Johnson et al.
Addiction Science & Clinical Practice
(2022) 17:9
https://doi.org/10.1186/s13722-022-00292-8

Addiction Science &
Clinical Practice
Open Access

RESEARCH

Clinicians’ perspectives and perceived
barriers to caring for patients with alcohol use
disorder and cirrhosis
Emily Johnson1 , Sumantra Monty Ghosh2 , Vijay John Daniels2 , T. Cameron Wild3 ,
Puneeta Tandon1*† and Ashley Hyde1†

Abstract
Background: Alcohol use disorder (AUD) is one of the leading etiologies for liver cirrhosis and liver transplantation.
Few individuals with AUD receive guideline-based care in the form of screening, brief intervention, referral to treatment, or prescription of pharmacotherapy for relapse prevention. We interviewed clinicians across Alberta to assess
the current experience and perceived barriers to managing AUD in people who have cirrhosis. The aim of this paper is
to summarize these findings to inform the development of an educational intervention.
Methods: We used a qualitative descriptive approach to explore the experiences of clinicians who care for patients
with cirrhosis and AUD in Alberta. We conducted semi-structured interviews directed by an interview guide. Interviews were recorded and transcribed verbatim. We used an inductive thematic analysis approach whereby transcripts
were coded, with codes grouped into larger categories, then themes.
Results: Sixteen clinicians participated in this study. Many participants acknowledged that they do not use a standardized approach to screening, brief intervention, and referral to treatment. Through thematic analysis we identified
four themes surrounding barriers to managing AUD in patients with cirrhosis: (i) Practicing within knowledge constraints, (ii) Navigating limited resources and system challenges, (iii) Balancing the complexity of cirrhosis and AUD,
and (iv) Acknowledging the influence of provider perceptions on care.
Conclusion: This article presents the perspectives of clinicians who care for people who have AUD and cirrhosis.
Significant barriers exist, including limited knowledge and resources, systemic challenges, and patient complexity. The
information gathered will be used to develop an educational intervention that will delve deeper into these issues in
order to have the greatest impact on clinicians who routinely interface with this patient population.
Keywords: Alcohol use disorder, Cirrhosis, Alcohol-associated liver disease, Clinician perspectives, Interviews
Background
Alcohol use disorder (AUD) is a chronic, relapsing condition that affects approximately 14% of individuals in
North America [1, 2]. AUD can lead to a host of negative
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health consequences, with one of the most prevalent
being alcohol-associated cirrhosis [3, 4]. Individuals with
concomitant cirrhosis and AUD are at increased risk of
experiencing adverse health consequences attributable
to their liver disease, in addition to psychological stress,
financial hardship, and homelessness [5]. Despite these
negative consequences, and the evidence to support the
benefit of AUD related treatment [6, 7], less than 20% of
individuals with AUD receive psychological/behavioural
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therapy with or without pharmacotherapy for relapse
prevention [1]. While current statistics are lacking for
Canada, a recent study in the United States found that
among 21,270 adults with AUD, only 5.8% reported
receiving treatment [8].
Recent clinical practice guidelines from the American Association for the Study of Liver Disease (AASLD)
and the European Association for the Study of the Liver
(EASL) have stressed the importance of considering not
only the management of direct liver complications (e.g.
alcohol associated hepatitis), but also intervening to
address the root cause of the liver disease—alcohol consumption [9, 10]. For patients who meet criteria for AUD
and/or have alcohol-related liver disease, a multidisciplinary integrated care approach including the involvement of an addiction medicine specialist and initiation
of pharmacotherapy for relapse prevention, is recommended [9, 10]. Current evidence supports the use of
Acamprosate, as well as the off-label use of Baclofen and
Gabapentin for relapse prevention in people who have
liver disease [9, 11]. Though an integrated multidisciplinary care approach is the recognized gold standard for
patients with concomitant AUD and cirrhosis, integrated
clinics and addiction medicine specialists are not easily
accessible to many clinicians who care for patients with
cirrhosis [12]. Indeed, there are no clinics in our province where cirrhosis care and AUD care are integrated.
An interim step to support clinicians without access to an
integrated care model would be to increase provider confidence with skills including screening, brief intervention,
referral to psychosocial/behavioral therapy (SBIRT), and
confidence with initiating pharmacotherapy for relapse
prevention [13].
The multiple treatment options for AUD range from
behavioural therapy (Cognitive behavioural therapy
(CBT), motivational enhancement therapy (MET)), psychological support (counselling, trauma support), mutual
aid fellowships (Alcoholics Anonymous (AA)) provided
alone or, ideally, in combination with pharmacotherapy
for relapse prevention [14, 15]. Taken in conjunction
with patient wishes to change their alcohol consumption,
these treatment options may help to improve the likelihood of abstinence and reduce the risk of alcohol-related
complications. There is evidence to support the effectiveness of AUD treatment among people with liver disease
[14, 15], but these treatments are greatly underused [1]
despite frequent interactions with the healthcare system.
Individuals with AUD can present with liver related
complications, or additional physical and mental health
conditions, such as depression and post-traumatic
stress disorder [16]. Each of these point-of-care interactions represents an opportunity for clinicians (e.g.,
primary care, emergency medicine, hepatology and
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hospitalist, nurse practitioners etc.) to intervene and
support patients to reduce or cease their hazardous consumption of alcohol. Low rates of SBIRT implementation [17] lead to delays in treatment and worse mental
and physical health outcomes [18]. By increasing SBIRT
practices and prescription of pharmacotherapies for
relapse prevention, more patients may have the opportunity to connect to treatment. After implementation of
SBIRT practices in emergency departments for example,
a systematic review by Barata et al. demonstrated fewer
alcohol related consequences and repeat visits [19]. Hays
et al. reported that implementation of SBIRT practices
into their trauma center resulted in significant increases
in patient acceptance of referral to an outpatient treatment center for their substance use disorder [20]. In
order to change practice habits and reduce the burden
of AUD, it is crucial that we understand the barriers to
SBIRT and initiation of pharmacotherapies for relapse
prevention in cirrhosis related AUD care.
To date, there have only been two studies that have
explored clinicians’ experiences in managing AUD in
patients with cirrhosis [21, 22]. Using a survey-based
approach, key findings have included the lack of adoption
of a standardized approach to AUD management, and
low reported knowledge and comfort around pharmacotherapy for relapse prevention. Survey-based approaches
are limited by the decision of which items to include.
This is unlike qualitative methodology which can include
open-ended questions and the ability to ask participants
to expand on their experiences and perspectives. Moreover, clinicians in existing survey-based studies have
primarily been from a gastroenterology/hepatology background, with no representation of other sub-specialties
who also play a vital role in the circle of care (e.g., primary care, internal medicine, emergency medicine). To
our knowledge, we are unaware of a qualitative exploration of barriers and facilitators around AUD management
in people with cirrhosis involving primary care providers
and gastroenterologists/hepatologists.
To address these knowledge gaps, the goal of this study
was to describe the experience of clinicians caring for
patients with concomitant AUD and cirrhosis. Specifically, we wanted to answer the following research questions: (i) What is the experience and present practices of
clinicians caring for patients with cirrhosis and AUD, and
(ii) What are the perceived barriers to providing care to
patients with cirrhosis and AUD?

Methods
We used a qualitative descriptive approach [23] to
address the research objectives. This study was approved
by the Health Ethics Research Board at the University of
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Alberta (Pro00089501). Informed consent was obtained
prior to commencing interviews with participants.
Sampling and recruitment

The present study is part of Cirrhosis Care Alberta
(CCAB) a multi-site pragmatic trial aimed at improving
the quality of care for patients with cirrhosis [24]. A portion of this trial is devoted to improving care for patients
with cirrhosis and AUD through implementation of
a standardized screening, intervention and treatment
approach including the prescription of pharmacotherapy
for relapse prevention. Participants were employed at
hospital sites involved in the parent trial and were invited
to participate in the present study by the principal investigator (PT) or additional CCAB site leads via email. A
total of 19 participants were invited to join the study
from 8 hospital sites (5 urban hospitals, 3 community
hospitals) and practice settings that included gastroenterology/hepatology, internal medicine, and primary care; 3
did not wish to participate due to time constraints. We
used a purposive sampling strategy to guide selection of
participants to ensure that the study participants represented diverse professional roles (physician vs. nurse
practitioner), geographic location of practice (North
Zone, South Zone, Central Zone, Edmonton Zone and
Calgary Zone), years of practice, and urban and community hospital sites.
Data collection

Semi-structured interviews [25] were conducted by
the first author (EJ) of this paper and supervised by a
team member (AH) with expertise in qualitative methodology. Interviews were conducted via Zoom from
January 2021–March 2021 and lasted 10–46 min
(mean = 25 min). Development of the interview guide by
EJ and AH (Table 1) was informed by a desire to explore
current AUD management practices and perspectives
of clinicians in Alberta caring for patients with AUD
and cirrhosis. Interviews were audio recorded and transcribed verbatim. At the outset of each interview, demographic data were collected and following each interview,
field notes detailing the interviewer’s preliminary
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impressions were recorded. The interview guide was
refined as interviews progressed to probe areas of interest and emerging themes. Interviews progressed until
saturation was achieved, with no new concepts emerging
after 16 interviews.
Data analysis

We used a theoretical thematic analysis approach [26]
whereby codes and themes were identified in an inductive manner based on a desire to understand our participant’s experience of caring for patients who have AUD
and cirrhosis. Analyses were conducted by two members
of the research team (EJ and AH) who coded several transcripts separately, then came together to develop a coding
framework based on consensus. Following development
of the framework, the remainder of the transcripts were
coded by EJ. Frequent meetings with our team member
with qualitative expertise (AH) and principal investigator (PT) enabled verification of emerging categories and
themes. An audit trail detailing methodological and analytical decisions was maintained. NVIVO Pro (Version
12) was used for data management and to facilitate analysis [27].

Results
We conducted a total of 16 interviews with 11 physicians and 5 nurse practitioners. The majority (n = 12)
were specialized in gastroenterology and hepatology, and
the remainder were specialized in primary care (3) and
internal medicine (1). Participants were recruited from
all five Alberta Health Services (AHS) care delivery zones
and both sexes were equally represented (50% male, 50%
female). Additional demographic details are presented
in Table 2. Four key themes emerged that described the
experience of providing care to patients with cirrhosis
and AUD: (i) Practicing within knowledge constraints,
(ii) Navigating limited resources and system challenges,
(iii) Balancing the complexity of cirrhosis and AUD, and
(iv) Acknowledging the influence of provider perceptions
on care (Results are presented graphically in Fig. 1).

Table 1 Semi-structured interview guide
1. Can you tell me about your experiences with caring for patients who have AUD and cirrhosis?
2. What are your challenges in providing care for patients with AUD and cirrhosis?
3. What resources do you feel are missing for you to be able to provide optimal care to patients with AUD and cirrhosis?
4. Can you tell me about how allied health (particularly social work and addictions) are involved in the care of a patient with AUD and cirrhosis at your
site?
5. Can you tell me about what kind of educational resources would enhance your practice when caring for patients with AUD and cirrhosis?
6. Can you tell me how caring for patients with cirrhosis and AUD has changed since the start of the COVID-19 pandemic?
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Table 2 Demographic characteristics
Variable

N (%)

Gender
Male

8 (50)

Female

8 (50)

Practice Specialization
Family Doctor
Gastroenterologist/Hepatologist
Internist

3 (19)
12 (75)
1 (6)

Professional role
Medical doctor (MD)
Nurse Practitioner (NP)

11 (69)
5 (31)

Practice Zone (Alberta Health Services)
North Zone

2 (12.5)

Edmonton Zone

8 (50)

Central Zone

2 (12.5)

Calgary Zone

3 (19)

South Zone

1 (6)

Theme #1: Practicing within knowledge constraints

Nearly all participants spoke about their limited knowledge of how to provide treatment for AUD in people
who have cirrhosis. This perceived “lack of understanding” and knowledge stemmed from an absence of formal training and familiarity with treatment options
for this patient population. One participant shared, “…
we were never really educated about it [AUD] or didn’t
really know what the options were”. Though participants
described their familiarity with clinical practice guidelines for management of cirrhosis, many did not use
guidelines for AUD, instead relying on their ‘gut instincts’
and ‘spidey senses’ to assess their patient’s alcohol use
and determine whether it required clinical intervention.
Of this, one participant said,
Usually, you get a fairly good idea about how much
alcohol [a patient] uses…depending on if they tell me
if they drink two beers a week for years, I don’t usually explore it much further. (Participant 12, MD,
Hepatology)
Further, participants did not routinely employ a validated screening measure to assess for AUD or use a
structured approach to brief intervention. For some,
this approach was attributed to being unaware, while for
others it was due to a perceived lack of clinical evidence
including the “limited research done on this patient population” and concerns over “how effective” various interventions are in this group of patients. For example, one
participant noted:
I don’t go through a whole questionnaire or anything
like that…if I know that they’re already an alcoholic,
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I don’t really think that I need to screen them for the
severity because I don’t really treat them differently.
(Participant 9, MD, Gastroenterology/Hepatology)
This unstructured approach extended to the process of
diagnosing AUD. Participants stated that they typically
did not use a set of diagnostic criteria such as those in the
Diagnostic and Statistical Manual of Mental Disorders,
5th Edition (DSM-5) because they “believe their patients
would meet the criteria anyway” and that “it doesn’t take
much to make the diagnosis” especially with a “collateral history” such as the presence of cirrhosis. One participant reflected on their experience with diagnosing a
patient with AUD when they were unfamiliar with the
patient’s history.
I personally have a hard time ascribing a diagnosis
to fit to symptoms that I didn’t personally observe…
you’re going to start giving people diagnoses that
they never actually had and altering the way they
interact with the healthcare system. (Participant 1,
MD, Primary Care).
Participants also shared their discomfort with the prescription of pharmacotherapy for relapse prevention as a
result of their perceived gaps in knowledge. They noted
that the advances in addiction medicine contributed
to their knowledge deficits: “a lot of these medications
came out after I finished training…”. Other participants
reflected on how clinical norms in treating AUD combined with their lack of knowledge:
In all the settings that I worked, [prescribing pharmacotherapy] is just not something we do. And I
realized that it is a knowledge deficit for all of us
and we need to get better at that. (Participant 5, NP,
Gastroenterology/Hepatology).
Several participants shared that they “did not feel comfortable” prescribing pharmacotherapy for relapse prevention for AUD in patients who also had cirrhosis due to
what they see as limited “viable options” resulting from a
paucity of randomized controlled trials testing the efficacy and safety in this unique population. Further, they
also reported feeling generally unaware of community
resources to compliment potential medical therapies: “I
don’t even know where it [addictions clinic] is…I don’t
know what’s offered there”. One participant reflected on
how these knowledge constraints could ultimately impact
the patient’s desire to receive treatment for AUD:
If I knew a bit more, I’d feel more confident. And
if people [clinicians] are more confident in what
they’re recommending, generally their patients are
more interested in it” (Participant 1, MD, Primary
Care Provider)
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Understanding addicon as a
medical problem

Fig. 1 Major themes and codes

Theme #2: Navigating limited resources and systems
challenges

Many participants spoke of the resource challenges they
encountered in their care of patients with cirrhosis and
AUD. For some, the most striking resource limitation was
their own clinical time, which they felt prevented them
from providing “reliable follow up.” They recognized that
effectively treating patients with concomitant cirrhosis
and AUD required a significant investment of time:
The trouble is we just don’t have 45 minutes to sit
down with a patient and go over everything and tell
them exactly what to do. (Participant 2, MD, Gastroenterology/Hepatology)
For clinicians that practiced in an acute care setting,
this notion of time as a limited resource was especially
pronounced. One participant said the following regarding building relationships with patients admitted to acute
care units:
It is a challenge in acute care because we only see
them for such a short snippet of time. We can’t build

that relationship, follow that relationship through,
and see it to the end. We’re really trying to put a
Band-Aid on something that needs an abdominal pad because we see them for such a short time
period. (Participant 13, NP, Gastroenterology/Hepatology).
This sentiment was echoed by those in specialist settings who expressed concerns over providing reliable
timely follow up in the context of pharmacotherapy for
relapse prevention:
It’s not really a drug I want to be prescribing myself
from a practice management standpoint…because
if there is an issue, they’re going to be able to see
their primary care provider way easier than seeing
me just by volume and access. (Participant 12, MD,
Gastroenterology/Hepatology)
Struggles with “workload management” were also
found to impede participant’s ability to provide the additional supports they deemed necessary for their patients.
They noted that coordinating psychosocial services was
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difficult to achieve in a timely manner, with one participant saying, “it’s actually a disservice because it’s hard to
target therapy because of that.” Another participant noted
that medications for relapse prevention “don’t work on
their own” and interventions like “cognitive behavioural
therapy” are important to achieving the best outcome
in patients but “getting both of those pieces coordinated
together” was a “challenge.”
Participants also felt that a shortage of manpower
affected their care of patients with cirrhosis and AUD.
Participants who worked as PCPs in the community
spoke about the perceived inability to refer patients to
see a liver specialist as they “wouldn’t see just anyone due
to the sheer volume of patients”. This extended to a perceived lack of addiction medicine support. One participant stated:
I don’t really have anybody accessible to me that I
can say to my patient, ‘oh this person is willing to see
you urgently.’ It’s really hard for them to get in to see
somebody. (Participant 4, MD, Gastroenterology/
Hepatology)
Similarly, another participant acknowledged how providing care in a rural area further limited the support
they could provide:
Endemic to my zone is the sense that it’s very poorly
funded and it lives between two giant polarities.
And when you don’t have the tools, you often become
really resistant to opening those doors anyways,
because you feel like you don’t know where to go
with it, it just becomes overwhelming. (Participant 3,
MD, Gastroenterology/Hepatology).
Others who provided care for individuals in rural settings further expressed that limited services in these
communities makes it challenging to access addiction
medicine in particular. One participant commented:
We service a large population outside the city, so
being able to do outreach to the different facilities or
different cities or towns themselves would be helpful. But it’s challenging with only a limited number
of resources. (Participant 4, MD, Gastroenterology/
Hepatology).
Participants also described systems challenges including role clarity and the confusion about which provider
should initiate and maintain AUD treatment for patients
with cirrhosis. Several participants who practiced as
liver specialists felt that treatment was beyond their role
as “the alcohol use is well established” by the time they
see the patients. This sentiment was similar regarding
prescription of pharmacotherapy for relapse prevention,
with most liver specialists indicating that they were not
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comfortable initiating them because “it’s very hard to
see these patients for follow up in three to four months’
time”. They felt that their inability to provide timely follow up made it risky for patient’s overall health if they
experienced an “issue with the medication”. Several specialists did, however, indicate that they would be inclined
to initiate pharmacotherapy for relapse prevention “if [a
patient] is in a steady state and the family doctor can continue the refills”.
For most PCPs, these perceptions about whose responsibility it is to care for patients with AUD and cirrhosis,
led to mixed feelings regarding their role. One PCP said
the following about feeling equipped to support patients
with AUD and cirrhosis:
Part of me thinks like in a perfect world, there’d be
some sort of place where I’d send them and somebody else would deal with them. But that’s not fair
because as a primary care practitioner, we know
in the evidence that the very best place they receive
care is with their family doctor at a place that they
feel comfortable. So, though I would love to be able to
pawn someone out, that’s not fair and that wouldn’t
be in my patient’s best interest. (Participant 10, MD,
Primary Care).
Deciding who is responsible for caring for patients
with AUD and cirrhosis was an issue identified by a
number of participants. Division of liver care from the
AUD care was described by specialists and PCPs, with
many acknowledging time constraints with specialists as
a major factor, but realizing many things get “dumped”
onto primary care to manage.
Theme #3: Balancing the complexity of cirrhosis and AUD

Apart from identifying personal and system-level barriers
to effectively caring for patients with AUD and cirrhosis,
participants also discussed challenges in the concurrent
management of the conditions. Multiple participants
described the often-high acuity of patients with concomitant cirrhosis and AUD and how this impacted their
approach to care:
I think one of the biggest hurdles is that these
patients are quite sick, and their body is more fragile, and so these hits that normally people would
bounce back from, they just take longer to bounce
back from. (Participant 1, MD, Primary Care).
Similarly, another participant shared “I’m just trying to deal with the biggest thing” with AUD “sort of
on the backburner, it’s like when you feel better, we
can get you on that”. They acknowledged that this
acuity also influenced their willingness to prescribe
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pharmacotherapy for relapse prevention. One participant shared:
A lot of my patients, when they wind up seeing
me in the clinic, have very advanced cirrhosis…
where my choices are very, very limited. I don’t see
a lot of people now that are Child Pugh A [i.e., the
absence of liver related complications] …it’s just
sort of the way the practice is. (Participant 12,
MD, Gastroenterology/Hepatology).
Participants not only discussed the need for consideration of the severity of the patient’s cirrhosis when
planning treatment, but also the consideration of the
severity of AUD. For patients with severe AUD, care
was perceived as more challenging with one participant stating:
The biggest challenge in some of these folks is,
it’s not even the use, I can handle the use piece…
it’s just the behavioural piece, which makes lives
chaotic and makes it hard to relate to people and
makes them sometimes unreliable and just makes
them fragile and their health very precarious.
And they fall, and they fall back down into a dark
place, a tunnel, a place that I can’t find them. And
then they show up in hospital and I haven’t been
able to track them down for six or eight months….
I think that’s the biggest challenge. (Participant 3,
MD, Gastroenterology/Hepatology)
Participants also shared how “patient motivation”
and “initiative” served as an impetus for initiating
treatment. One participant reflected on the importance of patient responsibility and how “it sort of
establishes itself really quickly, those that are going
to be motivated and self-starters”. Others considered
patient “compliance” with lab tests, appointments, and
previous medication as indicative of that patient’s eligibility to receive treatment for their AUD. However,
participants also expressed the difficulty of living with
AUD, remembering “it is an illness” and it “is not easy”
to maintain abstinence. One participant reflected on
this balance between understanding and being honest
with their patient regarding their alcohol use:
Being empathetic is one thing but we can’t be
delusional in thinking that we can massage the
reality for our patients. Say if I tell you that alcohol is not the problem, maybe they will change.
No, we have to be honest with our patients. (Participant 14, MD, Primary Care).
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Theme # 4: Acknowledging the influence of provider
perceptions on care

Participants approach to caring for patients with AUD
and cirrhosis was influenced by their formal medical education, personal perceptions of addiction, and culture of
the organizations in which they practiced. Participants
acknowledged how “massively stigmatized” liver disease
was, with AUD tending to compound this stigma. One
participant noted that “there’s a lot of prejudice among
physicians about these conditions” adding that the burden can feel worse for patients “who must carry that
stigma with them.”
Several participants also spoke about stigmatized attitudes toward patients with cirrhosis because of their
alcohol dependence and perceived ‘worthiness’ of those
patients for other services. They believed that these attitudes would lead to a cascade of events in which future
encounters a patient had with the healthcare system
would be colored by judgement from other healthcare
providers. One physician reflected on how this affected
the patient’s journey through the healthcare system:
There’s a lot of assumptions [about patients with
AUD and cirrhosis]-they’re not a transplant candidate, they’re not an ICU candidate, they’re not going
to follow-up, so what’s the point in giving recommendations? It’s very, very disheartening. (Participant 9,
Gastroenterology/Hepatology)
While personal perceptions and organizational culture
influenced care of patients with AUD and cirrhosis, participants also noted differences in care according to the
career stage of the clinician. This not only affected willingness to use of pharmacotherapies for relapse prevention, but also colored their interactions with patients and
their understanding of AUD as a “brain-body” disease.
One physician who recently completed their training
commented on this, saying:
I think it’s a generational thing as well, this concept
of using agonist therapies or partial agonist therapies like anti-craving meds, wasn’t really something
that was done even before the opioid crisis…you had
to have a license to put people on suboxone. And the
same thing happens with other substance use disorders. People tend to continue to practice the way
they were trained, and the way most people were
trained was heavily focused on abstinence. (Participant 1, MD, Primary Care)
This was reinforced by a provider who was in the later
stages of their medical career, who acknowledged the
evolving nature of caring for patients with AUD and
the field of addiction, saying “it has come a long way.”
Although participants appreciated the influence of the
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“social aspects” of AUD like poverty, unemployment, and
trauma, they acknowledged the tendency for most clinicians to “deal with [AUD] in a very medical way.”

Discussion
Though there have been several studies of clinician practices, knowledge, and attitudes towards patients with cirrhosis and AUD [21, 22], to our knowledge our study is
the first to qualitatively explore the experiences of clinicians working with this group of patients. The participants in our study described a number of challenges, and
recognized the importance of providing person-centered,
continuous care considerate of the medical complexity,
motivation, and support systems available to the patient.
Participants acknowledged that managing AUD and cirrhosis requires an understanding of the nuances of both
conditions and the processes and factors that influence
them. However, limited training, research and understanding of the physiological processes of AUD and its
relevance to cirrhosis complications adds complexity
which, for many of our participants, made it harder to
manage either condition. Awareness of existing stigma
by healthcare providers and the medical system were also
brought forth by several participants as a factor preventing effective care of people with concomitant AUD and
cirrhosis. Acknowledging the pervasiveness of stigma,
readers will note that even within this manuscript, some
quotes reflect disempowering language and attitudes.
A prominent finding of this study was the relative lack
of training clinicians receive about caring for patients
with AUD. This is congruent with data suggesting that
less than 16% of clinicians report receiving adequate
addiction medicine training either in medical school
[28] or in their fellowship programs [21]. A report by the
National Centre for Addiction and Substance Abuse at
Columbia University has advocated for more addiction
training “at every level—in medical school, residency
training, continuing education and in practice” to prepare current and future clinicians to deal with all aspects
of substance use disorder management [29].
Clinicians not surprisingly described feeling illequipped to employ standardized screening tools and
brief interventions in their treatment for patients with
AUD. Despite well-established clinical practice guidelines [9, 10, 30] that suggest screening, brief intervention,
referral to treatment [31] and prescription of pharmacotherapy for relapse prevention, few clinicians in our
study described using this approach. These findings align
with previous research that found that less than 40% of
clinicians use a validated measure to screen for AUD
[32]. With a high specificity and sensitivity to identifying AUD, validated screening tools [33] are important
tools to avoid missing patients with milder use and falsely
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diagnosing a patient with AUD, a mistake that can occur
when using clinical intuition alone [34, 35]. In a metaanalysis by Mitchell et al. clinical judgement resulted in
the incorrect diagnosis of AUD in 50% and 60% and of
patients among hospital staff and PCPs, respectively [35].
A structured approach to brief interventions can reduce
alcohol consumption [36]. At a systems-level, this can
be supported by the integration of validated screening
measures into electronic medical record systems. This
increased screening rates for AUD (73.9%) [37] compared
with the typical population (~ 25% in some data captured
in the United States) [17]. Similar findings were observed
with integrated reminders to conduct a brief intervention
for patients with excess alcohol use [38].
Similar to screening and brief interventions, research
also supports the effectiveness of pharmacotherapy for
relapse prevention in reducing hepatic decompensation and long-term mortality in patients with cirrhosis
and AUD [15, 39–44]. Both specialists and PCPs in our
study shared their hesitancy in prescribing these medications as they had concerns with their inability to effectively monitor patient progress due to short appointment
times with long waitlists for follow-up. This was consistent with other studies, which reported a short appointment window and inability to maintain follow up as the
biggest hurdles to providing substance use disorder care
[45–48]. This hesitancy was further compounded by the
perceived lack of availability of addiction medicine services that could enable long-term follow up with a greater
focus on the unique medical and psychological needs of
these patients.
Clinicians in our study acknowledged that for many
patients, AUD was the root cause of their medical
comorbidities like cirrhosis. However, they described prioritizing treatment of medical sequelae like gastrointestinal bleeding, ascites, and hepatic encephalopathy over
AUD, as those most significantly affected patient acuity.
Indeed, some shared their hesitancy to initiate treatment
for AUD unless patients were compliant with treatments
for their comorbidities, like routine lab testing and lactulose therapy for hepatic encephalopathy. Several clinicians, both PCPs and specialists, expressed uncertainty
about who should initiate treatment for the AUD. Specialists shared concerns about initiating treatment as
they felt that due to long waitlists they could not provide
timely follow up to monitor progress with prescribed
AUD treatments. PCPs shared that they were often hesitant to initiate treatment because of the patient’s medical complexity, particularly their impaired liver function
and tolerance of pharmacotherapeutics for AUD. Issues
of role clarity, particularly who should initiate treatment
for AUD, remain relatively unexplored in the literature.
While there are several studies that explore the roles of
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PCPs and specialists who care for patients with cirrhosis
and AUD, we were unable to identify any that specifically
explored issues of role clarity in concomitant cirrhosis
and AUD [43–45]. Given the increasing prevalence of
AUD and cirrhosis, further exploration and explication of
clinician roles is warranted.
Stigma from healthcare providers has been found to
significantly contribute to negative perceptions of people
with substance use disorders and sub-optimal care [49,
50]. Although several participants acknowledged existing personal and systems-level stigma towards individuals who have substance use disorders (including AUD),
the views expressed in the interviews suggest significant
work needs to be done to reduce stigma and improve outcomes and experiences for people affected by substance
use disorders. Stigmatized language used to describe the
pathophysiology of AUD (e.g. “revolving door”), people
with AUD (e.g. “alcoholics”), and treatments were not
empowering.
The majority of the clinicians we interviewed practiced in an urban setting with access to a tertiary care
center with specialized gastroenterology and addiction
medicine services. Despite this proximity, they expressed
challenges in accessing these specialized services, including a lack of integration between these services and perceived paucity of addiction medicine specialists. This was
amplified for clinicians who practiced in rural settings
who noted limited access to specialized care, including
behavioral therapy. These findings are congruent with the
literature which notes significant differences in the treatment of patients for AUD in rural and urban settings [12,
51–54]. Though it may not be feasible to increase rural
access to supports for patients with AUD, an increased
awareness and visibility of processes to access these supports for both specialists and PCPs will no doubt benefit
patients with AUD and cirrhosis.

Limitations
Our study has several limitations. First, the participants
of this qualitative study were clinicians recruited via
convenience sampling based on their involvement in a
broader provincial quality improvement initiative aimed
at improving cirrhosis care for patients in Alberta [24].
Clinicians not directly involved in this initiative may have
had different experiences in providing care to patients
with cirrhosis and AUD. Second, the sample in this study
was relatively homogenous, with the majority of participants being gastroenterologists/hepatologists (75%) and
from urban practice zones (69%); more work is needed to
understand the unique experiences of clinicians practicing in non-urban settings or in primary care or internal
medicine. Third, clinicians who were interviewed were
established in their professional roles; it is possible that
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learners (residents, fellows, etc.) have different experiences and perceptions than those who have already
achieved their professional certification.

Conclusion
This qualitative study highlights the complexities of caring for patients with concomitant cirrhosis and AUD. In
caring for this unique patient population, clinicians face
a myriad of challenges including limited knowledge and
limited comfort with structured approaches to screening, brief intervention and treatment, inadequate access
to timely resources, and competing medical sequelae that
also require their attention. While identifying solutions
to some of these challenges is difficult, there are tangible interventions that can be used to increase clinician
knowledge on the screening, brief intervention and treatment of patients with cirrhosis and AUD. Future research
should explore the effectiveness of educational interventions in improving knowledge across a range of providers, and the potential impact this has on care for patients
with concomitant cirrhosis and AUD.
Abbreviations
AUD: Alcohol use disorder; PCP: Primary Care Provider; SBIRT: Screening, Brief
intervention, Referral to treatment; EASL: European Association for the Study
of the Liver.
Acknowledgements
The team would like to thank all the clinicians who agreed to participate in
the interviews and share their valuable experiences and perspectives on this
important topic.
Authors’ contributions
PT conceived the idea of interviewing clinicians. EJ conducted the interviews.
AH and EJ analyzed and coded the transcripts. EJ and AH took the lead in writing this manuscript. All authors, EJ, PT, VD, MG, TCW, and AH, provided critical
feedback and contributed to the writing of the manuscript. All authors read
and approved the final manuscript.
Funding
E. Johnson is funded through a grant by Alberta Innovates Health Solutions
awarded to P. Tandon. Grant award number: RES0043017. Additional funding
support from Alberta Health Services and the Alberta SPOR unit Pragmatic
Clinical Trials Platform (RES0048995).
Availability of data and materials
The datasets generated and analyzed during the current study are not publicly available due individual privacy but are available from the corresponding
author on reasonable request.

Declarations
Ethics approval and consent to participate
This study was approved by the Health Ethics Research Board at the University
of Alberta (Pro00089501). Informed consent was obtained prior to commencing interviews with participants.
Consent for publication
Not applicable.
Competing interests
The authors declare that they have no competing interests.

Johnson et al. Addiction Science & Clinical Practice

(2022) 17:9

Author details
1
Division of Gastroenterology (Liver Unit), Department of Medicine, University
of Alberta, Edmonton, AB, Canada. 2 Division of General Internal Medicine,
Department of Medicine, University of Alberta, Edmonton, AB, Canada.
3
School of Public Health, University of Alberta, Edmonton, AB, Canada.
Received: 3 September 2021 Accepted: 25 January 2022

Page 10 of 11

21.
22.

23.
References
1. Grant BF, Chou SP, Saha TD, Pickering RP, Kerridge BT, Ruan WJ, et al.
Prevalence of 12-month alcohol use, high-risk drinking, and DSM-IV
alcohol use disorder in the United States, 2001–2002 to 2012–2013. JAMA
Psychiat. 2017;74(9):911.
2. Pearson C, Janz T, Ali J. Mental and substance use disorders in Canada.
Health at a Glance. 2013.
3. Rehm J, Taylor B, Mohapatra S, Irving H, Baliunas D, Patra J, et al. Alcohol
as a risk factor for liver cirrhosis: a systematic review and meta-analysis.
Drug Alcohol Rev. 2010;29(4):437–45.
4. Julien J, Ayer T, Bethea ED, Tapper EB, Chhatwal J. Projected prevalence
and mortality associated with alcohol-related liver disease in the USA,
2019–40: a modelling study. Lancet Public Health. 2020;5(6):e316–23.
5. Da BL, Im GY, Schiano TD. Coronavirus disease 2019 hangover: a rising
tide of alcohol use disorder and alcohol-associated liver disease. Hepatology. 2020;72(3):1102–8.
6. Kranzler HR, Soyka M. Diagnosis and pharmacotherapy of alcohol use
disorder: a review. JAMA. 2018;320(8):815–24.
7. Carrique L, Quance J, Tan A, Abbey S, Sales I, Lilly L, et al. Results of early
transplantation for alcohol-related cirrhosis: integrated addiction treatment with low rates of relapse. Gastroenterology. 2021;161(6):1896–906.
8. Mintz CM, Hartz SM, Fisher SL, Ramsey AT, Geng EH, Grucza RA, et al.
A cascade of care for alcohol use disorder: using 2015–2019 National
Survey on Drug Use and Health data to identify gaps in past 12-month
care. Alcohol Clin Exp Res. 2021;45(6):1276–86.
9. Crabb DW, Im GY, Szabo G, Mellinger JL, Lucey MR. Diagnosis and treatment of alcohol-associated liver diseases: 2019 practice guidance from
the American Association for the Study of Liver Diseases. Hepatology.
2020;71(1):306–33.
10. Thursz M, Gual A, Lackner C, Mathurin P, Moreno C, Spahr L, et al. EASL
clinical practice guidelines: management of alcohol-related liver disease.
J Hepatol. 2018;69(1):154–81.
11. Arab JP, Izzy M, Leggio L, Bataller R, Shah VH. Management of alcohol use
disorder in patients with cirrhosis in the setting of liver transplantation.
Nat Revi Gastroenterol Hepatol. 2021;19(1):45–59.
12. Report of the Auditor General of Alberta. Health and Alberta Health
Services - Systems to manage the delivery of mental health services
follow-up. 2015.
13. Agerwala SM, McCance-Katz EF. Integrating screening, brief intervention,
and referral to treatment (SBIRT) into clinical practice settings: a brief
review. J Psychoactive Drugs. 2012;44(4):307–17.
14. Addolorato G, Mirijello A, Barrio P, Gual A. Treatment of alcohol use disorders in patients with alcoholic liver disease. J Hepatol. 2016;65(3):618–30.
15. Leggio L, Lee MR. Treatment of alcohol use disorder in patients with
alcoholic liver disease. Am J Med. 2017;130(2):124–34.
16. Saitz R, Cheng DM, Winter M, Kim TW, Meli SM, Allensworth-Davies D,
et al. Chronic care management for dependence on alcohol and other
drugs. JAMA. 2013;310(11):1156.
17. McKnight-Eily LR, Liu Y, Brewer RD, Kanny D, Lu H, Denny CH, et al. Vital
signs: communication between health professionals and their patients
about alcohol use–44 states and the District of Columbia, 2011. MMWR
Morb Mortal Wkly Rep. 2014;63(1):16–22.
18. Purshouse RC, Brennan A, Rafia R, Latimer NR, Archer RJ, Angus CR, et al.
Modelling the cost-effectiveness of alcohol screening and brief interventions in primary care in England. Alcohol Alcohol. 2013;48(2):180–8.
19. Barata IA, Shandro JR, Montgomery M, Polansky R, Sachs CJ, Duber HC,
et al. Effectiveness of SBIRT for alcohol use disorders in the emergency
department: a systematic review. West J Emerg Med. 2017;18(6):1143–52.
20. Hays AM, Gilrain KL, Grunberg VA, Bullock A, Fizur P, Ross SE. Implementing and evaluating SBIRT for alcohol use at a level 1 trauma

24.

25.
26.
27.
28.
29.
30.
31.
32.
33.

34.
35.
36.
37.

38.

39.
40.
41.
42.
43.
44.

center: a behavioral medicine approach. J Clin Psychol Med Settings.
2020;27(2):376–84.
Cotter TG, Ayoub F, King AC, Reddy KG, Charlton M. Practice habits,
knowledge, and attitudes of hepatologists to alcohol use disorder medication: sobering gaps and opportunities. Transpl Direct. 2020;6(10):e603.
Im GY, Mellinger JL, Winters A, Aby ES, Lominadze Z, Rice J, et al. Provider
attitudes and practices for alcohol screening, treatment, and education
in patients with liver disease: a survey from the American Association for
the Study of Liver Diseases Alcohol-Associated Liver Disease Special Interest Group. Clin Gastroenterol Hepatol. 2020;19(11):2407–16.
Nowell LS, Norris JM, White DE, Moules NJ. Thematic analysis. Int J Qual
Methods. 2017;16(1):160940691773384.
Carbonneau M, Eboreime EA, Hyde A, Campbell-Scherer D, Faris P, Gramlich L, et al. The cirrhosis care Alberta (CCAB) protocol: implementing
an evidence-based best practice order set for the management of liver
cirrhosis—a hybrid type I effectiveness-implementation trial. BMC Health
Serv Res. 2020;20(1):558.
Morse JM, Richards L. readme first for a user’s guide to qualitative methods. Thousand Oaks: SAGE Publications; 2002.
Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol.
2006;3(2):77–101.
QSR International Pty Ltd. NVivo (released in March 2020). 2020.
Bäck DK, Tammaro E, Lim JK, Wakeman SE. Massachusetts medical
students feel unprepared to treat patients with substance use disorder. J
Gen Intern Med. 2018;33(3):249–50.
The National Center on Addiction and Substance Abuse at Columbia
University. Addiction Medicine: Closing the gap between science and
practice. 2012.
Mar Y KH. Treatment of Alcohol Use Disorder Baltimore, MD Johns Hopkins University 2020 https://www.ncbi.nlm.nih.gov/books/NBK561234/.
Substance Abuse and Mental Health Services Administration. SBIRT 2020
[updated April 16, 2020. https://www.samhsa.gov/sbirt/about.
Tan CH, Hungerford DW, Denny CH, McKnight-Eily LR. Screening for
alcohol misuse: practices among U.S. primary care providers, DocStyles
2016. Am J Prev Med. 2018;54(2):173–80.
Seth P, Glenshaw M, Sabatier JHF, Adams R, Du Preez V, DeLuca N, et al.
AUDIT, AUDIT-C, and AUDIT-3: drinking patterns and screening for harmful, hazardous and dependent drinking in Katutura, Namibia. PLoS ONE.
2015;10(3):e0120850.
Hearne R, Connolly A, Sheehan J. Alcohol abuse: prevalence and detection in a general hospital. J R Soc Med. 2002;95(2):84–7.
Mitchell AJ, Meader N, Bird V, Rizzo M. Clinical recognition and recording
of alcohol disorders by clinicians in primary and secondary care: metaanalysis. Br J Psychiatry. 2012;201:93–100.
O’Donnell A, Anderson P, Newbury-Birch D, Schulte B, Schmidt C, Reimer
J, et al. The impact of brief alcohol interventions in primary healthcare: a
systematic review of reviews. Alcohol Alcohol. 2013;49(1):66–78.
Barclay C, Viswanathan M, Ratner S, Tompkins J, Jonas DE. Implementing
evidence-based screening and counseling for unhealthy alcohol use with
epic-based electronic health record tools. Joint Comm J Qual Patient Saf.
2019;45(8):566–74.
Lapham GT, Achtmeyer CE, Williams EC, Hawkins EJ, Kivlahan DR,
Bradley KA. Increased documented brief alcohol interventions with
a performance measure and electronic decision support. Med Care.
2012;50(2):179–87.
Rogal S, Youk A, Zhang H, Gellad WF, Fine MJ, Good CB, et al. Impact of
alcohol use disorder treatment on clinical outcomes among patients
with cirrhosis. Hepatology. 2020;71(6):2080–92.
Mosoni C, Dionisi T, Vassallo GA, Mirijello A, Tarli C, Antonelli M, et al.
Baclofen for the treatment of alcohol use disorder in patients with liver
cirrhosis: 10 years after the first evidence. Front Psychiatry. 2018;9:474.
Aye L, Volk ML. Discussion: hospital readmissions in cirrhosis and
the importance of treating alcohol use disorder. Dig Liver Dis.
2020;52(7):788–9.
Lackner C, Tiniakos D. Fibrosis and alcohol-related liver disease. J Hepatol.
2019;70(2):294–304.
Osna NA, Donohue TM Jr, Kharbanda KK. Alcoholic liver disease: pathogenesis and current management. Alcohol Res. 2017;38(2):147–61.
Watkins KE, Ober AJ, Lamp K, Lind M, Setodji C, Osilla KC, et al. Collaborative care for opioid and alcohol use disorders in primary care. JAMA
Intern Med. 2017;177(10):1480.

Johnson et al. Addiction Science & Clinical Practice

(2022) 17:9

Page 11 of 11

45. Williams EC, Achtmeyer CE, Young JP, Berger D, Curran G, Bradley KA,
et al. Barriers to and facilitators of alcohol use disorder pharmacotherapy
in primary care: a qualitative study in five VA clinics. J Gen Intern Med.
2018;33(3):258–67.
46. Hagedorn HJ, Wisdom JP, Gerould H, Pinsker E, Brown R, Dawes M, et al.
Implementing alcohol use disorder pharmacotherapy in primary care
settings: a qualitative analysis of provider-identified barriers and impact
on implementation outcomes. Addict Sci Clin Pract. 2019;14(1):24.
47. Storholm ED, Ober AJ, Hunter SB, Becker KM, Iyiewuare PO, Pham C, et al.
Barriers to integrating the continuum of care for opioid and alcohol use
disorders in primary care: a qualitative longitudinal study. J Subst Abuse
Treat. 2017;83:45–54.
48. McNeely J, Kumar PC, Rieckmann T, Sedlander E, Farkas S, Chollak C, et al.
Barriers and facilitators affecting the implementation of substance use
screening in primary care clinics: a qualitative study of patients, providers,
and staff. Addict Sci Clin Pract. 2018;13(1):8.
49. van Boekel LC, Brouwers EP, van Weeghel J, Garretsen HF. Stigma among
health professionals towards patients with substance use disorders and
its consequences for healthcare delivery: systematic review. Drug Alcohol
Depend. 2013;131(1–2):23–35.
50. Kilian C, Manthey J, Carr S, Hanschmidt F, Rehm J, Speerforck S, et al. Stigmatization of people with alcohol use disorders: an updated systematic
review of population studies. Alcohol Clin Exp Res. 2021;45(5):899–911.
51. Edmonds AT, Bensley KM, Hawkins EJ, Williams EC. Geographic differences in receipt of addictions treatment in a national sample of patients
with alcohol use disorders from the U.S. Veterans Health Administration.
Subst Abus. 2020;42:1–10.
52. Young JP, Achtmeyer CE, Bensley KM, Hawkins EJ, Williams EC. Differences
in perceptions of and practices regarding treatment of alcohol use disorders among VA primary care providers in urban and rural clinics. J Rural
Health. 2018;34(4):359–68.
53. Substance Abuse and Mental Health Services Administration. Center for
Behavioural Health Statistics and Quality. The TEDS Report: A comparison
of rural and urban substance abuse treatment admissions. 2012.
54. Veldhuizen S, Urbanoski K, Cairney J. Geographical variation in the
prevalence of problematic substance use in Canada. Can J Psychiat.
2007;52:426–33.

Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.

Ready to submit your research ? Choose BMC and benefit from:

• fast, convenient online submission
• thorough peer review by experienced researchers in your field
• rapid publication on acceptance
• support for research data, including large and complex data types
• gold Open Access which fosters wider collaboration and increased citations
• maximum visibility for your research: over 100M website views per year
At BMC, research is always in progress.
Learn more biomedcentral.com/submissions

