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Project facts

Duration
Funded by
General objective
Specific objectives

Target groups

36 months (May 2012-April 2015)
2nd Health programme of the European Union (2008-2013)
to foster the implementation Alcohol Screening and Brief
Interventions (ASBI) in a range of medical and social settings
 to systematize good practice on ASBI in different settings
 to field test a set of tailored ASBI concept for each setting
 to compile guidelines for tailored ASBI approaches
 to disseminate specific concepts to support a widespread
implementation of ASBI in medical/ social settings
 Policy makers
 Representatives of professional organizations
 Professionals
 Research experts
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What this report is about
This report summarises the
findings of the BISTAIRS project, which has
focussed on:

(1) Assessment of alcohol screening and
brief intervention (ASBI) implementation
across the EU to date;
(2) Identification of evidence supporting
the effectiveness of ASBI in medical and
social care settings;
(3) Development of best practice steps;
(4) Field tests to assess the feasibility and
practicability of ASBI concepts in primary
health care (PHC), emergency care (EC),
workplace health care (WPH) and social
service settings (ScS) and
(5) Development of guidelines for the
development and widespread
implementation of tailored ASBI
approaches for medical and social primary
care settings.

The impact of alcohol of primary
health and social care settings
Alcohol and risky drinking impact
on a wide variety of outcomes that affect
people’s health and well-being. Alcohol is
a causal factor in over 200 different
medical disease and conditions (e.g.
cancers,
cardiovascular
diseases,
gastrointestinal
diseases,
mental
disorders) and therefore inevitably
impacts the work of PHC providers. As
alcohol is a causal factor in injuries, it

inevitable impacts also the work of EC
departments.
As heavy drinking of alcohol has
negative impacts on productivity and
safety and is a contributory factor in
absenteeism and presenteeism, it
inevitably impacts employers. This
emphasizes the relevance of WPH for any
form of health promotion (incl. alcohol),
as people spend a large proportion of
their day at work. The workplace setting
provides the opportunity to access large
and possibly not otherwise reached
populations and the workplace setting has
the potential to help change wider societal
attitudes to alcohol. Since alcohol is a
contributory factor in crime, road traffic
offences and domestic violence, it
inevitably impacts the work of ScS.
Given this, alcohol incurs social
costs to health systems, criminal justice
systems and contributes to lost
productivity, alcohol is inevitably of
concern for government departments of
health, criminal justice and labour and for
joined up action by governments as a
whole.
Professionals working in PHC, EC
settings, WPH, and ScS and criminal justice
settings will inevitably come across clients
whose drinking is affecting their own
health and well-being, as well as that of
those around them, and who might
benefit from ASBI to reduce their levels of
risky drinking. Such interventions are not
complicated, build on the skills many
general practitioners already have, and
can be delivered in five to ten minutes.
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The
BISTAIRS
project
developed,
evaluated and disseminated innovative
ASBI concepts for medical and social
primary care settings to support the
widespread ASBI implementation in the
EU.

The project scope and objectives
A range of interventions exist for
the prevention and treatment of alcoholrelated risk and harm, from healthpromoting input aiming at reducing
hazardous and harmful drinking, to more
intensive and specialist treatment for
severely dependent drinking. In particular,
ASBI has emerged as a cost-effective
preventative approach, which is relevant
and practicable for delivery in primary
health care. The general objective of the
BISTAIRS project (Brief interventions in the
treatment of alcohol use disorders in

relevant settings), co-funded by the
second health programme of the
European Union, was to foster the
implementation of ASBI for alcohol
problems in a range of medical and social
settings, including primary health care,
accident and emergency departments,
occupational health and social services
and
criminal
justice
systems
(www.bistairs.eu).
In order to achieve this objective,
BISTAIRS has outlined good practice for
ASBI implementation in different medical
and social primary care settings, field
tested a set of ASBI concepts in those
settings, developed recommendations and
guidelines for tailored ASBI approaches,
and disseminated recommendations for
specific concepts and strategies to support
a widespread implementation of ASBI in
medical/ social primary care settings.
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The project structure

Figure 1: The BISTAIRS network and project structure
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Methods and means
Within the lifespan of the project,
BISTAIRS has implemented four specific
core work packages (WP).
In work package 4 (Status quo),
BISTAIRS outlined the evidence base of
the effectiveness, implementation status
and potential impact of ASBI delivered in
medical and social settings across Europe.
For the objectives, BISTAIRS conducted
systematic reviews and electronic ASBI
implementation surveys on regional,
national and European level (for survey
results, see
Deliverable 1b, ASBI
implementation survey).

The primary outcome of work
package 4 was a comprehensive body of
evidence for the effectiveness of ASBI in
appropriate settings (Deliverable 1a,
ASBI evidence of effectiveness report),

which informed the preparation of the
good practice guidance document in the
subsequent phase of the BISTAIRS project
(work package 5).
Work package 5 involved the
production of detailed best practice
guidance to support the identification,
assessment, and management of risky
drinking in appropriate medical and social
primary care settings. Key criteria
concepts for good practice were defined
on which base models of good practice
were identified and assessed. In addition
to the evidence reviews carried out as part
of work package 4, the information
sources used included the NICE reviews
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from the United Kingdom on brief
interventions,
and
the
relevant
deliverables and outcomes from the
PHEPA, EWA, AMPHORA and ODHIN
projects. The guidance document was
completed after an iterative series of
drafts were prepared and circulated
amongst BISTAIRS partners and external
experts for comment and revision
(Deliverable 2, ASBI implementation
guidance document).

to do it” for the implementation of field
test activities and their evaluation
(Deliverable 5, ASBI field test material)

In WP6 the field test concepts were
implemented and evaluated in five
different countries. The outputs of WP4, 5
and 6 were transferred into setting
specific guidelines (Deliverable 6, Setting
specific ASBI implementation guidelines)

WP5 informed the development of
a set of tailored country specific
(according to the ASBI implementation
status in the country) and setting specific
(according to the strength of the evidence
base in each setting) ASBI concepts for
work package 6. ASBI toolkits for field
tests were based on existing packages
available at European and member state
level. A comprehensive field test strategy
formed the conceptual framework for the
field tests, which paid special attention to
flexible, setting specific approaches,
focussing on both “What to do” and “How

7

including
recommendations
for
professionals,
policy
makers
and
researchers and disseminated together
with supporting material and toolkits to
facilitate the widespread implementation
of ASBI in medical and social settings
across the EU.

Summary of findings
ASBI effectiveness in different settings
BISTAIRS found a mixed evidence
base for effectiveness of ASBI in different
medical and social primary care settings,
which suggests a cautious approach for
those settings with limited or a lack of
evidence. There is a robust and convincing
evidence for effectiveness of ASBI in
primary health care and a more limited
but promising evidence for effectiveness
of ASBI in accidental and emergency
departments. For the occupational health
setting an equivocal evidence for the
effectiveness of ASBI was found, whereas
the evidence base for the effectiveness of
ASBI in the social service setting and
criminal justice system is clearly lacking
(Figure 2).

settings, BISTAIRS developed respective
specific field test concepts, which focus on
the meso and macro level of health care
(meso level - health care organization and
community level, macro level – policy
level). The target group includes
commissioners and financers of services in
order to facilitate and to sustain the
implementation of ASBI programmes in
routine care and on professional bodies to
develop systems for a widespread
implementation of brief advice in routine
care. BISTAIRS characterized field test
countries according to their level of ASBI
implementation. Field test partners with
lower ASBI implementation levels fieldtested tailored tool-kits on the micro
(patient interaction) level to explore the
feasibility and acceptability of the ASBI
concepts in the settings with sufficient
evidence base (primary health care,
emergency care).

ASBI implementation status in the EU
Across Europe, ASBI is not or only
on regional or local level regularly
implemented, in none of the EU member
states on national level. Given the
evidence base, the identified main
challenge for primary health care and
accidental and emergency department
settings is therefore to foster ASBI
implementation in routine care. For these
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For occupational health and social
services BISTAIRS found an insufficient
evidence base to determine whether or
not ASBI programmes are effective for
risky drinking in social service and criminal
justice settings. From an evidence-based
perspective to field test such packages in
these settings is inappropriate and a
widespread implementation of ASBI
cannot be justified without a sufficient
evidence base for effectiveness. For the
occupational health care setting, BISTAIRS
focused therefore on working with

professional
bodies
representing
occupational health care providers to
discuss and develop plans for the
implementation of screening and brief
advice programmes in the future. For
social service and criminal justice systems,
BISTAIRS focused on field-testing an ASBI
concept which explored future research
opportunities and facilitate structured
discussions with research funding bodies
at European and national levels to
encourage calls for research in this area

Figure 2: Illustration of main findings on ASBI implementation aspects per setting
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ASBI implementation barriers and
facilitators

motivation
among
implement ASBI.

The field test work identified a
series of setting specific barriers,
facilitators and strategies to overcome
ASBI implementation barriers. The main
problems for all settings were the low
levels of training and low levels of
familiarization with ASBI tools, as well as
the absence of standardized programmes
and protocols. Specific barriers for EC
included time constraints and that the
health status of the patient (i.e.
unconsciousness, etc.) does not allow
ASBI.

The field-test country experiences
in the social service and criminal justice
settings reported a high prevalence of
heavy drinking amongst clients. A clear
lack of training on ASBI was the main
barrier in all countries, despite the fact the
ASBI was seen as a promising tool for
social services to reduce the gap in
services for those who have alcohol use
disorders (AUD) together with social
problems, or for those for whom medical
treatment is not an appropriate solution.
The field tests found diverse experiences
and attitudes amongst ScS professionals,
resulting in some cases in lack of
confidence. Currently, most social workers
do not intervene directly in AUD and there
are limited resources and services and no
clear referral pathways.

The extent of training of workplace
physicians varied significantly, but was
higher when health surveillance and
training was mandated by legislation.
However, there was general lack of
experience and a clear need for raising
awareness about the impact of alcohol in
the workplace in order to increase the

companies

to

Figure 3: Factors facilitating ASBI implementation
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Conclusions and recommendations
All outputs were transferred into
the guideline development process of
WP7. BISTAIRS conducted an online Delphi
survey to reach an expert consensus on
setting specific recommendations on the
widespread implementation of ASBI in
medical and social settings. The guidelines
provide recommendations for care
providers and health systems including all
health departments, institutions or
organizations involved with health system
management and/or funding.
BISTAIRS provides an educational
platform that offers health decision
makers and primary care professionals upto-date policy, scientific and practical
information on ASBI concepts needed to
effectively identify, assess, and manage
patients with risk drinking behaviours in
medical and social primary care settings.
For providers and practitioners, the
project delivers targeted ASBI concepts
and training material that can easily be
applied to real world scenarios in medical
and social primary care settings to
improve outcomes in risky drinkers.

Recommendations for care
providers

administered to adults during new patient
registrations, as part of general health
reviews and check-ups, and with a focus
on adults with raised blood pressure and
males aged 45-64 years. Brief alcohol
interventions should be based on national
guidelines, and based on motivational
interviewing principles, with screenpositive patients also informed about
available evidence-based e-health and mhealth applications for reducing risky
drinking. ASBI delivery can be based on a
model of inter-professional cooperation,
involving nurses, specialist alcohol
workers, dieticians and professional
counsellors, however general practitioners
have an essential role to play across the
full ASBI care pathway.
To support these improvements in
ASBI implementation in PHC, there is a
need for: national-level alcohol strategies
to better support and resource increased
ASBI training and education for PHC
professionals in ASBI skills; for more easy
to use screening tools, and shorter,
simpler alcohol intervention techniques;
and for the development of clear referral
protocols between PHC providers and
specialist alcohol agencies. There was no
consensus on the value of using financial
incentives to encourage ASBI in PHC
settings.

Primary health care
Based on consistent and robust
evidence, all PHC providers should offer
ASBI for risky drinking to all adult patients
(age 18+ years). Validated screening
questionnaires (AUDIT-C) should be
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Emergency care

Workplace health care

Based
on
promising
but
inconsistent evidence, accident and
emergency care (EC) interest providers
can offer ASBI based on relevant national
guidelines and material, with a focus on
easy to use screening tools and shorter
and more simple alcohol intervention
techniques, or a patient information
leaflet on risky drinking (e.g. the UK SIPS
material
http://www.sips.iop.kcl.ac.uk/pil.php).
Identification of risky drinkers should
follow a procedure in which all patients
attending the EC facility are routinely
screened.
Further, information could
also be gathered from partners and other
family members to identify risky drinkers.
Medical doctors, specialist alcohol
workers and nurses should be involved in
ASBI delivery, however paramedic staff
delivering ASBI in EC is not recommended.

There is limited and inconsistent
evidence
to
support
widespread
implementation of ASBI in workplace
health settings. However WP health
providers keen to address risky drinking
should offer ASBI to all adult employees
(aged 18+ years) as part of confidential
voluntary health checks, using the AUDITC screening instrument and intervention
material based on national guidelines,
(e.g.
the
UK
SIPS
material
http://www.sips.iop.kcl.ac.uk/ba.php
).
Key target groups include adults with
raised blood pressure, and males aged 4564 years. ASBI implementation in the WP
must be underpinned by a comprehensive
alcohol at work policy, which is embedded
within a broader approach health
promotion that takes into account the
structural and working environments that
increase risky drinking in the first place.

To support these improvements in
ASBI implementation in EC there is a need
for: national-level alcohol strategies to
better support and resource increased
ASBI training and education for EC
professionals in ASBI skills; for more easy
to use screening tools, and shorter,
simpler alcohol intervention techniques
including e-ASBI tools; and for the
development of clear referral protocols
between EC providers and specialist
alcohol agencies. There was no consensus
on the value of using financial incentives
to encourage ASBI in EC settings.

Social service settings
There
is
extremely
limited
evidence for ASBI effectiveness in social
service and criminal justice settings.
However there is consensus that this
represents a highly relevant delivery
setting given the prevalence and impact of
risky drinker amongst client groups and
their families. Thus, all adults (age 18+
years) seen by social workers and
probation officers with a case file related
to a criminal offence, a drink-driving
offence or family violence or neglect
should be given a client information leaflet
on risky drinking based on national
guidelines (e.g. the UK SIPS material). If
available, patients/clients in all medical
and social primary care settings should
12

also be informed of evidence-based ehealth and m-health applications for
reducing risky drinking. Future research is
urgently needed: to explore the feasibility
and acceptability of ASBI work in ScS; to
validate AUDIT-C / AUDIT screening
instruments for use in social services; and
to explore how ASBI approaches should be
tailored to address the specific needs of
both clients and providers in this varied
and challenging delivery setting.

Recommendations for health
systems
Health departments, institutions or
organizations involved with health system
management and/or funding (including
health insurance companies) should
instruct relevant bodies to prepare clinical
guidelines for delivering ASBI programmes
for risky drinking in primary health care,
accident and emergency departments and
general hospitals. Additionally, these
institutions
should
facilitate
the
widespread availability and uptake of ASBI
delivery training including the availability
of relevant support tools and materials
(ASBI instruments).
Further recommendations include
the development of a monitoring system
to report on progress in ASBI giving rates
in primary health care and the
development and widespread availability
of evidence-based e-health and m-health
applications for risky drinking, especially in
time-limited settings such as EC. It must
also be ensured that specialist treatment
facilities for difficult-to-manage cases are
available for all those who need them,
with seamless provision built between
primary and secondary care.

For workplace health services the
evidence stresses the importance of
having a comprehensive alcohol at work
policy, embedded within overall healthy
living policies and actions at the
workplace, that take into account the
structural and working environments that
increase risky drinking in the first place.
Although the specific evidence for
effectiveness is not consistent or
conclusive, all workplace health care
providers should offer all their adult
employees, as part of confidential
voluntary health checks, ASBI for risky
drinking, using the AUDIT-C screening
instrument and intervention material
based on national guidelines. Target
groups include adults with raised blood
pressure, and males aged 45-64 years. All
such patients should be informed of
available evidence-based e-health and mhealth applications for reducing risky
drinking. Employers should implement
evidence based workplace health and
well-being initiatives that include policies
and actions on alcohol with the aim to
introduce alcohol free work places and
work times. For this, all employers should
review and adjust management styles,
practices and structures that are
themselves precursors to risky drinking.
All social service and criminal
justice systems should support the
development,
feasibility
and
implementation of ASBI initiatives for risky
drinking in appropriate social service and
criminal justice settings. The lowparticipation/high-drop-out rates and
complex client needs suggest a strong
need for further research to explore the
feasibility and acceptability of ASBI work
13

in this varied and challenging delivery
setting. Future studies need to consider
what setting-specific differences exist (in
terms of client target groups, institutional
characteristics, or acceptance among
professionals), and to assess how these
differences
might
influence
the
deliverability, acceptance, and potential
effectiveness of ASBI.
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