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Experience of staff  
 

 

Study Sampling strategy Design/method Population/diagnosis Results Limitations 

Aira et al., 2003 
(FINLAND)  

Four mental health 
centres representing rural 
and town communities 
were selected 

Physicians took part in a 
qualitative semi-structured 
interview, based around a loose 
interview schedule. 
 
All interviews were conducted 
by the same researcher. 
Interviews were audio recorded 
and transcribed 

N = 36, mean age 42 years  
 
Practicing physicians from four 
primary health care centres  

The following factors influenced the initiation of 
alcohol discussion: 
 
If patients did not bring up the issue themselves, 
physicians found it awkward. They also reported 
unease at potentially stigmatising the patient 
 
Physicians only asked about consumption when 
the consultation was in some way related to 
alcohol 
 
If physicians were aware of an alcohol problem, 
they reported having to find an appropriate 
moment in which to raise the issue 
 
Physicians reported making attempts to evaluate 
the patient based on characteristics  such as age, 
appearance and profession 
 
None of the physicians were trained to manage 
early alcohol problems during training. They 
could not define risky limits on alcohol drinking. 
None had self-help books available for patients, 
despite seeing patients who were reluctant to visit 
specialist clinics 
 
Expectations of intervention effectiveness were 
low. None of the physicians asked patients for 
follow up visits following counselling sessions, 
partly due to time constraints 
 

The interviewer was a GP, which may 
have led to potential bias during the 
interview stage in terms of guiding the 
questions 

Beich et al., 2002 
(DENMARK)  

A pragmatic study was 
conducted initially, based 
on the phenomenological 
approach 
 
GPs were recruited from 

GPs took part in individual or 
focus group qualitative 
interviews 
 
The 2-hour group interviews and 
1-hour individual interviews 

N = 24 
 
GPs from four counties in Denmark 
were interviewed 
 
All participated in the WHO project on 

GPs who tried a screening and brief intervention 
programme in their practice reported the extra 
workload of brief interventions onerous 
 
GPs had problems in establishing rapport with 
excessive drinkers located by screening 

Generalisability questioned as 
participating doctors in this study may 
have been more committed to lifestyle 
interventions than the average GP. 
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an earlier WHO brief 
intervention study 

took place 3 to 12 weeks after the 
period of pragmatic study 

implementing brief interventions for 
excessive alcohol use 

 
Many heavy drinkers resisted advice on 
modifying their drinking.  
 

Kaner et al., 2006 
(UK) 
 
Exploring GPs’ 
drinking and its 
influence on 
intervention 
practices 

Maximum variation 
sampling on basis of 
gender, work pattern, 
practice location, clinical 
experience and prior 
involvement in a brief 
alcohol intervention trial 
 
Phase 2: 70 to 90 minute 
interviews 

Semi-structured interviews 
lasting 45 to 90 minutes 
 
Analysis: saturation analysis, 
deviant case analysis  
 

N = 29 
 
GPs self-selected into the study; 
combination of gender and 
urban/suburban practices 

Shared drinking practices could increase empathy 
for their own patients, and facilitate discussion 
 
GPs’ own drinking behaviour could also serve as 
a ‘benchmark’ wherein patients’ drinking could 
be measured against their own alcohol 
consumption, and only those drinking more 
would be labelled ‘at risk’ 
 
Subjective judgements about determining risky 
behaviour, thus some GPs draw on own drinking 
experience to initiate discussions 
 
Primary care nurses overlook patients whose 
drinking behaviour was similar to their own 
 

Subjects were selected to maximise the 
variation of perspectives and achieve 
saturation of views, so findings may not 
generalise to other health contexts or 
cultures 
 
Subjects also self-selected (may have 
had particular interest or alcohol/ 
research) and may represent views of 
GPs overall 

Lock, 2002 (UK)  The study used a 
combination of 
convenience and 
purposive sampling 
 
The sample consisted of 
nurses from practices in 
the UK that had 
previously been invited to 
participate in an 
implementation trial of 
GP-led brief alcohol 
intervention 
 

Semi-structured in-depth 
interviews based on a flexible 
topic guide 

N = 24 
 
Primary health care nurses from GP 
practices in the UK (northeast) 
 
All nurses had experience with alcohol-
abusing patients and with delivering 
alcohol-specific interventions 

Nurses felt that there was little training available 
for working with alcohol interventions 
 
There were many barriers to working on alcohol 
interventions including fears about provoking 
negative reactions, losing rapport with patients, 
confusion about conflicting messages concerning 
alcohol consumption and health, reticence about 
tackling a socially sensitive issue, health 
professionals’ own use of alcohol and inadequate 
training and higher prioritisation of other health 
issues over alcohol 

The attitudes in the northeast do not 
necessarily reflect the view of nurses 
across England 
 
There was open access to the data and 
discussion between authors, reducing 
anonymity and leading to speculation 
regarding the interviews 
 

Vandermause, 
2007 (US)  

Participants recruited 
from a list of advanced 
practice nurse prescribers 
 
A random selection of 
participants were given 
the chance to participate 
and were sent a postal 

Opening question followed by a 
narrative and in-depth 
interviews 
 
Analysed using Heideggerian 
hermeneutic research methods 

N = 23 
 
US practice nurse prescribers who had 
worked in primary care 

Nurses understood the prevalence of overuse, but 
struggled to name alcohol-use disorder for fear of 
seeming judgemental 
 
Nurses could not delineate the cause of alcohol 
problems and approached treatment in a variety 
of ways. Some used screening tools routinely, but 
otherwise they were rarely mentioned 

Unclear how much experience with 
alcohol-misusing patients the nurses 
had 
 
Interviews conducted face-to-face, 
leaving room for social desirability bias 
 
Small sample, non-generalisable 
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invitation  
Personal experiences and the perceived 
acceptability of alcohol use greatly influenced 
diagnostic patterns 
 
Unique styles were developed to fit given 
situations 

 
Not clear what questions were asked, or 
whether all participants received the 
same topics for conversation. 

Vandevelde et al., 
2003 (BELGIUM)  
 
Cultural 
responsiveness in 
substance-misuse 
treatment 

Purposive sampling.  Semi-structured interviews 
open-ended 
 
Professionals participated in 
focus groups  
 
 

N = 11 professionals 
 
N = 11 service users 
 
Representing substance-misuse 
treatment centres in Ghent and suburbs 
 
Study focused on population that has a 
Turkish, Moroccan, Tunisian or 
Algerian ethnic background, which 
reflected distribution of these 
subgroups in general population 

Professionals/service users regarded 
communication difficulties most important – 
notions of honour and respect made it difficult to 
talk openly about emotional problems 
 
Small structural changes (for example, 
incorporating words from service users’ mother 
tongue) may facilitate change 
 
Absence of ethno-cultural peers in substance 
misuse treatment facilities, mostly Western staff. 
Would be beneficial to have more culturally 
diverse staff 
 
Professions suggest working through medical 
dimension which might facilitate treatment of 
minority clients (as emotional problems most 
often expressed through physical symptoms) 
 

Limited to experience of certain ethnic 
backgrounds only 
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