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Brief, structured counseling by a primary care physician can reduce
alcohol consumption and use of health care by problem drinkers
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problem alcohol drinkers: A randomized controlled trial in community-based primary care practices.
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Randomized control trial, 20 or more participants per condition, high internal validity, high external validity

Why research this topic?
Abuse of alcohol is a major public health problem, associated with increased death rates and premature death.
Testing of effective prevention strategies thus has become a research priority. Brief interventions in clinical settings
have shown promise in reducing alcohol use by problem drinkers.
What did the researchers do?
Fleming and his associates (1997), variously affiliated with the University of Wisconsin–Madison, the University of
Michigan (Ann Arbor), the U.S. Department of Veterans Affairs, and the Family Health Plan Cooperative (Milwaukee),
recruited 64 family physicians and general internists (46 men,18 women) working in clinics in rural and urban areas in
south central and southeastern Wisconsin. The participating physicians asked all their adult patients (18–65 years old)
to complete a screening survey intended to identify “problem drinkers” (men who drank more than 14 but not more
than 50 drinks a week, women who drank more than 11 but not more than 50). Of 17,695 patients who completed the
survey, eventually 774 met all the criteria for participation in the study and were willing to participate. Four hundred
eighty-two were men, 292 women (average age not reported). Ninety-two percent were White; the remainder were
African-American, Hispanic, and other. The researchers randomly assigned them to an experimental group or a control group (see Glossary).
The participants in the experimental group received a workbook on general health issues and were scheduled to see
their physicians for two 15-minute visits 1 month apart. During the first visit, the physicians administered a structured
counseling intervention in which they had been trained by project personnel. The workbook on which the intervention was based “contained feedback regarding current health behaviors, a review of the prevalence of problem drinking, a list of the adverse effects of alcohol, a worksheet on drinking cues, a drinking agreement in the form of a prescription, and drinking diary cards” (p. 1040). During the second visit, the physicians provided a reinforcement session with the focus on reinforcing the learning that occurred at the first session. A nurse followed up each visit with a
telephone call 2 weeks later.
The participants in the control group received the same workbook on general health issues that the participants in
the experimental group received. They then were told to deal with their health care concerns in the usual manner.

The outcome areas of interest were changes in alcohol use [average number of drinks per week, total number of
drinks during the previous seven days, instances of “binge drinking” (for men, more than 5 drinks on one occasion;
for women, more than 4), and instances of “excessive drinking” (for men, more than 20 drinks per week; for women,
more than 13)]; use of health care (number of days of hospitalization and number of emergency room visits in the
past 6 months); and changes in health status (smoking, depression, motor vehicle crashes, and unintentional
injuries). Measures were taken in in-person interviews before the study began and in telephone interviews at 6- and
12-month follow-ups. The researchers also contacted family members at the 12-month follow-up to corroborate the
participants’ reports. Further, they reviewed the participants’ medical records at the 12-month point.
After the assignment to groups, 85 participants in the experimental group failed to appear for the intervention.
However, 77 of these people did participate in the 12-month follow-up interview. Of the 774 participants overall, 51
were not available at the 12-month follow-up.

What did the researchers find?
Both groups had significantly (see Glossary) reduced their alcohol consumption at 6- and 12-month follow-ups, but
the experimental group had reduced its consumption significantly more than the control group. The women in the
experimental group showed the greatest reduction in alcohol consumption over time, cutting their use by nearly half.
Their use differed significantly from that of the women in the control group at both follow-up points. The men in the
experimental group also showed reductions in use over time, and their use differed significantly from that of the men
in the control group on all measurements but one.
In days of hospitalization, the two groups differed significantly, the experimental group experiencing fewer such days.
The men in the control group reported significantly more days of hospitalization than the men in the experimental
group. Among the women, the number of days of hospitalization was small, and many of the days were related to
obstetrical care. (Pregnant women were excluded from the study, but 10 women became pregnant after the study
began.)
No significant (see Glossary) changes were evident in health status.

What do the findings mean?
For therapists and other providers, the findings suggest that a brief, structured counseling intervention by a primary
care physician can reduce alcohol consumption and use of health care by problem drinkers.
What are the study’s limitations?
A potential limitation of the study is its reliance on the participants’ own reports of alcohol consumption and health
care use. However, the researchers took some steps to corroborate the self-reports, including interviews with family
members and examination of medical records.
Another potential limitation is the lack of follow-through among some participants in the experimental group.
However, 77 of the 85 who did not follow through on the intervention were available for the 12-month follow-up interview. Despite the fact that these 77 individuals were not exposed to the experimental intervention, their follow-up
data was reported in the experimental group analyses strengthens confidence in the trial results.

GLOSSARY
control group––A group that received special attention similar to that which the treatment group received but did
not receive the treatment.
nonsignificant (or no significance)—A statistical term that refers to study findings that are likely to be due to
chance differences between the groups rather than to other factors (e.g., the treatment of interest). A nonsignificant
result is not generalizable outside the study. Like significance, a nonsignificant result does not indicate the clinical
effect. Often studies will show nonsignificant results, yet the treatment group’s mean will be better than the control
group’s. This is usually referred to as a trend in the right direction. Because significance is closely determined by sample size, nonsignificant results would often become significant if the sample size were increased.

significance (or significant)—A statistical term that refers to the probability that the results obtained in the study
are not due to chance but to some other factor (e.g., the treatment of interest). A significant result is likely to be generalizable to populations outside the study.
Significance should not be confused with clinical effect. A study can be statistically significant without having a very
large clinical effect on the sample. For example, a study that examines the effect of a treatment on a client’s ability
to walk may report that the participants in the treatment group were able to walk significantly longer distances than
those in the control group. However, after reading the study one may find that the treatment group was able to walk,
on average, 6 feet, whereas the control group was able to walk, on average, 5 feet. Although the outcome may be statistically significant, a clinician may not feel that a 1-foot increase will make his or her client functional.

■ Terminology used in this document is based on two systems of classification current at the time the evidence-based literature
reviews were completed: Uniform Terminology for Occupational Therapy Practice—Third Edition (AOTA, 1994) and International
Classification of Functioning, Disability and Health (ICIDH-2) (World Health Organization [WHO], 1999). More recently, the Uniform
Terminology document was replaced by Occupational Therapy Practice Framework: Domain and Process (AOTA, 2002), and
modifications to ICIDH-2 were finalized in the International Classification of Functioning, Disability and Health (WHO, 2001).
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