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AERC funding has enabled England to participate in a multi-national WHO project ( study
, p. 21) aiming to achieve widespread implementation of screening and brief interventions for alcohol problems in primary care. The English arm is led by the Centre for Alcohol
and Drug Studies at the University of Northumbria and the Department of Primary Health Care
at the University of Newcastle upon Tyne. Available at their web site (www.
alcohol-phaseivproject.co.uk) are research updates and a discussion forum. Visitors can
also sign up to the projects strategic alliance which lobbies for brief interventions to be
accepted as essential to public health. Alcohol Concern has set up a Primary Care Information
Service which provides newsletter and factsheets and support for practitioners  press the
Primary Care button at www.alcoholconcern.org.uk.
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patient who received a brief intervention the
most extensive training and support option
was the most cost-effective.
In this study, nurses who felt able to enlist
receptionists to give out screening questionnaires also implemented the programme
more extensively. Another study tested
training and support options for receptionists.28 During the three months when their
practices were involved in screening and
brief intervention, without support receptionists attitudes became very negative, a
deterioration prevented by training and
support. A similar study in the UK also
found that receptionists became more
negative as a brief interventions trial progressed, but this time training and support
did not help.29

But will it float?
Though caveats abound, on balance experts
who have evaluated the research literature on
brief interventions agree that the evidence
supports their effectiveness The experts
verdict, p.23.
Even if the science looks good, there
remains the issue of real-world practicality.
GPs do not lightly change their consulting
behaviour; evidence of health gain from brief
interventions may not be strong enough to
overcome inertia or to persuade health
funders to offer sufficient incentive. To
maximise public health benefits, brief
interventions should be applied to any
patient who screens positive. Doctors trained
to treat patients as individuals may feel
constrained to go much further in assessing
whether this particular patient is really at risk
and requires intervention, or will outgrow
their excessive drinking with no (apparent)
ill-effects. There is also the concern that
unasked for drinking advice to patients who
have come with another pressing concern
could damage relationships.35
Studies already cited (and others36 37) are
beginning to find ways round these blockages. Suggestions include screening for
alcohol not in isolation but within a general
health screen, a procedure which patients
and staff may find more acceptable and
practical. It might also help if the didactic
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style of some approaches (You are drinking
more than the norm and should cut down)
gives way to one in which the patient is a
partner in the process  given information
that they want and the leeway to decide
whether this motivates them to change. Such
approaches are more in tune with modern
thinking and evidence from other medical
sectors.38
How patients might react is less of an
issue in settings such as emergency (and
some other) hospital wards where many have
recently been sharply reminded of the risks
of drinking. Here several studies have
reported positive results39 40 41 including
reductions in alcohol-related problems.42 43
As with GPs, implementation difficulties are
a serious obstacle but, here too, ways have
been found to weave alcohol screening and
intervention into routine work.44 45
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