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INTRODUCTION 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. 

Interpretationss 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 limitations 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. 

Aree brief interventions for problem drinking 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 drinking in the hospital setting and future 
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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