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1. Introduction 

Portuguese Emergency Care is one component of the public funded National Health Care Service. 

Emergency Care is designed to respond to acute disease although this setting is frequently seen by their 

users as a means to obtain non urgent care. 

São Teotónio’s Hospital is located at Viseu, a city located in a region with strong cultural tradition of 

wine production and consumption. This tradition translates into higher rates of death and years of 

potential life lost from alcohol-attributable diseases per 100 000 inhabitants (25.4 and 242.8, 

respectively) than the national rates (23.1 and 231.5, respectively). 

The first hospital in Viseu was built between 1565 and 1585 by Gerónimo Braga and his wife Isabel de 

Almeida, and named “Hospital das Chagas”. Due to its small dimensions, it was decided to build a larger 

hospital that was concluded in 1842. This building served the city until 1997, the year in which the actual 

São Teotónio Hospital was built. 

Taking the context into account, the emergency care field test in Portugal aimed to raise awareness 

about and encourage the use of screening and brief intervention and to influence policy and practice to 

support improved screening and brief intervention provision. 
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2. Developing the field test strategy 

2.1. Field test management 

The project was managed by Cristina Ribeiro and Frederico Rosário. It involved constant exchange of 

information to ensure appropriate coordination. This was achieved through meetings, phone contacts 

and e-mail. 

2.2. Field test engagement 

Key stakeholders received the project with enthusiasm and were fully committed throughout the 

project, which ensured high compliance levels with the working plan established. São Teotónio’s 

Hospital clinical director was approached initially by phone followed by a meeting to detail the interview 

schedule. Political stakeholders were initially contacted by phone in order to schedule the interviews. 

2.3. Implementing the field test 

All appendices were translated by Frederico Rosário into Portuguese. Interview’s schedule was 

established taking into account the interviewees’ agenda.  
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3. Evaluating the field test 

3.1. Methods 

3.1.1. SELECTION AND INVITATION OF PARTICIPANTS 

Participants can be separated into two groups: political stakeholders – the Secretary of State Attached 

to the Minister of Health, the Director-General of the General-Directorate for Intervention on Addictive 

Behaviours and Dependencies’ (SICAD), the President of the National Institute of Health, the Health 

Director-General and the Vice President of the Centre Health Region Administration’s; and physicians 

working at the São Teotónio’s Hospital – the Clinical Director, the Director of the Emergency 

Department, the Director of the Psychiatric Department, the Director of the Pediatrics Department and 

the Coordinator of the Adolescence Consult. This hospital was selected by convenience regarding the 

high prevalence of alcohol consumption in this mixed urban-rural area of Portugal. Both stakeholders 

and physicians were invited to participate in the study by a team member of the project. 

 

3.1.2. DATA COLLECTION 

The semi-structures interviews were carried out individually on each participant’s workplace. The 

interviewer wrote down all the answers during the time the interview took place. Immediately after the 

end of the interview, he completed the notes and translated them freely into English. All the underlying 

procedures of the interview, and particularly the script that was followed, were based on the Field Test 

Strategy document of the project. 

 

3.1.3. ETHICAL CONSIDERATIONS 

Participants gave verbal consent to participate in the study and signed an informal pro forma sheet 

(Appendix 4). During the transcription process, confidentiality was assured by using unique code 

numbers for each participant. The São Teotónio’s Hospital Clinical Director signed also a centre 

commitment form (Appendix 9). 

 

3.2. Instruments 

Appendices were adapted and translated into Portuguese as needed. 

The script of the interview (Appendix 6.2 of Field Test Strategy) consisted of five dimensions, with a total 

of seven questions:  



 

6 

 

 Current alcohol prevention and treatment activity;  

 Identification of contextual and setting barriers/facilitators to Screening and Brief 

Intervention implementation;  

 Identification and mapping of the available services for Screening and Brief Intervention 

including specialist services and referral routes; 

 Current incentives to the use of Screening and Brief Intervention;  

 Strategies to adopt in order to influence public policies for promoting the implementation 

of Screening and Brief Intervention at the Emergency Care setting. 

 

3.3. Analysis 

The systematic examination of the field data was carried out through the application of an objective 

coding scheme technique, the content analysis. It followed a grounded theory methodology with 

Charmaz’s open coding strategy wherein the early data is separated, sorted and synthesized through 

qualitative coding. This method results in the identification of new categories and dimensions that go 

beyond the ones elicited by the initial responses of the participants. 

The analysis was conducted independently by two researchers in three sequential steps. First, each 

researcher attached labels to segments of data that depicted units of significance. The extraction of 

main themes from the interviews on an emergent coding basis enabled the distillation and sort of the 

collected data, giving a handle for making posterior comparisons with other segments of the discourses. 

Subsequent to this independent codification, inter-researcher agreement was achieved so any 

differences found could be reconciled for each code and both formed together the categories and 

dimensions that emerged from the material. 

Then, the final set of dimensions and categories were confronted with the ones that supported the 

script for the interviews to assure that the main questions which guided the data collection were 

answered by the analysis. 

Conceptual analysis can be thought of as establishing the existence and frequency of concepts most 

often represented by words of phrases in a text. Hence, the two researchers also analyzed separately 

the frequency of the final categories and dimensions, considering how many times each one appeared. 

The option for this counting procedure intended to overcome the limited perspective inherent to the 

coding process for existence when this approach is considered alone. 
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4. Results Achieved 

4.1. Project Outputs 

4.1.1. Number/ type of stakeholders reached 

All stakeholders invited accepted to participate in the BISTAIRS field test. Five physicians of the 

Emergency Care department (labeled B, D, E, F and H) and five policy makers (labeled A, C, G, I and J) 

participated in the study. Participants’ ages ranged from 40 to 67 years; seven (70%) were male. 

 

4.1.2. List of barriers / facilitators compiled and Strategies how to overcome barriers 

identified 

Conceptual mapping of dimensions and categories: following the open coding strategy, three main 

dimensions and nine categories emerged from the content analysis. Figure 1 illustrates the barriers and 

facilitators identified. 
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Figure 1: Barriers/Difficulties and Facilitators/Strategies identified  

 

 

 

 

 

 

 

 

 

 

Screening and Brief Intervention Implementation 

Barriers to SBI implementation 

 Lack of motivation (4) 
 Lack of time (4) 
 Lack of training (3) 
 Resistance to change the practices when faced with something new (4) 
 Amount of work health workers have to deal with in EC (2) 
 Lack of awareness of the problem (2) 
 Lack of knowledge (1) 
 Lack of specific facilities (1) 
 Absence of support materials (1) 
 Frailness of the network (1) 
 Reduced staff (1) 
 Tendency of professionals to stigmatize alcohol dependency while being 

permissive to patients who have hazardous or harmful drinking (1) 
 Resistance of the Hospital administrative boards (1) 
 Absence of obstacles (1) 

Facilitators to SBI implementation 

 Training/ education of the professionals (6) 
 Involvement of other health professions (5) 
 Increase of professionals’ awareness about the alcohol use problem (3) 
 Establishment of a well-defined pre-hospital referral network (2) 
 Engagement of other sectors, besides the physicians that work on a daily 

basis in EC (2) 
 Contract of more general practitioners (1) 
 Assurance that each general practitioner have a smaller patient list (1)  
 Provision of more incentives (1) 
 Assurance that each individual team should have at least one person with 

higher skills in alcohol problems that the other elements could refer the 
patient to (1) 

 Expansion of the concept of the phone line “Health 24” in order to screen 
those who really need to go to EC (1) 

 Reduction of the number of emergencies (1) 
 Improvement of the facilities (1) 
 Provision of proper electronic software (1) 
 Provision of continuous feedback to the professionals regarding the health 

gains achieved with the program (1) 
 Implementation of a standard protocol (1) 
 Department Directors could encourage people to conduct brief 

interventions (1) 
 Need to deliver flyers with information to the patients (1) 
 Involve patients families in the process (1) 
 Dissemination of the results about the importance of the alcohol 

consumption issue (1) and the benefits that arise from prevention 
measures (1) 

 Approach alcohol consumption in the National Health Plan (1)  
 Improve communication between settings, both inside the hospital and 

between the hospital and primary care/family practice settings (1). 
 Reinforce the existing prevention measures (1) 

(Number of participants that answer category) 

(Number of participants that refer category) 

 

SBI: Screening and Brief Intervention 

EC: Emergency Care 



4.2. Project Outcomes 

The hereinafter detailed results will follow a description of the prominent dimensions and categories that 

emerged from the process of data analysis. Moreover, the available information will also be presented in a 

decreasing order in quantitative terms, being shown in brackets, according to the number of times it was 

mentioned by the participants. 

 

4.2.1. Current prevention activities and treatments 

In terms of existing prevention activities and treatments regarding alcohol related disorders at the Emergency 

Care setting, these were addressed in several relevant topics. 

 

4.2.1.1. Problems found in the daily practice 

In their daily practice, Emergency Care professionals are confronted with different problems related to alcohol 

consumption. Acute alcoholic intoxication (4), withdrawal syndrome (2) and accidents (2) were the most 

frequently raised situations. Other problems were also identified, such as injuries (1), sexual related problems 

(1) [for example, sexual abuse], hypoglycaemia (1), family violence (1), coma (1), adolescents who disregard 

risky situations (1), attempted suicide with ingestion of alcohol and other drugs, especially in the young (1). 

 

4.2.1.2. Programs or protocols for the treatment of alcohol use disorders 

Participants expressed an almost general agreement concerning the need of a uniform program or protocol 

that could be used by Emergency Care professionals in their clinical practice to approach the patients about 

alcohol excessive consumption (7): 

“This is an area that it has not been explored in our country.” (Policy maker J) 

 

In a similar way, it was remarked by others that there is no structured protocol in this setting (2): 

“There is no structured identification protocol.” (Policy maker C) 

 

Given these circumstances, only once was the existence of a treatment protocol brought up, despite the 

absence of standard procedures (1): 

 “There is no structured protocol but we do have a treatment protocol” (Physician E) 

 

In face of the absence pointed out by the majority, only one participant portrayed a different scenario (1): 

“Yes, we have two protocols and one program: the first protocol is the […] emergency department 

protocol and the Portuguese National Guideline; the program is a referral protocol to the local 

intervention unit.” (Physician D) 
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Furthermore, in cases where there is a structured protocol or program, those are not exempt of drawbacks, on 

the one hand because they are not developed in accordance with the specificities of the target population (1), 

and on the other hand because they easily lead to a situation where the patient’s track is lost alongside the 

referral process (1): 

“[…] protocols are usually designed to fit the general population. Therefore they do not take into 

account the specificities and social context of the adolescent. […] the referral program has the 

downside of losing track of the adolescent by the […] team.” (Physician D) 

 

Nevertheless, some strengths of this kind of protocols/programs were pointed out (3): 

 “[…] protocols define very well how to make a referral, especially to those less experienced.” (Physician 

D) 

 “[…] also help to standardize the approach to these situations.” (Physician D) 

 “[…] the referral program/local intervention unit has trained professionals.” (Physician D) 

 

The opinions were unanimous regarding the absence of training materials that could be used to help 

professionals address the alcohol related problems they have to deal on a daily basis (10). 

 

4.2.1.3. Type of information asked to the patient about alcohol consumption 

When dealing with the patients, Emergency Care professionals collect a wide range of information. They 

question about the frequency of alcohol ingestion (5); the drinking context (4), namely where the consumption 

took place or if it was taken on social occasions; the type of beverage (3) and the quantity of ingested alcohol 

(3). Other required information concerns patient’s family history (2); the age the patient started to drink (1); 

how he regards his drinking (1); the stage of change (1); the desire to change his drinking behavior (1); other 

consumptions (1); knowledge about associated risk factors (1); risk behaviors associated to alcohol 

consumption, such as driving under the influence of alcohol (1); and aggressiveness triggered after drinking (1). 

Additionally, a bio-psico-social evaluation of the patient is performed (1); if he drinks at all (1); the relationship 

between drinking and meals (1); if the patient is aware of his limits (1); and his knowledge about alcohol 

consumption related consequences (1). 

 

4.2.1.4. Funding to support medical care related with alcohol consumption 

Participants’ answers regarding the existence of funding to support medical care related with alcohol 

consumption were consensual and all declared that there is no funding or any other kind of incentives available 

to this area (10). 
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4.2.2. Available services to implement Screening and Brief Interventions in Emergency Care 

A deeper examination of the existing services in Emergency Care, specific to alcohol use, brought about a 

diversity of opinions. 

First, for the majority of both the Emergency Care professionals and policy makers, there are no available 

services whatsoever and, because of that, they display a general feeling that not only the patients, but also 

their families, are affected by this situation since most of the times they end up not receiving a proper support 

(7): 

 “There are no services available that are specific for this task.” (Physician B) 

“We have much to do in this matter. It is not just the patients that don’t get all the help they need. 

What about their families? We do not have a supporting network for them. This would help to achieve 

better treatment results.” (Policy maker J) 

 

This gap is justified by one of the participants, who stress the fact that alcohol is not seen as a priority among 

the health care professionals (1): 

“[…] this is an area that is not receiving proper dissemination among health care professionals. It is not 

a problem that concerns them because they simply are not aware of its full implications.” (Policy maker 

J) 

 

Nonetheless, there are concerns about alcohol consumption associated risks (1) since, apart from the delicate 

nature that characterizes this theme (1), it is considered a health problem (1): 

“[Drinking] is a health problem and should be regarded like any another problem. […] Alcohol 

consumption is a very important problem, we are very concerned about its associated risks and 

consequences, especially in the youth in whom binge drinking has a high prevalence.” (Policy maker G) 

 

In these circumstances, and in spite the lack of specificity of the existing approach, the available services 

operate as a network and when the Emergency Care setting is unable to meet the demands required by 

complex alcohol related cases, the patients are referred to specialized units (1): 

“When the treatment complexity surpasses the skills of the local units patients are referred to more 

specialized centers.” (Policy maker A) 

 

The referral can be made directly by Emergency Care professionals to the specialized centers (e.g., local 

psychiatric services), or via Primary Health Care services (3). 

“Referral can be made to local psychiatric services or to primary health care that, in turn, directs the 

patient to the most appropriate location.” (Policy maker C) 
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The treatment teams spread across the whole country (1) and operate at a local level (1), providing a diligent 

response to patients’ needs (1): 

“They serve as local treatment units, aimed to give a fast response to those with problems related to 

alcohol and/or other substances.” (Policy maker A) 

 

Moreover, professionals can access the treatment units in an informal way (1): 

“It is very easy to gain access to these units, they do not need a formal request, you just send a letter or 

make a phone call and that’s all.” (Policy maker A) 

 

Patients also have at their disposal the possibility to establish an immediate contact with those units, without 

complex procedures (1): 

“Patients can actually go by themselves to these local units and can be treated if they want to. (…) 

Contacts of all these teams are available at the SICAD website that also contains the new referral 

network that is already approved and working.” (Policy maker A) 

 

There is a different service offered by the General Directorate for Intervention on Addictive Behaviors and 

Dependencies that encompasses therapeutic communities directed to the treatment of addictive behaviors (1): 

“We have specialized settings to treat patients with alcohol dependence under the General Directorate 

for Intervention on Addictive Behaviors and Dependencies supervision.” (Policy maker G) 

 

Nonetheless, it should be noted that at least one of the participants does not hold a positive opinion about the 

current services (1): 

“The approach, although unspecific, is performed by Internal Medicine and Psychiatry specialists. 

However, I believe Psychiatry specialists are not fully committed to this task as they have a strong 

biomedical approach to alcohol problems. It is also important to take into account that the emergency 

setting is designed to approach the acute patient and not to screen for risky drinking. In case of 

dependency it is possible to refer patients to a specialized center.” (Policy maker I) 

 

Additionally, lack of knowledge concerning the available options was noted. In fact, this unfamiliarity was 

expressed by one professional who alludes, in comparison, to the services of a few years ago (1): 

“In the past there were, in Lisbon, psychiatric departments that dealt with this kind of problems, 

specifically with those cases who were identified in the emergency department as alcohol acute 

intoxication. At that time patients were referred to these teams. Honestly, I don’t how that is working 

nowadays.” (Policy maker J) 
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4.2.3. Implementation of Screening and Brief Intervention in Emergency Care 

Health professionals and policy makers verbalized well-defined positions regarding the possibility of 

implementing a Screening and Brief Intervention in the Emergency Care setting to reduce problems related to 

alcohol consumption. 

 

4.2.3.1. Opinions about the implementation of Screening and Brief Intervention in Emergency Care 

All participants expressed agreement on the implementation of Screening and Brief Intervention in the 

Emergency Care setting (10): 

“The implementation of SBI in the emergency setting is of utmost importance, I’m in favor.” (Policy 

maker G) 

“We urgently need to put this kind of program into our agenda.” (Physician F) 

 

Over the course of the interview a wide range of suggestions emerged concerning Screening and Brief 

Intervention implementation, in order to assure a consistent and trustworthy program. In order to be put into 

practice, it has to acknowledge the factors associated with alcohol consumption (2) and, in particular, its 

relation with other drugs (1) and associated comorbidities (1): 

“However, one must be realistic and acknowledge that for this to be put into practice a lot of factors 

have to deal with.” (Policy maker A) 

“It’s a challenge to implement SBI because several factors have to be accounted for, it is a complex 

matter.” (Policy maker G) 

“On the other hand, several comorbidities that come to the ER are associated with this type of 

consumption and it would also be important to have this into account.” (Policy maker G) 

 

It was pointed out that it was necessary to take further specific steps towards the development of a structured, 

objective and pragmatic program, with the involvement of a multidisciplinary work team (1) and key 

stakeholders (1): 

“I agree with this type of programs as long as the approach is conducted in a structured, objective and 

practical manner.” (Physician H) 

“[…] we have to involve all stakeholders that may have a word on the politics in this matter.” (Policy 

maker I) 

 

4.2.3.2. Barriers to Screening and Brief Intervention implementation 

Participants mentioned numerous barriers to Screening and Brief Intervention implementation, with only one 

respondent perceiving an absence of obstacles (1). 
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In fact, the catalogue of barriers went from the professionals’ lack of motivation (4), lack of time (4), lack of 

training (3) and resistance to change their practices when facing something new (4). Less frequently, the 

following determinants were revealed: the amount of work health workers have to deal with in Emergency 

Care (2), the lack of awareness of the problem (2) and lack of knowledge (1), the logistic barriers such as the 

lack of specific facilities (1) and the absence of support materials (1), the frailness of the network as it is since it 

does not facilitate the implementation of these practices (1), the small staff (1), the tendency of professionals 

to stigmatize alcohol dependency while being permissive to patients who have hazardous or harmful drinking 

(1), and finally the Hospital administrative boards’ resistance (1). 

 

4.2.3.3. Facilitators to Screening and Brief Intervention implementation 

In reaction to the enumerated barriers, participants articulated several possibilities to overcome the identified 

difficulties. 

Thus, according to them, Screening and Brief Intervention implementation would be enhanced if professionals 

received a specialized training / education (6): 

“[…] we need to invest in pre and post graduate education, this is a fundamental facilitator, it would 

raise awareness of the problem and it would make health professionals more at ease in dealing with 

alcohol-related problems.” (Policy maker G) 

 

Other elements should be taken into account, bearing in mind Screening and Brief Intervention 

implementation, such as the involvement of other health professions, namely nurses, receptionists, firemen, 

social workers and auxiliaries (5), the increasing of professionals’ awareness about the alcohol use problem (3) 

and the establishment of a well-defined pre-hospital referral network (2). Additionally, efforts should be made: 

towards the engagement of other sectors, besides the physicians that work on a daily basis in this field (2), the 

Department Directors who could encourage people to conduct brief interventions (1), the admission of more 

general practitioners (1), assuring that each general practitioner have a smaller patient list (1) and the 

providing of more incentives (1). It was also suggested that each individual team should have at least one 

person with higher skills in alcohol problems (he/she does not have to be a doctor) that the other elements 

could refer the patient to (1). 

Other options considered were the expansion of the concept of the phone line “Health 24” in order to screen 

those who really need to go to Emergency Care (1), to reduce of the number of emergencies (1), the 

improvement of the facilities (1) and providing proper electronic software (1). 

Furthermore, it is important to provide continuous feedback to professionals regarding the health gains 

achieved with the program, a strategy that should include regular meetings with primary health care 

professionals since they are the ones that know the final results of the interventions (1). 

The topic of communication was far and wide regarded, being emphasized the need to deliver flyers with 

information to the patients (1), to involve their families in the process (1), to disseminate results about the 

importance of the alcohol consumption issue (1) and the benefits that arise from prevention measures (1), 

since this topic is already approached in the National Health Plan (1), to improve communication between 
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settings, both inside the hospital (e.g., between different departments) and between the hospital and primary 

care/family practice settings (1). 

Finally, a need was identified to have a standard protocol (1) and to reinforce the existing prevention measures 

(1). 

 

4.2.3.4. Additional elements to incentive Screening and Brief Intervention implementation at the Emergency 

Care setting 

In line with the suggestions discussed before, some of them restated again at this level, it was reaffirmed the 

need to deliver a structured and systematic training to the professionals (5) and to provide them more 

information (2): 

“[…] we need to have regular training because […] you need to refresh things from time to time, […] 

and we also need to have school education about alcohol.” (Physician E) 

“We also need to arrange discussion forums/meetings, both locally and in more general contexts, like 

congresses and workshops.” (Policy maker A) 

 

Aimed at Emergency Care professionals, staff motivation appeared as an additional strategy that could add 

value to the purpose of implement Screening and Brief Intervention in Emergency Care (4), for example, by 

putting a motivational program into practice (1). Providing focused supervision to the professionals, in general 

(1), and engaging the ones that are more distant, more specifically (1), was detailed as another suitable option: 

“It would also help to have regular meetings between those more skilled, working in the emergency 

department, in order to share experience and keep track of what each one is doing.” (Policy maker J) 

 

More generally, strategies were also mentioned such as the need to clarify what is Screening and Brief 

Intervention, explaining that it is not as hard as professionals actually think (2), to contribute to a greater 

awareness about alcohol related problems (2), to design a structured program or protocol (2) and defining a 

national clinical guideline (1), to undertake and assess research at the Emergency Care setting (2), and to have 

all branches of society involved, would help to change our culture regarding alcohol consumption (2). 

Supply support materials for the patients was perceived as a relevant approach, as illustrated in one of the 

participants’ words (1): 

“I believe it would be of paramount importance to have validated short films playing in the emergency 

waiting rooms, as well as validated posters and flyers, this would help us pass the relevant information 

to the population.” (Physician E) 

 

Finally, in addition to the aforesaid aspects, it was referred some other specific contributions: have a larger 

staff with specific training (1), feedback to the health professionals about results/health gains of their 
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intervention (1), advertising campaigns with public figures (1), raising policy makers’ awareness of the problem 

(1) and legislation (1). 

 

4.2.3.5. Strategies to influence health policies 

Finally, in a complementary manner, and once again to some extent superimposed with other aspects already 

discussed in relation to the implementation of Screening and Brief Intervention in Emergency Care, the 

relevance was expressed of focal strategies to address the question of how to influence alcohol policies, in 

order to assure an appropriate response. 

At this level, participants indicated the need to quantify the direct and indirect costs of the problem (3): 

“Conducting research to know the impact of alcohol related problems in families, in the society and in 

the economy.” (Physician D) 

“To show how much alcohol related problems weighs in terms of health costs.” (Physician H) 

 

Similarly, the importance was emphasized of raising awareness of alcohol related problems (3), for example, 

throughout the design of new public campaigns that shows the statistics and focus on the consequences of 

consumption, something that would increase the general public awareness of the problem. The contribution of 

the mass media at this point was foreseen as valuable in order to change the cultural background and help 

setting “the stage” to change politics (2). 

It was also considered crucial to evaluate the results of a Screening and Brief Intervention implementation 

program (2), to see if it becomes more acceptable by health professionals in the field as well as by patients and 

their families. 

Other isolated ideas were raised, namely: to provide better working conditions to general practitioners (1), to 

develop a pay for performance system (1), to develop specific institutions to deal with this problem (1), to 

design training programs adapted for Emergency Care professionals (1), to establish a network that involves 

health units and the local political institutions (1) and to link all involved institutions (1), to use research results 

on the impact of alcohol related problems to influence stakeholders (1), to involve key stakeholders (1), and 

finally to develop more restrictive and punitive laws concerning excessive alcohol consumption (1). 
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5. Discussion and conclusions 

5.1. General assessment 

Alcohol consumption in the European Union is among the highest worldwide, being a serious risk for individual 

health, families, communities and economies. The report on Work Package 4 of the BISTAIRS project provided 

evidence on the effectiveness of brief interventions in the treatment of alcohol use disorders in well-

characterized settings. In this context, the results of the current research offer added support to the Work 

Package 4 conclusions. 

In their daily practice, Emergency Care professionals face complex and varied situations related to alcohol use 

that require responses tailored to the factors that take part in this matter. There is an almost general 

agreement amongst the interviewees regarding the absence of a standard program/protocol in the Emergency 

Care setting to address these questions, a situation with very distinct underlying motives. As a result, each 

professional addresses this problem in the way he thinks is better, which entails obvious concern since it 

prevents the uniform application of a recommended evidenced-based approach, adapted to the patients’ 

problems and context. This approach is aggravated by the lack of incentives and lack of funding to support 

medical care related to alcohol consumption. 

5.2. Key Lessons 

In the Emergency Care setting there are no specific services to deal with alcohol related problems. The patient 

can be referred to specialized units when the physician faces complex cases. This can be performed directly by 

Emergency Care professionals or through indirect referral in collaboration with the Primary Health Care 

services. Nevertheless, the existing referral process is not entirely known by the health professionals since they 

often contact the centres in an informal manner without a complete awareness of the steps it entails. 

Therefore, the participants in this project expressed a common support for the need to implement a structured 

Screening and Brief Intervention in Emergency Care setting which would guide the interventions to be 

performed, as long as it considers some particular elements of major importance. 

Notwithstanding, participants identified several barriers to Screening and Brief Intervention implementation in 

the Emergency Care setting. Some were personal difficulties associated with the Emergency Care professional 

himself (such as lack of motivation and professional resistance to change their usual procedures), others 

related to the logistic conditions of the Emergency Care setting, the way the health care system is organized, 

the hierarchical structure around it and the rather restricted focus on the issue of alcohol use which is not yet 

commonly seen as a priority. This suggests that several aspects of this setting should be addressed 

simultaneously if Screening and Brief Intervention are to be implemented. 

On the other hand, participants identified several aspects that would facilitate the implementation of Screening 

and Brief Intervention in the Emergency Care setting. According to them, the barriers could be overcome with 

physicians’ training and support, which would allow for better performance in their clinical practice; with the 

involvement of other health professionals in the patients’ treatment, such as nurses; with a well-defined 

protocol and network; and some other specific organizational rules and context-related modifications. These 
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aspects would allow a change in the way the patient with alcohol related problems is approached in the 

Emergency Care setting. 

 

5.3. Limitations 

As in every qualitative study, the scientific process of data collection and analysis is not immune to subjectivity. 

Under those circumstances, although extensive, the elaborated conclusions resulted necessarily from the 

researchers’ positions and points of view. 

In addition, it should be taken into account that additional interviews would be required for achieving a 

broader and more detailed understanding. In a similar perspective, a wider approach, with the inclusion of 

other health care professionals from different disciplinary areas, would be of added value, providing deeper 

and enlarged knowledge and insight about the options of implementing Screening and Brief Intervention in the 

Emergency Care setting. 

It should be noted that the interviews were undertook with professionals working in areas where there is a 

high prevalence of alcohol consumption, so the results must be considered cautiously in terms of 

generalization. 

Finally, time restraints limited the option of exploring qualitative data to build a theory. Nevertheless, the 

BISTAIRS project comprised a preceding stage of literature review which, as suggested in previous studies, can 

provide a deeper analysis of barriers and facilitators.  
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6. Recommendations 

1. We need to raise awareness of the importance of alcohol related problems in the Emergency Care 

setting. This can be achieved:  

a. By putting alcohol-related problems onto physicians’ and the general public’s “agenda”, for 

example, with information campaigns in the media; 

b. By having other health care professionals involved in Screening and Brief Intervention; 

c. By providing professionals with continuous feedback on the results of their actions; 

d. By involving other society members. 

2. It is necessary to develop new research projects concerning alcohol-related problems: 

a. To develop a protocol/guideline to approach the patient with alcohol related problems in the 

Emergency Care setting; 

b. To develop a training packages tailored to physicians’ needs; 

c. To develop a training packages tailored to other health care workers; 

d. To design effective materials to be given to patients and their families; 

e. To design and test the implementation of a Screening and Brief Intervention program in the 

Emergency Care setting, taking into account the barriers and facilitators mentioned by the 

participants in BISTAIRS; 

 

 

 



Appendix 1. Members of the working team 

 

Country: Portugal          Setting: Emergency Care 

 

Name and Last Name Institution Email Profile  Role description 

Cristina RIbeiro SICAD 
cristina.ribeiro@ms.gov.pt 

cristina.mpr@sapo.pt 

Family 

Physician 

Project 

coordinator 

Frederico Rosário SICAD fredmbr@gmail.com 
Family 

Physician 
Researcher 

Maria Inês Santos 

São 

Teotónio’s 

Hospital 

mines.santos82@gmail.com Pediatrician Collaborator 

Alzira Ferrão 

São 

Teotónio’s 

Hospital 

alziramaria2615@gmail.com Pediatrician Collaborator 
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Appendix 2. Working plan and checklist 
 

 
 

Country: Portugal      Setting: Emergency Care                  Option: Adoption 

 

 

What Who How When (deadline) Comments 

Definition of RTI deliverables and deadlines CR, FR E-mail and local meeting 27/12/2013  

Invitation for local coordinator FR Phone 27/12/2013  

Program tailoring to local setting needs AF, FR, MIS Local meeting 09/01/2014  

Chronogram adjustment and contact 

establishment 

FR, AG Local meeting 09/01/2014  

Semi-structured interviews FR, MIS Local meeting 31/03/2014  

Qualitative analysis SD Local meeting, e-mail 02/06/2014  

Final report FR  18/07/2014  

 

AF: Alzira Ferrão 

AG: Alexandra Guedes 

CR: Cristina Ribeiro 

FR: Frederico Rosário 

MIS: Maria Inês Santos 

SD: Statistical department 
 

 

 



Meetings templates 

 

 

 

 

Country: Portugal             Setting: Emergency Care 

 

Date Participants Agenda topics Main elements discussed Main achievements 

02/12/2013 CR, FR 

Level of developments Identification of alcohol SBIRT experiences, 

protocols and materials available 

1.Implementation phase: advocating 

improved SBI provision; 

2.National guidelines identified. 

03/01/2014 FR, AG 

Identification of key 

hospital stakeholders 

1.São Teotónio’s hospital providers willing to 

participate 

2.Chronograme adjustment 

1.Five providers identified 

2.Hospital Clinical Director will help to 

establish contacts with local 

stakeholders and facilitate interview 

scheduling 

09/01/2014 AF, FR, MIS 

1. Strategy/toolkit 

review 

2. Design and 

negotiate delivery plan 

3. Role definition 

1.Strategy/toolkits adjustment to local 

implementation level 

2.Delivery plan definition 

3. Specific roles definition 

1. Toolkits considered adjusted to level 

of local SBI implementation 

2. Delivery plan need to be adjusted 

according to the definitive interview 

guide 

3. Specific team members’ roles defined 

13/03/2014 AF, FR, MIS Field test monitoring Implementation difficulties Nothing to report 

11/04/2014 CR, FR, SD 

Content analysis 

definition 

1.Definition of the analysis plan 

2.Definition of the delivery deadlines 

 

1.Content analysis to be performed by 

the statistical department of the 

Preventive Medicine Institute, Faculty of 

Medicine of Lisbon 



2.Content analysis delivery deadline set 

to 02/06/2014 

16/05/2014 FR, SD 

Content analysis 

follow-up 

Update on BISTAIRS report delivery  Content analysis being conducted 

according to plan, delivery deadline 

confirmed 

 
AF: Alzira Ferrão 
AG: Alexandra Guedes 
CR: Cristina Ribeiro 

FR: Frederico Rosário 

MIS: Maria Inês Santos 



Setting: Emergency Department (Hospital de São Teotónio)

Name and Last
Profession Current job

Alcohol
E-mail Place Date Signature

name experience*
AD~U\Jc.T MAlexandra Guedes Medical doctor
Clinical Director 1 alexandraguedes@net.sapo.pt Hospital de São Teotánio 20/03/20~
Anesthesiologist

Miguel Sequeira Medical doctor Intensivist migskeira@gmail.com Hospital de São Teotánio 20/03/2014":::h ()

~ f.Jr
Jorge Humberto Medical doctor Psychiatrist ) jorgehsilva 1O@sapo.pt Hospital de São Teotánio 20/03/2014 ')~
Alzira Ferrão Medical doctor Pediatrician alziramaria2615@gmail.com Hospital de São Teotánio 14/03/20~

~.1- fu-
Elisabete Santos Medical doctor Pediatrician ~ elisabete. viseu 1@gmail.com Hospital de São Teotánio 13/03/2014 fSCI)kJ

*O=none, 1=some, 2=falr, 3=a lot



Setting: Emergency Department (Institutional Stakeholders)

Name and Last name Profession Currentjob E-mail Place Date S!gnature

José Pereira Miguel
Medical President of the National jomiguel@insa.min- Nationallnstitute

04/02/2014 ' b71. ~h4\v rRdoctor Institute of Health saude.pt of Health
General-Directorate for Intervention on I\.~lJoão Goulão

Medical
Addictive Behaviours and Dependencies'

joao.goulao@sicad.min-
SICAD 04/02/2014

doctor
(SICAD) Director-General

saude.pt I/; ,~
Francisco George

Medical Health
george@dgs.pt

Directorate-General
05/02/2014 ''Ç- (.

doctor Director-General of Health / J..:::'"'" .A..,

Fernando Leal da Costa
Medical Secretary of State Attached to the Hfi4LC.osrÃ)@ /11$. GOl/.· ">, Ministry of Health 05/02/2014 ~--doctor Minister of Health

Fernando de Almeida
Medical Centre Health Region ).

.JJ-"lff?~ ~~'rf Centre Health Region
~/~

~doctor Administration's Vice President 11 Administration I~/Gil /J.01'1 ' ,

I
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Advocating improved SBI provision - Entrevista 

 

Introduzir o objectivo da entrevista; Introduzir o projecto BISTAIRS 

 

Actividades de 

prevenção e 

tratamento actuais 

na área do álcool 

1. Quais são os problemas relacionados com o 

consumo de álcool que mais frequentemente tem 

de lidar na sua prática clínica? 

 

2. Existe algum programa ou protocolo para abordar 

o doente com consumos alcoólicos excessivos?  

a. Não – passar para a questão 3 

b. Sim – descrever os pros e contras do 

programa 

 

3. a. Existem materiais de apoio para este tipo de 

problemas? 

b. Quando aborda o doente sobre esta área, que 

tipo de informação costuma perguntar? 

c. Que financiamento / incentivos existem para 

apoiar a prestação deste tipo de cuidados 

médicos?  

Identificação de 

serviços 

4. Que tipo de serviços estão disponíveis, no 

serviço de urgência, para realizar a deteção e 

intervenção breve de doentes com dependência 

de álcool, incluindo serviços especializados e 

vias de referenciação?  

 

Introduzir o conceito de SBI e respectiva evidência científica 

 

Identificar barreiras 

contextuais e 

específicas do 

local bem como 

facilitadores da 

mplementação da 

SBI 

5. a. Qual a sua opinião acerca da possibilidade de 

se implementar, no serviço de urgência, um 

programa de identificação e intervenção breve 

para diminuir os problemas ligados ao consumo 

de álcool? 

b. Quais as barreiras (organizacionais, 

professionais, contextuais, etc) que antevê na 

implementação deste programa? 

c. Como é que essa barreiras poderiam ser 

ultrapassadas? Quais os facilitadores / 

estratégias antevê como necessárias para uma 

efectiva implementação do SBI no serviço de 

urgência? 



 

2 

 

 

Encorajar a 

implementação da 

identificação e 

intervenção breve 

6. Que elementos adicionais poderiam contribuir 

para encorajar a implementação da identificação 

e intervenção breve no serviço de urgência? 

 

7. Que outras estratégias poderiam ser tomadas 

para influenciar as políticas na área do álcool de 

modo a promover a prática da deteção e 

intervenção breve no serviço de urgência? 



--------------

BISTAIRS
Co-funded by
the Health Programme
of the European Union

...•~"

Centre commitment

The Clinical Director of the Centro Hospitalar Tondela - Viseu, E. P. E., Viseu

- Emergency Department - located at: Ava Rei D. Duarte 3504-509 Viseu,

PORTUGAL

Declares that:

She has been informed of the purpose of the study, and of the fact that the

centre's participation is voluntary, and has informed the professionals working

at the centre about the study and of the centre's participation therein.

Moreover, she is aware of the fact that:

1. Participation does not entail any risk beyond that which is habitual;

2. The data that will be passed on to the project research team will be

preserved and will only be used by the researchers in the context of the

study. In any case the anonymous data will be subjected to the terms of

the laws on data protection.

On the understanding that the conditions set out in this document will be

followed, I hereby authorize the participation of this centre in this study and to

record data for such subsequent scientific publication as mar be decided by the

research team.

Viseu, JÁ.. /2/2014

Ora. Helena Isabel Duarte e Pinho



Appendix 12. Incidence template 

 

Country: Portugal   Setting: Emergency Care 

 

Date Type of incidence 

(describe) 

What has 

been done to 

try to solve it 

Has it been 

solved? 

Date of the 

solution 

Nothing to report 

 



Appendix 14. Awareness raising activities 

 

  

Type of action* Target (number, 

affiliation, etc) 

Description Date 

Nothing to report 
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