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Aim. To determine the effectiveness of medical
counseling for alcohol abuse, when it is
provided in primary care centers.
Design. Quasi-experimental, open, multicenter
before-after study.
Setting. 14 primary care physician´s practices
(7 rural, 7 urban) in the province of Córdoba
(Spain).
Participants. 306 patients of both sexes,
recruited with a case-finding strategy, who
consumed ≥35 (men) or ≥21 (women) IU per
week, or who had alcohol dependence
syndrome (ADS) (MALTS score O≥11).
Interventions. All patients were offered brief
counseling to reduce drinking, and all were
followed to evaluate their status 3 months,
1 year and 2 years later.
Main measures. The response variable was self-
reported alcohol consumption together with
normal GGT values or confirmation of
alcohol consumption by a relative. The results
were subjected to intention-to-treat analysis.
Results. Of the 306 patients included in the
study, 95.1% were men and 78.4% had ADS.
After 2 years 38.89% (95% CI, 32.2%-44.3%)
had attained their treatment goal: 23.85%
were in complete abstinence, and 15.0%
consumed moderate amounts of alcohol below
the limit considered to indicate risk. Starting
excessive consumption at less than 16 years of
age (odds ratio [OR], 3.0885), living in a slum
(OR, 3.2103), smoking (OR, 1.7187), and a
positive CAGE test (OR, 1.9949) were
associated with failure of the intervention
(P<.05).
Conclusions. Counseling provided by the
family doctor was highly effective under the
usual conditions of general practice, both for
patients with excessive alcohol consumption
and for patients with con ADS.
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EFECTIVIDAD DEL CONSEJO
MÉDICO A PACIENTES
ALCOHÓLICOS Y BEBEDORES
EXCESIVOS ATENDIDOS EN
CONSULTAS DE ATENCIÓN
PRIMARIA

Objetivo. Comprobar la efectividad del
consejo médico antialcohólico que se da en
las consultas de atención primaria.
Diseño. Estudio cuasi-experimental de tipo
«antes-después», abierto, multicéntrico.
Emplazamiento. Catorce consultas médicas
de atención primaria (7 rurales y 7 urbanas)
de la provincia de Córdoba (España).
Participantes. Un total de 306 pacientes de
ambos sexos, captados mediante búsqueda
de casos, que presentaban un consumo de
alcohol ≥ 35 (varones) y 21 (mujeres) U a la
semana, y/o síndrome de dependencia
alcohólica (SDA) (MALTS-O ≥ 11).
Intervenciones. A todos se les ofreció consejo
médico breve antialcohólico y se les hizo un
seguimiento para valoración de su estado a
los 3 meses, 1 y 2 años.
Mediciones principales. La variable de
respuesta fue la suma del consumo
autorreferido, más valores normales de GGT,
y la confirmación del familiar. El análisis del
estudio fue por «intención de tratar».
Resultados. De los 306 pacientes incluidos,
en un 95,1% de los casos se trataba de
varones y un 78,4% presentaba SDA. Al
cabo de 2 años, el 38,89% (IC del 95%,
32,2-44,3%) había alcanzado el objetivo
terapéutico: un 23,85% se encontraba en
abstinencia total y el 15,0% presentaba un
consumo moderado de alcohol, por debajo
del límite de riesgo. El comienzo del
consumo excesivo antes de los 16 años (odds
ratio [OR], 3,0885), vivir en un barrio
marginal (OR, 3,2103), consumir tabaco
(OR, 1,7187) y un test de CAGE positivo
(OR, 1,9949) se asociaron al fracaso de la
intervención (p < 0,05).
Conclusiones. Se demuestra la alta efectividad
del consejo antialcohólico impartido por el
médico de familia en condiciones habituales
de consulta, tanto en bebedores excesivos
como en aquellos con SDA.

Palabras clave: Alcoholismo. Consejo
médico. Efectividad. Atención primaria.
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Introduction

In Spain, approximately four million persons consume
excessive amounts of alcohol, and almost two million

meet the criteria for alcohol dependence.1 Excessive alcohol
consumption is accompanied by a number of serious health
and social problems,2,3 and by an increase in the use of
health services, especially at the primary care level,1,4,5 It is
estimated that 15%-20% of all visits to family physicians are
attributable to alcohol and other drugs.6

The role of the family physician in caring for this type of
patient is considered crucial because of the high prevalence
of this problem, its high rate of recurrence within families,
the close contact of family doctors with their patients.
Moreover, the fact that many patients are more willing to
accept primary care interventions than treatment at higher
levels of care.7-9 The practitioner´s role is mainly in early
diagnosis (active searching for cases) and interventions by
educational counseling aimed at modifying drinking
patterns.6 The effectiveness of such intervention has been
evaluated in several studies in Spain and other countries,
which have shown, in general, that persons with excessive
alcohol consumption can reduce their drinking by 35% after
receiving brief counseling from their physician.10-26

However, most of these studies were markedly experimental
in nature, with restrictive inclusion criteria and failure to
reproduce the usual conditions of general practice. To
determine the true effectiveness of this type of intervention,
it is necessary to determine which factors influence the
prognosis, their impact on significant clinical variables such
as mortality and morbidity, and their effects on health
service utilization. Although some of these influences have
been studied, the evidence has not been robustly
demonstrated to be strong, and additional studies designed
specifically to investigate these factors are needed.13,14,22

An important first step toward evaluating the impact of
intervention by the family physician is to determine whether
such intervention is effective not only in itself, but when
results obtained under the usual working conditions of
primary care are evaluated. The clinical trial model, with its
traditionally explanatory focus, does not appear to be a
suitable approach, and a more pragmatic design is needed
(as in naturalistic studies).27-29 Finding such a approach was
the first aim of the present study. A second aim was to
identify characteristics or conditioning factors in patients for
whom medical counseling less likely to succeed, in order to
deal with these factors to the extent this was possible.

Material and methods

Study population
This quasi-experimental, open, multicenter before-after study was
designed to evaluate the effectiveness of a specific intervention (fa-
mily physician´s advice for problem drinking).

The study population consisted of patients with alcohol dependen-
ce syndrome (ADS) or excessive drinking, who were identified by
their family physician in 14 practices (7 rural, 7 urban) at 7 health
centers located in the province of Córdoba (Southern Spain) 
Consecutive sampling was used to include in the study all patients
of either sex, aged 10 years or more, who drank more than 35
IU/week (boys and men) or more than 21 IU/week (girls and wo-
men) (1 IU=8 g alcohol), or who met the criteria for ADS as diag-
nosed from a score of 11 or higher on the MALT questionnaire.30,31

We excluded patients who were being treated by specialists or who
had serious organic processes (AIDS, advanced liver disease, heroin
or cocaine addiction, cancer, psychotic disorder or any disorder with
severe cognitive impairment).
Sample size was calculated with self-reported alcohol consumption
as the main evaluation criterion. We aimed to detect a minimum cli-
nically relevant difference of 10% between the percentage of patients
who were drinkers before (pbefore=100%) and after (pafter=90%) the
intervention. For an alpha error of 5%, a statistical power of 90%
(beta error=0.10), and a bilateral hypothesis, the minimum sample
size necessary was estimated as 98 subjects. We assumed a drop-out
rate of 65% by the end of the study, so that with the formula
Na=N×1(1-R),32 where R is the percentage of expected drop-outs
(=35%), the minimum number of subjects needed at the start of the
study was estimated as 150. For practical reasons, and to increase
precision, we decided to recruit a total of 306 patients.

Method
The main study factor was medical counseling, and the main outco-
me variable was alcohol consumption. The results of treatment we-
re classified as «complete success» (abstinence) or «partial success»
(effective reduction in intake). For a case to be considered a comple-
te success the patient had to remain in complete abstinence (self-re-
ported) for a period longer than 3 months, and abstinence had to be
confirmed by a first-degree relative or by a GGT value below the
95th percentile of normality according to accepted limits (45 U/L).
A case was considered a partial success when alcohol consumption
decreased to below the limits considered to indicate risk (<35
IU/week in men, 21 IU/week in women) and the decrease was
maintained for a period longer than 3 months. Other variables con-
sidered in this study were age, place of residence (rural, urban, or
slum), social class (based on the classification proposed by Alonso et
al33), age when drinking first started, type of drinker (according to
the classification of Alonso-Fernández34), score on the CAGE test
for the detection of alcohol abuse (this questionnaire is recommen-
ded as a complement to the interview aimed at quantifying con-
sumption6), alcohol consumption at the start of the study, familial
antecedents of alcoholism, family or work-related problems related
with alcohol, values of GGT, AST, ALT and MCV, and smoking
habit.

Interventions and follow-up
Participating physicians were trained in six 2-hour workshops that
included discussion of cases and consensus on procedures and tea-
ching materials. A common intervention program, involving adap-
tation of the usual practices of family physicians at all participating
health centers, was developed by consensus. The intervention began
by identifying and recruiting patients who visited the health center
with a case finding strategy.6 Informed consent was requested from
each patient, and then brief (3-5 min) counseling was provided. Du-
ring the first month, in the course of a visit lasting approximately 20
min, the MALT questionnaire was completed, and information was
recorded on a data collection sheet from a complete clinical work-up
that included information on the degree of impairment and psycho-
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logical, social and family support. During this interview the physi-
cian offered the patient continuing care, and if the patient declined,
the physician noted his or her willingness to see the patient again
whenever the patient wished. This was followed by from one to th-
ree short follow-up visits (no longer than 15 min) depending on the

patient, and three further follow-up visits were scheduled at 3, 12
and 24 months to evaluate the patient´s status and serve as a back-
up to the initial intervention. Each of these three interventions las-
ted 65 to 75 min. All patients were followed for 2 years from re-
cruitment in December 1997.

Study population
312 eligible patients

306 (100%) patients
met inclusion criteria

«Successes»: 149/306 (48.70%) )
(<35 IU/week for men. or
21 IU/week for women)

85/306 (27.80%)
Abstinence

64/306 (20.91%)
Reduction

7/306 8/306
No

confirmation by
a relative

2/306

3/306

5/306

5/306

GGT>40

No lab tests
done

Total
30/306 (9.8%)

73/306 (23.85%)

Abstinence confirmed

«complete success»

46/306 (15.03%)

Reduction confirmed

«partial success»

«True successes»

119/306 (38.89%)

(95% CI, 32.2%-44.3%)

«True failures»
187/306 (61.11%)

5/306 (16%)
Died

22/306 (72%)
No-show

20/306 (6.5%)
Moved

16/306 (5.2%)
Did not attend first

appointment

63/306 (20.58%)
Lost to follow-up

32/306 (10.46%)
Relapsed

 Did not meet
inclusion criteria

«Failures»: 157/306 (51.30%)

62/306 (20.6%)
Failures

(>35/21 IU/week)

General scheme of the study

Quasi-experimental, open, multicenter before-after study to investigate the effectiveness of medical counseling for

problem drinking provided in primary care.

Material and methods
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Statistical analysis
Intention-to-treat analysis was used, and all patients included in the
study were evaluated regardless of whether they completed the fo-
llow-up period or dropped out early, and regardless of whether they
attended the first scheduled visit. Drop-outs on the first visit and on
subsequent visits, and patients who were withdrawn from the study,
were considered cases in which the intervention failed.
Data collection notebooks were checked and purged of errors befo-
re they were examined by a researcher who was unaware of the re-
cruitment and intervention processes. Descriptive statistics were
used, and bivariate analysis was done with the chi-squared test, Mc-
Nemar’s test, Student´t t test and analysis of variance (ANOVA) for
repeated measures (P<.05). To try to identify the factors that predic-
ted failure of the intervention, we used a backward stepwise uncon-
ditional multiple logistic regression strategy and a mixed model that
included the following independent variables: age at the start of ex-
cessive alcohol consumption, GAGE and MALT scores, smoking
habit, place of residence, familial antecedents of alcoholism, family
or work problems related with alcohol consumption, and GGT va-
lue at the start of the study. The most parsimonious model was cho-
sen on the basis of the likelihood ratio test, and the statistical crite-
rion for excluding a given variable from the model was set at P<.01.
All data were analyzed with the SPSS program (version 6.0.1) for
Windows (SPSS Inc., Chicago 1994).

Results 

A total of 306 persons were included. The sociodemographic
characteristics and levels of alcohol consumption are shown
in table 1. Males predominated the sample (95.1%), and me-
an age was 47.7 years.
The rate of true successes varied between participating phy-
sicians, ranging from 33.3% to 49.4%. Among patients with
ADS (72%), the proportion in complete abstinence at the end
of the study was 25%, and the proportion who had effectively
reduced alcohol consumption was 17%. Of all confirmed suc-
cesses, 4.9% (15 patients) were referred to specialists because
of the seriousness of their condition (7 in the group of abs-
tainers and 8 in the group of patients who achieved an effec-
tive reduction in intake). Of the total, 2.6% were judged by
the physician researcher to need specialized care, but the pa-
tients declined this option and preferred to be seen by their
primary care doctor. After 3 months, 16.9% of the patients
failed to attend the first scheduled follow-up visit; after 12
months this figure decreased to 7.9%, and after 24 months, to
5.2%.
To track changes in status during follow-up of patients who
were abstinent or who had reduced their intake, we compared
the results after 3 months with those obtained after 12 and 24
months. Significant differences were found when we compa-
red the status at 3 months with that at 12 or 24 months
(P<.05), but the differences between 12 and 24 months were
not significant (P=.519). Therefore patients who were absti-
nent or who had reduced their drinking after 1 year of follow-
up had no change in status at the end of the study period.
Table 2 shows the variables that were independently asso-
ciated with failure of the intervention. This model explained

Sociodemographic characteristics and alcohol
consumption by patients at the start of the study

Quantitative variables Mean±SD 95% CI Range

Age, years 47.7 ± 13.8 46.1-49.2 12-88

Parámetros analíticos

GGT 93 ± 102 81.2-104.9 11-999

AST 39.58 ± 30.66 36.0-43.1 10-188

ALT 47.22 ± 52.81 41.1-53.3 6-573

MCV 95.63 ± 7.08 94.8-96.4 78-128

Qualitative variables No. %

Sex

Men 294 95.1

Women 12 3.9

Level of education

Illiterate 32 10.5

Can read and write 121 39.5

Primary school 131 42.4

Secondary school 18 5.8

Higher education 4 1.3

Social class

I-Professional 5 1.3

II-Managerial, Technical 25 8.7

III-Skilled non-manual 10 1.3

IVa-Skilled manual 93 30.4

IVb-Partly skilled 120 39.2

V-Unskilled 34 11.1

VI-Other 24 7.8

Type of drinker

1. Excessive, regular

Daily 270 88.2

Weekends 25 8.2

2. Alcoholic 6 2.0

3. Mentally ill 5 1.6

MALT 

≥11 points 238 78.4

<11 points 46 15.0

Not done 22 6.6

CAGE test

≥2 points 138 45.0

<2 points 142 46.2

Not done 26 8.8

Method of recruitment

Physician’s suspicion 183 59.5

Family 58 19.0

Blood test 43 14.1

Other level of care 13 4.2

Self-motivated 9 2.9

TABLE

1

Continue
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70% of the change in the outcome variable (χ2, 23.8;
P<.012).

Discussion  

Several previous, well-designed clinical trials documented the
efficacy of family physician intervention for reducing alcohol
intake in patients with excessive consumption.10-26 A meta-
analysis of the results for 3946 patients who participated in

12 clinical trials noted that the intervention was twice as ef-
fective as the placebo,12 and subsequent studies provided si-
milar results.11,22 In the most relevant trials, which used cri-
teria for effective reduction of intake and abstinence similar
to those in the present study,16-18,20,21,23,25 success rates ran-
ged from 15% to 43%.
The present study shows that counseling for alcohol con-
sumption, provided by the primary care physician under the
usual conditions of practice, is effective for 4 out of every 10
patients after a 2-year follow-up period. This makes our re-
sults similar to the best success rates in trials carried out un-
der ideal conditions. However, certain characteristics of these
earlier studies affect their external validity. For example, not
all studies were done in a purely primary care setting.13-17 So-
me studies excluded persons who consumed more than 131
IU/week (men) or 87 IU/week (women) (Oxford Study),21

more than 105/70 IU (WHO study),16 or more than 50 IU
(Wisconsin study).22 Other patients were excluded because
of elevated GGT14,15 or AIDS.11,13-21,23-26 In the present
study, mean weekly intake in patients eligible for the inter-
vention was 101 IU, or 808 g/week, i.e., almost double that
used for patients included in other experimental studies of ef-
ficacy.11,16-18,20-22,25,26 With regard to treatment for alcoho-
lism, not considering these patients would lead to the exclu-
sion of many (78.4% in our study) who seek primary care and
who also have the most serious problems. It is estimated that
50% of the 4 million persons who are excessive drinkers are
also alcoholic.1 Our study shows that effective intervention
provided by the family physician can help these patients too,
just as it can help excessive drinkers.
When the actual impact of a health program or intervention
is evaluated, the analysis should include all subjects initially
recruited, whether they benefited or not from the interven-
tion, i.e., drop-outs and withdrawals during follow-up. In ot-
her words, researchers should place themselves in «the worst
possible position in the face of an alternative hypothesis», and
use one of the strategies involved in intention-to-treat analy-
sis.32 This conservative approach was used to analyze the pre-
sent results. Studies done to date with intention-to-treat

Variables cualitativas (Continuation) No. %

Associated diseases

HT 61 20.1

COPD 59 19.5

Gastroduodenal ulcer 46 14.8

Hyperlipemia 33 10.8

Diabetes mellitus 30 9.65

Work-related problems

Low occupational levels 20 32.8

Dismissed-Unemployed 27 44.3

Accident at work 14 23.0

Number of cigarettes

0 88 28.8

1-10 24 7.8

11-20 97 31.7

21-40 80 26.1

40 or more 17 5.6

Family problems

Divorce 9 6.7

Mistreatment 19 14.2

Poor relationship 85 63.5

Attempted suicide 10 7.9

Left home 11 8.0

SD indicates standard deviation; CI: confidence interval.

Factors associated with failure 
of the intervention

Independents variables Coefficients OR 95% CI P value

Constant –4.6973 – – –

Age when first started drinking

≥22 years – 1.0 – 0.0290

17-21 years 0.6177 1.8546 0.71-4.80 0.2036

≤16 years 1.1277 3.0885 1.29-7.36 0.0110

Living in a slum, yes/no 1.1664 3.2103 1.00-10.22 0.0484

Smoking ≥10 cigarettes 0.5416 1.7187 0.92-3.20 0.0892

CAGE score ≥2 0.6906 1.9949 1.08-3.66 0.0261

Dependent variable: «failure» of the intervention. OR indicates odds ratio; CI: confidence interval (χ2, 23.8; P<.012). 

TABLE

2
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analysis have included only those patients who attended the
first scheduled appointment, i.e., 47% to 61% of all ca-
ses.18,20,21,25 This implies patient selection bias and camou-
flages the actual clinical situation. For example, in one of the
best-designed studies published to date, Wallace et al.18 no-
ted that because more older persons, women and men who
drank less attended the appointments, the effect of the inter-
vention was probably overestimated.
We therefore believe that the main contribution of the pre-
sent study is the fact that it was designed as a naturalistic,
pragmatic «effectiveness trial» in a prospective cohort that
was followed and evaluated for a relatively long period (2 ye-
ars). This approach goes further than previously published
studies of the effectiveness of a given intervention.25,30

Some strengths and weaknesses of the present study are
worth noting. The method can be considered appropriate for
several reasons:

1. Available evidence on the effectiveness of counseling for
alcohol consumption suggests that it would be unethical to
undertake a study with a control group for which no inter-
vention was used.
2. Confirmation by a relative of the patient´s self-reported
consumption has been recommended by others.12,22 In addi-
tion, we recorded GGT, the most sensitive and specific biolo-
gical marker for alcohol abuse in primary care.6

3. A minimum of 3 months of abstinence as a condition for
considering the intervention to be effective is felt to be a mo-
re accurate criterion than shorter periods. When drinking du-
ring the week prior to the appointment is recorded,11,15-26

the patients may intentionally reduce their consumption be-
cause they know they will be asked how much they drank du-
ring this period.12.
4. Although one of the features of primary care is its conti-
nuity, most studies we reviewed (except for one19) used fo-
llow-up periods of 1 year or less. Although a 2-year follow-
up period seems more realistic, our results show that most
patients who had quit drinking or who reduced their intake
after 1 year remained abstemious or drank less after 2 years.

Although we have no data on how patients who quit drinking
after a primary care intervention fared after longer periods of
follow-up, it should be recalled that the relapse rate, especially
among patients with ADS, is usually high. Studies with lon-
ger follow-up periods are therefore advisable.
It may be useful for family physicians to know which factors
condition or predict failure of interventions to reduce drin-
king, so that these factors can be taken into account when in-
dividual care strategies are developed. The limited success of
interventions aimed at problem drinking when other social
addictions such as smoking are present has been reported by
others.10,22 This should be taken into account when the best
approach and the best moment are being chosen to suggest to
the patient that he or she should also consider quitting smo-
king. In addition, unfavorable socioeconomic conditions di-
minish the effectiveness of medical counseling; this has gene-
rally been related to the presence of other social and health
problems that are seen as more real, more threatening and of
greater priority for the population.35 These factors are a re-
minder of the limitations to the physician´s role, and of the
need to give priority to multidisciplinary community-level in-
terventions aimed at general social and health problems. Cu-
rrent findings emphasize the importance of interventions ai-
med at the very young, especially in Spain, where the figures
regarding excess consumption by this age group are alar-
ming.36-38 Early initiation in drinking is also a factor that ne-
eds to be considered, as it can be expected to reduce the ef-
fectiveness of medical interventions, and it is associated with
more alcohol-related problems in these persons than in per-
sons who begin to drink or smoke at an older age.39

The fact that the CAGE results predicted failures better than
did the MALT may have been due to the latter´s greater sen-
sitivity in detecting excessive drinkers.31 False negative rates
of up to 50% have been reported for the detection of excessi-
ve drinkers with the CAGE,40 which detects only intake le-
vels greater than 70 IU/week.40,41

The definition of ADS is broad, and our results suggest:
a) that there is a gradient in the degree of dependence, and 
b) that the success or failure of primary care intervention de-
pends on how severe the degree of dependence is. If we ex-
clude patients with severe withdrawal syndrome, earlier at-
tempts at abstinence that failed, and severe psychiatric or
social problems, referral of these patients to specialized care
should be considered only after an overall evaluation that ta-
kes into account the presence of factors such as early age at

What is known about the subjec

• Several clinical trials and meta-analyses show that

medical counseling provided by the family physician for

problem drinking is effective for up to 35% of all patients

with excessive drinking.

• However, intervention by the family physician should not

only be effective, but should also work when provided

under the usual conditions of practice, both for patients

with excessive alcohol consumption and those with

alcohol dependence syndrome.

What this study contributes

• Medical counseling for problem drinking provided by

family physicians was shown to be effective under the

usual conditions of practice, both for patients with

excessive alcohol consumption and for those with alcohol

dependence syndrome.

Results

Key points
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COMMENTARY

Primary Care Intervention for At-Risk Drinking 
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Unitat Avaluació Sanitària i Recerca, Àmbit d’Atenció Primària Barcelonès Nord i Maresme, Institut Català de la Salut, Barcelona, Spain.

Key points

• Interventions in the primary care setting to reduce
alcohol abuse in at-risk drinkers is efficacious, effective
and efficient.

• Research on interventions aimed at problem drinking is
within the domain of primary care.

• Services offered by primary care centers should include,
in addition to interventions for persons with evident
problems, the detection of excessive drinking and
educational counseling for individuals considered at-risk
drinkers.

Health problems related with the consumption of alcoho-
lic beverages cause alarm because of their health, economic
and social consequences. The advisability of preventive in-
terventions at the primary care level has been widely ac-
cepted, and such measures have been shown to be effecti-
ve. The first step is to identify subjects whose consumption
is considered to pose a risk: ≥28 standard units of alcohol
or SUA (1 SUA is 10 mL of pure alcohol) per week in men
or ≥17 SUA/week in women, or consumption of 5 SUA or
more in one drinking session at least once a month). This
is followed by educational intervention aimed at helping
to reduce intake in drinkers classified as at-risk drinkers,
or at achieving abstinence in persons with alcohol depen-
dence.1

The study by Fernández García and colleagues2, like other
studies, confirms that interventions provided at the pri-
mary care center by family physicians with appropriate
skills to perform brief interventions, achieve a 2-year re-
duction in drinking of 38.9% in patients at risk: 23.8% we-
re abstinent at the end of the follow-up period, and 15%
had reduced their alcohol intake. Most subjects were men,
and factors with an unfavorable influence on the outcome
were age less than 16 years when drinking first started,
drinking associated with smoking, and a negative CAGE
score.
In 1988 Wallace and colleagues published the first study of
the usefulness of counseling provided by general practitio-
ners.3 Since then additional studies have confirmed that
the effectiveness of brief counseling to reduce alcohol con-
sumption is about 25%;4 studies published in Spain have
reported similar results.5 Most studies have also found
that drinking decreased in persons in the control group,
who only reported their alcohol intake but did not take
part in any other interventions. This suggests that simply
inquiring patients about their drinking influences alcohol
consumption, which the patient may have previously con-
sidered «normal».
Studies published to date have identified some issues, whi-
le others require further research. We know that early diag-
nosis by timely detection, followed by educational inter-

vention, can modify drinking patterns in men. Brief inter-
vention lasting a few minutes, accompanied by educational
materials, offers results similar to those obtained with mo-
re intensive interventions, and interventions are effective
regardless of whether they are provided by physicians or
nurses. Some questions that have not received much atten-
tion thus far, and which deserve further study, are:

– What types of intervention are useful for women, older
persons and adolescents? 
– Are the results related with the number of intervention
sessions? 
– How long do the effects of educational counseling on al-
cohol consumption last? 
– In the long term, are follow-up interventions needed to
consolidate the lifestyle changes? 
– What educational support materials provide the best re-
sults? 
– Do educational interventions adapted to the individual´s
state of change yield better results? 
– Should interventions be aimed only at persons who ha-
ve problems related with drinking, or should interventions
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be opportunistic, i.e., offered for persons who do not seek
medical help for their drinking problem? 

These and other questions can only be answered if rese-
arch continues in this area, which is well within the scope
of primary care. We cannot assume that specialists in ot-
her levels of care will take it upon themselves to answer
questions that are within the domain of the primary care
setting. Persons with alcohol-related problems who are se-
en in specialized care units have a different profile from
that of patients seen in primary care, as occurs with other
types of problem. Thus research on the effectiveness inter-
ventions provided by the family physician is the responsi-
bility of primary care professionals.
Although the results obtained with interventions for at-
risk drinking were better than those with other interven-
tions used more widely in primary care, such interventions
do not form part of the services regularly offered by pri-
mary care centers. The lack of such treatments has been
documented in audits of the activities included in the ob-
jectives of primary care teams, and their absence raises a
new set of questions:

– What factors are responsible for the scarcity of preven-
tive activities in primary care facilities related to alcohol
abuse? 
– Which instruments that detect at-risk drinking perform
best or are accepted best by patients? 
– What factors make it easier for health care professionals
to extend the range of services they provide? 
– Is the intervention efficient in economic terms?6

In practice, health care professionals encounter obstacles
to detecting problems and modifying unhealthy lifesty-
les. Some problems are related with the available infras-
tructure (time, specialized units, training), others are re-
lated with uncertainties surrounding the effectiveness of
health interventions that can be offered in primary care.7

The patient load, inadequate training or insufficient co-
ordination with specialized services are the most obvious
barriers to a more active role for primary care practitio-
ners, family physicians and nursing staff in this serious
public health problem. Also lacking is open, public deba-

te on the benefits and risks of drinking (a debate not re-
moved from the concerns of health professionals), and
this may well be hindering the formulation of clear pro-
posals. On one hand, legislative measures have been pro-
posed to promote wine-drinking, but on the other hand
are the death toll from traffic accidents caused by excess
drinking on weekends, and the large number of potential
years of life lost.
In closing, I offer some considerations of the consequen-
ces of including, within the services provided by the Spa-
nish primary care system, interventions aimed problem
drinking. In Spain the number of at-risk drinkers is esti-
mated to be approximately four million, and of these, dif-
ferent studies have found that 25% could reduce their risk
if primary care professionals were alert to alcohol abuse in
their patients and offered brief interventions. In other
words, one million persons stand to benefit annually.
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