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Abstract

Background: In Canada several guidelines have been published for the screening
of lifestyle health risks during general medical examinations. The authors sought
to examine the extent to which such screening practices have been integrated
into medical practice, to measure physicians’ perceived level of difficulty in as-
sessing these risks and to document physicians’ evaluation of their formal med-
ical training in lifestyle risk assessment.

Methods: An anonymous mail survey was conducted in 1995 in Quebec with a
stratified random sample of 1086 general practitioners (GPs) and with all 241
obstetrician-gynecologists (Ob-Gyns). The authors evaluated the proportion of
physicians who reported routine assessment (with 90% or more of their patients)
of substance use, family violence and sexual history during general medical ex-
aminations of adult and adolescent patients; the proportion of those who find in-
quiring about these issues difficult; and the proportion of those who evaluated
their medical training in lifestyle risk assessment as adequate or excellent.

Results: The overall response rate was 72.6%. Among adult patients, 82.2% of the
GPs reported routinely assessing tobacco use, 67.2% alcohol consumption,
34.2% illicit drug use and 3.2% family violence; the corresponding proportions
for assessments among adolescent patients were 77.1%, 61.8%, 52.9% and
5.6%. Comparatively fewer Ob-Gyns reported routinely assessing these issues
(56.1%, 28.6%, 20.4% and 1.3% respectively among adults and 62.7%, 35.2%,
26.8% and 2.8% respectively among adolescents). In the area of sexual history,
condom use was routinely assessed by more Ob-Gyns than GPs (47.0% v.
28.2%); however, the proportion of Ob-Gyns and GPs was equally low for as-
sessing number of partners (24.8% and 23.1%), sexual orientation (18.8% and
16.9%) and STD risk (26.2% and 21.2%). The vast majority of GPs and 
Ob-Gyns reported finding it difficult to assess family violence (86.5% and
93.0%) and sexual abuse (92.7% and 92.4% respectively). Over 80% of the
physicians felt that they had had adequate or excellent medical training in as-
sessing risk behaviours for heart disease and STD risk. The proportion who felt
this way about their training in screening for illicit drug use, family violence and
sexual abuse ranged between 12.7% and 31.6%.

Interpretation: Although morbidity and mortality associated with smoking, alcohol
consumption, illicit drug use, unsafe sexual practices, family violence and sexual
abuse have been well documented, routine screening for these risk factors during
general medical examinations has yet to be integrated into medical practice.

Physicians play an essential role in promoting healthy lifestyles and prevent-
ing disease in their patient population through health-risk screening and
risk-

reduction counselling.1–3 In the last 2 decades the screening by physicians of lifestyle
variables, such as tobacco use, alcohol consumption, exercise and diet has im-
proved.4–10 However, many other lifestyle health risks remain underevaluated by
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primary care physicians. Unsafe sexual behaviour, drug use,
family violence and sexual abuse are major sources of mor-
bidity and death that affect a significant proportion of the
population.11–17 Although physicians have begun to integrate
some screening for unsafe sexual behaviour and drug use
into medical examinations, these areas are not evaluated as
often as other risk behaviours.18–24 Few surveys have evalu-
ated physicians’ screening practices for prevalent social
problems such as family violence and child abuse.25,26

Lifestyle health risk assessment by primary care physi-
cians is important in providing complete health care be-
cause pertinent screening questions can help to identify in-
dividuals who may need further services or treatment. In
Canada several guidelines have been published for evaluat-
ing lifestyle health risks during the general medical exami-
nation,27–30 but no recent Canadian study has examined the
extent to which these guidelines have been integrated into
medical practice. We surveyed general practitioners (GPs)
and obstetrician-gynecologists (Ob-Gyns) in Quebec to ex-
amine the extent to which physicians assess lifestyle health
risks during general medical examinations, to measure
physicians’ perceived level of difficulty in making these as-
sessments and to document the physicians’ evaluation of
their formal medical training in lifestyle risk assessment.

Methods

We surveyed GPs and Ob-Gyns in the province of Quebec
who were French speaking, active in patient care and licensed af-
ter 1964. All Ob-Gyns who met the selection criteria were in-
cluded. GPs were divided into 6 groups based on sex, type of
practice (private or community health clinic) and date of licensure
(1965–1988 and 1989–1992), and a random sample was taken
from each group. The physicians’ demographic data, stratification
and sampling were provided by the Collège des médecins du
Québec. Overall, 25 physicians were not eligible or could not be
located, reducing the sample to 1327.

A self-administered questionnaire was mailed to physicians in
1995; the questionnaire was developed from questionnaires used in
previous studies,18–22 including a survey of recently trained family
physicians.23 Great care was used in the wording of questions and
answers to avoid ambiguity, minimize measurement error and fa-
cilitate the interpretation of findings. Results of the pretest of the
questionnaire conducted with a sample of 30 physicians indicated
that the questions were clear and unequivocal and the length of the
questionnaire was reasonable. The questionnaire, consisting of 100
closed questions, took about 15 minutes to complete.

In reporting on their risk assessment practices, physicians were
asked to refer to the general medical examinations they performed
with adolescent (13–18 years) and adult (19–55 years) patients
during the past 6 months. To facilitate the interpretation of re-
sults, the screening practices of physicians with adults and those
with adolescents were analysed separately. The questionnaire sur-
veyed physicians’ assessment of tobacco use, alcohol consumption,
illicit drug use, sexual risk behaviour, family violence and history
of sexual abuse. Physicians were asked the proportion of patients
they assessed for each health risk: 25% or less, 50%, 75%, or 90%
or more (the last category was considered routine screening).
Physicians were also asked to indicate whether it was easy, rather
difficult or very difficult to discuss these lifestyle health risks with

patients and to indicate whether they rated their medical training
for the assessment of lifestyle health risks as excellent, adequate or
insufficient. The survey was anonymous to minimize social desir-
ability bias. [A copy of the questionnaire is available upon request
from the first author.]

The survey was based on Dillman’s total design method.31

There were 4 mailings to achieve an acceptable response rate.
Follow-up of nonrespondents was made possible by asking re-
spondents to return a preaddressed stamped postcard on which
their name and identification number appeared. Physicians who
did not return the postcard were resolicited up to 3 times. Physi-
cians who returned their questionnaire had a chance of winning
$250; a prize winner was drawn from the returned postcards once
data collection was complete.

Weights that took into account the sample design and the
probability of sampling were used to derive estimates for GPs.
The χ2 test was used to compare differences in the risk assessment
practices and perceptions of GPs and Ob-Gyns.

Results

Of the 1327 physicians contacted, 963 (72.6%) returned
their completed questionnaire. There were some variations
in the response rates across survey strata (Table 1); the over-
all response rate was higher among the GPs than among the
Ob-Gyns, and in the GP group a greater proportion of the
women than of the men responded (80.7% v. 66.5%).

The physicians’ risk assessment of substance use and
family violence is presented in Table 2. Most of the GPs
stated that they routinely assess tobacco use and alcohol
consumption during general medical examinations of adults;
about one-third reported assessing illicit drug use. The
GPs’ assessment of tobacco use and alcohol consumption
among adolescent patients was comparable to that among
adults; however, slightly more GPs said that they ask adoles-
cent patients about illicit drug use than those who said they
ask adults. A significantly smaller proportion of Ob-Gyns
than of GPs reported that they routinely assess their pa-
tients’ substance use. Routine screening for family violence
was reported by less than 7% of the physicians.

The physicians’ assessment of sexual history is presented
in Table 3. The item most often evaluated on a routine ba-
sis was contraceptive method. Although significantly more
Ob-Gyns than GPs reported routinely assessing contracep-
tive method and condom use, still less than half of the 
Ob-Gyns reported discussing condom use with their pa-
tients. The proportion of physicians who stated that they
routinely assess sexual orientation, number of sexual part-
ners and risk of contracting STDs was comparable (range
16.9%–26.2%). Routine screening for sexual abuse was
rarely reported.

The vast majority (86.5%–93.0%) of the physicians re-
ported having difficulty asking patients about family vio-
lence and sexual abuse (Table 4). About two-thirds re-
ported finding it difficult to ask patients about illicit drug
use. The Ob-Gyns seemed to experience as much difficulty
as the GPs in asking about sexual issues.

Over 80% of the physicians evaluated their medical
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training in assessing risks associated with heart disease and
STDs as adequate or excellent (Table 5). This proportion
dropped to less than 33% for training in evaluating illicit
drug use, family violence and sexual abuse.

Interpretation

The results of this survey show that the use of some sub-
stances is not routinely assessed by GPs and Ob-Gyns dur-
ing general medical examinations. Among the GPs tobacco
use was most frequently assessed, followed by alcohol con-
sumption. Only about one-third stated that they routinely
assess illicit drug use among their adult patients; over half
said that they do so among adolescent patients. Our finding
that fewer Ob-Gyns than GPs reported routinely assessing
tobacco, alcohol and drug use during general medical ex-
aminations is unsettling because many women of childbear-
ing age have an Ob-Gyn as their primary care physician. A
recent decision made in Quebec, whereby family physicians
will provide most primary care, should increase the propor-
tion of female patients that will be screened for these
lifestyle health risks.

Despite significant morbidity and mortality related to
STDs and the prevalence of sexual risk behaviours in the
population,13–17 less than one-quarter of the GPs in our
study reported that they routinely assess their patients’ sex-
ual risk behaviours. Although condom use was assessed
more routinely by the Ob-Gyns than by the GPs, sexual
orientation, number of partners and STD risks taken with
partners were routinely assessed by 25% or less of physi-
cians. These results are comparable to those reported pre-
viously22 and suggest that physicians are hesitant to discuss

these issues. Despite the finding that most of the physicians
felt that their medical training was adequate or excellent in
assessing sexual risk behaviours, up to half stated that they
find it difficult to discuss these issues with patients.

Routine screening for family violence and sexual abuse
during general medical examinations was rarely reported in
our study, even though it has been shown that most pa-
tients are willing to discuss these problems.25 Family vio-
lence and sexual abuse are prevalent problems in our soci-
ety that have devastating short- and long-term effects on
victims’ physical and mental health.32,33 In one study11 39%
of women reported a lifetime episode of physical abuse by a
partner. In another study12 the prevalence of childhood sex-
ual abuse was estimated to be 11% among girls and 4%
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Men 2467
Women 1069

Community health clinic
Men 394
Women

Survey strata
Total

population

225 169
191

GPs

182
192

Licensed 1965–1988
Private practice

Sample

117
108

166
186

181
186

No. of
physicians
contacted

140

Table 1: Sample design and response rates in survey of general practitioners (GPs) and obstetrician-
gynecologists (Ob-Gyns) in Quebec

130

No. of
questionnaires

returned

70.5
58.1

77.3
69.9

Response
rate, %

Licensed ≥ 1989
Men 213 130 129 95 73.6
Women 398 247 238 215 90.3

Subtotal 4766 1111 1086 805 74.1

Ob-Gyns
Licensed ≥ 1965

Men 169 169 169 110 65.1
Women 72 72 72 48 66.7

Subtotal 241 241 241 158 65.6

Total 5007 1352 1327 963 72.6

Alcohol use 503 42
Illicit drug use 256
Family violence 24
Adolescent patients
Tobacco use 553 (77.1)

Inquiry
No. (and %) 

of GPs†

(3.2)
(34.2)
(67.2)

Adult patients
(82.2)Tobacco use 615

30
2

89 (62.7)

No. (and %) 
of Ob-Gyns†

(1.3)
(20.4)
(28.6)

Table 2: Proportion of physicians who reported routinely*
assessing substance use and family violence during general medical
examinations of adult and adolescent patients

(56.1)83
< 0.001

0.001
NS

< 0.001

p value

< 0.001

Alcohol use 443 (61.8) 50 (35.2) < 0.001
Illicit drug use 397 (52.9) 38 (26.8) < 0.001
Family violence 40 (5.6) 4 (2.8) NS

Note: NS = not significant.
*With ≥ 90% of patients.
†n varied from 713 to 750 for the GPs and from 142 to 149 for the Ob-Gyns.



among boys. Guidelines, educational campaigns and
screening tools have been developed in recent years to aid
primary care physicians in detecting domestic violence.34,35

It is hoped that these efforts will improve physicians’
screening practices.

It is disconcerting that large proportions of physicians

reported that they find it difficult to assess family violence
and sexual abuse, illicit drug use and sexual risk behaviours.
The assessment of these lifestyle conditions requires good
communication skills so that both patient and physician are
comfortable raising these emotionally charged and sensitive
subjects; these skills should be developed during medical
training. The dissatisfaction with training in assessing illicit
drug use, family violence and sexual abuse reported by the
majority of physicians in our study suggests that physicians
are aware of the important role they have in assessing these
lifestyle risk factors.

Although we surveyed GPs and Ob-Gyns in Quebec,
there is no reason to believe that the practices would be dif-
ferent elsewhere in Canada, since medical education and
training are comparable between provinces and the basic
principles underlying various health care delivery systems
in Canada are similar. The estimates of the physicians’
screening practices reported in our study are likely to be
valid. We were careful to develop risk assessment measures
that reflect clinical practices and to obtain high response
rates. If an error occurred in the measurement of screening
practices, it would tend to overestimate the assessment of
lifestyle risk behaviours owing to the social desirability fac-
tor; however, we sought to control for this effect by making
the questionnaire anonymous.

Although morbidity and mortality associated with to-
bacco, alcohol and illicit drug use, unsafe sexual practices,
family violence and sexual abuse have been well docu-
mented, routine screening for these risk factors during gen-
eral medical examinations has yet to be integrated into
medical practice. With physicians reporting low screening
practices and important deficiencies in training in this area,
our findings underscore the need for increased medical ed-
ucation in lifestyle risk assessment.
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