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ABSTRACT
Objective: To describe general practitioners’ (GPs) attitudes to the management of patients
with alcohol dependence in primary care and current treatment routines and their view on a
new treatment approach; internet-based Cognitive Behavioral Therapy (iCBT).
Design: A qualitative interview study with ten GPs participating in a randomized controlled trial.
The interviews were analyzed using qualitative content analysis.
Setting: The participating GPs were recruited via purposeful sampling from primary care clinics
in Stockholm.
Subjects: The GPs were participants in an RCT investigating if iCBT when added to treatment as
usual (TAU) was more effective than TAU only when treating alcohol dependence in pri-
mary care.
Results: The GPs found alcohol important to discuss in many consultations and perceived most
patients open to discuss their alcohol habits. Lack of training and treatment options were
expressed as limiting factors when working with alcohol dependence. According to the respond-
ents, routines for treating alcohol dependence were rare.
Conclusion: GPs believed that iCBT might facilitate raising questions about alcohol use and
thought iCBT may serve as an attractive treatment option to some patients. The iCBT program
did not require GPs to acquire skills in behavioral treatment, which could make implementation
more feasible.

KEY POINTS
� Alcohol dependence is highly prevalent, has a large treatment gap and is relevant to discuss
with patients in many consultations in primary care.

� This study is based on interviews with 10 GPs participating in a randomized controlled trial
comparing internet-based Cognitive Behavioral Therapy (iCBT) for alcohol-dependent patients
to treatment as usual.

� GPs viewed alcohol habits as important to discuss and they perceived most patients are
open to discuss this.

� The access to iCBT seemed to increase GPs’ willingness to ask questions about alcohol and
was viewed as an attractive treatment for some patients.

� The iCBT program did not require GPs to acquire skills in behavioral treatment, which might
be timesaving and make implementation more feasible.
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Introduction

Alcohol dependence is one of the most prevalent

mental disorders and is highly prevalent worldwide,

but most individuals with alcohol dependence are not

reached with treatment [1]. In Sweden the prevalence

of hazardous drinking is estimated to be 20% among

men and 13% among women, using the AUDIT-C

(Alcohol Use Disorders Identification Test – consump-
tion) instrument. The prevalence of alcohol depend-
ence, based on DSM-IV criteria, was estimated to 4%
in a Swedish study [2] and to 5.1%, based on DSM-5
criteria in a WHO study [3].

Excessive alcohol consumption is a significant risk
factor for several of the major health problems, for
example, cardiovascular diseases, cancers and
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psychiatric disorders. In a systematic analysis for the
Global Burden of Disease Study 2016 alcohol is identi-
fied as a major risk factor for the global disease bur-
den and causes substantial health loss [4]. Alcohol
dependence has the greatest impact on the burden of
disease and on public health among the alcohol use
disorder categories [5]. The level of consumption is
highly correlated to the number of diagnostic criteria
for alcohol dependence fulfilled [6]. More importantly,
the higher the level of consumption, the stronger the
health effects of a given reduction [7]. Studies on the
health-protective effects from alcohol have been pub-
lished over the years, but a number of recent reports
conclude that the risk of all-cause mortality rises with
increasing level of consumption, with little or no pro-
tection from moderate consumption and that the level
of consumption that minimizes health loss is zero
[4,8]. A large proportion of individuals with alcohol
dependence are already present in primary care for
the treatment of other conditions. For many of these,
high alcohol consumption has a negative impact on
treatment outcomes [1]. According to WHO alcohol
consumption is associated with more than 200 health
conditions [9].

Alcohol dependence has the widest treatment gap
between the number of individuals affected and the
number in treatment among mental disorders with
only around 10–20% seeking treatment [10,11]. Most
people with alcohol dependence have a moderate
level of dependence; fulfilling three or four of the
seven DSM-IV (Diagnostic and Statistical Manual of
Mental Disorders, Fourth Edition) criteria for depend-
ence, and are socially stable [2]. In this group, many
individuals are concerned about the consequences of
their drinking and want to reduce their consumption
[12]. However, alcohol dependence is more stigmatized
than most other health problems [13]. The majority of
individuals with alcohol dependence are reluctant to
seek treatment in specialized care largely due to the
stigma related to alcohol problems, but studies indi-
cate that people with alcohol dependence are more
positive to seek treatment in primary care [12,14].
Individuals with moderate dependence can be helped
with limited treatment within primary care [15].

Alcohol consumption is thus relevant to discuss in
many consultations in primary care [16]. GPs are at
present reluctant to engage in this area mostly due to
time constraints and uncertainty regarding their com-
petence in this field [17–20]. The integration of alcohol
treatment into the routines in primary care is limited
[21]. Most previous studies in primary care have eval-
uated screening and brief intervention (SBI) in

managing hazardous and harmful alcohol consump-
tion, but SBI has not been successfully implemented
[22,23]. Treatment for alcohol dependence in primary
care has been studied to a lesser extent and SBI as an
intervention has not shown to be efficacious for alco-
hol-dependent patients [24]. There is furthermore no
evidence that SBI increases treatment-seeking in speci-
alized care [25]. However, there are some studies
showing successful treatment for alcohol dependence
in primary care with acamprosate and naltrexone
[26,27]. Nevertheless, only a minority of alcohol-
dependent patients are reached with medication [28].
A study where general practitioners (GPs) were given
a one-day training, including brief interventions and
pharmacological treatment for alcohol dependence,
found the treatment given in primary care as effective
as treatment given in specialized care [29].

Internet-based interventions are attractive to and
reach people with alcohol problems [30]. No studies
on internet treatment have focused on alcohol-
dependent patients, but a recent meta-analysis
showed that internet interventions are effective in
curbing different adult problem drinking in both com-
munity and health care settings [31]. A qualitative
study on patients’ experiences of a computerized self-
help program for treating depression in primary care
found that internet treatment was attractive to some
patients, but not to all [32]. There are no studies on
internet treatment for alcohol dependence in primary
care. In an ongoing RCT, our research group investi-
gates the effectiveness of an internet-based Cognitive
Behavioral Therapy-program (iCBT) for alcohol-depend-
ent patients at primary care clinics in Stockholm [33].
In this RCT we investigated if iCBT facilitated by GPs,
when added to treatment as usual (TAU) for alcohol
dependence, is more effective than TAU only. GPs’
assessment of the usefulness of this iCBT program is
crucial for its future implementation and will be
explored in this qualitative study.

Aim

To describe general practitioners’ (GP) attitudes to the
management of patients with alcohol dependence in
primary care and current treatment routines and their
view on a new treatment approach; internet Cognitive
Behavioral Therapy (iCBT).

Material and methods

The study was a qualitative study based on interviews
with GPs. The interviews were analyzed with inductive
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content analysis [34]. The research team consisted of
one psychiatrist working with alcohol treatment (KH),
one physician specialized in addiction medicine (SA),
one registered psychotherapist specializing in addic-
tion (AH) and one nurse with extensive experience in
qualitative research methods (MJ).

Setting

The participants were GPs from the majority of the pri-
mary care clinics in Stockholm County that partici-
pated in the ongoing RCT comparing iCBT plus TAU
with TAU only. The GPs had experience in the follow-
up of patients taking part in the internet study. The
participating clinics differed in size and were situated
in different socio-economic areas. The routines used
for treating alcohol dependence differed both
between clinics but also between GPs at the
same clinic.

Procedures

Purposeful sampling was undertaken to ensure infor-
mation-rich cases [35,36]. This was achieved by recruit-
ing GPs who were active participants in the ongoing
RCT, where they had been trained to manage patients
with alcohol dependence. The GPs were either con-
tacted by their managers or by the first author (KH)
via email. The interviewer was a medical doctor who
had met the participants during planning meetings for
the RCT.

Participants

Ten GPs from nine of the 13 primary care clinics that
participated in the RCT agreed to participate in the
study. Inclusion criteria were to be a GP at a clinic par-
ticipating in the RCT, with the experience of treating
one or more participants in the study. Participating
GPs’ age ranged from 41 to 55 years with a median
age of 46 years. Their experience as GPs ranged from
five to 14 years with a median time of ten years. As
many men as women participated.

Interviews

An open-ended, semi-structured interview guide was
used covering current treatment routines and GPs’
attitudes and views on the internet treatment for alco-
hol dependence. The interview guide was developed
by KH and SA and it was piloted with three partici-
pants. KH conducted the pilot interviews and a

qualitative researcher outside the project gave feed-
back and some revisions were made to the interview
guide. KH conducted all interviews in a place chosen
by the participants, usually at their own office. The
interviews lasted approximately 30–40min. After the
first two interviews MJ read, and quality approved the
interview technique. During the interviews, the ques-
tions in the interview guide were followed by supple-
mentary questions to clarify and/or to get a deeper
understanding of the subject. Examples of questions
asked were: ‘What is your experience in working with
alcohol dependence?’; ‘How do you find that patients
react when they are asked questions about their alco-
hol habits?’; ‘What, if anything would make it easier to
discuss patients’ alcohol habits?’; ‘Elaborate on your
view towards iCBT.’

Analysis

The interviews were digitally recorded, transcribed ver-
batim and analyzed with inductive content analysis
focusing on the manifest content as described by
Graneheim and Lundman [34]. An inductive content
analysis was applied where categories are derived
from data, that is, the categories are not
pre-determined.

The interviews were read several times by KH and
MJ as a first step of the analysis. Guided by the aim of
the study KH identified meaning units that were con-
densed and labelled with codes which were then dis-
cussed with MJ and altered until agreement was
reached. To increase the credibility of the analysis,
regular meetings between KH and MJ were held
throughout the different stages of the process.
Through continuous comparisons of similarities and
differences, the codes were abstracted to preliminary
sub-categories and categories. The next step was to
initiate a reflective interpretative process which
involved working back and forth between meaning
units, codes, and preliminary sub-categories and cate-
gories. In the final step and to further strengthen the
credibility of the analysis the sub-categories and cate-
gories were reviewed and confirmed by SA and AH
(Table 1).

Trustworthiness

The analysis was mainly performed by KH, but dis-
cussed in daily meetings with MJ during the analysis
period to increase the trustworthiness. During these
meetings, KH and MJ were reflecting, discussing
and revising to refine the analysis by re-labelling and
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re-sorting codes, sub-categories and categories. AH
and SA, with experience from prior qualitative studies,
reviewed, considered and confirmed the results. The
pilot interviews were not included in the study.

Ethical considerations

The participants were given written and verbal infor-
mation about the study and the voluntary nature of
their participation. Confidentiality was guaranteed and
all participants signed an informed consent to partici-
pate. The study was approved by the Regional Ethics
Review Board in Stockholm, Dnr 2016/1367-31/2.

Results

Three main categories emerged from the data: (a)
Current routines for alcohol treatment in primary care
with the following sub-categories: asking questions
about alcohol and patients’ motivation to change their
drinking habits; (b) Experiences working with alcohol
dependence with the following sub-categories: chal-
lenges talking about alcohol, challenges working with
alcohol patients and factors affecting patients’ alcohol
consumption; and (c) Experiences working with inter-
net treatment with the following sub-categories: fac-
tors enabling the use of internet treatment and factors
hampering the use of internet treatment (Table 2).

Current routines for alcohol treatment in
primary care

GPs views on when and how to raise questions about
alcohol and how to motivate a patient to change their
drinking habits are presented.

Asking questions about alcohol
The GPs emphasized that the effects alcohol have on
health was important to discuss with their patients.
Alcohol was seen as a drug that can both lead to and
worsen common somatic and psychiatric conditions
and disorders. Therefore, discussing alcohol habits
with their patients during their appointments is of
great importance according to the GPs.

Alcohol is very important, a natural part of primary
care. It is where we should find those (who drink too
much), because we work with the diseases that
alcohol can cause; long-tern, chronic diseases [8].

The participating GPs usually asked questions about
alcohol in the meeting with a new patient and alcohol
was considered important among lifestyle habits. The
GPs reported that the most common approach was
asking questions aimed at quantifying the alcohol con-
sumption. General screening was not applied and
patients seeking with acute problems, like a cold, sel-
dom got the question, according to the GPs.
Sometimes the GPs forgot to ask or they did not have
enough time to ask. The GPs were sometimes unaware
that alcohol was the problem, for example, if they did
not observe any visible signs of excessive

Table 2. Overview of categories and sub-categories.
Categories

Current Routines for Alcohol Treatment in
Primary Care Experiences working with Alcohol Dependence Experiences working with Internet Treatment

Sub-categories
Asking Questions about Alcohol
Patients’ Motivation to change their

Drinking Habits

Challenges talking about Alcohol
Challenges working with Alcohol Patients
Factors affecting Patients’ Alcohol Consumption

Factors enabling the use of internet treatment
Factors hampering the use of

Internet Treatment

Table 1. Example of the analytical process for the three domains with meaning units, codes, sub-categories and categories.
Meaning units Codes Sub-categories Categories

I think I have done it too seldom, and that you, that I sometimes
hesitate to ask (about alcohol) because, it is a little difficult
or sensitive

Sensitive Challenges talking
about Alcohol

Experiences working with
Alcohol Dependence

… ask how much they drink and give suggestions, where you can,
for example, suggest to halve the consumption over a period. And
I think there are many who accept that.

Goal setting Patients’ motivation to
change their
Drinking Habits

Current Routines for Alcohol
Treatment in Primary Care

Yes, great advantage, that you just, that you get to choose for
yourself when you do it, when you have a moment over and that
you can then do it instead of booking another thing that you have
to do in some place

Availability Factors enabling the use of
Internet Treatment

Experiences working with
Internet Treatment
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alcoholconsumption. Their own literacy of how alcohol
can affect health also had a bearing on whether ques-
tions were asked. Some of the GPs believed they do
not ask often enough.

If you ask questions about alcohol may depend on
how interested and knowledgeable you are…whether
you think that alcohol might be important for a
certain condition or not [9].

The participating GPs estimated that their fre-
quency of asking questions about alcohol during
patient visits varied between 5–50%. They usually only
asked when they considered it relevant, meaning
when the current problem that brought the patient to
the GP could be affected by high alcohol consump-
tion. Another important factor for asking questions
about alcohol consumption was whether the GP was
able to offer treatment if needed.

We must be able to handle the answers to all
questions we ask. And that’s why we don’t ask the
question if we don’t know what to do [10].

Patients’ motivation to change their drinking habits
Patients’ motivation to receive treatment for alcohol
dependence differed according to the GPs. An open
conversation about the existing problems due to alco-
hol was a prerequisite for treatment to take place.

In order to motivate patients to change their alco-
hol habits, it was common for the GPs to use the cur-
rent symptoms as a starting point. Asking for
permission to inform how alcohol can influence, for
example, high blood pressure or depression, was seen
as an accessible intervention to create motivation
to change.

… you ask the question and some have not reflected
so much about it, but then when you address it they
start to reflect themselves, so that you are arousing
something in them [1].

Other GPs applied a more informative approach
and told the patients that it would be a good idea to
do something about their alcohol consumption in
order to reduce the current somatic or psychi-
atric symptoms.

We can medicate your blood pressure, but as long as
you continue to drink this way, you will counteract it
and then we must do something about your drinking
as well [2].

Elevated biomarkers indicating heavy drinking and
liver pathology could be a way to increase patients’
motivation to change their consumption. It was also
seen as a way to follow up treatment effect.

Goal setting was one strategy to encourage
patients to cut down their drinking while filling in the
alcohol calendar was used to follow up drinking goals.

Sometimes, a small effort is enough… for well-
functioning patients who need to be strengthened a
little in their own thinking to change their
drinking [5].

Experiences working with alcohol dependence

The participating GPs found alcohol important to dis-
cuss, but they viewed alcohol as a challenging and sen-
sitive topic to talk about both for patients and
sometimes also for themselves. Insufficient routines
and different difficulties working with alcohol habits
were described throughout the interviews, for example,
on the GP-, patient-, organizational- and educa-
tional level.

Challenges talking about alcohol
From the GPs perspective, it was common that
patients spoke openly about their alcohol habits and
their view was that sometimes patients even expected
a meticulous doctor to ask questions about alcohol in
order to get a broader perspective. The GPs reported
they meet emotional expressions such as denial and
shame as well as relief, acceptance and openness.
Their belief was that patients sometimes denied exces-
sive drinking due to shame and a fear of negatively
affecting the doctor–patient relationship. Although
both questionnaires and blood tests indicate excessive
drinking, the GPs found that it could still be difficult
for the patient to speak openly about their alcohol
consumption. If the GPs suspected excessive alcohol
consumption it could sometimes be easier for the
patient to discuss this on another occasion when they
were more prepared to talk about it.

Most people are open, and also positive and talk
about it… one would get the impression that, when
asked the question, it comes with relief for some
people [1]

All GPs stated that they were aware of the shame
and the guilt linked to excessive alcohol consumption
and therefore they were careful not to increase these
feelings in their patients. Seeing patients’ alcohol hab-
its affecting the patients’ own lives as well as their
loved ones’ lives could arouse frustration among the
GPs, but at the same time, GPs belief was that alcohol
problems can affect anyone.

I can definitely get extremely frustrated when I see
someone completely ruin their life with alcohol in a
different way, I think, than if someone has diabetes
that they don’t take care of [2].
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It was easier to talk about alcohol when this was
the primary reason for the visit, which was rarely the
case. The GPs also found it easier talking about alco-
hol with patients taking part in the RCT, where ques-
tions about alcohol were raised mandatorily. Some of
the GPs also speculated on whether their own per-
ceptions of alcohol and their own alcohol habits
could affect the conversation about alcohol.

… one’s own thoughts about alcohol, what one thinks
is normal consumption…maybe our prejudices or our
own thoughts about this will be reflected in the
contact [8].

Challenges working with alcohol patients
The clinics seldom had documented routines in the
work with alcohol patients. Questionnaires were rarely
used and general screening was not applied. The GPs
reported that they often were unaware of how their
colleagues work with alcohol. The working method
seems to depend on one’s own competence and inter-
est regarding the alcohol field.

No, we have no routines…we use ad hoc solutions
all the time and we probably also have a little
different view on what to do and when to do it [10].

Education and training in how to raise questions
about patients’ alcohol habits, how to use alcohol-
related diagnoses and to prescribe alcohol medica-
tions was a need according to the GPs. The GPs
expressed a desire for questions and phrases to use to
open the discussion about alcohol.

I would like to practice the conversation technique
actually, because I really feel that we fail in the
conversation. It tends to be some form of questioning
about right or wrong [6].

The GPs reported they seldom use alcohol diagno-
ses in the records, less frequently compared to the
prevalence in the population.

The competence regarding prescribing alcohol
medications also varied. Some of the GPs felt compe-
tent prescribing acamprosate, naltrexone and disul-
firam and were satisfied with their effects. Some of
the GPs seldomly prescribed alcohol medications and
must refresh their memory before doing so, which
made them hesitate to use them. In one of the clinics,
there had been no prescriptions at all and in another
clinic only the interviewed GP prescribed medications.

About prescribing alcohol medications, I’m a little
cautious to do that and I think it’s important that an
addiction clinic takes care of that [3].

Another challenge was time constraints and diffi-
culties in offering follow-up visits. One possible

solution mentioned was to offer follow-up visits
to nurses.

Factors affecting patients’ alcohol consumption
All GPs had noticed differences in drinking habits due
to gender, economy and what was socially accepted.
At the centers located in higher socio-economic areas,
the GPs emphasized that patients drank less per occa-
sion, but more regularly and in lower socio-economic
areas and groups binge drinking was more common.
The GPs reasoned that it was more difficult to identify
alcohol problems among patients in higher socio-eco-
nomic groups, partly due to external signs being less
frequent in this group and therefore questions about
alcohol were not asked.

… fancy wine drinking among higher social groups is
considered cultural, it is not so dangerous if you drink
expensive wines [10].

The GPs’ view was that men were more open about
their drinking while women seemed to hide their
drinking to a greater extent due to stigma. They
believed it was more shameful for women to admit
they were drinking too much and as a result, it was
more difficult to identify alcohol problems in women.

Experiences working with internet treatment

The iCBT is a self-help CBT program with automated
feedback. It includes five modules and can be initiated
by the GP or other professions at the clinic. Ideally,
follow-up visits for blood samples, additional motiv-
ational- and pharmacological treatment can be
planned in addition to the iCBT. The GPs pointed out
some features that made iCBT useful but also high-
lighted factors that could complicate the use of iCBT
in primary care.

Factors enabling the use of internet treatment
Having knowledge about the content of the treatment
program and knowing the treatment is evidence-
based and effective was considered important by GPs
in order to recommend iCBT. GPs believed that the
willingness to raise questions about alcohol may
increase when iCBT can be offered. This was in line
with the previous general statement that it was easier
to raise questions about alcohol when having a treat-
ment to offer.

So far, we have not had much to offer except for
referral to specialized care, where many patients do
not feel they belong [7].

iCBT was also seen to have the potential of attract-
ing patients who would otherwise not participate in
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treatment due to practical reasons or time constraints.
According to the GPs, most patients do not find speci-
alized treatment for alcohol dependence attractive
and the GPs found iCBT had the potential to reduce
the stigma with its anonymity.

Internet treatment is contemporary and is less
stigmatizing for the patient. It is much more
accessible, there are less obstacles and practical [4].

The GPs viewed iCBT suitable for patients that are
motivated, active and have computer experience. They
also thought that iCBT can reduce the workload for
the GPs. They considered the treatment has the
potential to make patients take responsibility for their
own situation, strengthen self-efficacy and support the
patient when not in the clinic.

…with the help of this she was able to have a
conversation with herself… and that it was very
strange when she didn’t drink, what would she do
then… and she was worried that she would start
eating instead. So, she filled the time with knitting
and she said it was so nice that she had to figure out
what to do herself [6].

Factors hampering the use of internet treatment
GPs feared that resources like time and personnel
were needed to make iCBT work as routine, as alcohol
treatment is one of many responsibilities in pri-
mary care.

Definitely a treatment that could work, but now there
would probably not be room for it. We would like to
do everything, but we get more and more
assignments in primary care, so, not without
resources [10].

The GPs stated that a routine that makes the treat-
ment easily available for the GPs, for example, via the
data file system, was essential. To receive feedback
from the internet platform when treatment ends was
also viewed as important as well as resources to
organize the treatment. Furthermore, other profes-
sions, for example, nurses, should also be engaged in
this activity.

… that there is someone at the clinic who may be
particularly good at this, that there is a nurse to call if
you have questions [6].

The GPs’ perceived that some patients would prefer
therapist-assisted internet treatment and others per-
sonal contact with the GP. An idea raised to make
internet treatment more attractive was adding a chat
forum where patients can support each other.

The GPs did not find iCBT to be useful for patients
that lack computer experience, for example, some

elderly patients and patients with cognitive impair-
ment. However, for patients with multiple diseases in
home-care iCBT could be useful.

For the elderly with multiple diseases in home-care
most things that are schematic don’t work so well. But
on the other hand, there is absolutely nothing for
them today and they can’t leave their homes, so this
might be good for them [5].

Discussion

Statement of principal findings

The aim of this study was to describe GPs’ attitudes
regarding working with alcohol dependence, current
treatment routines, and their views on iCBT, a new
treatment approach to treat alcohol dependence
within primary care. The results showed that the GPs
considered alcohol dependence to be important to
both identify and treat. One way of addressing alcohol
that was considered effective by the GPs was to raise
the patient’s interest in how alcohol affects their cur-
rent clinical condition, as previously described by Lid
et al. [37]. Alcohol, unlike most other medical condi-
tions, was viewed as a sensitive and stigmatized sub-
ject to discuss both for patients and for GPs
themselves, which is in line with previous research
[12]. Even if this sometimes prevents patients from
speaking openly about their alcohol habits the partici-
pating GPs found most patients open and positive
when questioned about their alcohol consumption,
which a recent qualitative study on patients’ experien-
ces also have indicated [38].

Further, the analysis showed that according to the
GPs, raising questions about alcohol was facilitated by
knowledge about alcohol and its effect on health as
well as having been trained in how to talk about alco-
hol. Lastly, it was considered important to have effect-
ive treatment options to offer patients and iCBT was a
treatment option the GPs found interesting. A need
for training in conversation techniques and in the use
of pharmacotherapy for alcohol dependence were
identified as important by the GPs in order to raise
questions about alcohol and offer treatment.

Positive features with iCBT for patients mentioned
were; reducing stigma, practical and convenient for
active people and strengthening self-efficacy.
According to the GPs, resources, like time and person-
nel, are needed in order to make iCBT useful as a rou-
tine. The ability to initiate iCBT from the patient file
system and to incorporate automated feedback to the
GPs from the treatment platform would make it easier
to follow up patients which can further increase the

SCANDINAVIAN JOURNAL OF PRIMARY HEALTH CARE 253



usefulness of iCBT. GPs believed that some patients
would prefer personal contact prior to iCBT. Following
normal routines in medical care, where all interven-
tions need follow-up visits, the iCBT may also be com-
bined with personal follow-up visits to the GPs or
nurses during and after the treatment. The iCBT does
not require GPs to learn a new treatment method. As
GPs expressed a need for conversational skills, iCBT
might hamper their practice and learning. On the
other hand, this treatment method would still be
available if a GP leaves a clinic and might be time-sav-
ing. The availability of iCBT can also result in that
treatment as usual is performed to a greater extent,
for example, pharmacological treatment and goal-set-
ting. In the RCT, around half of the alcohol-dependent
patients were prescribed pharmacological treatment.

General screening was not applied in any partici-
pating centers in this study and generally, there was a
lack of effective routines concerning alcohol identifica-
tion and treatment. Time constraints made it difficult
to plan revisits. Other professionals, for example,
nurses, were seldom involved in this work but were
seen by GPs as potential co-workers in identifying and
treating alcohol problems.

Strengths and limitations

A limitation of the study is that only a small group of
GPs participated. There is a possibility that the GPs in
this study were more positive to iCBT than GPs in gen-
eral, as they were involved in the RCT and also
accepted to take part in this study. However, it is not
possible to give a general understanding using a
qualitative design but to share experiences, in this
case, GPs’ experiences of working with and referring
alcohol-dependent patients to iCBT. The participants
were selected through purposeful sampling, that is,
having experience from the RCT, they were experi-
enced GPs from clinics in different socio-economic
areas and also there were as many men as women
included in the study to minimize gender bias. The
use of quotations enhances the results and facilitates
the readers’ ability to judge the credibility and authen-
ticity of the findings. Furthermore, credibility is also
enhanced by having one author (KH) conducting the
data collection and by having the first (KH) and last
author (MJ) closely working together during the entire
process of the analysis to further increase the credibil-
ity and trustworthiness of the study. Another strength
of this study is the exploration of experiences from a
novel treatment approach, iCBT, in clinical practice.

Findings in relation to other studies (differences
in results)

Most previous studies in primary care have evaluated
SBI that has been found effective in reducing harmful
alcohol consumption [23]. However, SBI was not found
effective in treating alcohol dependence and did not
increase referral to specialized care [24,25]. Likewise,
the GPs in this study stated that patients with alcohol
dependence seldom are interested in treatment in
specialized care. Studies for treating alcohol depend-
ence within primary care are few and have mainly
evaluated pharmacological treatment, which is rarely
used [26–28]. Patients prefer treatment in primary care
to specialized care, especially those with co-occurrent
health conditions [38]. This points to the need for GPs
to have access to treatment they find applicable and
feasible to use. In interviews with GPs taking part in
the study for treating alcohol dependence in primary
care referred to above [29], the GPs found the
stepped-care program as a promising approach that
was easy to use [39].

The availability of iCBT facilitated discussions about
alcohol among GPs in this study, as they were able to
offer a treatment alternative that they found attractive
for patients. In order to offer any kind of treatment for
alcohol dependence, identification of alcohol habits is
the first and crucial step. Without skills in behavioral
treatment, there is some reluctance in raising alcohol
questions, knowing that a proportion of patients with
hazardous use have developed dependence. Thus,
iCBT can be a tool both for identifying and a possible
treatment option for alcohol dependence in pri-
mary care.

Meaning of the study

Alcohol dependence remains highly stigmatized and
the majority of people with alcohol dependence are
reluctant to seek treatment. Primary care has for many
years been considered the ideal base for treatment,
with its broad contact with the whole population. In
spite of serious efforts around the world, the integra-
tion of alcohol treatment in regular routines in primary
care has remained elusive. One reason for this is the
perceived lack of expertise among primary care practi-
tioners, leading them to avoid raising the alco-
hol issue.

What this study adds is the exploration of experien-
ces with a novel treatment approach for alcohol
dependence, iCBT.

While acknowledging that the introduction of new
technology requires training and resources, having
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access to an effective internet-based treatment for
alcohol dependence was expected to increase the will-
ingness to ask patients about their alcohol habits. This
then might constitute a first stepping stone towards a
treatment system where primary care is the base
of treatment.

Conclusion

GPs believed that iCBT might facilitate raising ques-
tions about alcohol use and thought iCBT may serve
as an attractive treatment option to some patients.
The iCBT program did not require GPs to acquire skills
in behavioral treatment, which could make implemen-
tation more feasible.
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