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Psychosocial INTerventions for Problem Alcohol Use among People who Attend Primary
Care for Substance Use Treatment (PINTA): Baseline Data from a Feasibility Study

Abstract:
Objectives. Primary care is a key provider of long-term care for people who attend primary care
for substance use treatment, especially those in methadone maintenance treatment. As many
drink alcohol excessively, there is a need to address alcohol use to improve health outcomes.
We examined problem alcohol use and its treatment among people who attend primary care for
substance use treatment, using baseline data from a feasibility study of an evidence-based
complex intervention to improve care.
Methods. Data on addiction care processes were collected by (1) reviewing clinical records
(n=129) of people who attended 15 General Practices (GP) for substance use treatment, (2)
administering structured questionnaires to both patients (n=105), and General Practitioners (GPs)
(n=15).
Results. Clinical records indicated 24 (19%) were screened for problem alcohol use in the 12
months prior to data collection, with problem alcohol use identified in 14 (11%). Of those who
screened positive for problem alcohol use, five received a ‘brief intervention’ by a GP, and none
were referred to specialist treatment (SBIRT). Alcohol Use Disorders Identification Test
(AUDIT) scores revealed the prevalence of hazardous, harmful and dependent drinking to be
23%, 5%, and 16% respectively; intraclass correlation coefficient (ICC) for the proportion of
patients with negative AUDITs was 0.038 (Standard Error 0.01). The ICCs for SBIRT were 0.16
(SE=0.014), -0.06 (0.017), and 0.22 (0.026) for screening, brief intervention and referral,

respectively. Only 12 (11.5%) AUDIT questionnaires concurred with corresponding clinical



records that a patient had any/ no problem alcohol use. Regular use of primary care was evident,
as 25% had attended their GP more than 12 times during the past three months.

Conclusions. Comparing clinical records with patients’ experience of SBIRT can shed light on
the process of care. Alcohol screening of people who attend primary care for substance use
treatment is not routinely conducted. Interventions that enhance the care of problem alcohol use

among this high-risk group are a priority.

Key words: alcohol, SBIRT, opioids, agonist treatment, methadone, family medicine,

implementation



Psychosocial INTerventions for Problem Alcohol Use among People who Attend Primary

Care for Substance Use Treatment (PINTA): Baseline Data from a Feasibility Study

Introduction

Problem alcohol use is common among people who attend primary care for substance use
treatment (Ryder et al., 2009; Staiger, Richardson, Long, Carr, & Marlatt, 2013) and increases
the likelihood of developing further complications (Darke & Zador, 1996) especially those
related to chronic hepatitis C infection (Ostapowicz, Watson, Locarnini, & Desmond, 1998). It
reduces-the-effeetiveness-efcomplicates the treatment of dependence (Bickel & Amass, 1993;
Kreek, 1981) and delays successful recovery (Piz et al., 2011). Problem alcohol use is a
considerable economic burden on health services (Tariq, van den Berg, Hoogenveen, & van
Baal, 2009). The World Health Organisation estimated alcohol use disorders, depression and
psychoses, are-amongstcause the most impertant-eauses-of-disability globally, accounting for
approximately one third of “years lost to disability” (World Health Organization, 2008). In
Europe, Ireland has one of the highest use of heroin (EMCDDA, 2014), and co-morbid substance
use disorders are common (EMCDDA, 2013). In Ireland, over 9000 people receive opioid
agonist treatment (Farrell & Barry, 2010), and around 35% of people who attend-receive it in

primary care for-substance-use-treatment-have problematic alcohol use (Ryder et al., 2009).

Estimating the extent of the problem is further hindered by the common underreporting of
alcohol problems and poor agreement between different data sources. Alcohol problems may be
overlooked and underestimated in speetalspecific patient groups, such as people with Hepatitis C
infection or older adults (Roux et al., 2011; Towers et al., 2011). When compared with

standardised patient reports, clinicians’ records have been shown to underestimate quality of care
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for common outpatient general medical conditions (Kim et al., 2013; Luck, Peabody,
Dresselhaus, Lee, & Glassman, 2000). Because it’s possible that the records may under-report

the true process of care delivered (Kim et al., 2013), data triangulation with validated

questionnaires completed by patients and General Practitioners (GPs) seems warranted.

There is a wealth of international guidance to inform best-praetice-in-the management of alcohol
use disorders by-healtheare professionals-in general medical settings (Babor & Higgins-Biddle,
2001; Center for Substance Abuse Treatment, 1994; Fiellin, Reid, & O'Connor, 2000; Gordon &
Alford, 2012; McKnight-Eily et al., 2014). The advice recommends screening everybody using
standardised brief instruments, confirming problem alcohol use with the Alcohol Use Disorders
Identification Test - ‘AUDIT’ guestionnaire-(Babor & Higgins-Biddle, 2001), providing
feedback on results in all cases identified as positive, counselling on minimising alcohol harm,
encouraging a reduction in alcohol consumption and initiating referral to specialists when
needed. GPs can play a key role in ensuring patients in methadone treatment receive alcohol
screening, and, if they sScreen positive, either deliver a Brief Intervention, or Refer to Treatment
(i.e., SBIRT) (Babor & Higgins-Biddle, 2001). Studies of SBIRT in addiction clinics have
indicated positive effects (Darker et al., 2012; Feldman, Chatton, Khan, Khazaal, & Zullino,
2011). However, implementation of alcohol SBIRT in opioid agonist treatments has been slow

(Field, Klimas, Barry, Bury, Keenan, Smyth, et al., 2013; Klimas et al., in Press) with



organisational, practitioner, and patient barriers hindering such practices (Klimas, Field, Barry, et

al., 2012).

A recent postal survey of all GPs prescribing methadone in Ireland estimated 75% screen these
patients for alcohol; a preceding interview study with patients identified a need for an
intervention to improve care of problem alcohol use (Field, Klimas, Barry, Bury, Keenan, Lyons,
et al., 2013; Field, Klimas, Barry, Bury, Keenan, Smyth, et al., 2013). The Problem Alcohol/
Drug Use Guideline Development Group (PADU-GDG) developed clinical practice guidelines
for alcohol SBIRT among people who attend primary care for substance use treatment,
identifying an apprepriate-implementation strategy and piloting an educational intervention to

support €a

andthe strategy (Klimas,
Cullen, & Field, 2014; Klimas, Lally, et al., 2014). These guidelines were derived from scientific
evidence (Klimas, Tobin, et al., 2014), and (where evidence was limited), consensus among the
PADU-GDG expert group. The advice included: (1) Definition of problem alcohol use among
people who attend primary care for substance use treatment; (2) Screening / identification of
problem alcohol use; (3) Brief intervention; (4) Censider+Referral to secondary care service; (5)
Predictors of referral to specialist services; (6) Management of persistent problem alcohol use in

primary care; (7) Aafter care and relapse prevention.

Given the high prevalence of problem alcohol use amongst people who attend primary care for

substance use treatment, this paper aimed-to-examined the problem aleohol-use-ameongpeople

whe-attend primary-carefor substanece-use-treatment;-using baseline data from GP’s, patients and



their clinical records gained-collected as part of a feasibility study of an evidence-based complex

intervention.

Methods

Setting
The study sites were 16 methadone prescribing GP practices, located in two of Ireland’s Health

Services Executive (HSE) regions; the Midwest, and Dublin Mid-Leinster regions. While Dublin

leads in drug use and treatment estimates, Althotughrecent-data-estimate-that-ever14,000-people

in-that region;-itis-inereasingly recognised-that problem drug (especially poly-drug-use) use is

increasing in prevalence in regions outside Dublin (O’Brien, Moran, Kelleher, & Cabhill, 2000).

Subjects

One hundred and forty nine practices were invited to participate (-—+49)-which included all

practices in the two regions who were either involved in previous related-research with our group



(Cullen, Bury, Barry, & O'Kelly, 2000; Cullen, Bury, Barry, & O'Kelly, 2003; Cullen, Bury, &
Langton, 2000; Cullen, Bury, & O'Kelly, 2001; Cullen, O'Brien, O'Carroll, O'Kelly, & Bury,
2009; Cullen et al., 2006; Ryder et al., 2009; Swan et al., 2010), or affiliated with two of
Ireland’s six medical schools (Cullen, 2012; Ni Chroinin et al., 2012). Practices were eligible to
participate if they were registered to prescribe methadone and had at least 10 patients currently
receiving addiction-related care. Of the 149ese eligible practices that accepted the study
invitation (n=19), we selected 16 practices using stratified random sampling. As only 12% of
those invited to participate actually agreed to participate, the study had a strong volunteer bias.
Previous research has shown that GPs who seek special training for addiction issues are more

likely to have positive attitudes towards, and to be already involved in the care of this population

(Strang, Hunt, Gerada, & Marsden, 2007).Fhe-PINTA feastbility study-was-designed-to-reeruit

researchers instructed the doctors to recruit 10 consecutive patients who were aged 18 or over,

receiving addiction treatment /care (e.g., methadone), and attending a participating general
practice for general medical care.- Patients were excluded from the study if they had language

difficulties (i.e., unable to speak, read and write English sufficiently well to complete study



questionnaires), were acutely intoxicated, and / or were cognitively impaired (including severe
mental health illness) to the extent that they were unable to provide informed consent to

participate.

Of the 16 randomised practices, three dropped out. One practice did not recruit any patients; one
practice ceased communication with the study team due to long-term illness shortly after
baseline data collection;; and one practice did not participate-in-the-eduecational-sesstenattend
training. Therefore, data are presented on 13 practices (129 charts and 105 patient reports), in
this paper. Fifteen GPs (out of 16) pested-returned their self-completed questionnaires-back-te
researchers. At recruitment, all practices were required to have at least 10 patients on methadone
maintenance treatment, which was presumed sufficient to facilitate successful recruitment.
However, at the time data were collected, ene-six practices recruited enly-ene-patient-and-five
practicesreeruited-onlyunder six orless-patients-on-methadone-maintenance-treatment. Figure 1
illustrates the recruitment of practices.

<insert Figure 1 here>

Data collection
Demographic details and data on primary/secondary outcome measures were collected by
patients completing study instruments; in person (5%), or by phone (95%), and by reviewing
clinical records. Each patient record was reviewed by one of four researchers independently.
Most practices had electronic medical records, but used three different software packages.
Health care professionals atparticipating practices-completed a postal questionnaire on
practice/professional details, experience of training, and their-attitudes. The study protocol

provides more details in this regard (Klimas et al., 2013).



Shortened Alcohol and Alcohol Problems Perceptions Questionnaire measured general
practitioners' attitudes to alcohol problems with 10 statements, using a seven-point agreement
scale from strongly agree to strongly disagree, e.g., “I feel I can appropriately advise my patients
about drinking and its effects (Anderson & Clement, 1987).” Lower scores indicate more

negative attitudes (from 10 to 70).

A four-item Medical Outcomes Study, Social Support Survey (MOS-SSS) measured patients’
anticipated social support (Stewart, Hays, & Ware, 1988). Higher scores indicate higher levels of

support (from four to 20).

Urinalysis data abstracted from clinical records included results of the last test (Positive/
Negative/ Unknown/ If positive, what), and number of tests in the last month. Due to the
inconsistencies of urinalysis recording and frequency among practices, this data was not

statistically compared with the patient self-reports.

SBIRT rates as reported by GPs, patients and documented in the clinical records, in the last 12
months, were compared. Clinical records were abstracted to retrieve whether alcohol was 1)
Screened/ discussed, ii) P.A.U. (problem alcohol use) Identified, ii1) Advised/ B.I. (brief
intervention), and iv) Referred to other agency. The researchers used the following codes: Yes/

No/ Unknown/ If Yes, how.

GPs were asked the following Yes/ No questions about SBIRT: a) Do you screen for alcohol
use? b) Do you discuss the risks of alcohol use with all patients receiving methadone? ¢) Do you
perform brief interventions (i.e. brief advice and counselling) for problem alcohol use with
patients receiving methadone? d) Do you refer patients receiving methadone to specialist care for

problem alcohol use?



To ensure comparability between GP and patient reports, we asked patients similar questions,
specifically: a) Have you ever been asked about your alcohol use by healthcare professionals? b)
Did they advise you on safe drinking or talk to you about alcohol? ¢) Have you ever been
referred to a specialist/ addiction counsellor for alcohol use? We are aware that having a
'discussion' is not the same as a Brief Intervention. Therefore, rates and comparisons reported in

Table 3 below should be taken with caution.

Human Subjects Protection

Ethical approval was provided by the Irish College of General Practitioners’ Research Ethics
Committee. During the intensive, two-week period of consecutive patient recruitment, the GPs
informed the potential participants of study objectives and procedures, gave them a study
information leaflet and asked to sign an informed consent. Researchers collected signed consent
forms from GPs and telephoned patients directly. Tthe study was conducted in accordance with

relevant ethical standards, the Helsinki Declaration of 1975, as revised in 2000.

Data analysis
Means, frequencies and percentages were calculated using Statistical Packages for the Social
Sciences (SPSS) version 20.0. To account for potential cluster effects in the future definitive
trial, we calculated an intraclass correlation coefficient for the primary and secondary study
outcomes, using the-data-frem-baseline patient questionnaires. We used the methods presented
by Donner and Klar for binary and continuous variables. An estimate of the mean squares needed
for calculation was calculated using the results of a one way ANOVA (Donner & Koval, 1982;

Reading, Harvey, & McLean, 2000).

Results
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Sample characteristics
The sample of patients that participated in the study was similar to the sample of patients
receiving methadone in the national study reporting prevalence of problem alcohol use (Ryder et

al., 2009) (see Table 1).

<insert Table 1 here>

Sixty--seven (64%) participants were male and the mean age of the sample was 40.7 years old
(SD=8.9)-years. Please see table two for detailed sample characteristic.

<insert Table 2 here>

Screening and intervention for problem alcohol use.
The review of medical records found completed alcohol screens for 24 (19%) patients, of note,
three (20%) GPs stated they used validated questionnaires. Of those screened alcohol positive,
five had been delivered a psychosocial intervention by a general practitioner, and none had been
referred to a specialist. Patient questionnaires with AUDIT (n=105) found 44% (n=46)
prevalence of problem alcohol use (i.e., AUDIT >7); hazardous, harmful and dependent drinking
was 23%, 5% and 16%, respectively. The intraclass correlation coefficient (ICC) for the
proportion of patients with negative AUDITs was 0.038 (Standard Error 0.01). Reports from 12

(11.5%) AUDITSs and clinical records agreed about problem alcohol use (see Table 2).

The healthcare professional questionnaires found that 12 (75%) GPs screened for alcohol use, 13

(81%) discussed the risks of alcohol use, and/or performed brief interventions with all patients
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receiving methadone. The patient questionnaires found completed alcohol screening for 62
(59%) of the 1054 recruited patients; 47 (36%) reported having a discussion about alcohol with
their doctor or a healthcare professional. Please see table three for a comparison of data from
clinical records and patients. The rates and comparisons reported in table three below should be
taken with caution due to differences in SBIRT definitions and clinical record-keeping.

<insert Table 3 here>

Subsequent care of patients with alcohol use disorders

Of the 46 charts of patients with positive AUDIT scores, four (9%) had evidence of being
advised on reducing their alcohol consumption; none had been referred to a specialist. In
contrast, 19 (15%) out of the 105 interviewed patients recalled a referral to a specialist treatment
for alcohol use disorders. Nine (56%) GPs reported that they refer patients receiving methadone
to specialist care for problem alcohol use. Of the 29 patients with AUDITSs indicating hazardous
(24) or harmful (5) drinking, 12 (50%) did not report a "discussion" with their GP about alcohol.
Of the 17 patients with AUDITs indicating alcohol dependence, 12 (71%) did not recall a referral
to specialist treatment. Electronic Medical Records documented fewer "discussions" (4) and
referrals (1) to eligible patients. The intracluster correlation coefficients (ICC), and Standard
Errors (SE) for the SBIRT rates were 0.16 (SE= 0.014) in respect of alcohol screening in general
practice; -0.06 (0.017) in respect of brief interventions by GPs; and 0.22 (0.025) in respect of
referral of patients with alcohol dependence to a specialist treatment, findings consistent with the

ICC used to determine sample size for the future definitive trial (Kaner et al., 2013; Klimas et al.,

12



2013). Table four details the process of alcohol screening, brief intervention and/or referral to

treatment (SBIRT) by category of AUDIT from patient telephonic questionnaires.

<insert Table 4 here>
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Discussion

ThisstudyWe examined the appreach-undertaken by GPsto-explore-and respond-tomanagement
of problem alcohol use among people who attend primary care for substance use treatment in
2014. It showed that interviews with patients are likely to provide a higher estimate of eare

process-measuresSBIRT than data-frem-electronic medical records (EMR).

The AUDIT questionnaires suggested that 44% of people who attend primary care for substance
use treatment might have problem alcohol use, which is slightly higher than previous meta-
analyses and cross-sectional surveys in primary care or specialty addiction settings (Hartzler,
Donovan, & Huang, 2010; Ryder et al., 2009). Similar to preliminary evidence from a qualitative
prequel to this study (Field, Klimas, Barry, Bury, Keenan, Smyth, et al., 2013), 59% patients
reported being screened for problem alcohol use indicating willingness to report about alcohol or
utility of the questions chosen for both studies. The chart reviews suggested that 11% of people
who attend primary care for substance use treatment may have problem alcohol use;
considerably lower than in the patients’ questionnaires. Potential reasons for this are poor record
keeping, underutilisation of validated questionnaires, or “fear of antagonizing patients over a

sensitive personal issue”(Babor & Higgins-Biddle, 2001).

Patients’ charts documented 19%, 3% and 2% rates of screening, brief intervention and referral
to specialist services, respectively. In contrast, the GP questionnaires suggested that 75% of GPs
screen for problem alcohol use, but only three used validated instruments — a finding consistent

with previous studies (Field, Klimas, Barry, Bury, Keenan, Lyons, et al., 2013). This could

14



mean that they don’t know about the validated questionnaires, such as AUDIT, or that these tests
are too long in a consultation. and-sShorter versions, such as AUDIT-C or the Fast Alcohol

Screening Test (FAST), are needed.

GPs reported 81% rates of brief interventions and 56% referred patients to specialist services.
With respect to illicit drug use, at least half of the sample was tested positive for drugs other than
methadone. Higher than patient interviews, Fthis suggests substantial under reporting of drug use
by patients during the self-reperted-telephone interviewscalls. Alternatively, it may possibly
reflect significant prescribing of benzodiazepines to this group but this is not reported. In
contrast to illicit drugs, patients reported higher drinking than what was recorded in their charts.
This could be due to the way we explained the study to them, or their perception of alcohol as
less harmful compared to illicit drugs, or better record keeping by GPs when it comes to illicit

drugs (Roux et al., 2011).

There was a high disagreement between data from patients, their GPs and medical records about
the provision of alcohol SBIRT. For example, only 18% GPs and charts agreed about problem
alcohol use, which suggests that doctors don’t feel a need to record alcohol in the medical
records or that they treat all substance use disorders together and don’t differentiate. Other
literature would concur that clinician documenting of screening practices is inadequate (Kim et
al., 2013). Patient and GP recollection may have biased these differences too. GPs generally
report high rates of SBIRT, as documented in another postal survey of Irish methadone
prescribers (N=202) which showed 75%, 49% and 27% rates of screening, brief intervention and

referral to specialist services, respectively (Field, Klimas, Barry, Bury, Keenan, Lyons, et al.,
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2013). This could reflect the “social desirability” effect of self-report measures, or an informal

nature of the SBIRT provided in the daily practice.

Prevalence of problem alcohol use in the current study was slightly higher in comparison with
similar studies in Ireland (Darker et al., 2012; Ryder et al., 2009), but not se much higher than
meta-analyses in other settings elsewhere (Hartzler et al., 2010; Staiger et al., 2013). The
baseline rates of screening, brief intervention and referral to treatment (SBIRT) reported by
patients and abstracted from their matched charts were low, but not surprising given similar
results from previous studies in the U.K. and U.S. (Anderson, Laurant, Kaner, Wensing, & Grol,
2004; Kaner et al., 2013; Klimas et al., 2013; Klimas et al., in Press; Muench et al., 2012;

Muench et al., 2014). Several reasons might have influenced the low rates.

Implementation of alcohol SBIRT in general practice has been slow (CDC, 2014; Field et al.,
2012). The World Health Organisation identified organisational, patient and provider barriers
hindering healthcare innovation that have also been found in implementation initiatives for
people who attend primary care for substance use treatment (Babor & Higgins-Biddle, 2001;
Klimas, Field, Barry, et al., 2012). For example, lack of time, specialist training/ staff or
attitudes. The striking similarity of implementation barriers across populations suggests a
common global pattern of response to innovations in healthcare, but some factors are different
for people who attend primary care for substance use treatment. A successful innovation often
relies on recognition and handling of specificities of a target population. Physicians may think
that SBIRT isn’t effective for people who attend primary care for substance use treatment due to

a lack of quality evidence to support it (Klimas, Field, Cullen, et al., 2012). Organisations
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attempting to implement SBIRT into routine care struggle to obtain the ‘buy in’ from senior
clinicians (Muench et al., 2012). Despite these barriers, patients do not object to being-asked
abeut-alcohol use-screening and may eveneven-may see this as a sign that doctors care for them
as an individual by addressing issues perhaps beyond the original reason for initiating a

consultation (Field, Klimas, Barry, Bury, Keenan, Smyth, et al., 2013).

To date, there has been little guidance on treating problem alcohol use among people who also
use other drugs. The prevalence of problem alcohol use found in this study highlights the need

for GPs to screen all people who attend primary care for substance use treatment. forproblem

these-with-aleohol-dependence—Earlier interviews with a sample of 35 GPs in the Dublin area

highlighted lack of time, resources, and attitudes of GPs and of patients as the main barriers to
effective implementation. GPs and patients identified the provision of additional nursing support,
the presentation of guidelines in more convenient formats and raised awareness of problem
alcohol use, and related issues, as the main strategies that would facilitate effective

implementation (Cullen et al., 2005).

Limitations of this study include potential issues of bias, inconsistency in definitions across the
three data sources and lack of generalisability that may arise from the recruitment process. GPs
self-selected themselves for the study. Only about 12% of those invited to participate actually

agreed to participate. It would seem very likely that GPs who are more motivated and interested

17



in research and innovation will choose to engage-inresearch-studiesparticipate. They may not

represent their-wider-ecoelleaguesall GPs. They are also likely to adhere more closely to standard
guidelines such as SBIRT. One would suspect to find substantially less evidence of SBIRT if

GPs were selected randomly.

An additional source of bias is that data were extracted from clinical records. As chart
abstraction has been shown to underestimate quality of care for common outpatient general
medical conditions when compared with standardised patient reports (Luck et al., 2000), it is
possible that the charts may under-report the true process of care delivered (Kim et al., 2013).
We addressed this issue by triangulating charts data with validated questionnaires completed by
patients and GPs (Anderson & Clement, 1987; Berner, Kriston, Bentele, & Harter, 2007).
AsWhile having a 'discussion' about alcohol is not the same as a BI, the rates and comparisons
reported in the results should be taken with caution. The clinical guideline, used in this study, has
been published in a local medical journal and disseminated at inter/ national conferences before
our study commenced, which might have influenced the rate of SBIRT in Ireland. Despite these
sources of potential bias, the sample of GPs who participated in the study was similar
comparable to those GPs who participated in the national prevalence survey in terms of: level of

training and area in which their practice was located (Ryder et al., 2009).

Conclusion
General Practitioners (GPs) report quite good adherence to the standards of screening and brief
interventions. About 40% of patients recall no previous conversations with their GPs regarding

screening for alcohol problems and this should raise concerns. There is very little evidence in

18



patients’ medical records of screening, brief intervention and referral activity despite the fact that

44%, warranted these interventions based on their AUDIT scores.

Developing accessible services to provide people who attend primary care for substance use
treatment with adequate care of problem alcohol use is a major challenge. Effective
implementation of clinical innovations depends on adopting multi-faceted interventions that
target different barriers to change (Grol, 2001). With increasing emphasis on the role of primary
care in addiction treatment, further research to determine effectiveness of alcohol SBIRT for
concurrent users of illicit drugs is clearly needed. Clear guidelines, education of practitioners, the
provision of additional resources, if necessary, and the establishment of policy frameworks are

essential for successful implementation.
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Table 1. Comparison of current sample with national alcohol prevalence survey

Characteristic Current study | National survey
(n=105) (n=196) (Ryder
et al., 2009)

Mean age 40.7 years 32.2 years

Mean age of first drug use 19.8 years 17.0 years

Mean age of first injecting 20.9 years 20.0 years

% male 64% 72%

% (of those screened) who 44% 35%

had positive AUDIT

AUDIT = Alcohol Use Disorders Identification Test

21



Table 2. Baseline sample characteristics-by-study-group

Characteristic/ Category

Total (N=105)

Male 67 (64%)
Mean Age (SD) 40.7 (8.9)
Unemployed 97 (92%)
Attends Level 1 GP 39 (37%)
Attends Level 2 GP 66 (63%)
Geographical area of GP:

East 93 (89%)
West 12 (11%)
Housing:

Rented 39 (37.1%)
Owned 9 (8.6%)

Family of origin

12 (11.4%)

Social housing

40 (38.1%)

Supported housing

4 (3.8%)

No fixed abode

1 (1%)

Life-time drug use:

Heroin 103 (98%)
Illicit methadone 78 (74.3%)
Illicit benzodiazepines 77 (73.3%)
Cocaine 99 (94.3%)
Amphetamine 83 (79%)
Cannabis 98 (93.3%)
Heroin onset, mean (SD) 19.8 (5.1)
Ever injected drugs 79 (75%)
Mean age of first injection (SD) 20.9 (4.9)

Past 30-day drug use (self-reported):

Yes =39 (37%)

Heroin

12 (11.4%)

Illicit methadone

1 (1%)
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Illicit benzodiazepines 6 (5.7%)
Cocaine 2 (1.9%)
Amphetamine 0 (0%)
Cannabis 15 (14.3%)
Currently injecting 3 (2.9%)
Current drug use (urinalysis, n=129):

Negative 8 (6.2%)
Positive (including methadone) 103 (79.8%)
Methadone only positives 42 (32.6%)

Unknown/ missing

18 (13.9%)

Receiving methadone

103 (98%)

Mean age of il-/licit methadone use onset - years (SD) | 25.8 (8)
Mean methadone dose (SD) 67.7 (29.3)
Hepatitis C positive (HCV, n=103) ' 52 (49.5%)
Mean AUDIT score (SD) 9.2 (8.2)
Low-risk drinking 59 (56.2%)
Hazardous drinking 24 (22.9%)
Harmful drinking 5 (4.8%)
Dependent drinking 17 (16%)
Readiness ruler (SD) 2334
Social support (SD) * 15.8 (4.1)
Doctors’ Attitudes (n=15) — SAAPPQ (SD) 54.3 (6.7)

AUDIT = Alcohol Use Disorders Identification Test; SD = Standard Deviation, GP = General
Practitioner, HCV = Hepatitis C, SAPPQ = Shortened Alcohol and Alcohol Perception

Questionnaire

'Test unspecified (e.g., antibody +ve, or PCR +ve)

* Four-item Medical Outcomes Study, Social Support Survey (MOS-SSS)
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Table 3. Process of alcohol screening, brief intervention and/or referral to treatment in the past

12 months
Process GP reports EMR (n=129) Patient reports ICC (SE)
(n=16) (% of total (n=105)
(% of total sample) (% of total
sample) sample)
Screening 12 (75) 24 (19) 62 (59) 0.16 (0.014)
Brief 13 (81) 503) 47 (36) -0.06 (0.017)*
Intervention
Referral to 9 (56) 3(2) 19 (15) 0.22 (0.025)
treatment

EMR= Electronic Medical Records, GP= General Practitioner, ICC = intracluster correlation
coefficient. While the definitions of "brief intervention" and "screening" mean different things
from the different data sources, comparative statistics were not calculated.

* ICC was negative because the mean square within clusters was larger than the mean squares
between clusters.



Table 4. Process of alcohol screening, brief intervention and/or referral to treatment (SBIRT) by

category of AUDIT from patient telephonic questionnaires versus Electronic Medical Records

(EMR)
AUDIT low- | AUDIT AUDIT AUDIT Total (n=105)
risk n=59 hazardous harmful n=5 | dependence (100%)
(56.2%) n=24 (22.9%) | (4.8%) n=17 (16.2%)
S 34 (53.9) 14 (22.2) 3.(4.8) 12 (19.1) 63 (100)
EMR: | 5(26.3) 6(31.6) 2 (10.5) 6(31.6) 19 (100)
BI 24 (51) 10 (21.3) 2(4.3) 11(23.4) 47 (100)
EMR: | 0 (0) 1.(25) 1.(25) 2 (50) 4 (100)
RT 9(47.4) 3.(15.8) 2 (10.5) 5(26.3) 19 (100)
EMR: | 0 (0) 0(0) 0(0) 0(0) 0(0)

S= Screening, BI= Brief Intervention, RT= Referral to treatment; AUDIT = Alcohol Use

Disorders Identification Test; EMR = Electronic Medical Records
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Figures

Figure 1. Recruitment of general practices for the feasibility study

Total number of GPs considered for study (n=223)

—» GPs out of study area (n=74)

_—

Y

GPs eligible for study (n=149)

GPs invited to participate (n=149)

GP declined to participate (n=41)

GP no response to invitation (n=74)

GP no methadone patients on the list (n=5)
GP not a methadone prescriber (n=1)

GP busy / unable to participate (n=1)

GP no response to phone call (n=8)

\ 4

GPs agreed to participate in study (n=19)

— GPs not selected due to excess of stratification quota (n=3)

A 4

GPs stratified to participate in study (n=16)
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