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Abstract

Objective: To assess the impact of a brief training program on primary care providers' skills, attitudes, and knowledge regarding
high-risk and problem drinking.

Design: Training plus pretesting and posttesting for program efficacy.

Setting: Ambulatory primary care clinic; academic medical center.

Participants: Fourteen attending physicians, 12 residents, and 5 nurse practitioners were randomized by clinical team affiliation to
a Special Intervention or usual care condition of a larger study. We report the results of the training program for the Special
Intervention providers.

Intervention: Providers received a 2-hour group training session plus a 10- to 20-minute individual tutorial session 2 to 6 weeks
after the group session. The training focused on teaching providers how to perform patient-centered counseling for high-risk and
problem drinkers.

Main Outcome Measures: Alcohol counseling skills; attitudes regarding preparedness to intervene and perceived importance and
usefulness of intervening with high-risk and problem drinkers; and knowledge of the nature, prevalence, and appropriate
treatment of alcohol abuse in primary care populations.

Results: After training, providers scored significantly higher on measures of counseling skills, preparedness to intervene,
perceived usefulness and importance of intervening, and knowledge.

Conclusion: A group training program plus brief individual feedback can significantly improve primary care providers' counseling
skills, attitudes, and knowledge regarding high-risk and problem drinkers.

Arch Intern Med. 1997;157:2334-2341

HELPING INDIVIDUALS to moderate alcohol use is one of the greatest challenges facing medical and
public health care providers today. [1] Alcohol abuse and dependence are well-documented causes of
major social, legal, economic, and health complications. One in every 10 deaths in the United States is
related to alcohol and 20% of the total national health expenditure for hospital care is spent on
alcohol-related illnesses. [2] Hypertension, cancers of various sites, and gastrointestinal, liver, and cardiac
disease each have been linked to abusive alcohol use. [3] A direct relationship between the degree of
abusive drinking and risk of fatal injury (eg, motor vehicle crashes, homicide, suicide, falls, or drownings)
has been observed. [2] In addition, alcohol abuse is a common factor in marital conflict and family
dysfunction and accounts for an estimated $70 billion annually in time lost from work. [4]

There is evidence that socially stable, heavy-drinking medical patients respond to brief intervention
strategies provided by a primary care physician or other health care provider. [5-7] The noted studies
suggest that education, provider-delivered advice, monitoring of medical complications, and regular
outpatient medical follow-up are effective in reducing alcohol-related morbidity and mortality. Therefore,
alcohol intervention carried out in the outpatient setting by physicians and nurses can have a significant
impact on the health of patients and has been recommended by the Institute of Medicine [1] for regular
inclusion in routine health care. Further evidence that provider-delivered advice or counseling can change
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harmful behaviors comes from trials involving smoking cessation [8,9] and dietary intervention. [10]

In addition to their effectiveness with patients, providers are an important regular point of contact
because 80% of all adults in the United States have at least 1 contact per year with a physician's office.
[11] Of the 15% to 20% of Americans who currently abuse alcohol, fewer than one third will seek formal
counseling for their alcohol problem. [12] Given the frequency of contact and their potential effectiveness
in helping patients improve health behaviors, physicians and physician extenders (ie, ancillary health care
providers such as nurse practitioners, physician assistants, and nurses) have important roles as educators,
facilitators, or counselors for patients with alcohol problems.

Despite their substantial potential for favorably influencing alcohol-related behaviors, and their almost
universal belief that it is their responsibility to help their patients who have alcohol-related problems,
[13,14] primary care physicians have paid scant attention to their patients' alcohol use. For example, in a
large primary care clinic, physicians detected alcohol problems in fewer than half of their patients with
current alcohol abuse or dependence (as defined by the Diagnostic and Statistical Manual of Mental
Disorders, Third Edition, Revised). [15-17] In another study, [14] only 25% of patients found to be
dependent on alcohol were warned of the health risks of drinking by their health care provider or advised
to reduce or stop using alcohol and fewer than 1 in 10 were referred for alcohol treatment. [14]

The discrepancy between what physicians do and what they see as their responsibility suggests that there
are several barriers to physicians intervening with patients who have alcohol problems. These barriers
include lack of training; lack of confidence in alcohol intervention skills; discouragement based on past
negative experiences treating alcohol problems; lack of reinforcement or incentives for participating in
alcohol screening and intervention; and concern about limited time and practice resources (A.A.,
unpublished data, 1993). [16,18-21] Surveys indicate that physicians who feel prepared and competent to
offer alcohol counseling are more likely to intervene with patients who abuse alcohol. [22] This likelihood
is supported by large clinical trials in smoking and dietary intervention that have incorporated programs
to teach and remind physicians to conduct brief patient-centered counseling. These trials have
demonstrated significant improvement in physicians' smoking intervention practices [23] and dietary
intervention practices, [10] as well as significant effects on the behavior of smokers [24] and patients with
hypercholesterolemia. [10]

The noted studies and other clinical trials clearly demonstrate that education for the development of
intervention skills is necessary although not sufficient for increasing physicians' preventive counseling
practices. [25] Therefore, providing education to increase competence is important in efforts to facilitate
provider-delivered alcohol intervention. However, medical schools, residency training, and continuing
medical education programs do little to promote the skills needed in alcohol counseling. [21] The
limitations on health care providers' time and practice resources underline the importance of providing
brief and efficacious interventions and using ancillary staff to intervene with patients.

We describe an educational program consisting of a 2-hour group training session and 1 to 2 short (10-20
minutes) individual skill-training sessions for teaching primary care providers a structured alcohol
counseling intervention directed at high-risk and problem drinkers seen in a primary care clinic. It reports
short-term (1-2 months) effects of this program on providers' knowledge about the nature, prevalence,
consequences, and treatment of high-risk and problem drinking; attitudes concerning the use of alcohol
intervention as part of primary care provision; self-efficacy in providing alcohol intervention; and alcohol
intervention skills. The training was part of a randomized trial whose goals were to demonstrate that
health care providers can develop knowledge, attitudes, and skills that can improve their patient-centered
alcohol counseling and to determine the effect of this intervention and an office practice management
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system on short-term and long-term alcohol behavior in a general medical populaton.

METHODS
PROVIDER GROUPS
There were 31 Special Intervention providers consisting of 14 attending board-certified internists, 12
residents, and 5 nurse practitioners. They were relatively evenly split across gender and were
predominantly white. There were varying levels of alcohol training with some providers (30%) having
prior training in alcohol counseling, half having prior instruction in how to assess alcohol dependency,
and 1 physician having supervisory experience treating patients with alcohol problems. All providers
practiced in a primary care clinic based in a large academic medical center and were assigned randomly by
clinical team affiliation to the usual care (ie, control) or Special Intervention condition. The current study
reports the results of the training program for the Special Intervention providers.

TRAINING PROGRAM
Overview
The project health provider-delivered intervention was developed at the University of Massachusetts
Medical School, Worcester, to teach providers a counseling intervention and how to use a brief
motivational interviewing approach to negotiate change in alcohol consumption. The training focuses on
alcohol counseling skills as reflected in the use of role-plays, an important method of learning often
neglected in traditional continuing medical education programs that emphasize knowledge. [26-28]

The counseling intervention is similar to, but more complex than, other patient-centered interventions
developed by our research team for smoking [26] and for elevated lipid levels. [27] Similar to these
lifestyle interventions, the alcohol intervention is grounded in 3 theories: information processing theory
[29]; the health belief model [30,31] and social learning theory. [32,33] It also is similar to some aspects
of stages of change theory [34,35] and Miller's motivational interviewing (ie, the 3 e's: e xpress concern, e
xplore circumstances, e ncourage and assess motivation). [36,37] Patient-centered counseling for alcohol
intervention uses a series of questions to elicit information and feelings from the patient, with the primary
goals of facilitating motivation and self-efficacy and developing a plan for change. The change in
orientation required to be able to work with problem-drinking issues (where the goal may be reduction in
drinking) vs alcohol dependence (where the goal is abstinence) was emphasized throughout the training.

Content of Training
Alcohol intervention algorithms for initial ( Figure 1) and follow-up counseling were developed with
input from groups of internal medicine and family medicine physicians not involved with the research
project. These algorithms educate providers about conditions for which they should refer
alcohol-dependent patients for more intensive services and guide them in their counseling efforts,
emphasizing the development of cognitive behavioral change plans appropriate to the patient's readiness
to change.

4 of 14 1/28/00 9:55 AM

Ockene: Arch Intern Med, Volume 157(20).November 10, 1997.2334-2341http://gateway.ovid.com/server1/ovidweb.c...e%7c0%7cFull+Text&D=ovft&S=IDNJHKEKDBPKAP



Figure 1.Provider-delivered alcohol intervention algorithm. GGT
indicates gamma-glutamyltransferase. 

The intervention training and the algorithm use a patient-centered counseling approach that elicits active
patient involvement in behavior change through initially nondirective, open-ended questioning (eg, "How
do you feel about your drinking?" "How might you go about cutting down?"). This contrasts with the
traditional provider-centered model in which the provider assumes a greater degree of control,
communicating risk information to the patient repeatedly, advising the patient what to do, or questioning
the patient in a directive fashion without eliciting his or her thoughts or feelings (eg, "Do you think you
have a drinking problem?" "You need to stop drinking"). The intervention algorithm for the initial visit (
Figure 1) is a sequence of 6 steps that focuses on cognitions and behaviors. In response to the reality of
short outpatient encounters and large patient panel sizes, the training demonstrated that patient-centered
approaches in which the patient and provider mutually agree on specific alcohol-related cognitive or
behavioral changes actually require less time overall than traditional provider-centered approaches.

The providers also were taught to use patient educational materials (ie, tip sheets) and a goal statement
that enables patients to identify problems interfering with alcohol behavior change and identify solutions
that are realistic for their circumstances and past experiences. Intervention packets that contain these
materials, as well as the algorithms, standard drink information, the Diagnostic and Statistical Manual of
Mental Disorders, Fourth Edition, [15] criteria for diagnosing alcohol dependence, and a referral list for
alcohol-dependent patients, were given to each provider in the training and they received instruction on
how to introduce them to patients.

Structure of the Training Program
The training generally occurred in 2 sessions-a 2-hour small-group session and a 10- to 20-minute
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individual tutorial session 2 to 6 weeks after the group session. In addition, at the beginning of the
recruitment period research assistants generally gave a brief (1-2 minutes) refresher orientation to
providers about their use of the intervention tools (ie, goal statement, tip sheets) just before a study
patient was seen. In total, providers received about 2.5 to 3 hours of training.

The small-group sessions ranged in size from 4 to 15 participants and included the following: (1) a
didactic component that taught the definition and prevalence of high-risk drinkers, problem drinkers, and
dependent drinkers in the primary care setting and reviewed early stage intervention studies; (2)
discussion of a videotape that demonstrated patient-centered alcohol intervention for initial and follow-up
visits; (3) role-playing with simulated patients using scripted vignettes; and (4) a description of the
patient-screening process and logistics of the study. An average of 1.5 hours of the group training
program was dedicated to teaching and practicing the counseling intervention. The individual tutorial
session also focused on counseling skills through reviewing the counseling materials (ie, algorithm, goal
statement, and tip sheets) and role-playing an initial counseling intervention with a patient simulator who
then provided immediate feedback to the provider.

ASSESSMENT
Overview
To evaluate the influence of the training program, identical assessments were administered to the Special
Intervention providers before and 1 month after the completion of the training program.

Counseling Skills
To assess counseling skills, each provider was audiotaped before and (approximately 1 month) after
training while delivering an alcohol intervention to a simulated patient. The audiotapes were then scored
using a 9-item instrument that reflected the content of the counseling algorithm ( Figure 1) and ( Table 1).
Each item (ie, step) was rated on a 0- to 3-point scale, with higher scores representing greater use of
patient-centered interventions, resulting in a maximum possible score of 27. Each audiotape was scored
by 1 of 2 evaluators blinded to intervention condition and pretraining or posttraining status. Using the
generalized kappa for ordinal data, [38] the mean agreement on all intervention steps was 0.78 (range,
0.76-0.91), demonstrating good interrater reliability.

Table 1. Changes in Provider Counseling Skills From Prealcohol to
Postalcohol Intervention Training* 

Attitudes
Although the major focus of the training program was on the development of counseling skills, attitudes
also were assessed to determine the impact of an increase in skills on providers' attitudes toward
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intervening with their patients and toward alcohol abuse. Providers' confidence (self-efficacy) in their
ability to intervene with problem drinkers, as well as perceived importance of doing so, was assessed
using a 13-item questionnaire adapted from previously developed scales measuring these constructs in
smoking and lipid intervention trials ( Table 2). [26,27] Responses were scored on 10-point Likert scales
that ranged from definitely not confident and not important to definitely confident and extremely
important. The test-retest reliability had been established previously for these scales in dietary
intervention [27] and was assumed not to differ significantly from prior values. As a further measure of
self-efficacy, providers were asked to rate the percentage of their patients who would modify their
drinking as a result of the provider's counseling.

Table 2. Changes in Self-efficacy From Prealcohol to Postalcohol
Intervention Training* 

The assessment of providers' attitudes regarding characteristics and treatment of problem drinkers
included 11 statements that were adapted from the Substance Abuse Attitude Survey. [39] Each
statement was scored on a 6-point Likert scale that reflected the degree to which the provider agreed or
disagreed with an attitudinal statement. Five of the 11 items were adapted from the Treatment Optimism
Subscale of the Substance Abuse Attitude Survey and reflect the provider's level of optimism that
problem drinkers can be helped to change their drinking habits. The remaining 6 items were adapted from
subscales assessing providers' stereotypes regarding alcohol misuse and treatment, eg, "having alcohol
problems is associated with a weak will" and "physicians who diagnose alcohol problems early improve
the chances of behavior changes." Perceived responsibility for alcohol counseling was assessed using 3
questions, each scored on a 6-point Likert scale that ranged from no responsibility to major responsibility.
Providers were asked how much they felt responsible for (1) routine screening for drinking problems; (2)
counseling patients and their families about drinking problems; and (3) intervening with problem drinkers.

Knowledge
The knowledge questionnaire contained 11 multiple choice items focusing on the nature, prevalence, and
medical consequences of high-risk drinking and problem drinking, alcohol dependence, and sensible
drinking limits for men and women. Each correct response contributed 1 point, resulting in a score range
of 0 to 11 points. Content validity was determined by having the questions reviewed and modified by an
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expert panel (ie, educators, physicians, and behavioral scientists) who reached consensus that the
instrument constituted a representative sampling of the knowledge base necessary to facilitate alcohol
change.

STATISTICAL METHODS
Frequency distributions and univariate statistics were generated [40] for categorical and continuous
variables, respectively. The definitive analysis is based on paired data for each provider, representing
measures taken both before and after training. A change score was calculated by subtracting the
pretraining score from the posttraining score. A paired t test was used to evaluate the change in scores
for each provider characteristic, ie, knowledge, attitude toward alcohol change, self-reported intervention
practices, and skills. This analytic approach reduces the total variance in the measure because it controls
intraperson sources of variability.

Additional analyses were conducted to determine whether there were any changes in our outcome
measures based on gender or provider type. Differences by gender were examined using Student t test
[40] and for provider type (eg, attending physicians, residents, and nurse practitioners) using 1-way
analysis of variance. This was accomplished using the personal computer version of SAS statistical
software. [40]

RESULTS
COUNSELING SKILLS
Paired t tests computed for pretraining and posttraining counseling skill scores (before training [mean],
8.6; after training [mean], 15.3; ie, the sum of the pretraining and posttraining mean scores for the
content areas in ( Table 1)) revealed a highly significant overall increase in these skills (P<.001).
Pretraining and posttraining differences were statistically significant within all provider categories as well
as for attending physicians (before training [mean], 10.5; after training [mean], 17.9), residents (before
training [mean], 6.4; after training [mean], 16.0) and nurse practitioners (before training [mean], 9.2; after
training [mean], 20.8).

Paired comparisons performed for each skill separately showed significant improvement in 6 of the 9 skill
items ( Table 1). The greatest change in skills occurred in the areas of personalizing advice regarding
sensible drinking limits; problem solving and developing strategies for change; negotiating goals; and
providing personalized information on risks of the patient's level of alcohol use. Little or no improvement
was seen in the areas asking about past experience with cutting down on alcohol intake and inquiring as
to others' concerns about the patients' drinking, despite initially low scores on these items. Providers'
baseline scores in the area of assessing their patients' current drinking patterns were high and did not
improve significantly following training.

There was a significant difference between male and female providers on negotiating goals. Women were
significantly more skilled at negotiating personalized goals than men, both before training (male [mean],
0.3; female [mean], 0.9; P<.05) and after training (male [mean], 1.4; female [mean], 2.4; P<.01).
However, there was no intervention effect. Both groups improved about the same as a result of training.
No other gender differences were found for the skills items.

ATTITUDES
Each of the 13 items of the self-efficacy assessment independently showed significant pretraining and
posttraining differences (all P values <.001) ( Table 2). The greatest level of change was seen on item 7,
which assesses providers' confidence that they can develop an individualized plan for alcohol moderation
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or abstinence, which is somewhat reflective of the initially low levels of self-efficacy for this item.
Additional items showing a high-level pretraining and posttraining change reflected providers' perceived
ability to engage in effective and collaborative problem solving (item 4), tailor their intervention to
incorporate the patient's input (item 8), and help patients learn from prior attempts to cut down (item 3).
In addition, providers' estimates of the percentage of patients who would modify their drinking as a result
of the providers' counseling almost doubled after training. Mean estimates before training were 20%,
whereas mean estimates after training were 38% (P=.001).

Pretraining ratings of importance (data not shown) of each of the 13 items listed in ( Table 2) to assist
patients to modify their alcohol intake were high (before training [mean], 8.4). Nevertheless, pretraining
and posttraining differences in importance mean scores were significant (after training [mean], 9.0;
P<.001), and 10 of the 13 items independently showed significant pretraining and posttraining differences.

We also examined how the self-reported rating of importance improved among the 3 provider categories
and between male and female providers. Attending physicians and residents had similar pretraining levels
with values of 8.2 and 8.1, respectively. While there was little improvement among the attending
physicians, the residents experienced a significant improvement of 1 point (P=.002). The nurse
practitioners' mean rating of importance was at the maximum of 10.0 both before and after training,
indicating the high value they place on assisting their patients to modify their alcohol intake. Male
providers had a statistically significant (P=.05) improvement in their rating of importance compared with
female providers (men, 0.8; women, 0.3). However, this finding is confounded because 5 of the 13 female
providers were nurse practitioners whose initial high ratings precluded any improvement.

Measurement of attitudes reflecting the degree of treatment optimism and stereotypic beliefs held by
providers toward patients with alcohol-related problems demonstrated significant pretraining to
posttraining differences (before training [mean], 4.8; after training [mean], 5.0; P<.03). These results also
reflect that even before training, providers were not locked into negative attitudes toward patients with
alcohol-related problems. Prior to receiving training, providers believed that treating alcohol-related
problems was the responsibility of a primary care provider and no posttraining improvement was seen
(before training [mean] and [mean] after training, 4.8).

KNOWLEDGE
Significant overall improvement was demonstrated in pretraining to posttraining scores on the 11-item
questionnaire assessing knowledge of prevalence and consequences of alcohol abuse (before training
[mean], 7.5; after training [mean], 8.4; P<.01). On questions assessing providers' knowledge of sensible
drinking limits for men and for women, marked improvement was observed. Initially, only 48.4% of
providers could correctly identify sensible drinking limits for men and 45.2% could identify these limits
for women. Following training, 96.8% of providers correctly identified sensible drinking limits for men
and 100% of providers did so for women.

COMMENT
This study documents the successful development and implementation of a training program that focuses
on teaching health care providers alcohol counseling skills. The training program is efficient, requiring a
maximum of only 3 hours and accommodating a number of providers simultaneously. It significantly
improved attending physicians', residents', and nurse practitioners' counseling skills and sense of
competence to intervene with high-risk drinkers. Specifically, providers learned how to provide
personalized information and advice regarding their patients' drinking behavior, help patients identify
sources of motivation for decreasing alcohol usage, explore barriers to change, and develop strategies for
change based on the patients' own strengths, resources, and past experiences. A parallel increase in
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perceived preparedness to intervene also was observed.

The focus on counseling skills in this training program contrasts with the traditional emphasis in medical
schools and continuing medical education programs on knowledge of medical sequelae of alcoholism.
When the goal is to prevent medical problems through facilitating lifestyle change, knowledge alone is
inadequate and counseling skills are of primary importance. For example, teaching physicians specific
counseling interventions has been shown to be efficacious in helping patients stop smoking [23,24] and
decreasing the fat in their diets. [10] It is likely that teaching providers counseling skills also would be
useful in facilitating other preventive lifestyle changes, such as decreasing alcohol intake, increasing
exercise, decreasing psychological stress, dealing with depression, and improving medication compliance.

Another important distinction between our training program and traditional continuing medical education
or medical school curricula is the emphasis on intervening with high-risk and problem drinkers, ie,
patients who abuse alcohol to a degree that places them at risk for negative medical and social
consequences but who are not psychologically or physiologically dependent. This population, which is
much larger than the population of alcohol-dependent drinkers, often is able to modify drinking behavior
without completely abstaining. [41] Our training program therefore emphasizes sensible drinking limits
and teaches providers how to help patients move toward this goal, rather than focusing on alcoholism per
se and recommending a goal of abstinence. Surprisingly, before training, remarkably few providers were
aware of or conveyed to their patients information regarding sensible (healthy) drinking limits. This
improved significantly after the training program.

The training program emphasizes the need to develop a specific plan for moving toward sensible drinking
behavior, including the use of written goals between the provider and patient. Preprogram results indicate
that the use of such formalized plans was nonexistent in this provider population, while posttraining
results indicate that use of these plans was almost universal. It is of interest that female providers were
significantly more skillful at negotiating personalized behavioral goals with their patients than were male
providers, both before and after training. The ability to engage patients in a discussion of specific steps
that they may be willing to take to change their behavior, including the development of a behavioral plan,
is an extremely important aspect of any behavioral intervention. In this regard, the female providers were
consistently more patient centered than the male providers who were more provider centered (ie, more
inclined to set goals unilaterally and tell patients what to do). This finding is consistent with current
sociocultural research that suggests that females are socialized to be more relationally oriented than
males. [42] Further research examining gender differences in provider-patient relationships and the impact
of possible relational differences on patient outcomes may therefore be useful.

Before training, providers endorsed the perception that treating alcohol-related problems was the
responsibility of the primary care provider, and our training did not alter that perception. However, we
know from prior studies that perceived responsibility for the treatment of a particular health problem does
not guarantee that a provider will intervene with patients who have that problem. Providers also must
believe that treatment can be effective and that they are capable of providing this treatment. [43-45]
Providers are notoriously low in self-efficacy regarding counseling their patients about behavior change.
A key finding of this study is that after one training session providers reported significant improvement in
self-efficacy as well as perceived importance and usefulness of their interventions. It is likely that this
increased confidence is linked to the providers' belief that they had sufficiently mastered counseling skills
during the training program and that these providers would be more likely to engage in alcohol
counseling interventions with their patients.

There also was significant improvement in pretraining to posttraining scores on items assessing
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knowledge of prevalence and consequences of alcohol abuse. Knowledge objectives for this training were
limited and focused on defining the range of alcohol problems seen in primary care and identifying
alcohol-related symptoms and medical problems commonly found in primary care settings and outlining
simple recommendations for sensible drinking. Unlike the standard lecture on medical complications of
late-stage alcoholism, this knowledge base provided key information for the primary care provider to use
in providing personalized advice and patient-centered counseling for high-risk and problem-drinking
patients (ie, linking the patients' health issues to their alcohol use), as well as for the alcohol-dependent
patient.

Given the seriousness and prevalence of high-risk and problem drinking and the need for health care
providers to assume a greater role in addressing this problem, it is important to develop brief yet
efficacious training to assist providers in intervening with this population. The results reported herein
demonstrate that a group training program plus brief individual feedback can positively affect providers'
attitudes and skills in delivering patient-centered alcohol intervention-crucial determinants of whether
providers address health-risk behavior change in their patients. [22,46,47] It is likely that similar lifestyle
interventions also could be developed for other health-risk behaviors and that these could be learned and
used by other health care personnel (eg, nurses or health educators) in a busy office practice. However,
use of such personnel in a primary care setting for alcohol intervention remains to be tested.

Current trends in the economics of health care further underline the importance of facilitating
health-promoting lifestyle changes. For example, capitated health insurance, in which providers are
allocated a fixed amount of money for all the health care needs of a particular cohort of patients, has
become increasingly prevalent in recent years and will likely continue to do so. Under capitated coverage,
it is in the interests of providers and medical institutions to keep patients healthy rather than perform
expensive tests, procedures, and treatments once medical problems have developed. Teaching providers
to deliver brief counseling interventions regarding health-promoting changes thus becomes even more
important as capitation increases its reach.

In the medical environment there often is little opportunity for learning communication skills, behavioral
intervention, and alcohol assessment; physicians focus on the presenting problem with little attention paid
to unhealthy lifestyle behaviors that contribute to it. Goals for medical education need to include the
development of skills that physicians can use to facilitate health-promoting behaviors among their
patients. Alcohol intervention is an area that needs attention in medical education. We teach the
patient-centered counseling model to all our medical students, as well as to our residents in internal
medicine and family medicine, and it is generally well accepted. [26] Development of intervention skills
that physicians can use to help patients promote their health also must be a goal in continuing medical
education followed by the subsequent reinforcement of those skills in the practice setting. The results of
this 3-hour training program suggest that physicians and nurse practitioners in a primary care setting are
interested in learning, and are responsive to the teaching of, specialized skills deemed important for
promoting change in alcohol-related behavior.

Accepted for publication March 19, 1997.

This work was supported by grant R01-AA09153-01A1 from the National Institutes of Health, National
Institute of Alcohol Abuse and Alcoholism, Bethesda, Md.

Reprints: Judith K. Ockene, PhD, University of Massachusetts Medical School, 55 Lake Ave N,
Worcester, MA 01655.

11 of 14 1/28/00 9:55 AM

Ockene: Arch Intern Med, Volume 157(20).November 10, 1997.2334-2341http://gateway.ovid.com/server1/ovidweb.c...e%7c0%7cFull+Text&D=ovft&S=IDNJHKEKDBPKAP



REFERENCES
1. Institute of Medicine. Broadening the Base of Treatment for Alcohol Problems. Washington, DC: National Academy Press;
1990. [Context Link]

2. Anda R, Williamson D, Remington P. Alcohol and fatal injuries among US adults: finding from the NHANES 1 epidemiologic
follow-up study. JAMA. 1988;260:2529-2532. [Medline Link] [Context Link]

3. Eckardt M, Hartford T, Kaelber C. Health hazards associated with alcohol consumption. JAMA. 1981;246:648-661. [Medline
Link] [Context Link]

4. Rice D. The Economic Cost of Alcohol Abuse and Alcohol Dependence: 1990. Washington, DC: National Institute on Alcohol
Abuse and Alcoholism, National Institutes of Health; 1993:10-11. [Context Link]

5. Wallace P, Cutler S, Haines A. Randomized controlled trial of general practitioner intervention in patients with excessive
alcohol consumption. BMJ. 1988;297:663-668. [Medline Link] [Context Link]

6. Kristenson H, Ohlin H, Hulten-Nosslin M, Trelle E, Hood B. Identification and intervention of heavy drinkers in middle-aged
men: results and followup of 24-60 months of long-term study with randomized controls. Alcohol Clin Exp Res. 1983;7:203-209.
[Medline Link] [Context Link]

7. Bien T, Miller W, Tonigan J. Brief interventions for alcohol problems: a review. Addiction. 1993;88:315-336. [Medline Link]
[Context Link]

8. Wilson D, Taylor W, Gilbert R, et al. A randomized trial of a family physician intervention for smoking cessation. JAMA.
1988;260:1570-1574. [Medline Link] [Context Link]

9. Ockene I, Ockene J. Prevention of Coronary Heart Disease. Boston, Mass: Little Brown & Co Inc; 1992. [Context Link]

10. Ockene I, Hebert J, Ockene J, Merriam P, Hurley T, Saperia G. Effect of training and a structured office practice on
physician-delivered nutrition counseling: the Worcester-Area Trial for Counseling in Hyperlipidemia (WATCH). Am J Prev
Med. 1996;12:252-258. [Medline Link] [Context Link]

11. US Dept of Health and Human Services. Current Estimates From the National Interview Survey, 1993 (Series 10, Data From
the National Health Survey, No 190).. Hyattsville, Md: National Center for Health Statistics; 1994. US Dept of Health and
Human Services, Publication PHS 95-1518. [Context Link]

12. Cyr M, Wartman S. The effectiveness of routine screening questions in the detection of alcoholism. JAMA. 1988;259:51-54.
[Medline Link] [Context Link]

13. Wechsler H, Levine S, Idelson R, Rohman M, Taylor J. The physician's role in health promotion: a survey of primary care
practitioners. N Engl J Med. 1983;308:97-99. [Medline Link] [Context Link]

14. Hingson R, Mangione T, Meyers A. Seeking help for drinking problems: a study in the Boston metropolitan area. J Stud
Alcohol. 1982;43:273-288. [Medline Link] [Context Link]

15. American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, Revised.
Washington, DC: American Psychiatric Association; 1994. [Context Link]

16. Cleary P, Miller M, Bush B, Warburg M, Delbanco T, Aronson M. Prevalence and recognition of alcohol abuse in a primary
care population. Am J Med. 1988;85:466-471. [Medline Link] [Context Link]

17. Buchsbaum D, Buchanan R, Poses R, Schnoll S, Lawton M. Physical detection of drinking problems in patients attending a
general medicine practice. J Gen Intern Med. 1992;7:517-521. [Medline Link] [Context Link]

18. Lisansky E. Why physicians avoid early diagnosis of alcoholism. N Y State J Med. 1975;75:1788-1792. [Medline Link]
[Context Link]

19. Spickard A Jr. Alcoholism: the missed diagnosis. South Med J. 1986;79:1489-1492. [Medline Link] [Context Link]

12 of 14 1/28/00 9:55 AM

Ockene: Arch Intern Med, Volume 157(20).November 10, 1997.2334-2341http://gateway.ovid.com/server1/ovidweb.c...e%7c0%7cFull+Text&D=ovft&S=IDNJHKEKDBPKAP



20. Johnson B, Clark W. Alcoholism: a challenging physician-patient encounter. J Gen Intern Med. 1989;4:445-452. [Medline
Link] [Context Link]

21. Babor T. Brief intervention strategies for harmful drinkers: new directions for medical education. Can Med Assoc J.
1990;143:1070-1076. [Medline Link] [Context Link]

22. Warburg M, Cleary P, Rohman M, Barnes H, Aronson M, Delbanco T. Residents' attitudes, knowledge, and behavior
regarding diagnosis and treatment of alcoholism. J Med Educ. 1987;62:497-503. [Medline Link] [Context Link]

23. Ockene J, Adams A, Pbert L, et al. The physician-delivered smoking intervention: factors that determine how much the
physician intervenes with smokers. J Gen Intern Med. 1994;9:379-384. [Medline Link] [Context Link]

24. Ockene J, Kristeller J, Goldberg R, et al. Increasing the efficacy of physician-delivered smoking intervention: a randomized
clinical trial. J Gen Intern Med. 1991;6:1-8. [Medline Link] [Context Link]

25. Ockene J, McBride P, Sallis J, Bonollo D, Ockene I. Synthesis of lessons learned from cardiopulmonary preventive
interventions in healthcare practice settings. Int J Epidemiol. In press. [Context Link]

26. Ockene J, Quirk M, Goldberg R, et al. A resident's training program for the development of smoking intervention skills. Arch
Intern Med. 1988;148:1039-1045. [Medline Link] [Context Link]

27. Ockene J, Ockene I, Quirk M, et al. Physician training for patient-centered nutrition counseling in a lipid intervention trial.
Prev Med. 1995;24:563-570. [Medline Link] [Context Link]

28. Davis D, Thompson M, Oxman A, Haynes B. Evidence for the effectiveness of CME: a review of 50 randomized controlled
trials. JAMA. 1992;268:1111-1117. [Medline Link] [Context Link]

29. Bettman J. An Information Processing Theory of Consumer Choice. Reading, Mass: Addison-Wesley Publishing Co; 1979.
[Context Link]

30. Rosenstock I. What research in motivation suggests for public health. Am J Public Health. 1960;50:295-301. [Context Link]

31. Becker M. The health belief model and personal health behavior. Health Educ Monogr. 1974;2:324-473. [Context Link]

32. Mischel W. Toward a cognitive social learning reconceptualization of personality. Psychol Rev. 1973;80:252-283. [Medline
Link] [Context Link]

33. Bandura A. Social Learning Theory. Englewood Cliffs, NJ: Prentice-Hall International Inc; 1977. [Context Link]

34. Prochaska J, DiClemente C. Stages and processes of self-change of smoking: toward an integrative model of change. J
Consult Clin Psychol. 1983;51:390-395. [Medline Link] [Context Link]

35. US Dept of Health and Human Services. The Health Benefits of Smoking Cessation: A Report of the Surgeon General.
Washington, DC: US Government Printing Office; 1990. Publication CDC 90-8416. [Context Link]

36. Rollnick S. Preparing People to Change Addictive Behavior. New York, NY: Guilford Press; 1991. [Context Link]

37. Rollnick S, Heather N, Bell A. Negotiating behavior change in medical settings: the development of brief motivational
interviewing. J Mental Health. 1992;1:25-39. [Context Link]

38. Berry J, Mielke P. A generalization of Cohen's kappa agreement measure to interval measurement and multiple raters. Educ
Psychol Measure. 1990;48:921-933. [Context Link]

39. Chappel J, Veach T, Krug R. The Substance Abuse Attitude Survey: an instrument for measuring attitudes. J Stud Alcohol.
1985;46:48-52. [Medline Link] [Context Link]

40. SAS Institute Inc. SAS/STAT User's Guide: Release 6.03 Edition. Cary, NC: SAS Institute Inc; 1996. [Context Link]

41. Bradley K, Donovan D, Larson E. Advising patients about safe levels of alcohol consumption. Arch Intern Med.
1993;153:2734. [Medline Link] [Context Link]

13 of 14 1/28/00 9:55 AM

Ockene: Arch Intern Med, Volume 157(20).November 10, 1997.2334-2341http://gateway.ovid.com/server1/ovidweb.c...e%7c0%7cFull+Text&D=ovft&S=IDNJHKEKDBPKAP



42. Miller J. Towards a New Psychology of Women. 2nd ed. Boston, Mass: Beacon Press; 1987. [Context Link]

43. Madlon-Kay D. Family physician recognition and treatment of severe hypercholesterolemia. J Fam Pract. 1987;24:54-56.
[Medline Link] [Context Link]

44. Schucker B, Bailey K, Heimbach J, et al. Change in public perspective on cholesterol and heart disease: results from two
national surveys. JAMA. 1987;258:3527-3531. [Medline Link] [Context Link]

45. Shea S, Gemson D, Mossel P. Management of high blood cholesterol by primary care physicians. J Gen Intern Med.
1990;5:327-334. [Medline Link] [Context Link]

46. Kinney J, Bergen B, Price T. A perspective on medical students' perceptions of alcoholics and alcoholism. J Stud Alcohol.
1982;43:488-496. [Medline Link] [Context Link]

47. Ockene J, Ockene I, Kabat-Zinn J, Greene H, Frid D. Teaching risk-factor counseling skills to medical students, house staff
and fellows. Am J Prev Med. 1990;6(suppl 1):35-42. [Medline Link] [Context Link]

Physicians, Family

    

Full Text Manager: Display, Save, or Email Full Text Document

        Graphics Options                 Format (Save/Email Only)           Action   

 No Figures/Tables 
 Full size 
 Medium (Macintosh) 
 Small (Thumbnails) 

 ASCII Text (DOS/Windows) 
 ASCII Text (Macintosh) 
 ASCII Text (Unix) 
 HTML 

Wrap long lines 

Save and Email output choices will not include graphics 
To print this document without buttons, choose a graphics option, 
select HTML format, then click the display button 

14 of 14 1/28/00 9:55 AM

Ockene: Arch Intern Med, Volume 157(20).November 10, 1997.2334-2341http://gateway.ovid.com/server1/ovidweb.c...e%7c0%7cFull+Text&D=ovft&S=IDNJHKEKDBPKAP


