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Abstract

Background

Alcohol use is a leading risk factor for premature death and disability. To tackle this
issue, more systematic and accurate screening for at-risk consumption is needed in
healthcare systems, especially by general practitioners (GPs). We assessed the frequency of
at-risk consumption screening by GPs in France. We also identified characteristics
associated with more frequent screening and greater use of validated screening tools by

these healthcare providers.
Methods

A cross-sectional survey was conducted among a representative sample of French
GPs. Multinomial logistic regressions were used to identify factors associated with more

frequent screening and greater use of validated screening tools.
Results

Response rate was of 73%. Of the 2412 participants, 42.8% screened all their
patients systematically and repeatedly, while 48.0% never used standardized tools to screen
potentially at-risk patients. Among other characteristics, being aware of and using the ‘early
identification and brief intervention’ screening strategy, and feeling absolutely comfortable
talking with patients about reducing or stopping their alcohol use, were both associated with

more frequent screening and use of standardized tools.
Conclusion

Our results on at-risk alcohol use screening highlight an improvement over data from
previous studies. Nevertheless, better training of French GPs in good alcohol screening
practices - specifically, increased screening frequency and greater use of standardized tools

- may improve identification of at-risk patients.



Short summary

General practitioners (GPs) are a cornerstone of alcohol use screening. From a
representative sample of GPs in France, we showed that despite recent improvements in
screening frequency by these healthcare providers, issues regarding training and

perceptions remain which hinder systematic and accurate screening.
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Introduction

In 2016, alcohol use was the leading risk factor for premature death and disability
among people aged 15-49 years globally (Griswold et al., 2018). The relationship between
alcohol use and morbi-mortality is dose-response (Rehm et al., 2021). If we consider a
mortality risk of 1 in 1000 as acceptable, then low-risk alcohol guidelines for Europe can be
set at 8-20 g/day (Shield et al., 2017). In 2020, age-standardized alcohol-attributable
mortality (per 100,000 persons) in France was estimated at approximately 31.3 in men and
7.5 in women, with a declining trend being observed (Trias-Llimos, Bardoutsos, and Janssen,
2021). Efforts should be made to maintain and strengthen this trend. It has been forecast that
by 2050, this specific mortality rate in France will be between 10.5 and 17.6 for men and
between 1.1 and 1.8 for women (Trias-LIlimds et al., 2021). In the UK, the age-standardized
alcohol-specific death rate per 100,000 persons for 2021 was estimated at 20.1 and 9.9 for
men and women in 2021, respectively (Office for National Statistics, 2022).

Hazardous drinking is defined as a quantity or pattern of alcohol consumption that
places patients at risk of negative alcohol-related outcomes which can be acute or chronic
(MackKillop et al., 2022). This term is therefore interchangeable with ‘at-risk’ drinking.
However, it is important to note that the threshold defining the quantity or pattern varies
between countries (Whitlock et al., 2004; Kalinowski and Humphreys, 2016). Some
individuals with hazardous drinking have alcohol use disorder (AUD), defined as clusters of
clinically important signs and symptoms that produce harm or distress (American Psychiatric
Association, 2013). AUD is the most prevalent of all substance use disorders worldwide
(GBD 2016 Alcohol and Drug Use Collaborators, 2018), and is responsible for the largest
proportion of the alcohol-attributable mortality burden in 15-49 year old females in countries
with a high or middle socio-demographic index (Griswold et al., 2018). The estimated AUD
prevalence among people aged 15 years and over in France in 2016 was 7% (World Health
Organization, 2018). However, fewer than half the people with AUD in France receive
appropriate treatment (Constant, Sherlaw, and Kovess-Masfety, 2017; Font et al., 2018).
This illustrates the large treatment gap generally observed for this condition in France (Malet
et al., 2003; Hoertel et al., 2014) (and elsewhere (Carvalho et al., 2019)).

From the perspective of people with AUD, common barriers to seeking treatment in
France, and in Europe generally, are a lack of awareness about living with AUD, fear of
stigmatization, and apprehension about total abstinence (Probst et al., 2015; Costa et al.,
2020). To overcome the first of these barriers, more systematic screening for AUD should be
implemented within healthcare systems. With regard to hazardous drinking, a previous study

found that screening and brief interventions were cost-effective in terms of morbidity and



mortality reduction in 24 out of the 28 countries studied. In the same study, cost-savings

were found in 24 countries, including France (Angus et al., 2017).

In France, every patient is expected to choose a referring physician (generally a GP)
and to declare this choice to the Social Security system. This physician is the main entry
point for general care; he/she is expected to know the medical history of his/her patients, and
to refer patients to specialists if needed. By consulting the referring physician first,
reimbursement for healthcare is optimized for the patient. Therefore, the frequency of visits
to the GP and the established patient-GP relationship would make GPs an excellent
candidate for more streamlined detection of behavioral changes, including increased alcohol

use.

The 2015 French guidelines on alcohol use (Société Frangaise d’Alcoologie, 2015),
issued by the French Alcohol Society, emphasized the pivotal role of GPs in the detection,
prevention, and treatment of AUD (Rolland et al., 2017), a role also highlighted by France’s
National Authority of Health (Haute Autorité de Santé, 2021). Using validated and reliable
tools for AUD screening (Moehring et al., 2019) and detecting hazardous consumption
(Bohn, Babor, and Kranzler, 1995, p. 95; Bush et al., 1998; Foxcroft et al., 2015) are also
recommended measures because they increase screening efficiency, as shown in the
French context (Crawford et al., 2004; Gache et al., 2005; Dewost et al., 2006).

With regards to the frequency of alcohol use screening, various differences in GP
practices are likely to occur depending on the patient and on the GP him/herself (Denny et
al., 2016; Thebault et al., 2017). For instance, screening may be more frequent for people
with chronic diseases (Rosell-Murphy et al., 2015; Chatterton et al., 2022). Moreover, it has
been shown that GPs with better training may be more likely to implement alcohol-related
interventions (Kaner et al., 2001). The same can be expected for screening. Practices may
also differ in terms of the use or non-use of validated screening tools (Liu et al., 2019;
Mansfield et al., 2019), which can greatly impact the screening result (Fiellin, Reid, and
O’Connor, 2000; Larsson and Nehlin, 2016) and subsequent referral to specialized care.
Some GPs may only use blood-derived markers to screen for AUD (Wilson et al., 2011),
which is not adequate. Indeed, the usefulness of these markers in the clinical setting is a
matter for debate (Neumann and Spies, 2003; Bertholet et al., 2014; Baggio et al., 2020).
However, they can provide valuable additional data in combination with validated tools such
as the Alcohol Use Disorders Identification Test (AUDIT) (Neumann and Spies, 2003;
Dolman and Hawkes, 2005).

In the French context, there are few data documenting alcohol use screening

practices by GPs (Cogordan et al., 2020). In 2011, an extensive study of GP perspectives



regarding screening practices suggested that i) most GPs only screened patients who they
believed were likely to be at-risk, ii) the likelihood of screening depended on the easiness of
broaching this subject, and iii) few GPs used standardized questionnaires (Beck et al., 2011).

We aimed to assess the frequency of alcohol use screening by GPs in France and to
identify GPs characteristics associated with more frequent screening and greater use of
validated screening tools. We also sought to explore the reasons for patient-GP

communication difficulties concerning alcohol use.

Material and methods
Study participants

The data used in the present study came from the third wave (December 2019 to
March 2020) of the 4™ edition (2018-2022) of the multi-year French Observational Panel on
Practices and Conditions of General medicine (Le panel d’'observation des pratiques et des
conditions d’exercice en médecine générale) (Direction de la recherche, des études, de
I'évaluation et des statistiques, 2020; David, Buyck, and Metten, 2021). Data collection
targeted GPs who met all the following criteria: i) derived all or part of their income from
private practice, ii) professionally active on 1 January 2018, iii) not exclusively practicing a
specialty not recognized by the Social Security system (e.g. acupuncture, homeopathy,
addiction, psychotherapy), and iv) chosen referring physician for at least 200 patients on 1
January 2018.

Physicians were drawn at random from the national directory of health professionals
(Répertoire Partagé des Professions de Santé), with stratification by gender, age class
(under 50, 50 to 59, and 60 or older), volume of activity category (understood as the number
of consultations made in 2017 (below the first quartile, between the first and third quartile,
and above the third quartile)), GP supply density (in consultation/year/inhabitant (Vergier,
Chaput, and Lefebvre-Hoang, 2017)), and region of practice.

The survey was conducted in accordance with the Declaration of Helsinki. In line with
French law, no consent was required as the survey was anonymous. Accordingly, we did not

apply for permission.

Data collection and survey content

Data collection occurred in two phases. First, 83.3% of the expected study sample
were solicited over the internet. Approximately one month later, the 16.7% not initially
solicited over the internet were solicited by phone to participate using computer assisted
telephone interviewing, as were those previously solicited who had not responded online.

Overall, 62% of respondents responded online (David et al., 2021).



The third wave of the 4™ edition of the panel asked GPs about their opinions and
practices in terms of prevention, first globally, and then in terms of preventing addictive
behaviors. The survey content was based on a previous survey (Beck et al., 2011) and
approved by scientific collaborators including GPs. They were asked whether they had an
individual or group practice. Moreover, their involvement in preventative activities in the two
previous years was assessed using two questions. The first asked whether they had
contributed to any collective preventative activities for a specific population group (i.e., the
elderly, school children, residents of vulnerable areas, etc.) (Yes/No); the second question
asked whether they displayed prevention messages and associated material in their office in
the form of flyers, booklets, self-administered questionnaires, or videos (Yes/No). They were

also asked if they had a university diploma in addictive behaviors management (Yes/No).

Another question asked whether GPs were familiar with the ‘early identification and
brief intervention’ (Repérage Précoce et Intervention Bréve, called RPIB in French) for the
screening and care of persons using tobacco, alcohol or cannabis (Yes and you use it for
patients with at least one of these three risks/Yes, but you do not use it/No you are not
familiar with it). The RPIB is recommended by the French National Authority for Health
(Haute Autorité de Santé, 2014). In addition, they were asked whether existing monetary
incentives based on public health objectives (rémunération sur objectifs de santé publique,
called ROSP in French) had encouraged them to propose the RPIB to at-risk patients more

often (Yes/No/Not aware this remuneration existed).

They were also asked whether, before the survey, they knew what the recommended
low-risk alcohol consumption guidelines were; the latter were then listed in the online
guestionnaire and over the phone (Answer modalities: Yes, the new ones/Yes, the previous
ones/No, none). Issued in 2017, the new guidelines are i) not to exceed 10 standard drinks
per week, ii) not to consume more than 2 drinks per day, and iii) have abstinent days in the
week (Institut National du Cancer and Santé Publique France, 2017). The previous guideline
was not to exceed 2 or 3 drinks per day for women and men, respectively. Participants were
asked whether, in the previous 12 months, they had contacted a structure specialized in
addiction to refer a patient or to seek advice on patient treatment (Yes/No). Specialized
structures referred to addiction care, support and prevention centers (CSAPA in French, they
are multidisciplinary structure whose mission is to provide prevention and care for people
suffering from substance use disorders) and to hospital services specialized in addictive

behaviors.

GPs were asked whether in their opinion it is part of the physician’s role to initiate
discussions with at-risk patients in order to offer help in reducing or stopping alcohol

consumption (Yes, absolutely/Yes, somewhat /No, not really/No, absolutely not). They were



also asked if they personally felt comfortable discussing how to reduce or stop alcohol
consumption with at-risk patients (Yes, absolutely/Yes, somewhat /No, not really/No,
absolutely not). Those who answered ‘No’ (any modality) were then asked to indicate the
difficulties they felt from a list of ten possibilities designed by scientific collaborators including
GPs (several choices were possible).

Study outcome definitions

The two study outcomes were screening frequency for at-risk alcohol consumption
and the use of standardized tools when screening. To build the first outcome, we asked the
following question: “How often do you screen your patients for at-risk alcohol consumption?”
(Systematically and repeatedly for all patients/Systematically but only once per patient/Only
for certain patients that | consider to be at risk (warning signs, life events, etc.)/l never screen
for alcohol consumption/l don’t know/I refuse to answer). Participants who answered ‘| refuse
to answer’ were excluded from all analyses. Those who answered ‘I do not know’ were
coded as ‘never’. Participants were therefore classified according to their answer as
‘Screening systematically, repeatedly per patient’, 'Screening systematically, once per

patient’, ‘never screening’, and ‘screening only certain patients’.

To build the second outcome we asked the following question: “In the past year, for
patients who you suspected had at-risk alcohol consumption, how often did you ask them
about their alcohol consumption using tools such as questionnaires or standardized scales to
assess the level of consumption or dependence (e.g., AUDIT or FACE questionnaires)?”
(Most of the time/ Sometimes/ Never). FACE stands for Fast Alcohol Consumption
Evaluation (Dewost et al., 2006).

Statistical analyses

Respondent data were weighted using calibration on margins (Vanheuverzwyn and
Roy, 2001) for non-return (i.e., GP contacted but not reached) and non-response (GP
solicited but declined participation) and adjusted for stratification variables (age, volume of
activity category, gender, region of practice, and GP density). Weighting these data ensured
that the sample was representative of the target population with respect to these variables.
All statistical analyses were conducted on these weighted data, including the descriptive

comparisons using the Chi-square test.

We performed multinomial logistic regressions to identify the correlates of frequent
screening for at-risk alcohol consumption and of frequent use of standardized tools. We
chose multinomial models to identify potential differences between factors associated with
different levels of frequency. Only variables with a liberal p-value < 0.20 (Wald test) in the

univariable analyses were considered eligible for the multivariable models. The final



multivariable models were built using a backward procedure, and the likelihood ratio test (p-

value < .05) was used to define the variables to keep in the final models.

Analyses were performed with Stata software version 17.0 (StataCorp LP, College
Station, TX, USA).

Results
Study sample characteristics

Response rate was of 73%. The weighted characteristics of the study sample are
provided in Table 1. Most of the sample (n=2412) were men (61.2%), 32.7% were under 50
years old, and 27.7% were 60 or over. Of the whole sample, 54.8% of participating French
GPs systematically screened their patients for at-risk alcohol consumption (42.8% screened
their patients systematically and repeatedly, and 12.0% screened them only once), while
0.9% never did. Half (48.0%) never used standardized tools to screen suspected at-risk

patients, while 14.4% did so most of the time.

For the screening frequency outcome, because of the very low occurrence of ‘never
answers, we merged the modalities ‘never’ with ‘only in certain patients’, to make a ‘never

screening or screening only certain patients’ modality.

Factors associated with screening frequency

Factors associated with screening frequency are provided in Table 2.

As compared with the response ‘never screening or screening only certain patients’
(reference answer), the following factors were associated with systematic and repeated
screening after multiple adjustment: i) being familiar with and using the RPIB (vs. no
familiarity), ii) being familiar with the new recommended thresholds for at-risk alcohol
consumption (vs. no familiarity), iii) fully agreeing (modality ‘absolutely’) that it is part of the
physician’s role to initiate discussions with patients identified with at-risk consumption in
order to offer them help in reducing or stopping their alcohol consumption, and iv) feeling
absolutely comfortable talking with patients identified with at-risk consumption about reducing
or stopping their alcohol consumption. As compared with the response ‘screening
systematically, once per patient’ (reference answer), three of these four factors (i.e., except
familiarity with new thresholds) were associated with systematic and repeated screening

after multiple adjustment (Table 2).

Factors associated with using standardized tools
The factors associated with using standardized tools (i.e., second outcome) are
provided in Table 3. More frequent use of standardized tools was associated with: i) having

been encouraged by the ROSP to screen more frequently, ii) having contributed to the



organization of collective preventative activities, iii) displaying prevention messages and
associated tools in their office, iv) being familiar with and using RPIB, v) familiarity with the
recommended thresholds for alcohol use, vi) feeling absolutely comfortable talking with
identified high-risk patients about reducing or stopping their alcohol consumption, and vii)

having a university diploma in addictive behaviors management.

Post-hoc sensitivity analyses showed that removing those who answered ‘I do not
know’ or ‘never’ (screening frequency outcome) from the study sample led to similar results

(data not shown).

Reasons for not feeling comfortable talking with patients about alcohol consumption

The two most cited reasons for not feeling comfortable discussing how to reduce or
stop alcohol with a patient (i.e., answering ‘No, not really’ or ‘No, absolutely not’ to the
relevant question), were patients’ denial that they had a problem, and a lack of self-efficacy

to change patients’ behavior (Table 4).

Discussion

In this study, 54.8% of participating French GPs systematically screened their
patients for at-risk alcohol consumption, and 49.9 % used standardized screening tools at
least sometimes. The most common barriers to screening and using standardized tools were
a lack of knowledge about screening practices and feeling uncomfortable discussing alcohol

reduction/abstinence with patients.

The screening frequency in our study was higher than that reported in previous
studies. In 2017, in a representative sample of French adults, less than 20% of participants
reported having discussed their alcohol consumption with their GP (Cogordan et al., 2020).
Similar proportions were reported in the US (Denny et al., 2016). In a previous French study,
people with AUD considered that the lack of systematic screening was a lost opportunity to
discuss the issue of alcohol consumption (Coste et al., 2020).

A French study in 2008-2009 found that 23.0% of GPs systematically screened their
patients at least once (Beck et al., 2011), a much lower percentage than in our study
(54.8%). That same study found that 13% of GPs used standardized tools (Beck et al.,
2011), which was higher than the 8.1% found in a French-Swiss 2015 study (Sebo et al.,
2017), but still much lower than the 49.9% in our present study. Accordingly, although
wording differences and other possible biases limit the comparability of these studies, it
would appear there has been an increasing trend in alcohol consumption screening by GPs

during the last decade. A few factors may explain this improvement.



First, there may have been a gradual shift toward recognizing AUD as an illness. A
recent meta-analysis suggested that in the past people with AUD were less likely to be
considered ill by the public as compared to other substance users (Kilian et al., 2021); GPs
may be at the front edge of this change in perception. Rouillon et al. showed that among a
sample of French residents either working as GPs and teaching GPs, people with AUD were
considered less responsible (on a scale from “fully victim” to “fully responsible”) for their
substance use disorder than tobacco users with a tobacco use disorder (Rouillon et al.,
2021).

Second, legislative changes to French healthcare were implemented in 2004 (The
French Parliament, 2004a, p. 806, 2004b; Paraponaris, 2007) whereby GPs were placed at
the core of public health care and health prevention. A decade later, GPs were officially
recognized as a cornerstone in substance use disorder detection and care, as illustrated by
the 2015 guidelines of the French Alcohol Society (Rolland et al., 2017). In 2012, the ROSP
was established. Through the national health insurance system (Assurance maladie), the
ROSP granted GPs financial bonuses based on self-reported indicators of public health
objectives (Assurance Maladie, 2023). By providing RPIB to at least 60% of their patients
with at-risk drinking, GPs earned ROSP points, which were later translated into money. This

incentive was associated with the use of standardized tools in our analyses.

Third, in recent years the French national public health agency (Santé Publique
France, 2019) and the now dissolved National institute of prevention and health education
(Institut national de prévention et d'éducation pour la santé) implemented national

communication plans on addictive behaviors targeting GPs (Bourdillon, 2015, 2016).

The increase in the frequency of alcohol consumption screening which we found
reflects developments in Sweden (Lundin, Hallgren, and Danielsson, 2019), where GPs also
constitute the gateway to the health system (Sanchez-Sagrado, 2016).

In our study, systematic screening was associated with the belief that it is part of the

GP’s role to initiate discussion about alcohol consumption. Specifically, 80.3% of our sample
replied ‘absolutely’ when asked about this; this percentage is likely to rise in the future for the
three above-mentioned reasons. A recent study in Switzerland also reported strong
agreement by GPs that initiating discussion was part of their role (Cohidon et al., 2019). The
likelihood of frequent screening was also associated with feeling comfortable about
discussing alcohol consumption with patients. However, although approximately 60% replied
‘absolutely (comfortable)’, 7.4% reported that they were “not really” or “not at all” comfortable
with it. The most cited reasons given for not feeling comfortable were patients’ denial that

they had a problem, lack of self-efficacy to change patient behavior, and feeling insufficiently



trained to discuss this issue. The combined figure of 92.2% for those who felt somewhat of
absolutely comfortable reflects results from a study of GPs in Australia (Wilson et al., 2021).
These results suggest that most French GPs now feel comfortable with having such

discussions.

Our findings on patient denial also reflect previous work (Probst et al., 2015). Asking
more specific questions about alcohol use, for example questions included in standardized
tools, would most likely improve the identification of individuals with AUD (Paul et al., 2014;
Manthey et al., 2015; Schuckit et al., 2020). However, there is also a need to identify ways of
initiating discussion on alcohol use with people that are reluctant to do so (O’'Donnell et al.,
2018; Rosaério et al., 2021), including outside the screening framework. Indeed, screening
guestions may be considered at first glance as intrusive (Brady et al., 2002; Mackridge et al.,
2016; Walmsley et al., 2021).

In terms of GP lack of self-efficacy to change patient behavior, our results echo those
in a study of Irish GPs, where almost half of the study sample did not believe they could help
patients to reduce their alcohol consumption (Collins, Finegan, and O’Riordan, 2018). One

might expect that this feeling will become less prevalent over time through better training.

The issue of a lack of GP training in screening for hazardous drinking has been
previously reported and documented in France and Europe: the better GPs are trained, the
more easily they can accurately screen for hazardous drinking and/or manage hazardous
drinking (including AUD) care (Geirsson, Bendtsen, and Spak, 2005; Anderson et al., 2014;
Thebault et al., 2015; Andler et al., 2018; Romero-Rodriguez et al., 2020). In our analyses,
the impact of training was revealed through three different factors: knowledge of RPIB,
knowledge of alcohol thresholds, and having a university diploma in addictive behaviors
management. Similarly, a German study highlighted that knowledge of the country’s official
alcohol care guideline was associated with screening (Frischknecht et al., 2022). Training is
key to involve GPs in more frequent screening (Babor et al., 2004); further research should
identify the most effective training formats (van Beurden et al., 2012; Stoner, Mikko, and
Carpenter, 2014).

In addition to training-related factors and feeling comfortable discussing the issue of
alcohol with patients, another correlate of more frequent use of standardized tools was an
interest in prevention. One can therefore expect that continued emphasis on the key role of
GPs in prevention will facilitate the adoption of good screening reflexes by these same
professionals. Furthermore, GPs with previous experience in prevention practices may be

more receptive to recommendations which encourage the use of standardized tools.



Our results on financial incentives also suggest that some GPs were encouraged to
provide RPIB by the financial attractiveness of ROSP. Incentives for GPs may be acceptable
for patients under some circumstances (Jelovac and Polomé, 2017), but not all GPs have
sufficient resources (e.g. administrative support) or time to follow the required procedures in
order to benefit from them (Kecmanovic and Hall, 2015). While financial incentives to
encourage at-risk alcohol consumption screening may indeed lead to better screening rates
(O’Donnell et al., 2016), this positive effect may be time-limited and fade after the incentive is
withdrawn (Meier et al., 2021). One way to maintain this effect would be to maintain the
incentive. Others may also be implemented after withdrawal, such as providing GP feedback
on their screening rates, (Hocking et al., 2022). Further studies should be conducted on the
cost-effectiveness and long-term effectiveness of financial incentives in order to explore in
detail the extent to which they and other strategies, such as training and support, are

beneficial for screening practices (Angus et al., 2019).

One of the strengths of the present study is the recruitment design, which ensured
representativeness of French GPs. Another is that instead of only focusing on objective data
or measurements, we also collected data on personal representations. Having the latter
ensured a more in-depth interpretation of data, as major behavioral mechanisms were
highlighted. For instance, the impact of role legitimacy, which cannot be derived from an
objective measurement, was highlighted. This provided perspectives on how to improve the
outcome in the future. Moreover, these factors may differentially influence real-world
practices. Another strength is that GPs were involved in the survey design; this ensured that

the questions asked were pertinent.

In terms of study limitations, we did not assess the effects of GP alcohol consumption
on screening practices. These effects were previously highlighted in the French context, with
the frequency of consumption by GP being inversely associated with the likelihood of
screening and of recommending pregnant women to quit drinking (Andler et al., 2018).
Moreover, we based our analyses on self-reported data, given that it is difficult to obtain an
objective measurement of the screening rate. Data on post-screening actions taken by GPs
(i.e., treatment or referral), which was outside the scope of this study, would be informative in

future work to assess public health impact of such practices.

Conclusion

To conclude, we found higher rates of screening for hazardous alcohol use and
higher rates of the use of standardized tools by French GPs than in previous studies. The

barriers to screening and use of standardized tools which we identified highlight the major



role of training in increasing screening frequency and the use of standardized tools by GPs.

The role of financial incentives in this context warrants further exploration.



Table 1. Study sample characteristics according to screening frequency for at-risk alcohol consumption (n=2412)

Systematically

Only in certain
patients that

Colu Colum and repeatedly Systematically you consider to You never do
n % but only once . this type of p-
N mn : for each of , be at risk .
% (weight your patients per patient (warning signs, screening valuet
ed) t o % lif ts. et %
0 ife events, etc.)
%

Gender 0.116
Men 1353 56.1 61.2 59.5 61.6 61.9 76.2
Women 1059 439 38.8 40.5 38.4 38.1 23.8
Age (years) <0.001
<50 1040 43.1 327 29.5 45.1 32.9 24.2
50-59 752 31.2 39.6 42.8 30.4 38.4 49.1
>60 620 25.7 27.7 27.7 24.5 28.7 26.8
GP density§ 0.889
Practice in an area with 2.8 ormore 4755 747 89,6 89.2 90.0 89.7 92.5
consultations per year per inhabitant
Practice i_n an area with Ies_s than 2.8 624 259 104 10.8 10.0 10.3 75
consultations per year per inhabitant
Volume of activity category" 0.171
< first quartile 664 275 233 23.9 21.0 23.3 29.3
2 first and < third quartile 1249 51.8 51.0 51.1 57.2 49.0 51.8
> third quartile 499 20.7 25.7 25.1 21.7 27.7 18.9
Have you a university diplomain 0.003%
addictive behaviors management? §
No 2371 98.3 984 97.3 99.3 90.1 100
Yes 41 1.7 1.6 2.7 0.7 0.9 0
Current practice: 0.001
Individual 750 31.2 4138 45.0 35.0 39.9 59.4
Group 1655 68.8 58.2 55.0 65.0 60.1 40.6




In the last two years, have you
contributed to the organization of
collective preventative activities as
part of your professional activity?
No

Yes

Do you display prevention
messages and associated material
in your office in the form of flyers,
booklets, self-administered
guestionnaires, or videos?

No

Yes

In the last 12 months, have you
contacted a structure specialized in
addiction to refer a patient or to
seek advice on patient treatment?
No

Yes

Are you familiar with the ‘early
identification and brief intervention’
approach? t+

Yes, and you use it

Yes, but you do not use it

No, you are not familiar with it
Before this survey, did you know
the new or old recommended
thresholds for alcohol use in
France?

No, none

Only the old ones

New ones

1895
517

329
2077

223
2189

599
269
1506

362
555
1489

78.6
21.4

13.7
86.3

9.3
90.8

25.2
11.3
63.4

15.1
23.1
61.9

83.8
16.2

14.9
85.1

9.9
90.1

22.4
10.8
66.8

15.9
23.4
60.7

82.5
17.5

13.4
86.6

8.2
91.9

26.5
12.3
61.2

12.6
21.2
66.2

84.9
151

14.0
86.0

12.4
87.6

23.0
6.4
70.6

13.5
23.6
62.9

84.7
15.3

16.0
84.0

10.1
89.9

18.8
10.5
70.7

18.6
26.3
55.1

93.5
6.5

27.0
73.0

27.8
72.2

11.3
11.3
77.4

44.9
11.3
43.8

0.317§

0.046

<0.001

<0.001

<0.001




Would you say that it is part of the
physician's role to initiate
discussions with patients identified
as having high-risk consumption in
order to offer help in reducing or
stopping their alcohol use?

Yes, absolutely

Yes, somewhat

No, not really / no, absolutely not

Do you personally feel comfortable
talking with patients identified as
having high-risk consumption
about reducing or stopping their
alcohol use?

Yes, absolutely

Yes, somewhat

No, not really / no, absolutely not

Do you think that the ‘Remuneration
on Public Health Objectives’ has
enticed you to propose the brief
intervention approach to patients
who smoke or drink alcohol? $%

No
Yes

Not aware of such remuneration

How often do you screen your
patients for at-risk alcohol
consumption?

Systematically and repeatedly for each
of your patients

Systematically but only once per
patient

1985
399
21

1444
777
189

1416
833

135

1051

319

82.5
16.6
0.9

59.9
32.2
7.8

59.4
34.9

5.7

43.6

13.2

80.3
19.0
0.8

60.5
32.1
7.4

58.2
35.3

6.5

42.8

12.0

88.4
11.2
0.5

74.1
23.4
2.4

34.4
60.0

5.6

74.0
25.5
0.5

54.6
40.2
5.2

36.8
59.8

3.5

74.8
24.7
0.5

48.8
38.5
12.7

36.8
55.6

7.6

58.6
24.9
16.5

53.8
31.0
15.2

14.0
65.9

20.1

<0.001

<0.001

<0.001




Only for patients that you consider to

be at risk (warning signs, life events, 991 41.1
etc.)

You never do this type of screening 20 0.8
| refuse to answer 5 0.2
| do not know 26 1.1

Of the patients who you suspected
had at-risk alcohol consumption in
the past year, how often did you ask
them about their drinking using
standardized tools?

Most of the time 348 144
Sometimes 907 37.6
Never 1157 48.0

43.1 -

0.9 -

11 -

14.3 19.0
35.6 35.2
50.1 45.8

<0.001
12.2 10.0 18.1
30.8 38.5 12.8
57.0 51.5 69.1

t Respondent data were weighted for non-return (GP not reached) and non-response (GP solicited but who declined participation), and

for stratification variables (age, volume of activity category, gender, region of practice, and GP density).

$Chi-square test

§ Density calculated based on GPs under 65 years of age (Vergier et al., 2017)

9 Number of consultations in 2017

ttThe Repérage Précoce et Intervention Bréve (RPIB in French) is recommended by the French National Authority for Health (Haute

Autorité de Santé) (Haute Autorité de Santé, 2014).

tfRémunération sur Objectifs de Santé Publique (ROSP in French) are monetary incentives provided to physicians by the Social

Security system if they reach certain medical and economic targets.

§§ For these two variables, participants who answered that they never performed this type of screening were excluded, in order to be

able to then perform the Chi-square test (i.e., to be able to meet the minimal number of observations condition in each cell).



Table 2. Factors associated with screening frequency for alcohol consumption (multinomial regression, n=2,358)

Are you familiar with the ‘early identification and
brief intervention’ approach?+

Yes, and you use it

Yes, but you do not use it

No, you are not familiar with it (ref.)

Before this survey, did you know the new or old
recommended thresholds for alcohol use in France?
No, none (ref.)

Only the old ones

New ones

Would you say that it is part of the physician's role
to initiate discussions with patients identified as
having high-risk consumption in order to offer help
in reducing or stopping their alcohol use?

Yes, absolutely

Yes, somewhat/ no, not really/ no, absolutely not (ref.)
Do you personally feel comfortable talking with

patients identified as having high-risk consumption
about reducing or stopping their alcohol use?

Yes, absolutely

Screening
systematically,

Screening
systematically,
repeatedly per

Screening
systematically,
repeatedly per

once per patient patient . )
. . patient (ref:
s(crrfér?iﬁvegr sc(:rreef.er?iivegr screening
ning ning systematically,
screening only screening only
. : . once per
certain patients) certain atient) §
patients) § P
aOR [95% CI]  p-valuet aOR[95% CI]  p-valuet aOR[95% CI] p-valuet
1.15[0.72-1.85] 0.548 1.50[1.08-2.10] 0.017 1.30[0.83-2.05] 0.257
0.54 [0.27-1.07] 0.078  1.22[0.78-1.92] 0.386 2.25[1.13-4.49] 0.022
1 1 1
1 1 1
1.38[0.70-2.72] 0.352  1.29[0.82-2.03] 0.278 0.93[0.46-1.88] 0.847
1.63 [0.88-3.03] 0.119 1.64[1.11-2.41] 0.013 1.00[0.53-1.90] 0.994
0.83[0.51-1.37] 0.473  1.68[1.14-2.49] 0.009 2.02[1.19-3.43] 0.009
1 1 1
1.32[0.88-1.99] 0.176  2.63[1.96-3.52] <0.001  1.98[1.31-3.00] 0.001




Yes, somewhat/ no, not really/ no, absolutely not (ref.) 1 1 1

t Respondent data were weighted for non-return (GP not reached) and non-response (GP solicited but who declined participation), and

for stratification variables (age, volume of activity category, gender, region of practice, and GP density).

1 The Repérage Précoce et Intervention Breve (RPIB in French) is recommended by the French National Authority for Health (Haute
Autorité de Santé) (Haute Autorité de Santé, 2014).

§ Only the reference group differs between those two regressions.



Table 3. Factors associated with frequency of use of standardized tools to screen for at-risk alcohol consumption (multinomial

regression, multivariable analysis)

Sometimes (ref: never) Most of the time (ref: never)
aORft 95% ClI p-value aORt 95% ClI p-value

Have you a university diploma
in addictive behaviors
management

No (ref.) 1 1

Yes 1.34 0.51-3.53 0.555 7.14 2.42-21.04 <0.001
In the last two years, have you

contributed to the organization

of collective preventative

activities as part of your

professional activity?

No (ref.) 1 1

Yes 1.48 1.04-2.12 0.031 1.49 0.95-2.33 0.080
Do you display prevention

messages and associated

material in their office in the

form of flyers, booklets, self-

administered questionnaires, or

videos?

No (ref.) 1 1

Yes 2.55 1.60-4.07 <0.001 2.18 1.22-3.91 0.009
Are you familiar with the ‘early

identification and brief

intervention’ approach?%

, 1.63 1.15-2.30 0.006 2.37 1.52-3.69 <0.001
Yes and you use it

Yes, but you do not use it 1.25 0.81-1.94 0.316 0.97 0.51-1.84 0.915
No, you are not familiar with it
(ref.)



Before this survey, did you
know the new or old
recommended thresholds for
alcohol use in France?

No, none (ref.) 1 1
Only the old ones 1.66 1.02-2.70 0.040 0.99 0.49-2.02 0.983
New ones 1.76 1.15-2.71 0.009 1.58 0.86-2.93 0.142

Do you personally feel

comfortable talking with

patients identified as having

high-risk consumption about

reducing or stopping their

alcohol use?

Yes, absolutely 1.02 0.77-1.36 0.887 1.89 1.25-2.85 0.002
Yes, somewhat / no, not really /
no, absolutely not (ref.)

Do you think that the
‘Remuneration on Public Health
Objectives’ has enticed you to
propose the ‘early identification
and brief intervention approach’
to your patients who smoke or
drink alcohol? §

No (ref.) 1 1
Yes 1.41 1.05-1.90 0.022 1.83 1.23-2.71 0.003

Did not know there was any such 095 051-1.80  0.886 1.67 0.73-3.83 0.225
remuneration

t Respondent data were weighted for non-return (GP not reached) and non-response (GP solicited but who declined participation), and
for stratification variables (age, volume of activity category, gender, region of practice, and GP density). For the outcome, ‘never’ is taken as

reference.



t The Repérage Précoce et Intervention Bréve (RPIB in French) is recommended by the French National Authority for Health (Haute
Autorité de Santé) (Haute Autorité de Santé, 2014).

§Rémunération sur Objectifs de Santé Publigue — ROSP in French - are monetary incentives delivered by Social Security to physicians

according to the fulfilment of certain medical or economic targets.



Table 4. Reasons for not feeling comfortable talking about alcohol consumption with patients identified as having high-risk

consumption (n=189)

N % % (weighted) t
The patients concerned are often in denial about 144 76.2 813
this type of use
You d(_) not conS|d_er yqurself gﬁectlve enough at 116 61.4 574
changing your patients’ behavior
Yo_u do not consider yourself to be sufficiently 104 550 48.2
trained
You feel that no professional or specialized
structure is close enough or can consult patients 85 45.0 36.8
in a reasonable timeframe
You dg not have the time to specifically address 81 429 478
these issues
YOL_J lack the tools to help you manage these 63 333 34.9
patients
You feel that addressing these issues may alter 42 29 2 26.1

your relationship with the patients concerned
You are not aware of any professional or
specialized structure that can help you manage 28 14.8 14.1
the patients concerned

You dg not feel you can legitimately address 20 10.6 99
these issues

Other difficulties 20 10.6 9.8

t Respondent data were weighted for non-return (GP not reached) and non-response (GP solicited but who declined participation), and

for stratification variables (age, volume of activity category, gender, region of practice, and GP density).
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