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Abstract

Background:  Brief interventions (BIs) delivered in primary care can reduce harmful alcohol 
consumption. Yet, clinicians do not routinely offer BIs to reduce harmful alcohol use.
Objective:  We explored the perspectives of clinicians and patients about the use of alcohol BIs 
during consultations in Australian primary care.
Methods:  Semi-structured interviews and focus groups (face-to-face and virtual) were undertaken 
with 34 general practitioners, eight practice nurses and 17 patients. Field notes were made from 
audio-recordings and themes were identified using a descriptive qualitative approach with the 
field notes as the point of data analysis.
Results:  Participants identified barriers within the consultation, practice setting and wider 
healthcare system plus across the community which reduce the delivery of BIs in primary care 
including: Australian drinking norms; inconsistent public health messaging around alcohol harm; 
primary care not recognized as a place to go for help; community stigma towards alcohol use; 
practice team culture towards preventive health, including systems for recording alcohol histories; 
limitations of clinical software and current patient resources.
Conclusion:  Multiple layers of the healthcare system influence the use of BIs in primary care. 
Identified facilitators for embedding BIs in primary care included: (i) raising community and 
clinician awareness of the health harms of alcohol, (ii) reinforcing a primary care culture that 
promotes prevention and, (iii) supportive resources to facilitate discussion about alcohol use and 
strategies to reduce intake. Alcohol BIs in primary care could be further supported by community 
public health messages about alcohol use.
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Lay summary

Alcohol is a major source of harm in the community and primary care (including family doctor 
and general practice settings) can play a role in reducing harmful alcohol use. When clinicians 
talk to their patients about alcohol use, research has shown they can reduce how much they 
drink each week. We spoke with general practitioners, nurses and patients in Australia to work 
out what is getting in the way of conversations about alcohol in primary care. We found that 
both clinicians and patients think we need to raise community awareness about the health 
harms of alcohol, that there are health system barriers, and there could be better resources 
to use in consultations. Low-income patients are particularly disadvantaged by financial costs 
associated with alcohol and counselling services when they seek help. To increase conversations 
about alcohol in primary care, it could be more helpful to target the broader community, the 
health system and primary care.
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Background

Alcohol use is the leading risk factor globally for deaths in those 
aged 15–49 years (1). The World Health Organization advocates for 
the use of brief interventions (BIs), which effectively reduce harmful 
alcohol consumption as a public health approach (2).

A 2018 review provided moderate quality evidence that BIs can 
reduce alcohol consumption by 20 g per week (3) and these small 
changes can lead to improvements in community health (4). Brief 
interventions delivered in about five minutes seem to have similar 
efficacy to those that take longer (3). Although BIs are ineffective for 
patients with alcohol use disorders they may help identify patients 
for referral.

Primary care is often the first point of contact with healthcare 
for many people who drink at risky levels (5) and in Australia, most 
primary care is delivered via general practice with over 80% of the 
population attending at least annually (6). Australia has universal 
healthcare and most people are able to access a general practitioner 
[GP] with no out of pocket costs (6).

Rates of screening for alcohol use range between 6% and 46% 
in different countries and settings (4,7,8) with use affected by gov-
ernment policies (9). Systematic reviews show there is a small, sig-
nificant benefit for using BIs in primary care (3,5,10,11). The current 
challenge is to better understand the barriers and facilitators of im-
plementation in the primary care setting (12,13) which is not an 
uncommon issue across primary care research (14).

Despite lower levels of consumption, people from lower income 
groups experience higher levels of associated harm compared with 
higher income groups (15). As there is a lack of research that focuses 
on effective interventions for people in low-income groups (11), we 
foregrounded our methods so interventions we develop would be 
accessible and feasible for low-income groups (16). We explored the 
perspectives of clinicians and patients on how we can better support 
the use of BIs for alcohol in primary care.

Methods

A descriptive qualitative study using focus groups and individual 
interviews of primary care clinicians in Melbourne, and patients 
from across Victoria, Australia.

Clinician focus groups and interviews
Clinicians and general practice staff were recruited via mailed intro-
ductory and follow up letters, followed by a phone call (17); advert-
isements through local networks; convenience sampling of academic 
GPs; and social media advertising.

Focus groups were facilitated by a GP-researcher (ES). A research 
assistant took field notes. We used a semi-structured guide to en-
courage discussion, which included prompts about patients from 
low-income groups (18) (Supplementary Material). Existing re-
sources were shared to gauge participants’ opinion about their face 
validity. Telephone interviews used a similar interview guide.

Patient interviews
Patients were invited to interviews rather than focus groups due to 
the potentially sensitive topic. Patients over the age of 18 years were 
recruited from social media promoted through a healthcare con-
sumer network as well as a peer support group for people wanting 
to reduce their alcohol use. Participants needed to be conversant in 
English, capable of providing consent, and were offered a $AUD20 
honorarium. Participants completed a semi structured interview and 
a survey with basic demographics and the AUDIT-C (19) for current 
alcohol consumption (Supplementary Material).

Data collection
Field notes were based on the participant responses and observa-
tions; audio-recording was done with consent. The research assistant 
reviewed these field notes while listening to the recording and added 

Key messages
•	 There are multiple barriers to clinician use of alcohol BIs in primary care.
•	 Patients and clinicians recognized similar barriers and facilitators.
•	 Consultation barriers include lack of time, adequate software and resources.
•	 Low community awareness of alcohol harms and drinking norms influence BI uptake.
•	 Facilitators relate to public health messages, practice and consultation systems.
•	 Public health messages about alcohol harm might support the use of Bis.
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to them as needed (20). The field notes focused on ideas and con-
cepts raised by participants that could increase clinician use of BIs. 
After every focus group, and after approximately every third inter-
view, we reviewed the interview/focus group guide to establish if fur-
ther questions were needed.

All the data collection and analysis occurred between July and 
November 2019.

Analysis
A coding matrix based on the focus group and interview questions 
was used to categorize concepts. The field notes were coded in NVivo 
by a research assistant and reviewed by ES. Summarized findings and 
early interpretations were discussed with the team. We used regular 
small team meetings to reflect on the data as well as at two meet-
ings with all the entire investigator team (21). We then developed a 
diagram informed by the socio-ecological framework (22) to dem-
onstrate the varied levels of the concepts identified in the matrices.

Results

Participants
We recruited 59 participants (17 patients, 34 GPs and eight practice 
nurses). Nine focus groups were held; six within general practices, 
two online, and one at a University general practice department 
(Table 1). We conducted individual telephone interviews with five 
clinicians who could not attend a focus group, and all patients. 
Most patients had a current or prior history of heavy alcohol use, 
though most were classified by the AUDIT-C as current abstainers.

Barriers and facilitators for alcohol BIs in 
primary care
Barriers and facilitators for BIs occurred at multiple layers of the 
healthcare system and wider community (Fig. 1). Patients, clinicians 

and practice staff had similar views and this is demonstrated via our 
amalgamated results.

Patient and clinician factors that influence the use 
of BIs
Insufficient clinician knowledge about alcohol treatment and health 
harms was a barrier that directly affected the confidence of clinicians 
to engage in conversations about alcohol. There were many com-
ments about the ‘conflicting evidence’ about how harmful alcohol 
really is.

You hear about a study where having a glass of red wine is bene-
ficial.

The GPs also spoke about limited information on risk stratification.

it’s clear that drinking at a medium or high level is damaging, but 
at the lower levels, the evidence for abstinence and light drinking 
is conflicting. (Field note, GP Focus group, Practice visit 2)

Motivational interviewing was consistently raised as the best ap-
proach for working with patients. Most GPs felt that they needed 
training to gain this skill, although recently trained GPs said that it 
had been part of their curriculum.

GPs’ personal experience with alcohol also influenced whether 
they felt well-equipped to discussing alcohol with patients—either 
as a non-drinker, as someone who drank themselves, or had family 
experience of an alcohol dependent person.

[The clinician participant] commented that [Culturally and 
Linguistically Diverse] GPs, especially those who don’t drink 
or come from a background where drinking isn’t acceptable, 
will find it even harder. (Field note, Focus group, Practice 
visit 2)

Clinicians and patients generally felt that people were not aware of 
alcohol-related harms or what a standard drink was.

Table 1.  Description of participants recruited for focus groups and interviews: demographics, recruitment and type of data collection (2019)

Participant type Mode of recruitment Data collection format Participant demographics

No. Age  

(years old)

Gender Drinking status  

(AUDIT-C)

Low in-

come 

Patients Online ad/social media Semi-structured inter-

view

17 1 18–24  

3 25–34  

1 35–44  

5 45–54  

5 55–64  

2 65–74

10 

women  

7 men

10 Abstainers  

5 Risky drinkers  

2 Low-risk drinkers

1 low in-

come status

Participant type Mode of recruitment Data collection 
format

Participant demographics

No. Gender

General practitioners Letter (Dillman method), 

special interest group  

newsletter advertisement

Practice visit (focus 

group)

Total—24  

(4–9 per group)

9 Men 

11 Women 

4 missing

Online focus group 6 4 Men4 Women

Semi-structured inter-

view

4 1 Man3 Women

Practice nurses As above Practice visit (focus 

group)

5 5 Women

Online focus group 2 2 Women

Semi-structured inter-

view

1 1 Woman

Other staff (practice man-

agers; reception staff)

As above Practice visit (focus 

group)

2 2 Women
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they don’t believe that it’s dangerous. They don’t, they actually 
believe that it’s fine and they believe that it’s fine simply because 
alcohol is a legal drug”. (Patient 12, interview)

This meant that clinicians perceived that patients needed a lot of 
education about alcohol prior to talking about behaviour change.

For clinicians, concern about potentially provoking feelings of 
shame were a barrier for asking patients about alcohol. Patients also 
recognized the potential for negative feelings and some reported 
poor prior experiences.

Well, I think it’s a bit of a taboo subject in a lot ways… I think 
it’s a valid question. But, the sensitivity around it because not all 
people, but a lot of people that do have a problem with alcohol 
(Patient 3, interview)

Factors relating to the consultation
Not unexpectedly, limited time was consistently reported to be a bar-
rier to providing BIs, especially if alcohol dependence was detected.

All GPs felt that didn’t have enough time to talk to their patients 
about alcohol and they were worried that ‘it might open up a can 
of worms and you’ll be there for another hour’ (Field note, Focus 
group, Practice visit 5)

I don’t think that they have enough time to look at multiple 
issues on the same day unless I actively went up to them to make 
a longer appointment”. (Patient 2, interview)

At every practice the clinicians said that their clinical software did 
not allow them to accurately record the patient’s alcohol intake:

This software is not the best for recording alcohol because it only 
allows GPs to record how many drinks people have in a week so 
they can’t accurately record binge drinking etc. (Field note, Focus 
group, Practice visit 6)

Clinicians felt that asking about smoking at the same time as al-
cohol was acceptable, but reported that patients appear to be 

uncomfortable when asked about alcohol and illicit drugs in the 
same line of questions. This was true even for a clinician who also 
worked in an addiction clinic. Most clinicians reflected that they felt 
patients did not see alcohol and illicit drugs similarly and were con-
cerned about added stigma when packaging the questions together.

Alcohol is usually packaged with other drugs. For people who 
drink a little more than they should but don’t use any other drugs, 
putting it all together can turn people off. (Field note, online, 
Focus group 1)

Some patients acknowledged the difficulty that clinicians can have 
in how they conduct the consultation and some described instances 
where they have been made to feel judged and shamed.

Patient felt that the GP didn’t have experience in the area as they 
appeared puzzled, didn’t know how to help and spent a lot of 
time on their computer ‘trying to figure out what to do with me’. 
Patient felt that the GP ‘had very little tolerance for me. It was 
almost as though I was an imposition’. (Field note, Patient inter-
view 12)

Practice level factors
Clinicians noted that when their practice had a comprehensive 
strategy for preventive healthcare is was easier to talk to patients 
about alcohol. This strategy could include procedures for taking his-
tories, recalling patients for health checks, and the practice ‘culture’ 
or attitude towards the management of alcohol and other drug use.

As a practice they have a culture of asking regularly about [pre-
ventive health behaviours]; they don’t know how they have built 
this culture; it is probably as they train registrars who stay on; 
they feel that it is a supportive ‘top down’ culture that assists 
(Field note, GPs, Practice visit 3)

Also having systems built into the practice that capture al-
cohol histories from patients made it part of routine care 

Figure 1.  Socio-ecological model showing the barriers to the use of brief interventions for alcohol in primary care.
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and prompted patients and clinicians to have more detailed 
conversations.

Creating a culture of asking at the practice (‘this is just what we 
do at this practice’) and/or having a dedicated person to do the 
asking (e.g. practice nurse) or reminding GPs to ask would help. 
(Field note, Clinician interview 4)

Healthcare system factors
Despite Australia’s universal healthcare, clinicians noted that it is 
more difficult to access specialist AOD services for patients without 
personal private health insurance. This made it harder to get help for 
patients from low-income groups.

If patients have alcohol dependency issues and the patient has 
private insurance, they will be referred [to specialist addiction 
services]. One GP felt that if patients didn’t have private insur-
ance it’s ‘a disaster’ (Field note, Practice visit 2)

Public AOD services patients are referred through a centralized 
intake system, with clinicians stating that they found this process 
frustrating and time consuming for the patient, and they often had 
to repeat their story to multiple people before they received manage-
ment. This frustration was also expressed by nurses who worked in 
the AOD services.

Another problem is that a patient might do the intake with one 
person and build some rapport with them during the course of it, but 
then they might be referred to another for the assessment and then 
to a clinician for treatment. (Field note, Clinician, Focus group 1)

The central intake is a big problem; it is delaying treatment 
getting to patients; it has broken down the GP-provider relation-
ship that helps with co-ordination of care; it was meant to help 
with waiting lists, but her impression is that it has made things 
much worse (Field note, GPs, Focus group 2)

Community factors
In general, all participants expressed that drinking alcohol is a 
normal part of Australian culture. There is a generally accepted level 
of drinking, but this is teamed with individual stigma if you drink 
more than is considered acceptable.

Stigma but also community acceptance of alcohol (many of his 
patients have been told by other GPs that it is ok to drink that 
much, or they just need to reduce a little bit). (Field note, Clinician 
interview 5)

This mirrored low community understanding of the harms of 
drinking alcohol that was often compared to smoking where people 
are very aware of the health risks.

[Clinicians] compared the lack of anti-alcohol campaigns to the 
large, effective campaigns against smoking and obesity. ‘GPs 
didn’t go around educating the community about the risks of 
smoking’. The fact that patients aren’t ‘pre-loaded with the risks 
of drinking’ makes it harder for GPs to talk about reducing al-
cohol. (Field note, Practice visit 2)

I truly believe that there’s no reason why … there can’t be 
similar campaigns for alcohol. And I think when people are made 
aware, like if I had known the harms of alcohol way before it got 
hold of me I really would have thought twice”. (Quote, Patient 
interview 12)

Further, many clinicians said that they didn’t think that patients 
viewed general practice as a place to go for advice about alcohol use. 
Clinicians felt that this also meant that patients don’t often raise the 
issue in a consultation.

Suggestions for increasing the use of BIs in 
primary care
We presented all participants with ideas about how to better sup-
port the use of BIs and also encouraged them to present ideas of 
their own. Participants suggested including better information for 
patients and clinicians, practice routines including database manage-
ment, and broad public health messaging.

Supportive resources
Having resources with accurate and accessible information for 
patients was important. This could be a paper-based resource 
given during the consultation, or a weblink to direct patients to 
after their consultation. It was important that the information 
was specific for the patient group and was not overwhelming 
with detail.

plain English sheets on the front of those sorts of things could be 
helpful. If I do have a query there, I would ask my GP, ‘What does 
this mean’. (Quote, Patient interview 3)

One GP wanted more information on risk so they could 
confidently tell their patients which type of alcohol was 
better for them and exactly how much drinking was healthy 
(and at what point it became unhealthy)”. (Field note, Prac-
tice visit 2)

The waiting room was identified as an opportunity to prompt pa-
tients to think about their alcohol use and discuss it with their 
clinician.

it has happened to me before that I’ve been in the waiting room 
and seen something about a pap smear or and thought, oh, I must 
remember to ask the doctor about that... So, I think it’s a good 
prompt”. (Quote, Patient interview 4)

Building a primary care culture that promotes 
prevention
Clinicians identified that practice systems can be helpful for cap-
turing alcohol histories and highlighting patients who could benefit 
from BIs. For example, health assessments and new patients are 
good opportunities for alcohol history taking. A  practice-wide 
routine can normalize talking about alcohol for both patients and 
clinicians.

The nurse practitioner felt that normalising alcohol as part of 
a regular health assessment was important. (Field note, Focus 
group 1)

Raising community and clinician awareness of the 
health harms of alcohol
Most participants identified a need for stronger public health 
messaging around the alcohol harms.

the message should be that there is no safe level of alcohol con-
sumption, just like there is for cigarettes” (Field note, Clinician 
interview 5)

Public awareness raising campaigns against alcohol would be 
useful. Patient felt that the messages should include the (1) tox-
icity of alcohol and risk of dependence, (2) risk of violence. (Field 
note, Patient interview 7)

I think letterbox drops, I  think bill boards, I  just think it 
should be...much more of a government initiative”. (Quote, Pa-
tient interview 6)

Any public health campaign would also inform and influence GPs as 
members of the community.
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Conclusions

Our work highlights the barriers that exist to BI use in primary 
care at multiple levels of the healthcare system and within the wider 
community. This ranges from factors related to the clinician and 
patient (including stigma and knowledge) to the consultation and 
practice systems (practice culture, software and clinical processes), 
and through to the impact that different policies and public health 
messages can have on the community perceptions of alcohol harms. 
Costs associated with healthcare was the only specific barrier iden-
tified by all participants for patients from low-income groups, how-
ever other factors such as health literacy and trust of healthcare 
providers may also be relevant (23).

Simple educational interventions aimed at upskilling practi-
tioners are unlikely to be successful in the context of system-wide 
barriers (24,25). By recognizing the multiple layers of the system 
that influence BI use, as summarized by our ecological model, we can 
then intervene with different approaches to generate a theoretically 
and practically sound solution.

Some participants had a perception of ‘safer types of alcohol’. 
This, alongside low awareness of risks, is a barrier to effective inter-
vention in primary care as it contradicts high quality evidence where 
benefits of alcohol are not seen (26,27). This highlights the role 
of public messaging to provide accurate information about health 
harms to the community so that patients are ‘primed’ with this mes-
sage prior to seeking healthcare. Public health campaigns could also 
recognize the prominent cultural enjoyment of alcohol so patients 
identify with the messages, while being mindful of the pervasive ef-
fects of stigma. Any public messages would also reach clinicians as 
members of the general community. Larger public health campaigns 
could also normalize the role of primary care clinicians in discussing 
alcohol.

This research is strengthened by the inclusion of patients and 
clinicians. Whole-practice focus groups helped to explore practice 
processes, though some participants may have been uncomfortable 
to share ideas due to pre-existing hierarchies. Our findings mirror 
two studies from the USA which also identified system level barriers 
to the implementation of alcohol BIs in routine practice suggesting 
that our work has implications outside our local healthcare setting 
(12,13).

Most patients had a history of heavier alcohol use which may 
influence their perspectives. We are not able to determine a response 
rate due to the diverse recruitment strategy. All clinicians reported 
managing patients from low-income groups, but we only recruited 
one patient from a low-income background reflecting known dif-
ficulty in reaching more vulnerable groups for research. Only four 
patients were men. We used field notes rather than transcriptions 
and double-checked field notes against the recordings for fidelity. 
We used team meetings to maintain positionality and increase re-
flexivity (20) while maintaining rigour and reducing the likelihood 
of misinterpretation.

Multiple factors at different levels of the healthcare system in-
fluence BIs from the perspective of patients and clinicians. Given 
how normalized alcohol use is within mainstream Australia, BIs 
in primary care could be supported by public health messaging 
educating about harms and encouraging discussions with primary 
care clinicians.

Supplementary Material

Supplementary material is available at Family Practice online.
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