilitationn to enhance confidence regarding alcohol intervention and support to deal with negative 
patientt reactions." An adaptation of our training program is designed to meet these needs as well. 

Earlyy identification of the problem drinker by the medical specialist 
Signn of excessive alcohol use (i.e. alcohol breath, specific liver function 
disturbances) ) 
Screeningg questions (i.e the first 3 questions from Cornel et al.) 

Havee you ever felt the need to cut down on your drinking? 
Doo you ever drink to forget your worries? 
Doo close relatives ever worry or complain about your drinking? 

Laboratoryy Tests (GOT and CDT) 
Thee use of the results of a lifestyle report 

2.. Raising the issue of problem drinking by the medical specialist 

3. . 

4. . 

5. . 

6. . 

Assessmentt of the drinking behaviour 

+ + 
Reachingg an agreement about change 

+ + 
Follow-upp of the changes 

IF F 

Evaluationn of the changes by the medical specialist 

Thiss part kan 
bee applied by 
someone e 
externally y 
suchh as a 
specialised d 
nurse e 

Figur ee 7.1 The key elements of a brief alcohol intervention in the hospital setting 

CONCLUSION N 

Althoughh evidence for the effectiveness is still weak, medical specialists, possibly in close co-
operationn with nurses should perform brief alcohol interventions among hospital outpatients. In 
particular,, the combination of identification of problem drinking and raising the problem drinking 
byy the specialist with the assessment of the drinking behaviour, reaching an agreement about 
changee and follow-up by a specialised nurse needs further consideration. Finally, medical 
specialistss should evaluate the change and consider informing other care providers, or to refer 
patientss who failed several times to change their drinking behaviour, to specialised alcohol 
treatment.. To stimulate medical specialist and nurses to perform the intervention, it should be brief, 
easyy to perform, fit  into their workflow, and be focused on patients with alcohol related complaints. 
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Moreover,, it is important to educate both medical specialists and nurses about the relevance and 

effectss of brief alcohol intervention and to train them in how to apply those interventions. 
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INTRODUCTIO N N 

Thee objective of the studies presented in this thesis was to gain insight into the effects of brief 
interventionss for problem drinking among patients in the hospital setting. We studied whether brief 
interventionss for problem drinking are effective in the hospital setting and how these interventions 
cann be optimised. 

Inn this chapter we summarise the major findings of the studies performed. Next, an 
interpretationn of the findings will be given and the strengths and limitations of our studies will be 
discussed.. Finally, we will deal with the research questions and make suggestions for future 
practice. . 

Summaryy of the findings 
AA systematic review on the effectiveness of opportunistic brief interventions in a general hospital 
settingg showed that evidence is still inconclusive (Chapter 2). Only one out of the eight retrieved 
studiess found a significantly larger reduction in alcohol consumption in the intervention group. This 
relativelyy intensive intervention with a short follow-up period, was conducted in male outpatients 
withh hypertension, in which during every visit the medical specialist emphasised the importance of 
loweringg alcohol consumption to control blood pressure. Moreover, the control group was advised 
too continue their usual consumption of alcohol. In the other studies a significant reduction was 
found,, both in the intervention and in the control group. Most of the included studies showed major 
methodologicall  weaknesses; not all studies were randomised, the majority had no blind outcome 
assessmentt and all studies excluded the relatively large number of patients lost to follow-up from 
furtherr analyses. Only two studies were performed among outpatients; the one with positive effects 
andd another one that missed follow-up data on alcohol consumption for the control group. 

Givenn the small number of retrieved studies and their methodological weaknesses, we 
evaluatedd in a randomised controlled trial the effectiveness of the Dutch Drinker's Check-Up 
(DVA)) among hospital outpatients. The DVA is a brief motivational intervention with an 
assessmentt and a follow-up session, provided by a psychologist or behaviour counsellor that aims to 
increasee the awareness of alcohol problems and enhances the motivation for change (Chapter 3). It 
iss a feasible and effective early intervention for problem drinkers that can be applied in a variety of 
healthh care facilities. 

Forr the recruitment of the patients in the randomised controlled trial, reported in Chapter 4, 
medicall  specialists screened, during three years, all new patients who visited an outpatient clinic for 
generall  internal medicine on problem drinking. From the 4.728 patients who were screened, 284 
scoredd positive on problem drinking. Participating problem drinkers received a computerised 
baselinee assessment and were randomly allocated to the DVA provided by a psychologist (n=61) or 
too "care as usual"(n=62). "Care as usual" often meant a one-time-only confronting advice about 
alcohol,, rarely reverting to it in a next consult. Participants were followed up at 6 months. Outcome 
measuress were alcohol consumption and increase in motivation to reduce alcohol consumption. All 
patientss reduced their alcohol consumption over time, with an average of 5,5 units/week. No 
differencess in reduction in alcohol consumption were found between patients receiving the 
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interventionn and patients receiving care as usual. This was supported by the absence of differences 
betweenn the groups in levels of the biochemical marker, carbohydrate-deficient transferrin (CDT). 
AA slightly, but not significantly, larger proportion of patients who received the DVA increased their 
motivationn to change. We concluded that no evidence was found for the effectiveness of adding a 
psychologist'ss motivational intervention to the medical specialist's advice. 

Inn the next chapter (Chapter 5) we present how medical specialists deal with somatic alcohol 
relatedd problems. Our description of three case studies from patients, who suffered from somatic 
complaintss related to excessive alcohol use, showed the need for a structural intervention on their 
drinkingg problems next to their medical treatment. For one patient one rigorous advice to 
completelyy stop the use of alcohol was enough. A second kept on denying the abuse of alcohol 
despitee several signs of excessive use. The third patient changed his drinking behaviour after a brief 
alcoholl  intervention performed by the medical specialist. This brief alcohol intervention was 
described.. The intervention took about fifteen minutes and included five components: early 
identificationn of problem drinking, raising the issue of problem drinking, assessment of the drinking 
behaviour,, reaching an agreement about change and reverting to the agreement in a next meeting. 

Inn a follow-up study this brief intervention was integrated in a broader lifestyle intervention 
thatt was designed to be integrated smoothly in the usual hospital practice. To enhance the medical 
specialist'ss motivation to perform the behavioural lifestyle intervention, it was directed at patients 
withh obvious lifestyle related somatic problems, namely those with a high cardiovascular risk 
profilee (Chapter 6). The intervention included two elements: offering a written personal feedback 
reportt (risk chart illustrated with warning coloured traffic lights) based on the results of a lifestyle 
assessmentt form completed by the patient and providing verbal comments and advises. From the 
1611 patients who completed the questionnaire, 24 (15%) patients drank above the Dutch health 
limits.. Half of them were in the precontemplation stage, which meant that they were unaware of 
theirr problematic behaviour and were not considering behaviour change. The other half were in the 
contemplatingg stage; they were considering changing their drinking behaviour but not planning to 
changee this within the next month. Monitoring the delivery of the lifestyle intervention shows that 
fillingfilling  out a lifestyle assessment questionnaire by the patients is well feasible. A majority of the 
patientss who drank above the health limits had been delivered the feedback report (83%). Yet, the 
medicall  specialists less frequently (38%) gave comments or advises on the reports about risky 
alcoholl  consumption. We were unable to find evidence for the effects of the brief feedback 
interventionn on excessive drinking after four months, but we considered the number of excessive 
drinkerss too low to draw clear conclusions. However, small effects were found if we combined the 
resultss of the intervention on other risk behaviours such as smoking, unhealthy eating habits and 
physicall  activity. A significant larger proportion of the patients, who received the intervention, 
statedd to have changed at least one risk behaviour and significantly more patients increased their 
readinesss to change. 

Interpretation ss of the findings 
Inn the DVA study we could not observe differences in the reduction of alcohol consumption 
betweenn the intervention and control group. Patients in both conditions showed a substantial 
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reductionn in alcohol consumption. This reduction might, in the first place, be explained as a reactive 
effectt of the screening by the medical specialist and the extensive assessment of the drinking 
behaviourr as part of the inclusion procedure.1" In addition, presenting oneself as a patient, the 
confrontationn with the medical setting and visiting the medical specialist could have created a 
teachablee moment. Possibly, the psychologist's motivational intervention could not add much to 
thiss reactive effect. Such an interpretation is in accordance with the results of the other hospital 
studiess in our systematic review; all reported a significant reduction in alcohol consumption in the 
controll  groups as well. The only exception was a study in which the control group was advised to 
continuee their usual consumption of alcohol.5 An alternative explanation for these results is that of a 
statisticall  artefact: the change in alcohol consumption figures at two moments in time might be due 
too the tendency to regress to the mean.6" 

Anotherr explanation concerns the motivation of our patients. Our sample differed from those 
inn most brief intervention studies in the hospital and primary health care setting,9 in that our patients 
weree included on the basis of questions which measured problem drinking,10 and not on current 
consumptionn level. Our patients were not a 'newly identified1 population but patients who already 
perceivedd more or less alcohol problems. Moreover, in other hospital intervention studies with 
betterr results screening and intervention occurred at the same time.11"13 In our DVA study, however 
screeningg and intervention were separated in time. This not only made further loss of matching 
possiblee but also led to much higher refusal rates. This resulted in the recruitment of patients who 
weree more motivated to change their drinking behaviour: 47 of our 123 patients were already in the 
actionn stage at baseline. In general, motivated patients are in less need of a brief motivational 
interventionn and finding an effect of a brief intervention will be harder. 

Ourr failure to find a positive treatment effect contrasts with findings in primary health 
care,7'144 where patients who received a brief intervention usually reduced drinking significantly 
moree than control patients. Several reasons could be mentioned for this discrepancy. Most hospital 
interventionn studies are performed in countries in which, like in the Netherlands, the primary care 
providerr or general practitioner acts as an active gatekeeper.15 Since they screen before referring to 
hospitall  specialists, referred patients often suffer from more severe conditions and diseases which 
havee greater impact on quality of life.16'17 Maybe the severity of the conditions and diseases, 
especiallyy if these are alcohol related (more than one third of the patients in the DVA trial had a 
diagnosiss which was certainly or probably alcohol related), make hospital patients more receptive to 
thee (usual care) advises about alcohol consumption or to the reactive effect of the research 
procedure.. The severe medical conditions can also give rise to reduce alcohol consumption because 
patientss notice pain or other complaints during or after drinking alcohol (for example reflux in 
patientss with esofagitis). 

Anotherr difference between the two settings deals with the continuity of care. In most 
studiess that evaluated the brief intervention in the primary care, the general practitioner is the 
regularr source of care for a defined population, which is the basis for a more personal and 
continuouss relationship between general practitioner and patient.15 The personal relationship may 
contributee to a more effective intervention.8 Moreover, the continuity of care enables the general 
practitioner,, to revert to patients drinking behaviour regularly. In contrast, most hospital patients 
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visitt the outpatient clinic only a few times during a relatively short period. In this short period there 
iss a tendency to focus on the needs of the patient's medical condition, instead of influencing 
patient'ss drinking behaviour. 

Anotherr possible explanation for the different effects of intervention in the primary health 
caree and specialised care setting could be that primary care providers consider early recognition and 
treatmentt of heavy drinking more of their task than hospital medical specialists.18 Therefore, 
primaryy care providers are more eager, more aware, and better trained to provide prevention 
activitiess than medical specialists. 

Anotherr important difference between intervention studies in the primary health care and 
hospitall  settings concerns the intervener. Although general practitioners performed most of the 
interventionss themselves, the hospital interventions are often performed by psychologists,19 

specialisedd nurses,3'2'20 a combinations of these,13 or a specialised substance abuse intervention 
team."1 1 

Althoughh we can not rule out that differences between the primary and hospital care setting 
explainss the lack of effect, it is important to realise that the most effective primary health care 
interventionss were studied in an experimental setting. Most studies that found effects for brief 
alcoholl  interventions used special recruitment and screening procedures, 6 and compared a brief 
interventionn with no treatment.6'24 It can be questioned whether these circumstances represent a 
genuinee primary health care organisation."5 Primary care trials performed under real-life 
circumstancess showed less obvious beneficial effects for brief interventions.8'25'27 In these trials 
screeningg was performed by local personnel and the issue of excessive drinking was raised by the 
generall  practitioner, often followed by a form of advice as usual care. Beich and colleagues studied 
thee use of brief alcohol interventions under the real world circumstances of medical practice.28 They 
exploredd the suitability of a screening based intervention for excessive alcohol use by describing the 
experiencess of general practitioners who tried the intervention in their usual practice and reported 
mainlyy negative experiences. The general practitioners found the workload onerous and had 
problemss in establishing rapport with excessive drinkers located by screening. The intervention 
disruptedd normal patterns of work. With their results, Beich and colleagues underline the value of 
carryingg out pragmatic studies regarding the suitability of seemingly efficacious interventions. 

Thee strengths and limitation s of the studies 
Thee strength of our studies was that we took the real-life conditions of hospital care into account. 
Wee assumed that performing the studies under certain conditions of routine care give a more 
realisticc view of the effects of the intervention. It further supports the results of the studies to be 
generalisedd and the intervention to be implemented elsewhere. 

Althoughh the DVA study was performed under the strict conditions of a randomised 
controlledd trial and an external psychologist performed the intervention, we chose for a way of 
recruitmentt that could be practiced in real-life conditions. The medical specialists in internal 
medicinee were asked to incorporate the screening in their regular questioning the patient's alcohol 
consumptionn during medical history taking. To facilitate the screening for problem drinking in the 
DVAA study we stimulated them to ask three screening questions. By choosing this method we tried 
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too select the same group of patients the medical specialists would also identify in usual practice. If 
thiss way of screening would be successful, it could be continued in their routine practice. In our 
lifestylee intervention study, we took even more account of real-life conditions by investigating the 
performancee of a brief feedback intervention by the medical specialist in their routine practice. 

Secondly,, in the DVA and lifestyle study only a few exclusion criteria, i.e. the patient's age, 
theirr ability to understand the Dutch language, major life threatening medical conditions, or evident 
psychiatricc disturbances, were used. In contrast with most of the studies in the systematic 
review,1,5'9'"'0'299 we did not exclude patients with a history of advice or treatment for problem 
drinking,, or with severe alcohol dependence. A heterogeneous sample including patients with more 
andd less severe alcohol problems seems to be more representative for the patient population who 
visitt an outpatient clinic. 

Ourr studies also had several limitations. Our natural way of screening by the medical 
specialistt failed and became an important weakness in the DVA study. Only 6% of all screened 
patientss were identified as problem drinkers, less than half from what was to be expected. 
Recruitmentt of the problem drinkers by the specialists turned out to be a tedious work, for which 
continuouss surveillance and support of the medical specialist supervisor were needed. The 
importancee of the last became visible during a less strict supervision period. The numbers of 
identifiedd problem drinkers dropped dramatically from more than 11% to less than 4%. Further, we 
weree only partly successful in recruiting the right patients for the DVA study: one third of the 
includedd patients did not drink above the health limits. If we exclude those, the proportion identified 
problemm drinkers is even lower. The recruitment of the patients in the lifestyle study was more 
successful,, although research assistants were necessary to remind the medical specialists 
continuouslyy to invite their patients for the lifestyle questionnaire. It was demonstrated that if 
researchh assistants invited patients to register a lifestyle questionnaire with alcohol questions, 15% 
off  them drank above the Dutch health limits. Other researchers who studied problem drinking 
amongg patients from a medical outpatient clinic found comparable rates; 11-18.5% for males,j0JI 

andd 4-12.3%% for females.30'31 Afterwards, we expected that we would have found more excessive 
orr problem drinkers in the DVA study if we had used another screening instrument such as the 
AUDIT. 3:: Yet, the administration of this instrument takes too much time to be performed 
completelyy by a medical specialist. On the other hand nursing staff,1""1 ' J research assistants," or a 
combinationn of these,8'20 could have been more involved in the screening. 

Inn both the DVA and lifestyle study it was difficult to achieve sufficient samples sizes 
neededd to detect effects.34 Because at least half of the patients in the DVA study received a medical 
specialist'ss advice on problem drinking, we had to look for an effect of the DVA beyond the effect 
off  this advice. This means we should have empowered our study to detect a small effect. Also in the 
lifestylee study the sample size was not large enough. However, despite this (small) effects were 
found. . 

Finallyy we had to make choices. Brief intervention studies for problem drinking are also 
performedd among hospital patients who went to the Accident and Emergency Department or came 
straightt to a trauma centre or clinic for treatment of their injuries.4^5' 6' 7 We did not include these 
studiess in our review for several reasons. First, we wanted to focus in particular on patients who 
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weree referred, often by the general practitioner. In addition part of the population with injuries 
consistss of younger drinkers who drank too much in one occasion (binge drinkers) instead of 
chronicc excessive drinkers. 

Ar ee brief interventions for  problem drinkin g effective in the hospital setting and is it useful to 
stimulatee providing them? 
Itt can be concluded that evidence for the effectiveness of brief interventions for problem drinking 
amongg patients in the hospital setting is still inconclusive, since only one study in the literature 
foundd a substantial effect. In our own randomised controlled trial among hospital outpatients we 
alsoo failed to find evidence of adding a psychologist's motivational intervention to (usual care) 
medicall  specialist's advice. However, the small positive results from our study on a brief lifestyle 
feedbackk intervention performed by the medical specialist, indicate that a brief and easy to integrate 
lifestylee intervention can be useful in the hospital medical practice. 

Thesee somewhat disappointing results on the effectiveness of brief interventions for 
problemm drinking in the hospital setting does raise the question whether it is useful to stimulate 
providingg these interventions in everyday hospital practice. We think it is. First, the number of 
methodologicallyy sound studies is still small, in particular in comparison with the number of 
primaryy practice studies. The effectiveness of such brief interventions in hospital setting can not be 
definitelyy ruled out. But there are other reasons not to stop stimulating the application of such 
interventions.. The chronic character of alcohol problems needs to be taken into account. A single 
interventionn of one medical specialist during one or two consultations might not even be expected 
too have a lasting effect. Maybe, if embedded in a chain of repeated interventions, given by this and 
otherr care providers, such as primary physicians, other medical specialists, and others in the social 
surroundingss (partner, children, but also social workers) it might eventually give positive results. 
Andd last but not least, we consider the following. Medical specialists are regularly confronted with 
patientss with alcohol related medical problems, whether they intervene or not. Since the relation 
betweenn excessive alcohol consumption and different health problems is undisputed, the specialist 
cann not avoid addressing the issue. It seems simply unethical to disregard it. Even without direct 
effects,, when the provider considers that the behaviour is subject to the patients individual 
motivationn and self-control abilities, intervening can give a sense of personal involvement that takes 
awayy some of the uncomfortable feelings of letting the risky habits unattended. These arguments 
underscoree the need for intervention that is structured, flexible, feasible, brief and as effective as 
possible.. Such an intervention can be expected to comfort the medical specialist. This brings us to 
ourr second research question how to optimise brief interventions for problem drinking in the 
hospitall  setting. 

Howw to optimise brief interventions for  problem drinkin g in the hospital setting and futur e 
practice e 
Inn chapter 7 we listed, on the basis of our studies and relevant literature, several suggestions how to 
optimisee brief intervention for problem drinking among hospital patients. The interventions should 
bee brief and easy to integrate in the usual medical practice of the hospital and are especially of 
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importancee for patients with diagnoses that are alcohol related. We suggest an active role of the 

medicall  specialists in identifying the patient and raising the issue of problem drinking. The 

subsequentt assessment of the drinking behaviour, reaching an agreement about change, and follow-

upp sessions could also be performed by the medical specialist or by a specialised nurse. Finally, the 

medicall  specialists should evaluate the change. They should consider informing other care 

providerss about the patient's change or to refer patients who failed several times to change their 

drinkingg behaviour to special alcohol treatment. A feasible, attractive and implementable option 

mightt be to integrate the identification of the problem drinker and raising the issue of problem 

drinkingg in a broader lifestyle approach. To stimulate both medical specialists and specialised 

nursess to perform such interventions, education and training in alcohol counselling skills are 

necessary. . 

Inn line with Beich et al,2K we recommend to focus in the future on the practice of brief 

alcoholl  interventions in the hospital setting. Interviewing hospital personnel about their recent 

experiencess to deal with problem drinking might provide insight in the facilitators and barriers. 

Processs analyses can show whether and how the intervention is actually applied in routine practice. 

Too enhance the performance of the interventions, the interveners should be given sufficient time to 

intervene,, and the opportunity to discuss difficult situations during the performance of the 

interventionn with their colleagues or an expert. Finally, the use of innovative technologies like 

tailoredd computerised brief intervention messages J8 and web based interventions J can be 

considered. . 

Althoughh we did not find convincing evidence for the effectiveness of a brief intervention for 

problemm drinking among hospital patients, our studies provide insight in important issues to take 

intoo account during the evaluation and application of brief interventions for problem drinking. 
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SUMMARY Y 

Drinkingg above safe health limits is common among patients attending a hospital outpatient clinic. 
Thee consumption of more than 14 glasses of alcohol a week for women and more than 21 glasses a 
weekk for men can lead to medical, psychological and social problems and alcohol dependency. 
Drinkerss with medical, psychological and/or social problems related to their excessive use of 
alcoholl  are called problem drinkers. Problem drinkers make more use of health care services than 
thee general population and provide an economic burden for society in several ways. 

Problemm drinking is often not recognised until chronically drinking excessively caused more 
orr less serious physical complication among patients. Because management of these chronic alcohol 
relatedd problems is often unsatisfactory, medical specialists are often pessimistic about helping 
patientss with an excessive alcohol use. 

Differentt studies, mainly performed in general practice, have demonstrated that where there 
iss early recognition of alcohol problems, a brief alcohol intervention can reduce alcohol 
consumption.. The brief alcohol interventions in these studies primarily comprise assessment of 
alcoholl  use, advice and counselling with educational elements, as well as provision of self-help 
manualss or other forms of written information. These interventions can be performed by 
professionalss other than specialists in substance abuse and are often aimed at reducing drinking as 
opposedd to total abstinence. In the medical setting, these interventions are often opportunistic. This 
meanss that patients who visit the physician for non-alcohol related problems are screened and 
problemm drinkers are offered the intervention. Brief interventions for problem drinking can reduce 
mortality,, days of sickness and alcohol related problems, and improves referral to more intensive 
treatment.. The most important study on the effectiveness of brief alcohol interventions was a large 
randomisedd controlled trial by the World Health Organisation. This study was performed in ten 
countriess and in several medical settings (such as hospital departments, accident and emergency 
departmentss and primary care clinics). The study showed that simple advice and brief counselling 
forr problem drinking reduced alcohol consumption, especially among males. While brief 
interventionss might be appropriate for the hospital setting, only a few studies have evaluated the 
effectivenesss of brief interventions for problem drinking in this setting. In the Netherlands and most 
otherr European countries, medical specialists in hospital outpatient clinics treat only patients who 
aree referred. This leads to a bias toward patients with more severe complaints. This enables the 
medicall  specialists to use stronger arguments when the complaints may be related to alcohol. 
Moreover,, the severity of the complaints and the awareness that they are related to excessive 
alcoholl  use can motivate patients to reduce their alcohol consumption. Many patients also regard 
hospitall  specialists with more authority than primary health care providers. 

Thee first question of this thesis concerns the effectiveness of brief interventions for problem 
drinkingg in the hospital setting. Chapters 2 to 6 refer to this question. 

Thee second chapter is a systematic review of studies that evaluated the effectiveness of 
opportunisticc brief interventions for problem drinking in the general hospital setting. Eight studies 
weree found, and most of these demonstrated methodological weaknesses. Only one study reported a 
largerr alcohol reduction in the intervention group. This study had a relatively short follow up period 
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andd was performed among outpatients with hypertension. The medical specialist emphasised in the 
interventionn group the importance of reducing alcohol consumption to control blood pressure during 
severall  visits. He instructed the control group to continue with their usual alcohol consumption. 
Thiss was not the case in the other studies, where patients in the control group also reduced their 
alcoholl  consumption significantly. The systematic review highlights that evidence for the 
effectivenesss of opportunistic brief interventions for problem drinking in the general hospital setting 
iss inconclusive. 

Thee third chapter describes the brief motivational intervention 'Doorlichting Voorlichting 
Alcohol'' (DVA). This is a Dutch version of Miller's "Drinkers Check-Up (DCU)". The intervention 
performedd by a psychologist consists of an assessment session that takes about one and a half-hours, 
andd a feedback session of one hour one week later. During the assessment session, drinking 
behaviourr and related consequences and perceived problems were assessed. During the feedback 
session,, feedback of the assessment results is provided according to the principles of motivational 
interviewing.. This is a directive, client-centred counselling style that elicits behaviour change by 
helpingg the client to explore and resolve ambivalence. The chapter also discusses the effectiveness 
andd implementation of the DVA. The DVA is a feasible and effective early intervention for problem 
drinkingg that can be applied in a variety of health-care facilities. 

Chapterr 4 presents the results of a randomised controlled trial to examine the effectiveness 
off  the DVA among newly referred patients who visited the general internal medicine outpatient 
clinic.. Over three years, medical specialists in internal medicine screened all new patients from the 
outpatientt clinic for problem drinking. The participants were invited for a baseline assessment 
wheree they completed computer-administered questions. A blood sample was collected to analyse 
carbohydrate-deficientt transferrin (CDT). CDT is a biochemical marker for excessive alcohol use. 
Afterr the assessment, patients were randomly allocated to either the DVA or a control group that 
receivedd 'usual care'. Usual care often meant a one time advice and occasionally reverting to the 
patient'ss alcohol use in a next consult. After 6 months, patients were invited again to complete 
computer-administeredd questions (follow up assessment), and a blood sample for analysing CDT 
wass obtained. The results of both groups were compared. In both groups patients reduced their 
alcoholl  consumption, but there were no differences between the groups. The results were supported 
byy the results of the CDT analysts. In comparison with the usual care group, a larger proportion of 
thee patients who received the DVA increased their motivation to change drinking behaviour, but 
theree were no significant differences between the groups. It is concluded that adding a 
psychologist'ss motivational intervention to the usual care medical specialist's advice is not 
effective. . 

AA detailed description of three patients with severe somatic alcohol related problems is 
providedd in Chapter 5. It illustrates that for prevention of more physical damage, these patients not 
onlyy require medical treatment but that also interventions directed at their problematic alcohol use 
aree of major importance. For one patient who was insufficiently aware of the harmful consequences 
off  his alcohol use, one-time rigorous advice from the medical specialist in internal medicine was 
enoughh to stop drinking alcohol. The second patient continued to deny excessive use of alcohol 
despitee many signs, and refused to change. The third patient changed his drinking behaviour after a 
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standardisedd lifestyle intervention by the medical specialist. The lifestyle intervention, described in 
thiss chapter, takes around 15 minutes and included five steps: early identification, raising the issue, 
assessment,, reaching an agreement about change and reverting to the agreement. A trained nurse 
cann also perform the intervention. Since medical specialists in internal medicine often lack time, 
theyy could restrict themselves to the identification of problem drinking, and after opening the 
discussion,, leave the rest of the intervention to be completed by a trained nurse. The described 
interventionn can also be used for intervening on other risk behaviours such as smoking, eating 
habitss and exercise. 

Chapterr 6 describes a lifestyle intervention by a medical specialist in internal medicine. The 
interventionn is focused on patients with a high cardiovascular risk, and concerns changes of several 
riskk behaviours: alcohol consumption, smoking, insufficient physical activity and poor eating 
habits.. The participating patients completed first several computer-administered questions about 
lifestyle.. On the basis of the patient's answers a feedback report was made in which "traffic lights" 
weree used to indicate the amount of risk of certain behaviour. The medical specialist in internal 
medicinee delivered this report at a follow up visit to the patient. The medical specialists were 
encouragedd to couple the report with a form of advice. First the prevalence of risk behaviours and 
patient'ss readiness to change their behaviour was studied. Almost all patients demonstrated at least 
onee risk behaviour, but three quarter of the patients did not consider changing this behaviour. 
Subsequentlyy the implementation and results of the brief behavioural feedback intervention were 
studied.. During a 15-month period, the medical specialists in internal medicine delivered the 
feedbackk report to almost all patients with risk behaviour. For a littl e more than half of the patients, 
thiss was coupled with a form of advice. During a 4-month period the outcome of patients who 
receivedd the intervention was compared with the outcome of those who had not yet received the 
intervention.. Patients in the intervention group reported more lifestyle changes and more often an 
increasee in motivation to change their risk behaviour. It is concluded that the implementation of a 
behaviourall  feedback intervention appears feasible and can lead to worthwhile lifestyle changes for 
patientss at risk for cardiovascular disease. 

Onn the basis of the studies described above, it can be concluded that evidence for the 
effectivenesss of brief interventions for problem drinking in the hospital setting is inconclusive. 
Althoughh the results of the study reported in chapter 6 demonstrate that a brief and easy to integrate 
interventionn performed by medical specialists can be useful in daily hospital practice. These 
somewhatt disappointing results on the effectiveness of brief intervention for problem drinking does 
raisee the question of whether it is useful to introduce these interventions in the hospital setting. We 
thinkk it is. Until now, few good studies have been performed on these hospital interventions and 
positivee effects can not yet be ruled out. Another reason to continue stimulating these interventions 
relatess to the chronic nature of alcohol problems. Although a single simple intervention might have 
minimall  effect, more brief interventions given by other care providers or significant others in the 
patient'ss social surroundings might eventually lead to behaviour change. Moreover, medical 
specialistss are regularly confronted with patients who have alcohol related problems, whether they 
intervenee or not. Since the relation between alcohol abuse and health is undisputed, the alcohol use 
cann not be unaddressed. It seems simply unethical to disregard it. Even without direct effects, when 
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thee provider considers that the behaviour is subject to the patients' motivation and self-control 
abilities,, a simple, efficacious and easily presented intervention may remove in a consultation the 
uncomfortablee feelings coupled with an important problem that is not address because of inability to 
deall  with it. 

Therefore,, the second research question of this thesis focuses on the application of brief 
interventionn for problem drinking in medical practice and studies how these interventions can be 
optimisedd in the hospital setting. 

Inn chapter 7 several suggestions to optimise interventions for problem drinking among 
hospitall  outpatients are enumerated. These suggestions are based on relevant literature and on our 
ownn research experiences. The first suggestion concerns the type of intervention. To stimulate care 
providerss to perform the intervention, it should be brief and easy to integrate in daily medical 
practice.. The intervention is particularly important for patients with a complaint or diagnosis that is 
alcoholl  related. We think it is important that the medical specialist plays an active role in the 
identificationn of the drinking problem and raising the issue of the problem drinking. This is 
followedd by assessment of the drinking behaviour, reaching an agreement with the patient about 
change,, and reverting to the agreement in a follow up consult. This can be performed by the 
medicall  specialist but also can be left over to a specially trained nurse. Finally, the medical 
specialistt evaluates the change, and informs the referrer about the results of the behavioural 
intervention.. It can also be useful to inform other care providers, and for example the patient's 
partnerr or significant others, about the advice and results. If a patient failed several times to change 
hiss or her behaviour, the medical specialist should consider referral to specialised alcohol treatment. 
Itt can be easy and attractive to place the identification of the problem drinking and raising the issue 
off  the problem drinking in a broader lifestyle perspective. In addition it is important to train the 
medicall  specialists and nurses who will perform the intervention carefully and to adapt their 
activitiess to each other. 

Chapterr 8 comprises a discussion of the results of this thesis. While evidence on the 
effectivenesss of brief interventions for problem drinking is inconclusive, there are enough reasons 
too continue stimulating the application of these interventions in the hospital setting. Subsequently 
ann answer is given to the question how brief interventions for problem drinking in the hospital 
settingg can be optimised. Finally, it is emphasised that standing practice should be taken into 
accountt when considering the application of brief interventions for problem drinking in the hospital 
setting. . 

Althoughh this thesis did not find convincing evidence for the effectiveness of brief interventions for 
problemm drinking among hospital patients, the importance of these interventions in hospital practice 
iss demonstrated. This thesis can provide insight into important issues that should be taken into 
accountt during the evaluation and application of brief interventions for problem drinking in the 
hospitall  setting. 
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Veell  patiënten die de polikliniek van een ziekenhuis bezoeken, drinken meer alcohol dan 
aanbevolenn wordt. Vrouwen die meer dan 14 glazen alcohol per week en mannen die meer dan 21 
glazenn alcohol per week drinken, kunnen medische, psychische en sociale problemen krijgen en 
lopenn het risico alcohol afhankelijk te worden. Drinkers met lichamelijke, sociale en/of psychische 
problemenn die verband houden met hun excessief alcoholgebruik worden probleemdrinkers 
genoemd.. Probleemdrinkers maken meer gebruik van de gezondheidszorg dan de algemene 
bevolkingg en kosten de maatschappij veel geld. 

Probleemdrinkenn wordt vaak pas herkend wanneer langdurig overmatig alcoholgebruik heeft 
geleidd tot min of meer ernstige lichamelijke afwijkingen bij een patiënt. Aangezien de behandeling 
vann chronische alcoholgerelateerde problematiek vaak onbevredigend is, zijn medisch specialisten 
vaakk pessimistisch over de aanpak van excessief alcoholgebruik bij patiënten. 

Verschillendee studies, vooral uitgevoerd in de huisartspraktijk, hebben aangetoond dat, 
indienn alcoholproblematiek vroegtijdig bij een patiënt gesignaleerd wordt, een kortdurende 
interventiee het alcoholgebruik kan reduceren. De kortdurende interventie in die studies bestaat 
meestall  uit het inventariseren van het alcoholgebruik, advies, counseling en voorlichting en het 
aanbodd van een zelfhulpboekje of andere vormen van geschreven informatie. Deze interventies 
kunnenn worden uitgevoerd door andere disciplines dan een specialist in verslavingszorg en zijn 
meestall  gericht op vermindering van drinken in plaats van volledige abstinentie. In de medische 
settingg zijn de kortdurende interventies voor probleemdrinken vaak opportunistisch. Dit wil zeggen 
datt patiënten die voor andere dan alcoholproblemen een arts bezoeken, daar toch op gescreend 
wordenn en zonodig een interventie aangeboden krijgen. Kortdurende interventies voor 
probleemdrinkenn kunnen mortaliteit, ziekteverzuim, en alcoholgerelateerde ziektes verminderen en 
verwijzingg naar een intensievere behandelvorm bevorderen. De belangrijkste studie naar de 
effectiviteitt van kortdurende interventies voor probleemdrinken was een grote gerandomiseerd 
gecontroleerdee trial van de Wereld Gezondheidsorganisatie. Deze studie is uitgevoerd in 10 landen 
enn in diverse medische instellingen (o.a. ziekenhuisafdelingen, spoedeisende hulp en 
huisartspraktijken).. De studie toonde aan dat eenvoudig advies en kortdurende counseling voor 
probleemdrinkenn vooral bij mannen het alcoholgebruik vermindert. Hoewel kortdurende 
interventiess ook geschikt zouden kunnen zijn voor het ziekenhuis, zijn er maar weinig studies 
uitgevoerdd naar de effectiviteit van kortdurende interventies voor probleemdrinken in het 
ziekenhuis.. Toch zouden. In Nederland en de meeste andere Europese landen behandelen artsen op 
polikliniekenn in ziekenhuizen alleen patiënten die doorverwezen zijn. Op deze manier vindt er een 
selectiee plaats van patiënten met ernstigere klachten. Dit biedt de specialisten, indien de klachten 
gerelateerdd zijn aan alcohol, sterke argumenten om het alcoholgebruik aan te pakken. Bovendien 
kann de ernst van de klachten en het besef dat deze te maken hebben met overmatig alcoholgebruik 
patiëntenn motiveren om het alcoholgebruik te verminderen. Verder hebben medisch specialisten 
vaakk meer autoriteit dan huisartsen. 

Dee eerste vraag van dit proefschrift betreft de effectiviteit van kortdurende interventies voor 
probleemdrinkenn in het ziekenhuis. Hoofdstuk 2 tot en met 6 hebben betrekking op deze vraag. 
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Inn het tweede hoofdstuk wordt een systematisch literatuuroverzicht gepresenteerd van 
studiess die de effectiviteit van opportunistische kortdurende interventies voor probleemdrinken in 
hett algemeen ziekenhuis hebben geëvalueerd. Er werden acht studies gevonden, waarvan de meeste 
kwalitatieff  niet zo sterk waren. Er was slechts één studie die een grotere alcoholreductie 
rapporteerdee in de interventie groep. Deze studie had een relatief korte follow-up periode en werd 
uitgevoerdd bij poliklinische patiënten met hypertensie. De medisch specialist in deze studie 
benadruktee in de interventiegroep gedurende diverse bezoeken het belang van het reduceren van 
alcoholgebruikk voor het beheersen van de bloeddruk. Hij vertelde de controlegroep dat zij hun 
huidigee alcoholgebruik konden continueren. Dit was niet het geval in de andere studies waar ook 
patiëntenn in de controle groep het alcoholgebruik significant reduceerden. De conclusie van het 
systematischh literatuuroverzicht luidt dat er nog onvoldoende bewijs is voor de effectiviteit van 
opportunistischee kortdurende interventies voor probleemdrinken in het algemeen ziekenhuis.; 

Hett derde hoofdstuk beschrijft de kortdurende motiverende interventie 'Doorlichting 
Voorlichtingg Alcoholgebruik (DVA)'. Dit is een Nederlandse versie van Miller's "Drinkers Check-
Upp (DCU)". De interventie die uitgevoerd wordt door een psycholoog bestaat uit een 
doorlichtingszittingg die ongeveer anderhalfuur duurt en na een week een voorlichtingszitting van 
eenn uur. Tijdens de doorlichting worden de aard en omvang van het alcoholgebruik en de gevolgen 
ervann en ervaren problemen vastgesteld. Tijdens de voorlichting worden de gegevens uit de 
doorlichtingg teruggerapporteerd volgens de principes van de motiverende gespreksvoering. Dit is 
eenn directieve, persoonsgerichte gespreksstijl bedoeld om verandering van gewoontegedrag te 
bevorderenn door het helpen verhelderen en oplossen van ambivalentie voor verandering. Het 
hoofdstukk bespreekt ook de effectiviteit en implementatie van de DVA. De DVA is een haalbare en 
effectievee vroegtijdige interventie voor probleemdrinken die op diverse plaatsen binnen de 
gezondheidszorgg ingezet kan worden. 

Inn hoofdstuk vier presenteert de resultaten van een gerandomiseerd gecontroleerde studie 
naarr de effectiviteit van de DVA bij nieuw verwezen patiënten die een polikliniek algemeen interne 
geneeskundee bezoeken. Gedurende driejaar werden alle nieuwe patiënten van de polikliniek door 
hunn internist gescreend op probleemdrinken. De deelnemers werden uitgenodigd voor een 
voormetingg die bestond uit het invullen van een aantal vragen op de computer. Ook werd er bloed 
afgenomenn om het carbohydraat deficiënt transferine (CDT) te kunnen bepalen. De CDT is een 
biochemischee marker voor excessieve alcoholconsumptie. Na de voormeting werden de patiënten at 
random,, willekeurig, toegewezen aan een interventiegroep die de DVA kreeg en een controle groep 
diee de gangbare praktijk kreeg. In de gangbare praktijk geeft de internist vaak een eenmalig advies 
enn soms komt hij nog eens terug op het alcoholgebruik in een volgend consult. Na zes maanden 
werdenn de patiënten weer uitgenodigd gecomputeriseerde vragen in te vullen (nameting) en een 
buiss bloed voor CDT bepaling af te staan. De resultaten van de twee groepen werden vergeleken. In 
beidee groepen reduceerden de patiënten hun alcoholgebruik, maar er waren geen verschillen tussen 
dee groepen. Deze bevindingen werden ondersteund door de resultaten van de CDT bepaling. In 
vergelijkingg met de groep die toegewezen was aan de gangbare praktijk, waren er meer patiënten in 
dee DVA groep bij wie de motivatie om het drinkgedrag te veranderen was toegenomen, maar er 
warenn geen significante verschillen tussen de groepen. Er wordt geconcludeerd dat het toevoegen 
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vann een motiverende interventie door een psycholoog aan de gangbare praktijk van advisering door 
dee internist niet effectief is. 

Inn hoofdstuk vijf worden drie patiënten met ernstige alcohol gerelateerde somatische 
problematiekk uitvoerig beschreven. Geïllustreerd wordt dat om verdere orgaanschade te voorkomen 
niett alleen de behandeling van de somatische problematiek, maar ook de aanpak van het 
problematischee alcoholgebruik van groot belang is. Één patiënt die zich onvoldoende bewust was 
vann de schadelijke gevolgen van zijn alcoholgebruik, had genoeg aan eenmalig streng advies van de 
internistt om te stoppen met drinken. De tweede patiënte bleef ondanks vele aanwijzingen overmatig 
alcoholgebruikk ontkennen en weigerde te veranderen. De derde patiënt veranderde het 
alcoholgebruik,, na een gestandaardiseerde leefstijlinterventie door de internist. Deze 
leefstijlinterventiee die in deze bijdrage wordt beschreven duurt circa 15 minuten en bestaat uit de 
vij ff  stappen: herkennen, agenderen, inventariseren, verandering afspreken en erop terugkomen. De 
interventiee kan ook uitgevoerd worden door een getrainde verpleegkundige. Aangezien internisten 
vaakk weinig tijd hebben, zouden deze zich kunnen beperken tot het herkennen en bespreekbaar 
makenn van het alcoholgebruik en het overige deel van de interventie over kunnen laten aan een 
getraindee verpleegkundige. De beschreven interventie kan ook gebruikt worden voor de aanpak van 
anderee leefstijlgewoonten zoals roken, voeding en beweging. 

Inn hoofdstuk zes wordt een interventie door de internist beschreven die gericht is op 
polikliniekpatiëntenn met een verhoogd cardiovasculair risico en die betrekking heeft op verandering 
vann diverse risicovolle leefstijlgewoonten: alcoholconsumptie, roken, onvoldoende beweging en 
ongezondee eetgewoonten. De deelnemende patiënten beantwoordden eerst een aantal 
gecomputeriseerdee vragen over leefstijl beantwoorden. Op basis van de antwoorden van de patiënt 
werdd een feedbackrapport gemaakt waarin met behulp van stoplichten werd aangegeven hoe 
risicovoll  zijn of haar leefstijlgewoonten zijn. De internist reikte dit rapport aan de patiënt uit tijdens 
eenn volgende consult. De internisten werden aangemoedigd de patiënt in aanvulling op het rapport 
eenn vorm van advies te geven. Eerst werd het voorkomen van risicogedrag en de motivatie om dit te 
veranderenn bekeken. Vrijwel alle patiënten hadden minstens één risicovolle leefstijlgewoonte, maar 
driekwartt van hen dachten er niet over dit te veranderen. Vervolgens werden de implementatie en 
resultatenn van de kortdurende gedragsfeedback interventie onderzocht. Over een periode van 15 
maandenn gaven de internisten vrijwel alle patiënten met risicogedrag het feedback rapport. Bij iets 
meerr dan de helft van de patiënten ging dit gepaard met een vorm van advies. Na vier maanden zijn 
dee resultaten van patiënten die de interventie gekregen hadden vergeleken met de resultaten van 
patiëntenn die de interventie nog niet hadden gehad. Patiënten in de interventie groep rapporteerden 
meerr leefstijlveranderingen en vaker een toename in motivatie om risicogedrag te veranderen. Er 
wordtt geconcludeerd dat implementatie van een gedragsfeedback interventie door internisten 
haalbaarr lijk t en relevante leefstijlveranderingen kan bewerkstelligen bij patiënten met een risico op 
hart-- en vaatziekten. 

Opp basis van de genoemde studies luidt de conclusie dat er geen overtuigend bewijs is 
gevondenn voor de effectiviteit van kortdurende interventies voor probleemdrinkers in het 
ziekenhuis.. Hoewel de resultaten van de studie die gerapporteerd zijn in hoofdstuk 6 wel laten zien 
datt een korte en makkelijk uitvoerbare interventie door internisten bruikbaar is in de dagelijkse 
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praktijkk in het ziekenhuis. Gezien de enigszins teleurstellende resultaten ten aanzien van het effect 
vann kortdurende interventies voor probleemdrinken, kan men zich afvragen of het zin heeft om deze 
interventiess in te voeren in het ziekenhuis. Wij denken nog steeds van wel. Totnogtoe zijn er nog 
weinigg goede studies verricht naar deze interventies in het ziekenhuis en positieve effecten kunnen 
nogg niet uitgesloten worden. Een andere reden om de interventies te blijven stimuleren heeft te 
makenn met het chronische karakter van alcoholproblemen. Hoewel een eenvoudige interventie door 
dee medisch specialist niet zoveel effect hoeft te hebben, kunnen meerdere korte interventies 
gegevenn door andere zorgverleners of belangrijke personen uit iemands sociale omgeving 
uiteindelijkk toch tot verandering leiden. Bovendien krijgen medisch specialisten of ze nu wel of niet 
interveniërenn regelmatig patiënten met alcoholgerelateerde klachten op consult. Omdat de relatie 
tussenn alcoholmisbruik en gezondheid onomstreden is, kan het alcoholgebruik niet onbesproken 
blijven.. Het zou zelfs onethisch zijn om er niets over te zeggen. Dus ook al heeft een interventie 
misschienn geen direct effect, indien men er rekening mee houdt dat het gedrag afhankelijk is van de 
motivatiee en zelfcontrole van de patiënt, een eenvoudige, efficiënte en soepel gepresenteerde 
interventiee neemt het ongemak in het consult weg dat gepaard gaat met een belangrijk, maar uit 
onmachtt niet geadresseerd probleem. 

Dee tweede onderzoeksvraag van dit proefschrift richt zich dan ook op het toepassen van de 
kortdurendee interventies voor probleemdrinken in de praktijk en gaat na hoe deze interventies in het 
ziekenhuiss geoptimaliseerd kunnen worden. 

Inn hoofdstuk 7 worden verschillende suggesties genoemd om interventies voor 
probleemdrinkenn bij patiënten van een polikliniek te optimaliseren. Deze suggesties zijn gebaseerd 
opp relevante literatuur en onze eigen onderzoekservaringen. De eerste suggestie betreft het type 
interventie.. Om zorgverleners te stimuleren de interventie uit te voeren, dient deze kort en 
gemakkelijkk in te voeren te zijn in de dagelijkse praktijk. De interventie is met name belangrijk 
voorr patiënten met een klacht of diagnose die alcoholgerelateerd is. We zijn van mening dat bij het 
herkennenn van de probleemdrinker en het ter sprake brengen van het alcoholgebruik een actieve rol 
vann de medisch specialist belangrijk is. Hierna volgt het inventariseren van het alcoholgebruik, een 
afspraakk maken met de patiënt over een gedragsverandering en het terug komen op deze afspraak. 
Ditt kan de medisch specialist zelf doen maar kan ook uitbesteed worden aan een verpleegkundige 
diee hierin getraind wordt. Uiteindelijk evalueert de specialist de verandering en brengt de verwijzer 
opp de hoogte van de resultaten van de gedragsinterventie. Het kan nuttig zijn dat ook andere 
zorgverlenerss en bijvoorbeeld de partner of andere belangrijke personen uit de sociale omgeving op 
dee hoogte gebracht worden van het advies en de resultaten. Indien een patiënt er herhaaldelijk niet 
inn slaagt zijn alcoholgebruik te veranderen, zal de specialist een verwijzing naar de verslavingszorg 
moetenn overwegen. Het kan handig en aantrekkelijk zijn om het herkennen van het 
probleemdrinkenn en het ter sprake brengen van het alcoholgebruik in een breder leefstijl kader te 
plaatsen.. Ook is het belangrijk dat de medisch specialisten en verpleegkundigen die de interventie 
uitt voeren goed getraind worden en hun activiteiten op elkaar afstemmen. 

Inn hoofdstuk 8 volgt een discussie over de resultaten van dit proefschrift. Hoewel er 
onvoldoendee bewijs is voor de effectiviteit van kortdurende interventies voor probleemdrinken, zijn 
err voldoende redenen om het uitvoeren van deze interventies te blijven stimuleren in het ziekenhuis. 
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Vervolgenss wordt de vraag beantwoord hoe de kortdurende interventies voor probleemdrinken in 
hett ziekenhuis geoptimaliseerd kunnen worden. Tenslotte wordt er benadrukt dat bij het uitvoeren 
vann kortdurende interventies voor probleemdrinken in het ziekenhuis goed rekening gehouden moet 
wordenn met de vigerende praktijk. 

Hoewell  dit proefschrift geen sluitend bewijs gevonden heeft voor de effectiviteit van kortdurende 
alcoholl  interventies voor probleemdrinken onder ziekenhuis patiënten, laat het wel het belang van 
dezee interventies voor de ziekenhuis praktijk zien. Dit proefschrift kan inzicht geven in belangrijke 
aspectenn waarop op gelet moet worden als men kortdurende interventies voor probleemdrinken in 
hett ziekenhuis wil evalueren en toepassen. 
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Langee tijd heb ik ernaar uitgekeken het dankwoord van mijn proefschrift te mogen schrijven. Niet 
alleenn omdat dit het einde van het schrijfproces zou betekenen, maar met name om nu eens iedereen 
diee een directe of indirecte rol heeft gespeeld bij het tot stand komen van dit proefschrift met naam 
tee kunnen noemen. Nu ben ik zover en weet ik niet goed waar ik moet beginnen. Bovendien zie ik 
inn dat het echt niet gaat lukken alle namen te noemen van mensen die een bijdrage hebben geleverd. 
Datt is jammer. Vandaar dat ik begin met iedereen te bedanken die interesse heeft getoond in mijn 
onderzoekk en mij gesteund of geholpen heeft. 

Inn het bijzonder wil ik mijn promotores Gerard Schippers en Gijs Bleijenberg en co-promotor Hub 
Wollersheimm hartelijk bedanken. Jullie vormden het brein achter het onderzoeksvoorstel dat de 
basiss vormde voor dit proefschrift. De samenwerking met julli e werd gekenmerkt door een 
interessantee en uitdagende mix van expertise in de verslavingszorg, medische psychologie, interne 
geneeskundee en kwaliteitszorg. Gerard, vanuit het Amsterdam Institute for Addiction Research was 
jee een drijvende kracht achter het onderzoek. Ik kon met mijn vele vragen altijd bij je terecht en op 
dee momenten dat het minder ging, wist je me steeds weer te stimuleren om door te gaan. Stuk voor 
stukk hebben we de commentaren van reviewers doorgeworsteld. Bedankt voor het geduld datje 
daarbijj  had. Ook je begeleiding bij het uitvoeren van de Doorlichting Voorlichting Alcoholgebruik 
hebb ik zeer leerzaam en prettig gevonden. Gijs, je hebt mij kennis laten maken met de medische 
psychologiee en medisch onverklaarbare klachten. Jouw kritische vragen en waardevolle adviezen 
tenn aanzien van het onderzoek, de artikelen en het proefschrift hebben heb ik zeer gewaardeerd. 
Hub,, ji j hebt me letterlijk en figuurlijk wegwijs gemaakt op de polikliniek Algemeen Interne 
Geneeskunde.. Door jouw enthousiasme en betrokkenheid bij het onderzoek wist je internisten en 
verpleegkundigenn te overtuigen van het belang van mijn onderzoek en de uitvoer ervan op de 
polikliniekk mogelijk te maken. Met daadkracht, doelgericht en verbazingwekkend snel kreeg ji j de 
zakenn geregeld of werden artikelen van jouw commentaar voorzien. Daar kan ik nog wat van leren. 

Voorr de dataverzameling zijn de patiënten en medewerkers van de polikliniek Algemeen Interne 
Geneeskundee onmisbaar geweest. Ik wil alle patiënten die deelgenomen hebben aan de alcohol- of 
leefstijlstudiee bedanken. Als zij er geen tijd in hadden gestoken en niet zo openhartig waren geweest 
overr hun leefstijl, was dit proefschrift nooit tot stand gekomen. Ook alle verpleegkundigen, arts-
assistentenn en internisten wil ik bedanken voor hun inzet tijdens mijn onderzoek. In het bijzonder 
Lammyy Elving en Bas Bredie voor hun betrokkenheid en enthousiasme voor het onderzoek en hun 
bijdragee aan artikelen in dit proefschrift. Ook bij het secretariaat, het hulparchief en de mensen van 
dee administratie kon ik altijd met vragen terecht. Bedankt Post Blauw. 

Err zijn nog enkele mensen die een belangrijke bijdrage aan de dataverzameling geleverd en die ik 
graagg wil bedanken. Ria ter Winkel, voor haar uitgebreide uitleg van de gecomputeriseerde afname 
vann de vragenlijst. Carla Verweij voor het uitvoeren van de CDT en GGT bepalingen. Wendy van 
Zomerenn voor de dataverzameling van de leefstijlstudie. Ellen Peters voor de dataverzameling, de 
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uitwerkingg van de leefstijlinterventies en haar bijdrage aan een van de artikelen. Tamara Verstegen, 
Mirjamm van Rees, Liesbeth Vinkers en Amke Hiemstra voor de uitvoer van de Doorlichting 
Voorlichtingg Alcoholgebruik. 

Verderr heb ik het geluk gehad eerst bij Harrie en daarna bij Evertine en Evelien op de kamer te 
komen.. Jullie waren geweldige kamergenoten. 

Ditt brengt mij bij het Amsterdam Institute for Addiction Research. Hoewel ik niet heel veel tijd 
doorgebrachtt heb op het AIAR zelf, kwam ik er altijd erg graag. Ik had er de kans met collega's 
ideeënn uit te wisselen, bleef op de hoogte van relevante ontwikkelingen in de verslavingszorg en 
vondd er ook veel gezelligheid. Ik wil hiervoor alle medewerkers die het AIAR reeds verlaten 
hebbenn en nog bij het AIAR werken hartelijk bedanken. In het bijzonder Maarten Koeter voor zijn 
statischee hulp, Wim van den Brink voor zijn waardevolle adviezen en Bep de Lange voor haar hulp 
bijj  voor de voorbereidingen van dit proefschrift en de promotie. 

Ikk wil ook een aantal (ex-)promovendi bedanken voor hun praktische adviezen en emotionele steun 
bijj  het uitvoeren van mijn promotie onderzoek. Allereerst de promovendi die deelgenomen hebben 
aann de diverse promovendi overlegs op het AIAR. Ik bezocht de overlegs graag en heb veel geleerd 
vann de levendige discussies. In de tweede plaats wil ik de promovendi noemen die ik ontmoet heb 
bijj  de bijeenkomsten van de onderzoekschool Experimentele Psychopathologie. Jannet en Judith, ik 
wass altijd erg blij als julli e ook weer op de deelname lijst stonden. 

Bestee vrienden en vriendinnen, (ex-)huisgenootjes en trainingsmaatjes. Bedankt voor julli e steun, 
interessee en betrokkenheid. Als ik niet af en toe mijn ei bij julli e kwijt had gekund, was ik 
waarschijnlijkk nooit zo ver gekomen. Een gezellige training of flinke wandeling en een avondje 
stappenn of bijkletsen bij een lekkere maaltijd zijn leuke vormen van ontspanning. Ernest, mijn 
computerr was bij jou in goede handen. Laura en Marian, bedankt voor julli e hulp bij het corrigeren 
vann mijn proefschrift. Ursula en Edith, ik ben blij dat julli e de bijzondere rol van paranimf willen 
vervullen. . 

Paul,, Joyce, Judith en Bart, bedankt voor julli e bemoedigende woorden, mailtjes, kaartjes en niet 
aflatendee interesse. Isa, Karel en Selma, ik ben blij dat ik julli e tante ben. Tot slot wil ik mijn ouders 
bedanken.. Lieve pa en ma, ik heb mijn proefschrift aan julli e opgedragen. Dat is het minste wat ik 
konn doen om julli e te bedanken voor alles wat julli e voor mij gedaan hebben. 
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STELLINGE N N 

behorendd bij het proefschrift 

Brieff  interventions for  problem drinkin g 
amongg hospital patients 

Miekee Emmen 
100 juni 2005 



1.. De hoge prevalentie van een risicovolle leefstijl bij poliklinische patiënten met een verhoogd 
cardiovasculairr risico, onderstreept het belang van het uitvoeren van een leefstijlinterventie, 
(ditt proefschrift) 

2.. Zonder aanpak van het alcoholgebruik is het behandelen van alcoholgerelateerde somatische 
problematiekk dweilen met de kraan open. (dit proefschrift) 

3.. Hoewel medisch specialisten regelmatig patiënten zien met klachten die gerelateerd zijn aan 
overmatigg alcoholgebruik, is er van een gestructureerde aanpak van het alcoholgebruik vaak 
geenn sprake, (dit proefschrift) 

4.. Om overmatig drankgebruik onder patiënten van een polikliniek interne geneeskunde te 
reduceren,, heeft het toevoegen van een motiverende interventie door een psycholoog aan de 
gangbaree praktijk van advies door de internist geen meerwaarde, (dit proefschrift) 

5.. Het vinden van geen effect is ook een resultaat; helaas publiceert het minder gemakkelijk. 

6.. Poliklinische patiënten die eenvoudige feedback over hun gedrag krijgen van de internist, geven 
inn vergelijking met patiënten die deze feedback niet krijgen, vaker aan dat ze hun leefstijl 
hebbenn veranderd, (dit proefschrift) 

7.. Dat een interventie werkt onder gecontroleerde omstandigheden, wil nog niet zeggen dat deze 

ookk werkt in de dagelijkse praktijk. 

8.. We drinken op de gezondheid van de ander en schaden die van onszelf. ( Jerome K. Jerome, 
'Idlee Thoughts of an Idle Fellow', 1886) 

9.. Fanatiek hardlopen heeft veel weg van een verslaving: de renner spreekt over high worden, de 
trancee tijdens het rennen en vertoont afkickverschijnselen als hij of zij een keer aan huis 
gekluisterdd is. (Simone de Schipper, Noorderlicht Nieuws 2003) 

10.. Niets is sterker dan gewoonte. (Ovidius, Ars Amatoria, geschreven rond het begin van onze 

jaartelling) ) 
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