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ABSTRACT. Objective: This study examines the impact of marketing
strategies on the dissemination of a brief alcohol intervention program
to general practitioners (GPs). The marketing strategy was tested to de-
termine the most effective way to promote awareness about and con-
sideration of a brief alcohol intervention program. The study also
examines the impact of training and support strategies to promote the
program’s implementation in routine primary care. Method: A pragmatic
trial was carried out in Australia, Belgium (Flanders), Denmark, England,
New Zealand and Spain (Catalonia) in which GPs were randomly allo-
cated into one of three marketing conditions (direct mail, telemarketing
and academic detailing [personal visits]). The GPs who requested a brief
intervention program and agreed to use it were stratified by previous
marketing condition and randomly allocated into one of three imple-
mentation strategy groups: written guidance, outreach training and out-

reach training plus ongoing telephone support. Results: Acceptance of
the brief intervention program was more effective with use of
telemarketing (65%) and academic detailing (67%) than with direct mail
(32%) for promoting awareness about and consideration of a brief al-
cohol intervention program. The median proportion of patients screened
was higher for trained GPs (6%) and supported GPs (9%) than for con-
trol GPs (1%), who received only written guidance on how to conduct
brief intervention. Similarly, the median rate for giving advice to at-risk
patients was higher for trained GPs (3%) and supported GPs (3%) than
for control GPs (0%). Conclusions: The adoption of more direct ap-
proaches for disseminating evidence-based intervention programs to GPs
is a necessary first step for changing practice behavior. However, out-
reach training was required to promote actual use of a new procedure
in routine practice. (J. Stud. Alcohol 66: 379-388, 2005)

LCOHOL AS A RISK FACTOR accounts for 4% of

the burden of disease worldwide, as measured by dis-
ability-adjusted life years. The burden of disease is greater
for men than for women and is more evident in developed
countries, in which alcohol is responsible for 9.2% of the
burden of disease. In developing countries with low child
and adult mortality, alcohol accounts for 6.2% of the bur-
den of disease and is the leading risk factor for mortality.
In developing countries with high child and adult mortal-
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ity, alcohol is less important as a risk factor for disease
(World Health Organization [WHO], 2002). These disabil-
ity-adjusted life years do not include the additional burden
caused by social harm in the community, nor the burden
affecting others, such as family members and work col-
leagues (Caetano and Cunradi, 2002).

It is now well established that much of the harm from
alcohol can be attributed to risky alcohol use by non-
dependent drinkers rather than by the smaller proportion of
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alcohol-dependent people (Kreitman, 1986). Within the
nondependent subgroup of drinkers, brief intervention in-
volving screening to identify people drinking alcohol at haz-
ardous and harmful levels and brief advice on how to reduce
consumption have been shown to be effective interventions
to reduce alcohol consumption and alcohol-related prob-
lems. The numbers needed to treat hazardous and harmful
alcohol consumption as well as alcohol-related problems,
as estimated in the different meta-analyses, range from 8 to
12 (Beich et al., 2003; Moyer et al., 2002). This means that
between 8 and 12 people need to be treated for hazardous
and harmful alcohol consumption for 1 person to benefit.
Brief intervention programs appear to be equally effective
for both men and women (Ballesteros et al., 2004). Brief
interventions have also been shown to prevent one in three
deaths that occur in drinkers who participate in hazardous
and harmful alcohol consumption (Cuijpers et al., 2004).
On average, 282 patients need to receive advice to prevent
one death within 1 year (Moyer et al., 2002). As few as 5-
10 minutes of structured advice about alcohol, delivered by
primary care professionals, can bring about significant re-
ductions in consumption behavior (WHO, 1996). The ef-
fects of brief intervention programs have been demonstrated
at 5 years (Fleming et al., 2002) but not at 10 years (Wutzke
et al., 2002).

Brief interventions are highly cost-effective per life year
saved (Chisholm et al., 2004; Wutzke et al., 2001). Fleming
et al. (2002) reported that a benefit-cost analysis under-
taken in the United States resulted in a U.S. $43,000 reduc-
tion in future health costs for every U.S. $10,000 invested
in early intervention. If implemented on a wide scale, brief
interventions for nondependent drinkers have the potential
to have a significant public health benefit (Chisholm et al.,
2004). A key setting in which to provide intervention is
general practice, given physicians’ contact here with sig-
nificant proportions of the population in most countries
(Anderson, 1996) and also the credibility of family physi-
cians in providing advice on a range of health issues (Nut-
ting, 1986; Slama et al., 1989).

Despite the evidence for the efficacy and the cost-effec-
tiveness of brief interventions in primary health care, such
interventions are rarely integrated into routine clinical prac-
tice (Heather, 1996; Rush et al., 1994), and clinical guide-
lines are adhered to poorly (Brotons et al., 1996; Spandorfer
et al., 1999). Although a high proportion of general practi-
tioners (GPs) state that they screen and intervene for alco-
hol problems (Haley et al., 2000; Kaner et al., 1999;
Lopez-de-Munain et al., 2001; McAvoy et al., 1999, 2001),
actual screening and intervention rates are low (Gomel et
al., 1998; Rumpf et al., 2001), and patients themselves re-
port that GPs rarely ask them about alcohol use, even in
the case of excessive drinkers (Aalto et al., 2001).

Although GPs report that they find managing alcohol
problems difficult (Anderson et al., 2003), a meta-analysis

of interventions to engage primary health care providers in
delivering screening and brief intervention (SBI) programs
found an absolute increase in providers’ rates for screening
and giving advice of between 8% and 18% over a compari-
son group (Anderson et al., 2004b).

The present study provides additional evidence of the
impact of strategies to promote dissemination and imple-
mentation of brief alcohol interventions in primary health
care. This two-stage, multicountry, randomized, controlled
trial investigated (1) the impact of marketing strategies to
disseminate a brief alcohol intervention program to GPs
and (2) the impact of skill-based training and support strat-
egies to promote implementation of this intervention in rou-
tine practice. The study was Phase III of a WHO
collaborative program of work on brief interventions for
hazardous and harmful alcohol consumption (Monteiro and
Gomel, 1998).

Method

In the first stage of the trial, three dissemination or mar-
keting strategies were evaluated: direct mail, telemarketing
and academic detailing. The main outcome was acceptance
of the brief intervention program by GPs. In the second
stage of the trial, all GPs who received the brief interven-
tion program were asked if they would use it in practice
for 3 months. Implementation was promoted through an
additional combination of three training and support strate-
gies: written guidance on using the brief intervention pro-
gram (controls), practice-based training (outreach training)
and ongoing telephone-based support (ongoing support). The
outcomes were the use of the program and SBI rates.

Study settings and adjustments to the protocol

The study was carried out in six countries: Australia,
Belgium (Flanders), Denmark, New Zealand, Spain
(Catalonia) and England. It was not possible for all six
countries to carry out the full study protocol because of the
inappropriateness of some study components to the local
context, funding restrictions or ethics committee require-
ments. Thus, the dissemination stage only was completed
in Denmark and the academic detailing group in the dis-
semination stage of the trial was not included in Catalonia.
In the implementation stage of the study, the control condi-
tion was not included in New Zealand and the outreach-
training group was omitted in Catalonia. Finally, because
they do not employ practice receptionists, GPs in Belgium
carried out all patient screening activity on their own.

Sampling and randomization

Investigators in each country obtained a representative
sample of GPs currently engaged in primary care. Typically,
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the sample was randomly selected from databases of practi-
tioners maintained by national or regional health authorities,
or by academies or associations of GPs in each of the coun-
tries. One GP per practice was included in the study and all
randomization occurred at the practice level.

The GPs were randomly allocated into groups determined
by one of three marketing strategies: direct mail,
telemarketing and academic detailing (except, as noted, in
Catalonia). The GPs who requested the brief intervention
program and agreed to participate in the implementation
stage of the trial were stratified by previous marketing con-
dition and randomly allocated into the following training
and support strategy groups: controls (except, as noted, in
New Zealand), outreach training (except, as noted, in
Catalonia) and ongoing support. Randomization occurred
either by the use of random number tables and/or com-
puter-based random sample generation (e.g., with SPSS).

Inclusion and exclusion criteria

GPs were included in the trial if they were registered prac-
titioners who delivered general medical services. Practition-
ers were excluded if they only provided locum or emergency
medical services, they had moved away from the study area,
they were on extended leave from their practice, they had
been involved in pilot work relating to the study or if a prac-
tice partner had already been approached by research staff.

Sample size calculation

Sample sizes were estimated using the results of pilot
work carried out in Australia. This work indicated accep-
tance rates of 40%, 60% and 65% for direct mail,
telemarketing and academic detailing, respectively. To de-
tect a difference of 20% in acceptance between marketing
strategies, with 80% power and alpha = 0.05, a minimum
of 107 GPs for each strategy was required. For implemen-
tation, a difference in mean (SD) screening rate of 0.15
(0.3) between strategies was regarded as important. With
80% power and alpha = 0.05, it was estimated that 64 GPs
would be required for each training and support strategy.
However, assuming that only 50% of those GPs who agreed
to accept the SBI program in the dissemination and mar-
keting stage would agree to participate in the implementa-
tion phase of the trial, it would be necessary to initially
approach at least 128 GPs.

Given these assumptions and calculations and taking into
account the different acceptance rates expected for the three
marketing conditions, it was necessary to include 320 GPs
in the direct mail condition (acceptance rate of 40%), 213
in the telemarketing condition (acceptance rate of 60%) and
196 GPs in the academic detailing method (acceptance rate
of 65%).

It was not possible to generate a sufficient sample size
for the project in either Denmark or New Zealand. The

GPs in Denmark did not complete the training and support
phase of the research project, and those in New Zealand
implemented this phase using two, rather than three, condi-
tions to obtain an adequate sample size for the training and
support phase.

Pilot work

Pilot studies were carried out by all participating centers
to test the feasibility of the study protocol, pretest ques-
tionnaires and intervention material, train staff in study in-
tervention and verify the accuracy of sample size
calculations.

Screening and brief intervention program

The SBI used in this study, “Drink-less” (Gomel et al.,
1994), was based on a protocol of proven efficacy devised
during a WHO brief intervention trial (Babor and Grant, 1992)
and customized for use in routine practice (Gomel et al., 1994).
Each participating country translated and modified Drink-less
to meet local conditions. The package was designed to enable
primary health care workers to screen patients for alcohol-
related problems and to give 5 minutes of structured advice
to at-risk drinkers on how to reduce consumption. Risk drink-
ing consists of hazardous consumption, which incurs increased
risk of psychological or physical harm (Edwards et al., 1981),
and harmful consumption, which is defined as the presence
of physical or psychological symptoms (WHO, 1992).

The screening tool used in this study was the Alcohol
Use Disorders Identification Test (AUDIT; Babor and Grant,
1989; Saunders et al., 1993) or a modification of the AU-
DIT (e.g., AusAUDIT; Degenhardt et al., 2001). Eligible
patients were aged 16 years and over who were not repeat
attendees during the study period, were well enough to com-
plete the questionnaire and understood the native language
of the country. The core study design required receptionists
to distribute the screening questionnaires while patients were
waiting to see the GP and then to place a sticker on the
patient’s file to prevent repeat screening. Participating re-
ceptionists were asked to complete a tally sheet to record
the reason for nonscreening. During the regular consulta-
tion, the GP scored the screening questionnaire with a tem-
plate and provided brief advice to patients who were at
risk, using a prompt-card designed specifically for this pur-
pose. Patients were given a pocket-sized booklet that rein-
forced the advice given by the GP, namely, the impact on
health of excessive drinking, and a six-step plan for modi-
fying drinking habits.

Dissemination interventions: Marketing strategy

Direct mail. The GPs were mailed a promotional leaflet
that described the program in written and pictorial form. A
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personalized introductory letter, which outlined the scien-
tific basis of the program, accompanied the leaflet. The
GPs could request the program either by telephone or by
returning a postage-paid reply card.

Telemarketing. The GPs were contacted by telephone
and a structured “sales script” was used to ask if they were
interested in receiving the program. The script covered the
major aims of the program and described the materials.
The GPs could request the program verbally during the
telephone conversation. In three countries, a limit was placed
on the number of attempts to speak with the GP (up to 3
attempts in Belgium, 5 in Australia and 10 in England).

Academic detailing. The GPs were visited at the prac-
tice and a rehearsed “sales script” similar to that used in
the telemarketing strategy was used to promote the pro-
gram and demonstrate use of the materials. Practitioners
could verbally agree to accept the program during the visit.
Before the visit, the detailer telephoned the practice either
to check that the GP would be practicing on the day that
the detailer was in the area (Australia, Denmark and New
Zealand) or to make an appointment for a meeting with the
GP (Belgium and England). The specific reason for this
preliminary call was not explained in order to prevent a
telemarketing effect on the academic detailing strategy.

Although the directness of marketing varied between
strategies, the content was standardized and included pro-
gram endorsement from key organizations within each coun-
try, incentives for involvement in brief intervention (e.g.,
continuing medical education accreditation in Australia and
England), and benefits of the program for both patients and
practitioners. In the telemarketing and academic detailing
conditions, staff in all countries were trained to deliver these
strategies and to anticipate and address any problems, per-
ceived barriers or reservations expressed by GPs by using
a standardized protocol and sales scripts.

Implementation interventions: Training and support
strategies

Control. The control group was composed of GPs who
received written instruction regarding the program only. The
brief intervention program, which contained written guid-
ance regarding implementation and the collection of research
data, was either dropped off or mailed to each practice;
there was no demonstration of the program. Practitioners
received no initial training in the program and no ongoing
support.

Outreach training. In the outreach training marketing
strategy group, GPs and their receptionists received one
face-to-face training session relating to the brief interven-
tion program. Use of the program materials was demon-
strated and procedures for collecting research data were
detailed. No further advice or support was provided to the
practice during the 12-week implementation period.

Ongoing support. Outreach training, as previously de-
scribed, was provided to GPs and receptionists. However,
in the ongoing support group, both physicians and their
receptionists also were provided with support and advice
regarding program implementation issues through biweekly
telephone calls (England) and/or practice visits (Australia)
throughout the 12-week study period.

Outreach training and ongoing support addressed a range
of problems likely to be encountered during program imple-
mentation. This included attitudes and beliefs of the physi-
cian and receptionists (e.g., motivation and self-efficacy),
patient intervention issues (e.g., difficulties with raising the
topic of alcohol and negative patient reactions), structural
and logistical issues (e.g., time constraints and other com-
mitments) and practical suggestions for screening and coun-
seling. Staff delivering training and support strategies, in
all countries, were trained using a detailed standardized pro-
tocol and written scripts and guidance.

Data collection and follow-up

Twelve weeks following delivery of the intervention pro-
gram, all practices were visited, GPs and receptionists were
debriefed through semistructured interviews and unused pro-
gram materials were counted to confirm use of materials.
Where appropriate, receptionists’ tallies were also collected
at follow-up. Last, carbon copies of completed screening ques-
tionnaires were collected either routinely throughout the imple-
mentation period or at the follow-up visit. These carbon copies
contained the recorded basic demographic details of the pa-
tients, including age, gender, self-reported occupation and level
of education. These questionnaires included a section for the
physician to record the AUDIT score and whether a patient
had been advised and/or given a self-help booklet.

Outcome measures

Acceptance rate. The acceptance rate was the number of
GPs in each marketing group who requested the SBI pro-
gram as a percentage of the eligible GPs.

Implementation rate. The implementation rate was the
number of GPs in each training and support group who
used the SBI program (the minimum criterion was screen-
ing of at least one patient) as a percentage of eligible GPs.

Screening rate. The screening rate was the number of
patients who were screened during the 12-week study as a
percentage of eligible patients. Information about the eli-
gible population was obtained either from automated record
systems, tally sheets or other data sources, such as insur-
ance data.

Brief intervention rate. The brief intervention rate was
the number of patients who received brief intervention (ad-
vice and/or written information) during the study period as
a percentage of drinkers at risk.
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TaBLE 1.  Number of GPs at each stage of the trial

Sample for  Acceptance Recruited Implementation
Country stage 1 in stage 1 (%) to stage 2 (%) (%)
Australia 654 385 (59) 175 (45) 112 (64)
New Zealand 369 237 (64) 95 (40) 68 (72)
England 729 329 (45) 128 (39) 73 (57)
Belgium 979 458 (47) 231 (50) 185 (80)
Catalonia 562 194 (35) 98 (51) 47 (48)
Denmark 143 81 (57) - -
Total 3,436 1,685 (49) 727 (43) 485 (68)

Note: GP = general practitioner.
Statistical analysis

As a result of adjustments to the study protocol in dif-
ferent countries, analysis focused on outcomes as a result
of intervention effects rather than between-country differ-
ences, although these were described where appropriate.
To assess the real world impact of interventions, outcome
data were analyzed by intention to treat. Thus, all GPs who
were randomized into a marketing strategy group were used
as the denominator for acceptance rates. Thereafter, all GPs
who were randomized into a training and support strategy
group were included in the analysis even if they did not
implement the program.

Data were analyzed using the statistical package SPSS
Base 10.0 for Windows 10 (SPSS Inc., Chicago, IL). Screen-
ing and intervention rates were not normally distributed,
and therefore nonparametric statistics were reported. Chi-
square tests compared differences in acceptance and imple-
mentation rates across intervention groups. Kruskal-Wallis
tests for median screening and intervention rates assessed
implementation outcomes for each condition. Median sum-
mary values are reported with interquartile ranges (IQRs).

Results
Study cohort
The overall study cohort comprised 3,436 GPs from the
six participating countries. Most of the GPs (76%, n =2,611)

were men, and their median age was 45 years (IQR: 39-50
years). There were no significant differences in the gender
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or age of GPs across marketing strategy groups. However,
there was a significant difference between countries in the
proportions of male and female GPs (x> = 12.7, 5 df, p =
.026) and the age of GPs (Kruskal-Wallis %2 = 126.9, 5 df,
p < .001). The English sample contained the highest pro-
portion of male GPs (80%) and the Danish sample con-
tained the oldest GPs (median age = 51 years; IQR: 46-54
years). Table 1 shows the flow of GP subjects from each
country through both stages of the trial. The GPs were ran-
domized into the marketing strategy groups as follows: 1,730
(50%) direct mail, 1,022 (30%) telemarketing and 684 (20%)
academic detailing.

Dissemination

Overall, 49% of GPs (n = 1,685) accepted the brief in-
tervention program. There was a significant difference in
program acceptance by GPs between the three marketing
strategies (x2 = 847, 2 df, p < .001). Acceptance by GPs
was lowest for those in the direct mail group at 32% (n =
554; 95% confidence interval [CI]: 28%-36%) compared
with 65% (n = 669; 95% CI: 62%-69%) for telemarketing
and 67% (n = 462; 95% CI: 63%-72%) for academic de-
tailing. A similar pattern of results was found within coun-
tries, with the greatest difference being between direct mail
and telemarketing, with little or no improvement made by
academic detailing. However, consistently higher acceptance
rates across all three strategies were reported in New
Zealand; Catalonia reported markedly lower acceptance rates
for telemarketing compared with the other five countries
(Table 2).

In 1,500 cases where the gender of the GP was known
(1,141 men and 359 women), there was a significantly
higher acceptance rate for female GPs (n = 238; accep-
tance rate = 66%) compared with male GPs (n = 683; ac-
ceptance rate = 59%; y2 = 4.8, 1 df, p = .03). In the 648
cases where the age of the general practitioner was known,
program acceptance was significantly higher for younger
than older GPs (Mann-Whitney z = -7.5, p < .001). The
median age of GPs who accepted the program was 44 years
(IQR: 39-49) compared with 52 years for GPs who did not
accept the program (IQR: 48-56).

TaBLE 2. Program acceptance, by marketing condition and country

Direct mail Telemarketing Academic detailing
Country Total Accept. (%) Total Accept. (%) Total Accept. (%)
Australia 290 128 (44) 217 159 (73) 147 99 (67)
New Zealand 186 95 (51) 87 64 (74) 96 78 (81)
England 320 65 (20) 213 153 (72) 196 111 (57)
Belgium 550 152 (28) 230 163 (71) 199 143 (72)
Catalonia 337 100 (30) 225 94 (42) - -
Denmark 47 14 (30) 50 36 (72) 46 31(67)
Total 1,730 554 (32) 1,022 669 (65) 684 462 (67)

Note: Accept. = acceptance.
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Recruitment to stage 2 of the trial

A total of 727 GPs from five countries (Denmark did
not participate) were recruited into stage 2 of the trial and
were randomized into training and support conditions as
follows: 209 (29%) controls, 255 (35%) outreach training
and 263 (36%) ongoing support. There was an even distri-
bution of GPs from previous marketing strategy groups in
these intervention groups (x2 = 8.41, 4 df, ns). However,
recruitment rates significantly differed between marketing
strategy groups (%2 = 20.05, 2 df, p < .001). The proportion
of GPs recruited was lowest from the direct mail (control)
group at 38% of GPs (n = 247 out of 653; 95% CI: 38%-
44%), followed by GPs in the telemarketing group at 46%
(n = 268 out of 587; 95% CI: 40%-52%) and highest in
GPs in the academic detailing group at 52% (n = 212 out
of 412; 95% CI: 45%-58%).

Implementation

The proportion of GPs from each training and support
strategy group who implemented the brief intervention pro-
gram was lowest for controls at 58% (n = 121 out of 209;
95% CI: 49%-67%) compared with 69% for outreach train-
ing (n = 176 out of 255; 95% CI: 62%-76%) and 71% for
ongoing support (n = 186 out of 263; 95% CI: 64%-77%).
The effect of training and support strategy on implementa-
tion by GPs was statistically significant (x2 = 9.76, 2 df, p
=.008).

Differing patterns of implementation were found within
countries (Table 3). In Australia and England, there were
increasing rates of implementation from controls through
outreach training to ongoing support, and both countries
reported a significant chi-square test for trend (%2 = 10.1, 1
df, p = .006 for Australia; > = 6.4, 1 df, p = .039 for
England). No such trend was found in the three remaining
countries. Belgium reported the highest implementation rates
overall, and there were consistently high rates across the
three training and support conditions. In New Zealand,
implementation rates were higher for outreach training com-
pared with ongoing support. Finally, the lowest implemen-
tation rates overall occurred in Catalonia.

In 613 cases where the gender of the GPs was known
(445 men and 168 women), female GPs (n = 144; imple-
mentation rate 86%) were significantly more likely to imple-
ment the brief intervention program than male GPs (n =
327, implementation rate 74%) (2 = 10.2, 1 df, p = .001).
There was no significant difference in program implemen-
tation on the basis of age.

There was a significant difference in median screening
rates between the different training and support groups
(Kruskal-Wallis 2 = 23.24, 2 df, p < .0001). Control group
GPs had lower screening rates (median = 1%; IQR: 0%-
11%) compared with trained GPs (median = 6%; IQR: 0%-

34%) or GPs in the ongoing support group (median = 9%;
IQR: 0%-29%). Median screening rates were highest in New
Zealand and Australia and lowest in Belgium. Screening
rates also differed significantly on the basis of gender
(Kruskal-Wallis y2 = 15.4, 1 df, p <.001). Female GPs had
a higher median screening rate of 16% (IQR: 2%-39%)
compared with that of male GPs, whose median screening
rate was 6% (IQR: 0%-25%). There were no significant
differences in screening rate on the basis of age (nonsig-
nificant Mann-Whitney U test, based on younger vs older
GPs, a binary variable based on a cut-off point at the me-
dian age of 45 years).

There was also a significant difference in median brief
intervention rates between training and support groups
(Kruskal-Wallis x% = 22.09, 2 df, p < .0001). Controls had
lower brief intervention rates (median = 0%; IQR: 0%-5%)
compared with trained GPs (median = 3%; IQR: 0%-19%)
and GPs with ongoing support (median = 3%; IQR: 0%-
21%). Median intervention rates were highest in New
Zealand and Australia and lowest in England and Catalonia.
Brief intervention rates differed significantly on the basis
of gender (Kruskal-Wallis x> = 4.21, 1 df, p = .04). Female
GPs had a median brief intervention rate of 6% (IQR: 0%-
24%) compared with male GPs, who had a median brief
intervention rate of 2% (IQR: 0%-17%). There was not a

TaBLE 3. Implementation outcomes, by training/support condition and
country

Outreach  Ongoing

Country Control  training  support
Australia
Sample, no. 34 94 47
Implemented, no. (%) 15(44) 60(64) 37(79)

Median screening rate, (IQR) 0(0-34) 11 (0-48) 22 (4-50)

Median brief intervention rate, (IQR) 0 (0-17) 5(0-27) 12 (0-34)
New Zealand

Sample, no. - 47 48

Implemented, no. (%) - 35(75) 33 (69)

Median screening rate, (IQR) - 19 (0-46) 19 (0-58)

Median brief intervention rate, (IQR) — 7(0-29) 10 (0-27)

England
Sample, no. 43 43 42
Implemented, no. (%) 19 (44) 24 (56) 30(71)

Median screening rate, (IQR) 0(0-10) 2(0-12) 11 (0-27)

Median brief intervention rate, (IQR) 0(0-3)  0(0-9) 4 (0-18)
Belgium

Sample, no. 84 71 76

Implemented, no. (%) 67 (80) 57(80) 59 (78)

Median screening rate, (IQR) 2 (0-9) 2 (0-15) 1(0-13)

Median brief intervention rate, (IQR) 1(0-5) 2 (0-8) 1(0-12)
Catalonia

Sample, no. 48 - 50

Implemented, no. (%) 20 (42) - 27 (54)

Median screening rate, (IQR) 0 (0-8) - 6 (0-24)

Median brief intervention rate, (IQR) 0 (0-4) - 0(0-14)
Total

Sample, no. 209 255 263

Implemented, no. (%) 121 (58) 176 (69) 186 (71)
Median screening rate, (IQR) 1(0-11) 6(0-34) 9(0-29)
Median brief intervention rate, (IQR) 0 (0-5) 3 (0-19) 3 (0-21)

Note: IQR = interquartile range.
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significant difference in brief intervention rate on the basis
of age (nonsignificant Mann-Whitney U test on binary age
variable, as previously described).

Patient characteristics

Overall, 60,989 patients were screened by the 483 GPs
who actually implemented the brief intervention program.
Table 4 shows the broad characteristics of these patients in
each country, including the proportion of patients classified
as hazardous or harmful drinkers. The final two rows of
data in this table show the proportions of hazardous and
harmful drinkers who received brief advice from a GP. In
each country for which data were available, harmful drink-
ers were more likely to receive advice from their GP than
were hazardous drinkers (Australia, 2 = 154.51, p <.0001;
New Zealand, 2 = 355.71, p < .0001; England x* = 37.85,
p <.0001; and Catalonia, %2 = 13.29, p <.0001).

Discussion

There have been few systematic investigations of strate-
gies to enhance the use of preventive lifestyle interventions
in routine primary health care, particularly across different
cultural settings. The main findings of this study were that
direct marketing strategies such as telemarketing and aca-
demic detailing were more effective at promoting aware-
ness about and consideration of a brief alcohol intervention
program than was an indirect mail-based strategy. Subse-
quently, the type of training and support strategy received
by GPs influenced the actual level of SBI carried out by
GPs in all countries where it was examined. The provision
of skill-based training in brief intervention procedures, pro-
vided to GPs in the outreach training and ongoing support
groups, resulted in more patients being screened and ad-
vised about risky drinking than the provision of written
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guidance on how to conduct brief alcohol intervention. This
finding fits with other reports that state that even though writ-
ten information may raise awareness, it is rarely sufficient to
change clinician behavior (NHS Centre for Reviews and Dis-
semination, 1994; Oxman et al., 1995). An active implemen-
tation strategy is usually required to provide subjects with the
necessary skills and encouragement to adjust existing behav-
ior (Dunn et al., 1994) while concurrently addressing per-
ceived barriers to change (Robertson et al., 1996).

The fact that personal visits had more impact on GPs’
awareness and consideration of brief interventions than a
mail-based approach is perhaps unsurprising. These results
are consistent with those found in the area of physician
prescribing in which personal visits (academic detailing)
have been found to be more effective in modifying behav-
ior than the mailing of educational materials or no inter-
vention (Avorn and Soumerai, 1983; Kottke et al., 1989).
The finding that telemarketing appeared to be as effective
as academic detailing for promoting acceptance and aware-
ness of the program was new and indicates that this may
be a more practical and cost-effective dissemination strat-
egy because visits to physicians are generally time-con-
suming and expensive, especially in remote areas.
Nevertheless, both academic detailing and telemarketing pro-
vided a way of addressing physicians’ needs through staff
members acting as linking agents in transferring knowl-
edge to the physician (Hornik, 1988; Orlandi et al., 1990;
Reingen and Kernan, 1977; Rush et al., 1995).

It should be noted that the mail response rate of 32%
compares favorably with reported response rates in other
dissemination trials (Avorn, and Soumerai, 1983; Cockburn
et al., 1992; Kottke et al., 1989; Schaffner et al., 1983). At
least two factors may have contributed to the high accep-
tance rates observed in this study. Each marketing strategy
emphasized the benefits and scientific basis of the program
as well as endorsements from medical authorities, and the

TaBLE 4. Characteristics of patients screened by GPs, by country

Characteristics Australia New Zealand England  Belgium Catalonia
Patients screened (n) 23,129 15,452 12,814 4,569 5,025
Mean (SD) age 46 (18) 42 (18) 46 (18) 47 (18) S1(18)
Mean (SD) AUDIT score 5(4) 4(5) 5(4) 4(4) 34
Men, % 59 41 36 43 46
Women, % 41 59 64 57 54
Completed high school, % 61 59 66 57 75
Unemployed, % 4 6 7 4 2
Home duties, % 19 14 17 13 24
Retired, % 14 19 20 23 20
No/low-risk drinking, % 78 77 68 81 87
Hazardous drinking, % 18 18 28 16 10
Harmful drinking, % 4 5 4 3 3
Hazardous drinkers

receiving SBI, % 54 44 36 - 49
Harmful drinkers

receiving SBI, % 76 74 59 - 66

Notes: GP = general practitioner; AUDIT = Alcohol Use Disorders Identification Test;

SBI = screening and brief intervention.
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program was marketed as a free product from a credible,
respected organization.

A further finding of this study was that even after a
decision is made to use an intervention, the type of training
and support offered can determine the extent to which the
intervention will be used. Follow-up telephone support af-
ter initial outreach training did not appear to provide addi-
tional benefit to GPs, suggesting that ongoing telephone
support may not be appropriate in this context. It is pos-
sible that ongoing telephone support may be perceived as
an “interruption to their schedule” by busy GPs thus possi-
bly having a mixture of positive and negative effects. Al-
ternatively, it may be that a support strategy that addresses
GP attitudes and beliefs to a greater degree may have had
more pronounced effects on screening and intervention rates;
this possibility should be explored through further research.

An attempt was made to collect cost data to inform a
cost-effectiveness analysis of the different intervention strat-
egies. Unfortunately, the complexities of this multisite
project meant that these data were not sufficiently or con-
sistently collected to report reliably across the countries
involved. However, a detailed cost-effectiveness of the strat-
egies has been undertaken for the Australian data (Gomel
et al., 1998). In this comprehensive economic analysis,
telemarketing was found to be more cost-effective than both
direct mail and academic detailing in promoting acceptance
of the intervention package: The cost for telemarketing was
Aus. $24.69 and Aus. $118.52 less for each practitioner
agreeing to take the package compared with direct mail
and academic detailing, respectively. In contrast, costs and
effects increased incrementally with the level of training
and support provided during the implementation phase.
Costs were lowest for the control strategy and highest for
the maximal support strategy; each additional patient
screened in the maximal support group cost Aus. $0.86 and
each additional hazardous drinker counseled cost Aus. $4.70.

Although cultural differences undoubtedly influenced the
quantitative relationships observed for the dissemination
(marketing) and implementation (training and support)
phases of this trial, the consistent pattern of results across
countries demonstrates the robustness of these findings. In
another article, it was estimated that 13.7% of the variance
in screening rates, 22.2% of the variance in brief interven-
tion rates and 12.3% of variance in the attitudes of the GPs
toward working with patients with harmful alcohol con-
sumption were explained by the country of the general prac-
titioner (Anderson et al., 2004a).

Moreover, gender appeared to have an effect on accep-
tance and later program use, which was consistent across
the different countries in this study. In particular, female
GPs and younger GPs were more likely to accept the pro-
gram, and the women were more likely to implement it
than their male colleagues. These results may reflect the
fact that preventive counseling has become important in

medical training relatively recently and raises the specula-
tion that women might be more confident than men in ad-
dressing lifestyle issues.

Some aspects of this study are discouraging. First, only
14% of GPs from the random sample actually implemented
the brief intervention program in routine practice. More-
over, the outcomes achieved for screening and intervention
rates were very low and, taking into account further attri-
tion over time (i.e., beyond the 3-month follow-up), one
could question the clinical significance of the findings and
whether these justify widespread use of the training strate-
gies. The methods for collecting data, missing data and
loss to follow-up of GPs may have increased variability in
data and reduced outcome effects; however, this is likely to
account for only a small part of the explanation. More likely,
the reality is that the low screening and intervention rates
reflected a long-known low motivation on the part of GPs
to be involved in this type of work (Thom and Tellez, 1986).
Moreover, structural factors (lack of time and financial re-
imbursement), patient reactions (denial and defensiveness)
and practitioner attitudes (a sense of helplessness in treat-
ing patients, concerns regarding the right to intervene) may
be strong barriers to adoption of alcohol interventions
(Wutzke et al., 1998). Systematic effort to reduce these
inhibiting variables while promoting facilitating factors (such
as increased opportunity for receptionist contact with pa-
tients and the provision of resources and skills not nor-
mally available) would be warranted. On the other hand, it
should be emphasized that the small number of GPs who
implemented the brief intervention program actually screened
large numbers of patients. Thus, although the clinical signifi-
cance of the work could be questioned on the basis of GP
coverage, even partial acceptance of brief intervention has
the potential to make a large impact on the population.

The type of study being conducted made it impossible
to ensure the quality of study measures over time, although
the same instructions for data collection were provided to
each of the conditions in all countries using a research pro-
tocol. A further difficulty related to the incomplete stan-
dardization of interventions in different participant countries,
despite a common study protocol. Culturally specific dif-
ferences in training and support interventions may have un-
derpinned the different implementation rates between
countries and, hence, may have affected the ability to gen-
eralize the findings.

The strengths of this pragmatic trial, however, are found
in its applicability to routine practice in primary care across
a range of countries. It is clear from this trial and other
published studies that interventions can increase the aware-
ness and use of evidence-based interventions in routine
practice (Adams et al., 1998; Bonevski et al., 1999; Borgiel
et al,, 1999; Lockyer et al., 1996; Rodney et al., 1985;
Wilson et al., 1992). Strategies that are multicomponent
and involve both educational and practice-based training
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interventions appear to be more effective in changing pro-
viders’ behavior than those that use either single strategy
alone (Anderson et al., 2004b). General practitioners seem
to intervene with a larger number of patients when work-
ing in a supportive environment that increases the degree
to which they feel able (role security) and willing (thera-
peutic commitment) to provide advice (Deehan et al., 1998;
Shaw et al., 1978). A supportive work environment seems
to be one in which GPs can have available screening and
counseling materials, training in counseling and help in deal-
ing with difficult situations (Anderson et al., 2003).

Additional analysis of a subset of the Phase III data
found that, whereas outreach training and ongoing support
increased general practitioners’ SBI intervention rates, it
did so only for practitioners who already felt secure and
committed in working with problem drinkers (Anderson et
al., 2004a). Training and support did not improve attitudes
toward working with problem drinkers and, moreover, wors-
ened the attitudes of those who were already insecure and
uncommitted in this function. Thus, future research should
focus on improving the training, and particularly the sup-
port, provided to GPs in this context. This work could be
better informed by identifying and understanding charac-
teristics of GPs, such as their attitudes, which may have
influenced intervention rates, either as independent factors
or through their interaction with the interventions provided.

In summary, this study has shown that direct marketing
strategies have more impact on increasing the acceptance
of new technology by GPs than do indirect approaches.
Dissemination of material per se is unlikely to change prac-
tice behavior and often needs to be accompanied by a spe-
cific implementation strategy. However, within the context
of change in professional behavior, doing more is not al-
ways better, particularly when costs and effectiveness are
considered.
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