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Background: Excessive consumption of alcohol is an important cause of
increased morbidity and mortality. When a patient’s alcohol consumption is a
potential contributory factor to poor health, Norwegian hospitals have a duty to
identify this and take the necessary steps. Understanding the patients’ values,
preferences and experiences is key to evidence-based practice, combined with
knowledge about the e ects of treatment and the clinicians’ experiential
knowledge.
Objective: To explore what patients with no known history of substance use
problems felt about being referred to and having a conversation with an alcohol
and drug counsellor.
Method: Since 2008, Stavanger University Hospital (SUH) has o ered the
services of a drug and alcohol liaison team, currently consisting of a registered
nurse and a social worker. The team’s objective is to improve the quality of
treatment on somatic wards by identifying underlying substance use problems
and o ering appropriate help. Patients who had talked to an alcohol and drug
counsellor at SUH and who had no previous history of substance use problems
were invited to take part in a telephone interview one week after they were
admitted to hospital.
Results: The majority of the study participants took a positive view on having
their alcohol habits addressed. Patients under 60 years of age were generally
more positive, and they saw a clearer connection between their alcohol habits
and their own health than patients who were 60 years of age or older. Ninetythree per cent of the participants felt that their conversation with the alcohol
and drug counsellor had focused on their own health and life situation to some
extent or to a great extent, while 54 per cent believed that alcohol habits would
be addressed during later consultations with their general practitioner.
Conclusion: The study shows that patients with no previous history of
substance use problems generally accepted that their alcohol habits were
addressed and that they were g referred to an alcohol and drug counsellor. We
need more knowledge about how the subject of alcohol can be raised in ways
that are meaningful to the individual patient, and about the patients’
perspective on interaction between general practitioners and the specialist
health service.

Excessive consumption of alcohol is an important
cause of increased morbidity and mortality (1). From a
public health perspective, and from the perspective of
the individual patient, it is therefore important that
the health services are aware of alcohol as a possible
contributor to – or complicating factor for – patients’
health problems.
In Norway, alcohol consumption per person over 15
years of age increased by almost 40 per cent between
the early 90s and 2010, from approximately 5 litres of
pure alcohol. Consumption has now dropped again to
its current level of just over 6 litres (2, 3). In a lifespan
perspective, 10–20 per cent will experience injuries
caused by substance use, most commonly alcohol (2).

«In a lifespan perspective, 10–20 per cent will
experience injuries caused by substance use, most
commonly alcohol.»
In the rst decade of the 21st century, the number of
alcohol-related hospital admissions increased by 44
per cent, calculated per 100 000 inhabitants (4). In
Norway and the rest of the Western world, the greatest
increase in alcohol consumption is found among the
so-called baby boomers, the large cohorts who were
born in the two decades following the second world
war (5).
Furthermore, physiological changes, ailments and the
use of medication make the elderly more vulnerable to
the e ects of alcohol use (6).
Procedures for identifying substance abuse have
been established

In 2013, the Norwegian Ministry of Health and Care
Services issued a commissioning document to
Norwegian hospitals which accentuated the need for
somatic wards to implement systems that would
identify patients with underlying substance use
problems and refer them for interdisciplinary
specialist treatment if appropriate (7).

In parallel, we saw the setting up of a national
competence service for interdisciplinary specialised
treatment of substance use problems (NK-TSB) to
assist with developing such initiatives, among other
things. Similar measures have been introduced in
other countries, amongst them the UK, where routine
screening is recommended (8).
However, it has been challenging to establish such
routines as a part of normal clinical practice, and it has
been di cult to document the e ect in research (9,
10). Researchers at Sørlandet Hospital in Kristiansand
found that compared to smokers, a signi cantly lower
proportion of patients with unhealthy or harmful
alcohol consumption were given advice on behaviour
change while in hospital (11).
Nevertheless, there is reason to claim that talking to
patients about their alcohol habits during a stay in
hospital may be e ective if the patient understands the
connection between the health problem and the
intervention (12).
What do patients think about having their
substance use addressed?

It is likely that many patients with serious and
complex substance use problems wish to receive help
when they are admitted to hospital (13). However, with
respect to patients who have never previously had
their alcohol habits reviewed, we have little knowledge
of what they think about being ‘identi ed’ and o ered
assistance while in hospital (14).
Evidence-based practice builds on research into the
e ects of treatment, clinicians’ experiential
knowledge, and the patients’ values and preferences
(15). The patients’ acceptance of being asked about
their alcohol habits is a key issue, because healthcare
personnel have been found to assume a lack of patient
acceptance, which forms a signi cant barrier to asking
(16, 17).

It has also been shown in population surveys that
people whose consumption of alcohol is unhealthy or
harmful are more negatively inclined to having their
alcohol habits addressed by the health service (18, 19).
Internationally, the assessment is generally conducted
by registered nurses in accident and emergency
departments. Only a few qualitative studies have been
conducted, and these have primarily identi ed
barriers, whether of a personal nature or related to
systems or patients (17, 20, 21).
The study’s objective

The objective of our study was to explore what
patients felt about having their alcohol habits
addressed for the rst the time on a hospital somatic
ward, and what they felt about the help they received.
We also explored whether there were systematic
di erences between the perceptions of di erent age
groups.

Method
The survey was conducted at Stavanger University
Hospital (SUH) in the period between 1 December
2015 and 1 June 2017. Patients were recruited by the
drug and alcohol liaison team in their day-to-day work.
The inclusion criteria were: older than 18 years of age,
no previous history or treatment of an alcohol
problem, ability to communicate in one of the
Scandinavian languages or in English, normal cognitive
status and clinically non-intoxicated. Patients who met
the inclusion criteria were asked by the alcohol and
drug counsellor to give their consent during their rst
session.
The drug and alcohol liaison team at Stavanger
University Hospital

In 2008, SUH was the rst hospital in Norway to start
a project that involved providing the services of a
dedicated alcohol and drug counsellor in the
Emergency Department’s observation and treatment
ward, the Infectious Medicine Department and the
Gastroenterological Department. The counselling
service is now a permanent feature on all somatic
wards.
The objective is early intervention in cases of
substance-related health problems. This is achieved by
identifying and intervening in cases of unhealthy or
harmful substance use, thereby o ering better
treatment for the ailment or injury for which the
patient was admitted.
A referral is sent by a ward nurse or doctor whenever a
disease, condition or nding suggests that alcohol
habits may be an in uencing factor, whenever
emergency incidents are combined with intoxication,
and whenever a patient’s family raises a concern. The
drug and alcohol liaison team also provides an
information service for departments and disciplines.
The o er of one-on-one conversations in private
involves reviewing the patient’s life situation, alcohol
habits and use of other substances and providing help
for patients to change their alcohol habits. The
conversations are generally conducted while the
patient is in hospital, and sometimes shortly after
discharge.
The method is based on motivational interviewing (MI),
with all advice and information being linked to the
patient’s health problem (22). The general practitioner
receives a summary of the conversation or
conversations, and if required, the patient is referred
to a municipal programme or to the interdisciplinary
specialised treatment service for substance use.

Target groups for the drug and alcohol liaison team

The drug and alcohol liaison team has two target
groups. The primary group consists of patients with
health problems that may be alcohol related, but who
have no previous substance use diagnosis and who
have never previously had their alcohol habits
addressed. The secondary group consists of patients
with known and serious substance-related health
problems, often with a history of multiple hospital
admissions related to substance use problems.
Figure 1 shows the ten most common causes of
hospitalisation in the primary group. The
di erentiation between a primary and a secondary
group was introduced in order to increase awareness
of ‘the invisible’ problems caused by substance use,
particularly alcohol.
A qualitative study had shown that general
practitioners were particularly keen to receive
feedback relating to previously unidenti ed alcohol
problems, as they knew there were some patients with
alcohol problems they were unaware of (23).

Because there is insu cient evidence to establish
which screening strategies are best suited for
what patients, SUH chose a strategy based on clinical
relevance rather than opting for general screening of
all patients (14, 24). In the course of the study period,
1026 patients were referred to see a counsellor. Of
these, 301 patients were in the primary group.

Details about the overall material during the study
period were obtained from a time-limited quality
registry associated with the drug and alcohol liaison
team. We compared the participants’ background
information to similar background information for
everyone in the primary group during the study period.
The questionnaire and the interview

The questionnaire that was used during the interview
had been speci cally designed for the purpose of the
study. The questions are listed in table 1, along with
the total number of answers in each response category.
There were eight questions with graded response
options and one open-ended question: ‘Would you like
to tell us anything else about your experience of being
o ered a conversation with an alcohol and drug
counsellor?’
Registered nurses as well as patients may consider it a
sensitive matter for the healthcare service to address
unhealthy alcohol habits and introduce interventions
in identi ed cases. Our questions were therefore
phrased so as to shed light on important aspects that
might make the intervention acceptable to the
patients.
The questions address whether patients received the
required information about the counselling initiative,
whether they felt it was relevant and adapted to their
own situation, whether it was well executed, and
whether they perceived the counselling service to be
an integral part of the hospital’s overall provision of
healthcare.
Patients who gave their consent to taking part in the
study were interviewed over the telephone by a
research assistant one week after they were admitted
to hospital. Patients who did not answer the phone
were called a total of three times. The correlation
between the participants’ responses and their age has
been analysed using chi-squared tests.

We used a chi-squared test to investigate whether
there were signi cant di erences between the age
groups. If the test result was signi cant, we tested
pairs of age groups. The analyses were conducted in
SPSS 24.
Ethical approval

The research project was approved by the Data
Protection O cer at SUS.

Results
In the course of the study period, a total of 1026
referrals were sent to the liaison team. Of these, 301
patients were in the primary group and over 18 years of
age. In the primary group as a whole, the percentage of
women was 37, and 60 per cent were in employment.
In the secondary group (725 patients), 31 per cent were
women and 18 per cent were in employment.
The counsellors conducted at least one conversation
with 182 patients, of whom half (91 patients) gave their
consent to taking part in the study. Of these 91
patients, 58 responded while 12 patients withdrew
their consent and 21 patients did not answer when the
research assistant phoned them.
Based on the number who gave their consent, this
gives a response rate of 64. Out of the 301 patients in
the primary group during the study period, 119 did not
talk to a counsellor. This was because the patient was
not present (they had either been discharged or left
the ward of their own accord), because of the patient’s
condition (serious somatic illness, undiagnosed
mental condition, intoxication or cognitive
impairment) or because of language problems.
Ninety-one patients who did talk to a counsellor were
either not invited to take part or did not give their
consent. Most of these were not invited because they
appeared to be too ill, cognitively impaired or clinically
intoxicated during the conversation.

Unfortunately, no record was made of how many
patients were not asked because they did not meet the
inclusion criteria, and how many were asked but did
not give their consent to participate.
The participants’ gender distribution

No identi able information was recorded for any of
the patients in the primary group. Consequently, some
study participants were included in both groups when
we compared them to all patients in the complete
primary group who had talked to an alcohol and drug
counsellor.
The gender distribution among the study participants
was relatively similar to the gender distribution among
patients in the full primary group, with 29 per cent
women in the study participants and 34 per cent
women in the primary group.
Forty- ve per cent of the study participants had been
admitted to wards other than the Emergency
Department’s observation and treatment ward, while
this percentage was somewhat lower (36 per cent) in
the full primary group. There were no clear age
di erences between the full primary group and the
study participants.
Participants took a positive attitude to their referral
and conversation

Completely positive responses (‘yes’, ‘to a great extent’
or ‘very well’) made up the largest percentage of
answers to questions that concerned the patients’
perception of their referral to and conversation with
the counsellor. However, answers were more or less
evenly distributed between completely positive and
partly positive responses to questions about the
connection between alcohol habits and the patient’s
own health and life situation (table 1).

When asked about further follow-up, two respondents
were quite satis ed and 19 were very satis ed, while
the remaining 37 answered that the question was not
applicable to them. Twenty-eight believed that the
connection between alcohol habits and their own
health would also be raised in future consultations
with their general practitioner. This was a higher
number than the 21 respondents (question 7) who had
in fact been given appointments for further follow-up.

The majority understood why they had been
referred

Table 2 presents the answers to questions 2, 6 and 8 in
greater detail. These questions particularly addressed
the patient’s own understanding of the connection
between their alcohol habits and their health. Overall,
a large majority of the patients answered that they
understood, to some or a great extent, why they had
been referred (87.3 per cent) (table 2).

«Overall, a large majority of the patients answered
that they understood, to some or a great extent,
why they had been referred.»
As many as 93.1 per cent of the participants felt that
the conversation focused to some or a great extent on
their own health and life situation (table 2). A clear
majority of patients in the 40–59 age group (72.2 per
cent) believed that alcohol habits would be raised in
future consultations with their general practitioner,
while this applied to a minority of patients who were
younger than 40 or older than 60 (table 3).
We saw from the free text responses that more than 50
per cent of the positive comments were concerned
with the counselling service in general, while less than
50 per cent of these comments were concerned with
the patient’s personal experience of bene tting from
counselling (see table 3 for examples). Eight patients
described a negative perception of how the
intervention was conducted or the substance of the
service.

Younger respondents expressed a greater level of
understanding than older respondents

We have studied correlations between age and the
patients’ responses to being asked if they understood
why they had been referred to an alcohol and drug
counsellor (question 2), whether they felt that the
counselling focused on their own health and life
situation (question 6), and potential follow-up by their
general practitioner (question 8).
These are key questions that concern the patients’
perception of the identi cation and intervention
processes as well as their expectation of a follow-up
with their general practitioner. Patients in the 18–39
age group expressed signi cantly greater
understanding of being referred for counselling than
patients over the age of 60.
The over-60s were less inclined than the youngest
respondents (18–39 years) to feel that the conversation
focused on their own life situation. There were no
signi cant di erences between the 18–39 and 40–59
age groups with respect to questions 2 and 6. We
found no signi cant di erences between age groups
with respect to question 8.

Discussion
The study’s objective was to examine what patients on
somatic wards felt about having their alcohol habits
addressed for the rst time while in hospital, and what
they felt about their referral to and conversation with
the counsellor.
The results showed that a great majority of the
patients understood the reason for referral, and that
they felt their conversation with the counsellor was
relevant to their own health, to some or a great extent.

«Signi cantly fewer patients over the age of 60
took a positive view of the referral and of the
connection between their alcohol habits and their
health.»

There were no signi cant gender di erences, but
signi cantly fewer patients over the age of 60 took a
positive view of the referral and of the connection
between their alcohol habits and their health.
The study was conducted as part of normal clinical
practice at SUS. This means that the patients were
identi ed by registered nurses or doctors either on the
emergency observation and treatment ward or on an
inpatient ward, and that they were given advice and
guidance by counsellors who routinely provide this
service.
The strengths and weaknesses of the study

It is a strength that the study is closely linked to
practice and examines clinical work which is routinely
carried out. However, it is an important weakness that
we failed to record how many of the 91 patients did not
give their consent to participate, declined the
invitation, or were not asked because they did not
meet the inclusion criteria.
Furthermore, we have no information about the
participants’ use of alcohol. The survey was completed
by sixty-four per cent of the 91 included patients.
There were no age or gender di erences between the
study participants and the remainder of the primary
group. This suggests that our material is representative
for a large proportion of patients who are admitted to
somatic wards with no pervious history of substance
use diagnoses, but whose condition is a ected by
alcohol, either directly or indirectly. This is one of the
study’s strengths.
Research on brief alcohol interventions in hospital is
normally conducted in emergency departments, and
surveys as well as interventions are frequently
conducted by researchers rather than by clinical sta ,
which weakens the external validity of these studies (9,
10). There is little di erence between the study
participants and the full primary group, which
strengthens the relevance of our ndings.

Many would have gone below the radar

Patients with alcohol-related health problems but no
known history of substance use problems are di cult
to recognise unless there is a direct and obvious
connection with alcohol habits. Figure 1 shows that a
large proportion of admissions are clearly alcoholrelated. This is particularly the case with intoxication
whereas the link is less obvious when it comes to many
of the injuries.
Additionally, some patients in the primary group
present with vague symptoms, such as a tendency of
falling over, syncope and chest pain. We do not know
what share of patients would have been asked about
their alcohol habits if the drug and alcohol liaison
team had not been in operation.
However, the primary group includes a considerably
higher proportion of individuals (60 per cent) in
employment or education than the secondary group
(18 per cent), and there is clearly a larger proportion of
women in the primary group (37 per cent) than in the
secondary group (31 per cent).
These gures indicate that if no special measures had
been in place to identify underlying substance use
problems many of these patients would have been
admitted and treated without a potential connection
with alcohol being recognised and addressed.
Many believed that their alcohol habits would be
raised in consultations with their general
practitioner

Fifty per cent of participants responded that they
believed the link between alcohol habits and health
would be raised in consultations with their general
practitioner. We consider this to be a high number
based on what we know about alcohol conversations in
the health service. However, we do not know whether
they themselves intended to raise the subject or
whether they believed that the doctor would do so.

Also, we do not know why 50 per cent did not think
that alcohol habits would be a subject raised in
consultations with their general practitioner. It may be
because they felt the problem was a minor one, and
that they therefore would need no further assistance. A
considerable proportion of patients change their
alcohol habits with no further help from the health
service (25).

«Fifty per cent of participants responded that they
believed the link between alcohol habits and
health would be raised in consultations with their
general practitioner.»
It may also be the case that the subject is associated
with shame, and therefore di cult to talk about, or
patients may prefer not to talk speci cally to their
general practitioner about it, or they may be uncertain
whether the general practitioner is interested in the
subject. Based on earlier research, we know that
general practitioners consider any relevant hospital
admission to form a good starting point for raising
questions about alcohol habits (23).
Interestingly, there was a clear majority in the group
between 40 and 59 years of age who thought that
alcohol consumption would be raised in consultations
with the general practitioner, while younger and older
patients did not think it would be. We know that
hospitalisation can be a clear incentive for patients to
re ect on their own alcohol habits, even without
receiving targeted assistance (12).
Patients over 60 years of age are more vulnerable to
alcohol and are therefore at greater risk of harming
their health by using alcohol, for reasons of
physiological age changes, other medical conditions
and use of medication (26).
It is therefore worrying that patients in this age group
took the least positive view on having their alcohol
habits addressed when in hospital.

Interventions related to alcohol consumption are
particularly useful for the elderly

It has been suggested that more resources should be
spent on brief alcohol interventions in the evenings, at
night and over weekends (24, 27). This will strengthen
the opportunity to help patients who are admitted
with acute problems that are clearly alcohol-related
(28).
However, a potential link with alcohol consumption
will be less frequently picked up when patients present
with vague clinical complaints such as dizzy spells,
falls and repeated admissions for stomach pains or
chest pains (28). These patients are often elderly and
are admitted to general inpatient wards. A greater
focus on brief alcohol interventions in emergency
departments is unlikely to contribute to improving the
health care they receive (24).
It is therefore a strength of the study that as many as
45 per cent of participants were recruited from other
wards than the Emergency Department’s observation
and treatment ward. Interventions based on the
relevance of alcohol to the patient’s health problem
appear to be particularly useful to the elderly, due to
their reduced tolerance to alcohol, a greater number of
relevant clinical issues and more frequent contact with
the health service (26, 29).
The majority took a positive view on being referred
to a counsellor

The free text responses show that most participants
took a positive view on the o er of counselling, either
in general or because they felt it was useful to them
personally. Out of the eight negative comments, most
referred to the way they had been identi ed and the
way the referral had been conducted.
At the same time, many commented positively on the
conversation they had with the counsellor. This
suggests that there is a great need to normalise talking
about alcohol habits as a standard part of procedures
in relation to diagnostics, treatment and follow-up.

Alcohol habits may be associated with shame and are
therefore di cult to talk about, and it may be
particularly di cult for patients to initiate such a
conversation of their own accord. As one of the quotes
suggests (table 3), it is easy to be hurtful when raising
such matters with the patient, or the subject may be
raised in a situation that fails to protect the patient’s
privacy and dignity (30).
At the same time, the serious nature of hospitalisation
may provide a good basis for patients to review their
thinking about possible connections between alcohol
habits and health (12, 23).

Conclusion
Patients who are admitted to somatic hospital wards
largely accept that their alcohol habits are being
addressed, and that they are referred to an alcohol and
drug counsellor as a part of their treatment. This is
important knowledge as we seek to further develop the
service. However, patients over 60 years of age are less
positively inclined than younger patients towards
having their alcohol habits addressed.
We need to normalise talking about alcohol habits as a
standard part of procedures in relation to diagnostics,
treatment and follow-up. We also need more clinically
focused research in order to increase our knowledge
about who needs further follow-up, and which
interventions are e ective.
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