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ABSTRACT

BACKGROUND AND OBJECTIVES: Problematic alcohol-use affect the physical and mental well-being of hospitalised individuals and may
receive screening and brief-intervention during treatment. Non-psychiatric doctors and nurses might respond inadequately due to negative
attitudes and beliefs. This study aimed to examine these attitudes of non-psychiatric workers in the medical and surgical wards.

METHODS: A total of 457 doctors and 1643 nurses were recruited from the medical, surgical and orthopaedic disciplines over a period of
4months. Three questionnaires were administered: demographics, Alcohol & Alcohol-Problems Perceptions Questionnaire (AAPPQ) and
Staff Perception of Alcohol Treatment Resources.

RESULTS: About 128 doctors and 785 nurses responded. Around 75.5% doctors and 51.9% nurses endorsed role-legitimacy in the AAPPQ.
Both the doctor (86.7%) and nurse (77.6%) groups agreed on the importance to initiate intervention for patients with problematic alcohol-use
in daily work. Both groups were sceptical and negative towards these patients endorsing low-level role-adequacy (41.2%), role-support
(36.9%), motivation (36.5%), task-specific self-esteem (25.1) as well as work satisfaction (20.5%).

CONCLUSION/DISCUSSION: Doctors and nurses demonstrated low levels of therapeutic commitments towards patients with problematic
alcohol-use thereby necessitating the introduction of in-house programmes to educate, empower and emphasise the importance of thera-
peutic contact with patients for alcohol intervention.

SCIENTIFIC SIGNIFICANCE: The prompt identification and treatment of patients with alcohol problems are contingent on the workers’ atti-
tudes towards them. This study’s results should spark a nation-wide interest to improve the training and recognition of such patients and pro-

viding adequate educational resources.
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Background and Objectives

The 2016 Singapore Mental Health Study (SMHS) reported
the lifetime prevalence of alcohol-use disorder (AUD) in
Singaporeans, including the diagnoses of alcohol-dependence
and alcohol-abuse using Diagnostic and Statistical Manual of
Mental Disorders (DSM-IV-TR), to have increased from 3.6%
in 2010 to 4.6% in 2016.! In contrast, findings from the World
Health Organisation (WHO) world mental health survey sug-
gested that the lifetime prevalence of AUD was 8.6%, with
high-income countries having higher rates of AUD compared
to low- income countries.? The SMHS also reported that 97%
of people with alcohol dependence and 80.6% of people with
alcohol abuse did not seek any treatment in the preceding
12months.? This problem is not unique in Singapore. In a
cross-sectional study of 6 European countries, 80% of people

with AUD did not seek any treatment in the last 12 months.*
In Netherlands, 7% of people and alcohol abuse and 37% with
alcohol dependence sought help® while only 8% of people with
AUD sought help in the US.¢ The lack of problem awareness
and fear of social stigma are often the reasons cited for people
not seeking treatment for alcohol use disorders (AUD).#
AUD have serious adverse effects on the physical and men-
tal wellbeing of patients, and patients admitted with alcohol
related conditions have longer lengths of stay in hospital due to
complex multi-morbidities, poor social circumstances and clin-
ical complications during admission,” requiring the interven-
tion of interdisciplinary teams of healthcare workers (HCW),8
thus placing a disproportionate impact and cost on health care
systems.’ Patients admitted with alcohol-related conditions
were also more likely to present to the emergency department
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and be readmitted in the subsequent 24 months.!® Adequate
diagnosis and treatment of patients with AUD shorten the
length of admission and prevent need for future alcohol related
admissions.!! One-third of patients with AUD who had been
hospitalised in the past 12 months had a favourable drinking
outcome.!? Patients admitted to hospitals with acute alcohol-
related problems are often cognisant of their drinking prob-
lems posing a threat to their physical health and their
motivation to change and seek help remained high whilst
inpatient.’®1* Williams et al'® also concluded that intervention
success depended on prompt counselling of patients with
AUD.The inpatient setting therefore has a crucial role in iden-
tifying, treating and referring patients with AUD.

The attitudes, beliefs, and experiences towards alcohol
amongst HCWs as well as their own personal alcohol con-
sumption determined the interaction and care towards
patients.1® Perceptions, attitudes and feelings towards alcohol-
users by HCWs could either enhance or destroy the therapeu-
tic relationship as well as influence the quality of treatment.!”
A multi-centre study done in Europe suggested that
HCWs perceived caring for such patients as unpleasant and
unrewarding.'® Another study showed that nurses tended to
have negative perceptions towards alcohol users.’? A system-
atic-review?? suggested that most HCWs tended to stigmatise
against patients with substance problems except mental-health
professionals and primary care physicians. Co-occurring sub-
stance-use disorders with mental-health problems would be
complex challenges for the mental-health, social and adminis-
trative services.2h22

There are also fears amongst HCW that interaction and
rapport with patients would be adversely affected if alcohol-
screening questions were administered and that patients with
AUD would not be receptive to any alcohol-related interven-
tions.? In addition, the reluctance to diagnose AUD as a medi-
cal condition, inadequate knowledge, feeling ill-equipped to
diagnose AUD or fearing patients with AUD who may be hos-
tile towards them could also lead to an under-identification of
cases.?*+2¢ Indeed, a study by a Singapore hospital estimated the
rate of identification of AUD by HCW to be only 23.4%%” in
contrast to other studies which have reported the rate of iden-
tification of patients with AUD by HCW to be between 7%
and 70%.28

There were no previous studies in Singapore that examined
HCW? attitudes and perceptions towards patients with prob-
lematic alcohol-use although AUD remained the most stigma-
tising condition in the country.?” There was a general perception
that people with AUD were harmful or dangerous and there
were people expressing their desire for social distancing from
such a person.?? This group of patients with complex needs
would have recurrent re-admissions. There was considerable
stigma amongst non-psychiatric workers towards these alcohol-
using patients in Singapore.’® This cross-sectional survey had
aimed to accurately describe the attitudes of non-psychiatric

doctors and nurses in both inpatient medical and surgical set-
tings towards their patients, so as to recommend future direc-
tions in providing integrated and improved care.

Methods

The site represented a restructured hospital with a capacity of
790 beds at time of survey. The survey was a cross-sectional
observational study using convenience sampling of a cohort.
Only doctors and nurses were recruited from selected medical,
surgical and orthopaedic disciplines over a period of 4 months
in the beginning of year. These are healthcare professionals
directly responsible for care of identified patients who were
recruited for another alcohol-prevalence study. Staff from the
prison ward, the psychiatry ward and the research ward were
excluded. There was no eligibility requirement hence the
cohort represented the demographic of the healthcare profes-
sionals at that time. Their consents were explicitly obtained
before provision of pen-and-paper questionnaires. The
anonymised respondents were informed to return the scripts at
any time into sealed boxes during the 4 months of study. At the
time of recruitment, the Human Resource Department had
estimated the total number of staffs employed to be about 457
for doctors and about 1643 for nurses in the hospital regardless
of areas of deployment including the excluded wards. A total
number of 913 responses were collected with 128 doctors and
785 nurses responding to the survey. Owing to the large sample
size, the incomplete data were considered negligible for
analysis.

Three types of questionnaires were administered. The first
was demographic collection to define the sample characteris-
tics. Variables examined included: age (from birth date), gen-
der, race and ethnicity, marital statuses, disciplines of practice,
job title (at the time of survey), work experience attained in
number of years, their highest level of medical training for both
doctors and nurses, their extent of training in handling
alcohol-related conditions, the number of patients with alco-
hol-related conditions managed by them per week, the total
number of patients managed by them per week and their per-
sonal alcohol consumption. As the questionnaires were entirely
anonymised, incomplete data were not tracked.

The second was the Alcohol and Alcohol Problems
Perceptions Questionnaire (AAPPQ). This was developed
during the Maudsley Alcohol Pilot Project and had demon-
strated good validity and reliability in measuring attitudes of
staff towards working with alcohol drinkers.3132 It consisted of
30 statements requiring a response along the 7-item Likert
scale which ranged from Strongly Agree to Strongly Disagree
with a Neutral choice. AAPPQ_examined 6 concepts namely
Role Legitimacy, Role Support, Role Adequacy, the Task-
specific Self-esteem, one’s work Satisfaction and Motivation as
described by Shaw et al.33 It measured therapeutic attitudes
and commitment determined by the 6 subcategories. Shaw
et al had suggested that the presence of these factors would
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enhance their motivation to work with problem drinkers, their
expectations of satisfaction, and their professional self-esteem
when engaging them in a therapeutic activity.* The domains
of Role Adequacy, Role Legitimacy and Role Support described
the role security. Other domains of Motivation, task-specific
Self-Esteem and Satisfaction described therapeutic commit-
ment. To recapitulate the attitude questionnaire in greater
details, it contained the 6 domains which measure:

Role Adequacy (Statements Respondents’ feelings about

1-7) adequacy of their knowledge
and skills in working with
patients with AUD.

Role Legitimacy (Statements Respondents’ feelings of
8-11) legitimacy in working with
such patients.

The extent to which
respondents felt supported in
their work with such patients.

Role Support (Statements
12-14)

Motivation (Statements 15-19) The respondents’ motivation
(or willingness) to work with

their patients.

Their self-esteem in the
specific task of working with
such patients.

Task-specific Self-esteem
(statements 20-25)

Satisfaction (Statements
26-30)

Their expectation of work
satisfaction with these
patients.

The use of AAPPQ was preferred over the short AAPPQ_
in this study even though the short version consisted only 10
questions and is highly correlated with the AAPPQ,%? due to
omission of questions addressing role support in the short
AAPPQ. The authors were keen to find out the level of role
support amongst HCW in this hospital as previous findings
have indicated that the level of support provided by colleagues
were the most important influences on attitudes.3*

There was no singular absolute method of quantitatively
analysing the AAPPQ. The analysis was conducted in a way to
present the findings in a succinct and easily-understood pres-
entation, such that an arbitrary numerical value was attached to
each response. In this way, 1’ represented Strongly Agree and 7’
represented Strongly Disagree. This would allow data manipu-
lation and analysis. The score for each factor is taken from the
mean of the various corresponding items from the AAPPQ_
that determined a particular factor analysis. The score for each
item is in turn derived from the cumulative percentages of the
doctors or nurses who answered ‘strongly agree’, ‘agree’ and
‘somewhat agree’. Responses from ‘somewhat disagree’ to
‘strongly disagree’were derived as well for some concepts utilis-
ing reverse response. The total mean score at the end represents
the percentage of agreement (or disagreement) from both doc-
tors and nurses for that factor. Such a conversion of a Likert
scale from a continuous scale to a categorical one might

influence the validity. However, the study’s aim to quantify the
baseline attitudes of the studied sample would not be compro-
mised, as inherently the percentage of the respondents answer-
ing a Likert item would still be represented accurately.

The third survey was the Staff Perception of Alcohol
Treatment Resources (SPATR) which was a 10-statement form
that would require dichotomous responses of either true or false
to ascertain the respondent’s prevailing knowledge of the cur-
rent status of healthcare resources being used on AUD. This
examined their beliefs about the access and the ease of utilising
screening tools and counselling materials for patients with such
problem. It also asked the respondents about their perception of
the availability of support for patients with AUD in the com-
munity and questioned the presence of training for staff if any.

Data imputation and data analysis was done on the Microsoft
Excel software with Student’s 7-test analysis seeking any statisti-
cal significance on the differences at P-value of <.05. A descrip-
tive approach was taken for all observation. This study was
conducted in compliance with the protocol following GCP (Good
Clinical Practice) and as per the requirements from Institutional
Review Board (IRB) in Singapore. STROBE (Strengthening the
Reporting of Observational Studies in Epidemiology) guidelines
were referenced to during the study design.

Results

Group characteristics

About 913 staff responded with 128 doctors and 785 nurses
(see Tables 1 and 2). There were more males in the doctor
group (61.7%) but there were more females in the nurse group
(95.9%). Both groups were made up of mainly ethnic Chinese.
A good proportion of nurses (17.1%) came from overseas like
Philippines, Myanmar, or India. 36.7% of doctors worked in
the medical discipline and an equal number (35.9%) came
from the surgical and orthopaedic disciplines. Half of the
nurses surveyed came from the surgical and orthopaedic disci-
plines. A majority in both groups reported their working expe-
rience to be about 5years or less. 95.3% of doctors and 80.8%
of nurses saw less than 5 alcoholic patients in a week. 41.4% of
doctors saw more than 40 patients in a week, and 51% of nurses
saw less than 10 patients a week. Most nurses did not consume
alcohol (85%), which contrasted with almost half of the doctors
doing so (46.9%). 73.8% of nurses reported not receiving any
form of training dealing with alcohol-related conditions with
35.9% of doctors reported similarly so. 58.6% of doctors
received training during their undergraduate days as part of the
medical school’s curriculum.

Alcohol and Alcobol Problems Perception

Questionnaire

The general discovery from this survey was that both doctors
and nurses’ groups did not feel adequate or supported enough
in working with patients with AUD in the course of their work
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Table 1. Sample characteristics.

DOCTORS (%) NURSES (%) TOTAL (%) P-VALUE
Gender (9) Total 124 (96.9) 780 (99.4) 904 (99) <.01
Male 79 (61.7) 27 (3.4) 106 (11.6)
Female 45 (35.2) 753 (95.9) 798 (87.4)
Marital status (7) Total 124 (96.9) 782 (99.6) 906 (99.2) .081
Single 55 (43) 431 (55) 486 (53.2)
Married 69 (53.9) 337 (42.9) 406 (44.5)
Separated 0 3(0.4) 3(0.3)
Divorced 0 9(1.1) 9(1)
Widowed 0 2(0.3) 2(0.2)
Race (13) Total 124 (96.9) 776 (98.9) 900 (98.6) <.01
Chinese 111 (86.7) 374 (47.6) 485 (53.1)
Malay 2 (1.6) 171 (21.8) 173 (18.9)
Indian 7 (5.5) 97 (12.4) 104 (11.4)
Others 4(3.) 134 (17.1) 138 (15.1)
Discipline (23) Total 124 (96.9) 766 (97.6) 890 (97.5) <.01
Gastroenterology 6 (4.7) 56 (7.1) 62 (6.8)
General medicine 47 (36.7) 127 (16.2) 174 (19.1)
General surgery 14 (10.9) 91 (11.6) 105 (11.5)
Orthopaedic surgery 11 (8.6) 110 (14) 121 (13.3)
Others 46 (35.9) 382 (48.7) 428 (46.9)
Working experience Total 124 (96.9) 778 (99.1) 902 (98.8) .006
) <5years 51 (39.8) 394 (50.2) 445 (48.7)
5-10years 34 (26.6) 186 (23.7) 220 (24.1)
11-20years 27 (21.1) 90 (11.5) 117 (12.8)
>20years 12 (9.4) 108 (13.8) 120 (13.1)
Prior training in AUD Total 123 (96.1) 761 (96.9) 884 (96.8) <.01
intervention (29)
No training 46 (35.9) 579 (73.8) 625 (68.5)
MBBS/Diploma 75 (58.6) 168 (21.4) 243 (26.6)
Workshops 0 9(1.1) 9 (1)
Experience 1(0.8) 3(0.4) 4 (0.4)
Others 1(0.8) 2(0.3) 3(0.3)
No. of alcohol patients Total 124 (96.9) 707 (90) 831 (91) .007
per week (82)
<5 122 (95.3) 634 (80.8) 756 (82.8)
5-10 2(1.6) 53 (6.8) 55 (6)
=5 0 20 (2.5) 20 (2.2)

(Continued)
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Table 1. (Continued)

Total no. of patients per  Total
week (103)

<10
10-20
21-30

31-40

Personal alcohol Total
consumption (27)

DOCTORS (%) NURSES (%)
123 (96.1) 687 (87.5)

32 (25) 400 (51)

7 (5.5) 84 (10.7)

16 (12.5) 30 (3.8)

15 (11.7) 31(3.9)

53 (41.4) 142 (18.1)
124 (96.9) 762 (97.1)

60 (46.9) 95 (12.1)

64 (50) 667 (85)

Table 2. Qualifications may be described by the staff’s respective job titles.

DOCTORS

Job title

Qualifications

Nurses

Job title

Qualifications

should they come across such patients (see Tables 3 and 4).
They did feel they were legitimate in their roles in screening
and counselling such patients. In Table 4, there were only spe-
cific individual statements within each domain that reported a

Total=N (%)

Medical officer (MO)
Registrar/associate consultant
Consultant

Senior consultant

Total=N (%)

Bachelor’s degree

Master’s degree

PhD-MD

Total=N (%)
Enrolled nurse
Staff nurse

Senior staff nurse
Nursing officer/nurse clinician
Total=N (%)

Skills certification
Diploma
Advanced-diploma
Bachelor’s degree
Master’s degree

PhD

TOTAL (%) P-VALUE
810 (88.7) <.01
432 (47.3)
91 (10)
46 (5)
46 (5)
195 (21.4)

886 (97) <.01
155 (17)

731 (80.1)

124 (96.9)
56 (43.8)
29 (22.7)
21 (16.4)
18 (14.1)

124 (96.9)
66 (51.6)
49 (38.3)

9(7)

775 (98.7)
256 (32.6)
325 (41.4)
149 (19)
45 (5.7)
753 (95.9)
141 (18)
301 (38.3)
88 (11.2)
206 (26.2)
1 (1.4)
6(0.8)

statistical difference (ie, P<<.01) such as ‘I fee/ I have a working
knowledge of alcohol and alcohol-related problems measured a dif-
ference between the doctor/nurse groups responding agree)
neutral’ and disagree’.
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Table 3. AAPPQ for doctors and nurses.

DOMAIN AAPPQ FACTOR DOCTORS AGREE (%) NURSES AGREE (%) TOTAL (%)
Role security Role adequacy (No. 1-7) 427 40.9 41.2

Role legitimacy (No. 8-11) 75.5 51.9 55.1

Role support (No. 12-14) 341 374 36.9
Therapeutic commitment ~ Motivation (No. 15-19) 33.3 371 36.5

Task-specific self-esteem (No. 20-25) 22.6 29.8 25.1

Work satisfaction (No. 26-30) 20.2 20.5 20.5

Table 4. AAPPQ subscales.

AGREE NEUTRAL DISAGREE

DOCTOR NURSE DOCTOR NURSE (%) DOCTOR (%) NURSE (%)
(%) (%) (%) P-VALUE

QN AAPPQ (Role Adequacy)

1 Ifeel | have a working knowledge of 61.3 42.5 14.5 29.9 24.2 27.7 <.01
alcohol and alcohol-related problems.

2  |feel | know enough about the causes of  38.7 46.8 23.4 273 37.9 25.9 .027
drinking problems to carry my role when
working with drinkers.

3 Ifeel | know enough about the alcohol 42.7 38.6 17.7 32 39.5 295 .027
dependence syndrome to carry out my
role when working with drinkers.

4 |feel | know enough about the 44.3 46.3 21 30.3 34.6 23.4 136
psychological effects of alcohol to carry
my role when working with drinkers.

5 Ifeel | know enough about the factors 44.3 48.7 19.4 29.6 36.3 217 .002
which put people at risk of developing
drinking problems to carry out my role
when working with drinkers.

6 |feel | know how to counsel drinkers 12.9 23.7 21.8 28.7 65.3 47.6 .009
over the long term.

7  |feel | can appropriately advise my 54.8 40.2 15.3 31.9 29.8 28 .005
patients about drinking and its effects.

QN AAPPQ (Role Legitimacy)

8 Ifeel | have a clear idea of my 414 39.3 30.1 31.6 28.4 29.2 744
responsibilities in helping drinkers.
9 Ifeel | have the right to ask patients 91.8 59.1 4.9 26.3 3.2 14.6 <.01
questions about their drinking when
necessary.
10 [ feel that my patients believe | have the 81.5 51 12.9 30.7 5.6 18.3 <.01

right to ask them questions about
drinking when necessary.

1 | feel | have the right to ask a patient for 871 58.1 9.8 27.9 3.2 14 <.01
any information that is relevant to their
drinking problems.

QN AAPPQ (Role Support)
12 If | felt the need when working with 33.8 35.5 30.6 34.9 35.4 29.6 .348
drinkers, | could easily find someone

with whom | could discuss my personal
difficulties that | might encounter.

(Continued)
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Table 4. (Continued)

AGREE NEUTRAL DISAGREE

DOCTOR NURSE DOCTOR NURSE (%) DOCTOR (%) NURSE (%)
(%) (%) (%) P-VALUE

13  If | felt the need when working with 35.5 38.9 29 3341 35.5 28 .610
drinkers, | could easily find someone
who could help me clarify my
professional responsibilities.

14 If | felt the need, | could easily find 3 37.8 25 33.5 41.9 28.6 115
someone who would be able to help me
formulate the best approach to a drinker.

QN AAPPQ (Motivation)
15 | am interested in the nature of alcohol 35.5 55.9 4141 27.8 23.4 16.1 .001

related problems and the responses that
can be made to them.

16 | want to work with drinkers. 8 16 25.8 36 66.1 481 <.01

17 Ifeel that the best | can personally offer ~ 80.6 51.7 8.9 31.6 10.5 16.7 <.01
drinkers is referral to somebody else.

18 | feel there is little | can do to help 35.5 38.7 21.8 34.3 427 27 .006
drinkers.

19  Pessimism is the most realistic attitude 6.5 23 21.3 45.6 721 31.4 <.01

to take towards drinkers.

QN AAPPQ (Task-specific Self-esteem)

20 |feel | am able to work with drinkers as 43.9 36.6 29.3 40.5 26.8 227 .026
well as others.

21 Allinall I aminclined to feel | am a 9.7 13.7 34.7 441 55.6 42.2 .021
failure with drinkers.

22 | wish | could have more respect for the 17.7 33.9 60.5 52.3 21.8 13.8 <.01
way | work with drinkers.

23 |feel I do not have much to be proud of 10.5 23.5 46.8 45.8 427 30.8 .004
when working with drinkers.

24 Attimes | feel | am no good at all with 25.8 227 36.3 44.8 37.8 32.6 .014
drinkers.

25  Onthe whole, | am satisfied with the 28.3 225 55.6 54.6 16.1 23 124

way | work with drinkers.

QN AAPPQ (Work Satisfaction)

26 | often feel uncomfortable when working ~ 20.9 26.4 34.7 41.6 44.4 32 <.01
with drinkers.

27  In general, one can get satisfaction from  30.6 20.6 47.6 49.8 21.8 29.6 .017
working with drinkers.

28 Ingeneral, it is rewarding to work with 18.5 20.6 52.4 50.4 29 28.9 .014
drinkers.

29 Ingeneral, | feel | can understand 21.7 29.9 46 45.5 32.3 24.6 .060
drinkers.

30 Ingeneral, | like drinkers. 8.8 5.3 43.5 38.5 47.6 56.2 .001

From Table 3, in Role Adequacy’, 43% of doctors and 41% of while only 52% of nurses felt the same way. In ‘Role Support’, only
nurses felt they had enough knowledge and skills in managing 34% of doctors and 38% of nurses felt supported in their work
alcohol related conditions. In Role Legitimacy’, a high proportion with such patients. In ‘Motivation’, 33% of doctors and 37% of
(76%) of doctors reported belief they had the right to address nurses felt motivated to work with AUD patients. In “Task
alcohol related disorders in their patients they were managing Specific Self Esteent’, 23% of doctors and 30% of nurses felt good
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Table 5. Staff perception of alcohol treatment resources.

NO. OF DOCTORS
AGREEING (%)

It is important to initiate intervention for alcohol use 111 (86.7)
disorder patients in current daily work.

Staff are just too busy to deal with alcohol use 78 (60.9)
disorders.

Public health education campaigns in general make 86 (67.2)
society more concerned about alcohol use

disorders.

Government health policies support staff who want 24 (18.8)
to work in alcohol use disorders treatment.

Support services in the community are readily 42 (32.8)
available for alcohol use disorder patients to be

referred to.

Support services in the community for alcohol use 11 (8.6)
disorders are well publicised.

Quick and easy screening questionnaires for alcohol 21 (16.4)
use disorders are available in daily work.

Quick and easy counselling materials for alcohol use 8 (6.3)
disorders are available in daily work.

Training programmes for early intervention of alcohol 8 (6.3)
use disorders are available in current place of work.

Training in early intervention of alcohol use disorders 26 (20.3)

is recognised as continuing medical education in
current place of work.

working with AUD patients. In ‘Work Satisfaction’, 20% of doc-
tors and 20% of nurses felt satisfied working with AUD patients.
From Table 4, looking at the statements which described
‘Role Adequacy’, 61.3% of doctors and 42.5% of nurses agreed
that they did have a working knowledge of alcohol and alco-
hol-related problems (P<<.0I). More than half of doctors
(54.8%) and 40.2% of nurses felt they could appropriately
advise their patients about drinking and its effects (P=.005).
Only 12.9% of doctors and 23.7% of nurses surveyed felt they
know how to counsel drinkers over the long term (P=.009).
Similarly, for statements describing ‘Role Legitimacy’, about
92% of doctors felt they have the right to ask patients questions
about their drinking when necessary (P<<.01), and about 82%
telt their patients would believe they had the right to ask them
about their drinking when necessary (P<<.01). Only 42% of
doctors and 39.3% of nurses felt they have a clear idea of their
responsibilities in helping drinkers (P=.744). In statements
describing ‘Role Support’, approximately only a third of doc-
tors and nurses surveyed reported feeling supported if they did
this work. Only 33.8% of doctors and 35.5% of nurses felt they
would easily find someone to discuss personal difficulties they
might encounter when working with drinkers (P=.348).
Looking at the statements describing ‘Motivation’, 35.5% of
doctors were interested in the nature of alcohol-related prob-
lems and the responses that could be made to them. This con-
trasted with a higher proportion (55.9%) in nurses who were

NO.OF NURSES  TOTAL NO.AGREEING (%) P-VALUE
AGREEING (%)

609 (77.6) 720 (78.9) .006
291 (37.1) 369 (40.4) <.01
598 (76.2) 684 (74.9) <.01
357 (45.5) 381 (41.7) <.01
523 (66.6) 565 (61.9) <.01
248 (31.6) 259 (28.4) <.01
180 (22.9) 201 (22) <.01
198 (25.2) 206 (22.6) <.01
211 (26.9) 219 (24) <.01
310 (39.5) 336 (36.8) <.01

interested (P=.001). Only 8% of doctors and 16% of nurses
agreed to statement that they wanted to work with drinkers
(P<.01).1n ‘Task Specific Self-Esteent’, about 43.9% of doctors
and 36.6% of nurses felt they were able to work with drinkers as
well as others (P=.026). Only 9.7% of doctors and 13.7% of
nurses thought they were inclined to feel they were failure with
drinkers (P=.021). Looking at ‘Werk Satisfaction’, 8.9% of doc-
tors and 5.3% of nurses liked drinkers in general (P=.001).
18.5% of doctors and 20.6% of nurses found it rewarding to
work with drinkers (P=.014). About a fifth of doctors and a
third of nurses felt they could understand drinkers (P=.06).

Staff perception of alcobol treatment resources

Both doctor (86.7%) and nurse (77.6%) group agreed that it
was important to initiate intervention for patients with AUD
in current daily work (P=.006) (see Table 5). They also con-
curred that public health education campaigns did make the
society more concerned about AUD (P<<0.01). They were also
aware that there were support services in the community that
would be readily available to refer the patients to (P<.01).

Discussion
Overview of findings

Being first-line responders, the doctors and nurses had oppor-
tunities to engage and manage their patients who might have
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alcohol abuse or misuse. This study reported that majority of
nurses had a substantial lack of training about managing
patients with AUD and majority of doctors only received lim-
ited knowledge from their undergraduate training through lec-
tures and brief encounters with patients with AUD during
their clinical rotations. The lack of standardised training for
nurses and doctors in alcohol addiction beyond those in psy-
chiatry or family medicine appears to be a common problem
across the globe due to limited availability in curriculum time,
poor coordination across departments, lack of qualified faculty
members teaching addiction medicine and insufficient treat-
ment facilities available to be used as education sites.3> Despite
majority of doctors and more than half of the nurses agreeing
that they were in a position to want to inquire and manage
alcohol problems in their patients, the lack of structured train-
ing serves as a barrier in treating patients with AUD. As alco-
holism is a chronic behavioural problem and has a waxing and
waning nature, staffs generally felt unsupported and inadequate
in referring them for aftercare in the community. And this
might be the reason that gave rise to negative perception
towards such patients with alcohol problem.

In the inpatient setting, alcohol misuse may not be the pre-
senting health problem. The patients may be too ill during the
acute care for healthcare staff to explore about their pattern of
alcohol-use. There were considerable time demands to build
sufficient rapport with patients to explore and introduce inter-
ventions regarding their alcohol-use.3¢ Nurses also differed in
their responses due to cultural and professional backgrounds
especially non-local workers from other regions of South-East
Asia (17.1%). This might translate to their attitudes towards
AUD being different from their local counterparts. They might
accept the drinking habit but reject the person whose use of
alcohol might be out of control. Interestingly, it was noted in
the survey that 12.5% of nurses consumed alcohol compared to
48.4% of doctors. There were also similar findings reported
amongst the Australian healthcare settings where doctors were
more likely to consume alcohol compared to nurses.3”

Both doctors and nurses similarly reported low rates of role
adequacy, role support, motivation, task specific self-esteem
and work satisfaction but doctors had much higher levels of
role legitimacy than nurses (76% vs 52%). This replicated the
findings in a New Zealand study®® where doctors had higher
levels of role legitimacy than nurses. Another study® done
amongst emergency-room staff in a Scottish hospital found
that nurses (53%) were more hesitant than doctors (35%) in
asking about patient’s alcohol consumption as they were more
concerned about the patient’s reactions becoming offensive if
questions about alcohol use were asked. This was in contrast
with the results amongst National Health Service (NHS) staff
in the Yorkshire region of England where it was found that
nurses had higher role legitimacy score than doctors.*® Another
study done in Finland found that 68% of doctors could bring
up the subject of alcohol use, while only 18% of them thought

that they had enough knowledge to work with patients with
AUD.# The relatively low levels of role support amongst
healthcare staff in our study was also reflected in the Scottish
study.® Having organisational support in normalising sub-
stance misuse treatment would help in improving therapeutic
attitudes amongst healthcare staff.*?

Even though both doctors and nurses’ groups were found to
have similar motivation levels to work with patients with AUD,
it was noted that nurses were more interested than doctors
(55.9% vs 35.5%) in the nature of alcohol-related problems and
in providing responses to these patients. This was similar to the
NHS study* in Yorkshire, England as well as the Auckland
study® in New Zealand where nurses had greater motivation
levels than doctors in helping patients with AUD. 80.6% of
doctors and 51.7% of nurses felt the most appropriate way to
help patients with AUD was to refer them to someone else as
addiction services are usually provided by specialised mental
health teams in Singapore,** and majority of non-psychiatric
healthcare staff lack the adequate training.

The low job levels of work satisfaction amongst doctors and
nurses were also reflected within 2 studies!®?®done in New
Zealand and Australia, suggesting that assessment and treat-
ment of patients with AUD was not considered a rewarding
activity. However, it was interesting to note in those 2 compari-
son studies that task-specific self-esteem amongst healthcare
workers was high unlike the results for both doctors and nurses’
groups in our study. One possible explanation could be that
Singaporean healthcare staff might lack the confidence or sat-
isfaction in working with alcohol using patients compared to
their colleagues in the Australasian region.

Strengths and limitations

One strength in this study was a large enough sample of doc-
tors and nurses participating in the study, with representation
of non-psychiatric specialities. At time of the survey, there were
457 doctors and 1643 nurses working in the hospital and the
128 doctors and 785 nurses who took part in the survey came
from all the 20 inpatient wards, (except the psychiatric ward,
prison ward, Clinical Trial Research Unit (CTRU) ward, out-
patient and emergency settings). The responders were encap-
sulated within the inpatient environment where health
professionals had more time to engage patients with alcohol-
use. Another strength was that the demographics of the study
population largely reflected the typical makeup of healthcare
staff in most public hospitals, where there was often a signifi-
cant proportion of foreign nursing staff to supplement the
make-up of the nursing population (Singapore Annual Nursing
Board Report*-4).

The limitation in doing this cross-sectional observational
study was that it might not have accurately reflected the cli-
mate though it offered a glimpse into the prevailing attitudinal
situation for changes to be made. Incidentally, this study was



10

Substance Abuse: Research and Treatment

conceived and conducted during the time period when nurses
changed teams and doctors got posted out of the hospital as
part of service and training requirement. The sample character-
istics might not be representative as a result of this movement.
AAPPQ’s purported measures were theoretical constructs
attempting to explain why various health professionals may be
reluctant to address substance misuse problems with patients.
As the responses were possibly prone to recall bias and very
much dependent on the interpersonal and cultural influences,
the interpretations of the data may be open to criticism. This
however remained to date the first local presentation of data on
this topic.

Conclusion

It is henceforth important to introduce in-house programmes
within the hospital to educate, empower and emphasise to the
staff the importance of their contact with patients with alco-
hol-use. The prompt identification and treatment of patients
with probable AUD are contingent on the attitudes displayed
towards these groups of patients. Junqueira et al*’ advocated
focus on clinical training and teaching of proper attitudes to
improving the attitudes towards these patients. The negative
attitudes of healthcare staff towards alcohol-using patients are
unlikely unique, given the homogeneity of results seen across
studies in other countries.

A nation-wide concerted effort could be made to standard-
ise and improve the training and recognition of patients with
alcohol-use. Brief training courses in dual diagnosis interven-
tions and inter-professional education programmes regarding
substance abuse could lead to improvement in the perceptions
and attitudes towards patients with AUD.*4 Designing train-
ing programmes based on HCWs self-esteem, motivation and
adequacy could also enhance the effectiveness of training.”

Within the hospital, increasing the availability of screening
and counselling materials such as incorporating alcohol screen-
ing tools in the electronic health records software, providing
information leaflets to patients on admission and increasing
awareness via public health campaigns might also be helpful in
bridging the barriers to ASBI.>! In addition, the emphasis and
adoption of a preventive model of care rather than a disease
model within the healthcare system might be effective in
breaking down the barriers of care towards patients with AUD.

The Delivery of health care interventions (ODHIN) study
in 9 European countries showed that HCW whose approach
was disease rather than preventive model of care and not
regarding prevention as a medical responsibility had lower
therapeutic commitment.>? The same study also reported that
education marginally increases role security of HCW and that
HCW?s attitudes did not significantly influence ASBI rates,
while youth orientated polices and regulatory polices like
increasing prices of alcohol were shown to role security of

HCW.33

Singapore imposes high taxes on alcohol imports and is the
sixth most expensive city in the world to purchase alcohol.>*
The legal drinking age in Singapore is 18years old and those
under the legal drinking age are not allowed to purchase or
consume alcohol in places selling alcohol.>> Singapore is work-
ing towards being a smart nation, where the government is lev-
eraging on digital advancements to transform the way of life.5
Indeed with the widespread use of smartphones, development
of phone applications to deliver ASBI to individuals will offer
greater flexibility and anonymity for the individual and reach a
larger proportion of the in-need population. A systematic
review and meta-analysis of 23 studies of the effectiveness of
electronic screening and brief intervention (eSBI) found a sta-
tistically significant reduction in alcohol consumption in non-
treatment-seeking hazardous and harmful drinkers.” Further
studies could be conducted if designing a customised training
programme for HCW based on their attitudes would improve
ASBI rates in hospitals and whether the use of phone applica-
tions to deliver ASBI would be effective in reducing the con-
sumption of alcohol in the general population.
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