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Introduction 

This report presents the results of the Delphi analyses conducted as part of Work Package 7 of the 

BISTAIRS project:“Guidelines for the development and rolling out of tailored ASBI in the EU”. The aim of 

this Work Package was to obtain expert consensus to encourage the delivery of screening and brief 

alcohol intervention in a range of relevant settings (Primary Health Care-PHC, Emercency Care-EC, 

Workplace Health Services-WP and Social Services-ScS).  

The Delphi technique is a survey method used for obtaining the opinion of experts in a number of 

consecutive rounds. Opinion collection is achieved by conducting a series of surveys using 

questionnaires that are developed and refined in sequential stages until consensus is achieved (1).  

For two out of four clinical settings (PHC and EC), where substantial evidence exists, the focus of the 

Delphi survey was on the issues how to embed ASBI approaches in mainstream care; which factors 

prompt the positive changes in alcohol consumption that occur after ASBI; and on promoting sustained 

implementation of ASBI approaches in PHC (2).  

A similar Delphi survey of expert opinion on implementing routine ASBI in PHC was conducted in 

2000 (3) as part of the UK arm of phase IV of the WHO collaborative study “Development of country-

wide strategies for implementing early identification and brief intervention in PHC” (see the WHO 

collaborative study at: www.who-alcohol-phaseiv.net).  

This first section presents the BISTAIRS PHC Delphi overview of the whole consensus achieved. 

 

Method 

Sampling and recruitment of expert panel 

A panel of European experts was involved in the development of the PHC (and EC) Delphi consensus 

process. A database of experts working in the field of ASBI in PHC and EC was developed between 

September and November 2014. In generating the database, names were taken from relevant European 

project databases, from key PHC and EC ASBI publications and from suggestions made by the BISTAIRS 

project partners themselves. For both PHC and Emergency Care settings, non-European experts were 

excluded, as the focus of these guidelines was the development of guidance to support ASBI 

implementation in the EU.  

An invitation was emailed to the panel of 146 ASBI experts identified, providing general information 

on the BISTAIRS project, and explaining the process of the Delphi survey and how to participate. The 

PHC Delphi survey started on the 3
rd

 December 2014 and was coordinated by the Istituto Superiore di 

Sanità (ISS), Rome, Italy.  
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In order to facilitate future comparison, it was decided to use the statements generated by the first 

round of the previous UK Delphi study in this area as much as possible (3). As such, minor changes, 

additions and adaptations were made, in order to reflect the findings from previous BISTAIRS Work 

Packages (2, 4). Specifically, the following questions were added: 

 The need for tools and techniques appropriate for specific patient groups (pregnant women, 

younger and older drinkers, minority ethnic groups, co-morbid patients) 

 The need to determine the optimum frequency of ASBI in order to maintain longer-term 

effectiveness 

 The need to identify ‘active’ ingredients of brief interventions 

 Evidence of ASBI effectiveness in PHC settings in transitional and developing countries. 

Thus, for the PHC Delphi survey, two (as opposed to the standard three) rounds of consultations were 

conducted. During the survey, the quality of the responses was monitored, and at least two reminders 

were sent in order to promote participation. Participants were informed that the surveys were 

confidential and that only aggregated data would be made available in future BISTAIRS publications. 

The Delphi procedure for PHC was carried out in the following five stages: 

1. Implementation of the 1
st

 round questionnaire 

2. Analysis of 1
st

 round responses 

3. Implementation of the 2
nd 

round questionnaire 

4. Analysis of the 2
nd

 round responses 

5. Final general overview of the whole consensus achieved.  

Round 1 

The first questionnaire consisted of a total of 156 items (close-ended questions), selected by the 

BISTAIRS partners from the list of statements (questions) generated by the Heather et al Delphi study 

(3), plus the additional questions based on the findings from  previous BISTAIRS Work Packages. A 

section was also included at the back of the questionnaire to allow respondents to provide additional 

comments or to raise further issues if they so wished. Respondents were asked to agree or disagree with 

each item using a five-point Likert scale, with response categories ranging from ‘1’ (strongly disagree) to 

‘5’ (strongly agree). Round 1 was open between the 3th December 2014 and 16th January 2015. 

Round 2 

The responses to the questionnaire were entered into SPSS. Preparation of the Round 2 

questionnaire began following completion of Round 1, taking into account respondents’ detailed 

comments. The median responses to each item were included on each questionnaire, and the panel was 

asked to re-rate all items in light of the group response. Experts that did not respond to the Round 
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1questionnaire were encouraged to enter the Delphi in the second round, and encouraged to comment 

at the end of the questionnaire if new ratings differed by more than one point from the median 

obtained from the previous Delphi round by using the same five point Likert scale. Round 2 was open 

between the 6
th

 and 19
th

 of February 2015. 

Definitions 

In interpreting ratings from round 1, the following are the definitions adopted (3): 

 items with an interquartile range of ≤1 were defined as having achieved consensus;  

 an interquartile range of 0 was taken to indicate high consensus;  

 strong agreement is defined as a median value of 5;  

 strong disagreement is defined as a median value of 1; 

 all items with an interquartile range >1 did not reach a consensus. 

 

In the following discussion, when an item is specified, it will be followed by parentheses containing two 

numbers (e.g. 1/5). The first of these numbers is the interquartile range (degree of consensus) obtained 

by the item and the second is the median value (degree of agreement/disagreement). Thus: 0/5 means 

high consensus and strong agreement; 1/5 consensus and agreement; 1/4 consensus but less 

agreement; 1/1 consensus and strong disagreement (items to be not recommended).  

 

Results 

Response rates 

Of the 146 experts invited to participate: 28 experts were not reached (19.1%), 16 declined the 

invitation (10.9%); leaving a total of 102 experts that could be considered for the Delphi survey. 44 out 

of the 102 experts (43.11 %) returned completed questionnaires in Round 1. However, for the analysis, 

11 questionnaires were not included being mostly incomplete (started but interrupted, replies on small 

number of items or no items at all). Thus, a full, valid analyses of Round 1was performed on the basis of 

33/102 experts (32.3%). In Round 2, a total of 20 out of 33 (60.6%) respondents returned 

questionnaires, plus an additional 5 participants that did not respond to the previous Round 1. This 

resulted in a total of 25 questionnaires for the PHC Delphi procedure.  

Characteristics of expert panel for PHC setting 

a. The final sample of experts of Round 1 was classified in the following self-reported primary 

employment setting: Clinic/Hospital 27.3%, University department 24.2%, Ministry/Government 
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organization 21.2%, Research institution 12.1%, Others 15.2%. Twenty (60.6%) were male and 13 

(39.4%) female.  

b. The final sample of experts of Round 2 was classified in the following self-reported primary 

employment setting: Clinic/Hospital 24%, University department 20%, Ministry/Government 

organization 12%, Research institution 36%, Others 8%. Fifteen (60.0%) were male and 10 (40.0%) 

female.  

The distribution by country of the 33 valid questionnaires of round 1 and of the 25 valid 

questionnaires of round 2 of PHC experts is given in Table 1. 

Ratings for final round (Round 2) 

Interquartile ranges and median ratings for 157 items are shown in the following sections. For all 

sections, except section D, items in bold are those that achieved a consensus as defined above, with 

those showing a high consensus listed first. Given the same interquartile range, items are listed in order 

of their median values. For section D, on the roles of different health-care professions, items are listed 

in the order in which they appeared on the Delphi questionnaire for ease of comprehension. 

 

Table 1. 

Distribution by country of the valid questionnaires if round 1 and 2 of PHC experts 

 

1st round PHC 

Frequency Percentage % 
 

2nd round PHC 

Frequency Percentage % Country  Country 

Belgium 2 6 
 

Belgium 2 8 

Czech Republic 1 3 
 

Czech Republic 1 4 

EU (not specified) 1 3 
 

Germany 1 4 

Germany 1 3 
 

Greece 1 4 

Greece 1 3 
 

Ireland 1 4 

Ireland 1 3 
 

Italy 6 24 

Italy 3 9 
 

Lithuania 1 4 

Lithuania 1 3 
 

Portugal 1 4 

Poland 1 3 
 

Spain/Catalonia 2 8 

Portugal 3 9 
 

The Netherlands 2 8 

Spain/Catalonia 6 18 
 

UK/England 3 12 

The Netherlands 4 12 
 

Missing data 4 16 

UK/England 8 24 
    

Total 33 100 
 

Total 25 100 
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Summary and interpretation for PHC 

Section A. The best way to identify risky drinkers in primary health care without offending patients.  

Regarding the identification of risky drinkers in PHC, the four items showing high consensus around 

strong agreement (0/5;) can be divided into two groups (Table 1.1):  

-(a) two statements endorsing screening, one during patient registrations and general health and 

lifestyle reviews where excessive drinkers are likely to be found, and another as routine screening of all 

patients using an appropriate screening tool (items 1 and 2; 0/5).  

-(b) two statements endorsing training PHC professionals to recognize risk factors and increased 

awareness of presentational factors associated with risky drinking (items 3 and 4; 0/5).  

Regarding screening, in contrast to the opinion for items 1 and 2, opportunistic screening of all patients 

attending the surgery (item 18) and screening at specific primary care alcohol and drug clinics (item 20) 

did not show consensus, while another two statements endorsing screening “conducting screening 

within an established relationship between patient and health professional” and “screening during 

special clinics or medical checkups” reached a high consensus/consensus but less agreement (0/4, item 

5 and 1/4 item 7 respectively).  

 

Table 1.1.  

A. The best way to identify risky drinkers in primary health care without offending patients is 

by... 

To what extent do you agree with the following statements? 

Interquartile 

range 
Median 

1. Screening during new patient registrations and general health and lifestyle reviews 0 5 

2. Routinely using an appropriate screening tool/questionnaire (e.g. AUDIT, AUDIT-C, FAST) 0 5 

3. Training PHC professionals to recognize risk factors or signs of hazardous, harmful alcohol 

consumption and alcohol dependence 
0 5 

4. Being generally aware of underlying alcohol-related issues in physical/ psychological 

presentations, e.g. depression, anxiety, insomnia 
0 5 

5. Conducting screening within an established relationship between patient and health 

professional 
0 4 

6. Using an established referral process 0,5 3 

7. Screening during special clinics or medical checkups, e.g. well-man, well-woman, diabetes, 

antenatal, insurance medical examinations, etc. 
1 4 

8. Taking and maintaining a history of alcohol intake for all patients 1 4 

9. Providing a questionnaire for patients in the waiting area 1 3 

10. Gathering information from partners and other family members 1 3 

11. Assigning specialist alcohol workers 1 3 
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12. Paying PHC professionals on the percentage of cases identified 1 3 

13. Liver function tests via blood samples 1 2 

14. Detecting alcohol on patients’ breath 1 1 

15. Using health-promotion events 1,5 3 

16. Health promotion drives similar to smoking awareness campaigns 1,5 4 

17. Making self-assessment materials available 1,75 4 

18. Opportunistically screening all patients attending the surgery 2 4 

19. Asking patients to keep a drinking diary 2 2 

20. Screening at specific primary care alcohol and drug clinics 2 2 

 

Section A contained the largest number of items without either agreement and disagreement or to be 

not recommended. In particular, there was a consensus but either agreement or disagreement about 

providing a questionnaire for patients in the waiting area (item 9, 1/3), gathering information from 

partners and other family members (item 10, 1/3), assigning specialist alcohol workers (item 11, 1/3) 

and paying PHC professionals on the percentage of cases identified (item 12, 1/3). 

According to the BISTAIRS expert opinion, liver function tests via blood samples and detecting alcohol on 

patients’ breath in PHC are not to be recommended as methods of identification (items 13 and 14, 1/2, 

and 1/1 respectively). 

Furthermore, in this section different measures did not reach a consensus (other than the two 

statements endorsing screening previously discussed, items 18 and 20) such as using health-promotion 

events (item 15; 1,5/3), health promotion drives similar to smoking awareness campaigns (item 16; 

1,5/4), making self-assessment materials available (item 17; 1,75/4) and asking patients to keep a 

drinking diary (item 19; 2/2). 

Finally, there was a consensus but neither agreement nor disagreement about the fact of using an 

established referral process to a specialist agency (item 6; 0,5/3). 

 

Section B. Patients can be encouraged to talk about their drinking by....  

For seven items of this section (Table 1.2), a high consensus around strong agreement has been 

found (items 21-27 0/5.  

The high consensus found for items 21, 23, 25, 27, 30 and 31 reflects a wide acceptance of motivational 

interviewing principles.  

The high consensus around strong agreement (0/5) of the item 22 of this section endorses the value of 

training to PHC staff to enable them to be more confident about raising alcohol issues. Furthermore, 

giving patients enough time to discuss their concerns (item 24, 0/5), keeping alcohol on the GP’s agenda 
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(item 29, 0.5/5) and explaining the relationship between alcohol and the patient’s health problems (item 

26, 0/5) received a high consensus and strong agreement (0/5).  

There was a consensus but neither agreement nor disagreement regarding starting conversations with 

non-sensitive topics until patients are at ease (item 32; 0,5/3) stressing that many people are risky 

drinkers (item 34; 1/3) and stressing that the aim is preventative and that the focus is on health and 

fitness (item 35; 1/3).  

Furthermore, there was a consensus that asking patients views on drinking and exploring using a joking 

style was not to be recommended (item 36, 1/2). 

The measures that did not reach a consensus in this section were “ensuring clear and concise factual 

information on alcohol is available at surgeries” and “using prominent publicity stating that health 

checks will include questions on alcohol” (items 37 and 38). 

 

Table 1.2. 

B. Patients can be encouraged to talk about their drinking by... 

Interquartile 

range 
Median 

21. Avoiding labelling drinking as ‘bad’, i.e. adopting non-judgemental language and attitudes at 

all times 
0 5 

22. Providing training to all PHC staff to enable them to be more confident about raising alcohol 

issues 
0 5 

23. Discussing the positive and negative aspects of drinking 0 5 

24. Giving patients enough time to discuss their problems 0 5 

25. Starting with the patient’s own concerns 0 5 

26. Explaining the relationship between alcohol and the patient’s health problems 0 5 

27. Stressing confidentiality 0 5 

28. Talking about the part alcohol plays in the patient’s life rather than concentrating on 

quantity consumed 
0 4 

29. Keeping alcohol on the GP’s agenda 0,5 5 

30. Using motivational interviewing techniques 0,5 5 

31. Asking open questions 0,5 5 

32. Starting conversations with non-sensitive topics until patients are at ease 0,5 3 

33. Finding questions that patients would be willing to answer 1 4 

34. Stressing that many people are risky drinkers 1 3 

35. Stressing that the aim is preventative and that the focus is on health and fitness 1 3 

36. Asking patients’ views on drinking and exploring using a joking style 1 2 

37. Ensuring clear and concise factual information on alcohol is available at surgeries 1,5 4 

38. Using prominent publicity stating that health checks will include questions on alcohol 2 3 
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Section C. The most effective types of brief intervention for risky drinkers in primary health care.  

Regarding the type of intervention for risky drinkers to be used in PHC, either brief advice and more 

extended forms of intervention, such as motivational interviewing, reached a consensus around strong 

agreement with the highest consensus for brief simple advice following routine use of an appropriate 

screening tool/ questionnaire (e.g. AUDIT, AUDIT-C, FAST)” (item 39; 0/5) (Table 1.3). All the proposed 

items concerning types and characteristics of brief intervention received a consensus / high consensus 

without a clear preference regarding the most effective types of brief intervention or their essential 

ingredients including a consensus (but less agreement) that interventions should be tailored to 

individual patients (item 49; 1/4). 

Intervention confined during special clinics or medical check-ups reached a consensus but less 

agreement (item 48; 1/4): this is in accordance with the results on screening so far obtained (Section A, 

Table 1.1, item 7; 1/4).  

There was a consensus but neither agreement nor disagreement regarding the provision of factual 

information and on goal negotiation consisting of three 10-min sessions (items 53-54; 1/3), while there 

was a consensus that feedback of liver function tests via blood samples (item 55; 1/2) was not to be 

recommended in brief intervention techniques.  

Furthermore, there was a consensus but neither agreement nor disagreement on referral to a specialist 

alcohol worker (item 46; 0,75/3). This is consistent with the consensus but neither agreement nor 

disagreement from section A on using an established referral process for the screening (Table 1.1, item 

6; 0,5/3). 

 

Table 1.3. 

C. The most effective types of brief intervention for risky drinkers in PHC are…" 

Interquartile 

range 
Median 

39. Brief simple advice following routine use of an appropriate screening tool/ questionnaire 

(e.g. AUDIT, AUDIT-C, FAST) 
0 5 

40. Provision of a self-help booklet/manual with information both factual and related to 

methods that can be adopted to assist behavior change 
0 4 

41. Opportunity for ‘checking in’ at intervals to monitor success 0 4 

42. A long-term package based on community care by primary health-care teams 0 4 

43. Providing a summary of evidence showing negative outcomes at levels patients are drinking 

at, with time for patient to reflect on the information and discuss thoughts about change 
0 4 

44. Cognitive-Behavioural Therapy (CBT) 0 3 

45. Drinking guidelines and use of drinking diaries (enough to enable informed choices to be 

made) 
0,5 4 

46. A referral to a specialist alcohol worker based in the surgery 0,75 3 

47. Motivational interviewing techniques 1 5 
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48. Intervention during special clinics or medical checkups, e.g. well-man, well-woman, diabetes, 

antenatal, insurance medical examinations, etc. 
1 4 

49. Interventions tailored to individual patients 1 4 

50. Brief advice (5–30 min) aided by provision of a self-help book with useful tips and ideas, then 

follow-up to see if suggested action has been taken 
1 4 

51. Variations on Motivational Enhancement Therapy (MET) 1 4 

52. Opportunistic intervention during  routine consultations 1 4 

53. The provision of factual information 1 3 

54. Goal negotiation consisting of three 10-min sessions 1 3 

55. Feedback of liver function tests via blood samples 1 2 

 

Section D, Which primary health-care professionals should be involved in screening and brief 

intervention, and what should their respective roles be?  

There was a consensus around strong agreement for the role of three PHC professionals (Table 1.4):  

Table 1.4. D. Which PHC professionals should be involved in screening and brief interventions for 

excessive drinking and what should their respective roles be? 

Interquartile 

range 
Median 

56. GPs:   

 Screening 0 5 

 Brief intervention 0 5 

 Support and monitoring 0 5 

 Referrals 0 5 

57. Nurse:   

 Screening 0 5 

 Brief intervention 0,5 5 

 Support and monitoring 0,5 5 

 Referrals 1 3 

58. Dietician:   

 Screening 1 4 

 Brief intervention 1 4 

 Support and monitoring 1,5 3 

 Referrals 1 3 

59. Professional Counsellor:   

 Screening 1 4 

 Brief intervention 0,5 4 

 Support and monitoring 0,5 4 
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 Referrals 1 4 

60. Family planning staff:   

 Screening 1 4 

 Brief intervention 1 3 

 Support and monitoring 1 3 

 Referrals 1 3 

61. Receptionist: Distribute self-assessment screening tools 1 3 

62. All PHC professionals: ASBI, while also being aware of referral protocols to specialists 1 5 

63. Specialist  Alcohol Worker who is a member of the PHC team:   

 Screening 0,5 4 

 Brief intervention 0 4 

 Support and monitoring 0,5 4 

 Referrals 0,5 4 

64. The role will depend on circumstances 0,5 4 

general practitioners (GPs), nurses and specialist alcohol workers in all aspects of ASBI, screening, brief 

intervention, support, monitoring and referral (referral for nurses reached a consensus but neither 

agreement nor disagreement) and that these professions should be involved in ASBI in PHC (Table 1.4, 

items 56 and 57). It is important to note that with reference to the role of specialist alcohol workers in 

ASBI in PHC, the consensus results of this section were inconsistent with those from Section A on the 

best way to identify risky drinkers in that ‘assigning specialist alcohol workers’ reached a consensus but 

neither agreement nor disagreement (Table 1.1, item 11; 1/3). 

With regard to the specific contributions of other professions to ASBI in PHC, there was a support 

but less agreement, or neither agreement nor disagreement (the major doubts are for family planning 

staff) including the role of receptionists in distributing screening instruments (consensus but neither 

agreement nor disagreement , item 61; 1/3). 

 

Section E. Primary health-care professionals can be encouraged to routinely deliver screening and 

brief intervention by....  

Most measures achieved high consensus around strong agreement as a means to encourage PHC 

professionals to deliver ASBI routinely, several of them consistent with findings from the previous 

sections of the questionnaire (Table 1.5, items 65–76; 0/5):  

 the need for training in risk factors and brief intervention skills starting from the medical schools and 

for workshops on alcohol (items 65-67),  
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 providing easy to use screening tools to PHC professionals and shorter and more simple alcohol 

intervention techniques (items 68-69),  

 developing a National Alcohol Strategy, and  

 allocating more time resources (items 70-71).  

 

Another measure that reached high consensus around strong agreement was the development of a 

clear referral protocol so that staff do not feel they have to deal with alcohol issues alone. Also 

endorsed was the need of providing evidence on the effectiveness and cost-effectiveness of ASBI (items 

72, 80), and two items that focused on the need for support from specialist alcohol agencies (items 75 

and 86; 1/5). 

There was a strong disagreement for not encouraging professionals to screen patients routinely (item 

65; 0/1), consistent with the high consensus around strong agreement found on the routinely use of 

screening tools to identify risky drinkers in section A (Table 1.1, item 2; 0/5).  

Finally. two items did not reach a consensus: “developing fixed period campaigns on alcohol in PHC 

centers” and “providing electronic intervention tools via m-Health or e-Health applications” (items 91 

and 92; 1,5/4). 

 

 

Table 1.5. 

E. PHC professionals can be encouraged to routinely deliver screening and brief intervention by... 

Interquartile 

range 
Median 

65. Training them in risk factors/signs and brief intervention skills 0 5 

66. Providing accredited postgraduate training courses and workshops 0 5 

67. Teaching alcohol intervention work in medical schools 0 5 

68. Providing easy-to-use screening tools 0 5 

69. Providing shorter, more simple alcohol intervention techniques 0 5 

70. The development of a National Alcohol Strategy by the Government 0 5 

71. Allocating more time resources 0 5 

72. Providing evidence of the effectiveness of screening and brief intervention 0 5 

73. Including questions on alcohol consumption as part of general health and lifestyle reviews 0 5 

74. Convincing them of the value of their work 0 5 

75. Establishing closer liaisons with specialist alcohol agencies to assist with referrals and provide 

ongoing training and support 
0 5 

76. Developing a clear referral protocol so that staff don’t feel they have to deal with alcohol 

issues alone 
0 5 

77. Financial incentives 0 4 
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78. Designating PHC alcohol specialists to work alongside practices to provide supervision and 

support 
0 4 

79. Bringing about a general change in attitudes towards alcohol 0,5 5 

80. Providing evidence of the cost-effectiveness of screening and brief intervention 0,5 5 

81. Adding alcohol to the PHC operators contract 0,5 4 

82. Placing information in the surgery to tell patients that the health care professionals will 

routinely ask about alcohol consumption 
0,5 4 

83. Weekly alcohol clinics 0,5 3 

84. Emphasizing their role in the prevention of physical and psychological health problems 0,75 4 

85. They should not be encouraged to routinely screen patients 0 1 

86. Creating a solid and well-advertised support system 1 5 

87. Constantly raising the issue until it is embedded in routine clinical practice 1 4 

88. Developing a computer-based screening protocol 1 4 

89. Evidence informing them that screening and brief intervention will lead to a reduction in 

their overall workload 
1 4 

90. Acknowledging that this a team effort 1 4 

91. Developing fixed period campaigns on alcohol issues in PHC centers 1,5 4 

92. Providing electronic intervention tools via m-Health or e-Health applications 1,5 4 

 

Section F. The concept of risky drinking can best be communicated to the general public via....  

The communication of the concept of risky drinking to the general public by a National Alcohol 

Strategy, sending a clear message and a clear consistent information on government recommendations, 

received both high consensus and strong agreement (Table 1.6, items 93 and 94; 0/5).  

 

Table 1.6. 

F. The concept of risky drinking can best be communicated to the general public via... 

Interquartile 

range 
Median 

93. A National Alcohol Strategy sending a clear message 0 5 

94. Clear consistent information on government recommendations 0 5 

95. A new language away from ‘alcoholic’ 0 5 

96. Using different information for different groups, e.g.young, pregnant, etc. 0 5 

97. Clear factual information (posters, leaflets) in practices 0 4 

98. Free telephone information lines 0 4 

99. Using case studies as examples 0 3 

100. Consistent risk messages, not just at Christmas 0,5 4 

101. Identifying & conveying the risks of drinking at different levels 1 4 

102. Media coverage 1 4 
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103. Public awareness campaigns 1 4 

104. Leaflets in libraries, sports centres, etc. 1 4 

105. Work in schools linked to smoking and sex education 1 4 

106. Members of PHC  teams to take responsibility for dissemination of information 1 4 

107. Warnings on alcohol advertising 1 4 

108. Involving local community leaders and agencies 1 4 

109. Strong images and information on alcohol-related consequences 1 3 

110. Public debates/meetings 1 3 

111. Controlled drinking packages via the Internet 1 3 

112. Road shows 1 3 

113. Using bottles etc. as measures rather than units 1 3 

114. Using celebrities 1,75 3 

 

Two other strongly supported measures (0/5) concerned the content of messages to the general public: 

‘a new language away from alcoholic’ (item 95) and ‘using different information for different groups, 

e.g. young, pregnant’ (item 96). These suggestions are consistent with the idea that, to achieve 

widespread implementation, the alcohol problems communication to the general public needs to be 

reframed. According to the opinion of the expert panel, free telephone information lines are needed 

(item 98; 0/4). 

A consensus but less agreement was reached on public awareness campaigns as measure to 

communicate to the general public about the risks of alcohol consumption (item 103; 1/4) as well as 

involving local community leaders and agencies, the use of leaflets in libraries, sports centres (item 104; 

1/4), warning on alcohol advertising (item 107; 1/4) as well as working in schools linked to smoking and 

sex education (item 105; 1/4). Further items were supported by the panel (1/4) including: ‘identifying 

and conveying the risks of drinking at different levels’ (item 101) and “media coverage” (item 102). 

The items that reached a consensus but neither agreement nor disagreement are the following: using 

case studies as examples and strong images and information on alcohol-related consequences (items 99; 

0/3 and 109; 1/3), public debates/meetings (110), controlled drinking packages via the Internet (111), 

road shows (112) and using bottles etc. as measures rather than units (113).  

Using celebrities, a way of educating the general public about the risks of drinking frequently proposed, 

did not reach a consensus (item 114; 1,75/3). 
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Section G. The concept of risky drinking can best be communicated to primary health-care 

professionals via....  

Four measures were strongly supported with an high consensus (Table 1.7, items 115–118, 0/5) as 

ways in which the concept of risky drinking could be communicated to PHC professionals:  

 

Table 1.7. 

G. The concept of risky drinking can best be communicated to PHC professionals via... 

Interquartile 

range 
Median 

115. A National Alcohol Strategy sending a clear message 0 5 

116. Clear consistent information on the government recommendations 0 5 

117. Improved training and education 0 5 

118. Ensuring that local service providers are well-resourced to enable them to 

develop direct relationships with primary care 
0 5 

119. Articles in health journals 0 4 

120. Conferences, meetings, workshops and training sessions 0,5 4 

121. Training packages – videos, books CD-ROMs 0,5 4 

122. Stressing the relevance to their work 1 5 

123. Direct communication between PHC professionals ensuring that alcohol features 

as an element in all priorities and discussions 
1 4 

124. Providing statistics on hospital admissions, street crime, domestic violence, etc. 1 4 

125. Using bottles, etc. as measures rather than units 1 3 

 

a National Alcohol Strategy sending a clear message and clear information on government 

recommendations; improved training and education even by utilizing training packages and ensuring 

that specialist services are sufficiently well resourced to enable them to develop direct relationships 

with primary care (items 115-118, 121). 

Articles in health journals, conferences, meetings, workshops and training sessions as ways of 

communicating the concept of risky drinking (items 119-120) were consensually highly supported but 

with less agreement (0,5/4 and 0/4 respectively). 

According to the expert opinion, it appeared that training in ASBI to communicate to PHC professionals 

the concept of risky drinking is still necessary, as well as publishing and presenting evidence based 

results and the provision of statistics on hospital admissions, street crime, domestic violence (item 124). 

 

Section H. The most important issues concerning ASBI in PHC.  

A large number of measures in section H considered important issues concerning ASBI in PHC that 

obtained high consensus around strong agreement (Table 1.8, items 126-132; 0/5). Again, the call for 

training in risk factors (item 126), the prioritizing of ASBI in a National Alcohol Strategy (127) and a 
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change in overall attitudes to drinking (128) are perhaps not surprising as well as the need of a pathway 

to alcohol advice and services, screening tools and materials available (130), the need for ongoing 

support for PHC professionals and to make ASBI routine practice (131-132). 

Regarding the questions derived from previous BISTAIRS Work Packages, all items obtained high 

consensus but less agreement between experts, including evidence of ASBI effectiveness in PHC settings 

in transitional and developing countries (item 133; 0/4), the need to determine the optimum frequency 

of ASBI in order to maintain longer-term effectiveness (134; 0/4), the need for tools and techniques 

appropriate for specific patient groups (pregnant women, younger and older drinkers, minority ethnic 

groups, co-morbid patients, item 148) and the need to identify the key ‘active’ ingredients of brief 

interventions (item 147). 

The ‘the need for realism all around’ (149; 1/4) was supported with less agreement indicating that some 

of experts have not high expectations on the implementation of ASBI in PHC for risky drinkers. 

There was a consensus but neither agreement nor disagreement (1/3) about working with and helping 

families (item 153), on the need for PHC professionals to address their own drinking (item 155), and on 

not using BI with patients who are alcohol dependent (item 156).  

Finally, there was a consensus that making blood testing equipment available is not to be recommended 

for ASBI in PHC (item 157, 1/2). 

 

Table 1.8. 

H. The most important issues concerning ASBI in PHC are... 

Interquartile 

range 
Median 

126. The need for training in risk factors and ASBI 0 5 

127. Having a National Alcohol Strategy that makes ASBI a priority 0 5 

128. A change in overall attitudes towards drinking 0 5 

129. The need for a well-developed pathway to alcohol advice and services 0 5 

130. Accessible screening tools and materials 0 5 

131. The need for ongoing support for PHC professionals 0 5 

132. The need to make ASBI routine practice 0 5 

133. Evidence of ASBI effectiveness in in PHC in transitional developing countries 0 4 

134. The need to determine the optimum frequency of ASBI in order to maintain 

longer-term effectiveness 

0 4 

135. The importance of reaching binge drinkers 0 4 

136. The provision of evidence of effectiveness 0 4 

137. The essential need for a broader approach 0 4 

138. The fact that clients don’t like ‘alcohol misuse’ entered in their records 0 3 

139. The misuse of BI as a panacea, i.e. should not be used as a complete response to 0 3 
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people who have other mental health or social problems. 

140. Prevalence of the medical model in medical settings 0,5 3 

141. Empowering patients by developing and using self-screening tools 0,75 4 

142. Lack of resources – time and money 1 4 

143. Clear consistent information on government recommendations 1 4 

144. Ongoing recording supervision  monitoring to measure the impact of ASBI 1 4 

145. Training in motivational interviewing skills 1 4 

146. The challenge from the drinks industry 1 4 

147. The need to identify the key ‘active’ ingredients of brief interventions 1 4 

148. The need for tools and techniques for specific patient groups (pregnant women, 

younger, older drinkers, minority ethnic groups, co-morbid patients) 
1 4 

149. The need for realism all round 1 4 

150. The need to determine the optimum frequency of ASBI in order to maintain 

longer-term effectiveness 
1 4 

151. Showing PHC professionals the value of their work 1 4 

152. Role adequacy and legitimacy 1 4 

153. Working with and helping families 1 3 

154. The use of 7-day retrospective drinking diaries 1 3 

155. The need for PHC professionals to address their own drinking 1 3 

156. Not using brief intervention with patients who are alcohol dependent 1 3 

157. The need to make blood testing equipment available 1 2 
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Introduction 

The second section of this report includes the results of the Delphi analysis done to obtain expert 

consensus to encourage and to drive the delivery of ASBI in Emergency Care (EC).  

As mentioned in Section 1, an extensive evidence base exists for ASBI in Emergency Care, generally 

focused on the most effective type of ASBI for risky drinkers in this setting.. Thus, the statements 

generated by the previous Delphi survey by Heather et were used (3), with adaptations as necessary for 

the EC setting. Specifically, the additional items concerning ASBI in EC based on the findings from the 

previous BISTAIRS Work Packages were as follows (2, 4):  

 The need for a self-assessment screening tool 

 The question of referral to other settings 

 The idea of using a computerized BIs 

 The method to be used 

 

Method 

Sampling and recruitment of expert panel 

The approach to sampling and recruitment of the panel of 146 experts is described in Section 1 of 

this report, on the PHC Delphi process.(see page 6). 

Round 1 

The first questionnaire consisted of a total of 124 items (close-ended questions) selected by the 

BISTAIRS partners from the main items/statements generated by Heather et al (3), plus additional 

questions based on the findings of  previous BISTAIRS Work Packages. 

Respondents were asked to agree or disagree with each item using a five-point Likert scale, with 

response categories ranging from ‘1’ (strongly disagree) to ‘5’ (strongly agree).  

Round 1 of the Delphi study for EC setting was open from 3th December 2014 to 16th January 2015. 

Round 2  

Responses to the questionnaire were entered into IBM SPSS, version 21. Preparation of the second 

questionnaire began shortly after round 1 questionnaires had been received, taking into account 

respondents’ detailed comments. The median responses to each item were included on each 

questionnaire, and the panel was asked to re-rate all items in the light of the group response. Experts 
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that did not reply to the 1
st

 round were encouraged to enter the Delphi at the second and final round, 

and encouraged to comment at the end of the questionnaire by using the same five point Likert scale.  

Round 2 of the Delphi study for EC setting was open from 6th to 19
th

 of February 2015. 

Definitions 

In interpreting ratings from round 1, the same definitions used in the PHC Delphi procedure have 

been adopted (see page 8). 

 

Results 

Response rates 

Of the 146 experts invited to participate: 28 experts were not reached (19.1%), 16 experts declined 

the invitation (10.9%), leaving a total of 102 experts that could be considered for the Delphi survey. 28 

out of 102 experts (27.4%) returned completed questionnaires in Round 1 but, for the analysis, seven 

questionnaires were not included being mostly incomplete (started but interrupted, replies on rsmall 

number of items or no items at all). Thus, a full, valid analyses of the 1st round in EC are based on the 

opinion of 21 experts (response rate 20.6%). In Round 1, a total of eight out of 21 (38,1%) respondents 

returned questionnaires, plus an additional 5 questionnaires from experts that did not reply to Round 1. 

This resulted in a total of 13 questionnaires for the EC Delphi procedure.  

 

Characteristics of BISTAIRS expert panel for EC setting 

The final sample of experts of Round 1 was classified in the following self-reported primary 

employment setting: Research institution 42.9%, Clinic/Hospital 19.0%, University department 19.0%, 

Ministry/Government organization 9.5%, Primary care 4.8% and others 4.8%.  

Nine (42.9%) were male and 12 (57.1%) female.  

The final sample of experts of Round 2 was classified in the following self-reported primary 

employment setting: Research institution 38.5%, Clinic/Hospital 30.8%, University department 7.7%, 

Ministry/Government organization 15.4%, and others 7.7%.  

Six (46.2%) were male and 7 (53.8%) female.  

The distribution by country of the 21 valid questionnaires of round 1 and of 13 valid questionnaires of 

round 2 of EC experts is given in Table 2.  
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Ratings for the final round (Round 2) 

Interquartile ranges and median ratings for 124 items are shown in the following tables. Further 

details on ratings are given in the first section of this report. 

 

Table 2. 

Distribution by country of the valid questionnaires if round 1 and 2 of EC experts 

 

1st round PHC 

Frequency Percentage % 
 

2nd round PHC 

Frequency Percentage % Country  Country 

Belgium 1 4,8 
 

Belgium 1 7,7 

Czech Republic 1 4,8 
 

Czech Republic 1 7,7 

Germany 1 4,8 
 

Italy 3 23,1 

Greece 1 4,8 
 

Portugal 1 7,7 

Italy 4 19,0 
 

Spain/Catalonia 3 23,1 

Portugal 4 19,0 
 

UK/England 2 15,4 

Spain/Catalonia 4 19,0 
 

Missing 2 15,4 

UK/England 4 19,0 
    

US 1 4,8 
    

Total 21 100 
 

Total 13 100 
 

Summary and interpretation for EC 

Section A. The best way to identify risky drinkers in EC without offending patients.  

Three items showed high consensus around strong agreement, one statement endorsed training EC 

professionals to recognize risk factors or signs of risky drinkers, another on routine screening in EC of all 

patients using appropriate tools, the third about an established referral process (Table 2.1, items 1-3).  

 

Table 2.1. 

A. The best way to identify risky drinkers in EC settings without offending patients is 

by...  

Interquartile 

range 
Median 

1. Training ED professionals to recognize risk factors or signs of hazardous, harmful 

alcohol consumption and alcohol dependence 
0 5 

2. Routinely using an appropriate screening tool/questionnaire (e.g. AUDIT, AUDIT-

C, FAST) 
0 5 

3. Using an established referral process 0 5 

4. Gathering information from partners and other family members 0,5 4 

5. Being generally aware of underlying alcohol-related issues in physical/ 1 5 
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psychological presentations, e.g. mental health, accidents, falls 

6. Health promotion drives similar to smoking awareness campaigns 1 3 

7. Detecting alcohol on patients’ breath 1 3 

8. Liver function tests via blood samples 1 2 

9. Opportunistically screening all patients attending the EC 1,75 5 

10. Making self-assessment materials available 2 4 

11. Providing a questionnaire for patients in the waiting area 2 4 

In EC setting, in contrast to what it was found in PHC, gathering information from partners and other 

family members to identify risky drinkers in EC received a support (item 4; 0.5/4). Furthermore, being 

generally aware of underlying alcohol-related issues in physical/ psychological presentations, e.g. mental 

health, accidents reached a consensus around a strong agreement (item 5; 1/5). 

There was a consensus but neither agreement nor disagreement regarding health promotion drives 

similar to smoking awareness campaigns and for detecting alcohol on patients’ breath (items 7-8; 1/3) 

while there was a consensus that liver function tests via blood samples in the EC setting is not to be 

recommended (item 8; 1/2). For three items a consensus was not reached: opportunistically screening 

all patients attending the EC, making self-assessment materials available and providing a questionnaire 

for patients in the waiting area (items 9-11). 

 

Section B. Patients can be encouraged to talk about their drinking by....  

The high consensus / consensus reached for many items of this section may reflect the acceptance of 

the use of motivational interviewing principles in EC settings (such as avoiding labelling drinking as 

‘bad’,; adopting non-judgemental language and attitudes at all times; starting with the patient’s own 

concerns, stressing confidentiality; and discussing the positive and negative aspects of drinking) (Table 

2.2, items 13, 14, 16, 18).  

 

Table 2.2. 

B. Patients can be encouraged to talk about their drinking by... 

Interquartile 

range 
Median 

12. Providing training to all EC staff to enable them to be more confident about 

raising alcohol issues 
0 5 

13. Avoiding labelling drinking as ‘bad’, i.e. adopting non-judgemental language and 

attitudes at all times 
0 5 

14. Starting with the patient’s own concerns 0 5 

15. Explaining the relationship between alcohol and the patient’s health problems 0 5 

16. Stressing confidentiality 0 5 

17. Stressing that the aim is preventative and that the focus is on health and risk 

avoidance 
0 4 
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18. Asking patients’ views on drinking and exploring using a joking style 0 1 

19. Talking about the part alcohol plays in the patient’s life rather than concentrating 

on quantity consumed 
0.5 4 

20. Stressing that many people are risky drinkers 0.5 3 

21. Ensuring clear, concise factual info on alcohol is available at EC settings 1 4.5 

22. Discussing the positive and negative aspects of drinking 1 5 

23. Using motivational interviewing techniques 1 5 

24. Asking open questions 1 4 

25. Finding questions that patients would be willing to answer 2 4 

In accordance with this, using motivational interviewing techniques to encourage patients to talk 

about alcohol problems in EC reached a consensus around strong agreement (item 23; 1/5). However, 

asking open questions achieved support but less agreement as a measure to encourage patients to talk 

about alcohol problems in EC (item 24; 1/4). The high consensus and strongly agreed statement (0/5) of 

the item 12 of this section endorses the value of training to all EC staff to enable them to be more 

confident about raising alcohol issues. 

Furthermore, explaining the relationship between alcohol and the patient’s health problems received 

high consensus around agreement (item 15; 1/5). 

Ensuring the availability of clear and concise factual information on alcohol at ED settings received a 

consensus and agreement (item 21; 1/4.5). This contrasts with results from Section A , where making 

self-assessment materials available and providing a questionnaire for patients in the waiting area did 

not reach a consensus (Table 2.1, items 9-11).  

In this section, one item did not reach a consensus “finding questions that patients would be willing 

to answer” (item 25; 2/4), while with regard to asking patients’ views on drinking and exploring using a 

joking style” there was a high consensus that it is not to be recommended in EC setting (item 18, 0/1) . 

 

Section C. The most effective types of brief intervention for risky drinkers in emergency care.  

No consensus emerged from 50% of the measures proposed as the most effective types of brief 

intervention for risky drinkers in EC (Table 2.3). 

 

Table 2.3. 

C. The most effective types of brief intervention for risky drinkers in EC are… 

Interquartile 

range 
Median 

26. Brief simple advice following routine use of an appropriate screening tool/ 

questionnaire (e.g. AUDIT, AUDIT-C, FAST) 
0 5 

27. The provision of factual information 0 4 

28. Motivational interviewing techniques 1 5 
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29. Interventions tailored to individual patients 1 4 

30. Cognitive-Behavioural Therapy (CBT) 1 3 

31. A referral to a specialist alcohol worker based in the surgery 1.5 4 

32. Provision of a self-help booklet/manual with information both factual and related 

to methods that can be adopted to assist behavior change 
1.5 4 

33. Variations on Motivational Enhancement Therapy (MET) 1.5 4 

34. Feedback of liver function tests via blood samples 1.5 3 

35. Drinking guidelines and use of drinking diaries (enough to enable informed choices 

to be made) 
1.5 3 

 

As the most effective types of brief intervention for risky drinkers in EC, only one item received high 

consensus around strong agreement: brief simple advice following routine use of an appropriate 

screening tool/ questionnaire (e.g. AUDIT, AUDIT-C, FAST) (item 26; 0/5). However, even motivational 

interviewing techniques receive a consensus around strong agreement (item 28; 1/5) suggesting no 

clear preference for either brief advice or more extended forms of intervention, but for cognitive-

Behavioural Therapy (CBT) there was a consensus but neither agreement nor disagreement (item 30; 

1/3). 

Regarding brief intervention for risky drinkers in EC, in contrast with the results from Section A on 

screening risky drinkers in EC, a referral to a specialist alcohol worker based in the surgery did not reach 

a consensus (item 31; 1.5/4). 

 

Section D, Which EC professionals should be involved in screening and brief intervention, and 

what should their respective roles be?  

There was a consensus around strong agreement for the role of doctors, specialist alcohol workers 

members of the EC team and nurses for different aspects of ASBI in EC (not for referrals for nurses). 

There was a consensus that the role of paramedic staff for ASBI in EC is not to be recommended 

(Table 2.4, items 36-38), while the specific contributions of receptionists in distributing screening 

instruments did not reach a consensus (item 39).  

 

Table 2.4. 

D. Which EC professionals should be involved in ASBI for excessive drinking and what 

should their respective roles be? 

Interquartile 

range 
Median 

36. Doctor:   

 Screening 1 5 

 Brief intervention 1 5 

 Support and monitoring 1 5 
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 Referrals 1 5 

37. Nurse:   

 Screening 0.5 5 

 Brief intervention 1 5 

 Support and monitoring 1.5 5 

 Referrals 2 4 

38. Paramedic:   

 Screening 1.75 3 

 Brief intervention 1 3 

 Support and monitoring 1 2 

 Referrals 1 2 

39. Receptionist: Distribute self-assessment screening tools 1.5 3 

40. Specialist Alcohol Worker who is a member of the EC team:   

 Screening 1 5 

 Brief intervention 1 5 

 Support and monitoring 1 4 

 Referrals 1 4 

41. The role will depend on circumstances 1 5 

 

Section E. EC professionals can be encouraged to routinely deliver ASBI by....  

A range of measures (items 42–51; 0/5) achieved high consensus around strong agreement as means 

to encourage EC professionals to deliver ASBI routinely (Table 2.5).  

 

Table 2.5. 

E. EC professionals can be encouraged to routinely deliver ASBI by... 

Interquartile 

range 
Median 

42. The development of a National Alcohol Strategy by the Government 0 5 

43. Training them in risk factors/signs and brief intervention skills 0 5 

44. Teaching alcohol intervention work in medical schools 0 5 

45. Providing accredited postgraduate training courses and workshops 0 5 

46. Providing easy-to-use screening tools 0 5 

47. Providing shorter, more simple alcohol intervention techniques 0 5 

48.Developing a clear referral protocol so that staff don’t feel they have to deal with 

alcohol issues alone 
0 5 

49. Establishing closer liaisons with specialist alcohol agencies to assist with referrals 

and provide ongoing training and support 
0 5 
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50. Bringing about a general change in attitudes towards alcohol 0 5 

51. Allocating more time resources 0 5 

52. They should not be encouraged to routinely screen patients 0 1 

53. Placing information in the EC to tell patients that health care professionals will 

routinely ask about alcohol consumption 
0.5 4 

54. Creating a solid and well-advertised support system 1 5 

55. Emphasizing their role in the prevention of physical and psychological health 

problems 
1 5 

56. Providing electronic intervention tools via m-Health / e-Health applications 1 5 

57. Providing evidence of the effectiveness of ASBI in emergency settings 1 5 

58. Providing evidence of the cost-effectiveness of ASBI 1 4.5 

59. Evidence informing them that ASBI will lead to a reduction in their overall 

workload 
1 4 

60. Developing fixed period campaigns on alcohol issues in EC settings 1 4 

61. Convincing them of the value of their work 1 4 

62. Developing a computer-based screening protocol 1 4 

63. Adding alcohol to the EC operators contract 1 4 

64. Financial incentives 1 3 

65. Constantly raising the issue until it is embedded in routine clinical practice 1.5 4 

66. Acknowledging that this a team effort 2 4 

 

As for the PHC setting, the development of a National Alcohol Strategy was included in these 

strongly supported measures (item 42). Several items are consistent with findings from previous 

sections of the questionnaire. In particular, a high consensus around strong agreement was achieved for 

the need for training in risk factors and brief intervention skills, including more education in alcohol-

related issues as accredited postgraduate training and as training in the medical schools (see item 1 of 

section A, and item 12 of section B) as well as providing easy to use screening tools and shorter, more 

simple alcohol intervention techniques (items 46-47).  

At the same time, other 2 items are consistent with the need to develop a clear referral protocol and 

establishing closer liaisons with specialist alcohol agencies to assist with referrals and creating a solid 

and well advertised support system that reached high consensus around strong agreement (items 48-

49; 0/5). Thus, it seems that expert opinion supports the concept to identify risky drinkers in EC settings 

(after an adequate training) by the use of a short and simple technique and then referring patients to 

other settings. 
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Two items (57, 58) focused on the need to provide evidence on the effectiveness and cost-effectiveness 

of ASBI in emergency settings and providing evidence informing them that ASBI will lead to a reduction 

in their overall workload was supported with less agreement (item 59, 1/4). 

The strong disagreement with the statement that EC professional should not be encouraged to screen 

patients routinely (item 52; 0/1) seems at first sight, inconsistent with the lack of support for the item 

describing opportunistically screening all patients attending the EC of section A, but consistent with the 

one on routinely using an appropriate screening tool/questionnaire in EC (e.g. AUDIT, AUDIT-C, FAST) 

(Table 2.1; items 9 and 2; 1.75/5 and 0/5 respectively). 

Finally, there was no consensus for two measures such as constantly raising the issue until it is 

embedded in routine clinical practice in EC and acknowledging that this a team effort (items 65, 66). 

 

Section F. The concept of risky drinking can best be communicated to the general public via....  

A National Alcohol Strategy sending a clear message and information on government 

recommendations received high consensus / consensus around strong agreement (Table 2.6: items 67, 

0/5; 74; 1/5).  

Two strongly supported measures (0/5) concerned the content of messages to the general public: ‘a 

new language away from “alcoholic’’’and ‘using different information for different groups’ (items 68, 

69). The same findings were supported by the panel for the PHC setting.  

For many measures of this section there was a support but neither agreement nor disagreement with 

regard to the communication of the concept of risky drinking to the general public by using celebrities, 

strong images / information on alcohol related consequences, controlled drinking packages via the 

internet and using bottle rather than units. 

Furthermore, some measures of this section failed to reach consensus including some that are 

frequently proposed as ways of educating the general public about the risks of drinking, such as public 

awareness campaigns, the use of leaflets in libraries, sports centres, etc and work in schools linked to 

smoking and sex education (items 87, 88, 86 respectively). 

 

Table 2.6.  

F. The concept of risky drinking can best be communicated to the general public via... 

Interquartile 

range 

Median 

67. A National Alcohol Strategy sending a clear message 0 5 

68. A new language away from ‘alcoholic’ 0 5 

69. Using different information for different groups, e.g. young, pregnant.. 0 5 

70. Identifying and conveying the risks of drinking at different levels 0 5 

71. Using case studies as examples 0 3 

72. Using celebrities 0.5 3 
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73. Controlled drinking packages via the Internet 0.75 3 

74. Clear consistent information on government recommendations 1 5 

75. Free telephone information lines 1 5 

76. Involving local community leaders and agencies 1 4 

77. Consistent risk messages, not just at Christmas 1 4 

78. Media coverage 1 4 

79. EC member teams to take responsibility for disseminating information 1 4 

80. Clear factual information (posters, leaflets) in EC 1 4 

81. Warnings on alcohol advertising 1 4 

82. Using bottles etc. as measures rather than units 1 3 

83. Road shows  1 3 

84. Strong images and information on alcohol-related consequences 1 3 

85. Public debates/meetings 1 3 

86. Work in schools linked to smoking and sex education 1.5 4 

87. Public awareness campaigns 1.5 4 

88. Leaflets in libraries, sports centres, etc. 2 4 

 

 

 

Section G. The concept of risky drinking can best be communicated to EC professionals via....  

The ways strongly supported in which the concept of risky drinking could be communicated to EC 

professionals are four items shown in Table 2.7 (items 89-92, 0/5): improved training and education 

(item 89) and conferences, meetings, workshops and training sessions (item 90) suggests that training 

on ASBI is necessary and that EC professionals are not enough familiar with the concept of ASBI for risky 

drinking; the other two items with consensus and strong agreement is by a National Alcohol Strategy 

sending a clear message (item 91) and clear and consistent information on government 

recommendations (item 92).  

Furthermore, articles in health journals to communicate to EC professionals the concept of risky 

drinking was highly supported with consensus and strong agreement (item 93; 1/5). 

There was a support but neither agreement nor disagreement with regard to the communication of 

the concept of risky drinking to EC professionals using bottles as measures rather than units (item 98; 

1/3), while providing statistics on hospital admissions, street crime, domestic violence did not reach a 

consensus without having the possibility to exclude that they already have these statistics available 

(item 99; 1.5/4). 
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Table 2.7.  

G. The concept of risky drinking can best be communicated to EC professionals via... 

Interquartile 

range 

Median 

89. Improved training and education 0 5 

90. Conferences, meetings, workshops and training sessions 0 5 

91. A National Alcohol Strategy sending a clear message 0 5 

92. Clear consistent information on the government recommendations 0 5 

93. Articles in health journals 1 5 

94. Training packages – videos, books CD-ROMs 1 5 

95. Direct communication between EC professionals ensuring that alcohol features as 

an element in all priorities and discussions 

1 4 

96. Stressing the relevance to their work 1 4 

97. Ensuring that local service providers are well-resourced to enable them to 

develop direct relationships with emergency departments 

1 4 

98. Using bottles, etc. as measures rather than units 1 3 

99. Providing statistics on hospital admissions, street crime, domestic violence.. 1.5 4 

 

Section H. The most important issues concerning screening and brief intervention in EC.  

In this section many items gained high consensus around strong agreement as the most important 

issues concerning ASBI in EC, such as the need of training in risk factors and ASBI (including training in 

motivational interviewing skills) and of tools and techniques appropriate for specific patient groups 

(item 101), the lack of resources -time and money (item 102), the need of a National Alcohol Strategy 

that makes ASBI a priority (item 103), the need to make ASBI routine practice (item 104), the need to 

take into account different aspects related to role adequacy and legitimacy and of a change in overall 

attitudes towards drinking (items 105-106) (Table 2.8). 

 

Table 2.8. 

H. The most important issues concerning ASBI in EC are... 

Interquartile 

range 
Median 

100.  The need for training in risk factors and ASBI 0 5 

101.  The need for tools and techniques appropriate for specific patient groups 

(pregnant women, younger and older drinkers, minority ethnic groups, co-

morbid patients) 

0 5 

102.  Lack of resources – time and money 0 5 

103.  Having a National Alcohol Strategy that makes ASBI a priority 0 5 

104.  The need to make ASBI routine practice 0 5 

105.  Role adequacy and legitimacy 0 5 

106.  A change in overall attitudes towards drinking 0 5 
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107.  The misuse of brief intervention as a panacea, i.e. should not be used as a 

complete response to people who have other mental health or social problems. 
0 3 

108.  Training in motivational interviewing skills 0.5 5 

109.  Patients don’t like ‘alcohol misuse’ entered in their records 0.5 3 

110.  The need for EC professionals to address their own drinking 0.5 3 

111.  The need for a well-developed pathway to alcohol advice and services 1 5 

112.  Showing EC professionals the value of their work 1 5 

113.  Clear consistent information on government recommendations 1 5 

114.  The need for ongoing support for EC professionals 1 5 

115.  Empowering patients by developing and using self-screening tools 1 4 

116.  The need for realism all round 1 4 

117.  The essential need for a broader approach 1 4 

118.  Prevalence of the medical model in medical settings 1 4 

119.  The provision of evidence of effectiveness in EC settings 1 4 

120.  The importance of reaching heavy episodic drinkers 1 4 

121.  Accessible screening tools and materials 1 4 

122.  The challenge from the drinks industry 1 3 

123.  The use of 7-day retrospective drinking diaries 1 3 

124.  Not using brief intervention with patients who are alcohol dependent 1.5 3 

 

The need for realism all around (item 116) was also supported suggesting that the panel is aware 

that implementing ASBI in EC presents difficulties and that expectations should not be set too high, but 

there is less agreement on it (1/4). 

There was a consensus but neither agreement nor disagreement (1/3) on the challenge from the 

drinks industry (item 122; 1/3) while no consensus on not using brief intervention with patients who are 

alcohol dependent (item 124; 1.5/3). 
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Introduction 

Worksites are a potentially promising setting for the implementation of alcohol prevention 

programs, including brief interventions. An increasing number of alcohol-related action and 

wellbeing/lifestyle improvement programmes in workplaces – especially within employee assistance 

programs or workplace health care services of larger companies - is are being implemented in the USA 

and Europe, and research in this field is currently growing. However, in contrast to PHC, where a larger 

evidence base on the efficacy and also effectiveness effectiveness of ASBI exists, the amount of 

literature in relation to brief intervention delivery in the in workplace setting is not that extensive. 

The BISTAIRS Delphi expert survey in workplace health settings is replicateding the full three-round 

procedure described in Heather et al. (3). This was due to the differing setting characteristics between 

workplaces and PHC, and the smaller evidence base. Whereas, for the Delphi procedures in the PHC and 

EC settings, we considered it appropriate to directly use the items resulting from the first round of 

Heather et al., we opted, for the workplace setting, for a full three-round Delphi starting with open 

questions in the first round. 

 

Method 

Sampling and recruitment of the expert panel 

To identify experts in the field of ASBI in workplace settings, an extensive search was made during 

October/November 2014. In our expert panel, we included the first and second authors of the research 

papers retrieved within a literature review conduced by Schulte et al. (5), the BISTAIRS project 

members, and other experts identified via relevant European project databases and websites. In total, 

n=87 experts were identified.  

Round 1 

The first questionnaire included seven open-ended questions. Two initial questions assessed the 

home country (EU or non-EU) and professional group of the expert respondent. At the end of the 

questionnaire an additional field allowed for any further comments. The full list of questions is detailed 

in table 3.  

The questionnaire was prepared online using Google Forms. An letter inviting experts to participate 

in the Delphi survey, which explained the procedure and included a link to the survey, was sent in the 

Month of December 2014 via e-mail to the identified experts (n=87). Participation was anonymous, so it 
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was not possible to identify individual responses. During the period of Round 1 (29 days), two reminders 

were issues via email. The second reminder included a deadline extension of seven days.  

The first round of the Delphi study for WP settings was open from 18
th

 December 2014 to 16
th

 

January 2015. 

Round 2  

Development of the second questionnaire began mid-January 2015, after retrieving and categorizing 

the answers given in Round 1. In Round 1, a total of 325 items were suggested by participants.  A 

content analysis was conducted to establish the main themes and corresponding items (see Annex A). 

After removing comparable and redundant statements, and merging overlaps in the responses, the 

number of items was reduced to 96, and if necessary, items were reallocated within the given seven 

sections (one section for each open question from round 1). 

For the Round 2 questionnaire, items were numbered and shuffled to minimize position effects. 

The 2
nd

 round of the Delphi study for WP settings was open from 27
th

 January to 10
th

 February 2015. 

In the last week of January 2015, all identified experts with a valid e-mail address (n=79) were invited 

to take the second round of the survey to rate their agreement or disagreement with each item by a 

five-point Likert scale with categories from ‘1’ (disagree entirely) to ‘5’ (agree entirely). During the 

period of round 2 (14 days) three reminders we sent around. The second reminder included a deadline 

extension of four days.  

 

Table 3. 
Open-ended questions in round 1 of the WP Delphi survey  

Number Question 

INT-1 Initial question (1) From which country you are answering? 

INT-2 
Initial question (2) Which professional group you belong to (e.g. researcher, health 
care expert)? 

1 1. Why is the workplace health care setting relevant forASBI delivery? 

2 
2. What are adequate ways to identify risky drinkers in workplace health care 
settings without offending clients? 

3 
3. How can workplace health care clients be encouraged to talk about their 
drinking? 

4 
4. How can workplace health care professionals be encouraged to routinely deliver 
ASBI? 

5 
5. Which policy initiatives would facilitate the ASBI implementation in workplace 
health care? 

6 6. What are the key evidence gaps in this area of ASBI research? 

7 
7. What do you consider to be the most important issues concerning ASBI in 
workplace health care settings? 

ADD-1 Do you have any further comments? Please add here: 
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Round 3 

The responses of the second survey were entered into IBM SPSS, version 22, to determine medians 

and interquartile ranges (IQR, determined using the weighted average method). The final round 

questionnaire contained the same 96 items as used in Round 2, and the same five-point Likert scale. The 

median response to each item were included, and the panel was asked to re-rate all items in light of the 

group response. Experts were encouraged to comment at the end of the questionnaire if new ratings 

differed by more than one point from the median obtained from the previous Delphi round.  

For a better overview of the group results obtained in the previous round, participants were provided 

with a document containing all medians and IQRs obtained in round 2. 

In round 3, items were not shuffled. 

Experts that did not reply to Rounds 1 and 2 were encouraged to enter the Delphi in the final round. 

The 3
rd

 and final round of the Delphi study for WP settings was open from 17
th

 February to 2
nd

 March 

2015. 

All identified experts with a valid e-mail address (n=79) were invited to re-rate. During the period of 

round 3 (13 days) two reminders we sent around. The second reminder included a deadline extension of 

four days.  

Definitions 

In interpreting ratings from round 2 and 3, the same definitions as used for the PHC have been 

adopted (see page 8). 

Methodological differences to the PHC and EC study 

Because workplace health care and social services are relatively novel settings with respect to ASBI 

research and implementation, we chose a three round Delphi procedure: the last two rounds were 

equal in all four settings, but we introduced a first round with open questions for WP and ScS. As a 

consequence, also the process of extracting recommendations was slightly different. For PHC and EC, 

where the questionnaire of Heather et al (3) was used, the overall higher number of itmes made it 

necessary to summarize and condense the information extracted from the items. By contrast, in the 

Delphi approach employed for WP and ScS, the expert panel was invited to respond to the open 

questions listd above in order to generate statements for recommendation. We considered all 

statements with a median rating ≥ 4.5 (highly agreed) and an IQR ≤ 1 (consensus reached) worthy to be 

recommended. Statements meeting these criteria were directly taken from the Delphi questionnaire. 

Items were summarized in case of high similarity or redundancy, e.g. items resulting from sections B:  
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“Adequate ways to identify risky drinkers without offending clients are…?“ and C: “clients can be 

encouraged to talk about their drinking by…?”.  

 

Results 

Response rates 

The recruiting process including response rates is shown in Figure 1.  

  
 

Figure 1: Recruitment process and response rates  
 

 

Characteristics of BISTAIRS expert panel for the workplace 

setting 

Characteristics of participanting experts are shown below. The answers to the open question: 

“Which professional group you belong?” were categorized or in case of doubt subsumed under 

“Other/undefined”. 

 

 Round 1 Round 2 Round 3 

 N (%) N (%) N (%) 

Total  23  22 17 

Participated in previous 

rounds 

-- 

-- 
Round 1: 20 (91%) 

Round 1:16 (94%) 

Round 2: 14 (82%) 

Country    

EU 21 (91%) 20 (91%) 16 (88%) 

Identified experts 

n=87 

Invitation of identified 
experts for round 1 

  

Results round 1: 

Returns n=8 (9%) 

No responder n=56 
(64%) 

Responder n=23 (26%) 

Invitation of all experts 
with valid e-mail address  

for round 2 

(n=79)  

Results round 2: 

No responder n=57 
(71%) 

Responder n=22 (28%) 

Invitation of all experts 
with valid e-mail address 

for round 3 

(n=79)  

Results round 3: 

No responder n=62 
(78%) 

Responder n=17 (22%) 
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Non-EU 2 (9%) 2 (9%) 1 (6%) 

   Missing: 1 (6%) 

Professional group    

Researcher/Academic 13 (56%) 11 (50%) 13 (76%) 

Treatment provider (e.g. 

Occupational Health 

Physician) 

3 (13%) 4 (18%) -- 

Researcher and treatment 

provider 
3 (13%) 2 (9%) 1 (6%) 

Policy maker/ public official 2 (9%) 1 (5%) -- 

Other/Undefined 2 (9%) 4 (18%) 3 (18%) 

Ratings for the final round (Round 3) 

Interquartile ranges and median ratings for all 96 items are shown in the following sections. For all 

sections, items in bold are those that achieved a consensus as defined above, with those showing a high 

consensus listed first. Given the same interquartile range, items are listed in order of their median 

values.  

Summary and Interpretation for WP 

Section A. Relevance of the workplace health care setting for ASBI delivery 

For most of the 11 statements regarding the relevance of the workplace health care setting for ASBI 

delivery, consensus and agreement were high (Table 3.1).  

 

Table 3.1.  

A. The workplace health care setting is relevant for ASBI delivery, because… 

Interquartile 

range 
Median 

(1) ... of the negative impacts of heavy drinking on productivity and safety as a result of 

absenteeism, presenteeism and alcohol related accidents. 0 5 

(2) … workplace is relevant for any form of health promotion (incl. alcohol) as people spend a 

large proportion of their day at work 0 5 

(3) … it is a highly organised health care setting, benefiting from established routes of 

communication that can be used for (alcohol) prevention work 0 4 

(4) … workplace health services provide periodic health examination for workers in order to 

identify work risk factors and prevent occupational diseases, allowing good opportunities for 

intervention 0.5 4 

(5) … employees are a population that can change their drinking habits and there is good chance 

that advice will lead to actual behaviour change 0.5 4 

(6) … it provides valuable access to those not in contact with other health care systems, e.g. 

predominantly healthy people that otherwise would not visit primary care/GP service 1 4 

(7) … it offers the opportunity to access large populations who are potentially drinking heavily 1 4 

(8) … it can play an important role in helping to change societal attitudes towards alcohol 

consumption over the long term 1 4 
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(9) … the prevalence of heavy drinking amongst employees is high 1 3 

(10) … workplace health services comprise of experienced, mostly motivated, knowledgeable 

and multidisciplinary teams including workplace health physicians, workplace health nurses, 

psychologists, ergonomists and other related professionals 1 3 

(11) … heavy drinking is at least partly a factor for unemployment and thus employees may be 

more motivated to engage in (alcohol) prevention work to safeguard their employment status 2 4 

 

With the highest levels of consensus and agreement (IQR of 0 and median rating of 5, “strongly agree”), 

the expert group considered this setting being relevant “because of the negative impacts of heavy 

drinking on productivity and safety” (item 1), and also emphasized a general relevance of workplace 

health care for “any form of health promotion (incl. alcohol), as people spend a large proportion of their 

day at work” (item 2).  

Wide agreement (median rating of 4, “agree”) was reached for a number of other aspects. These 

comprised infrastructural characteristics whithin workplaces that might facilitate alcohol prevention 

(items 3 and 4), the opportunity to access large and possibly not otherwise reached populations (items 6 

and 7). There was also the notion that employees are a population “that can change their drinking 

habits”, assuming that advice has a good chance to lead to behaviour change (item 5), and the 

workplace setting had the potential to help change wider societal attitudes to alcohol (item 8). 

The group was more indecisive concerning the prevalence of heavy drinking amongst employees, and 

also regarding the competence and motivations of staff within workplace health services (items 9 and 

10) 

The only statement that did not reach a group consensus was item 11, saying that “employees may be 

more motivated to engage in (alcohol) prevention work to safeguard their employment status”.  

 

Section B. Adequate ways to identify risky drinkers in workplace health care settings without 

offending clients 

Among the 11 items of this section, six statements reached strong agreement, four of them with 

high consensus (Table 3.2).  

 

Table 3.2.  

B. Adequate ways to identify risky drinkers in workplace health care settings without offending 

clients are… 

Interquartile 

range 
Median 

(1) … to integrate ASBI into broader health promotion or well-being program which include other 

lifestyle factors 0 5 

(2) … to ensure that alcohol prevention programs are implemented in non-stigmatising way by 

offering non-judgemental and confidential advice 0 5 

(3) … to offer anonymous consultations or signpost employees to third party providers to ensure 

employees do not fear a breach of confidentiality. 0 5 
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(4) … to provide appropriately tailored training packages for employees, managers and 

supervisors on preventing alcohol-related problems 0 5 

(5) … to encourage self-referrals by using awareness campaigns with positive messages offering 

support for workers 0 4 

(6) … to include alcohol screening in routine or standard health assessments 0.5 5 

(7) …by establishing occupational health services, including in small and medium companies 0.5 4 

(8) … to integrate the issue within workplace policy 1 5 

(9) … to communicate the benefits to both employers and employees of tackling the problem 

appropriately 1 4 

(10) … to use validated self-assessment tools (online or paper-based) allowing allows employees 

to see their risk score without compromising confidentiality 1 4 

(11) …via indirect means, through the identification of key signs and symptoms or as a result of 

violation of drinking regulations 1 4 

These four items can be seen as representing the four most important aspects with respect to the 

identification of risky drinkers in the workplace: 

a) no stigma and no judgement (item 1 and item 2) 

b) anonymity and confidentiality (item 2 and item 3) 

c) provision of training for employees, managers and supervisors (item 4) 

d) broader health promotion including other lifestyle factors (item 1) 

Item 6 “include alcohol screening in routine or standard health assessments”, with an IQR of 0.5, also 

contains two of these aspects (a) and d)). The IQR of > 0 for this item indicates that not all experts highly 

agree to the aspect of routinizing. This is also reflected by one expert comment (due to deviation from 

the group median) expressing severe concerns “regarding data collection and privacy issues and more 

importantly the staffs reception of this”. 

Some of the agreed statements were broad in focus, such as “to integrate the alcohol issue within 

workplace policy” (item 8) or communicating “the benefits to both employers and employees of tackling 

the problem appropriately” (item 9). 

Among the five widely agreed items, high consensus was reached for “awareness campaigns with 

positive messages offering support for workers” (item 5), and the establishment of occupational health 

services, also in small and medium companies (item 7). Identification via self-assessment tools (item 10), 

or via indirect means (item 11) reached weaker, but still consensus.  

According to the definitions we used, there were no indecisive or not agreed items in this section.  
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Section C. Workplace health care clients can be encouraged to talk about their drinking by … 

Compared with the previous two sections, there was overall some more heterogeneity: among 13 items, 

five of them were strongly agreed (Median 5, IQR ≤ 1), five other items were widely agreed (Median 4, 

IQR ≤ 1), two items did not reach a consensus, and one item was disagreed (Table 3.3).  

Within the five strongly agreed items, we can identify the same main aspects as in section B, namely:  

a) no stigma and no judgement (items 2, 3, 6) 

b) anonymity and confidentiality (item 1) 

c) provision of training for healthcare professionals (item 4) 

d) embedding alcohol within the context of other health behaviours (item 6). 

Among the five widely agreed items, these aspects are touched as well. Anonymity and 

confidentiality is reflected in “company-independent [...] workplace health teams” (item 10), and no 

stigma/no judgement is reflected in “open discussion”/”de-stigmatizing the overall culture”/ 

“constructive,  one-on-one discussions” (items 7, 11, 5).  

Another aspect relates to standards/structure and routine, which can be identified within the same 

items, such as item 5 “structured […] discussions between supervisors and employees” and item 7 “well-

integrated standards, norms and well-being policies…”. To provide access to self-assessment tools 

(paper or online) was also a widely agreed statement (item 5).  

 

Table 3.3.  

C. Workplace health care clients can be encouraged to talk about their drinking by … 

Interquartile 

range 
Median 

(1) ensuring employee anonymity and confidentiality 0 5 

(2) fostering a climate of trust, non-judgemental and supportive by using appropriate questions. 0 5 

(3) promoting a supportive company policy which treats alcohol as any other medical condition 0 5 

(4) training health professionals in basic skills for prevention and early intervention, some 

degree of motivational interviewing and brief intervention strategies 0 5 

(5) institutionalizing employee assistance programmes which encourage structured, 

constructive, one-on-one discussions between supervisors and employees 0.5 4 

(6) embedding alcohol within the context of other health behaviours (e.g. wellness and lifestyle) 

programs to change the stigma around talking about alcohol use, as a fellow co-

worker/employee can be very effective at encouraging colleagues to talk about drinking. 1 5 

(7) well-integrated standards, norms and well-being policies enabling more open discussion on 

health related issues, including alcohol consumption 1 4 

(8) providing access to paper or online self assessment tools 1 4 

(9) random screening of employees with blood alcohol tests (breathalyzers), performed in a 

confidential manner by the occupational health services 1 2 

(10) providing information and support by company-independent, appropriately trained 

workplace health teams 1 4 

(11) opening up and de-stigmatizing the overall culture within particular occupations and work 1 4 
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groups by using e.g. alcohol awareness teams 

(12) providing a well-resourced, open and interactive health information stall on alcohol for 

employees 2 4 

(13) training staff to act as volunteer addictions counsellors, available 24/7 for confidential 

conversations about substance use 2 3 

 

Disagreed with consensus (IQR = 1) was random screening of employees with blood alcohol content 

tests (item 13), although one expert stated, explaining his/her deviation from the group median, that “it 

was identified on the Portugal BISTAIRS Workpackage 6 that these confidential alcohol screening tests 

promote the communication about the workers’ drinking habits”.  

No consensus was found for the suggestion of a “well-resourced, open and interactive health 

information stall on alcohol for employees” (item 12), nor for trained staff to act as volunteer addiction 

counsellors, available 24/7 for confidential conversations about substance use” (item 11).  

 

Section D. Workplace health care professionals can be encouraged to routinely deliver ASBI by… 

In this section, consensus was found for all 14 items, half of them with agreement, and half of them 

with strong agreement (Table 3.4) 

Five items reached strong agreement around high consensus (IQR 0/Median 5). Among these, the 

aspect of a superordinate structure, such as established company/institutional policies and 

programmes, was prominent. 

 

Table 3.4.  

D. Workplace professionals can be encouraged to routinely deliver ASBI by… 

Interquartile 

range 
Median 

(1) … having a clear evidence-base for ASBI effectiveness and cost-effectiveness 0 5 

(2) … providing workplace health care professionals with (free) setting-specific training on 

alcohol risk/harm, screening tools and brief interventions 0 5 

(3) ... using structured, validated (short) screening tools 0 5 

(4) … integrating routine standardized lifestyle screening programs, including alcohol, within 

existing workplace health promotion programs 0 5 

(5) … providing well-designed, promoted and implemented healthy workplace policies which 

include alcohol 0 5 

(6) … ensuring that healthy workplace programs (including alcohol) are an integral part of all 

staff activities 0 4 

(7) … highlighting the benefits of lower risk alcohol consumption for both employees and 

employers 0.5 5 

(8) … ensuring there is regular cooperation and communication on alcohol related issues both at 

individual workplace level (including health care professionals and high management staff 

persons, human resources managers, line-managers, safety experts) and between companies 

(preferably from the same employment sector) 0.5 4 
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(9) … providing ASBI guidelines, tools and  techniques tailored to the specific requirements of 

workplace settings 1 5 

(10) … running regular (annual) alcohol prevention programs and awareness raising campaigns 

on alcohol related topics on workplace level and which are promoted by all levels of 

management 1 4 

(11) … integrating alcohol into the principles of workplace health care professionals (e.g. ASBI 

into routine health checks) or employee assistance programs 1 4 

(12) … supporting effective and practical communication between workplace health services and 

external health care services / agencies to aid referral pathways 1 4 

(13) … using voluntary, confidential self-assessments (paper-based or online ASBI tools) which 

offer a 'self-check' with the ASBI intervention acting as the catalyst for behaviour change 1 4 

(14) … providing financial incentives (such as healthcare billing codes) and adequate, long-term 

financial support for alcohol related activities in the workplace setting 1 4 

 

This is expressed within item 5 “well-designed, promoted and implemented healthy workplace policies” 

and item 4 “routine standardized lifestyle screening programmes, including alcohol, within existing 

workplace health promotion programs”. For routine ASBI delivery, also “using structured, validated 

(short) screening tools” (item 3) is highly recommended, as well as the provision of (free) setting-specific 

training (item 2). With regard to item 3, despite the high consensus and agreement, one expert stated:  

”It is possible to have structured interviews regarding health, risky consumption and effects on 

workplace, without using screening tools. Thorough training and coaching for the supervisors is 

relevant.” Another aspect with high consensus around strong agreement was item 1 “having a clear 

evidence-base for ASBI effectiveness and cost-effectiveness”.  This could be interpreted in two ways: 

either the need to communicate the existing evidence to workplace health care professionals, to 

encourage routine delivery, or the need to first establish an evidence base for ASBI in workplaces, 

before recommending any kind of routine implementation. 

Two more strongly agreed items, having reached consensus with IQRs between 0.5 and 1, were 

“highlighting the benefits of lower risk alcohol consumption for both employees and employers”  (item 

10)  and “providing ASBI guidelines, tools and  techniques tailored to the specific requirements of 

workplace settings” (item 12).  

All other items were widely agreed and contained a variety of aspects, ranging from regular prevention 

programmes and awareness raising campaigns, voluntary, confidential self-assessments (paper-based or 

online ASBI tools) to financial incentives (healthcare billing codes).  

An essence of most of these items is that the provision of ASBI is not considered being a separate or 

isolated task, but rather seen as one component integrated in comprehensive health promotion and/ or 

alcohol prevention policies. This integration in an overall structure can be seen as a prerequisite for 

workplace health care professionals to routinely deliver ASBI. 
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Section E. Policy initiatives that would facilitate the ASBI implementation in workplace health care 

are… 

In this section, there was again an overall agreement and consensus to all of the 15 items (Table 3.5).  

Because only two items, “promotion of continuous education and training programs for (workplace) 

health care professionals” (item 1) and “implementing and promoting a national alcohol strategy” (item 

8) reached strong agreement, these aspects can be regarded being particularly important. 

All other items were widely agreed. Between the slightly different levels of consensus (IQR between 0 

and 1), no clear differences with regard to content could be identified.  

Some noteworthy aspects comprised specific actions with regard to small and medium companies, 

financial support such as government-sponsored award schemes for employers providing health 

initiatives, campaigns on the (working) population level, the involvement of representatives of large 

employers in policy discussions and the implementation of national monitoring systems of ASBI delivery. 

 

Table 3.5.  

E. Policy initiatives that would facilitate the ASBI implementation in workplace health cares are… 

Interquartile 

range 
Median 

(1) … promotion of continuous education and training programs for (workplace) health care 

professionals 0 5 

(2) … campaigns to raise the awareness of alcohol-related issues the population level 0 4 

(3) … developing appropriate policy campaigns to protect and support individuals how to 

disclose an alcohol problem 0 4 

(4) … support for i.e. small-to-medium sized enterprises by facilitating access to policies via the 

provision of appropriate information/advice resources in their delivery of ASBI 0 4 

(5) … involving representatives of large employers in policy discussions around implementing 

ASBI into employee assistance programs and into routine practice of occupational counsellors 0 4 

(6) … implementing mandatory alcohol prevention programs for specific sectors of companies 

with potentially higher risk for alcohol related harm 0 4 

(7) … specific actions in order to ensure implementation of ASBI in small companies 0 4 

(8) … implementing and promoting a national alcohol strategy 0.75 5 

(9) … more resources for occupational health and better financial support for employers 

developing and delivering ASBI programs 0.75 4 

(10) … government sponsored award schemes for employers that provide a range of health 

initiatives at work, with alcohol being one strand of this. The rationale would be that the state 

would save on health costs. 0.75 4 

(11) … promoting national alcohol prevention programs and ASBI campaigns for workplace 

settings including the provision of tailored materials (leaflets, brochures, posters, podcasts, 

websites, etc.) for health professionals, employers and employees 0.75 4 

(12) … defining key indicators of ASBI delivery in workplace settings including the 

implementation of national monitoring systems to capture such data 0.75 4 
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(13) … including alcohol in national workplace policy and legislation 0.75 4 

(14) … support for research to develop setting-specific ASBI programs and implementation 

strategies for companies 1 4 

(15) … incorporating the requirement to address risky drinking within a broader health 

promotion approach and wellbeing programs within employment policy 1 4 

(16) … having a European consensus on the key ASBI concepts, recommended tools and 

guidelines 1 4 

 

Section F. The key evidence gaps in this area of ASBI research are… 

Also in this section, all items reached a consensus, but no item reached high consensus around 

strong agreement. This can be interpreted as the group having considered all these aspects to be 

relevant evidence gaps, but in the evaluation of “key” or most important need of research, each group 

member might have put a slightly different focus. 

Nevertheless, two items with a median of 5 can be identified, and they related to the “lack of 

information on which barriers and facilitators influence implementation in workplace settings” (item 7) 

and the “need for data on cost and cost-effectiveness in workplace settings” (item 8).  

 

Table 3.6.  

F. The key evidence gaps in this area of ASBI research are… 

Interquartile 

range 
Median 

(1) … lack of longitudinal outcome data 0 4 

(2) … lack of information about implementation fidelity for alcohol interventions 0 4 

(3) … level of preparedness of workplace settings for ASBI delivery 0 4 

(4) … data on the business-benefits of ASBI (e.g. attendance rates and performance / 

productivity at work) in order to establish a return on investment argument 0 4 

(5) … which tools, techniques and delivery modalities are most appropriate and effective in this 

setting (e.g. screening tools; ASBI vs. ASBI in context of wider health screen; ASBI delivered 

online vs. in-person) 0.75 4 

(6) … data on the frequency, prevalence and overall health burden of excessive alcohol 

consumption in this setting 0.75 4 

(7) … lack of information on which barriers and facilitators influence implementation in 

workplace settings 1 5 

(8) … need for data on cost and cost-effectiveness in workplace settings 1 5 

(9) … lack of research on their effectiveness in workplace settings 1 4 

 

Section G. The most important issues concerning ASBI in workplace health care settings are … 

With 22 items, this section is the largest. This high number of items resulted from a high variety in 

answers provided in the first, open DELPHI round, already demonstrating the fact that each group 

member had a different focus regarding the “most important” issues.  
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Nevertheless, given the four items with high consensus around strong agreement, the group seemed to 

consent on some specific aspects, which can therefore be considered essential.  

These aspects correspond with those identified in sections B and C: first to mention anonymity and 

confidentiality for employees (item 1); the aspect of de-stigmatization (item 2); and the integration of 

alcohol issues within broader healthy lifestyle programs (item 4). Another item considered being most 

important, which is related to the “no stigma/no judgement” category but not yet mentioned in this 

explicit manner is “the need to ensure responses are treatment-oriented and not punitive, and to 

minimize repercussions on career” (item 3).  

Most of the items in this section can be categorized as being “widely agreed”, and they mainly reflect 

aspects already mentioned in the previous sections.  

Four items were neither agreed nor disagreed by the group (median = 3). These include “the lack of 

consensus about what constitutes “lower risk alcohol consumption” in workplace settings” (item 16), 

“the need for external agencies to conduct screening activities as a lack of trust on the part of 

employees could undermine prevention measures” (item 17), “the concern about the validity of self-

reported information of employees alcohol consumption” (item 18) and “that screening should be 

realised by occupational counsellors who help people to find a job” (item 22). 

Despite the high consensus and agreement regarding item 2, one expert stated: “Again, I see problems 

with routinizing screening in the workplace. Staff and workers council might refuse these measures as a 

tool for monitor and control.” 

 

Table 3.7.  

G. The most important issues concerning ASBI in workplace health care settings are … 

Interquartile 

range 
Median 

(1) … the need to ensure confidentiality and anonymity for employees 0 5 

(2) … the need to ensure that ASBI delivery is routinized and hence de-stigmatised 0 5 

(3) … the need to ensure responses are treatment-oriented and not punitive, and to minimize 

repercussions on career 0 5 

(4) … the need to embed alcohol consumption reduction programs within broader healthy 

lifestyle programs 0 5 

(5) … the need to focus on the mutual benefits of ASBI for both employers (improved 

productivity) and for the employee (better chances in the labour market) 0 4 

(6) … the need to embed ASBI within a clear written and agreed workplace policy which 

encompasses the overall principles and practices of the enterprise 0 4 

(7) … the need to engage staff at all levels and gain the agreement of worker representatives 0 4 

(8) … that programs are based on evidence-based means for encouraging behaviour change 0 4 

(9) … the need to educate employers and OH professionals on the value of ASBI as a preventative 

measure to reduce hazardous drinking (i.e. rather than an alternative to therapy for abstinent 

seeking clients). 0 4 
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(10) … the need for governmental agencies, at national and European level, to prioritise 

investment in alcohol treatment and prevention activities 0 4 

(11) … the need to gather more evidence, including research on effectiveness and  

implementation of ASBI 0 4 

(12) … the need for clearer referral paths to occupational health services 0 4 

(13) … to increase the documentation and monitoring of alcohol related interventions in 

workplace settings 0 4 

(14) … the need for increased engagement with best practice employers and company role 

models 0 4 

(15) … the need for shared responsibility for the prevention of alcohol-related risk and harm 0 4 

(16) … the lack of consensus about what constitutes “lower risk alcohol consumption” in 

workplace settings 0 3 

(17) … the need for external agencies to conduct screening activities as a lack of trust on the part 

of employees could undermine prevention measures 0.75 3 

(18) …  the concern about the validity of self-reported information of employees alcohol 

consumption 0.75 3 

(19) … the need to develop setting-specific ASBI toolkits, guides and protocols for workplace 

heath care professionals 1 4 

(20) … the need to address any structural factors (e.g. high demands and low rewards) that may 

lead to heavy drinking 1 4 

(21) … the lack of prominence of occupational health care 1 4 

(22) … that screening should be realised by occupational counsellors who help people to find a 

job 1 3 
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Introduction 

Social services are another potential setting for the implementation of ASBI, given the association 

between alcohol and social problems. In contrast to PHC however, there are few studies which measure 

effectiveness of brief alcohol interventions within a social service setting and those that have, vary 

widely in terms of setting and service user populations (5, 6). 

Thus, the BISTAIRS Delphi expert survey in social service settings (ScS) replicated the full three-round 

procedure described in Heather et al. (3). Whereas, for the BISTAIRS studies in PHC and EC settings, we 

considered it appropriate to directly use the items resulting from the first round of Heather et al., we 

opted, for the social service settings as well as for workplace health care, for a full three-round Delphi 

starting with open questions in the first round. 

 

Method 

Sampling and recruitment of the expert panel 

To identify experts in the field of ASBI in social service settings, an extensive search was made during 

October/November 2014. We included the first and second authors of the research papers retrieved 

within a literature review done by Schulte et al. (5), the BISTAIRS project members, and other names 

taken from relevant European projects databases and websites. In total, n=54 experts were identified. 

Round 1 

The first questionnaire included seven open-ended questions (Table 4). Two initial questions 

assessed home country (EU or non-EU) and professional group. At the end of the questionnaire an 

additional field allowed further comments.  

The questionnaire was prepared online by the use of Google Forms. An invitation letter, including 

the link to the survey and explaining the Delphi procedure, was sent in December 2014 via e-mail to the 

identified experts (n=54). Participation was anonymous, so it was not able to provide the individual 

responses. During Round 1 (29 days) two reminders were issued. The second reminder included a 

deadline extension of seven days.  

The first round of the Delphi study for ScS settings was open from 18
th

 December 2014 to 16
th

 

January 2015. 

Round 2  

Developing of the second questionnaire began mid-January 2015, after retrieving and categorizing 

the answers given in round 1. In round 1, a total of 235 items were reported back by participants (see 
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Annex B). A content analysis was conducted to establish the main themes and corresponding items. 

After removing comparable and redundant statements and merging overlaps in the responses, the 

number of items was reduced to 96, and if necessary, reallocated within the given seven sections (one 

section for each open question from round 1). 

 

Table 4. 
Open-ended questions in round 1 of the ScS Delphi survey  

Number Question 

INT-1 Initial question (1) From which country you are answering? 

INT-2 
Initial question (2) Which professional group you belong to (e.g. 
researcher, health care expert)? 

1 1. Why is the social service setting relevant for ASBI delivery? 

2 
2. What are adequate ways to identify risky drinkers in social service 
settings without offending clients? 

3 
3. How can social service clients be encouraged to talk about their 
drinking? 

4 
4. How can social service professionals be encouraged to routinely deliver 
ASBI? 

5 
5. Which policy initiatives would facilitate the ASBI implementation in 
social services? 

6 6. What are the key evidence gaps in this area of ASBI research? 

7 
7. What do you consider to be the most important issues concerning ASBI 
in social service settings? 

ADD-1 Do you have any further comments? Please add here: 

 

For the Round 2 questionnaire, items were numbered and shuffled to minimize position effects. 

The 2
nd

 round of the Delphi study for ScS settings was open from 27
th

 January to 10
th

 of February 

2015. In the last week of January 2015, all identified experts with a valid e-mail address (n=45) were 

invited to take the second round of the survey to rate their agreement or disagreement with each item 

by a five-point Likert scale with categories from ‘1’ (disagree entirely) to ‘5’ (agree entirely). During the 

period of round 2 (14 days) three reminders we sent around, inckuding a deadline extension of four 

days.  

Round 3 

The responses of the second survey were entered into IBM SPSS, version 22, to determine medians 

and interquartile ranges (IQR, determined using the weighted average method). The final round 

questionnaire contained the same 96 items as used in round 2, by using the same five point Likert scale. 

The median response to each item were included, and the panel was asked to re-rate all items in the 
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light of the group response. Experts were encouraged to comment at the end of the questionnaire if 

new ratings differed by more than one point from the median obtained from the previous Delphi round.  

For a better overview of the group results obtained in the previous round, participants were provided 

with a document containing all medians and IQRs obtained in round 2. 

In round 3, items were not shuffled. 

Experts that did not reply to rounds 1 and 2 were encouraged to enter the Delphi at the final round.  

The 3
rd

 and final round of the Delphi study for ScS settings was open from 17
th

 February to 2
nd

 of March 

2015. 

All identified experts with a valid e-mail address (n=45) were invited to re-rate. During the period of 

round 3 (13 days) two reminders we sent around. The second reminder included a deadline extension of 

four days.  

Definitions 

In interpreting ratings from rounds two and three, the same definitions as in PHC were adopted (see 

page 8) 

Methodological differences to the PHC and EC study 

Because workplace health care and social services are relatively novel settings with respect to ASBI 

research and implementation, we chose a three round Delphi procedure. Thus, the last two rounds were 

equal in in all four settings, but we introduced a first round with open questions for WP and ScS. As a 

consequence, the process of extracting recommendations was also slightly different. For PHC and EC, 

where the questionnaire of Heather et al. (3) was used, the overall higher number of items made it 

necessary to summarize and condense the information extracted from the items. By contrast, in the 

Delphi approach employed for WP and ScS, the expert panel was invited to respond to the open 

questions listed above in order to generate statements for recommendation. Thus, for WP and Scs, we 

considered all statements with a median rating ≥ 4.5 (highly agreed) and an IQR ≤ 1 (consensus reached) 

worthy to be recommended. . Statements meeting these criteria were directly taken from the Delphi 

questionnaire. Items were summarized in case of high similarity or redundancy, e.g. items resulting from 

sections B:  “Adequate ways to identify risky drinkers without offending clients are…?“ and C: “clients 

can be encouraged to talk about their drinking by…?”.  
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Results 

Response rates 

Recruitment procedure and aesponse rates are shown in Figure 2. 

 

 
Figure 2: Recruitment process and response rates  

Characteristics of BISTAIRS expert panel for the ScS 

Characteristics of participanting experts are shown below. The answers to the open question: “Which 

professional group do you belong to?” were categorized or, in case of doubt, subsumed under 

“Other/undefined”. 

 

 Round 1 Round 2 Round 3 

 N (%) N (%) N (%) 

Total  14  13 12 

Participated in previous 

rounds 

-- 

-- 
Round 1: 12 (92%) 

Round 1:12 (100%) 

Round 2: 11 (92%) 

Country    

EU 12 (86%) 12 (92%) 12 (100%) 

Non-EU 2 (14%) 1 (8%) -- 

Identified experts 

n=54 

Invitation of identified 
experts for round 1 

  

Results round 1: 

Returns n=9 (17%) 

No responder n=31 (57%) 

Responder n=14 (26%) 

Invitation of all experts with 
valid e-mail address  for round 

2 

(n=45)  

Results round 2: 

No responder n=32 (71%) 

Responder n=13 (29%) 

Invitation of all experts with 
valid e-mail address for 

round 3 

(n=45)  

Results round 3: 

No responder n=33 (73%) 

Responder n=12 (27%) 
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Professional group    

Researcher/Academic 8 (57%) 8 (61%) 9 (75%) 

Treatment provider (e.g. 

medical doctor, social  

worker) 

1 (7%) -- -- 

Researcher and treatment 

provider 
2 (14%) 3 (23%) 3 (25%) 

Policy maker/ public official 1 (7%) 1 (8%) -- 

Other/Undefined 2 (14%) 1 (8%) -- 

Ratings for the final round (round 3) 

Interquartile ranges and median ratings for all items are shown in the following sections. For all 

sections, items in bold are those that achieved a consensus as defined above, with those showing a high 

consensus listed first. Given the same interquartile range, items are listed in order of their median 

values. 

 

Summary and Interpretation for ScS 

Section A. The social service setting is relevant for ASBI delivery, because… 

Among the 10 items in this section, which all achieved consensus, three were highly agreed, six were 

widely agreed, and one item was, with high consensus, neither agreed nor disagreed (Table 4.1).  

 

Table4.1.  

A. The social service setting is relevant for ASBI delivery, because… 

Interquartile 

range 
Median 

(1) … many clients of ScS represent some of the most vulnerable/disadvantaged groups who are 

most likely to experience additional harms as a result of unhealthy lifestyle 0 5 

(2) ... there is a high prevalence of excessive alcohol consumption and its related negative 

consequences amongst social service clients 0 4 

(3) …social workers have expertise in substance use disorders and are experienced in raising the 

issue with clients than medical professionals 0 3 

(4)… social work professionals have more time per client than providers in medical settings 0.75 4 

(5) ... social workers have privileged access to information from key related services and are able 

to support / refer clients in a suitable way 0.75 4 

(6) … social services are often the first service provider to come into contact with individuals 

with alcohol use disorders 0.75 4 

(7) ...social workers should get familiar with the concept of different risk levels of alcohol 

consumption (low risk, hazardous, harmful and dependence) 1 5 

(8) … this is a setting where most alcohol misuse related difficulties may be encountered and 

thus detected 1 4.5 

(9) ... social workers are aware of alcohol-related problems and view alcohol interventions as a 1 4 
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legitimate social work role 

(10)  ASBI and its motivational elements will facilitate ScS workers’ ability to deal with some 

situations, e.g. resistance or identifying  family members with alcohol problems 1 4 

 

Two of the three highly agreed items refer to the especially vulnerable and disadvantaged client group 

in the social work setting and, related to this, the higher probability to encounter and detect alcohol-

related difficulties (items 8 and 1). In contrast, the third highly agreed item expresses a need for ASBI to 

enhance the skills and competences of social workers: “social workers should get familiar with the 

concept of different risk levels of alcohol consumption (low risk, hazardous, harmful and dependence)” 

(item 7). The use of ASBI as a tool for social workers is also reflected in item 10, stating that “ASBI and its 

motivational elements will facilitate social workers’ ability to deal with some situations”. 

The skills and competences of social work professionals was a frequently mentioned aspect within this 

section: Whereas the group was indecisive if “social workers have expertise in substance use disorders 

and are experienced in raising the issue with clients than medical professionals” (item 3), it was widely 

agreed that “social workers have privileged access to information from key related services and are able 

to support / refer clients in a suitable way” (item 6) and “social workers are aware of alcohol-related 

problems and view alcohol interventions as a legitimate social work role” (item 9).  

 

Section B. Adequate ways to identify risky drinkers in social services settings without offending clients 

are … 

Among the 14 items in this section, 13 items reached a consensus, although two of them were rated 

indecisive (Table 4.2). Overall six items were strongly agreed to; five of them with high consensus. 

Important aspects among these were: 

  no stigma and no judgement (item 1) 

  training of professionals and ensuring of referral networks (items 3 and 5)  

  routinizing of screening and integration within broader risk assessment (items 2 and 4) 

  tailoring to specific needs of the client/practitioner/delivery context (item 10) 

 
 

Table 4.2.  B. Adequate ways to identify risky drinkers in social services settings without 

offending clients are… 

Interquartile 

range 
Median 

(1) … by using a non-judgemental, respectful and empathic manner without stigmatizing the 

client 0 5 

(2) … to embed alcohol screening in routine client assessments, e.g. social and health checks or 

need-assessments 0 5 

(3) … to train professionals to better understand alcohol related problems and how to be able to 0 5 



 57 

detect situations that can be intervened 

(4) … to screen for alcohol consumption as part of a broader, lifestyle risk factor assessment 0 5 

(5) … to ensure that social service professionals know well the referral network when these 

problems are detected 0 5 

(6) … by screening without denying the client freedom to decide on the course of action in the 

case of a positive screen and making sure that the actions of the ScS does not mean a possible 

threat for the affected person 0 4 

(7) … to use materials developed for health care system that can be easily adapted to use in ScS 0 4 

(8) ... by first raising awareness of the risks / harms of excessive alcohol consumption in social 

and educational settings 0 4 

(9) ... to use screening instruments better tailored to the needs of ScS settings, i.e. for child 

protection social work it might ask 'where are the children when you're drinking?' 0.75 4 

(10) ... to tailor approaches to the specific needs of the client / practitioner / delivery context 1 4,5 

(11) … by using a targeted screening based on identification of related signs and symptoms of 

excessive alcohol consumption 1 4 

(12) … through the involvement of the drinker’s friends, family and / or community 1 3 

(13) … to use web- or app-based online screening tools providing on-screen feedback, or other 

auto-evaluation tools 1 3 

(14) … to focus on the detection of problems or negative consequences, by an open facilitated 

discussion of drinking and how it affects the drinker and those around them 1.5 4 

 

Among the widely agreed items (Median 4) one item also touches the aspect of no judgement/no threat 

(item 6), but also another aspect, “first raising awareness of the risks / harms of excessive alcohol 

consumption in social and educational settings” (item 8) is raised. Interestingly, the group as a total does 

not seem to have a clear preference, if the use of “materials developed for health care system that can 

be easily adapted to use in social services” (item 7) should be recommended, or rather “use screening 

instruments better tailored to the needs of social service settings” (item 9). Both of these statements 

are equally agreed. Also a “targeted screening based on identification of related signs and symptoms of 

excessive alcohol consumption” (item 11) is taken into account, although the routine opportunstic 

approach, as stated above, reached higher consensus and agreement (item 2).   

The group was indecisive regarding the involvement of the drinkers’ social environment (item 12), and 

also regarding the use of web- or app-based auto-evaluation tools (item 13). The suggestion “to focus on 

the detection of problems or negative consequences, by an open facilitated discussion of drinking and 

how it affects the drinker and those around them” (item 14) did not find a consensus.   

 

Section C. Social service clients can be encouraged to talk about their drinking… 

Within this section, a very high number of statements (8 out of 13) achieved high consensus around 

strong agreement (Table 4.3).  
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Three of these 8 items refer to a non-judgemental, client-centered approach (items 4, 5, 7), to which 

item 1 “when good, effective, and respectful relationships are developed between clients and social 

care providers” is closely related. Another important and highly agreed aspect is to ensure 

“confidentiality, particularly when the setting includes risk relating to disclosure for the client” (item 3), 

and also the routinizing of alcohol assessments to prevent stigma (item 2) is seen as helpful to 

encourage social service clients to talk about their drinking. The concrete suggestion to approach 

alcohol consumption “within general lifestyle conversations such as dietary habits in the context of 

social and family interactions” (item 8) was also highly agreed. Again, the importance of adequately 

trained and competent care providers is stated (item 6).  

 

Promoting access to further treatment is seen as important, though not particularly essential with the 

focus to encourage social service clients to talk about their drinking. 

Among the other items that found consensus and widely agreement, ASBI based upon the principles of 

motivational interviewing is recommended (item 11), and it is also referred to the existing 

communication and motivational skills of social service professionals (item 12), which should be used for 

ASBI.  

As in section B, the expert group was again indecisive with regard to electronic auto-evaluation tools, 

and moreover, no clear position was expressed if different social service settings should use different 

approaches (item 13). 

 

Table 4.3.  

C. Social service clients can be encouraged to talk about their drinking… 

Interquartile 

range 
Median 

(1) … when good, effective, and respectful relationships are developed between clients and 

social care providers 0 5 

(2) ... by effectively routinizing assessments so clients know that everyone is asked about alcohol 0 5 

(3) … by ensuring confidentiality, particularly when the setting includes risk relating to disclosure 

for the client 0 5 

(4) … when clients are assured of explicit respect for their primary role in deciding on any future 

actions following a positive screen 0 5 

(5) … when being asked in a respectful and non-judgemental manner 0 5 

(6) … when care providers are adequately trained and competent in ASBI 0 5 

(7) … by adopting a client-centred approach that emphasises individual worries and concerns 0 5 

(8) … by approaching alcohol consumption within general lifestyle conversations such as dietary 

habits in the context of social and family interactions 0 5 

(9) …when access to further treatment is promoted 0 4 

(10) … with electronic auto-evaluation tools and provision of feedback to their smart phone, 

tablet or email address 0 3 
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(11) … when ASBI based upon the principles of motivational interviewing are used, as they have 

the potential to work with resistant or ambivalent clients 0.75 4 

(12) … by using the existing communication and motivational skills that social service 

professionals should already possess 0.75 4 

(13) … when different social service settings use  different approaches 1 3 

 

Section D. Social service professionals can be encouraged to routinely deliver ASBI by… 

In this section, 6 out of 16 items achieved a high consensus and agreement level (Table 4.4).  

Among these, one noteworthy aspect is the adaptation of ASBI (screening) tools to the specificities of 

the social work setting, which is reflected in the items 8 and 3 (“flexible modes of ASBI delivery”, 

“tailored ASBI tools for delivery in specific social service contexts”), and also touched in item 2 

“validating AUDIT-C/AUDIT for use in social services”.  

Another highly agreed aspect is the provision of evidence of effectiveness of ASBI in social service 

settings, which can either comprise the need to communicate the existing evidence to social service 

professionals, but most probably focuses more on the need to first establish a solid evidence base, as, 

unlike medical settings, ASBI in social care is not as widely researched. One concrete and highly agreed 

suggestion was the “provision of relevant summary materials (e. g. one page letter highlighting the 

problem and the appropriate action)” (item 12), but also the aspect of a more general training for ASBI 

providers in social care “to improve their skills, experience and sense of role adequacy” (item 1) was 

highly recommended.  

 

Table 4.4.  

D. Social service professionals can be encouraged to routinely deliver ASBI by… 

Interquartile 

range 
Median 

(1) … provision of adequate training to improve skills, experience and sense of role adequacy 0 5 

(2) … validating AUDIT-C / AUDIT for use in ScS and recommending usage on a daily basis (in 

paper or digital form) 0 5 

(3) ... developing tailored ASBI tools for delivery in specific ScS contexts 0 5 

(4) … providing evidence of effectiveness of ASBI in social services 0 5 

(5) … public information campaigns to raise awareness of the impact of excessive alcohol 

consumption on social issues 0 4 

(6) … resolving organizational and unit-level policy conflicts, reorganizing the services, and 

providing adequate and sustained organizational, administrative and supervisory support 0 4 

(7) ... building computerised prompts, reminders and toolkits within social services IT systems 0 4 

(8) … providing flexible modes of ASBI delivery that can be easily adapted to the professionals' 

needs and fit with their way of working 0,75 5 

(9) … promoting the need for more joined-up working between social services and professionals 

from key alcohol treatment and prevention referral routes 0,75 4 
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(10) … developing interventions with the social service organisation as a whole 0,75 4 

(11) … incentive payments 0.75 3 

(12) … provision of relevant summary materials (eg. one page letter highlighting the problem and 

the appropriate action) 1 4,5 

(13) … identifying social service champions in the field and developing a community of practice 

around ASBI 1 4 

(14) … implementing evidence-based National Guidelines / Alcohol Prevention Programs for ScS 1 4 

(15) … giving professionals time to consider their own drinking habits, so that they feel 

comfortable discussing this issue with others 1 3 

(16) … respecting that some professionals will not be interested and allowing their opt-out 1.5 3 

 

Seven further items can be categorized as being widely agreed, with an IQR ≤ 1 and a median rating of 4. 

These items have in common that they are more on an organizational, policy-related or societal level, 

such as “public information campaigns“ (item 5), “resolving organizational and unit-level policy 

conflicts” (item 6), “more joined-up working between social services and professionals from key alcohol 

treatment” (item 9) “implementing evidence-based National Guidelines” (item 14), etc..  In contrast, the 

highly agreed items described above were more on the level of screening tools and training. This 

difference might be explained by virtue of the more general nature of the highly agreed items. Given 

that the widely agreed items are more specific, several countries or social care systems might differ 

largely in their need for the respective actions. 

Three items were consistently rated indecisively or did not find a consensus.  

The items with a consensus to neither agree nor disagree, related to incentive payments (item 11), and 

specific contents of ASBI training “giving professionals time to consider their own drinking habits” (item 

15). The item that did not find a consensus was the suggestion of ”respecting that some professionals 

will not be interested and allowing their opt-out” (item 6). With regard to this item, one expert 

explained his/her differing rating with “For ethical and professional reasons, social workers cannot deny 

or reject support to clients with eventual alcohol-related problems”. Thus, one problem of this item 

might have been the lacking definition of what is meant by “opt-out” (not providing ASBI vs. not 

adressing alcohol at all).  

 

Section E. Policy initiatives that would facilitate the ASBI implementation in social services are… 

The four strongly agreed and highly consented items within this section cover four different and 

relatively specific suggestions for policy initiatives (Table 4.5):  

a) The provision of research funding regarding the novelty of the setting (item 1) 

b) An official recognition of ASBI within the role and responsibilities of social service workers (item 2) 
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c) A national alcohol prevention strategy for these setting (item 3) 

d) The provision of context-specific information materials including reliable and valid screening tools 

(item 4) 

Three of the five widely agree items were of a more general nature (items 5, 6, 9), whereas item 8 

consists in the concrete suggestion of “compulsory recording / monitoring of ASBI activity”. 

Interestingly, the “funding of tailored training programmes” (item 7) was still, but less agreed than the 

provision of context-specific information material.  

The only item that did not find consensus was “the identification and adjustment of any conflicting 

policies or guidelines (e.g. tacit threat of denial of service or referral if alcohol misuse is detected)” (item 

10). This lack of consensus might be due to the different severities of actually conflicting policies 

between different European Countries and systems, and maybe also differences in how relevant the 

participating experts estimated these conflicts for the daily work of social service professionals and how 

positively they would see implications for routine ASBI implementation. 

Table 4.5.  

E. Policy initiatives that would facilitate the ASBI implementation in ScS are… 

Interquartile 

range 
Median 

(1) … the provision of government funding for ASBI research in this novel setting 0 5 

(2) … the official recognition of ASBI within the role and responsibilities of social service workers 

by relevant government departments, agencies and professional bodies 0 5 

(3) … the implementation of a national strategy for alcohol prevention work in these settings 0 5 

(4) … the production and dissemination of context- specific information materials, including 

reliable and valid screening tools 0 5 

(5) … pragmatic financial and human resources sustainability plans 0,75 4 

(6) … a supportive alcohol policy environment including the provision of adequate treatment 

services 1 4 

(7) … the funding of tailored training programmes in these settings 1 4 

(8) …the introduction of compulsory recording / monitoring of ASBI activity, e.g. implementing a 

national notification statistical system for SBI indicators and/or building reminders and other 

tools into IT systems 1 4 

(9) … the development of a consensus on ASBI concepts and approaches at European policy level 1 4 

(10) … the identification and adjustment of any conflicting policies or guidelines (e.g. tacit threat of 

denial of service or referral if alcohol misuse is detected) 1,5 4 

 

Section F. The key evidence gaps in this area of ASBI research are… 

In this large section with 16 items, all statements reached a consensus, although only two of them 

had a median rating of five and thus appear to be of particular importance (Table 4.6).  
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Given this, the key evidence gaps regarding ASBI in social service settings are the lack of well-conducted 

efficacy/effectiveness trials (item 1) and the lack of knowledge about the feasibility of alcohol 

prevention work in social service settings (item 8).  

All other mentioned research gaps found overall widely agreement. Roughly categorized, most items 

cover aspects of implementation (3, 5, 6, 10, 13, 14), and, second most important, the question of 

adjustment to specific social work contexts (items 3, 10, 11, 12), which is very much related to the 

question of generalizability between countries (item 2). Further identified research gaps relate to 

efficacy/effectiveness, e.g. with respect to “active ingredients” (item 9), optimum screening modes 

(item 16), or, more specific, “data to demonstrate the impact of drinking on the service that the social 

worker is trying to deliver or the goal they are trying to achieve” (item 4) and “the prevalence and 

patterns of alcohol consumption in specific contexts, communities and across an individual’s person’s 

life-cycle” (item 15). 

This section might best be summarized with item 7, saying “in essence ‘all‘ the key research questions, 

as there is no evidence at all at present”, being also one of the widely agreed items.  

 

Table 4.6.  

F. The key evidence gaps in this area of ASBI research are… 

Interquartile 

range 
Median 

(1) … well-conducted efficacy/ effectiveness trials in social service settings 0 5 

(2) … how we can generalize existing (mainly USA based) evidence to other countries 0 4 

(3) … the delivery of ASBI in the context of statutory social work settings, given their often 

involuntary nature 0 4 

(4) … data to demonstrate the impact of drinking on the service that the social worker is trying to 

deliver or the goal they are trying to achieve 0 4 

(5) … the most (cost-)effective ways to conduct knowledge transfer and adequate SBI training 0,75 4 

(6) … the most cost-effective policy strategies to achieve the uptake of those interventions 0,75 4 

(7) … in essence “all” the key research questions, as there is no evidence at all at present 0,75 4 

(8) … the feasibility of alcohol prevention work in social service settings 1 5 

(9) … studies to identify the "active ingredients" of ASBI in social service settings 1 4 

(10) ... the most effective means of implementing and maintaining ASBI work in different social 

service settings 1 4 

(11) … the delivery of ASBI in the context of adult or child welfare 1 4 

(12) … how ASBI can be adjusted to the needs of specific contexts, client groups and 

communities to optimize impact 1 4 

(13) … the acceptability of alcohol prevention work to social service professional 1 4 

(14) … how to resolve conflicts between current policies and practices in different service and 

intervention levels and ASBI 1 4 
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(15) … the prevalence and patterns of alcohol consumption in specific contexts, communities and 

across an individual’s person’s life-cycle 1 4 

(16) … the best way to identify risky drinkers in social service settings 1 4 

 

Section G. The most important issues concerning ASBI in social service settings are … 

With 17 items, this section is the largest, resulting from the high number of very different 

statements provided in the first DELPHI round. In the third round, however, there was an overall high 

level of consensus  (only 1 item had an IQR > 1) given that the estimates of what is being considered as 

most important is rather subjective and thus can be very different between experts (Table 4.7).  

A relatively small number of only four items were strongly agreed (two of them with consensus, two of 

them with high consensus). The largest group of items were widely agreed (10 items with a median 

rating of 4). Three items were neither agreed nor disagreed by the group, one of them did without 

consensus. 

Among the strongly agreed items, two of them achieved high consensus and can therefore be regarded 

as being particularly important.  

 

 

Table 4.7.  

G. The most important issues concerning ASBI in social service settings are … 

Interquartile 

range 
Median 

(1) … the need for more involvement of social service professionals in all stages of research, from 

initial design to actual delivery and interpretation of results 0 5 

(2) … that in complex, high risk situations (e.g. where parental drinking / vulnerable children are 

involved) the delivery of ASBI does not jeopardise client-provider relations which could result in 

further harms 0 5 

(3) … the potential of this setting: social care practitioners are often the first to come into 

contact with individuals with alcohol use disorders and they often have positive and supportive 

relationships with clients 0 4 

(4) … to develop appropriately tailored interventions and not assume that health service-based 

approaches are transferable to social services 0 4 

(5) … to resolve existing conflicts between effective ASBI implementation and other social 

service policies and practices, e,g, issues relating to disclosure within statutory social work 0 4 

(6) … the need to address excessive alcohol consumption in conjunction with other substance 

use issues 0 4 

(7) … the absence of standard ASBI interventions in this setting, leaving each ScS professional to 

do what he thinks is best, without following a protocol or guidelines 0,75 4 

(8) … the heterogeneity of social service settings and the adaptability of ASBI tools 0,75 4 

(9) … the need for better communication and more effective and joined-up working between 

social service professionals and treatment services within the scope of the referral network 0,75 4 

(10) … not to advocate the routine adoption of ASBI strategies given the insufficiently rigorous 0,75 3 
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evidence for effectiveness and cost-effectiveness 

(11) … the lack of appropriate training 1 5 

(12) … to find ways to quickly improve the quality of the efficacy and effectiveness evidence base 1 4,5 

(13) … to ensure that preventative care is seen to be part of a social workers role 1 4 

(14) … the under-development of primary prevention programmes and health promotion 

activities focusing on alcohol problems 1 4 

(15) … to raise professionals’ awareness of alcohol misuse as contributing factor to many social 

problems 1 4 

(16) … the provision of long term support to clients to prevent relapses 1 3 

(17) … the need to focus on referral to treatment as opposed to prevention in some client groups 1,75 3 

 

These two aspects are:  

a) the need for more involvement of social service professionals in all stages of research (item 1) and  

b) “that in complex, high risk situations (…), the delivery of ASBI does not jeopardise client-provider 

relations which could result in further harms” (item 2). 

With comparably high agreement, though slightly more variance in the ratings, the aspects 

c) lack of appropriate training (item 11) and 

d) the need to improve the efficacy and effectiveness  evidence base (item 12)  

can be equally emphasized. 

Most of the items categorized as being “widely agreed”, refer to aspects already mentioned in the 

previous sections, such as the aspect of adaptability of social service ASBI tools (items 4 and 8). 

However, although experts seem to agree that there is a need for adaptable toolkits and interventions, 

given the heterogeneity of social service settings,  the absence of standard interventions seems, 

nevertheless, considered problematic, given the wide agreement to item 7 “…leaving each ScS 

professional to do what he thinks is best, without following a protocol or guidelines”. 

Further widely agreed aspects, which had not yet been mentioned in the previous sections, are “the 

need to address excessive alcohol consumption in conjunction with other substance use issues” (item 6) 

and “the under-development of primary prevention programmes and health promotion activities 

focusing on alcohol problems” (item 14). It is also noteworthy, that despite all the aforementioned 

difficult aspects, the group nevertheless widely agreed to the potential for ASBI in this setting “…social 

care practitioners are often the first to come into contact with individuals with alcohol use disorders and 

they often have positive and supportive relationships with clients.” (item 3). 

If the routine adoption of ASBI strategies in social service settings is to be recommended “given the 

insufficiently rigorous evidence for effectiveness and cost-effectiveness” (item 10), was neither agreed 

nor disagreed by the group, which is a noteworthy finding, reflecting two conflicting and maybe both 
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equitable positions of either assuming the transferability of evidence gathered in health care settings, 

vs. stressing the different needs and characteristics of social work environments and client groups. 

Another aspect that was not clearly decided is the “the provision of long term support to clients to 

prevent relapses” (item 16). Partly, the indecisiveness on this issue might be due to different 

perceptions about how relevant the provision of long-term support is for the implementationof ASBI.   

Item 17, “the need to focus on referral to treatment as opposed to prevention in some client groups” 

did not find consensus. This might reflect different needs within different social care systems, but also 

conflicting positions about the role and responsibilities of social care providers. For example, one could 

argue that some client groups have more severe and more obvious alcohol use disorders than mostly 

found in PHC settings, so the need for a good referral network can be higher than the need for 

detection. In contrast, however, a sole focus on treatment referral could undermine routine screening 

efforts and potentially hinder the detection of risky drinkers.   
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RECOMMENDATIONS FOR THE PROFESSIONAL WORKFORCE 

ENGAGED IN ASBI 

The professional workforce engaged in the implementation of ASBI includes public health advocates, 

community health centers, researchers and the scientific community, European and national 

stakeholders. 

In the BISTAIRS Delphi studies a high level of consensus among the experts who took part in these 

surveys was reached, as well as agreement or strong agreement with the majority of items. This was 

particularly the case for the PHC setting, and for those the items where a large body of literature already 

exists, such as on the best ways to encourage the implementation of ASBI in PHC. Due to the extensive 

information gathered in this survey, comments will be given only for the findings with the strongest 

consensus/agreement and presented as recommendations. 

 

1. Primary Health Care 

Who should deliver ASBI 

 The expert panel consensus seems to suggest a model of interprofessional cooperation in the 

delivery of ASBI in PHC.  

 The PHC professionals to be involved in delivering ASBI in PHC are the general practitioners in all 

aspects of ASBI (screening, brief intervention, support, referrals).  

 Other health professionals (mainly nurses and specialist alcohol workers, but with less agreement 

even dieticians, professional counselors) could be involved offering at least screening and then brief 

intervention to all patients scoring positive for risky drinking. 

 The role of some professionals such as family planning staff in delivering brief intervention, 

receptionists by distributing self-assessment screening tools to patients at their arrival, and of 

specialist alcohol workers to carry the main load of work created by the delivery of ASBI is still 

considered controversial. 

 

Mode of identify risky drinkers  

 It should follow a procedure in which all patients attending the PHC facilities are routinely screened 

in special circumstances: mainly during new patient registrations and general health and lifestyle 

reviews, but even during general health check-ups (with less agreement).  
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 Endorsing screening at special alcohol and drug clinics and, opportunistically screening all patients 

attending a PHC service did not reach a consensus as well as making self-assessment materials 

available.  

 There was a consensus (but either agreement or disagreement) about identifying risky drinkers in 

PHC only by providing a questionnaire to patients in the waiting area. 

 Using health-promotion events drives similar to smoking awareness campaigns, did not reach a 

consensus and liver function tests via blood samples and detecting alcohol on patients’ breath are 

not to be recommended as methods for the identification of risky drinkers in PHC.  

 

What PHC professionals need to implement ASBI 

 Increased and improved training and education of PHC professionals in ASBI skills (mainly recognition 

of risk factors, increased awareness of presentational factors associated with risky drinking, how to 

encourage patients to talk about their drinking, and brief intervention skills) to be started from the 

medical schools emphasizing the evidence that exists for the effectiveness and cost-effectiveness of 

ASBI. 

 Training for professionals (other than the implementation of ASBI per se) should be included in a 

National alcohol strategy by the Government, allocating more time and resources.  

 Available easy to use screening tools and shorter and more simple alcohol intervention techniques.  

 An established closer liaisons with specialist alcohol agencies to assist with referrals and support, 

developing a clear referral protocol.  

 Conflicting results on financial incentives: paying PHC professionals on the percentage of cases 

indentified reached a consensus, but either agreement or disagreement.  

 Develop a computer-based screening protocol reached a consensus but less agreement, while 

providing electronic intervention tools via m-Health or e-Health applications did not reach a 

consensus. 

 

Types of intervention needed for delivering ASBI 

 Broad agreement on the importance of principles derived from the motivational interviewing 

perspective (7) to encourage patients to talk about their drinking in PHC, and the idea that behaviour 

change should be negotiated with the patient rather than prescribed or imposed (8).  

 Either brief advice and more extended forms of intervention (such as motivational interview) 

reached a consensus with the highest consensus for brief simple advice following routine use of an 

appropriate screening tool. However, given the very low level of delivery of ASBI at present, it would 
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be preferable to make ASBI more acceptable to PHC staff than to recommend a mode of delivery 

they are unlikely to find acceptable.  

 

Regarding communications with the general public, the panel stressed the importance of clear, 

consistent and relevant information by the government on risks and developing different messages for 

different groups at risk, and of the need for a reframing of understandings of alcohol issues away from 

an exclusive ‘alcoholism’ and towards the concept of ‘risky drinking’. A range of media was suggested 

for these purposes, including posters and leaflets in practices, free telephone information lines, public 

awareness campaigns, education in schools linked to smoking and sex education, mass media coverage, 

warnings on alcohol advertising involving even local community leaders and agencies.  

 

For communications with PHC professionals, besides improved training and education (even by 

training packages including videos, books, CD ROMs), the panel recommended that a national alcohol 

strategy sending a clear message should be available and that the government should provide clear and 

consistent information to professionals, ensuring that specialist services are sufficiently well resourced 

to enable them to develop direct relationships with primary care, stressing the relevance of ASBI on 

alcohol to PHC professionals; but even articles in health journals, conferences, meetings, and workshops 

were highly supported even if with less agreement. Furthermore, providing statistics on hospital 

admissions, street crime, domestic violence, etc was considered important by the panel for this purpose. 

 

2. Emergency care 

Who should deliver ASBI 

 The EC professionals to be involved in delivering ASBI for risky drinkers are mainly doctors and 

specialist alcohol workers in all aspects of ASBI (screening, brief intervention, support and 

monitoring, referrals).  

 Nurses could be involved in EC offering screening first and then brief intervention, whether no 

consensus for support, monitoring and referrals.  

 Paramedic staff in delivering ASBI in EC is not to be recommended, and the role of receptionists in 

distributing screening instruments did not reach a consensus. 

 

Mode of identify risky drinkers  

 It should follow a procedure in which all patients attending the EC facility are routinely screened. 

 In contrast with what was found in PHC, gathering information from partners and other family 

members to identify risky drinkers in EC received a support.  
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 Conflicting results for establishing referral process in different sections of the questionnaire.  

 The opportunistically screening all patients attending the EC facility, making self-assessment 

materials available and providing a questionnaire to patients in the waiting area did not reach a 

consensus. 

 Neither agreement nor disagreement for detecting alcohol on patients’ breath, while liver function 

tests via blood samples is not to be recommended as methods of identification of risky drinkers in 

EC. 

 

What EC professionals need to implement ASBI 

 Increased and improved training and education of EC professionals in ASBI skills starting from the 

medical schools emphasizing the evidence that exists for the effectiveness and cost-effectiveness of 

ASBI in EC. 

 The implementation of ASBI in EC should be included in a National alcohol strategy by the 

Government, allocating more time and resources.  

 Available easy to use screening tools and shorter and more simple alcohol intervention techniques.  

 As for the PHC setting, an established closer liaisons with specialist alcohol agencies to assist with 

referrals and support and developing a clear referral protocol. 

 In contrast with the PHC setting, the development of an electronic intervention tools via m-Health or 

e-Health applications in EC reached a consensus. 

 Financial incentives for delivering ASBI in EC reached a consensus, but either agreement or 

disagreement. 

 

Types of intervention needed for delivering ASBI 

 Both brief advice and more extended forms of intervention (such as motivational interview) reached 

a consensus with the highest consensus for brief simple advice following routine use of an 

appropriate screening tool; even interventions tailored to individual patients has been supported. 

 Establishing closer liaisons with specialist alcohol agencies to assist with referrals and provide 

ongoing training and support. 

 

Regarding communications with the general public, the panel stressed the importance of a national 

alcohol strategy sending a clear message, the need for a reframing of understandings of alcohol issues 

away from an exclusive ‘alcoholism’ and towards the concept of ‘risky drinking’, using different 

messages for different groups at risk as well as identifying and conveying the risks of drinking at 

different levels. A range of media was suggested for these purposes, including free telephone 
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information lines, mass media coverage, warnings on alcohol advertising and  involving local community 

leaders and agencies.  

 

For communications with EC professionals, as for the PHC setting, besides improved training and 

education (even by training packages including videos, books, CD ROMs), the panel recommended that a 

national alcohol strategy sending a clear message should be available and that the government should 

provide clear and consistent information to professionals, ensuring that specialist services are 

sufficiently well resourced to enable them to develop direct relationships with primary care, stressing 

the relevance of ASBI on alcohol to EC professionals; more than for PHC setting, experts recommended 

conferences, meetings, and workshops and articles in health journals.  

 

3. Workplace health care 

Mode of delivering ASBI 

 Integrate ASBI into broader health promotion or well-being program which include other lifestyle 

factors, also to change the stigma around talking about alcohol use. 

 Include alcohol screening in routine or standard health assessments.  

 Ensure that alcohol prevention programs are implemented in non-stigmatising way by offering non-

judgemental and confidential advice.  

 Employee anonymity and confidentiality is essential. This can be pursued by offering anonymous 

consultations or signpost employees to third party providers. 

 Foster a climate of trust, which is non-judgmental and supportive by using appropriate questions. 

 Promote supportive company policy which treats alcohol problems the same as any other medical 

condition. 

 

What would workplace health care professionals need to successfully implement ASBI? 

 Appropriately tailored training packages for employees, managers and supervisors on preventing 

alcohol-related problems. This may include (free) setting-specific training on alcohol risk/harm, 

screening tools and brief interventions, but also training in basic skills for prevention and early 

intervention and some degree of motivational interviewing. 

 A clear evidence-base for ASBI effectiveness and cost-effectiveness. 

 Structured, validated (short) screening tools.  

 ASBI guidelines, tools and techniques tailored to the specific requirements of WP settings. 

 Routine standardized lifestyle screening programs, including alcohol, within existing workplace 

health promotion programs. 
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 Well-designed, promoted and implemented healthy workplace policies which include alcohol. 

 Highlighting the benefits of lower risk alcohol consumption for both employees and employers. 

 

Which policy initiatives would facilitate the ASBI implementation?  

 Promotion of continuous education and training programs for (workplace) health care professionals. 

 Implementing and promoting a national alcohol strategy. 

 

What are the key evidence gaps in this area?  

 Lack of information on which barriers and facilitators influence implementation in WP settings. 

 Need for data on cost and cost-effectiveness in workplace settings. 

 

Why is the workplace healthcare setting relevant for the provision of ASBI? 

 Because of the negative impacts of heavy drinking on productivity and safety as a result of 

absenteeism, presenteeism and alcohol related accidents. 

 Because WP is relevant for any form of health promotion (incl. alcohol) as people spend a large 

proportion of their day at work. 

 

The most important issues concerning ASBI in WP settings are…  

 The need to ensure confidentiality and anonymity for employees. 

 The need to ensure that ASBI delivery is routinized and hence de-stigmatised. 

 The need to ensure responses are treatment-oriented and not punitive, and to minimize 

repercussions on career. 

 The need to embed alcohol consumption reduction programs within broader healthy lifestyle 

programs  

 

4. Social services 

Mode of delivering ASBI  

 Use a non-judgemental, respectful and empathic manner without stigmatizing the client. 

 Effectively routinize assessments so clients know that everyone is asked about alcohol. 

 Ensure confidentiality, particularly when the setting includes risk relating to disclosure for the client. 

 Approach alcohol consumption as part of a broader, lifestyle risk factor assessment, e.g. within 

general lifestyle conversations such as dietary habits in the context of social and family interactions. 

 Validating AUDIT-C / AUDIT for use in social services and recommending usage on a daily basis (in 

paper or digital form).  
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 Approaches should be tailored to the specific needs of the client/practitioner/delivery context.  

 A good, effective, and respectful relationships between clients and social care providers should be 

developed. 

 Assure clients of explicit respect for their primary role in deciding on any future actions following a 

positive screen. 

 Adopt a client-centred approach that emphasises their individual worries and concerns. 

 Ensure that ScS professionals know well the referral network when these problems are detected.  

 

What would social service professionals need to successfully implement ASBI?  

 Provision of adequate training to improve their skills, experience and sense of role adequacy, to 

better understand alcohol related problems and how to be able to detect situations that can be 

intervened. 

 Tailored ASBI tools for delivery in specific ScS contexts, or flexible modes of ASBI delivery that can be 

easily adapted to the professionals' needs and fit with their way of working. 

 Provision of relevant summary materials (eg. one page letter highlighting the problem and the 

appropriate action. 

 Provision of evidence of effectiveness of ASBI in ScS. 

 Alcohol screening embedded in routine client assessments, e.g. social and health checks or need-

assessments. 

 

Which policy initiatives would facilitate the ASBI implementation? 

 The provision of government funding for ASBI research in this novel setting. 

 The official recognition of ASBI within the role and responsibilities of ScS workers by relevant 

government departments, agencies and professional bodies. 

 The implementation of a national strategy for alcohol prevention work in this setting. 

 The production and dissemination of context- specific information materials, including reliable and 

valid screening tools. 

 

What are the key evidence gaps in this area? 

 Well-conducted efficacy/ effectiveness trials in ScS settings.  

 The feasibility of alcohol prevention work in social service settings.  

 

Why is the social service setting relevant for ASBI delivery? 
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 Because many clients of ScS represent some of the most vulnerable/disadvantaged groups who are 

most likely to experience additional harms as a result of unhealthy lifestyle. 

 Because social workers should get familiar with the concept of different risk levels of alcohol 

consumption (low risk, hazardous, harmful and dependence). 

 Because this is a setting where most alcohol misuse related difficulties may be encountered and thus 

detected. 

 

The most important issues regarding ASBI in social service settings are? 

 The need for more involvement of ScS professionals: in all stages of research, from initial design to 

actual delivery and interpretation of results 

 That in complex, high risk situations (e.g. where parental drinking / vulnerable children are involved) 

the delivery of ASBI does not jeopardise client-provider relations which could result in further harms. 

 The lack of appropriate training. 

 To find ways to quickly improve the quality of the efficacy and effectiveness evidence base. 
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Annex A: Results of Delphi round 1 on the implementation of 
ASBI in workplaces 

Results of Delphi round 1 on the implementation of ASBI in workplaces: Corresponding items 

1 Why is the social service setting relevant for ASBI delivery? 

1.1 Potential setting for prevention of alcohol-related problems 

1.1.1 It is a potential setting for the prevention of alcohol-related problems  

1.2 Setting where most alcohol misuse related difficulties may be encountered and thus detected 

1.2.1 It is the professional health setting where many if not most alcohol misuse related difficulties may be 
encountered and thus detected and intervened with. 

1.2.2 Other client groups than in health care settings 

1.3 There is a known relationship between excessive alcohol consumption and a range of negative social 
consequences, and for many social work clients, heavy drinking is a primary or contributory cause of their 
current problems. 

1.3.1 A very high proportion of social service clients will have heavy drinking as a primary or contributory cause of the 
reason for their attendance (domestic violence, unemployment, low income). The presenting problems will not 
be solved unless heavy drinking is also addressed. 

1.3.2 Alcohol abuse can cause a range of consequences, interfering with the work ability, physical and mental health, 
and family and social responsibilities. There is a growing awareness that social exclusion is caused by an 
increasingly complex set of problems, wherein the alcohol-related problems are included. 

1.3.3 Given there is a known relationship between excessive alcohol consumption and a range of negative social 
consequences for both drinkers, their families and local communities 

1.3.4 High impact of alcohol in social problems 

1.3.5 In significant part of clients of social services the misuse of alcohol contributes to their current problems. 
Specifically, problems with alcohol are frequently connected with marital problems and divorce that has been 
often associated with violent behaviour and in some cases led to homelessness; with problems in work that led 
to loss of employment; and with deviant socialization of young people. 

1.3.6 Social workers address many problems which can be influenced by or associated with alcohol misuse including: 
criminal issues; child protection issues; parenting/child welfare; learning disability (people with learning 
disabilities have higher rates of substance misuse than those without) 

1.4 Many clients of social services represent some of the most vulnerable / disadvantaged groups who are most 
likely to experience additional harms as a result of unhealthy lifestyle 

1.4.1 The fact that many clients of social services represent some of the most vulnerable / disadvantaged groups who 
are most likely to experience additional harms as a result of unhealthy lifestyle practices, social services would 
seem to be an ideal context for the identification / prevention / treatment of risky drinking alongside 
conventional PHC settings. 

1.5 More time per client than in medical settings 

1.5.1 More time per client than in medical settings 

1.6 Privileged access to other services in order to gather information and refer clients, working with other primary 
and/or specialized services/ they are in an optimum position to refer the cases in a suitable way, working with 
other primary and/or specialized services 

1.6.1 Social services have a privileged access to other services in order to gather information and refer clients if needed 

1.6.2 ScS PROFESSIONALS CAN RECEIVE REQUESTS FOR INTERVENTION from psychologists, physicians, nurses, 
management posts or even the individual himself and/or his family. 

1.6.3 Social Services  are in an optimum position to … and refer the cases in a suitable way, to work with other primary 
and/or specialized services and to orientate people for the access but not to process) aids and material benefits 
(features ?). 

1.7 Social workers are aware of alcohol-related problems and view alcohol interventions as a legitimate social 
work role  

1.7.1 Professionals' awareness 

1.7.2 The high proportion of alcohol users on social work caseloads, and the social harms associated, result in social 
workers viewing alcohol intervention as a legitimate social work role.  

1.8 Social workers are more experienced with substance use disorders and in raising the issue with clients than 
medical professionals 
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1.8.1 Social workers might be More experienced with substance use disorders and in raising the issue with 
patients/clients than medical professionals 

1.9 Social services are close to the people and are often the first service provider to come into contact with 
individuals with alcohol use disorders 

1.9.1 Social workers are often the first service provider to come into contact with individuals with alcohol use disorders 
(Smith, Whitaker et al. 2006).  

1.9.2 Social service professionals are called upon to intervene when there are alarm signs among family members 
concerning alcohol related problems and they should be prepared to identify family members with alcohol 
related problems 

1.9.3 Because Social Services are the services that are closest to the people, they are in an optimum position to listen 
and to offer non-material support, 

1.10 Motivational elements within brief intervention may offer an opportunity to work with resistance 

1.10.1 The motivational work inherent within some forms of brief intervention may offer an opportunity to work with 
the seemingly ubiquitous resistance found within child and families social work 

1.11 Social workers should know the different levels of alcohol consumption from low risk, risk, hazardous, harmful 
and dependence.  

1.11.1 They should know the different levels of alcohol consumption from low risk, risk, hazardous , harmful and 
dependence 

1.12 ASBI training will facilitate their ability to deal with some situations, such as identifying  family members with 
alcohol related problems 

1.12.1 This professional needs an adequate information regarding alcohol-related problems and ASBI training will 
facilitate their ability to deal with this situations. 

  

2 What are adequate ways to identify risky drinkers in social services settings without offending clients? 

2.1 Embedding alcohol screening in routine assessment, e.g. social and health checks or assessments of need 

2.1.1 By embedding screening in routine assessment 

2.1.2 General screening (e.g. AUDIT / AUDIT-C) for all clients, not only when alcohol problems are assumed 

2.1.3 Opportunistic screening in the context of the social and health checks 

2.1.4 Screening is the optimum. Social workers currently assess clients using comprehensive assessments of need. This 
regularly misses individuals with AUDs. Screening is a validated tool which can also identify type of AUD as well as 
indicate the appropriate level of intervention. 

2.1.5 Ask the clients about their drinking (how much, patterns etc). 

2.2 Indirect identification through signs and symptoms 

2.2.1 Indirect identification through signs and symptoms 

2.3 In a non-judgemental, respectful and empathic manner without stigmatizing 

2.3.1 In the same way as in the PC setting - non-judgemental. 

2.3.2 Empathic and respectful communication to clients of the importance of screening alcohol use patterns and  

2.3.3 Screening without stigmatizing, mislabelling,  

2.3.4 With a good attitude to listening objectively without criminalizing, 

2.3.5 Social service professionals deal with very many sensitive issues. Alcohol is no different 

2.3.6 …normalizing situations… 

2.4 Screening without denying the client freedom to decide on course of action in the case of a positive screen and 
making sure that the actions of the social services does not mean a possible threat for the affected person 

2.4.1 …and making sure that the actions of the social services does not mean a possible threat for the affected person. 

2.4.2 Screening without denying the client freedom to decide on course of action in the case of a positive screen. 

2.5 Screen alcohol consumption as part of a broader, lifestyle risk factor assessment  

2.5.1 Screen their alcohol consumption as part of a broader, lifestyle risk factor assessment.  

2.5.2 …(maybe including other lifestyle and health factors) 

2.6 Using web- or app-based online screening tools and providing on-screen feedback 

2.6.1 Do screening electronically and provide on-screen feedback (via email, smart phone/tablet apps etc) to those 
screened so they receive some feedback in return for having answered screening questions.  
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2.6.2 Another option might be web- or app-based online screening tools 

2.7 There is unlikely to be a 'one-size-fits-all' approach due to the heterogeneity of delivery contexts; e.g. in 
situations with long-established relationships, it might make more sense to target specific individuals, but 
routine screening tools might be advisible in other settings. 

2.7.1 Screening modes may vary depending on the specific setting; can be part of an interview or as questionnaire. 

2.7.2 There is unlikely to be a 'one-size-fits-all' approach to this question as social service settings encompass a wide 
range of highly heterogeneous delivery contexts.Routine screening might be less appropriate in situations with 
long-established relationships between client / practitioner - such as social work - it might make more sense to 
target specific individuals . In other settings - possibly CJS / probation etc - the incorporate of routine screening 
tools / techniques within arrest procedures etc might be advisable 

2.8 Firstly supply information to the communities/ general population and develop educational actions with 
children and teenagers, thus creating a more welcoming setting for identification and intervention through 
raising awareness. 

2.8.1 To adequately identify risky drinkers in ScS settings without offending clients, we should start at the base and 
firstly SUPPLY INFORMATION TO THE COMMUNITIES/GENERAL POPULATION and develop educational actions 
with CHILDREN AND TEENAGERS, thus creating a more welcoming setting for identification and intervention 
through raising awareness. 

2.8.2 To adequately identify risky drinkers in ScS settings without offending clients, we should start at the base and 
firstly supply information to the communities and develop educational actions with children and teenagers. 

2.9 Involvement of the drinkers families/communities or other people close to the drinker 

2.9.1 This identification can also be facilitated through the INVOLVEMENT OF THE DRINKER’S FAMILIES/COMMUNITIES  

2.9.2 Working indirectly with other people close to the user 

2.10 Systematization of interventions 

2.10.1 This identification can also be facilitated by having a SYSTEMATIZATION OF INTERVENTIONS,  

2.11 With auto-evaluation tools for the individual’s consumption  

2.11.1 With the development of AUTO-EVALUATION TOOLS for the individual’s consumptions. 

2.12 Focus on the detection of problems or negative consequences, by an open facilitated discussion of drinking and 
how it affects the drinker and those around them 

2.12.1 Observing collateral effects, …  

2.12.2 Through a test for the detection of problems,  

2.12.3 One might argue that an open facilitated discussion of drinking and how it affects the drinker and those around 
them might be the best way (see answer to 3 below).  

2.13 Not with a 'screening tool', which is a bit alien to social services; and current tools do not focus on the most 
relevant risks of drinking 

2.13.1 A 'screening tool' is a bit alien to social services; I don't think current tools focus on the most relevant risks of 
drinking 

2.14 Using instruments that focus on the risks of drinking that are most relevant to the social service setting, i.e. for 
child protection social work it might ask 'where are the children when you're drinking?' 

2.14.1 If a screening tool was to be developed it would need to have questions that focused on the risks of drinking that 
are most relevant to the social service setting i.e. for child protection social work it might ask 'where are the 
children when you're drinking?'; 'where are your children when you're recovering from a drinking session?'; 'how 
do you ensure that your children are not affected by your drinking' as well as the usual quantity frequency 
questions. One could think of similar risk exploration questions for criminal justice etc. 

2.15 By training professionals to better understand alcohol related problems and how to be able to detect 
situations that can be intervened 

2.15.1 Preparing those professionals to better understand what alcohol related problems are and how to be able to 
detect situations that can be intervened 

2.16 To ensure that social service professionals that know well the referral network that can help them to facilitate 
referral when these problems are detected 

2.16.1 Its also important that Social Service professionals know well the referral network that can help them to facilitate 
referral when these problems are detected. 

  

3 How can social service clients be encouraged to talk about their drinking? 

3.1 Provide routine assessments and tell people that everyone is being asked about alcohol 

3.1.1 And telling people you ask everyone about aSBI 
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3.1.2 Consider the assessment of alcohol consumption as something regular and normal, such as asking for smoking, 
age, etc. ... 

3.1.3 Service commits to and engages in universal exposure to ASBI in all appropriate clients. 

3.2 Ensure confidentiality, particularly  when the setting includes risk relating to disclosure for the client 

3.2.1 Clients are assured of complete confidentiality  

3.2.2 Issues relating to confidentiality must be clearly explained as must the use of information disclosed. This is 
particularly relevant when the setting includes risk relating to disclosure for the client (e.g. parental alcohol use 
disclosed within the context of safeguarding concerns). Once disclosure is achieved, clients may be encouraged to 
talk further by brief interventions themselves. 

3.2.3 Ensuring confidentiality 

3.3 Clients are assured of explicit respect for their primary role in deciding on any future actions following a 
positive screen. 

3.3.1 Clients are assured of explicit respect for their primary role in deciding on any future actions following a positive 
screen. 

3.4 Different social service settings will demand different approaches 

3.4.1 There is certainly no general "recipe" for all clients; some clients (e.g. with more severe problems) might need a 
more trustful atmosphere or established relationship 

3.4.2 Different social service settings will demand different approaches. 

3.5 When asking in a respectful and non-judgemental manner 

3.5.1 No stigmatization 

3.5.2 By being non-judgemental 

3.5.3 In the same way as the PC setting - non judgemental  

3.5.4 Ask in a non-judgemental manner 

3.5.5 In addition, I believe that the skills of empathic listening, using open ended questions, reflections, affirmations 
and summaries are well suited to encouraging clients to talk about their drinking. 

3.6 When good, effective, and respectful relationships are developed with clients 

3.6.1 Social workers and other social care providers must offer a non-judgemental, empathic relationship. 

3.6.2 In order to avoid offending clients, workers need to be able to develop effective, respectful relationships with 
clients, in an atmosphere of acceptance, autonomy, empathy, and respect. These ideas are like the 'spirit of 
Motivational Interviewing' described by Miller and Rollnick and I believe are important for clients to feel 
comfortable disclosing drinking and related problems.  

3.6.3 As facilitator of the SBI implementation good relationships between well educated social workers and their 
clients are important. 

3.7 Clinicians should be adequately trained and competent in ASBI. 

3.7.1 Clinicians should be adequately trained and competent in ASBI. 

3.8 By putting emphasis on what is worrying the person, reduce anxiety, with the intention to help the person to 
realize their situation,  e.g. that a decrease of consciousness due to consumption of alcohol can be at the basis 
of the conflicts or the failure to find a solution 

3.8.1 By putting emphasis on what is worrying the person, attempting to reduce anxiety, going with care into problems 
linked to the consumption of alcohol and relating cause-effect with the intention to help the person to realize 
their situation, that a decrease of consciousness due to consumption of alcohol can be at the basis of the conflicts 
themselves or the failure to find a solution, and this might be motivating.  Working in the same way with the 
family and the people in their immediate circle. 

3.9 By using the existing communication and motivational skills social service professionals should have 

3.9.1 Use the existing communication skills social service professionals should have. It is not difficult to ask about 
alcohol in sensitive ways. 

3.9.2 Being able to successfully explore, motivate and support behaviour change in risky drinkers is a key skill for social 
workers. 

3.10 Approach alcohol consumption alongside the eating habits topic, by a careful questioning concerning food 
patterns (and their association with drinking patterns) in the context of social and family interactions 

3.10.1 1 – EATING HABITS AND ALCOHOL CONSUMPTION 
In the ScS setting, alcohol consumption could more easily be approached alongside the eating habits topic, by a 
careful questioning concerning food patterns (and their association with drinking patterns) in the context of 
social and family interactions, concerning meals and social events. 
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3.10.2 In the ScS setting, alcohol consumption could more easily be approached alongside the eating habits topic, by a 
careful questioning concerning food patterns (and their association with drinking patterns) in the context of 
social and family interactions, concerning meals and social events. 

3.11 Auto-evaluation tools for the individual’s consumptions might prove useful for encouraging clients to talk 
about their drinking. 

3.11.1 2 – AUTO-EVALUATION TOOLS 
Again, the development of auto-evaluation tools for the individual’s consumptions might prove useful for 
encouraging social service clients to talk about their drinking. 

3.11.2 The development of auto-evaluation tools for the individual’s consumptions might prove useful for encouraging 
social service clients to talk about their drinking. 

3.12 By using electronic tools and provision of feedback to their smart phone, tablet or email address 

3.12.1 As per the previous response: I think screening initially and the provision of feedback to their smart phone, tablet 
or email address. Then if clients wish to take further action to reduce their drinking they can be encouraged to do 
so. 

3.12.2 On-line tools 

3.13 Brief interventions based upon MI have the potential to work with resistant or ambivalent clients and enable 
engagement in talking interventions 

3.13.1 Research has found that many clients of social work service have refused treatment service because they do not 
consider themselves to have a 'problem'. Brief interventions based upon MI have the potential to work with 
resistant or ambivalent clients and enable engagement in talking interventions. 

3.13.2 ScS PROFESSIONALS CAN RECEIVE REQUESTS FOR INTERVENTION from psychologists, physicians, nurses, 
management posts or even the individual himself and/or his family. They are also called upon to intervene when 
there are alarm signs among family members, trying to frame those situations in the family context. It is usual to 
work with families where there are several generations with problematic consumptions who, nonetheless, do not 
perceive those consumptions as being harmful or addicted. Therefore, these specific cases require focused 
responses. 

3.13.3 In fact, THE MOST USUAL OBJECT OF INTERVENTION FOR THE ScS PROFESSIONALS IS THE FAMILY CONTEXT, 
where there is frequently an inability of the family dynamic to deal with alcohol-related problems or even the 
patients’ families denial of consumption. 

3.13.4 Even if the ScS professionals are able to recognize denial patterns, they do not know how to approach the subject 
with the person with alcohol-related problems. 

3.14 To promote access to further treatment 

3.14.1 Access to further treatment may also be promoted. 

3.14.2 …referral and treatment if needed 

  

4 Social service professionals can be encouraged to routinely deliver ASBI by… 

4.1 Incentive payments 

4.1.1 This is a difficult one as it is impossible to get other settings to deliver ASBI and we haven't actually got the 
answer as yet - the OHDIN trial shows that training and payment helps. 

4.2 Provision of adequate ASBI training to improve ScS professionals’ skills in their daily practice and to enhance 
both competence and confidence in this area. 

4.2.1 Provision of adequate training in principles and practice of ASBI 

4.2.2 Train them properly. 

4.2.3 SBI TRAINING FOR ScS: TAILORED FOR DIFFERENT CONTEXTS 
Training to improve ScS professionals’ SBI skills in their daily practice and in different contexts and communities. 

4.2.4 Once recommendations are made for ASBI in practice, training in ASBI will be required to enhance both 
competence and confidence in this area. 

4.2.5 Training - theory and skills 

4.2.6 Training to improve ScS professionals’ SBI skills in their daily practice and in different contexts and communities 
and include posterior assessment and update. 

4.2.7 This is a difficult one as it is impossible to get other settings to deliver ASBI and we haven't actually got the 
answer as yet - the OHDIN trial shows that training and payment helps. 

4.3 Information campaigns to raise awareness and to flag the relevance of heavy drinking to social work problems 

4.3.1 Special trainings or information campaigns to raise awareness for the importance of alcohol use disorders and to 
enhance professionals' abilities and self-efficacy in dealing with the respective client groups 
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4.3.2 Raising awareness actions 

4.3.3 First we need to demonstrate the relevance i.e. what is the prevalence of drinking and how does it impact on the 
client group? 

4.3.4 By flagging the relevance of heavy drinking to social work problems 

4.4 Provision of summery materials (eg. one page letter highlighting the problem and the appropriate action) 

4.4.1 Provision of summery materials (eg. one page letter to physicians highlighting the problem and the appropriate 
action); 

4.5 Promoted teamwork and articulation meetings with the other ScS and health professionals of the referral 
routes. 

4.5.1 PROMOTED TEAMWORK in ScS under a specific ALCOHOL-RELATED PREVENTION PROGRAM for better 
articulation and effectiveness, which should include not only regular internal meetings to assess and update SBI 
indicators and share experiences, but also articulation meetings with the other ScS and health professionals of 
the referral routes. 

4.5.2 ARTICULATION BETWEEN ScS AND THE REFERRAL ROUTES 
Implementing mechanisms that enable EASY AND FAST ARTICULATION (in both directions) between ScS and the 
other services of the Referral Network for Alcohol-Related Problems Program. 
ScS professionals should be included in the REFERRAL ROUTES' TRAINING STRATEGY PROGRAMS. 

4.5.3 Implementing mechanisms that enable good articulation between ScS and the other services of the Referral 
Network for Alcohol-Related Problems Program. 

4.6 Adequate and continuous organizational, administrative, unit and supervisory supports 

4.6.1 Provision of adequate and coherent and continuous organizational, administrative, unit and supervisory supports 

4.7 Identifying champions and multipliers of ASBI and development of a community of practice 

4.7.1 Identifying champions and multipliers of ASBI and development of a community of practice to support 
perpetuation of integrity in ASBI practice within a service 

4.8 Resolving organizational and unit policy conflicts with the principles of ASBI 

4.8.1 Resolving organizational and unit policy conflicts with the principles of ASBI 

4.9 Reorganizing the services, better identifying their role and space to work, and ceasing to be administrative 
organs that merely process benefits 

4.9.1 Trying to resolve the structural and functional problems that the social services experience, which means 
reorganizing the services, better identifying their role and space to work, and ceasing to be administrative organs 
that merely process benefits. This would allow them to recover time and re-establish their role as a social 
workers, related with answer number one.  (Anm. Non-material support, listening, assessing needs and 
organizing help, referral to other services, etc…?!?)  

4.10 Respecting that some professionals will not be interested and allowing their opt out while ensuring the 
organization can still provide universal ASBI coverage. 

4.10.1 Recognizing and respecting that some professionals will not be interested, capable of providing ASBI and allowing 
their opt out while ensuring the organization can still provide universal ASBI coverage. 

4.11 Implementing evidence-based National Guidelines for ScS and Alcohol Prevention Programs for ScS 

4.11.1 SBI GUIDELINES FOR ScS 
Implementing National Guidelines for ScS and Alcohol Prevention Programs for ScS, in order to promote a wide 
intervention in the general population and specific communities. 

4.11.2 Implementing National Guidelines for ScS and Alcohol Prevention Programs for ScS, in order to promote a wide 
intervention in the general population and specific communities 

4.11.3 Routine practice in social care is heavily influence by practice guidelines - it is essential that evidence relating to 
ASBI inform such guidelines before implementation will be observed. 

4.12 Developing interventions with the organisation as a whole 

4.12.1 Intervention development needs to be done with the organisation as a whole, as unless the whole organisation is 
committed to working in this way, it will be difficult to sustain ASBI. 

4.13 Validating AUDIT-C / AUDIT for the ScS and recommending usage on a daily basis (in paper form, digital form) 

4.13.1 SCREENING TOOLS FOR ScS 
Validating AUDIT-C / AUDIT for the ScS and recommending a daily basis AUDIT usage in ScS (in paper form, digital 
form, eHealth platform or as an application installed on the computer software). 

4.14 Flexible modes of ASBI delivery that can be easily adapted to the professionals' needs and fit with their way of 
working  
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4.14.1 Flexible modes of ASBI delivery and attractive toolkits that can be easily adapted to the professionals' needs (e.g. 
online tools, questionnaires, self-help booklets, manuals, etc. ...) 

4.14.2 Then we need to develop a type of ASBI that makes sense for the workers, that fits with their way of working, 
when, where, how they deliver interventions. 

4.14.3 Finally, I don't think we should consider 'ASBI' as a fixed intervention - it is perhaps more of a way of working to 
achieve certain outcomes, rather than delivery of a 'thing' to a client.  

4.15 Defining Brief Intervention tools for specific ScS contexts (e.g. family context and SBI in homecare) 

4.15.1 BRIEF INTERVENTION TOOLS FOR ScS: TAILORED FOR DIFFERENT CONTEXTS 
Defining Brief Intervention tools for specific ScS contexts: e.g. family context and SBI in homecare (support of ScS 
professionals to Homecare professionals in identifying alcohol-related problems and needs for SBI). 

4.15.2 As in previous responses, this will vary by delivery setting. My sense is that in social service contexts with longer 
term client-provider relationships, subject to practitioners being trained and given appropriate tools / techniques 
etc - minimal encouragement would be required. In other settings, where other concerns may take primacy - eg 
CJS / offending - it will probably be necessarily to use more formalised approaches to encourage delivery 

4.16 Giving professionals time to consider their own drinking, so that they feel comfortable discussing this with 
others. 

4.16.1 We need also to give professionals time to consider their own drinking, and their own parenting or whatever, so 
that they feel comfortable discussing this with others. 

4.17 Providing evidence of effectiveness of ASBI in social services 

4.17.1 By providing evidence of effectiveness of ASBI in social services 

4.17.2 Further research into the feasibility and acceptability of ASBI in this setting is needed followed by effectiveness 
trials. Found effectiveness be shown, this would be an important step in encouraging social service professionals 
in delivery of ASBI. 

4.17.3 Including the provision of evidence of the impact of ASBI on areas of concern (potential to reduce recidivism etc). 

4.18 Building reminders and other tools into IT systems  

4.18.1 Building reminders and other tools into IT systems to prompt physicians or make it impossible for them not to 
undertake a given procedure; 

  

5 Policy initiatives that would facilitate the ASBI implementation in social services are… 

5.1 Funding research in this novel setting 

5.1.1 Funding research in this novel setting 

5.1.2 Funding of ASBI research in these settings 

5.1.3 I think we need more research to be clear about what we want ASBI to achieve in social services, why that is the 
role of social workers and to develop interventions that are tailored to that setting, and then test if they 
work....all BEFORE we think about policy initiatives. I don't think we can assume that a model of ASBI from health 
settings, which is not even clear in terms of its components and active ingredients, should be part of policy for 
social services, without doing the research first. 

5.1.4 If we have that evidence then there is plenty of theoretical guidance available to suggest what would facilitate 
implementation (e.g. consolidated framework for implementation research) but we would need to study 
implementation in context. 

5.1.5 There is a global consensus which indicates that further research on ASBI in ScS should take into account the wide 
range of its different contexts. Therefore, future research projects should be designed individually for each of 
these specific contexts, with special attention to those which might be considered the most relevant (e.g. ScS in 
health care services, in schools, in prisons, in companies, etc.). 

5.1.6 But more specific evidence is needed 

5.1.7 However as yet there is no studies to show effectiveness 

5.1.8 I am not sure if criminal justice settings are included within asbi and if so there is a small amount of of evidence 
(newbury-Birch et al) and Watt (et al) however neither showed effectiveness in alcohol use but did for alcohol 
related injury (watt) and reoffending (newbury-Birch) 

5.1.9 We need some well-controlled evaluation studies on this topic. (adequate ways to identify risky drinkers in social 
services settings without offending clients) 

5.2 Including ASBI in the role of social workers 

5.2.1 Including ASBI in the role of social workers 

5.3 Providers of social services, Ministry of labour and social affairs and the professional association of social 
workers should discuss the conditions needed for recognition of the SBI as standard approach in practice of 
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social work. 

5.3.1 Providers of social services, Ministry of labour and social affairs and the professional association of social workers 
should discuss the conditions needed for recognition of the SBI as standard approach in practice of social work. 

5.4 Any national strategy would improve facilitation 

5.4.1 Social care is 'policy-full'. Any national strategy would improve facilitation. Working Together to Safeguard 
Children is a key framework within the UK, wherein much emphasis is placed upon parental risk behaviours such 
as alcohol. UK drug strategy (relating more to problematic use of alcohol and drugs) and UK alcohol strategy. 
NICE PH24 also recommends brief interventions within social care settings. 

5.4.2 The importance of political interest in the topic 

5.5 Favouring the objective of universal deployment of ASBI in appropriate settings 

5.5.1 The objective of universal deployment of ASBI in appropriate settings should be favoured. 

5.6 To identify and adjust policies that may conflict with a universal ASBI deployment (e.g., tacit threat of denial of 
service or referral if alcohol misuse is detected) 

5.6.1 Organizations and services need to resolve conceptual and practice conflicts between current policies and 
practices and the ASBI paradigm (e.g., tacit threat of denial of service or referral if alcohol misuse is detected). 

5.6.2 An administrative and clinical service audit of service policies need to be carried out to identify and adjust policies 
that may conflict with a universal ASBI deployment, and/or put service and/or clinicians in conflict with internal 
or external (e.g., forensic referrees) administrations and services. 

5.7 Pragmatic financial and human resources sustainability plans 

5.7.1 Pragmatic financial and human resources sustainability plans are required. 

5.8 A supportive alcohol policy environment (e.g. high prices, bans on advertising) plus adequate help and 
treatment services 

5.8.1 A supportive alcohol policy environment (high prices, bans on advertising, restrictions on availability) plus 
adequate help and treatment services for those that need them. 

5.9 Introduce compulsory recording / monitoring of ASBI activity, e.g. implementing a national notification 
statistical system for SBI indicators and/or building reminders and other tools into IT systems 

5.9.1 Central and local government endorsement and incorporation of alcohol prevention work in relevant strategies, 
appropriately adapted to the setting of interest. As these will largely be in public sector settings, it may be helpful 
to introduce compulsory recording / monitoring of ASBI activity, to support audit, evaluation and on-going 
performance management of alcohol prevention work. 

5.9.2 SBI INDICATORS FOR ScS 
Defining performance SBI Indicators for ScS statistics and implementing a national notification statistical system 
for SBI indicators in ScS linked with Public Health Services, Family physician and Occupational Health Services 
(OHS). 

5.9.3 I would support policies that are relevant to strategies  d) building reminders and other tools into IT systems to 
prompt physicians or make it impossible for them not to undertake a given procedure; 

5.10 European national experts should find a consensus on ASBI concepts accepted and used by all UE members 

5.10.1 INTERNATIONAL CONSENSUS ON SBI CONCEPTS 

5.10.2 There are basic differences of concepts about Alcohol consumptions and Screening and Brief Intervention among 
health professionals and ScS but also among different European countries’ national guidelines. European national 
experts should find a consensus accepted and used by all UE members. 

5.11 Promotion of a National Alcohol Prevention and SBI Campaign for ScS with production and dissemination of 
context- specific information materials 

5.11.1 NATIONAL ALCOHOL PREVENTION PROGRAMS IN ScS: SBI DISSEMINATION 
Promotion of a National Alcohol Prevention and SBI Campaign for ScS, with production and dissemination of 
information materials (leaflets, brochures, posters, podcasts, websites, etc.) in ScS specific contexts. This 
dissemination should regard specific cultural needs (different languages and communication strategies) adapted 
to specific population communities and should have regular assessment, validation and update. 

5.11.2 Given policies are implemented to achieve desired behaviour change among physicians across a whole 
population, I would support policies that are relevant to strategies b) provision of summery materials (eg. one 
page letter to physicians highlighting the problem and the appropriate action); 

5.11.3 Raising awareness campaigns 

5.12 Funding of training programmes in these settings 

5.12.1 Funding of training programmes in these settings 

5.13 To ensure reliable and valid screening tools are used 
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5.13.1 The other factor that policies could achieve would be to ensure reliable and valid screening tools are used. So 
policies should seek to achieve two aims: routine use of best evidence screening tools;  

5.14 Funding of toolkit development in these settings 

5.14.1 Funding of toolkit development in these settings 

5.15 The implementation of best –evidence, cost-effective infrastructure to support the uptake and use of alcohol 
screening tools 

5.15.1 And the implementation of best –evidence, cost-effective infrastructure to support the uptake/use of those 
screening tools. Of course both of those would need to be flexible so they can adapt as evidence improves (ie: it 
would be a mistake to over-invest in one strategy given the current poor level of evidence - it would be 
preferable to invest in an adaptable system). For example, developing and potentially even mandating specific IT 
systems in primary care would be an important foundation for strategy (d). Similarly, standardising employee 
health checks in workplaces would be important. 

  

6 The key evidence gaps in this area of ASBI research are… 

6.1 In essence *all* the key research questions remain unanswered 

6.1.1 There is no evidence at all at present. 

6.1.2 The evidence base for ASBI in social service settings is essentially non-existent - in essence *all* the key research 
questions remain unanswered. 

6.2 Outcome efficacy/ effectiveness via well conducted trials 

6.2.1 Effectiveness in general (very low number of studies to date) 

6.2.2 Outcome effectiveness - via well conducted trials 

6.2.3 And a comprehensive research programme testing effectiveness of advice 

6.2.4 Research based evidence is crucial for implementation of the new method in ScS setting 

6.2.5 Eficacy and effectiveness of ASBI 

6.2.6 Efficacy, effectiveness 

6.2.7 Evidence of whether those interventions work 

6.3 Determining "active ingredients" and the most effective variants of ASBI 

6.3.1 In particular, however, future research to explore the most feasible, acceptable, effective screening tools and 
intervention techniques is needed as a matter of urgency. 

6.3.2 Intervention development 

6.3.3 We need better evidence of what interventions can address that prevalence 

6.3.4 Identification of the most effective delivery modes 

6.3.5 Which variant of ASBI is most effective? 

6.3.6 What are the "active ingredients" in the different variants of ASBI? 

6.4 Effective means of implementing and maintain ASBI work in different social service settings 

6.4.1 Evidence of how the interventions can be implemented. 

6.4.2 What are the most effective and cost-effective ways to sustain ASBI in the clinical settings; 

6.4.3 Implementation 

6.4.4 We also need to understand more about more effective means of implementing and maintain ASBI work in 
different social service settings in order to accelerate delivery once evidence of effectiveness has been 
adequately established. 

6.4.5 Which variant of ASBI is most cost effective to deploy and sustain? 

6.5 Research into brief interventions within the context of adult or child welfare 

6.5.1 There has been no research into brief interventions within the context of adult or child welfare. 

6.6 Generalisability to other countries, as most studies have been conducted in the USA 

6.6.1 What research there is mainly consists of studies of brief interventions in the social service setting have been 
conducted in the USA raising questions over their generalisability to other countries. 
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6.7 Effectiveness of ASBI in specific contexts, client groups and communities. How can ASBI be adjusted to client 
characteristics to optimize ASBI's impact? 

6.7.1 Effectiveness of SBI tools in Social Services, in specific contexts, communities and throughout the person’s life-
cycle, always having before the field test research a proper and full tailored training of the ScS professionals. 

6.7.2 Effectiveness depending on "sub-setting": We have no idea about what kind of social service settings might be 
the most promising for ASBI delivery (social services are very heterogenous), and in which settings it ASBI efforts 
might not be adequate (such as maybe for homelessness services? Too severe problems? Etc.?) 

6.7.3 Delivery modes depending on setting-inherent factors (time constraints, client groups), etc ...) 

6.7.4 How can ASBI be adjusted to client characteristics to optimize ASBI's impact? 

6.8 Research of brief intervention within statutory social work settings 

6.8.1 There has been no research of brief intervention within statutory social work settings. Given the often 
involuntary nature of statutory social work involvement, there are likely to be contextual issues which may 
influence the effectiveness of the intervention or the feasibility of its delivery. 

6.9 Acceptability, professional’s attitudes and behaviour 

6.9.1 There needs to be a comprehensive research programme of professional attitudes and behaviour 

6.9.2 Acceptability 

6.9.3 Acceptance 

6.9.4 Difficulties in reaching the professionals themselves and structuring with them a strategy that allows the 
incorporation of the ASBI project. 

6.10 Feasibility studies 

6.10.1 Then feasibility;  

6.10.2 Further steps in implementation of SBI will require feasibility studies and research 

6.10.3 Feasibility  

6.11 The most cost-effective policy strategies to achieve the uptake of those interventions 

6.11.1 The most cost-effective strategies to achieve behaviour change among physicians and other professionals is 
unclear 

6.11.2 The most cost-effective policies for achieving the uptake of those strategies across a population are unclear 

6.12 The most (cost-)effective ways to conduct knowledge transfer and adequate SBI training 

6.12.1 What are the most effective and cost-effective ways to conduct knowledge transfer in clinical settings? 

6.12.2 Adequate SBI training for ScS and the effect of different BISTAIRS training packages in their attitudes, confidence 
and effectiveness when performing SBI in specific contexts, communities, and throughout the person’s life-cycle. 

6.13 How can entrenched conflicts between current policies and practices in different service and intervention 
levels and ASBI be pragmatically resolved?  

6.13.1 How can entrenched conflicts between current policies and practices in different service and intervention levels 
and ASBI be pragmatically resolved?  

6.14 Consumption prevalence and patterns, in specific contexts, communities and throughout the person’s life-
cycle. 

6.14.1 Consumption prevalence and patterns, in specific contexts, communities and throughout the person’s life-cycle. 

6.15 The best way to identify risky drinkers 

6.15.1 The best way to identify risky drinkers is unclear 

6.15.2 The best way to encourage risky drinkers to talk about their drinking is unclear. 

6.16 Do we have sufficient data to demonstrate prevalence of drinking that impacts on the service that the social 
worker is trying to deliver or the goal they are trying to achieve? 

6.16.1 Problem investigation : Do we have sufficient data to demonstrate prevalence? By that I don't mean the 
prevalence of risky drinking in a health sense, but to demonstrate prevalence of drinking that impacts on the 
service that the social worker is trying to deliver or the goal they are trying to achieve. 

  

7 The most important issues concerning ASBI in social service settings are …  

7.1 ...to ensure that preventive care is seen to be part of a social workers role 

7.1.1 ensuring that preventive care is seen to be part of a social workers role 
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7.2 ...to find ways to quickly improve the quality of the evidence (efficacy and effectiveness) 

7.2.1 being very careful not to overstate the quality of the existing evidence; 

7.2.2 there is a need for more research (efficacy and effectiveness) in this area. 

7.2.3 finding ways to quickly improve the quality of the evidence 

7.2.4 the huge reserach gap in this area 

7.3 ...to develop the right interventions and to generate evidence, and not assume that an intervention from 
health services is the right one from a social services point of view. 

7.3.1 we need to generate evidence from the start of the process, and not assume that an intervention from health 
services is the right one to address drinking associated with different problems from a social services point of 
view. We need to develop the right interventions from the start and then test them. See Holder, H., Flay, B., 
Howard, J., Boyd, G., Voas, R., & Grossman, M. (1999). Phases of Alcohol Problem Prevention Research. 
Alcoholism: Clinical and Experimental Research, 23(1), 183–194 

7.4 ...to resovle conflicts between universal ASBI paradigm and internal and external service policies and practices, 
e,g, issues relating to disclosure within statutory social work 

7.4.1 in relation to implementation: issues relating to disclosure (particularly within statutory social work), context of 
client-practitioner relationship and its impact upon the relationship (often conflictual and/or mandated). 

7.4.2 resolution of conflicts between universal ASBI paradigm and internal and external service policies and practices 

7.5 ...to raise professionals’ awareness of alcohol misuse as contributing factor to many social problems 

7.5.1 raising awareness among professionals 

7.5.2 Facilitators for implementation of the SBI approach into system of social work are a) awareness of alcohol misuse 
as contributing factor to many social problems  

7.5.3 In general, there is a LACK OF DISSEMINATION OF INFORMATION ABOUT ALCOHOL CONSUMPTION and its 
consequences. There is also difficulty in implementing raising awareness actions or SBI in community services and 
an absence of campaigns that consider different settings, populations and their capacity to assimilate 
information. For example, there are difficulties in promoting awareness through the traditional hand-outs 
strategies in the case of PEOPLE WITH LOW LITERACY. 

7.6 …just the implementation 

7.6.1 it just needs to en implemented. failure to do so is a breach of professional behaviour. 

7.7 …to sustain evidence-informed intervention integrity (both in practice and financially 

7.7.1 sustaining evidence-informed intervention integrity (both in practice and financially 

7.8 commitment to universal exposure to ASBI in all appropriate clientele classes. 

7.8.1 commitment to universal exposure to ASBI in all appropriate clientele classes. 

7.9 …the main barrier is the lack of appropriate training 

7.9.1 the main barrier is the lack of appropriate training, lack of educational materials specifically tailored for social 
workers. 

7.9.2 training of professionals 

7.9.3 in their daily practice, ScS professionals face situations of excessive consumption of alcohol which can lead them 
to develop different ATTITUDES, NOT ALWAYS POSITIVE, such as lack of confidence, frustration and burn-out that 
often results from a significant lack of training to deal with these situations. 

7.9.4 furthermore, THE ScS PROFESSIONALS HAVE LACK OF TRAINING, of adequate information and of awareness 
regarding alcohol-related problems and ASBI. For instances, they have difficulties in differentiating EXCESSIVE 
CONSUMPTION from DEPENDENCE and in understanding the definition of ACCEPTABLE CONSUMPTIONS. Even if 
the ScS professionals are able to recognize denial patterns, they do not know how to approach the subject with 
the person with alcohol-related problems. 

7.9.5 however, as the vast majority of social work contacts occur in non-substance specialist services, social workers 
often report difficulties in this role and a lack of knowledge on how to intervene to promote change. Brief 
interventions are designed to be delivered opportunistically, at the point of contact with non-substance 
specialists. 

7.9.6 training social workers to deliver brief alcohol interventions is likely to improve social worker’s confidence and 
competence to work with risky drinkers, as has been found to be the case in other settings 

7.9.7 the problem with the implementation of SBI is lack of training or adequate education of social workers on pre-
gradual level. 

7.10 …involvement of professionals: draw interest in the strategy, involve in all stages of research, from initial 
design to actual delivery and interpretation of results 
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7.10.1 access to the professionals. The professionals should have time to get to know the strategy, to be trained and to 
incorporate it into their daily practice as a routine. 

7.10.2 facilitators for implementation of the SBI approach into system of social work are  b) interest of social workers to 
include the SBI approach into their practice 

7.10.3 translational approach to future evidence generation, to ensure that individuals within the system and the social 
service practitioners who will be responsible for delivering ASBI are involved at all stages of research, from initial 
design to actual delivery and interpretation of results. 

7.11 …the underdevelopment of primary prevention programmes and health promotion activities focusing on 
alcohol problems  

7.11.1 primary prevention programmes and health promotion activities focusing on alcohol problems are 
underdeveloped. 

7.12 …heterogeneity of social service settings and the adaptability of ASBI tools 

7.12.1 the heterogenity of "social service settings". For some settings, ASBI might not be adequate, and other settings 
might need modifications. 

7.12.2 given the heterogeneity of this setting within and across EU states, it will be challenging to develop a set of ASBI 
tools / techniques that can be used universally. I would strongly recommend a translational approach to future 
evidence generation, to ensure that individuals within the system and the social service practitioners who will be 
responsible for delivering ASBI are involved at all stages of research, from initial design to actual delivery and 
interpretation of results. 

7.12.3 advocating for the design and implementation of systems of change that are readily adaptable as new evidence 
becomes available 

7.13 …depending on the client groups in the respective setting, ASBI should focus on treatment referral rather than 
on drinking reductions 

7.13.1 depending on the client groups in the respective setting (e.g. higher rates of more severe alcohol use disorders), 
ASBI approches should not aim to lead to drinking reductions, but rather be a "door opener" to referral to more 
intensive treatment. 

7.14 …alcohol together with other drugs 

7.14.1 alcohol together with other drugs 

7.15 …preventing relapses from happening and assure post-treatment follow-ups 

7.15.1 RELAPSES are one of the leading concerns of ScS professionals who need to know how to prevent these from 
happening and how to assure post-treatment follow-ups. 

7.16 ...better articulation between professionals within the scope of the referral network  

7.16.1 essentially, social workers do not intervene directly in problematic clinical cases, but, instead, refer the ones that 
they identify to specialized health services, public or private, for proper diagnosis and treatment. Therefore, the 
ARTICULATION BETWEEN PROFESSIONALS within the scope of the referral network is essential, something which 
does not happen presently. 

7.16.2 social workers do not intervene directly in problematic clinical cases, but, instead, refer the ones that they 
identify to specialized health services, public or private, for proper diagnosis and treatment and they should 
know how to detect hazardous and harmful consumption and how to refer. That’s why better articulation 
between professionals within the scope of the referral network is essential, and should be developed. 

7.17 …potential of this setting: social care practitioners are often the first to come into contact with individuals with 
AUDs and practitioners often have positive and supportive relationships with clients that could benefit 
behaviour change 

7.17.1 with regards to potential: social care practitioners are often the first to come into contact with individuals with 
AUDs, alcohol use is often closely associated with the reason for accessing social care services presenting an 
opportunity for the teachable moment conducive of behaviour change,  

7.17.2 where conflict does not exist social care practitioners often have positive and supportive relationships with 
clients that could benefit behaviour change. 

7.17.3 social workers have a privileged access to population with alcohol related problems (adolescents at risk, 
homeless people, people with marital/partnership problems, people who lost their job etc) 

7.18 …absence of standard intervention / guidelines 

7.18.1 HOWEVER, THERE IS AN ABSENCE OF STANDARD INTERVENTION IN THE ScS SETTING, leaving each ScS 
professional to do what he thinks is best, without following a protocol or guidelines. Moreover, the available 
intervention options are scarce, there are no specialized services in some geographical areas and the referral 
procedures are perceived as too complex and bureaucratic. 
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Annex B: Results of Delphi round 1 on the implementation of 
ASBI in social services 

Results of Delphi round 1 on the implementation of ASBI in social services: Corresponding items 
1 Why is the social service setting relevant for ASBI delivery? 

1.1 Potential setting for prevention of alcohol-related problems 

1.1.1 It is a potential setting for the prevention of alcohol-related problems  

1.2 Setting where most alcohol misuse related difficulties may be encountered and thus detected 

1.2.1 It is the professional health setting where many if not most alcohol misuse related difficulties may be 
encountered and thus detected and intervened with. 

1.2.2 Other client groups than in health care settings 

1.3 There is a known relationship between excessive alcohol consumption and a range of negative social 
consequences, and for many social work clients, heavy drinking is a primary or contributory cause of their 
current problems. 

1.3.1 A very high proportion of social service clients will have heavy drinking as a primary or contributory cause of the 
reason for their attendance (domestic violence, unemployment, low income). The presenting problems will not 
be solved unless heavy drinking is also addressed. 

1.3.2 Alcohol abuse can cause a range of consequences, interfering with the work ability, physical and mental health, 
and family and social responsibilities. There is a growing awareness that social exclusion is caused by an 
increasingly complex set of problems, wherein the alcohol-related problems are included. 

1.3.3 Given there is a known relationship between excessive alcohol consumption and a range of negative social 
consequences for both drinkers, their families and local communities 

1.3.4 High impact of alcohol in social problems 

1.3.5 In significant part of clients of social services the misuse of alcohol contributes to their current problems. 
Specifically, problems with alcohol are frequently connected with marital problems and divorce that has been 
often associated with violent behaviour and in some cases led to homelessness; with problems in work that led 
to loss of employment; and with deviant socialization of young people. 

1.3.6 Social workers address many problems which can be influenced by or associated with alcohol misuse including: 
criminal issues; child protection issues; parenting/child welfare; learning disability (people with learning 
disabilities have higher rates of substance misuse than those without) 

1.4 Many clients of social services represent some of the most vulnerable / disadvantaged groups who are most 
likely to experience additional harms as a result of unhealthy lifestyle 

1.4.1 The fact that many clients of social services represent some of the most vulnerable / disadvantaged groups who 
are most likely to experience additional harms as a result of unhealthy lifestyle practices, social services would 
seem to be an ideal context for the identification / prevention / treatment of risky drinking alongside 
conventional PHC settings. 

1.5 More time per client than in medical settings 

1.5.1 More time per client than in medical settings 

1.6 Privileged access to other services in order to gather information and refer clients, working with other primary 
and/or specialized services/ they are in an optimum position to refer the cases in a suitable way, working with 
other primary and/or specialized services 

1.6.1 Social services have a privileged access to other services in order to gather information and refer clients if needed 

1.6.2 ScS PROFESSIONALS CAN RECEIVE REQUESTS FOR INTERVENTION from psychologists, physicians, nurses, 
management posts or even the individual himself and/or his family. 

1.6.3 Social Services  are in an optimum position to … and refer the cases in a suitable way, to work with other primary 
and/or specialized services and to orientate people for the access but not to process) aids and material benefits 
(features ?). 

1.7 Social workers are aware of alcohol-related problems and view alcohol interventions as a legitimate social 
work role  

1.7.1 Professionals' awareness 

1.7.2 The high proportion of alcohol users on social work caseloads, and the social harms associated, result in social 
workers viewing alcohol intervention as a legitimate social work role.  

1.8 Social workers are more experienced with substance use disorders and in raising the issue with clients than 
medical professionals 
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1.8.1 Social workers might be More experienced with substance use disorders and in raising the issue with 
patients/clients than medical professionals 

1.9 Social services are close to the people and are often the first service provider to come into contact with 
individuals with alcohol use disorders 

1.9.1 Social workers are often the first service provider to come into contact with individuals with alcohol use disorders 
(Smith, Whitaker et al. 2006).  

1.9.2 Social service professionals are called upon to intervene when there are alarm signs among family members 
concerning alcohol related problems and they should be prepared to identify family members with alcohol 
related problems 

1.9.3 Because Social Services are the services that are closest to the people, they are in an optimum position to listen 
and to offer non-material support, 

1.10 Motivational elements within brief intervention may offer an opportunity to work with resistance 

1.10.1 The motivational work inherent within some forms of brief intervention may offer an opportunity to work with 
the seemingly ubiquitous resistance found within child and families social work 

1.11 Social workers should know the different levels of alcohol consumption from low risk, risk, hazardous, harmful 
and dependence.  

1.11.1 They should know the different levels of alcohol consumption from low risk, risk, hazardous , harmful and 
dependence 

1.12 ASBI training will facilitate their ability to deal with some situations, such as identifying  family members with 
alcohol related problems 

1.12.1 This professional needs an adequate information regarding alcohol-related problems and ASBI training will 
facilitate their ability to deal with this situations. 

  
2 What are adequate ways to identify risky drinkers in social services settings without offending clients? 

2.1 Embedding alcohol screening in routine assessment, e.g. social and health checks or assessments of need 

2.1.1 By embedding screening in routine assessment 

2.1.2 General screening (e.g. AUDIT / AUDIT-C) for all clients, not only when alcohol problems are assumed 

2.1.3 Opportunistic screening in the context of the social and health checks 

2.1.4 Screening is the optimum. Social workers currently assess clients using comprehensive assessments of need. This 
regularly misses individuals with AUDs. Screening is a validated tool which can also identify type of AUD as well as 
indicate the appropriate level of intervention. 

2.1.5 Ask the clients about their drinking (how much, patterns etc). 

2.2 Indirect identification through signs and symptoms 

2.2.1 Indirect identification through signs and symptoms 

2.3 In a non-judgemental, respectful and empathic manner without stigmatizing 

2.3.1 In the same way as in the PC setting - non-judgemental. 

2.3.2 Empathic and respectful communication to clients of the importance of screening alcohol use patterns and  

2.3.3 Screening without stigmatizing, mislabelling,  

2.3.4 With a good attitude to listening objectively without criminalizing, 

2.3.5 Social service professionals deal with very many sensitive issues. Alcohol is no different 

2.3.6 …normalizing situations… 

2.4 Screening without denying the client freedom to decide on course of action in the case of a positive screen and 
making sure that the actions of the social services does not mean a possible threat for the affected person 

2.4.1 …and making sure that the actions of the social services does not mean a possible threat for the affected person. 

2.4.2 Screening without denying the client freedom to decide on course of action in the case of a positive screen. 

2.5 Screen alcohol consumption as part of a broader, lifestyle risk factor assessment  

2.5.1 Screen their alcohol consumption as part of a broader, lifestyle risk factor assessment.  

2.5.2 …(maybe including other lifestyle and health factors) 

2.6 Using web- or app-based online screening tools and providing on-screen feedback 

2.6.1 Do screening electronically and provide on-screen feedback (via email, smart phone/tablet apps etc) to those 
screened so they receive some feedback in return for having answered screening questions.  
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2.6.2 Another option might be web- or app-based online screening tools 

2.7 There is unlikely to be a 'one-size-fits-all' approach due to the heterogeneity of delivery contexts; e.g. in 
situations with long-established relationships, it might make more sense to target specific individuals, but 
routine screening tools might be advisible in other settings. 

2.7.1 Screening modes may vary depending on the specific setting; can be part of an interview or as questionnaire. 

2.7.2 There is unlikely to be a 'one-size-fits-all' approach to this question as social service settings encompass a wide 
range of highly heterogeneous delivery contexts.Routine screening might be less appropriate in situations with 
long-established relationships between client / practitioner - such as social work - it might make more sense to 
target specific individuals . In other settings - possibly CJS / probation etc - the incorporate of routine screening 
tools / techniques within arrest procedures etc might be advisable 

2.8 Firstly supply information to the communities/ general population and develop educational actions with 
children and teenagers, thus creating a more welcoming setting for identification and intervention through 
raising awareness. 

2.8.1 To adequately identify risky drinkers in ScS settings without offending clients, we should start at the base and 
firstly SUPPLY INFORMATION TO THE COMMUNITIES/GENERAL POPULATION and develop educational actions 
with CHILDREN AND TEENAGERS, thus creating a more welcoming setting for identification and intervention 
through raising awareness. 

2.8.2 To adequately identify risky drinkers in ScS settings without offending clients, we should start at the base and 
firstly supply information to the communities and develop educational actions with children and teenagers. 

2.9 Involvement of the drinkers families/communities or other people close to the drinker 

2.9.1 This identification can also be facilitated through the INVOLVEMENT OF THE DRINKER’S FAMILIES/COMMUNITIES  

2.9.2 Working indirectly with other people close to the user 

2.10 Systematization of interventions 

2.10.1 This identification can also be facilitated by having a SYSTEMATIZATION OF INTERVENTIONS,  

2.11 With auto-evaluation tools for the individual’s consumption  

2.11.1 With the development of AUTO-EVALUATION TOOLS for the individual’s consumptions. 

2.12 Focus on the detection of problems or negative consequences, by an open facilitated discussion of drinking and 
how it affects the drinker and those around them 

2.12.1 Observing collateral effects, …  

2.12.2 Through a test for the detection of problems,  

2.12.3 One might argue that an open facilitated discussion of drinking and how it affects the drinker and those around 
them might be the best way (see answer to 3 below).  

2.13 Not with a 'screening tool', which is a bit alien to social services; and current tools do not focus on the most 
relevant risks of drinking 

2.13.1 A 'screening tool' is a bit alien to social services; I don't think current tools focus on the most relevant risks of 
drinking 

2.14 Using instruments that focus on the risks of drinking that are most relevant to the social service setting, i.e. for 
child protection social work it might ask 'where are the children when you're drinking?' 

2.14.1 If a screening tool was to be developed it would need to have questions that focused on the risks of drinking that 
are most relevant to the social service setting i.e. for child protection social work it might ask 'where are the 
children when you're drinking?'; 'where are your children when you're recovering from a drinking session?'; 'how 
do you ensure that your children are not affected by your drinking' as well as the usual quantity frequency 
questions. One could think of similar risk exploration questions for criminal justice etc. 

2.15 By training professionals to better understand alcohol related problems and how to be able to detect 
situations that can be intervened 

2.15.1 Preparing those professionals to better understand what alcohol related problems are and how to be able to 
detect situations that can be intervened 

2.16 To ensure that social service professionals that know well the referral network that can help them to facilitate 
referral when these problems are detected 

2.16.1 Its also important that Social Service professionals know well the referral network that can help them to facilitate 
referral when these problems are detected. 

  
3 How can social service clients be encouraged to talk about their drinking? 

3.1 Provide routine assessments and tell people that everyone is being asked about alcohol 

3.1.1 And telling people you ask everyone about aSBI 
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3.1.2 Consider the assessment of alcohol consumption as something regular and normal, such as asking for smoking, 
age, etc. ... 

3.1.3 Service commits to and engages in universal exposure to ASBI in all appropriate clients. 

3.2 Ensure confidentiality, particularly  when the setting includes risk relating to disclosure for the client 

3.2.1 Clients are assured of complete confidentiality  

3.2.2 Issues relating to confidentiality must be clearly explained as must the use of information disclosed. This is 
particularly relevant when the setting includes risk relating to disclosure for the client (e.g. parental alcohol use 
disclosed within the context of safeguarding concerns). Once disclosure is achieved, clients may be encouraged to 
talk further by brief interventions themselves. 

3.2.3 Ensuring confidentiality 

3.3 Clients are assured of explicit respect for their primary role in deciding on any future actions following a 
positive screen. 

3.3.1 Clients are assured of explicit respect for their primary role in deciding on any future actions following a positive 
screen. 

3.4 Different social service settings will demand different approaches 

3.4.1 There is certainly no general "recipe" for all clients; some clients (e.g. with more severe problems) might need a 
more trustful atmosphere or established relationship 

3.4.2 Different social service settings will demand different approaches. 

3.5 When asking in a respectful and non-judgemental manner 

3.5.1 No stigmatization 

3.5.2 By being non-judgemental 

3.5.3 In the same way as the PC setting - non judgemental  

3.5.4 Ask in a non-judgemental manner 

3.5.5 In addition, I believe that the skills of empathic listening, using open ended questions, reflections, affirmations 
and summaries are well suited to encouraging clients to talk about their drinking. 

3.6 When good, effective, and respectful relationships are developed with clients 

3.6.1 Social workers and other social care providers must offer a non-judgemental, empathic relationship. 

3.6.2 In order to avoid offending clients, workers need to be able to develop effective, respectful relationships with 
clients, in an atmosphere of acceptance, autonomy, empathy, and respect. These ideas are like the 'spirit of 
Motivational Interviewing' described by Miller and Rollnick and I believe are important for clients to feel 
comfortable disclosing drinking and related problems.  

3.6.3 As facilitator of the SBI implementation good relationships between well educated social workers and their 
clients are important. 

3.7 Clinicians should be adequately trained and competent in ASBI. 

3.7.1 Clinicians should be adequately trained and competent in ASBI. 

3.8 By putting emphasis on what is worrying the person, reduce anxiety, with the intention to help the person to 
realize their situation,  e.g. that a decrease of consciousness due to consumption of alcohol can be at the basis 
of the conflicts or the failure to find a solution 

3.8.1 By putting emphasis on what is worrying the person, attempting to reduce anxiety, going with care into problems 
linked to the consumption of alcohol and relating cause-effect with the intention to help the person to realize 
their situation, that a decrease of consciousness due to consumption of alcohol can be at the basis of the conflicts 
themselves or the failure to find a solution, and this might be motivating.  Working in the same way with the 
family and the people in their immediate circle. 

3.9 By using the existing communication and motivational skills social service professionals should have 

3.9.1 Use the existing communication skills social service professionals should have. It is not difficult to ask about 
alcohol in sensitive ways. 

3.9.2 Being able to successfully explore, motivate and support behaviour change in risky drinkers is a key skill for social 
workers. 

3.10 Approach alcohol consumption alongside the eating habits topic, by a careful questioning concerning food 
patterns (and their association with drinking patterns) in the context of social and family interactions 

3.10.1 1 – EATING HABITS AND ALCOHOL CONSUMPTION 
In the ScS setting, alcohol consumption could more easily be approached alongside the eating habits topic, by a 
careful questioning concerning food patterns (and their association with drinking patterns) in the context of 
social and family interactions, concerning meals and social events. 
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3.10.2 In the ScS setting, alcohol consumption could more easily be approached alongside the eating habits topic, by a 
careful questioning concerning food patterns (and their association with drinking patterns) in the context of 
social and family interactions, concerning meals and social events. 

3.11 Auto-evaluation tools for the individual’s consumptions might prove useful for encouraging clients to talk 
about their drinking. 

3.11.1 2 – AUTO-EVALUATION TOOLS 
Again, the development of auto-evaluation tools for the individual’s consumptions might prove useful for 
encouraging social service clients to talk about their drinking. 

3.11.2 The development of auto-evaluation tools for the individual’s consumptions might prove useful for encouraging 
social service clients to talk about their drinking. 

3.12 By using electronic tools and provision of feedback to their smart phone, tablet or email address 

3.12.1 As per the previous response: I think screening initially and the provision of feedback to their smart phone, tablet 
or email address. Then if clients wish to take further action to reduce their drinking they can be encouraged to do 
so. 

3.12.2 On-line tools 

3.13 Brief interventions based upon MI have the potential to work with resistant or ambivalent clients and enable 
engagement in talking interventions 

3.13.1 Research has found that many clients of social work service have refused treatment service because they do not 
consider themselves to have a 'problem'. Brief interventions based upon MI have the potential to work with 
resistant or ambivalent clients and enable engagement in talking interventions. 

3.13.2 ScS PROFESSIONALS CAN RECEIVE REQUESTS FOR INTERVENTION from psychologists, physicians, nurses, 
management posts or even the individual himself and/or his family. They are also called upon to intervene when 
there are alarm signs among family members, trying to frame those situations in the family context. It is usual to 
work with families where there are several generations with problematic consumptions who, nonetheless, do not 
perceive those consumptions as being harmful or addicted. Therefore, these specific cases require focused 
responses. 

3.13.3 In fact, THE MOST USUAL OBJECT OF INTERVENTION FOR THE ScS PROFESSIONALS IS THE FAMILY CONTEXT, 
where there is frequently an inability of the family dynamic to deal with alcohol-related problems or even the 
patients’ families denial of consumption. 

3.13.4 Even if the ScS professionals are able to recognize denial patterns, they do not know how to approach the subject 
with the person with alcohol-related problems. 

3.14 To promote access to further treatment 

3.14.1 Access to further treatment may also be promoted. 

3.14.2 …referral and treatment if needed 

  
4 Social service professionals can be encouraged to routinely deliver ASBI by… 

4.1 Incentive payments 

4.1.1 This is a difficult one as it is impossible to get other settings to deliver ASBI and we haven't actually got the 
answer as yet - the OHDIN trial shows that training and payment helps. 

4.2 Provision of adequate ASBI training to improve ScS professionals’ skills in their daily practice and to enhance 
both competence and confidence in this area. 

4.2.1 Provision of adequate training in principles and practice of ASBI 

4.2.2 Train them properly. 

4.2.3 SBI TRAINING FOR ScS: TAILORED FOR DIFFERENT CONTEXTS 
Training to improve ScS professionals’ SBI skills in their daily practice and in different contexts and communities. 

4.2.4 Once recommendations are made for ASBI in practice, training in ASBI will be required to enhance both 
competence and confidence in this area. 

4.2.5 Training - theory and skills 

4.2.6 Training to improve ScS professionals’ SBI skills in their daily practice and in different contexts and communities 
and include posterior assessment and update. 

4.2.7 This is a difficult one as it is impossible to get other settings to deliver ASBI and we haven't actually got the 
answer as yet - the OHDIN trial shows that training and payment helps. 

4.3 Information campaigns to raise awareness and to flag the relevance of heavy drinking to social work problems 

4.3.1 Special trainings or information campaigns to raise awareness for the importance of alcohol use disorders and to 
enhance professionals' abilities and self-efficacy in dealing with the respective client groups 
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4.3.2 Raising awareness actions 

4.3.3 First we need to demonstrate the relevance i.e. what is the prevalence of drinking and how does it impact on the 
client group? 

4.3.4 By flagging the relevance of heavy drinking to social work problems 

4.4 Provision of summery materials (eg. one page letter highlighting the problem and the appropriate action) 

4.4.1 Provision of summery materials (eg. one page letter to physicians highlighting the problem and the appropriate 
action); 

4.5 Promoted teamwork and articulation meetings with the other ScS and health professionals of the referral 
routes. 

4.5.1 PROMOTED TEAMWORK in ScS under a specific ALCOHOL-RELATED PREVENTION PROGRAM for better 
articulation and effectiveness, which should include not only regular internal meetings to assess and update SBI 
indicators and share experiences, but also articulation meetings with the other ScS and health professionals of 
the referral routes. 

4.5.2 ARTICULATION BETWEEN ScS AND THE REFERRAL ROUTES 
Implementing mechanisms that enable EASY AND FAST ARTICULATION (in both directions) between ScS and the 
other services of the Referral Network for Alcohol-Related Problems Program. 
ScS professionals should be included in the REFERRAL ROUTES' TRAINING STRATEGY PROGRAMS. 

4.5.3 Implementing mechanisms that enable good articulation between ScS and the other services of the Referral 
Network for Alcohol-Related Problems Program. 

4.6 Adequate and continuous organizational, administrative, unit and supervisory supports 

4.6.1 Provision of adequate and coherent and continuous organizational, administrative, unit and supervisory supports 

4.7 Identifying champions and multipliers of ASBI and development of a community of practice 

4.7.1 Identifying champions and multipliers of ASBI and development of a community of practice to support 
perpetuation of integrity in ASBI practice within a service 

4.8 Resolving organizational and unit policy conflicts with the principles of ASBI 

4.8.1 Resolving organizational and unit policy conflicts with the principles of ASBI 

4.9 Reorganizing the services, better identifying their role and space to work, and ceasing to be administrative 
organs that merely process benefits 

4.9.1 Trying to resolve the structural and functional problems that the social services experience, which means 
reorganizing the services, better identifying their role and space to work, and ceasing to be administrative organs 
that merely process benefits. This would allow them to recover time and re-establish their role as a social 
workers, related with answer number one.  (Anm. Non-material support, listening, assessing needs and 
organizing help, referral to other services, etc…?!?)  

4.10 Respecting that some professionals will not be interested and allowing their opt out while ensuring the 
organization can still provide universal ASBI coverage. 

4.10.1 Recognizing and respecting that some professionals will not be interested, capable of providing ASBI and allowing 
their opt out while ensuring the organization can still provide universal ASBI coverage. 

4.11 Implementing evidence-based National Guidelines for ScS and Alcohol Prevention Programs for ScS 

4.11.1 SBI GUIDELINES FOR ScS 
Implementing National Guidelines for ScS and Alcohol Prevention Programs for ScS, in order to promote a wide 
intervention in the general population and specific communities. 

4.11.2 Implementing National Guidelines for ScS and Alcohol Prevention Programs for ScS, in order to promote a wide 
intervention in the general population and specific communities 

4.11.3 Routine practice in social care is heavily influence by practice guidelines - it is essential that evidence relating to 
ASBI inform such guidelines before implementation will be observed. 

4.12 Developing interventions with the organisation as a whole 

4.12.1 Intervention development needs to be done with the organisation as a whole, as unless the whole organisation is 
committed to working in this way, it will be difficult to sustain ASBI. 

4.13 Validating AUDIT-C / AUDIT for the ScS and recommending usage on a daily basis (in paper form, digital form) 

4.13.1 SCREENING TOOLS FOR ScS 
Validating AUDIT-C / AUDIT for the ScS and recommending a daily basis AUDIT usage in ScS (in paper form, digital 
form, eHealth platform or as an application installed on the computer software). 

4.14 Flexible modes of ASBI delivery that can be easily adapted to the professionals' needs and fit with their way of 
working  
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4.14.1 Flexible modes of ASBI delivery and attractive toolkits that can be easily adapted to the professionals' needs (e.g. 
online tools, questionnaires, self-help booklets, manuals, etc. ...) 

4.14.2 Then we need to develop a type of ASBI that makes sense for the workers, that fits with their way of working, 
when, where, how they deliver interventions. 

4.14.3 Finally, I don't think we should consider 'ASBI' as a fixed intervention - it is perhaps more of a way of working to 
achieve certain outcomes, rather than delivery of a 'thing' to a client.  

4.15 Defining Brief Intervention tools for specific ScS contexts (e.g. family context and SBI in homecare) 

4.15.1 BRIEF INTERVENTION TOOLS FOR ScS: TAILORED FOR DIFFERENT CONTEXTS 
Defining Brief Intervention tools for specific ScS contexts: e.g. family context and SBI in homecare (support of ScS 
professionals to Homecare professionals in identifying alcohol-related problems and needs for SBI). 

4.15.2 As in previous responses, this will vary by delivery setting. My sense is that in social service contexts with longer 
term client-provider relationships, subject to practitioners being trained and given appropriate tools / techniques 
etc - minimal encouragement would be required. In other settings, where other concerns may take primacy - eg 
CJS / offending - it will probably be necessarily to use more formalised approaches to encourage delivery 

4.16 Giving professionals time to consider their own drinking, so that they feel comfortable discussing this with 
others. 

4.16.1 We need also to give professionals time to consider their own drinking, and their own parenting or whatever, so 
that they feel comfortable discussing this with others. 

4.17 Providing evidence of effectiveness of ASBI in social services 

4.17.1 By providing evidence of effectiveness of ASBI in social services 

4.17.2 Further research into the feasibility and acceptability of ASBI in this setting is needed followed by effectiveness 
trials. Found effectiveness be shown, this would be an important step in encouraging social service professionals 
in delivery of ASBI. 

4.17.3 Including the provision of evidence of the impact of ASBI on areas of concern (potential to reduce recidivism etc). 

4.18 Building reminders and other tools into IT systems  

4.18.1 Building reminders and other tools into IT systems to prompt physicians or make it impossible for them not to 
undertake a given procedure; 

  
5 Policy initiatives that would facilitate the ASBI implementation in social services are… 

5.1 Funding research in this novel setting 

5.1.1 Funding research in this novel setting 

5.1.2 Funding of ASBI research in these settings 

5.1.3 I think we need more research to be clear about what we want ASBI to achieve in social services, why that is the 
role of social workers and to develop interventions that are tailored to that setting, and then test if they 
work....all BEFORE we think about policy initiatives. I don't think we can assume that a model of ASBI from health 
settings, which is not even clear in terms of its components and active ingredients, should be part of policy for 
social services, without doing the research first. 

5.1.4 If we have that evidence then there is plenty of theoretical guidance available to suggest what would facilitate 
implementation (e.g. consolidated framework for implementation research) but we would need to study 
implementation in context. 

5.1.5 There is a global consensus which indicates that further research on ASBI in ScS should take into account the wide 
range of its different contexts. Therefore, future research projects should be designed individually for each of 
these specific contexts, with special attention to those which might be considered the most relevant (e.g. ScS in 
health care services, in schools, in prisons, in companies, etc.). 

5.1.6 But more specific evidence is needed 

5.1.7 However as yet there is no studies to show effectiveness 

5.1.8 I am not sure if criminal justice settings are included within asbi and if so there is a small amount of of evidence 
(newbury-Birch et al) and Watt (et al) however neither showed effectiveness in alcohol use but did for alcohol 
related injury (watt) and reoffending (newbury-Birch) 

5.1.9 We need some well-controlled evaluation studies on this topic. (adequate ways to identify risky drinkers in social 
services settings without offending clients) 

5.2 Including ASBI in the role of social workers 

5.2.1 Including ASBI in the role of social workers 

5.3 Providers of social services, Ministry of labour and social affairs and the professional association of social 
workers should discuss the conditions needed for recognition of the SBI as standard approach in practice of 
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social work. 

5.3.1 Providers of social services, Ministry of labour and social affairs and the professional association of social workers 
should discuss the conditions needed for recognition of the SBI as standard approach in practice of social work. 

5.4 Any national strategy would improve facilitation 

5.4.1 Social care is 'policy-full'. Any national strategy would improve facilitation. Working Together to Safeguard 
Children is a key framework within the UK, wherein much emphasis is placed upon parental risk behaviours such 
as alcohol. UK drug strategy (relating more to problematic use of alcohol and drugs) and UK alcohol strategy. 
NICE PH24 also recommends brief interventions within social care settings. 

5.4.2 The importance of political interest in the topic 

5.5 Favouring the objective of universal deployment of ASBI in appropriate settings 

5.5.1 The objective of universal deployment of ASBI in appropriate settings should be favoured. 

5.6 To identify and adjust policies that may conflict with a universal ASBI deployment (e.g., tacit threat of denial of 
service or referral if alcohol misuse is detected) 

5.6.1 Organizations and services need to resolve conceptual and practice conflicts between current policies and 
practices and the ASBI paradigm (e.g., tacit threat of denial of service or referral if alcohol misuse is detected). 

5.6.2 An administrative and clinical service audit of service policies need to be carried out to identify and adjust policies 
that may conflict with a universal ASBI deployment, and/or put service and/or clinicians in conflict with internal 
or external (e.g., forensic referrees) administrations and services. 

5.7 Pragmatic financial and human resources sustainability plans 

5.7.1 Pragmatic financial and human resources sustainability plans are required. 

5.8 A supportive alcohol policy environment (e.g. high prices, bans on advertising) plus adequate help and 
treatment services 

5.8.1 A supportive alcohol policy environment (high prices, bans on advertising, restrictions on availability) plus 
adequate help and treatment services for those that need them. 

5.9 Introduce compulsory recording / monitoring of ASBI activity, e.g. implementing a national notification 
statistical system for SBI indicators and/or building reminders and other tools into IT systems 

5.9.1 Central and local government endorsement and incorporation of alcohol prevention work in relevant strategies, 
appropriately adapted to the setting of interest. As these will largely be in public sector settings, it may be helpful 
to introduce compulsory recording / monitoring of ASBI activity, to support audit, evaluation and on-going 
performance management of alcohol prevention work. 

5.9.2 SBI INDICATORS FOR ScS 
Defining performance SBI Indicators for ScS statistics and implementing a national notification statistical system 
for SBI indicators in ScS linked with Public Health Services, Family physician and Occupational Health Services 
(OHS). 

5.9.3 I would support policies that are relevant to strategies  d) building reminders and other tools into IT systems to 
prompt physicians or make it impossible for them not to undertake a given procedure; 

5.10 European national experts should find a consensus on ASBI concepts accepted and used by all UE members 

5.10.1 INTERNATIONAL CONSENSUS ON SBI CONCEPTS 

5.10.2 There are basic differences of concepts about Alcohol consumptions and Screening and Brief Intervention among 
health professionals and ScS but also among different European countries’ national guidelines. European national 
experts should find a consensus accepted and used by all UE members. 

5.11 Promotion of a National Alcohol Prevention and SBI Campaign for ScS with production and dissemination of 
context- specific information materials 

5.11.1 NATIONAL ALCOHOL PREVENTION PROGRAMS IN ScS: SBI DISSEMINATION 
Promotion of a National Alcohol Prevention and SBI Campaign for ScS, with production and dissemination of 
information materials (leaflets, brochures, posters, podcasts, websites, etc.) in ScS specific contexts. This 
dissemination should regard specific cultural needs (different languages and communication strategies) adapted 
to specific population communities and should have regular assessment, validation and update. 

5.11.2 Given policies are implemented to achieve desired behaviour change among physicians across a whole 
population, I would support policies that are relevant to strategies b) provision of summery materials (eg. one 
page letter to physicians highlighting the problem and the appropriate action); 

5.11.3 Raising awareness campaigns 

5.12 Funding of training programmes in these settings 

5.12.1 Funding of training programmes in these settings 

5.13 To ensure reliable and valid screening tools are used 
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5.13.1 The other factor that policies could achieve would be to ensure reliable and valid screening tools are used. So 
policies should seek to achieve two aims: routine use of best evidence screening tools;  

5.14 Funding of toolkit development in these settings 

5.14.1 Funding of toolkit development in these settings 

5.15 The implementation of best –evidence, cost-effective infrastructure to support the uptake and use of alcohol 
screening tools 

5.15.1 And the implementation of best –evidence, cost-effective infrastructure to support the uptake/use of those 
screening tools. Of course both of those would need to be flexible so they can adapt as evidence improves (ie: it 
would be a mistake to over-invest in one strategy given the current poor level of evidence - it would be 
preferable to invest in an adaptable system). For example, developing and potentially even mandating specific IT 
systems in primary care would be an important foundation for strategy (d). Similarly, standardising employee 
health checks in workplaces would be important. 

  
6 The key evidence gaps in this area of ASBI research are… 

6.1 In essence *all* the key research questions remain unanswered 

6.1.1 There is no evidence at all at present. 

6.1.2 The evidence base for ASBI in social service settings is essentially non-existent - in essence *all* the key research 
questions remain unanswered. 

6.2 Outcome efficacy/ effectiveness via well conducted trials 

6.2.1 Effectiveness in general (very low number of studies to date) 

6.2.2 Outcome effectiveness - via well conducted trials 

6.2.3 And a comprehensive research programme testing effectiveness of advice 

6.2.4 Research based evidence is crucial for implementation of the new method in ScS setting 

6.2.5 Eficacy and effectiveness of ASBI 

6.2.6 Efficacy, effectiveness 

6.2.7 Evidence of whether those interventions work 

6.3 Determining "active ingredients" and the most effective variants of ASBI 

6.3.1 In particular, however, future research to explore the most feasible, acceptable, effective screening tools and 
intervention techniques is needed as a matter of urgency. 

6.3.2 Intervention development 

6.3.3 We need better evidence of what interventions can address that prevalence 

6.3.4 Identification of the most effective delivery modes 

6.3.5 Which variant of ASBI is most effective? 

6.3.6 What are the "active ingredients" in the different variants of ASBI? 

6.4 Effective means of implementing and maintain ASBI work in different social service settings 

6.4.1 Evidence of how the interventions can be implemented. 

6.4.2 What are the most effective and cost-effective ways to sustain ASBI in the clinical settings; 

6.4.3 Implementation 

6.4.4 We also need to understand more about more effective means of implementing and maintain ASBI work in 
different social service settings in order to accelerate delivery once evidence of effectiveness has been 
adequately established. 

6.4.5 Which variant of ASBI is most cost effective to deploy and sustain? 

6.5 Research into brief interventions within the context of adult or child welfare 

6.5.1 There has been no research into brief interventions within the context of adult or child welfare. 

6.6 Generalisability to other countries, as most studies have been conducted in the USA 

6.6.1 What research there is mainly consists of studies of brief interventions in the social service setting have been 
conducted in the USA raising questions over their generalisability to other countries. 
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6.7 Effectiveness of ASBI in specific contexts, client groups and communities. How can ASBI be adjusted to client 
characteristics to optimize ASBI's impact? 

6.7.1 Effectiveness of SBI tools in Social Services, in specific contexts, communities and throughout the person’s life-
cycle, always having before the field test research a proper and full tailored training of the ScS professionals. 

6.7.2 Effectiveness depending on "sub-setting": We have no idea about what kind of social service settings might be 
the most promising for ASBI delivery (social services are very heterogenous), and in which settings it ASBI efforts 
might not be adequate (such as maybe for homelessness services? Too severe problems? Etc.?) 

6.7.3 Delivery modes depending on setting-inherent factors (time constraints, client groups), etc ...) 

6.7.4 How can ASBI be adjusted to client characteristics to optimize ASBI's impact? 

6.8 Research of brief intervention within statutory social work settings 

6.8.1 There has been no research of brief intervention within statutory social work settings. Given the often 
involuntary nature of statutory social work involvement, there are likely to be contextual issues which may 
influence the effectiveness of the intervention or the feasibility of its delivery. 

6.9 Acceptability, professional’s attitudes and behaviour 

6.9.1 There needs to be a comprehensive research programme of professional attitudes and behaviour 

6.9.2 Acceptability 

6.9.3 Acceptance 

6.9.4 Difficulties in reaching the professionals themselves and structuring with them a strategy that allows the 
incorporation of the ASBI project. 

6.10 Feasibility studies 

6.10.1 Then feasibility;  

6.10.2 Further steps in implementation of SBI will require feasibility studies and research 

6.10.3 Feasibility  

6.11 The most cost-effective policy strategies to achieve the uptake of those interventions 

6.11.1 The most cost-effective strategies to achieve behaviour change among physicians and other professionals is 
unclear 

6.11.2 The most cost-effective policies for achieving the uptake of those strategies across a population are unclear 

6.12 The most (cost-)effective ways to conduct knowledge transfer and adequate SBI training 

6.12.1 What are the most effective and cost-effective ways to conduct knowledge transfer in clinical settings? 

6.12.2 Adequate SBI training for ScS and the effect of different BISTAIRS training packages in their attitudes, confidence 
and effectiveness when performing SBI in specific contexts, communities, and throughout the person’s life-cycle. 

6.13 How can entrenched conflicts between current policies and practices in different service and intervention 
levels and ASBI be pragmatically resolved?  

6.13.1 How can entrenched conflicts between current policies and practices in different service and intervention levels 
and ASBI be pragmatically resolved?  

6.14 Consumption prevalence and patterns, in specific contexts, communities and throughout the person’s life-
cycle. 

6.14.1 Consumption prevalence and patterns, in specific contexts, communities and throughout the person’s life-cycle. 

6.15 The best way to identify risky drinkers 

6.15.1 The best way to identify risky drinkers is unclear 

6.15.2 The best way to encourage risky drinkers to talk about their drinking is unclear. 

6.16 Do we have sufficient data to demonstrate prevalence of drinking that impacts on the service that the social 
worker is trying to deliver or the goal they are trying to achieve? 

6.16.1 Problem investigation : Do we have sufficient data to demonstrate prevalence? By that I don't mean the 
prevalence of risky drinking in a health sense, but to demonstrate prevalence of drinking that impacts on the 
service that the social worker is trying to deliver or the goal they are trying to achieve. 

  
7 The most important issues concerning ASBI in social service settings are …  

7.1 ...to ensure that preventive care is seen to be part of a social workers role 

7.1.1 ensuring that preventive care is seen to be part of a social workers role 
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7.2 ...to find ways to quickly improve the quality of the evidence (efficacy and effectiveness) 

7.2.1 being very careful not to overstate the quality of the existing evidence; 

7.2.2 there is a need for more research (efficacy and effectiveness) in this area. 

7.2.3 finding ways to quickly improve the quality of the evidence 

7.2.4 the huge reserach gap in this area 

7.3 ...to develop the right interventions and to generate evidence, and not assume that an intervention from 
health services is the right one from a social services point of view. 

7.3.1 we need to generate evidence from the start of the process, and not assume that an intervention from health 
services is the right one to address drinking associated with different problems from a social services point of 
view. We need to develop the right interventions from the start and then test them. See Holder, H., Flay, B., 
Howard, J., Boyd, G., Voas, R., & Grossman, M. (1999). Phases of Alcohol Problem Prevention Research. 
Alcoholism: Clinical and Experimental Research, 23(1), 183–194 

7.4 ...to resovle conflicts between universal ASBI paradigm and internal and external service policies and practices, 
e,g, issues relating to disclosure within statutory social work 

7.4.1 in relation to implementation: issues relating to disclosure (particularly within statutory social work), context of 
client-practitioner relationship and its impact upon the relationship (often conflictual and/or mandated). 

7.4.2 resolution of conflicts between universal ASBI paradigm and internal and external service policies and practices 

7.5 ...to raise professionals’ awareness of alcohol misuse as contributing factor to many social problems 

7.5.1 raising awareness among professionals 

7.5.2 Facilitators for implementation of the SBI approach into system of social work are a) awareness of alcohol misuse 
as contributing factor to many social problems  

7.5.3 In general, there is a LACK OF DISSEMINATION OF INFORMATION ABOUT ALCOHOL CONSUMPTION and its 
consequences. There is also difficulty in implementing raising awareness actions or SBI in community services and 
an absence of campaigns that consider different settings, populations and their capacity to assimilate 
information. For example, there are difficulties in promoting awareness through the traditional hand-outs 
strategies in the case of PEOPLE WITH LOW LITERACY. 

7.6 …just the implementation 

7.6.1 it just needs to en implemented. failure to do so is a breach of professional behaviour. 

7.7 …to sustain evidence-informed intervention integrity (both in practice and financially 

7.7.1 sustaining evidence-informed intervention integrity (both in practice and financially 

7.8 commitment to universal exposure to ASBI in all appropriate clientele classes. 

7.8.1 commitment to universal exposure to ASBI in all appropriate clientele classes. 

7.9 …the main barrier is the lack of appropriate training 

7.9.1 the main barrier is the lack of appropriate training, lack of educational materials specifically tailored for social 
workers. 

7.9.2 training of professionals 

7.9.3 in their daily practice, ScS professionals face situations of excessive consumption of alcohol which can lead them 
to develop different ATTITUDES, NOT ALWAYS POSITIVE, such as lack of confidence, frustration and burn-out that 
often results from a significant lack of training to deal with these situations. 

7.9.4 furthermore, THE ScS PROFESSIONALS HAVE LACK OF TRAINING, of adequate information and of awareness 
regarding alcohol-related problems and ASBI. For instances, they have difficulties in differentiating EXCESSIVE 
CONSUMPTION from DEPENDENCE and in understanding the definition of ACCEPTABLE CONSUMPTIONS. Even if 
the ScS professionals are able to recognize denial patterns, they do not know how to approach the subject with 
the person with alcohol-related problems. 

7.9.5 however, as the vast majority of social work contacts occur in non-substance specialist services, social workers 
often report difficulties in this role and a lack of knowledge on how to intervene to promote change. Brief 
interventions are designed to be delivered opportunistically, at the point of contact with non-substance 
specialists. 

7.9.6 training social workers to deliver brief alcohol interventions is likely to improve social worker’s confidence and 
competence to work with risky drinkers, as has been found to be the case in other settings 

7.9.7 the problem with the implementation of SBI is lack of training or adequate education of social workers on pre-
gradual level. 

7.10 …involvement of professionals: draw interest in the strategy, involve in all stages of research, from initial 
design to actual delivery and interpretation of results 
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7.10.1 access to the professionals. The professionals should have time to get to know the strategy, to be trained and to 
incorporate it into their daily practice as a routine. 

7.10.2 facilitators for implementation of the SBI approach into system of social work are  b) interest of social workers to 
include the SBI approach into their practice 

7.10.3 translational approach to future evidence generation, to ensure that individuals within the system and the social 
service practitioners who will be responsible for delivering ASBI are involved at all stages of research, from initial 
design to actual delivery and interpretation of results. 

7.11 …the underdevelopment of primary prevention programmes and health promotion activities focusing on 
alcohol problems  

7.11.1 primary prevention programmes and health promotion activities focusing on alcohol problems are 
underdeveloped. 

7.12 …heterogeneity of social service settings and the adaptability of ASBI tools 

7.12.1 the heterogenity of "social service settings". For some settings, ASBI might not be adequate, and other settings 
might need modifications. 

7.12.2 given the heterogeneity of this setting within and across EU states, it will be challenging to develop a set of ASBI 
tools / techniques that can be used universally. I would strongly recommend a translational approach to future 
evidence generation, to ensure that individuals within the system and the social service practitioners who will be 
responsible for delivering ASBI are involved at all stages of research, from initial design to actual delivery and 
interpretation of results. 

7.12.3 advocating for the design and implementation of systems of change that are readily adaptable as new evidence 
becomes available 

7.13 …depending on the client groups in the respective setting, ASBI should focus on treatment referral rather than 
on drinking reductions 

7.13.1 depending on the client groups in the respective setting (e.g. higher rates of more severe alcohol use disorders), 
ASBI approches should not aim to lead to drinking reductions, but rather be a "door opener" to referral to more 
intensive treatment. 

7.14 …alcohol together with other drugs 

7.14.1 alcohol together with other drugs 

7.15 …preventing relapses from happening and assure post-treatment follow-ups 

7.15.1 RELAPSES are one of the leading concerns of ScS professionals who need to know how to prevent these from 
happening and how to assure post-treatment follow-ups. 

7.16 ...better articulation between professionals within the scope of the referral network  

7.16.1 essentially, social workers do not intervene directly in problematic clinical cases, but, instead, refer the ones that 
they identify to specialized health services, public or private, for proper diagnosis and treatment. Therefore, the 
ARTICULATION BETWEEN PROFESSIONALS within the scope of the referral network is essential, something which 
does not happen presently. 

7.16.2 social workers do not intervene directly in problematic clinical cases, but, instead, refer the ones that they 
identify to specialized health services, public or private, for proper diagnosis and treatment and they should 
know how to detect hazardous and harmful consumption and how to refer. That’s why better articulation 
between professionals within the scope of the referral network is essential, and should be developed. 

7.17 …potential of this setting: social care practitioners are often the first to come into contact with individuals with 
AUDs and practitioners often have positive and supportive relationships with clients that could benefit 
behaviour change 

7.17.1 with regards to potential: social care practitioners are often the first to come into contact with individuals with 
AUDs, alcohol use is often closely associated with the reason for accessing social care services presenting an 
opportunity for the teachable moment conducive of behaviour change,  

7.17.2 where conflict does not exist social care practitioners often have positive and supportive relationships with 
clients that could benefit behaviour change. 

7.17.3 social workers have a privileged access to population with alcohol related problems (adolescents at risk, 
homeless people, people with marital/partnership problems, people who lost their job etc) 

7.18 …absence of standard intervention / guidelines 

7.18.1 HOWEVER, THERE IS AN ABSENCE OF STANDARD INTERVENTION IN THE ScS SETTING, leaving each ScS 
professional to do what he thinks is best, without following a protocol or guidelines. Moreover, the available 
intervention options are scarce, there are no specialized services in some geographical areas and the referral 
procedures are perceived as too complex and bureaucratic. 

 


