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Abstract

status.

prompting the provision of advice in primary care.

Background: Primary care providers are an important source of information regarding appropriate alcohol
consumption. As early presentation to a provider for alcohol-related concerns is unlikely, it is important that providers
are able to identify at-risk patients in order to provide appropriate advice. This study aimed to report the sensitivity,
specificity, positive predictive value and negative predictive value of General Practitioner (GP) assessment of alcohol
consumption compared to patient self-report, and explore characteristics associated with GP non-detection of at-risk

Method: GP practices were selected from metropolitan and regional locations in Australia. Eligible patients were adults
presenting for general practice care who were able to understand English and provide informed consent. Patients
completed a modified AUDIT-C by touchscreen computer as part of an omnibus health survey while waiting for their
appointment. GPs completed a checklist for each patient, including whether the patient met current Australian
guidelines for at-risk alcohol consumption. Patient self-report and GP assessments were compared for each patient.

Results: GPs completed the checklist for 1720 patients, yielding 1565 comparisons regarding alcohol consumption. The
sensitivity of GPs' detection of at-risk alcohol consumption was 26.5%, with specificity of 96.1%. Higher patient
education was associated with GP non-detection of at-risk status.

Conclusions: GP awareness of which patients might benefit from advice regarding at-risk alcohol consumption
appears low. Given the complexities associated with establishing whether alcohol consumption is ‘at-risk,
computer-based approaches to routine screening of patients are worthy of exploration as a method for
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Background

Alcohol-related harm is estimated to contribute 3.2% of
the total burden of disease and injury in Australia [1], with
concerning levels of hazardous drinking evident in a num-
ber of countries [2,3]. Alcohol is second only to tobacco as
a preventable cause of drug-related death and hospitalisa-
tion [4]. Alcohol is a causal factor in about 60 types of dis-
eases, whether resulting from short-term episodes of
intoxication or from long-term, chronic use [1,5]. In 2004—
05, the total social cost in Australia of alcohol-related social
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problems was estimated to be $15.3 billion; of which most
was due to tangible costs such as lost productivity, health,
road accidents and crime [6]. Estimates of the proportion
of adults in Australia who consume alcohol above the rec-
ommended level, or who are ‘at-risk’ due to their alcohol
consumption range upwards from 7% [7], and estimates of
the prevalence of alcohol use disorders are 5% or higher in
a number of European countries [3].

Internationally, guidelines regarding the safe consump-
tion of alcohol have successively recommended lower
levels of consumption [8-10]. In Australia for example, the
2009 National Health and Medical Research Council
(NHMRC) guidelines advised both men and women to
drink no more than two standard drinks per day [4]. The
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previous guidelines set out four drinks for men and two
drinks for women per day, on average [11]. Not surpris-
ingly, a recent Australian survey found less than 5% of re-
spondents were able to accurately name low-risk levels for
short- and long-term drinking [12].

In the absence of concerted public education campaigns
regarding the level of drinking which may place health at
risk, primary care providers are likely to be perceived by
the community as an important source of information re-
garding appropriate alcohol consumption. According to
the Patient Experience Survey, 81% of people aged 15years
and over had seen a general practitioner (GP) in the prior
12 months [13]. GPs play an important role in monitoring
an individual’s health and managing their health condi-
tions, with patients expecting to receive preventive health
advice from their GP [14]. Brief advice from doctors has
been shown to be effective in changing a range of health
risk behaviours such as alcohol misuse, tobacco smoking
and physical activity [15]. However, in the absence of sys-
tematic approaches to detect alcohol consumption in pa-
tients, it may be very challenging for general practitioners
to identify and assist those who might benefit from advice
about alcohol consumption.

While there are no current data on rates of detection of
at-risk alcohol consumption in general practice, a small
group of studies suggest detection rates may be of con-
cern. In 1986 Reid et al. [16] found general practitioners
correctly identified 27.5% of patients who were classified
as “high risk” drinkers according to self-reported con-
sumption. Two studies have explored GPs’ ability to detect
alcohol-related problems such as dependence or abuse
[17,18]. The more recent study found that when GPs were
asked whether a patient had alcohol dependence or abuse,
sensitivity was 50.4% when compared to a positive diagno-
sis on clinical screening instruments (CAGE and SMAST)
and 74.4% compared to a diagnosis of alcohol dependence
or abuse using the SCAN research interview [17]. How-
ever, only 34.4% of physicians surveyed in 1999 reported
regularly screening for alcohol abuse or dependence [19],
and more than a quarter of GPs surveyed in 2003 were
unaware of the safe drinking levels for men and women
[20]. As current recommendations regarding at-risk al-
cohol consumption are substantially lower than levels
previously associated with dependence or abuse, at-risk
consumption may now be more prevalent than when
these earlier studies were conducted. If detection levels
are low, a sizeable proportion of at-risk patients may go
unnoticed. Therefore, it is timely to examine rates of de-
tection of at-risk alcohol consumption in the general prac-
tice setting and also to explore whether detection rates vary
by patient characteristics.

The primary method of screening for alcohol problems
in general practice continues to be by self-report instru-
ments [21]. Retrospective Diaries and Quantity-Frequency
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Questions have been used as a method for self-report of
alcohol consumption, with diaries the more accurate
method [22]. As the length of diary measures can be
prohibitive for routine screening, one of the most com-
monly used screening instruments is the World Health
Organisation’s AUDIT (the Alcohol Use Disorder Iden-
tification test) which has a Test—retest reliability of 0.86
in primary care [23]. Other screening tools such as the
CAGE, SMAST and SCAN are more lengthy than the
three-item AUDIT-C and more suited to screening for
alcohol dependence rather than the lower levels of use
recommended in current guidelines for alcohol con-
sumption. The full AUDIT and three item AUDIT-C
questionnaires are effective in screening for harmful
drinking levels (sensitivity 51-97%, specificity 78-96%)
[24-26], and can be used to assess alcohol consumption
against current Australian national guidelines with very
minor modification, i.e. to specify 4 rather than 6 drinks
as representing ‘at-risk’ alcohol consumption. Research
supports the use of formal self-report screening instru-
ments as opposed to clinical indicators such as bio-
markers of heavy drinking [26].

A comparison of GPs’ assessments of whether their
patients meet current guidelines for at-risk alcohol
consumption with patients’ self-reported alcohol con-
sumption using items from the AUDIT-C is likely to
provide an indication of the degree to which GPs are
aware of which patients might benefit from advice re-
garding alcohol consumption. This would provide an
indication of whether the use of screening tools is re-
quired in order to provide a mechanism for preventive
educating and advice for patients regarding alcohol
consumption.

The study aimed to:

1. Report the sensitivity, specificity, positive predictive
value and negative predictive value of GP-
assessment compared to patient self-report regard-
ing whether alcohol consumption was at-risk ac-
cording to national guidelines.

2. Identify whether socio-demographic characteristics
such as age group, gender, education, ethnicity, having
a health care card, having private health insurance
and frequency of GP visits were associated with a GP
not detecting patients’ self-reported at-risk alcohol
consumption.

Method

The data presented here were collected as part of a larger
study exploring chronic-disease related issues in general
practice, as described in detail elsewhere [27]. The study
was approved the by the Human Research Ethics Commit-
tees of the University of Newcastle, Monash University
and University of New South Wales.
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Recruitment of general practices and practitioners

GP practices were selected from the Melbourne, Newcastle
and Sydney regions and generated from the Medical
Directory Australia database and the “yellow pages”, an
online telephone directory. General practices were eligible
if at least two full time GPs consented to participate. Post-
codes in each area were generated and practices within a
randomly selected postcode approached. A package con-
taining an invitation letter, information statement and
consent form was sent out to GPs and practice managers.
Two follow up phone calls were made to the practice and
additional information sent out if requested.

Recruitment of patients

Eligibility criteria

Eligible patients were presenting for general practice care;
aged 18 or older; able to understand English; and able to
provide informed consent.

Recruitment of patients

Consecutive eligible participants were approached in the
waiting room of the general practice and invited to partici-
pate in an omnibus survey regarding testing the acceptabil-
ity of touch screen computers for assessing health risk
factors among general practice patients. The information
statement described the main categories of survey items
(eg cancer risk behaviours) but did not specifically mention
alcohol. Informed consent was sought from all participants.
Estimated age and gender were recorded for potentially eli-
gible non-participants.

Data collection

Patients completed the survey by touchscreen computer
in the waiting room of the general practice prior to their
appointment. For a randomly selected subsample of par-
ticipants, GPs were asked to complete a hard copy check-
list regarding whether the patient had each of six health
risks and whether they had completed appropriate health
screening. The research assistant handed the checklist to
the GP according to the GP’s pre-specified preference for
completing the checklist during or after the consultation.
No GP chose to complete the checklists prior to the con-
sultation. Most chose to complete the checklists at the
time of each consultation, or at the end of the day.

Measures

Patient survey

Age, gender, education, private health insurance, number
of GP visits in last 12 months and whether or not the pa-
tient had a commonwealth health care concession card
were recorded. Items on previous medical history, current
health status and recent care were recorded for depres-
sion, blood pressure, cholesterol, heart disease, diabetes,
cancer, stroke and chronic pain by all participants. The
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survey items relating to alcohol consumption were the
modified version of AUDIT-C items:

“How often do you usually have a drink containing
alcohol?”

(Never, Monthly or less, 2—4 times per month (once a
week or once every 2weeks), 2—3 times per week, 4 or
more times per week);

“On a typical day that you have an alcoholic drink,
how many STANDARD drinks do you usually have?”
(Note: One middy/100 mls of wine = 1 standard drink;
One schooner/375 ml premixed can = 1.5 standard
drinks; One bottle of wine = 7 standard drinks)”.

A graphic depicting standard drinks was displayed;

“How often do you have 4 or more drinks on one
occasion?”

(Never, Less than monthly, Monthly Weekly, Daily or
almost daily).

GP checklist
The one-page checklist asked:

“Does the patient have any of the following health
risks? Current cigarette smoker, overweight, obese,
clinical depression, risky alcohol consumption,
inadequate exercise”.

(Yes, No, Unsure for each risk). Each checklist had an
attached cover sheet defining each health risk. For risky
alcohol consumption it stated:

“A patient is considered at risk if their alcohol
consumption levels are more than that recommended
by the 2009 NHMRC Guidelines for reducing risk of
alcohol-related harm over a lifetime (22 standard
drinks daily or almost daily) OR if they usually have
four or more standard drinks on one occasion (weekly,
daily or almost daily)’.

Statistical analyses

All data analyses were conducted using STATA 11.0. GPs
and patient reported information were matched using a
unique ID provided to patients. Patient responses regard-
ing alcohol consumption were dichotomised into ‘at-risk’
and ‘not at-risk (see below for definition). Similarly, GP re-
sponses were also grouped into the same two categories
depending on whether GPs indicated ‘Yes’ for at-risk drink-
ing in their patients. Where the GP indicated ‘not sure’
those results were excluded from the primary analysis. A
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sensitivity analysis was conducted with the ‘not sure’ re-
sponses re-categorised as a ‘no’. The percentage and 95%
confidence intervals (CIs) of at-risk drinking as reported by
patient and GPs were reported. The sensitivity, specificity,
positive predictive value and negative predictive values and
corresponding 95% Cls were calculated. Sensitivity was cal-
culated as the proportion of those patients at risk for
whom the GP indicated ‘yes’ the patient had risky alcohol
consumption. Specificity was calculated as the proportion
of those patients not at risk for whom the GP indicated
‘no’ the patient did not have risky alcohol consumption. All
95% ClIs were controlled for clustering using the svyset
command.

In order to identify patient characteristics associated with
GP identification of at-risk alcohol consumption, multiple
logistic regression analysis adjusted for clustering within
practices was conducted. Only patients who were defined
as having an at-risk alcohol intake were included in this
analysis (with unsure coded as ‘no’). A dichotomous vari-
able was generated based on a) Patient-GP agreement re-
garding at-risk alcohol consumption and b) Patient-GP
disagreement regarding at-risk alcohol consumption. Uni-
variate analysis was first performed with all patient and GP
characteristic variables. Variables examined in the initial
model included: sex (Male/Female), has type 2 diabetes
(Yes/No), high blood pressure (Yes/No), high cholesterol
(Yes/No), history of heart disease (Yes/No), age (18-29,
30-44, 45-64, >65), has private health insurance (Yes/
No), number of times seen GP in last 1months (0-3, 4—6,
7-10, 210), Ethnicity (Caucasian/Non-Caucasian). Vari-
ables with a p-value of >0.1 on the Adjusted Wald test
were included in the final model. Odds ratios with 95%
CIs and p-values of univariate and adjusted models are
presented.

Calculation of at-risk status

At-risk alcohol consumption was defined as more than 2
drinks 2-3 times a week or four or more times a week
and/or >4 drinks weekly, daily or almost daily).

Results

Sample

Of the 81 GPs within consenting practices; 53 consented
to participate and 51(63%) completed at least one check-
list. The GP sample was similar to that of all Australian
GPs [28] in that 63% were male, 57% were aged 50 years
or older, 65% had been in general practice for more than
20 years and 69% worked full-time.

Patients

A total of 5671 patients were approached to participate in
the larger study, of which 4079 agreed to participate (86%
of those eligible). Of the patients presenting for general
practice care; 17% were ineligible (3% non-English speaking;
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42.7% younger than 18, 11% unable to complete survey,
2.8% were presenting for care to allied health practitioners
and 40% for other reasons). Comparison of the estimated
age and gender of non-consenting patients with consenting
patients found no significant differences between the two
groups. Of the 1720 consecutive patients selected for
checklist completion, 1607 completed the alcohol items.

GPs

GPs completed the checklist for 1720 patients. No signifi-
cant differences in age or gender were identified regarding
the patients for whom GPs did or did not complete the
checklist. From the 1720 GP checklists, 155 were excluded
from the sample (113 patients did not complete the alcohol
items, 41 GP checklists did not have the alcohol item com-
pleted, 1 record was ineligible), leaving 1565 available
comparisons.

Accuracy (Sensitivity, specificity, positive predictive value &
negative predictive value)

Initial analysis of sensitivity and specificity excluded those
where the GP provided an ‘unsure’ rating (n = 216), leav-
ing a sample of 1349 comparisons. Table 1 shows the level
of agreement between GP assessment of alcohol consump-
tion and patient self-report. The sensitivity of GPs’ detec-
tion of at-risk alcohol consumption was 26% (95% CI = 19,
35), with specificity of 96% (93, 98). Positive predictive value
of GPs in detecting at-risk alcohol consumption was 63%
(58, 65), with negative predictive value at 84% (80, 87).

If the ‘unsure’ ratings are considered to be a ‘no’ (on the
assumption that being unsure is less likely to result in a
GP exploring alcohol consumption), the level of sensitivity
of GPs’ detection of at-risk alcohol consumption was 22%
(95% CI =15, 31), with specificity of 97% (94, 98). Positive
predictive value of GPs in detecting at-risk alcohol con-
sumption was 63% (58, 65), with negative predictive value
of 83% (79, 87) (see Table 2).

Patient characteristics associated with GP non-detection
of self-reported at-risk status

For the group who were at-risk based on self-reported
consumption (n =268, which includes the ‘don’t knows’

Table 1 Agreement between GP assessment of at-risk
alcohol consumption and patient self-report (GP unsure
responses excluded, n = 1349)

GP Patient reported
At-risk* Not at-risk Total
n (%) 95% Cl  n(%) 95%Cl
At risk 71 (26) [19,35] 42((39) [22,67] 113 (84)[56,12]
Not at-risk 197 (74) [65,81] 1039 (96) [93,98] 1236 (92) [88, 94]
268 (20) [17,23] 1081 (80) [77,87] 1349

*at-risk defined as more than 2 drinks 2-3 times a week or four or more times
a week and/or >4 drinks weekly, daily or almost daily).
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Table 2 Agreement between GP assessment of at-risk
alcohol consumption and patient self-report
(with GP unsure coded as no, n=1,565)
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Discussion
The study findings are among the few to indicate the de-
gree to which GPs identify whether their patients con-

GP Patient reported sume alcohol at a level that would be considered at risk
At-risk* Not at-risk Total of negative health consequences. Given the number of
n(®%) 95%Cl n(%) 95%Cl challenges associated with making such identifications in
At risk 71 (22) [1531] 42 (34) [2058 113 (72) [48, 11] the study context, it is not surprising that only a minor-
Notatrisk 248 (78) [69,85] 1204 (97) [94,98] 1452 (93) 89, 95] 1‘Fy of pat1§nts }A{ho report:ed at-risk levels of consump-
tion were identified by their GP.
319 (20) [1723] 1246 (80) [77,83] 1,565

*at-risk defined as more than 2 drinks 2-3 times a week or four or more times
a week and/or >4 drinks weekly, daily or almost daily).

coded as missing), logistic regression analysis was used
to explore whether various characteristics were associ-
ated with the GP reporting that the patient was not at
risk. Non-detection by the GP was associated with hav-
ing tertiary rather than Higher School Certificate or
lesser education (2.8, 95% CI = 1.1, 6.9) (see Table 3).

The low sensitivity (26.5% or 22.3%) and moderate posi-
tive predictive value found in the sample suggests that
GPs either under-estimate their patients’ alcohol con-
sumption, or misinterpret the current guidelines regarding
at-risk alcohol consumption. The identified levels of sensi-
tivity for at-risk alcohol consumption are lower than those
reported for other health behaviours such as 56% for smok-
ing [29]. The finding that in 13.7% of cases, the GP was not
able to estimate whether the patient’s consumption of

Table 3 Demographic characteristics associated with GP non-detection of self-reported at-risk* status (n =268)

Variables Univariate analysis Final model (n = 242)
Crude odds ratio 95% Cl p-value 0Odds ratio 95% Cl p-value
Age (n=268) 0.1649
18 - 24 1
25-44 1.7 [05,53]
45 - 64 1 [03,3.0]
65+ 1.6 [0.5,49]
Sex (n=268) 0.115
Male 1
Female 1.8 [0.8,3.9]
Ethnicity (n =268) 0.0411
Non-Caucasian 1 1
Caucasian 2.1 [1.0, 4.4] 1.8 [0.9, 3.8] 0.064
Education (n = 242)* 0.0415
HSC and below 1 1
TAFE/diploma 2 [0.8, 5.1] 1.7 [0.7,4.0] 0.204
Tertiary and above 34 [14,80) 28 [1.1,69] 0.033*
Commonwealth card (n = 253)?
No 1
Yes 0.8 [04,13] 0303
Private health (n =253)? 1
No 1 1.8 [0.9, 3.8] 0.098
Yes 2.2 [1.1,43] 0.266
Number of times seen GP (n=258) 0429
0-3 1
4-6 09 [04,2.2]
7-10 06 [03,14]
10+ 05 [02,14]

*at-risk defined as more than 2 drinks 2-3 times a week or four or more times a week and/or >4 drinks weekly, daily or almost daily).
®Number less than total due to incomplete participant surveys.



Paul et al. BMC Family Practice 2014, 15:74
http://www.biomedcentral.com/1471-2296/15/74

alcohol was of an at-risk level, combined with a poor level
of sensitivity, suggests that alcohol consumption is not
commonly discussed in general practice.

The data must be interpreted in light of the likelihood
that patients may under-report alcohol consumption to
their health care provider. Even allowing for such likeli-
hood, the implication of very poor sensitivity is that with-
out some alternative strategy, many of those who may
benefit are unlikely to receive advice about alcohol con-
sumption from their general practitioner. Given patients’
reliance on GPs to provide preventive health advice [14],
this is likely to mean that many attendees to general prac-
tice may believe that their current alcohol consumption
does not place their health at risk. This is particularly
likely for those whose consumption exceeds the current
guidelines by a small to moderate margin. It is this group
which may be most able to adapt their level of drinking in
response to brief advice. While there has been some public
education in Australia regarding at-risk alcohol consump-
tion, much of this has related to when it is safe to drive a
vehicle. Public education thus far is unlikely to have been
sufficient to ensure the community is fully aware of how to
minimise the future risks associated alcohol consumption.

Also of note is the finding that those with higher edu-
cation were at higher odds than those with lower educa-
tion to fail to be identified as at-risk by their GP. While
this may not be surprising, it further supports the need
for the implementation of screening tools to ensure that
detection and hence advice is provided equitably.

The challenges associated with assessing alcohol con-
sumption in the busy general practice setting include the
complexity of understanding the size of a standard drink,
the tendency to under-report consumption, and the calcu-
lations associated with comparison of behaviour with
guidelines. The use of tailored graphics and algorithmic
software can reduce some of these complexities and assist
patients to identify their level of alcohol consumption
prior to consulting the GP. The successful electronic wait-
ing room survey approach used in this study suggests that
such an approach could be used to: i) facilitate brief advice
from GP during the consultation via computer-generated
prompts; ii) provide automated feedback direct to the pa-
tient before the consultation or iii) prompt a referral or
subsequent consultation to address alcohol consumption
along with other preventive health issues. While the ef-
fectiveness of such approaches for reducing alcohol
consumption in general practice is yet to be robustly
demonstrated, the results of this study suggest the need
for further exploration. The public health benefit of
bringing alcohol consumption to a level at or below the
guideline-recommended level on a population level is
likely to be substantial, given the range of diseases asso-
ciated with alcohol consumption [1,5]. While there may
be an opportunity cost for busy general practitioners in
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focussing on a level of alcohol consumption which may
seem relatively low, as with other preventive interven-
tions, the benefits of population-level change outweigh
the costs [3,30].

Study limitations

A number of limitations must be considered when inter-
preting the findings. First, relatively recent changes in
the national guidelines on alcohol consumption may have
limited the opportunity for GPs to consider current rec-
ommendations and explore alcohol-related issues with
patients. Therefore, it is possible that higher levels of sen-
sitivity would have been achieved had the study been con-
ducted some years later. Second, an alcohol diary is
considered to provide the best quality self-reported con-
sumption data, but was not possible in the context of the
omnibus survey in which the reported items were embed-
ded. It is difficult to estimate the likely effects of under-
reporting on the study findings given that this factor is
likely to have impacted on both the result of the patient
survey, and the prior information each GP would have
gained from his patient about their alcohol consumption.
It is possible that these two effects may have effectively
cancelled each other out. Third, the involvement of 51
GPs from 12 practices may not provide a highly represen-
tative sample of all GPs. However, given the nature of the
larger study, if bias has occurred it is likely to be towards
including those practices and GPs who have a greater
interest in the diagnosis of chronic disease. Therefore
overall, the study is likely to provide a conservative esti-
mate of the degree to which at-risk alcohol consumption
is being diagnosed.

Conclusions

In the absence of implementation of screening tools, the
potential benefits of advice regarding at-risk alcohol con-
sumption are unlikely to be realised in the general practice
setting. This is particularly so for those with higher educa-
tion. There is likely to be population benefit from a consist-
ent approach to the assessment of alcohol consumption in
primary care settings. Given the complexities and chal-
lenges associated with detecting whether alcohol consump-
tion should be considered as ‘at-risk’ computer-based
approaches to this challenge are worthy of exploration.

Abbreviations
GP: General practitioner; CAGE: Cut down, annoyed, guilty, and eye-opener;
SMAST: Short Michigan Alcohol Screening Test; Cl: Confidence interval.

Competing interests
All authors declare that they have no competing interests.

Authors’ contributions

CP, SY, RSF, MC and MM contributed to the study concept and design. SY,
GR and MM collected the data. SY and CP analysed the data. CP drafted the
manuscript. All authors read, revised and approved of the final manuscript.



Paul et al. BMC Family Practice 2014, 15:74
http://www.biomedcentral.com/1471-2296/15/74

Acknowledgements

The authors gratefully acknowledge the contribution of the study participants
and the assistance of Jean Xu, Surinder Naicker, Michael Robl, Tapelo Manduku
Brooke Vandenburgh, and Ben Broadfoot with data collection. Infrastructure
funding from Hunter Medical Research Institute and a Strategic Research
Partnership Grant from Cancer Council NSW to the Newcastle Cancer Control
Collaborative (New-3C) is also gratefully acknowledged.

Author details

"Health Behaviour Research Group, Priority Research Centre for Health
Behaviour and Hunter Medical Research Institute, The University of
Newcastle, Callaghan, NSW, Australia. School of Public Health and
Community Medicine, University of Sydney, Sydney, NSW, Australia.
3Southern Academic Primary Care Research Unit, School of Primary Health
Care, Monash University, Clayton, VIC, Australia.

Received: 7 August 2013 Accepted: 22 April 2014
Published: 28 April 2014

References

1. Begg S, Vos T, Barker B, Stevenson C, Stanley L, Lopez A: The burden of
disease and injury in Australia 2003. Cat. no. PHE 82. Canberra: AIHW; 2007.

2. Karam E, Kypri K, Salamoun M: Alcohol use among college students: an
international perspective. Curr Opin Psychiatry 2007, 20(3):213-221.

3. Rehm J, Mathers C, Popova S, Thavorncharoensap M, Teerawattananon Y,
Patra J: Alcohol and Global Health 1 Global burden of disease and injury

and economic cost attributable to alcohol use and alcohol-use disorders.

Lancet 2009, 373(9682):2223-2233.

4. National Health, Medical Research Council (NHMRQ): Australian Guidelines to
reduce health risks from Drinking Alcohol. Canberra: NHMRC; 2009.

5. Winstanley MH, Pratt IS, Chapman K, Griffin HJ, Croager EJ, Olver IN, Sinclair C,
Slevin TJ: Alcohol and cancer: a position statement from Cancer Council
Australia. Med J Aust 2011, 194(9):479-482.

6. Collins DJ, Lapsley HM: The costs of tobacco, alcohol and illicit drug abuse to
Australian society in 2004/05. Commonwealth of Australia: Department of
Health and Ageing; 2008.

7. Proude EM, Britt H, Valenti L, Conigrave KM: The relationship between self-
reported alcohol intake and the morbidities managed by GPs in
Australia. BMC Fam Pract 2006, 7:17.

8. National Health Service. [www.nhs.uk/Change4lLife/Pages/alcohol-lower-risk-
guidelines-units.aspx]

9. US. Department of Agriculture and U.S: Department of Health and Human
Services: Chapter 3 - Foods and Food Components to Reduce. In Dietary
Guidelines for Americans. 7th edition. Washington DC: US Government
Printing Office; 2010.

10. International Center for Alcohol Policies (ICAP): The ICAP Blue Book: Practical
Guides for Alcohol Policy and Prevention Approaches. Module 19: Drinking
Guidelines. Washington DC: 2005. http.//www.icap.org/table/
Internationaldrinkingguidelines.

11. National Health and Medical Research Council: Australian alcohol guidelines:
health risks and benefits. Canberra: NHMRC; 2001.

12. Livingston M: Perceptions of low-risk drinking levels among Australians
during a period of change in the official drinking guidelines.

Drug Alcohol Rev 2012, 31(2):224-230.

13.  Australian Bureau of Statistics (ABS): Health services: Use and patient
Experience. Catalogue No. 4102.0. Commonwealth of Australia; 2011.

14. Mazza D, Shand LK, Warren N, Keleher H, Browning CJ, Bruce EJ: General
practice and preventive health care: a view through the eyes of
community members. Med J Aust 2011, 195(4):180-183.

15. Jepson R, Harris F, Platt S, Tannahill C: The effectiveness of interventions
to change six health behaviours: a review of reviews. BMC Public Health
2010, 10(1):538.

16. Reid A, Webb G, Hennrikus D, Fahey P, Sanson-Fisher R: Detection of
patients with high alcohol intake by general practitioners. 8r Med J
(Clin Res Ed) 1986, 293(6549):735-737.

17. Rumpf HJ, Bohlmann J, Hill A, Hapke U, John U: Physicians’ low detection
rates of alcohol dependence or abuse: a matter of methodological
shortcomings? Gen Hosp Psychiatry 2001, 23(3):133-137.

18. Rydon P, Redman S, Sanson-Fisher RW, Reid ALA: Detection of alcohol-
related problems in general practice. J Stud Alcohol Drugs 1992, 53(3):197.

Page 7 of 7

19.  Spandorfer JM, Israel Y, Turner BJ: Primary care physicians’ views on
screening and management of alcohol abuse: inconsistencies with
national guidelines. J Fam Prac 1999, 48:899-904.

20. Fucito LM, Gomes BS, Murnion B, Haber PS: General practitioners’
diagnostic skills and referral practices in managing patients with drug
and alcohol related health problems: implications for medical training
and education programmes. Drug Alcohol Rev 2003, 22(4):417-424.

21, Shakeshaft AP, Bowman JA, Sanson-Fisher RW: Comparison of three
methods to assess binge consumption: one-week retrospective drinking
diary, AUDIT, and quantity/frequency. Subst Abus 1998, 19(4):191-203.

22. Shakeshaft AP, Bowman JA, Sanson-Fisher RW: A comparison of two retro-
spective measures of weekly alcohol consumption: diary and quantity/
frequency index. Alcohol Alcohol 1999, 34(4):636-645.

23.  Babor TF, Higgins-Biddle JC, Saunders JB, Monteiro MG: AUDIT: The Alcohol
Use Disorders Identification Test. Guidelines for Use in Primary Care. Geneva:
World Health Organization; 2001.

24. Bradley KA, McDonell MB, Bush K, Kiviahan DR, Diehr P, Fihn SD: The AUDIT
alcohol consumption questions: reliability, validity, and responsiveness
to change in older male primary care patients. Alcohol Clin Exp Res 1998,
22(8):1842-1849.

25. Bradley KA, DeBenedetti AF, Volk RJ, Williams EC, Frank D, Kivlahan DR:
AUDIT-C as a brief screen for alcohol misuse in primary care. Alcohol Clin
Exp Res 2007, 31(7):1208-1217.

26.  Fiellin DA, Reid MC, O'Connor PG: Screening for alcohol problems in
primary care: a systematic review. Arch Intern Med 2000, 160(13):1977.

27. Yoong SL, Carey ML, Sanson-Fisher RW, Russell G, Mazza D, Makeham M,
Paul CL, Inder KJ, D'Este C: Touch screen computer health assessment in
Australian general practice patients: a cross-sectional study protocol. BMJ
Open 2012, 2(4):e001405. doi:10.1136/bmjopen-2012-001405.

28.  Australian Department of Health and Ageing: GP Workforce Statistics —
1984-85 to 2010-11. Canberra: DoHA; 2011.

29. Dickinson J, Wiggers J, Leeder S, Sanson-Fisher R: General practitioners’ de-
tection of patients’ smoking status. Med J Aust 1989, 150(8):420.

30.  Chisholm D, Rehm J, van Ommeren M, Monteiro M: Reducing the global
burden of hazardous alcohol use: a comparative cost-effectiveness ana-
lysis. J Stud Alcohol 2004, 6(64):65-66.

doi:10.1186/1471-2296-15-74

Cite this article as: Paul et al: Under the radar: a cross-sectional study of
the challenge of identifying at-risk alcohol consumption in the general
practice setting. BMC Family Practice 2014 15:74.

Submit your next manuscript to BioMed Central
and take full advantage of:

¢ Convenient online submission

¢ Thorough peer review

* No space constraints or color figure charges

¢ Immediate publication on acceptance

¢ Inclusion in PubMed, CAS, Scopus and Google Scholar

* Research which is freely available for redistribution

Submit your manuscript at
www.biomedcentral.com/submit

( BiolVied Central



http://www.nhs.uk/Change4Life/Pages/alcohol-lower-risk-guidelines-units.aspx
http://www.nhs.uk/Change4Life/Pages/alcohol-lower-risk-guidelines-units.aspx
http://www.icap.org/table/Internationaldrinkingguidelines
http://www.icap.org/table/Internationaldrinkingguidelines

	Abstract
	Background
	Method
	Results
	Conclusions

	Background
	Method
	Recruitment of general practices and practitioners
	Recruitment of patients
	Eligibility criteria
	Recruitment of patients
	Data collection

	Measures
	Patient survey
	GP checklist

	Statistical analyses
	Calculation of at-risk status


	Results
	Sample
	Patients
	GPs
	Accuracy (Sensitivity, specificity, positive predictive value & negative predictive value)

	Patient characteristics associated with GP non-detection of self-reported at-risk status

	Discussion
	Study limitations

	Conclusions
	Abbreviations
	Competing interests
	Authors’ contributions
	Acknowledgements
	Author details
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


