Substance Abuse Treatment, BioMed Central
Prevention, and Policy ( The Open Access Publisher

This Provisional PDF corresponds to the article as it appeared upon acceptance. Fully formatted
PDF and full text (HTML) versions will be made available soon.

Physicians' attitudes toward unhealthy alcohol use and self-efficacy for
screening and counseling as predictors of their counseling and primary care
patients' drinking outcomes

Substance Abuse Treatment, Prevention, and Policy 2013, 8:17  do0i:10.1186/1747-597X-8-17
A Rani Elwy (relwy@bu.edu)

Nicholas J Horton (nhorton@ambherst.edu)
Richard Saitz (rsaitz@bu.edu)

ISSN 1747-597X
Article type Research
Submission date 27 December 2012
Acceptance date 18 May 2013
Publication date 30 May 2013

Article URL http://www.substanceabusepolicy.com/content/8/1/17

This peer-reviewed article can be downloaded, printed and distributed freely for any purposes (see
copyright notice below).

Articles in SATPP are listed in PubMed and archived at PubMed Central.
For information about publishing your research in SATPP or any BioMed Central journal, go to

http://www.substanceabusepolicy.com/authors/instructions/

For information about other BioMed Central publications go to

http://www.biomedcentral.com/

© 2013 Elwy et al.
This is an open access article distributed under the terms of the Creative Commons Attribution License (http://creativecommons.org/licenses/by/2.0),
which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.


mailto:relwy@bu.edu
mailto:nhorton@amherst.edu
mailto:rsaitz@bu.edu
http://www.substanceabusepolicy.com/content/8/1/17
http://www.substanceabusepolicy.com/authors/instructions/
http://www.biomedcentral.com/
http://creativecommons.org/licenses/by/2.0

Physicians’ attitudes toward unhealthy alcohol use
and self-efficacy for screening and counseling as
predictors of their counseling and primary care
patients’ drinking outcomes

A Rani Elwy-?"
Email: relwy@bu.edu

Nicholas J Hortoh
Email: nhorton@amherst.edu

Richard Sait?
Email: rsaitz@bu.edu

! Center for Health Quality, Outcomes and Economic Research, Edith Nourse
Rogers Memorial VA Hospital, Department of Veterans Affairs, 200 Springs
Road (152), Bedford, MA 01730, USA

2 Department of Health Policy and Management, Boston University School of
Public Health, 715 Albany Street, Talbot 3W, Boston, MA 02118, USA

3 Clinical Addiction Research and Education Unit, Section of General Internal
Medicine, Boston University School of Medicine, 801 Massachusetts Avenue,
2nd Floor, Boston, MA 02118, USA

* Department of Mathematics, Amherst College, Box 2239, PO 5000, Amherst,,
MA 01002, USA

" Corresponding author. Department of Health Policy and Management, Boston
University School of Public Health, 715 Albany Street, Talbot 3W, Boston, MA
02118, USA

Abstract

Objective

Patients’ unhealthy alcohol use is often undetected in primaey €ar objective was {o
examine whether physicians’ attitudes and their perceived féielay for screening and
counseling patients is associated with physicians’ counseling @nfsatwith unhealthy
alcohol use, and patients’ subsequent drinking.




Methods

This study is a prospective cohort study (nested within a randdntizd) involving 41
primary care physicians and 301 of their patients, all of whomuhaealthy alcohol use.
Independent variables were physicians’ attitudes toward unhealttstance use and seglf-
efficacy for screening and counseling. Outcomes were patiegperts of physiciang
counseling about unhealthy alcohol use immediately after a physi@#, and patients
drinking six months later.

Results

Neither physicians’ attitudes nor self-efficacy had any ihpa physicians’ counseling, but
greater perceived self-efficacy in screening, assesanyintervening with patients was
associated with more drinking by patients six months later.

Conclusions

Future research needs to further explore the relationship betwesitighy attitude
towards unhealthy alcohol use, their self-efficacy for screeantycounseling and patients’
drinking outcomes, given our unexpected findings.
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Background

Primary care physicians are expected to regularly scareanfl counsel their patients on a
wide variety of preventable health problems, such as diabetes, dngiert, depression, and
unhealthy alcohol use, the spectrum from levels of use that risk quars=es through
dependence [1]. Unhealthy alcohol use often goes undetected in proawaybecause
clinicians do not ask about it, and patients with unhealthy alcohol esenr either
asymptomatically, with early stage problems, or with problems d@he not recognized as
being alcohol-related [2]. Low perceived self-efficacy for disous difficult health issues
with patients is often responsible for physicians’ low ratesopéening and counseling for
health behaviors, even when physicians view screening to be imp[8t&ht Physicians’
attitudes towards patients and counseling for unhealthy alcohol agealso be another
barrier. Knowing the factors that are associated with piayst screening and counseling
behaviors for unhealthy alcohol use, and how these factors facitdaients’ drinking
behavior change, is paramount to improving patient health outcomes and prauidirty
care for patients with unhealthy alcohol use [6].

Self-efficacy (i.e., perceived behavioral control) and attitudesraportant variables in the
Theory of Planned Behavior (TPB) [7]. The TPB emphasizes theofdlehavioral intentions
in predicting behavior. These intentions are influenced by a persditig@attowards a
behavior, their subjective norms (e.g., pressures to perform anceehavior) and their
perceived behavioral control (e.g., self-efficacy). The TP&b atresses that perceived
behavioral control, or self-efficacy, may directly predict behawihout the influence of



attitudes, norms or intentions [7]. Therefore, one route to predighiggicians’ screening or
counseling of patients with unhealthy alcohol use is that physicatitudes towards
counseling patients for unhealthy alcohol wm®d physicians’ self-efficacy for treating
patients with unhealthy alcohol use both play a role in determiwimgther or not they
counsel patients with unhealthy alcohol use. For example, in one gi¥yof primary care
providers reported that it was important or very important to inberweith patients who
report unhealthy alcohol use (positive attitude towards interventioméeting), yet only
21% of physicians felt they could do this effectively (low séfitacy) [8]. Another possible
route is that physicians’ self-effica@fone has a direct effect on whether or not physicians
screen and counsel patients. However, most studies which havenedaprimary care
physicians’ self-efficacy have focused on self-efficacygeneral communication skills, not
specifically screening and counseling about alcohol use [9].rbtisknown whether self-
efficacy and attitudes both play a role in screening and coungetinmhealthy alcohol use,
or whether self-efficacy alone can predict screening and cougdelinunhealthy alcohol
use—both of which, in turn, can lead to improved patient outcomes.

This paper presents findings from analysis of data collected F&r Screening and
Intervention in Primary care (SIP) study, a cluster randomizedralled trial (at the
physician level) in an urban, academic primary care practige. tiial results have been
published elsewhere [10]. Briefly, patients who screened positiventoealthy alcohol use
were assessed prior to physician visits, interviewed immediaftelythose visits and then re-
interviewed six months later. Primary care physicians in ititervention group were
provided with their patients’ alcohol screening results, along witisid& support strategies
on how to counsel (defined broadly as providing advice, having a discussieferring for
further treatment) their patients during the patients’ visiysiians in the control group did
not receive that information. Results from the SIP study providetkeee that prompting
physicians with alcohol screening results and decision supporgiéstfor action could
modestly increase discussions about alcohol use and decrease sanés’ palcohol
consumption.

In this article, we use the data collected in physician questi@snempleted prior to patient
enrollment in the SIP trial on physicians’ attitudes towardstitrg patients with unhealthy
alcohol and drug use and their perceived self-efficacy feesang and counseling patients,
to examine whether these factors were associated with @mgiscreening and counseling
practices and patients’ drinking outcomes six months later. INphgsicians who received
patient screening results and decision support strategies indinestuody counseled their
patients, and some physicians in the control group of the main silldyoanhseled their
patients on unhealthy alcohol use even though they did not receivedhiemmts’ screening
results. Thus, the current analyses are focused on determining wpagrsicians’ self-
efficacy and attitudes were associated with patients’ remdricohol counseling at the
index visit, and patient drinking levels six months later. UsingTlRB as our guide, we
aimed to examine whether 1) physicians who report positive attitiodesrds patients’
alcohol and other drug-related use are more likely report higheeiped self-efficacy for
counseling patients, and their patients are more likely to releareased drinking, and 2)
physicians’ who report higher perceived self-efficacy for coimgg@atients with unhealthy
alcohol use will result in patients reported decreased drinking six months later.



Methods

Setting

The urban academic primary care practice where this saakyplace is part of the largest
safety-net hospital in the U.S. Northeast. Approximately 73% of nearly 860,000
outpatient visits in 2012 were from a population who are underservednéome, or are
elderly.

Participants

Resident and faculty physicians at this clinic who had seen 80oce patients in the
previous three years and who did not anticipate leaving the qgaetihin six months were
recruited, enrolled and randomly assigned to study group beforentpatiere enrolled.
Physicians were informed that the investigators would conduct a health sgrsiewin

Patients enrolled in the study were those who consumed alcohol paghenonth and were
identified as having unhealthy alcohol use [2], defined by 1) ansgvges to one or more of
the four CAGE alcohol screening questions [11] (modified to reféinégast month) or 2)
having consumed hazardous amounts of alcohol in the past month, using #leelim
Followback method (TLFB) [12]. CAGE screening questions are isv®l 1) Have you felt
that you should cut down on your drinking? 2) Have people annoyed you by iergigour
drinking? 3) Have you felt bad or guilty about your drinking? 4) Have hamia morning
eye-opener? Patients were asked to respond yes or no to eatbrgu¢azardous amounts
for men and women, respectively, as assessed by TLFB, wéredlas more than 4
standard drinks on an occasion or 14 drinks per week on average, and as more than 3 standard
drinks on an occasion or 7 drinks per week on average in the pasty80Vda used a
definition of unhealthy alcohol use that spans a spectrum from uskythrough alcohol use
disorders and alcohol dependence [2].

Procedure

Prior to enrolling any patients into the study, physicians caeybla confidential written
survey, consisting of questions either derived from previous ssifiey, physician attitude
items [13]) or created for this study (i.e., physician sdl&éaty/confidence questions). These
survey items assessed physicians’ attitudes towards patighntsnhealthy alcohol and drug
use and their perceived self-efficacy in counseling patients ainbeialthy substance use. A
trained staff researcher screened and enrolled patients dedoreisit with a physician, and
again, talked to the patient immediately following the consultatidre dssessment that
occurred before the physician visit involved drinking amounts [14] andogiephics.
Immediately after the physician visit, patient interviesetermined whether the physician
counseled them about their unhealthy alcohol use. Interviews alsoseabsesedical
comorbidity, whether they had previously seen the physician. Six miaténspatients were
interviewed by telephone to determine alcohol consumption in the pasty8(Qidg. All
patients provided informed consent, and all ethical standards for pagtéctman subjects
were followed in accordance with standards of Boston Universitiésnal review board for
the protection of human subjects and the Helsinki Declaration of 197%rtAicate of
confidentiality was obtained from the federal government to furfitetect participant
privacy.



Independent variables

Physicians’ attitudes

Thirteen of the original 50 items of the Substance Abuse Attfhodde were used to measure
physicians’ attitudes towards patients’ alcohol and other drugl@$eAll items were scored
on a five point Likert scale ranging from strongly disagreettongly agree. Negatively
worded items were reverse scored. The 13 items were skfecthis study because of their
perceived importance for a primary care population. Previous prircopgbonents analyses
showed that these 13 items loaded onto three distinct factors [16¢ fHoesrs, or subscales,
were labeled ‘Positive treatment beliefs (8 items, Cronbadplsaa= 0.83)’; ‘Negative
attitudes towards patients’ (3 items, Cronbach’s alpha = 0.56); andctiadas treatable’ (2
items, Cronbach’s alpha =0.96). Examples from each factor are listed below:

Positive Treatment BeliefSPhysicians who diagnose alcoholism early improve treatment
success”.

Negative attitudes towards patientdost alcohol and drug dependent persons are
unpleasant to work with as patients”.

Addiction as treatabteé'Alcoholism is a treatable illness”.

Physicians’ self-efficacy

Perceived self-efficacy is defined in the current study asipians’ confidence in their
ability to perform the necessary skills for counseling patienteduce their alcohol intake.
Ten items were created for this study to measure physiqgienséived self-efficacy in their
ability to discuss and communicate information on unhealthy substamcevitls their

patients. These 10 items factor analyzed into 3 distinct subs¢dtsening’ (3 items,

Cronbach’s alpha = 0.73), ‘Initiating change’ (2 items, Cronbaclpkaa= 0.73), and
‘Assessment and Intervention’ (5 items, Cronbach’s alpha = 0.84). The&erh8 were

measured on a five-point Likert scale ranging from very confitentot at all confident.
Negatively worded items were reverse scored. Examples from eaghdeetisted below:

ScreeningHow confident are you in your skills for assessing a patient’s risk for
developing problems from alcohol use?”

Initiating Change:*How confident are you in your skills for initiating change in patients
drinking or drug use?”

Assessment and interventidhtow confident are you in your skills referring patients for
alcohol or drug treatment?”

Outcomes

Physician’s counseling of patients

Immediately after the visit, patients were asked to resp@sdor noto questions about
whether they had received alcohol counseling during that visit, defisdiscussionabout
safe drinking limits (one itempadviceto cut down or abstain from alcohol (four items), or
referral to an alcohol specialist or treatment program (three items)example question
was: “Did the doctor give you any advice about your drinking habiftg@dtlents responded
“yes” to any of these questions, physicians were consideredvio dmaunseled the patient



about unhealthy alcohol use. Patient exit interview questions siiildéhese have been
validated in previous studies [12,17].

Patient drinking outcomes

We measured two patient drinking outcomesdrnks per dayat six month follow-up, and
2) hazardous drinkingevels (as defined above) at the six month follow-up. Both were
assessed using the Timeline Followback method (TLFB), which istrospective daily
calendar method that seeks to obtain day-to-day estimates of driokipgyiods of up to one
year prior to the administration date [18]. In the current studsticfmants were asked to
complete the TLFB for the previous 30 days. The TLFB is a psychicalbtrsound drinking
assessment method which is designed to capture all drinking, inclglingdic heavy days
and unpatterned drinking. People are prompted with a calendar on whichriteeynportant
events that serve as memory prompts for estimating alcohol consaroptieach day during
the reporting interval. On average, it takes approximately 20-30 mitoutesnplete a TLFB
for a one year interval [18]. The TLFB was administered in the current stymfyson for the
baseline measure of drinks per day, and by telephone at six months.

Covariates

Important covariates were determined by clinical and demograppariamce (patients’ age,
education, comorbidities, race, sex and whether or not the patientdrgoreviously met the
doctor). Additionally, we controlled for physician level of trainingsfdent or faculty),
whether the physician was in the control or intervention groupeiparent study, and for the
six month follow-up analyses, we controlled for patients’ baseline drinking.

Statistical analyses

We first created descriptive statistics of key variabl@sneralized estimating equations
(GEE) were then used to adjust for clustering of patients byigaysPROC GENMOD,
SAS software 9.1) [19]. For continuous outcomes (patients’ drinks perndagpecified the
identity link function; for dichotomous outcomes (physicians’ counseling f@attents’
hazardous drinking levels), we specified the logit link function. Theséeln adjusted for
clustering of patients by physician, with simultaneous adjustfioergatient and physician
covariates. We specified an exchangeable working correlatiactigte and empirical
variance estimator. We did not adjust for multiple comparisons.

Results

Forty-one physicians completed the survey prior to the starhefstudy. Twenty-two
physicians were faculty-level and 19 were resident physicihe. average age of the
physicians was approximately 34 years (with a range of 26 t@&%)y 56% were male and
65% were white. Of the 301 patients who enrolled in the study atirfeasand provided
alcohol counseling data immediately after the visit, 70 patients visitegknephysicians and
231 patients visited faculty physicians (Table 1). The majorifyatients (69%) were seeing
physicians they had seen previously. Fifty-six percent of patigete African American,
16% were Latino and 19% were white. Sixty-three percent eérgatwere male, and 62%
had graduated from high school. Seventy-eight percent (n = 235) of pa@potsed that
they receivechny counseling about unhealthy alcohol use from their physician. Six months



following the baseline visit, 77% (n = 231) of patients of 35 phgsgiwere successfully
contacted and reported on their drinking. The average number of drindlayperas 2.45 at
baseline and 2.71 at six months follow-up (Table 1). Of these 231 gatght six month
drinking information, 54% (n = 125) reported drinking hazardous amounts of alootia
past 30 days.

Table 1Physician and patient demographic data

Patient characteristics (n = 301 at baseline) Number % or SD
Male 190 63.1%
Age in years (mean, SD) 42.9 13
Ethnicity

African American 170 56.5%
Latino 47 15.6%
White 58 19.3%
Other 26 8.6%
Graduated from high school 189 62.8%
Had one or more medical comorbidities 206 68.4%
Has previously met doctor visiting today 209 69.4%
Physician counseled about unhealthy alcohol use 235 78.1%
Drinks per day at baseline (mean, SD) 2.45 4.26
Drinks per day at 6 month follow-up (mean, SD) n = 231 2.71 7.56
Physician characteristics (n = 41 at baseline)

Male 23 56%
Age in years (mean, SD) 34.4 7.04
Ethnicity

African American 4 9.8%
Latino 2 4.9%
White 27 65.8%
Other 8 19.5%
Faculty level physician 22 53%

Although physicians generally reported positive attitudes towawdaseling patients about
unhealthy substance use, positive treatment beliefs and more patitivees towards those
with substance use disorders (Table 2), these attitudes wergmfitantly associated with
patients’ reports of whether or not the physician counseled them aboaitbhyredcohol use
or patients’ drinking outcomes (either drinks per day or hazardookirtlyi levels) at six
months after the physician visit at study entry (Figure 1, Tapl&lo statistically significant
differences between physicians’ self-efficacy (confideraze) physicians’ attitudes emerged
(Table 2). However, some aspects of physicians’ self-effieeas associated with patients’
drinking outcomes six months later. Higher perceived self-effidar screening, and for
assessing and intervening with patients, were associated with drioking in patients six
months later (Figure 1, Table 3).



Table 2Physicians’ attitudes and their perceived self efficacy (confidee) for
counseling patients (N = 41)

Attitude Subscales Mean SD
Positive treatment beliefs (8 items) 4.34 0.49
Negative attitudes towards patients (3 items) 4.37 0.45
Addiction as treatable (2 items) 421 0.72
Self-Efficacy Subscales Mean SD
Confidence in initiating change (2 items) 3.63 054
Confidence in screening (3 items) 419 0.48
Confidence in assessment and intervention (5 items) 3.54 0.87

Scales ranged from strongly disagree (1) to strongly agree (5).

Figure 1 Association between physicians’ attitudes and perceived self-efficy
(confidence) and patients’ alcohol counseling (baseline) or patiehtdrinking outcomes
(6 month follow-up).

Table 3Results of GEE Models of association between physicians’ attitudes and
perceived self-efficacy (confidence) and patients’ reports of physans’ alcohol
counseling (baseline) or patients’ drinking outcomes (6 month followp)

Item GEE model of GEE model of patients’ GEE model of patients’

physicians’ counseling hazardous drinking drinks per day

N = 301 patients N = 231 patients N = 231 patients

Adjusted OR (95% ClI) p Adjusted OR (9% CI) p Beta (984 Cl) p
Positive treatment beliefs 0.60 (0.34, 1.04) 0.07 .88(@0.19, 2.48) 0.53 -0.38 (-1.65,0.91) 0.57
Negative attitudes towards patients 0.86 (0.4B)1.5 0.63 0.74 (0.45, 1.22) 0.24 -0.53 (-1.79, 0.730.41
Addiction as treatable 0.74 (0.52, 1.05) 0.09 a7, 1.05) 0.13  -0.41(-1.13,0.32) 0.27
Confidence in initiating change 0.85(0.53,1.36) .510 1.29 (0.83, 2.01) 0.26 0.82 (-0.34, 1.97) 0.17
Confidence in screening 0.78 (0.53, 1.16) 0.88 10219, 1.82) 0.40 1.03(0.05,2.02) 0.04
Confidence in assessment and 0.96 (0.58, 1.59) 0.23 1.29 (1.04, 1.60) 0.02 0.67 (0.04, 1.31) 0.04
intervention

GEE: Generalized estimating equation; Cl. Confidence inte@alariates in each model:
physician level (attending or resident), physician randonoizagroup (to receive screening
results or not), patient race/ethnicity (African American, WHitgino, Other), gender, high
school graduate, patient met doctor before, any patient medical comorbidity.

Discussion

Our study is one of few to have examined the effect of sociahpsygical constructs on
reports of physicians’ counseling of patients with unhealthy alcohel am&l patients’
reported drinking outcomes in a real-world, urban setting. We fausignificant effect of
physicians’ perceived self-efficacy—an important factor inTtheory of Planned Behavior--
on patient drinking levels. Greater physician self-effica@g \@ssociated with more patient
drinking, a finding that was in the opposite direction from that hypatbesit is conceivable
that greater self-efficacy could be associated with worseal outcome, if physicians were
overly confident, or if their confidence was not at all assogiatieh or perhaps negatively
correlated with their actual clinical skill. Our findings shouldv®wved as cautionary until
further replication.



A strength of this study is that it was not an assessment ophgsicians or patients might
behave based on vignettes or hypothetical situations. This studyedvphtients who, in
fact, had unhealthy alcohol use and their actual, clinic-based @mgsidlost patients in our
study (69%) had previously visited with the physician in the stédyecent systematic
review of 36 communication interventions studies found that only three f@eused on
assessments involving both the patient and the physician [20]. Mostemiens with
patients were carried out in clinic waiting rooms, not during th@aaconsultation with their
physicians, and the interventions that involved physicians consistecqflayl and feedback
sessions, not actual consultations with patients where real commmicauld take place.
Our study is therefore one of the few studies that involvesnpsit@nd physicians in clinical
practice who were previously known to each other. One potential reasonrfunexpected
findings may be related to this real-world population. It is posstbhht one or more
conversations with patients about unhealthy alcohol use is not enougtiremt long-term
change. It is also possible that physicians who perceived thesaset confident to discuss
unhealthy alcohol use with their patients were not able to creasmingful change, either
through the words that they used during the consultation with the pairebecause the
patient decided not to, or was not able to, heed this advice. PrevioasheBas found that
providers focus their advice to abstain on patients with the mestesdrinking problems, a
population whose behavior is unlikely to change [21]. Moreover, clinic stafihbers’
perceptions of their personal efficacy, organizational fadctmaved in implementation of a
screening program, and not only physicians’ self-efficacynmmortant for engaging patients
in treatment for unhealthy alcohol use [22,23].

Studies that have reported significant associations between iphgsigositive attitudes and
their counseling of patients have assessed attitudes and counsebrgbsimultaneously,
at the conclusion of an intervention [24], or have reported on the link betitdes and
intended behavior, not actual behavior [25]. In studies where greateciphyself-efficacy
was associated with improved counseling about patients’ health beh#vis@ssessment of
self-efficacy was done in the context of interventions where pilays were taught specific
clinical skills in order to carry out such counseling [26,27]. In theecd study, where
physicians’ attitudes were assessed prior to enrolling pstiand physician’ self-efficacy
was measured in the absence of any specific clinical skiflimg, no association was found
between attitudes, self-efficacy and physicians’ counselbmutaunhealthy alcohol use.
Thus, it is possible that study designs and specific skills training in prestodies may have
been partially responsible for the positive association betweindatt, self-efficacy and
counseling behavior. Again, our results showing increased patient drirdsogiaed with
increased phyisician self-efficacy for counseling require caphg before further action is
taken.

Many studies which have shown positive and significant effects ygigpans’ counseling
about unhealthy alcohol use on their patients’ drinking outcomes haweiralslved
physicians who had undergone training for this counseling [28,29]. Our studived
physicians who had consented to participate in the study but who digceote training for
screening, counseling or assessing patients who are problekerdr a population that
represents many primary care providers who are often messewith their patients’
unhealthy behaviors without advance knowledge or training of how tdiedfgctreat their
patients. The quality of care for patients with unhealthy alcole®has been documented as
being among the lowest quality in the U.S., compared to other healtlitions [30]. Brief
counseling for unhealthy alcohol can enhance the quality of primagytlmaugh improved
communication with patients, greater trust in physicians and @amgsi greater knowledge



of their patients’ health concerns, values and beliefs [2]. Therefoen positive attitudes
and greater self-confidence are likely insufficient without ggedinical skills. Primary care
physicians need to receive specific training for brief coumgedf patients with unhealthy
alcohol use in order to effectively treat patients who present with these psdBlEm

A limitation of this study was that conversations between playscand patients were not
audio recorded and that self-reports of counseling were not corrobdhatedjh these
recordings. It is possible that physicians did counsel patabust their unhealthy alcohol
use (involving different aspects of counseling such as advice, dmtusseferral), but that
patients did not perceive it as alcohol counseling. Evidence forqiuysi counseling of
patients about unhealthy alcohol use came only from patients’ repogsevious studies
relying only on self-reports, investigators have successfullglatad patients’ reports of
physicians’ communication of advice or counseling on health behaviasgtinrsimilarly
designed exit interviews [12,17]. Future research should consider astivabjmeasure of
counseling, such as a digital audio recorder that can be turned on dydtlodéf physician or
a research assistant at the start and stop of each patieultatiors. However, such studies
could have different limitations, such as the possible effect adrdeng on what is said
during a visit. Currently, self-report is the best way to assel-efficacy, and is also the best
way to assess hazardous drinking amounts at the levels of interésis study since
laboratory testing detects only much higher amounts. Furthernabi-eeigorts were obtained
with assurances of confidentiality by research staff not invaivate patient’s care, and it
seems unlikely that drinking amounts would be differentially repdstedatients in relation
to physician self-efficacy. A final limitation of this stpds that we did not correct for
multiple comparisons of the data.

United States Preventive Services Task Force guidelines fersieg for unhealthy alcohol
use instruct physicians to counsel patients about their alcohol l®&ifgl a positive, high
risk screen [1,32]. This counseling is less structured than a sugetsit, and is up to the
physician to determine what components should be covered—such as adimitedionking

or cut back entirely, discussion involving the provision of informattmough leaflets, or
referrals to alcohol treatment centers. Seminal work in the dkattitudes and persuasion
demonstrated thdtow a message is communicated is as important as the communiwétor a
the message itself [33]. It is possible that physicians who claghpatients were physicians
who were confident in communicating sensitive information. However, sicl@ssultations
are audio-recorded, the impact of the confidence with which a pdwysiommunicates, and
the message of counseling itself on patients’ behavior changenotadye known. Further
work is needed to determine the mechanisms of change in patientshgrbehavior, and
studies need to be designed to corroborate self-reported behaviormoeie objective
measures, and to ensure that sources of bias can be determined.

Conclusion

In summary, in this sizeable prospective study of physicianshandpatients with unhealthy
alcohol use, physician self-efficacy, which is thought to beaated with clinical behaviors,
was related to patient drinking outcomes, but in an unexpected diresatirefficacy and
attitudes may still be important, but not sufficient to affect physicianstipesc
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Models of physician counseling
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Models of hazardous drinking
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Models for number of drinks per drinking day

Confidence in assessment and intervention

Confidence in screening

Confidence in initiating change

Addiction as treatable

Negative attitudes towards patients

Positive treatment beliefs

T RS I T EE

I I I
1 2 3 4

beta for # of drinks (+ 95% CI)




	Start of article
	Figure 1

