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Abstract 

Aims To measure the prevalence of routine alcohol assessment; to assess its clinical 

utility in the general medical wards of a large urban hospital; and to assess medical 

and nursing staff knowledge with regard to standard drink measures and 

recommended drinking limits as well as their attitudes towards alcohol assessment. 

Methods The prevalence of alcohol assessment and the clinical utility of the resulting 

information was determined via a retrospective file review (n=109). The knowledge 

and attitudes of medical and nursing staff were measured via questionnaire (n=106).  

Results The file review data indicated 78% (±7.25) of patients admitted to the general 

medical wards were queried with regard to their alcohol consumption. However, the 

clinical utility of the recorded information was generally poor and the accuracy 

questionable. Only 12% of questionnaire respondents were able to accurately identify 

the standard drink equivalents for beer, wine, and spirits and only 8% were able to 

accurately identify the recommended drinking limits (per drinking occasion and per 

week) for both males and females. Attitudes towards alcohol assessment were 

positive. 

Conclusions Patient alcohol consumption is frequently assessed, but the clinical 

utility of the resulting information is limited. The use of a structured alcohol screen 

and the provision of appropriate staff training are recommended.  

Research indicates that between 20–25% of adult New Zealanders regularly exceed 

recommended limits for responsible alcohol consumption.
1,2

 The resulting costs to the 

individual, the individual’s family, and society at large are significant. For example, 

excessive alcohol consumption is implicated in a range of health problems,
3
 fuels 

domestic violence,
4
 and is thought to cost New Zealand over one billion dollars per 

annum in lost productivity alone.
5
  

Specialist alcohol treatment is one means by which these costs may be allayed. 

Adherence to an evidenced-based, specialist treatment intervention can effectively 

reduce alcohol consumption and the associated harms.
6,7

 Relatively brief, yet 

effective, interventions are also available that can be delivered opportunistically in 

non-specialist settings.
8,9

  

Typically consisting of simple advice regarding safe drinking behaviour, these brief 

interventions primarily target those people with mild-to-moderate alcohol-related 

problems who do not require specialist assistance.
8,10

 Nevertheless, a brief 

intervention may also facilitate entry into a specialist alcohol treatment service if 

required. 
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The hospital is an ideal venue for brief intervention. Many people are admitted to 

hospital for accidents or health problems related to excessive alcohol 

consumption,
11,12 

and the effectiveness of a brief alcohol intervention has been 

demonstrated in a range of hospital departments.
13–15

 Furthermore, as excessive 

alcohol consumption is a legitimate health issue, it is unlikely that persons admitted to 

a hospital would object to discussing their drinking behaviours.  

Given the opportunistic nature of brief intervention, however, successful provision is 

reliant on an effective alcohol assessment in the first instance. The health professional 

must elicit information pertaining to the type, quantity, and frequency of an 

individual’s alcohol consumption. A working knowledge of standard drink measures 

and recommended drinking limits is also needed in order to inform an accurate 

assessment.  

Little is known about alcohol assessment in New Zealand-based hospitals. National 

standards for routine alcohol assessment in a hospital setting do not exist, and the 

prevalence or utility of routine alcohol assessment practice in New Zealand hospitals 

have remained largely unexamined. It is difficult to determine, therefore, whether 

current methods of alcohol assessment would usefully support brief intervention. 

This paper reviews the prevalence and utility of routine alcohol assessment practice in 

the general medical wards of a large, metropolitan hospital. The knowledge of ward 

staff with regard to standard drink measures and recommended drinking limits were 

assessed as were their attitudes towards working with alcohol affected individuals. All 

data were collected as a prelude to a larger project that sought to promote brief 

intervention within the study setting. Our research findings provide insight into 

hospital-based alcohol assessment and the ability of the latter to support brief 

intervention initiatives.  

Method 

The study was conducted in the general medical wards of Auckland City Hospital. Auckland City 

Hospital is the largest hospital in New Zealand and serves a catchment population of 430,000. The 

hospital contains four general medical wards to which approximately 11,000 patients are admitted per 

year. Standard practice at the time of this study was to assess alcohol consumption via a specific 

question included in the ‘social history’ section of the patient admission form. This question was 

simply worded, “alcohol (amount and duration)” and a space was provided in which to enter the 

resulting information. The admission form was typically completed by a medical staff member, 

although, nursing staff would complete the social history section of the admission form on occasion.  

The admission form contained no instruction on how the requested information might best be elicited 

or what level of alcohol consumption might be considered problematic. There was no supporting 

resource material that might assist in these tasks. Eliciting appropriate information and making a 

determination based on this information (as to the excessiveness or otherwise of the reported 

consumption) was dependent on the expertise of the admitting staff member. 

We assessed how commonly the alcohol question was asked of patients and the utility of the resulting 

information by a retrospective file review. 120 files from clients admitted to the four general medical 

wards during a 3-month period (April–June 2004) were randomly selected for review (40 files were 

selected for each month sampled).  

Random selection was employed, as a large number of patients (approximately 2750) were admitted 

during this period. The sample size afforded a margin of error of plus or minus (±) 7.25%, at a 

confidence level of 95%, for the prevalence calculation (described below). Once each file was located, 

the patient admission form was sought and a determination made (yes/no) as to whether any 

information had been recorded in response to the alcohol assessment question.  
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The presence of recorded information was taken as evidence the assessment question had been asked. 

The reported prevalence of alcohol assessment was based on this yes/no measure. All recorded 

information was then copied verbatim and subsequently reviewed for references to the quantity and 

frequency of an individual’s alcohol consumption and to the use of standard drink measures or type of 

alcohol consumed. 

The knowledge of medical and nursing staff with regard to standard drink measures and recommended 

drinking limits as defined by the Alcohol Advisory Council (ALAC) was assessed via a series of 

multiple choice questions. Four response options were provided for the standard drink questions and 

six response options were provided for the recommended drinking limits.  

The correct answers were:  

• 1 standard drink is equal to a 330 ml can of beer (at 4% alcohol), 100 ml glass of table wine, 

and 30 ml of straight spirits;  

• Recommended drinking limits for males are no more than 21 standard drinks in any 1 week 

and no more than 6 on any one drinking occasion—and for females they are no more than 14 

standard drinks in any 1 week and no more than 4 on any one drinking occasion.  

The attitudes of medical and nursing staff in regard to both alcohol assessment and intervention were 

measured via the shortened version of the alcohol and alcohol problems perception questionnaire 

(SAAPPQ). 

 

Table 1. Demographic profile of questionnaire sample 
 

 

 

The SAAPPQ is a validated, 10-item, 7-point rating scale designed to measure a health professionals 

motivation or willingness to work with drinkers (“motivation”); their expectations of work satisfaction 

with these clients (“work satisfaction”); their feelings about their adequacy of their knowledge and 

skills in working with these clients (“role adequacy); the extent to which they feel they have the right to 

work with drinkers (“role legitimacy”); and their self-esteem in this specific task (“task specific self-

esteem).
16,17

 

The knowledge and attitude questions were included in a survey sent to all medical (n=49) and nursing 

staff (n=145) employed in the general medical wards at the time of the study. Completed anonymous 
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surveys were collected in identifiable boxes on each participating ward. All potential participants were 

followed up by a second mail-out. The final response rate did not differ between the two occupational 

groups: 57% (82/145) of nursing staff returned surveys compared to 49% (24/49) of medical staff. This 

gave an overall response rate of 55% (106/194). Selected demographic characteristics of the sample are 

presented in Table 1. 

 

Results 

Practice—A patient admission form was located in 91% (109/120) of files randomly 

selected for review. Information pertaining to patient alcohol consumption was 

recorded in response to the standard alcohol assessment question in 78% (85/109) of 

these files. The latter figure may be considered the prevalence rate of alcohol 

assessment in the study setting (±7.25%). The level of information recorded in these 

85 files was typically sparse. One or two worded responses such as “nil”, “not much” 

or “occasional” were provided in 71% (60/85) of cases.  

The recorded response indicated current alcohol use in 54% (46/85) of cases and 

abstinence in the remaining 46% (39/85). Information pertaining to the quantity and 

frequency of alcohol consumption was specified in 14 out of the 46 files in which 

current alcohol use was indicated. Examples included: “1 glass wine/day”, “1–2 

standard [drinks]/day” and “3 jugs of beer per week; binge, only on Saturday”.  

Eight of these 14 files accounted for the type of alcohol consumed and 3 used 

standard drink measures. The remaining 32 files in which current alcohol use was 

indicated provided minimal detail. Either the quantity or frequency of alcohol 

consumption was recorded, but never both and rarely in a useful form. Examples 

included: “now and again”, “alcohol socially”, and “occasional glass of wine”. Four 

of these 32 files accounted for the type of alcohol consumed. No references to 

standard drink measures were evident.  

Overall, excessive alcohol consumption was indicated in 5% (4/85) of files in which 

alcohol assessment information had been recorded. 

Knowledge—Knowledge of standard drink equivalents—for spirits, wine and beer; 

and recommended weekly and single session drinking limits—were measured via a 

series of multiple choice questions. Table 2 outlines the percentage of respondents, by 

occupational group and for the total sample, who identified correct responses.  

Overall, 12% of respondents were able to accurately identify standard drink 

equivalents for all three alcohol sources and 8% were able to accurately identify the 

recommended weekly and single session drinking limits for both men and women.  

Chi-squared analysis revealed medical staff were more likely to answer both 

information sets correctly (χ
2
=4.677, df=1, p=0.031 and χ

2
=24.643, df=1, p<0.001, 

respectively). 
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Table 2. Percentage of participants who correctly identified standard drink 

quantities and recommended drinking limits 
 

 

 

Table 3. Mean SAAPPQ scores 
 

 

 

Attitudes—Attitudes of ward staff with respect to alcohol assessment and 

intervention were measured via the SAAPPQ. On this scale, a score of 3.5 is 

considered a neutral response with higher scores indicating a more positive attitude 

(and, conversely, lower scores indicating a more negative attitude).  
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Overall, the mean score in four out of the five domain areas and the mean composite 

SAAPPQ score (the mean score across all five domains) were indicative of positive 

attitudes (Table 3). “Work satisfaction” was the only domain area in which the mean 

response fell below a score of 3.5. Statistically significant differences between 

medical and nursing respondents were evident on three out of the five domain scores 

(statistics based on Mann-Whitney U test, p value reported in Table 3).  

Medical respondents reported more positive attitudes on the “role legitimacy” and 

“role adequacy” domains and less positive attitudes on the “motivation” domain when 

compared to nursing respondents. The difference between medical and nursing staff 

on the composite SAAPPQ score also reached a level of statistical significance.  

 

Discussion 

This paper sought to examine the alcohol assessment practice, knowledge, and 

attitudes of staff working in the general medical wards of a large, metropolitan 

hospital. It was anticipated that the findings would provide some insight into the 

prevalence and utility of hospital-based alcohol assessment and the ability of the latter 

to support brief intervention initiatives.  

The results suggest patient alcohol consumption is routinely assessed, 78% of files 

reviewed, but the usefulness of the resulting information may be low. The latter was 

evidenced by the type of alcohol assessment information recorded, the inference of 

the recorded information, and participant response to the multi-choice questions.  

Recorded alcohol assessment information comprised one or two word responses such 

as “nil”, “not much”, or “occasional” in 71% of cases. The clinical utility of this type 

of information is limited. A “nil” response may refer to a temporary period of alcohol 

abstention or abstinence as a long-term lifestyle choice. Similarly, an “occasional” 

response may refer to a glass of wine with dinner once or twice a year or to regular 

binging on hard liquor at celebratory events.  

An accurate assessment requires detailed information regarding the length of reported 

abstinence or the type, quantity, and frequency of reported alcohol consumption. 

Detailed alcohol consumption data were only provided in 14 cases. 

The recorded alcohol assessment information also indicate that 46% of patients 

abstained from alcohol consumption and that only 5% exceeded recommended 

drinking guidelines. These figures are almost certainly incorrect.  

National household survey data indicate that 85% of adult New Zealanders consume 

alcohol at least once per year and that between 20–25% regularly exceed 

recommended drinking levels.
1,2

 Similarly, prevalence studies conducted in hospital 

settings indicate that between 16–26% of admissions screen positive for alcohol 

misuse.
18

  

It would appear that the standard alcohol assessment question in the study setting, 

therefore, was largely ineffective. It remains possible that the recorded responses were 

not an accurate reflection of the alcohol assessment actually conducted. Ward staff 

may have completed a thorough and accurate alcohol assessment, yet failed to record 

the results in a clinically useful manner.  
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Responses to the multi-choice questions suggest this was unlikely. Only 12% of 

respondents were able to correctly answer all three of the standard drink questions and 

only 8% of respondents were able to correctly identify all four of the recommended 

drinking limits questions.  

Medical participants were significantly more likely to provide correct responses as 

compared to their nursing counterparts (25% vs 9% and 33% vs 1%, respectively); 

however, the majority of respondents in both groups were unable to do so. The 

general lack of knowledge in these areas may explain why references to the use of 

standard drink measures were only evident in three files. 

The attitudinal data indicate that, whilst standard alcohol assessment practice may be 

poor, both medical and nursing respondents considered alcohol assessment to be a 

legitimate part of their professional role. Both groups also reported relatively high 

“task specific self esteem” and “composite SAAPPQ” scores. The former suggests 

most respondents felt comfortable providing an alcohol assessment, even if further 

training was seemingly required, and the latter suggests attitudes towards alcohol 

assessment were largely positive.  

The “work satisfaction” domain received the lowest mean scores, suggesting alcohol 

assessment and intervention were not considered a particularly rewarding activity. 

Between-group differences in attitude were detected. Nursing respondents reported 

greater motivation for alcohol assessment, yet the medical respondents considered it a 

more legitimate part of their professional role and saw themselves as more adequately 

prepared to carry it out. The “knowledge” data confirmed the latter, but additional 

training and support were clearly needed by both groups.  

Based on these findings it is difficult to draw any conclusion other than standard 

alcohol assessment practice in the study setting was seriously limited. The alcohol 

assessment question “alcohol (amount and duration)” was too broad and non-specific 

to elicit clinically meaningful data and staff knowledge of standard drink measures 

and recommended drinking limits was sparse at best. Nevertheless, compliance with 

the existing assessment question was high and attitudes towards alcohol assessment 

were largely positive. Thus, a platform for effective alcohol assessment was present: 

the medical and nursing staff were in the habit of regularly seeking alcohol 

consumption information and were supportive of this practice.  

If the existing alcohol assessment question was replaced by a more effective 

alternative and if appropriate training and support resources were provided to staff, 

then the standard might improve. It is the recommendation of this paper, therefore, 

that the use of a structured, brief alcohol screen should be considered in the hospital 

setting. Validated screens that have previously been used for this purpose include the 

consumption scale of the Alcohol Use Disorders Identification Test (AUDIT)
19

, the 

CAGE
,20

 and the Short Michigan Alcohol Screening Test (SMAST).
21

  

An appropriate training program should also be introduced to support staff in the 

alcohol screening process. Adhering to a recognised alcohol screening process would 

improve the standard of assessment and would usefully support possible brief 

intervention initiatives in the process. 

The findings presented in this paper are unlikely to be unique to the study setting. A 

similar standard of alcohol assessment is probably evident in most hospitals across 



 

 

NZMJ 29 June 2007, Vol 120 No 1257 Page 8 of 9 

URL: http://www.nzma.org.nz/journal/120-1257/2608/ © NZMA 

 

New Zealand. Research would be needed to confirm this of course; however, the lack 

of any National standard for hospital-based alcohol assessment or similarly instructive 

guidelines suggests the general quality of alcohol assessment may be variable at best.  

The use of a validated, brief alcohol screen should therefore be considered on a wider 

scale. Hospital wards throughout the country could review their existing assessment 

practice and make changes as appropriate. Any assessment practice that relies on a 

non-specific question such as “alcohol (amount and duration)” or the expertise of 

medical or nursing staff may be found wanting if the findings reported in this study 

are common throughout New Zealand.  

As a final point, it is worth noting that this study investigated an area that has received 

minimal research attention. Further research into the prevalence and utility of routine 

alcohol assessment practice in hospital settings is needed. Future research could 

improve on some of the limitations inherent in the study design. Major limitations 

included the relatively low rate of medical respondents to the knowledge and attitude 

questions and the reliance on recorded information as a measure of alcohol 

assessment prevalence and utility.  

A number of the medical respondents who completed the survey questions were also 

rotated onto the hospital ward after the retrospective file review. This raises the 

possibility that the review findings may not have been an accurate reflection of the 

medical respondent’s assessment practice. 
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