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Objectives: To identify the proportion of the population that had experienced that alcohol was addressed in health care the previous year, to explore experiences and perceived effects of addressing alcohol, and to investigate the proportion of risky drinkers in the population.
Methods: Cross-sectional national web-based survey with 1,208 participants. Socio-demographic data, alcohol consumption (AUDIT-C), and experiences with alcohol conversations were investigated.
Results: Approximately four in five respondents had visited health care the past 12 months, and one in six reported having experienced addressing alcohol. Women and older respondents were less likely to report having experienced alcohol conversations compared to other groups. Risky drinkers were not more likely to have experienced an alcohol conversation, but reported longer duration of alcohol conversations and more frequently perceived addressing alcohol as awkward or judgmental. Almost a third of respondents were classified as risky drinkers.
Conclusion: The proportion experiencing addressing alcohol in routine health care is low, also among risky drinkers, and risky drinkers more frequently experienced the conversations as judgmental. More sensitive and relevant ways of addressing alcohol in health care is needed.
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INTRODUCTION
Alcohol constitutes a major public health problem worldwide, and addressing alcohol use in routine health care (i.e., primary or secondary health care other than alcohol or drug treatment settings) remains a considerable challenge [1–4]. Whilst the literature shows small-to-moderate effect sizes on average for screening and brief intervention (SBI) in routine health care, the potential public health impact is high if widely implemented [5–7]. Addressing alcohol typically involve screening for risky or harmful drinking, information on health risks of alcohol and advice to help patients cut down (brief interventions) [7]. The aim is to reduce alcohol consumption and related harm in patients not actively seeking help for their drinking, and occurs when the main purpose of the health care visit is something else [7].
The implementation of alcohol SBI in everyday practice has been low, due to barriers related to the views of individual health care professionals (HCPs), as well as a range of organisational factors [2, 8–10]. One important barrier concerns HCPs’ preconceptions of alcohol as a sensitive and stigmatising topic, potentially affecting the doctor-patient relationship if brought up [8, 11, 12]. Few studies have investigated patient’s experiences of addressing alcohol in routine health care, although recent studies in Sweden, England and the Netherlands suggest that patients are more open to addressing alcohol than HCPs expect [13–15]. An interview study 1 week after a hospital stay, of patients without previous alcohol use disorder but admitted with an alcohol-related condition, found that a majority of participants were positive to HCPs raising the topic of alcohol and offering a brief intervention by an alcohol care team [16]. There is also evidence that elderly patients, patients with lower socioeconomic status (SES), and risky drinkers, may be less positive to HCPs raising the topic of alcohol [13, 16].
Until 1990, alcohol consumption in Norway was low compared to other parts of Europe, with 4–5 L pure alcohol sold per person aged 15 years and older. By 2018, the annual per capita pure alcohol litres sold had increased to over 6 L per person, excluding non-registered consumption [17]. This increase may partly be related to increased affordability (higher incomes and lower alcohol taxation) and increased availability (three-fold increase in wine monopoly outlets from late nineties to 2017) [18]. Alcohol guidelines in Norway have focused on specific patient groups, e.g., pregnant women, patients with drug problems and comorbid mental disorders, and patients in medical and surgical hospital wards [19, 20]. Further, the Norwegian Ministry of Health and Care Services has issued mandates ordering hospitals to implement routine screening for alcohol and drug problems in medical and surgical wards, and, when necessary, refer patients to specialised treatment [21]. These mandates, first issued in 2013, did not include any specific guidance on how to address alcohol, and the uptake of routine screening for alcohol and drug problems in hospitals is still low (unpublished data, article submitted).
There is limited knowledge of how alcohol is addressed in routine health care and of the effects on drinking patterns, quality of life and health status. However, experiencing an alcohol conversation may positively affect risky drinker’s attitudes towards such preventative conversations [22]. We need a better understanding of patient’s perspectives and experiences, but nation-wide data on the proportion of risky drinkers in Norway is lacking, and no study has explored the proportion of the population who has experienced addressing alcohol in health care, how it was experienced, and the perceived effects of addressing alcohol.
The aims of this study were: 1) to identify the proportion of the Norwegian population that had an alcohol in health care during the previous year; 2) to explore individual’s experiences with these conversations; and 3) to investigate the proportion of risky drinkers in the population.
METHODS
Study Population
A cross-sectional, nationally representative sample of 6,000 adults aged 18–88 years was randomly drawn from a web-panel of 30,000 participants (i.e., representative of age, sex, region of residence and size of municipality). Of these, 1,208 responded before recruitment was terminated. Response Analyse, a company specializing in survey research, performed the survey and the comparisons with national data on the time of the survey (December 2018). The gender balance of the responders was identical to the national population (49.7% women). There were fewer younger respondents than expected (18–24 years, 11.5% in the survey vs. 14.7% nationally) and slightly more responders in the oldest age group (65+ years, 20.8% in the survey vs. 19.4% nationally). For other age groups, the differences were less than 1%.
Design and Data Collection
This study is part of an international project exploring attitudes towards and experiences with alcohol conversations in routine health care in Europe [13–15]. We aimed to recruit a minimum of 1000 respondents, based on population size (5.3 million inhabitants in 2018), and margins of error. Closing the survey was a manual procedure, and 1208 individuals had responded when the survey was closed after 2 weeks. Data was collected from the 7th to the December 20th, 2018 by means of a web-based questionnaire, accessed by the participants via a unique link provided in an e-mail invitation. No reminders were sent. Participants had previously consented to be part of the web panel of 30.000, and they consented to this specific study by actively accessing the link and answering the questionnaire.
Questionnaire
We translated the questionnaire from English, and repeatedly tested and adjusted by comparing with the Swedish version. The questionnaire consisted of 16 questions regarding socio-demographic data, alcohol consumption, attitudes towards and experiences with alcohol conversations in routine health care. Education was reported in one of five categories (basic or secondary school; 1–3 years college/university; 4–5 years college/university; six or more years of college/university; PhD or specialist qualification from college/university). We collapsed the three highest categories into one (four or more years of college/university) in the analyses. Current occupational status was reported in one of eight categories (employed, student, unemployed, long-term sick leave, retired, parental leave or other leave, self-employed, other). Sociodemographic characteristics, health care visits and drinking status are reported in Table 1.
TABLE 1 | Respondent’s socio-demographic characteristics, health care visits and conversations about alcohol in health care, and drinking characteristics (weekly alcohol consumption g/week; Frequency of HED occasions) in implementation of Acohol Prevention Study, Norway 2018.
[image: Table 1]Alcohol consumption was measured using the three-item Alcohol Use Disorders Identification Test–Consumption (AUDIT-C), and three alcohol consumption categories were constructed: abstainers; low risk drinkers; and risky drinkers [23]. AUDIT-C consists of the first three questions in AUDIT, measuring alcohol consumption. The complete Alcohol Use Disorders Identification Test (AUDIT) consists of ten questions, assessing harm and addiction in addition to consumption, but with ten questions, it was less likely to be embedded into general history questionnaires [23]. Respondents reporting no alcohol consumption in the previous 12 months were classified as abstainers. Low risk drinking was defined as a weekly consumption of up to 14 standard drinks per week for men and up to nine drinks per week for women, and/or heavy episodic drinking (HED), on no more than a monthly basis. HED was defined as consuming five drinks or more per occasion for men or four drinks or more for women. Risky drinking was defined as consumption above these levels. One standard drink equated to 12 g of pure alcohol, as in previous research [15].
One item asked participants weather they had visited their health care centre in the past 12 months, with response options: “no”, “yes, once” or “yes, more than once”. Respondents who answered “no” did not receive further questions. The question concerning whether alcohol use was addressed in health care in the past 12 months was answered with “no”, “yes, once” or “yes, more than once”. Respondents who answered “no” did not receive further questions.
One item investigated the duration of alcohol conversations including four response options: less than 1 min, 1–4 min, 5–10 min, and more than 10 min. In Table 2, the categories 5–10 min and more than 10 min has been collapsed. Respondents with more than one conversation about alcohol were asked to report the average duration. To investigate perceived contents of the conversation, the respondents were asked to respond “yes” or “no” to each of five different items: information about health consequences; how much alcohol they usually drank; whether they wanted to cut down; advice on how to cut down; and written information about alcohol. Perceptions of the alcohol conversations were assessed by four items with a four-item Likert response scale, ranging from “do not agree” to “agree completely”. The four statements included: “it provided valuable knowledge”, “it was informative”, “it was routine”, “it felt awkward”, “it was irritating”, “it was offensive”, and “it felt judgmental”.
TABLE 2 | Health care visits and conversations about alcohol in the healthcare in Norway among the abstainers, low risk drinkers, and risky drinkers. Implementation of Acohol Prevention Study, Norway 2018.
[image: Table 2]Perceived effects of alcohol conversations were assessed with six statements, using a similar four-item Likert scale. The following statements were used: “it had no effect at all”, “it made me think about my drinking”, “it gave me a better understanding of alcohol’s health risks”, “it led to a reduction in my drinking”, “it led to an increase in my drinking”, and “it made me think about a friend’s drinking”.
Statistical Methods
Descriptive statistics are presented as frequencies or as means and standard deviations. Differences in proportions between groups were examined with the chi-squared test or Fisher’s exact test. Logistic regressions were performed to examine associations between having had an alcohol conversation in the past 12 months and individual characteristics. The odds ratios (OR) of having had an alcohol conversation in the past 12 months were first estimated in a model adjusted for age and gender (model 1 in Table 3), then adjusted for age, gender, educational level, occupational status, marital status, drinking categories and number of healthcare visits in the past 12 months (model 2 in Table 3). Data were analysed using the statistical software IBM SPSS 25. Results were statistically significant at p ≤ 0.05 using two-tailed tests.
TABLE 3 | Logistic regression of having had a conversation about alcohol in healthcare in the past 12 months in Norway in function of determinants among respondents who had visited the healthcare in the past 12 months (n = 959). Implementation of Acohol Prevention Study, Norway 2018.
[image: Table 3]RESULTS
A total of 1,208 individuals responded to questions on drinking status, attitudes towards and experiences with alcohol conversations in routine health care, and their perceived effects.
Table 1 presents sociodemographic and drinking characteristics of the respondents by gender. Nearly one-third of the respondents (29.7%) were 60 years or older, and one-tenth (9.3%) were 70 years or older. Almost one third of the respondents were classified as risky drinkers (30.5%), with more than one in three men (35.4%) and just above one in four women being classified as risky drinkers (26.5%).
Characteristics of and Determinants of Alcohol Conversations in Healthcare
Eighty percent (79.4%) of the respondents had visited health care the past 12 months, and of these, one in six (16.8%) reported having had conversations about alcohol. Two or more visits in health care the past 12 months increased the likelihood of having had an alcohol conversation three-fold (OR 3.03, p < 0.001) in the multivariate model, compared to one visit. More women than men had visited health care in the past 12 months (84.9% of women compared to 72.8% of men), but a higher proportion of men reported a conversation about alcohol (18.2% of men, compared to 15.8% of women). In the multivariate logistic regression women were half as likely as men to have had an alcohol conversation (OR 0.56, p = 0.004) (see Table 3).
Results concerning health care visits and alcohol conversations by drinking categories are presented in Table 2. There were no significant differences between drinking categories with regard to health care visits, nor any significant differences between drinking categories on having had an alcohol conversation. However, risky drinkers reported considerably longer alcohol conversations than low risk drinkers and abstainers. Fifty percent of risky drinkers who had an alcohol conversation reported that it was longer than 1 min, compared to 22% of low risk drinkers and 28.6% of abstainers (p = 0.007). The difference was largest for the longest conversations.
Table 3 presents the results of logistic regressions of having had an alcohol conversation, adjusted for age and sex, and a multivariate model. The odds ratio of such a conversation shows a gradual decline with increasing age compared to the youngest age group, statistically significant for all age groups older than 40 years in the multivariate model. In this model, the odds ratio increased more than eight-fold (OR 8.62, p = 0.001) for having a conversation about alcohol for respondents on parental leave or other leave.
Experiences and Perceived Effects of Alcohol Conversations
Table 2 shows experiences, and the perceived effects, of alcohol conversations by drinking status. Of the risky drinkers, 66.1% (n.s.) compared to low risk drinkers (75.8%) and abstainers (78.6%) reported that questions about alcohol consumption was part of the conversation, while 10.7% of risky drinkers and 2.2% of low risk drinkers (p = 0.047) reported questions regarding their willingness to reduce consumption. Furthermore, 8.9% of risky drinkers and 1.1% of low risk drinkers (p = 0.038) had received advice on how to reduce consumption, and 10.7% of risky drinkers and 1.1% of low risk drinkers (p = 0.031) had received written information about alcohol.
A considerably higher proportion of risky drinkers found the alcohol conversations awkward, compared to low risk drinkers and abstainers (14.3 vs. 2.2% and 7.1%, p = 0.019). The same pattern is evident for participants perceiving the conversations as judgmental (19.6 vs. 6.6% and 7.1%, p = 0.045). Almost a quarter of risky drinkers (23.4%) reported that the alcohol conversations made them think about their drinking, compared to around 7% for low risk drinkers and abstainers (p = 0.020). However, 17.9% of risky drinkers reported that the conversation led to an increase in their drinking, compared to 4.4% of low risk drinkers and 7.1% of abstainers (p = 0.023). Other experiences and perceived effects were not significant by drinking status.
Additional analyses were performed of having had an alcohol conversation and experiencing a positive effect (“it made me think about my drinking”, “it gave me a better understanding of alcohol’s health risks”, “it led to a reduction in my drinking”). A logistic regression applying the same definition of positive effect as in Table 2 (1 = “agree completely” or 2 = “agree to a large extent” vs. 3 = “agree to some extent” or 4 = “do not agree”) did not yield significant results. In a new logistic regression where positive effect was defined as either 1, 2 or 3 (“agree completely”, “agree to a large extent”, “agree to some extent”) was then performed. In the multivariate model, women had a lower odds ratio of having had a conversation in healthcare and having reported a positive effect, compared to men (OR 0.26, p = 0.002). Risky drinkers were more likely to report a positive effect of their alcohol conversation compared to abstainers (OR 5.49, p = 0.035). These results are not presented in a table because of the wider definition of positive effect compared to Table 2, but a supplementary table is available from the corresponding author, upon request.
DISCUSSION
This study sought to investigate the proportion of the Norwegian population that had an alcohol conversation in routine health care during the previous 12 months, to explore individual’s experiences and perceived effects of these conversations, and to investigate the proportion of risky drinkers in the population. The results show that almost one third of the respondents were classified as risky drinkers. The proportion experiencing alcohol conversations in health care was small, and decreasing with increased age. Men more frequently had alcohol conversations than women did, but risky drinkers did not have more alcohol conversations. Risky drinkers more frequently found such conversations awkward or judgmental. Advice on how to cut down on drinking was seldom a part of an alcohol conversation.
The majority of the respondents (79.4%) had visited health care during the previous 12 months, somewhat higher than in Sweden (68.8%) and Netherlands (72.7%) [14]. The proportion classified as risky drinkers (30.5%) is comparable to that found in Sweden and the Netherlands (28.2 and 29.7%) [14]. According to a European report, just over 30% of Norwegian adults reported heavy episodic drinking the past 30 days [24]. A recent national report found risky or harmful alcohol consumption in 13.2% of adults, assessed by full AUDIT score 8 or higher [25]. These figures are not directly comparable, as heavy episodic drinking alone without indication of harm or addiction will result in an AUDIT score below 8.
We found no significant association between education and alcohol consumption, in contrast to other studies demonstrating an association between higher educational attainment and daily alcohol consumption and problem drinking, particularly for women [26]. Previous research indicates an inverse distribution of alcohol consumption and health harms, with higher consumption in groups with higher SES, and a disproportionate burden of negative alcohol-related consequences in groups with low SES [27, 28]. We did not find any significant association between SES and alcohol conversations, which in part may be caused by the fact that Norway is an affluent and relatively equitable country, and in part because we have investigated few factors related to SES [29].
We found that the proportion of respondents with alcohol conversations decreased with age. In contrast, previous research and national data indicates that older adults are more susceptible to negative health consequences of alcohol, and see their primary care physician more frequently than younger adults, thus creating more reasons and more opportunities for addressing alcohol [30, 31]. This is in line with evidence indicating a higher threshold for initiating alcohol conversations with older adults [32].
Our findings highlight the gender difference, both in terms of health care visits and in alcohol consumption. Even though men seek health care less frequently than women do, they experience alcohol conversations more frequently when seeking health care. The likelihood for a woman in our sample to have had an alcohol conversation was almost half (OR 0.56, p = 0.004), compared to men. The same difference was found in Sweden and in Netherland, albeit with a smaller gender difference than in Norway [OR for women compared to men was 0.86 (ns) in Sweden, and 0.81 (p = 0.015) in Netherlands] [14, 15].
Respondents on parental leave showed an eight-fold increase in the likelihood of having had an alcohol conversation. This is in line with Swedish data and Dutch data [14, 15]. In our sample, respondents on parental leave are few (n = 14) and exclusively female, indicating that this may be related to routinely addressing alcohol in the early stages of pregnancy. Primary care physicians and midwives are jointly responsible for antenatal care in Norway [19, 33].
While risky drinkers were not more likely to have experienced an alcohol conversation compared to low risk drinkers or abstainers, their conversations were significantly longer. However, a recent review found no clear evidence that increased exposure (counselling-based vs. advice-based interventions) resulted in larger effect sizes [7]. Our results show that while a majority of alcohol conversations include questions about the patient’s drinking, only around one in ten experiences an exploration of their willingness to change, or receives actual advice on how to cut down on alcohol.
The results suggest that risky drinkers find alcohol conversations awkward (14.3%, p = 0.019) and judgmental (19.6%, p = 0.045), and as many as 17.9% (p = 0.023) of risky drinkers reported increasing their drinking afterwards. This is in contrast to similar studies, where 5.2% (n.s.) of drinkers in Sweden and 2.1% (n.s.) in the Netherlands, reported an increase in their consumption [14]. We do not know whether respondents increased their drinking, or whether this response was triggered by a negative reaction to the alcohol conversation or to this questionnaire.
The same difference between Norway and Sweden and the Netherlands is seen in risky drinkers reports on how the conversations made them feel. In Norway, 14.3% (p = 0.019) found it awkward, in contrast to 2.2% (n.s.) in Sweden and 8.3% in the Netherlands (n.s.), and 19.6% (p = 0.045) in Norway found it judgmental, compared to 7.1% (n.s.) in Sweden and 3.1% (n.s.) in Netherlands [14]. Interestingly, a study comparing social norms in 33 countries found that Norway had tighter social norms than other European countries, only surpassed by countries in South East Asia [34]. This may partly explain why risky drinkers in Norway perceive alcohol conversations more negatively.
Feelings of shame and guilt may be invoked by health care personnel and their manner of asking about topics which are perceived to be sensitive, but patients with an alcohol problem may bring shameful feelings to the health care visit [35]. Aiming for a non-judgmental conversation is necessary, but perhaps not sufficient. While discussing alcohol consumption with a patient often is straightforward, awareness of the difficult feelings a patient may harbour, can help the patient accept these feelings, and thus support change [35, 36].
Unlike Norway, Sweden has implemented a large-scale national project for brief alcohol interventions in primary health care (The Risk Drinking project) based on motivational interviewing, a strategy for non-judgmental conversations on lifestyle changes [37, 38]. In addition, there are notable differences in alcohol culture with approximately twice as many in Norway (about 80%) compared to Sweden reporting having been drunk the past 12 months, in spite of a slightly higher per capita alcohol consumption in Sweden [39, 40].
Strengths and Limitations
This study is based on a large, representative panel in all age groups, using a validated screening instrument (AUDIT-C) to assess drinking status, and a questionnaire previously employed in comparable national surveys in Europe, enabling comparisons with international studies. These studies provide new knowledge on how alcohol conversations are perceived, important for improving quality and reach of brief alcohol interventions in health care.
The study also has important limitations. We do not know what happens in the conversations or afterwards, and we do not know who initiated the conversation. All data are self-reported, and the cross-sectional design does not allow causal inferences. While the panels are representative on demographic variables, we do not know how representative they are on drinking habits and experiences with alcohol conversations. Additionally, non-responders might differ from responders. Our sample was relatively more educated than the general population in Norway; approximately 70% of our sample were educated to university-level, which is twice the national rate [41]. This suggests that the sample is skewed towards higher educational level, and probably higher alcohol consumption, although we lack relevant population data to confirm this [26]. The high proportion having visited health care indicates that our sample it is not healthier, which supports the representativeness. However, we lack data on health status of the respondents.
Implications for Policy, Practice and Future Research
We need a better understanding of how people drink and how they think about drinking, and of how risky drinkers experience alcohol conversations in health care. Alcohol should be addressed as part of the regular clinical work, and exploration of willingness to change and advice on how to cut down, should be an integral part of alcohol conversations for all risky drinkers. Although the majority of risky drinkers did not find the conversation awkward or judgmental, clinicians need to know that a substantial proportion of risky drinkers may perceive the conversations as awkward and judgmental, and strive to find ways to overcome this. Future research and quality improvement should be based upon an improved understanding of patient’s experiences and perspectives, to enable more targeted and effective interventions [42].
Conclusion
Our study provides important insight in the different aspects of risky drinker’s perceptions of alcohol conversations. The proportion experiencing an alcohol conversation in routine health care was low, also among risky drinkers, and risky drinkers more frequently experienced the conversations as judgmental. Older adults had a significant lower likelihood of experiencing an alcohol conversation. Addressing alcohol should be an integrated task in health care, and especially for groups more at risk for alcohol-related health problems, due to increased consumption and/or increased vulnerability for alcohol. This is particularly relevant for older adults, as physiological changes, health problems and medications increase their vulnerability for alcohol. To increase the normalisation of addressing alcohol in health care, more research is needed on the development and implementation of sensitive and acceptable interventions targeting at-risk patients. Future research should address both implementation factors and acceptability of brief alcohol interventions.
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Gender
Male
Female
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18-29 years
30-39 years
40-49 years
50-59 years
60-69 years
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Education
Basic or secondary school
College or university (1-3y)
College or university (24y)
Occupation
Employed
Student
Unemployed
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Retired
Parental leave
Other
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Married/lving together
Relationship but Iiving apart
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Low risk drinkers
Risky drinkers

Number of health care visits in the past 12 months

1 visit
2 or more visits

"ORs are adjusted for age and gender.

"ORs are acjusted for age, gender, educational level, occupation, marital status, drinking categories, and health care visits in the past 12 months.

OR. odds ratio: Cl. confidence interval.
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Variables

Age (n = 1208)
Mean age (SD)
Age categorical (n = 1208)
<29 years
30-39 years
40-49 years
50-59 years
60-60- years
>70- years
Education ( = 1191)
Basic or secondary school
Gollege or university (1.-3 years)
Gollege or university (4 years or more)
Occupation (n = 1207)
Employed
Student
Unemployed
Sick-listed
Retired
Parental leave
Other
Marital status (0 = 1208)
Married/living together
Relationship but lving apart
Single

Health care visits in the last 12 months (n = 1208)

2 or more visits
1 visit
No visit

Conversations about alcohol in health care in the last 12 months (1 = 959)

2 or more conversations
1 conversation
No conversation

Alcohol, consumption (NY see SAP)

Weekly alcohol consumption (number of glass per week; mean-+/-SD) (n = 1208)

HED (g8; n = 1088)
Never
Less than once a month
Once a month
2-3 times a month
1-2 times a week
3-4 times a week
7 times a week

HED (g8 dichotomized acc to HED occasions; n = 1088)

Low risk
Risky drinkers

Drinking characteristics in 3 levels (n = 1208)

Aostainers
Low risk drinkers
Risky drinkers

Total (n = 1208) n (%)

488 (15.9)

165 (13.7)
208 (17.2)
240 (19.9)
237 (19.6)
246 (20.4)
11203

356 (29.9)
366 (30.7)
469 (39.4)

804 (66.6)
62 (5.1)
17 (1.4)
22 (1.8)

237 (19.6)

14 (2.1%)

51 (4.2%)

780 (64.6%)
81 (6.7%)
347 (28.7%)

608 (50.3%)
351 (29.1%)
249 (20.6%)

43 (45%)
118 (12.3%)
798 (83.2%)

35(5.2)

185 (17.0%)
541 (49.7%)
167 (15.3%)
116 (10.7%)
62 (5.7%)
15 (1.4%)
2(0.2%)

726 (66.7%)
362 (33.3%)

120 (9.9%)
719 (69.5%)
369 (30.5%)

Male (n = 551) n (%)

50.8 (16.2)

62(11.3)
81 (14.7)
110 (20.0)
109 (19.8)
17 21.2)
72 (13.1)

165 (30.6)
176 (32.4)
200 (37.0)

384 (69.8%)
25 (4.5%)
5 (0.9%)
6(1.1.%)

116 (21.1%)
0(0.0%)
14 (2.5%)

3883 (70.4%)
36 (6.5%)
127 (23.0%)

236 (42.8%)
165 (29.9%)
150 (27.2%)

22 (5.5%)
51 (12.7%)
328 (81.8%)

47(63)

70 (13.9%)
242 (47.9%)
77 (15.2%)
63 (12.5%)
418.1%)
10 (2.0%)
2(0.4%)

312 (61.8%)
193 (38.2%)

46 (8.3%)
310 (56.3%)
195 (35.4%)

Female (n = 657) n (%)

47.1 (15.5)

103 (15.7)
127 (19.3)
130 (19.8)
128 (19.5)
129 (19.6)
40 (6.1)

191 (29.3)
191 (29.3)
269 (41.9)

420 (63.9%)
37 (5.6%)
12 (1.8%)
16 (2.4%)

121 (18.4%)
14 (2.1%)
37 (5.6%)

392 (59.7%)
45 (6.8%)
220 (33.5%)

372 (66.6%)
186 (28.3%)
99 (15.1%)

21 (38%)
67 (12.0%)
470 (84.2%)

26(37)

115 (19.7%)

299 (51.3%)
90 (15.4%)
53(9.1%)

21(3.6%)
5 (0.9%)
0(0.0%)

414 (71.0%)
169 (29.0%)

74 (11.3%)
409 (62.3%)
174 (26.5%)
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Variables Total n (%) Abstainers Low risk drinkers

n (%) n (%)
Health care visits in the past 12 months (1 = 1208)
2 or more visits 608 63 (52.5%) 359 (49.9%)
(50.3%)
1 visit 351 34 (28.3%) 207 (28:8%)
(29.1%)
No visit 249 23(19.2%) 153 (21.3%)
(20.6%)
Conversation about alcohol in health care in the past 12 months (n = 959)
2 or more conversations 43 (4.5%) 5 (5.2%) 22 (39%)
1 conversation 118 (12.3% 9(9.3%) 60 (12.2%)
No conversation 798 83 (85.6%) 475 (83.9%)
(83.2%)
Duration of conversation about alcohol (n = 161)
<1 min 109 10 (71.4%) 71 (78.0%)
(67.7%)
1-4 min 28 (17.4%) 2(14.3%) 13 (14.3%)
>5mn 24 (14.9%) 2(14.3%) 7(7.7%)
Contents of conversation about alcohol (1 = 161) (affirmative answers)
a. Information about alcohol's influence on health 23 (14.3%) 3(21.4%) 8(8.8%)
b. Questions about my alcohol consumption 17 11 (78.6%) 69 (75.8%)
72.7%)
¢. Questions re. my wilingness to reduce 8 (5.0%) 0(0.0%) 2(22%)
consumption
d. Advice on how to reduce my consumption 6(3.7%) 0(0.0%) 1(11%)
e. Witten information about alcohol 8 (5.0%) 1(7.1%) 1(11%)
Experiences of conversation about alcohol (1 = 161) (agreed completely or to a large degree 1-2 vs. 3-4)
a. Provided valuable knowledge 44 (27.3%) 4(28.6%) 23 (253%)
b. Informative 61(37.9%) 6 (42.9%) 33 (36.3%)
c. Routine 132 12 (85.7%) 78 (85.7%)
(82.0%)
d. Awkward 11 (6.8%) 1(7.1%) 2(22%)
e. Initating 11 (6.8%) 1(7.1%) 3(33%)
1. Judgmental 18 (11.29%) 1(7.1%) 6 (66%)
Effects of conversation about alcohol (n = 161) (agreed completely or to a large degree 1-2 vs. 3-4)
a. Had no effect at all 84 (52.2%) 9(64.3%) 47 (51.6%)
b. Made me think about my drinking 21 (13.0%) 1(7.1%) 7(7.7%)
¢. Gave me a better understanding of alcohol’s health 23 (14.3%) 2(14.3%) 11 (12.1%)
fisks
d. Led to increase in my drinking (q15_5) 15 (9.3%) 1(7.1%) 4(44%)
e. Led to reduction of my drinking (q15_4) 19 (11.8%) 1(7.1%) 7(7.7%)
. Made me think about a friend's drinking 26 (16.1%) 2(14.3%) 13 (14.3%)

Risky drinkers
n (%)

186 (50.4%)
110 (29.8%)
73 (198%)
16 (5.4%)
40 (135%)
240 (81.1%)
28 (50.0%)

13 (23.2%)
15 (26.8%)

12 (21.4%)
37 (66.1%)

6(10.7%)

5 (8.9%)
6 (10.7%)

17 (30.4%)
22 (39.3%)
42 (75.0%)

8 (14.3%)
7 (12.5%)
11 (19.6%)

28 (50.0%)
13 (23.2%)
10 (17.9%)

10 (17.9%)
11 (19.6%)
11 (19.6%)

p-value (chi-squared
test)

0.958

0.654

0.007

0.076
0.381

0.047

0.038
0.031

0.793
0.863
0.242

0.019
0.100
0.045

0.625
0.020
0.624

0.023
0.079
0.679
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