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1. Introduction  

Background information  

In Catalonia, alcohol is the most widely consumed substance. In 2011 9.9% of the population aged 15-64 had 

had a drink at some point in their life, 76.6% had drunk on some day during the last year, 62.3% on some day 

during the last month and 10.2% had consumed every day during the last thirty days. 

In terms of the type of consumption, in 2012 in Catalonia 3.9% of the population aged 15 or over declared a 

level of alcohol consumption which is considered to be a risk to health. This percentage has gone down since 

2010 (4.7%). The prevalence of risky alcohol consumption is higher among men (6.0%) than among women 

(1.7%) and decreases with age. It is the 25-34 year-old age group that presents the highest proportion of risky 

consumption (8.3%), being particularly significant in men (13.2%). Risky consumption has been following a 

globally stable trend since 2006, even though in 2012 some reductions have been observed in some age 

groups, particularly the youngest group (15 to 24). The percentage of risky drinkers in Primary Healthcare (ICS 

2011 data) represents 2% of the population attended, whereas, according to the latest data from the screening 

week (Alcohol Free Day, 2013) compiled using Audit C, the percentage is around 20%. 

There is evidence of the effectiveness and cost-effectiveness of strategies of screening and brief intervention 

(BI) in Primary Healthcare (PHC) not only for reducing risky consumption of alcohol but also the problems 

associated with alcohol. In the meta-analysis by Kaner et al (2008) which included 21 randomized international 

studies in which brief interventions were compared with non-specific interventions, after 12-months of follow-

up a reduction was observed of 41g/week in the study group as compared with the control group. 

In the Spanish meta-analysis by Ballesteros et al (2004) which included 5 studies in which the efficacy of brief 

interventions was compared with that of non-specific interventions, a decrease of 22% in consumption of 

alcohol was achieved, and an 11% decrease in prevalence of risky drinkers. 

In the study by Lopez-Marina et al (2005) in Catalonia, after three months of follow-up a 50% reduction in 

alcohol consumption was achieved and a 57.6% reduction in the prevalence of risky drinkers. After a year, a 

41.4% reduction of alcohol consumption was achieved, and a 42.4% reduction in prevalence of risky drinkers. 

Despite the existing evidence, strategies of screening and brief intervention are still not implemented in a 

generalized and universal manner in primary healthcare. The barriers that have been identified are mainly: the 

lack of time, the lack of economic incentives and the lack of training (Heather et al, 2006). 

There are great challenges in order to achieve the large-scale and sustained application of brief interventions. 

In general what is required is: 

A clear prioritization of the matter in national public health strategies. 

To give incentives for this preventive work to be done by professionals in primary healthcare who often place 

more emphasis on treatment and attention. 

A better integration of prevention and treatment services to guarantee that drinkers with problems are duly 

attended by the health sector 
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Context 

Primary healthcare is the first level of attention and access for citizens to the healthcare service. From a 

structural and territorial point of view, in Catalonia there exists a sectorialization of the attention network 

based on Basic Health Areas (BHA). These BHA are the elementary territorial units for primary healthcare 

service provision with direct access for the population and the delimitation of these units is determined 

according to geographical, demographic, social and homogeneous epidemiological factors.  

The population resident in the area that comprises a BHA is assigned to Primary Healthcare Teams (PHT): multi-

disciplinary groups of healthcare professionals responsible for primary healthcare in their designated 

population. 

The PHT include eight professional categories: Family Medicine, Paediatrics, Odontology, Nursing, Nursing 

Auxiliaries, Social Workers, Non-healthcare support workers (Administrative Auxiliaries and Porters). 

The Primary Healthcare Centres are the centres where basic primary care is administered by the PHT 

The programme “Beveu Menys” has been being widely implemented in the PHC of Catalonia since March 2002 

following the methodology proposed by Phase IV of the WHO Collaborative Project (WHO, 2006).  From 1995 

to 2002, Catalonia participated in the Phase III multi-country controlled trial of strategies to promote 

dissemination and implementation (Funk et al, 2005).   

The main characteristics are described elsewhere (WHO, 2006 & McCormick 2010) and it is on-going under an 

action research framework. Some aspects have suffered changes over the years but the main strategy remains 

the same.  

 

 

The main aim is to increase the screening and brief intervention activity in PHC and the ultimate goals are to 

raise awareness at patient level on the risks associated to heavy alcohol consumption and to reduce the alcohol 

problems. In order to do so, a series of actions, among others, both at professional, organizational and patient 

level are being carried out:  
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 Professional level:  

o Training of all professionals in Catalonia using a peer-to-peer training strategy (referents) 

o Recognition of the alcohol activity by professionals in the annual incentives (both to 

nurses and medical doctors)  

o Facilitation of materials (intervention algorithm) to have it ready at the consultation 

 Organizational level: 

o Creation of a national network of alcohol referents in Catalonia (XaROH) by identifying 

interested professionals in all the PHC centers of Catalonia.  Currently there is an on-line 

platform in place in order to facilitate coordination and communication. Also an annual 

meeting is organized for the XaROH and continuous training is available.  

o Indicator on screening on alcohol (goal to be achieved) included in the PHC provider 

contract  

o Harmonization of screening and brief intervention tools at the existing medical records 

(work in progress) 

o Promote the coordination among PHC and specialist services by including 1-h training on 

alcoholism performed by the Specialist in the PHC facilities.  

 Patient level: 

o Raising awareness materials in all PHC centers (posters, leaflets, etc) 

o Community actions: workshops, mass media, newspapers... 

o Screening week (the last three years) to promote the visibilization of the programme  

o Audio-visual (in the waiting room, internet, mass media, etc) materials  

 Veus el que beus? 

 Fes lloc a les begudes sense alcohol  

o Self-assessment (on-line) of alcohol consumption and alcohol problems  

 

Since the beginning, the ASBI programme has always been embedded and prioritized by all the Health Plans of 

Catalonia (currently 2012-2016) and has been endorsed by all drug related policy documents, mainly the Action 

Plan on Drugs for Catalonia (2011-2015). It has also been included in the service provision files of PHC 

http://www20.gencat.cat/portal/site/canalsalut/menuitem.366fae3f89ecc736ba963bb4b0c0e1a0/?vgnextoid=4f8b9846b9c62410VgnVCM2000009b0c1e0aRCRD&vgnextchannel=4f8b9846b9c62410VgnVCM2000009b0c1e0aRCRD&vgnextfmt=default
http://www20.gencat.cat/portal/site/canalsalut/menuitem.dbb85aa2c955c7c3ba963bb4b0c0e1a0/?vgnextoid=bc74ef0bdc9a5410VgnVCM1000008d0c1e0aRCRD&vgnextchannel=bc74ef0bdc9a5410VgnVCM1000008d0c1e0aRCRD&vgnextfmt=default
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 A specific work team was set up in 2001 at the Program on Substance Abuse of the Public Health 

Agency of the Health Department of the Government of Catalonia in order to coordinate the 

implementation (currently: one nurse (full-time) and one administrative staff (half-time). 

Governmental funding. Annually revised.  

 The implementation is being done in collaboration with the Catalan Societies of Family and 

Community Medicine and Nursing (CAMFIC & AIFICC).  

o A technical committee was set up to coordinate process 

o Members of the Alcohol Group of the CAMFIC are the trainers 

 Implementation is being done under a motivational perspective (professionals also need to be 

accompanied in the change process).  

 Opportunistic screening but targeted approach is also possible (risk groups to be decided by PHC)  

 Wide implementation in all general PHC centers (rural – urban)  

Estimated number of PHCUs in country 369 

Estimated number of GPs in country 4.518 

Estimated number of Nurses in country 5.161 

 A general guidance and recommendations on what to do and how to do it were prepared (Segura et 

al. 2005) 

 Information on screening and BI is recorded in the medical records  

o Screening tool – quantity frequency tool (+ AUDIT-C) 

o Brief intervention – specific item with several categories 

 Evaluation of the implementation was done at the beginning of the process (2003) and Baseline 

results (Segura et al. 2006) were published. 3-month follow-up data were not published but changes 

in attitudes and knowledge observed (not in behavior) 

 Since 2005, with the creation of the Network of Referents on Alcohol in PHC (XaROH), currently 

consisting of almost 600 professionals (see figure 1), according to data from CatSalut an increase of 

20% has been achieved in screening throughout Catalonia (see figure 2). Screening for alcohol 

consumption in Catalonia currently stands at 40.3% (according to ICS data, 2013). 

 

Figure 1. Distribution of the XaROH in Catalonia 

 

Figure 2 Alcohol screening in Catalonia (2009-2013) 
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The programme, once the general implementation has been done, faces the challenge of guaranteeing its 

continuity and that of the network of referents. The principal challenges yet to be achieved are: 

 To improve the use of screening instruments and increase the identification of risky consumption 

(under-detection) 

 To generalize brief intervention to all risky drinkers 

 

Overview and key aims of the project 

The Drink Less programme is currently in a phase of evaluation of sustainability and the strategy proposed by 

BISTAIRS is vital to be able to evaluate its present situation and to know which actions are necessary in order to 

guarantee its continuity. 

In Catalonia a field study has been carried out in order to explore the viability and continuity of its 

implementation. 

The specific objectives were:  

 To identify and evidence key achievements 

 To explore and document barriers and facilitators to sustained SBI activity over longer-term 

 To discuss how to sustain implementation 

 To prioritize actions to be undertaken to sustain SBI activity 
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2. The field test strategy  

2.1. Field test management 

Describe who was managing the project and how project was managed. 

Joan Colom was the manager of the project and Lidia Segura was the coordinator. Estela Diaz (nurse and 

“Beveu Menys” program coordinator) and Begoña Baena (family doctor) provided technical suport to the 

project. Eva Moreno provided technical support.  

In order to evaluate the sustainability of the Drink Less programme in primary healthcare, technicians from the 

Drink Less commission combined 3 different strategies  

 Survey 

 Semi-structured interviews 

 SWAT strategy analysis 

The project began on 31
st

  of January 2014 and finished on 31
st

  July with the submission of the final report. The 

chronogram of the implementation of the BISTAIRS project in primary healthcare was as follows: 

 1-10 Feb-14 20 Feb-14 1-20 May14 June-14 July-14 

Email sent to 33 referents of the Drink 

Less programme and Health 

technicians from the department, 

with the survey attached, and inviting 

them to participate in the SWOT 

Meeting on 20th February. 

     

SWOT Meeting (Department of 

Health) 

     

Semi-structured interviews, 

conducted by telephone and 

recorded, with 6 primary professional 

referents of the Drink Less 

programme in their centres.  

     

Analysis of the data obtained      

BISTAIRS report on the evaluation of 

the sustainability of the Drink Less 

programme in Catalonia. 
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2.2. Field test engagement 

 

Engagement of key stakeholders and centers 

A total of 25 alcohol referents were invited to participate. Selection was made taking into consideration their 

role and participation in the project. All the 33 members of the Technical committee that manages the program 

also were invited (See Appendix 1).  

 

Describe process 

During the month of February 2014, technicians of the Drink Less programme contacted referents (doctors and 

nurses) of the Drink Less programme in primary healthcare in Catalonia (see appendix 2) by email to invite 

them to participate in the BISTAIRS project with the objective of evaluating the sustainability of the project (see 

Appendix 3). 

They were informed about the importance of responding first to the survey and then joining the SWOT analysis 

session that took place on 20
th

 February. 

During the month of May 2014, an email was sent to all those professionals who did not respond to the survey, 

informing them that a member of the Drink Less team would be in touch with them by telephone to find out 

their opinion of the programme (using the same questions as the survey) and that the conversation would be 

recorded. During the second fortnight 6 professionals were contacted by telephone. 

2.3. Implementing the field test 

Describe how resources and materials were developed (appendices)  

 Invitation letter: A letter informing about the BISTAIRS project and inviting all professionals and 
members of the technical committee of the Beveu Menys program.  

 Survey: BISTAIR outline and questionnaire was translated and adapted into Catalan and transformed 
into a survey to be self-responded electronically.   

 SWOT documents and templates: were developed by Joan Lozano, manager of the Catalan Society of 
Family and Community Physicians and member of the technical committee of the Beveu Menys 
program.   

 Semi-structured interview outline was adapted from the one proposed in the BISTAIRS strategy taking 
into consideration mainly the 3 macro-areas or categories. Specific questions were just taken as 
guidance and flexibility was allowed during the whole interview (Appendix 4). 

 Describe scope and scale of interventions carried out  

 

The surveys and interviews conducted had as their principle objective to find out opinions on: 1) The 

opportunities deriving from the implementation of the programme in primary healthcare surgeries; 2) the 

barriers that have been encountered and how they have managed to overcome them; 3)  the facilities for doing 

it and 4) strategies to improve the implementation of the programme in all primary healthcare surgeries.  
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It was decided to add a SWOT analysis in order to organize the evaluation to identify the strategic and critical 

factors and once identified, to use them as a basis for organizational changes consolidating the strengths, 

minimizing the weaknesses, making the most of the advantages offered by the opportunities and eliminating or 

reducing the threats. 
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3. Evaluating the field test  

3.1. Methods 

This is a cross-sectional observational study in which are simultaneously combined quantitative and qualitative 

methodologies: survey, semi-structured interviews and SWOT analysis.  The participants were sampled by 

convenience. 

The semi-structured interviews were conducted telephonically and audio recorded. Transcription verbatim was 

made. All interviewed participants gave verbal consent.  

The survey responses were collected and the information gathered was organized in different tables to 

facilitate comparison.  

3.2. Instruments developed to testing SBI 

Survey and semi-structured interview comprising 7 macro categories  

 Key achievements 

 Identification of contextual and setting barriers / Identification of facilitators to SBI implementation 

 Sustainability strategies 

SWOT templates to identify Strengths, Weaknesses, Opportunities and Threats and to prioritize actions 

3.3. Analysis 

Interviews were transcribed verbatim. The researcher organized the information from interviews and surveys 

according to the main topics and areas of interest (Keys to the success of the programme, opportunities 

deriving from its implementation, barriers to its implementation and how to overcome them, facilities to 

implementation, strategies for its sustainability over time) A coding template to guide analysis was developed. 

Analysis was made manually counting the appearance of the different codes and collection of best examples 

was made. Attention was paid to identify coherence and discrepancies between interviewees and literal 

statements are provided as examples. During the analysis, data anonymity was ensured by omitting any 

reference to particular professionals.  

To do the SWOT analysis 2 analyses were used: one internal and another which was external to the 

organization (see figure 3). 

The internal analysis (leadership, strategy, people, alliances/resources and processes) 

 Strengths: describes the resources and skills that the organization has acquired 

 Weaknesses: describes the factors we have that make us weaker with regard to the competition. In 
this analysis the analysis of resources, activities and risks must be taken into account. 

The analysis outside the organization: Market, sector and competition. 

 Opportunities: These describe the possible markets, deals… which can be seen by all but if they are not 
recognized they may be a loss of competitive advantage. 
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 Threats: these describe the factors that may represent a danger to the organization’s survival. If the 
threats are recognized in time, they can be avoided or converted into opportunities. 

 Figure 3: Internal and external SWOT analysis 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

In order to carry out the internal analysis it is necessary to consider the analysis of the environment, interest 

groups and legislative, demographic and political aspects. 

SWOT seeks to do an internal and external analysis of the programme individually, and then in groups. It must 

be possible to determine the weaknesses, threats, opportunities and strengths of the Drink Less programme, 

and to proceed to its prioritization and subsequently, according to the score obtained, the strategy will be 

determined which will guide the programme over the coming years. 

 

Once the threats, opportunities, strengths and weaknesses of the organization have been described, the SWOT 

template will be constructed. The score obtained is analysed in the template of prioritizations, which should 

allow us to define strategy, depending on how the objectives are situated, and to conclude whether the 

programme is in an “Offensive” situation, one of “Reorientation”, “Defensive” or one of “Survival”. (See Figure 

4) 

 

 

EQUIPMENT AND FACILITIES 
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STRATEGY 
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SWOT 
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EXTERNALAN

ALYSIS 

LEGAL REQUISITES 

MARKET POSITION 

MACROECONOMIC SITUATION 

COMPETITORS IN THE SECTOR 
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Figure 4: SWOT Analysis: Formulation of strategic objectives 

 Strengths Weaknesses 

Opportunities Offensive II-Reorientation 

Threats III-Defensive IV-Survival 
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4. Results achieved  

4.1. Project outputs 

Number and type of stakeholders reached 

 A total of 33 professionals were invited to the session (60% family doctors, 25% nurses and 15% health 
technicians), the majority of them being the referents of the Drink Less programme in their centre. 

 Of the 33 surveys that were sent out by email during the month of February 2014, 13 were completed 
(see Appendix 5), 70% of them by family doctors. 

 During the month of May 2014, semi-structured interviews were conducted with 6 Drink Less 
referents (see Appendix 6), and 66% of these are family doctors. 

 16 professionals attended the SWOT meeting (see appendix 7), and 9 professionals answered the 
questionnaire. 

 6 of the invited participants did not participate in any of the actions.  

 

Evidence of SBI achievements to date 

84% of the professionals (10 of the 13 professionals who answered the survey and 6 who were interviewed by 

telephone) believe that the programme has clearly contributed to the increase in the detection of risky 

drinkers; 

20% (3 of the 13 professionals who answered the survey and none of those who were interviewed) believe 

that, furthermore, it has contributed to facilitating and improving the relationship between the Primary 

Healthcare Centres and the Addiction specialist centres;  

15% (2 of the 13 professionals who answered the survey and none of those who were interviewed) believe that 

it has given more security and confidence to professionals when it comes to intervening on matters related to 

alcohol.  

XC (Male, GP) states that it “has improved screening in practice and research”.  AA (Female, GP) and BP 

(Female, GP) say that “more screening is done in the consultation and the actions of the professional when 

faced with patients who are risky drinkers have improved). 

 

Barriers 

42% (8 of the 13 professionals who answered the survey and none of those who were interviewed) of the 

professionals believe that the lack of time is the main barrier they have had to the implementation in their 

consultation; 

31% (6 of the 13 professionals who answered the survey and none of those who were interviewed) believe that 

the fact that clients never consult for alcohol issues, is a factor that makes implementation difficult. 

Conversely, 26% (5 of the 6 people interviewed by telephone and none of those answering the survey) of the 

professionals state that they have found no barriers to carry out implementation. 
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CM (Female Nurse) says that “time is not a barrier, because it takes 2 minutes to do the screening) and BP 

(Female, GP) says that “what you have to do is give it the same importance as other pathologies”.  

 

The weaknesses identified in the SWOT analysis were:  

 Low motivation from some of the professionals  

 No recognition of the activity and low incentives for professionals 

 High rotation of professionals and referents (sick leaves, temporary jobs, etc) 

 Some prejudices from professionals in front of patients with alcohol problems 

 No prioritization of alcohol in PHC, other topics like chronic diseases more important.  

 Inequalities in the coordination and referral pathway between PHC and specialized services.  

 Not published articles with own data to motivate research and participation in conferences 

 Lack of a clinical guideline on Alcohol 

 Poor monitoring and feedback to professionals 

 

Facilitators 

Among the facilitators or strengths of the program, from the SWOT analysis it was commented: 

 Professionals are in general motivated and well trained  

 The program provides knowledge, resources and skills 

 It includes computerized supportive tools such as the platform and the Medical records 

 Alliances between health department, research units and scientific societies are strong 

 There is a strong network of alcohol referents in place.  

 The program labels “Beveu Menys” and “Veus el que beus” have great visibility 

 The program has a long tradition and continuity  

 Having the support from the Network of specialized services  

 

Strategies how to overcome barriers 

21% of the professionals (4/13 survey and 0/6) report that the barriers are not overcome and comment that 

the only way to do it is by continuous training. 

MS (Female, GP) said that “training facilitates activity in the consultation”. 

10% (2 of those interviewed and none of those surveyed) believe that more collaboration would be necessary 

on the part of the centre in order to overcome them. 

XC (Male, GP) states that “more support would be needed on the part of the health centre”. 

Importantly, 15% (3 of the professionals  interviewed and none of those surveyed) believe that they have never 

had support for implementation in the consultation. 
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Some of the professionals consider that the existence of the referent figure is of much help.  

MU (Female, GP) said that “the figure of the referent on alcohol should be used in centres as an expert to treat 

risky drinkers.” 

 

Priority actions 

Regarding the priority actions to improve implementation and sustainability: 

 52% (16 of the 13 professionals who responded to the survey and 4 of the professionals who were 
interviewed) believe that continuous training is the best way to ensure the sustainability of the 
programme. 

 21% (4 of the professionals who responded to the survey and none of those interviewed) believe that 
incentives should be increased (both economic and in terms of the value given to the figure of alcohol 
referent in primary healthcare). 

 21% (3 of the professionals who responded to the survey and one of the professionals interviewed by 
telephone) believe that register of the ECAP computerised system should be improved. 

Additional minor suggestions were: 

 To promote the programme more and to do more awareness-raising on alcohol. MU (Female, GP) 
believes that “More publicity should be done for Drink Less and we should continue to emphasize the 
matter of alcohol because if not it gets forgotten” and BP (Female, GP) said that “there should be 
more „alcohol screening days“ at the consultation”. 

o More recognition for the referents. AA (Female, GP) said that “ the figure of the referent 
should be valued more highly”. 

4.2. Project Outcomes 

Principal successes achieved with implementation 

 Improvement of screening rates in PHC by 20% 

 Improvement in the coordinaton and referral pathway between PHC and addiction specialists centers 

 Improvement of role security and committment by PHC professionals 
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List of barriers and facilitators 

 

 

Strategies to overcome the barriers 

 Continuous training and support 

 Organizational changes (more support by the centre and PHC) 

 More recognition of the referent figure 

  

Priority actions 

According to the SWOT analysis, an offensive strategy may be proposed (see table 1), that is to say, the 

programme is in an ideal situation to continue growing and the following strategies have been formulated in 

order to do so: 

Facilitators (Strenghts and opportunities) Barriers (weaknesses and threats) 

-Professionals are in general motivated and well 
trained  

-The program provides knowledge, resources and 
skills 

-It includes computerized supportive tools such as 
the platform and the Medical records 

-Alliances between health department, research 
units and scientific societies are strong 

-There is a strong network of alcohol referents in 
place.  

-The program labels “Beveu Menys” and “Veus el 
que beus” have great visibility 

-The program has a long tradition and continuity  

-Having the support from the Network of specialized 
services  

-Primary healthcare is not alone, many other 
professionals are now being involved 

-Increasing evidence on the importance of alcohol as 
a risk factor 

-Increased acceptance of alcohol policies 

-Maximisation of the preventive role of PHC 

-The support of new technologies (websites, 
facilitated access to app, etc) 

-Raised awareness towards reducing consumption 
as a consequence of social phenomena (“botellón”, 
injuries...)  

-International collaboration and resources 

 

-Low motivation from some of them 

-No recognition and low incentives for professionals 

-High rotation of professionals and referents (sick 
leaves, temporary jobs, etc) 

-Some prejudices from professionals in front of 
patients with alcohol problems 

-No prioritization of alcohol in PHC, other topics like 
chronic diseases more important.  

-Inequalities in the coordination and referral pathway 
between PHC and specialized services.  

-Not published articles with own data to motivate 
research and participation in conferences 

-Lack of a clinical guideline on Alcohol 

-Poor monitoring and feedback to professionals 

-Economic crisis 

-Lack of professionals’ time 

-Alcohol advertising and promotion activities 

-Social acceptance of consumption of alcohol 

-Pressure group from the alcohol industry  

-Complicated computer programme (register, 
calculator...) 

-Little involvement by politicians 

-Little importance and/or prioritization of alcohol in 
the healthcare setting. 

-Rigidity of the system 

-Little presence of alcohol matters in PHC scientific 
events 

Little interest in alcohol on the part of the scientific 
community 
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Table 1: Strategies for the sustainability of the programme 

STRENGTHS WEAKNESSES 

O
P

P
O

R
TU

N
IT

IE
S 

1.- Establish alliances with social and Health 
agents. 

2.- Value the professionals of the network of 
referents of the Drink Less programme. 

3.- Conduct awareness-raising campaigns 
aimed at professionals (social and healthcare 
and at the population in general.  

4.- Recognize the work of the referents and of 
the PHC centres that participate in the 
programme 

5.-Draw up, disseminate and implement a 
decision algorithm (clinical guideline) for dealing 
with alcohol consumption.  

TH
R

EA
TS

 

6.- Improve the medical records by 
introducing better screening tools at the work 
stations of PHC professionals  

  

7.- Put in the agenda of the different providers 
the tackling of alcohol from the PHC 
consultation. 

 

This strategy is the result of the analysis of the principal strengths, weaknesses, opportunities and threats of 

the Drink Less programme and its subsequent exploitation (see appendix 8). 
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5. Discussion and conclusions  

5.1. General assessment  

Tackling alcohol represents a challenge for the healthcare system. Changes are not produced quickly; on the 

contrary, they occur slowly and with continued work and the active involvement of primary healthcare 

professionals, paying special attention to the inclusion and participation of nursing professionals. 

Primary healthcare professionals are of key importance but we have to offer training, support, provide tools 

and improvements in records and give adequate incentives so that they can implement BI systematically, and 

give recognition and accreditation to the figure of the referent. 

It is essential to homogenize the criteria for intervention in the framework of a strategy of health promotion in 

relation to alcohol in order to have an impact on the population and achieve a change in the attitudes of the 

professionals. 

It is also necessary to strengthen the community aspects and promote the programme in other entities, and 

thus produce synergies between different professionals with the common objective of carrying out prevention 

and intervention in risky alcohol consumption. 

Thanks to the implementation of the Drink Less programme in Catalonia, screening and brief intervention in 

alcohol have improved considerably in primary healthcare centres. This is partly due to the fact that primary 

professionals are increasingly aware that alcohol is the cause of many of the pathologies that they see in their 

daily consultancies every day. 

However, we currently find ourselves facing a severe socioeconomic crisis which has meant that primary 

professionals have more and more patients to attend, less time per consultation, fewer economic incentives 

and all of this within a context of demotivation. 

Secondary to this fact, the Drink Less programme may be affected since professionals do not wish to 

participate in it due to a lack of motivation. And it is on this point that an effort needs to be made to try to 

improve motivation with new strategies for the future in order to maintain its sustainability in time. 

Key Lessons 

Success factors and/or barriers to success 

The implementation of the Drink Less programme in the primary healthcare consultation has contributed to an 

improvement in the screening and brief interventions rates for patients who are risky drinkers, as well as the 

knowledge and skills of the professional. Secondarily, there has been an increase in the confidence (security 

and committment) to treat patients with alcohol-related problems. Finally it has contributed to an 

improvement in the coordination and referral pathway between PHC and addiction specialist centers.  

However, professionals have encountered barriers to the implementation of the programme in the 

consultation, mainly as a consequence of the lack of time and the fact that the majority of the patients with 

never consult for alcohol problems. Nevertheless, we must bear in mind that some of the referents believe that 
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they have not encountered any barriers to implement it since alcohol has to be treated as just one more 

chronic pathology. 

 

Good practice and policy lessons 

Implementation of SBI in PHC has to be strenghtenend by prioritizing alcohol in the agenda of all the PHC 

providers, providing enough time, incentives and recognizion for these activities (both at professional and at 

center level) and also tools to integrate them in the daily consultation (clear alcohol guideline and simple tools 

integrated in the medical records). Importantly, the implementation of SBI has to be accompanied by other 

efective alcohol policies such as raising awareness campaings.  

 

Transferability 

In this evaluation process we would have liked to have had participation from diverse professionals with 

different perspectives and opinions about the sustainability of the programme. In the end, however, it was 

decided to invite only a group representative of the referents of the programme and members of the technical 

committee, and therefore professionals who are deeply involved in the programme itself. Nevertheless, of the 

33 people who were invited, 6 did not participate in any of the three actions proposed. For this reason, we 

consider that the results obtained may to some extent be extrapolated to the rest of the referents of the 

programme but not to the totality of primary healthcare professionals. 

5.3. Limitations 

Sample, instruments, quality of data, process 

 Sample: limited sample (13 survey responses, 6 telephone interviews and 9 SWOT questionnaires) 
might result in limited representativeness of data.   

 Methods: SWOT methodology was difficult to follow for some of the participants and took too long. 
Both factors might have influenced the low response rate and completion of the templates by 
participants. Only 13 out of 33 finalized the process. Also the electronic survey did not encourage 
elaborated responses to the questions.  

 Data analysis: Information coming from survey and interviews were analysed manually without 
assistance of any software. This might have resulted in incorrect quantification and codification of 
some of the issues raised.  
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5.4. Recommendations 

Relating to setting 

1. Organizational changes:  

 Increase the time of each patient’s visit in order to perform better screening and brief 

intervention. 

 Reduce the patients quota (maximum of 25 patients per day).  

 Improve the referall pathway circuit to reduce the waiting list to less than a week.  

 Economic incentives, not in MBO format but with courses or continuous training. 

2. Estructural changes at center level:  

 Improve the alcohol register at the medical records 

3. Professional changes:  

 Give value to the figure of the alcohol referent in primary healthcare. Treat them as 

experts. 

 Continuous training for all professionals in the centre on matters related to alcohol. 

 

Relating to future developments 

1. Development of an alcohol clinical guideline and supportive materials (alcohol register in medical 

records) for the consultation 

2. Increase opportunities to referents to participate in future research projects.  

3. Explore better communication tools between the referents and the centers with the coordination 

team (platform, hotline, e-mail, etc) in order to monitor better the implementation and provide 

helpful feedback to professionals 

4. Expand the on-line accredited courses in order to facilitate training  

 

For policy makers, project implementers 

1. Prioritize alcohol among the most important risk factors. 

2. Give more visibility of the project and its achievement 

3. Promote raising awareness campaings that informs of the risks of alcohol consumption and 

provide to the population enough resources to resolve doubts about their consumption. 

4. Promote the involvement of many other actors (hospitals, emergencies) and sectors (social 

services, workplace, etc) in the prevention of alcohol problems 
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7. Appendices.  

Members of the working team 

 

Country: Catalonia   Setting: Primary Health Care 

Date of creation: 31
st

 January 2014 

 

Name and 
Last Name 

Institution Email Profile  Role description 

Joan Colom i 
Farran 

Program on Substance 
Abuse. Public Health 
Agency of Catalonia of the 
Department of Health.  

Joan.colom@gencat.cat Subdirector general 
de 
drogodependències 
(SGD) 

Project management   

Lidia Segura Program on Substance 
Abuse. Public Health 
Agency of Catalonia of the 
Department of Health. 

lidia.segura@gencat.cat Alcohol and 
International project 
coordinator . 
Program on 
Substance Abuse.  

Coordination and 
Supervision. Field 
work. Interviews. 
Final report 
elaboration.   

Estela Diaz Program on Substance 
Abuse. Public Health 
Agency of Catalonia of the 
Department of Health. 

beveumenys.salut@genc
at.cat 

Beveu menys 
coordinator  

Data colletion and 
analysis, evaluation 
and preparation of 
partial reports 

Begoña Baena CAP 

 

 Advisor on PHC Data colletion and 
analysis, evaluation 
and preparation of 
partial reports 

Eva Moreno SGD. ASPCAT. 
Departament de Salut 

eva.moreno@gencat.cat  Administration Administrative 
support 

Xavier Cañadell External support xcanadell@gmail.com Web designer and 
layout editor 

Development of 
online survey 

Tom Dumont External support  Translator Translation into 
English and edition of 
documents.  
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List of invited participants   

id Setting Profession E-mail Address Survey Interview DAFO

   1   PHC General Practitioner   ralcolea@gencat.cat CAP Besòs NOT NOT NOT

   2   PHC General Practitioner amaltaba@gmail.com CAP St. Roc NOT YES NOT

   3   PHC General Practitioner josepauba@gmail.com CAP Ronda Prim YES NOT YES

   4   PHC General Practitioner bbaenatamargo@hotmail.com CUAP Horta/ASPC YES NOT YES

   5   PHC General Practitioner nbastida.bcn.ics@gencat.cat; CAP Dr. Lluís Sayé YES NOT YES

   6   PHC Nurse obohera.mn.ics@gencat.cat CAP Dr. Robert, 

Badalona YES NOT YES

   7   PHC General Practitioner xcantano.bn.ics@gencat.cat  CAP Pineda de Mar NOT YES NOT

   8   ASPC Subdirecció General 

Drogodependències
joan.colom@gencat.cat ASPC NOT NOT YES

   9   PHC Nurse mdaura@ambitcp.catsalut.net ;  

dolorsdaura@gmail.com ; 

ABS St. Sadurní 

d´Anoia NOT NOT NOT

 10   ASPC Nurse estela.diaz@gencat.cat ASPC YES NOT YES

 11   PHC General Practitioner durane2@gmail.com; CAP Passeig de 

Maragall NOT NOT YES

 12   PHC General Practitioner aduran2003@hotmail.com; ABS Valls urbà YES NOT NOT

 13   PHC Nurse aespinalt@cst.cat CAP Terrassa Est NOT NOT NOT

 14   PHC General Practitioner 24470rfc@comb.cat ABS El Prat de 

Llobregat 2 YES NOT YES

 15   
Fundació 

Clínic
Psiquiatra tgual@clinic.ub.es Fundació clínic YES NOT YES

 16   PHC General Practitioner rafael.hernandez9@gmail.com 

rafael.hernandez@sanitatintegral.org ; 
CAP Collblanc NOT NOT NOT

 17   PHC Nurse aleidae@hotmail.com; CAP La Sagrera NOT NOT YES

 18   PHC General Practitioner rosajuga@yahoo.es;   

rmjurado@cst.cat 
CAP Terrassa Est YES NOT NOT

 19   CAMFiC General Practitioner jlozano@camfic.org  CAMFiC NOT NOT YES

 20   PHC Nurse cmarquilles@hotmail.com ; ABS Lleida 6, 

Bordeta-Magraners NOT YES NOT

 21   PHC Nurse rmiralles.girona.ics@gencat.cat; CAP Vilafant NOT NOT NOT

 22   ASPC Tècnic Salut pública jorgepalaciov@gmail.com ASPC YES NOT YES

 23   PHC General Practitioner begonaperezolano@yahoo.es ABS Sta. Coloma de 

Farners NOT YES NOT

 24   PHC General Practitioner jmperez.cp.ics@gencat.cat CAP Florida YES NOT NOT

 25   PHC General Practitioner gpizarro.bnm.ics@gencat.cat ;   

26919gpr@comb.cat ; 
CAP Llefià NOT NOT NOT

 26   PHC General Practitioner rmramirez@cst.cat CAP Terrassa Est NOT NOT YES

 27   PHC General Practitioner ruano-m@telefonica.net CAP Cassà de la 

Selva NOT NOT NOT

 28   PHC nurse rimigualada@gmail.com  CAP Caldes de 

Malavella YES NOT YES

 29   PHC General Practitioner mariasantamans@wanadoo.es; 

msantamans@ambitcp.catsalut.net 
CAP Florida YES NOT YES

 30   PHC nurse msarasa@xarxatecla.cat; CAP Baix Penedès 

Interior-Arboç NOT YES NOT

 31   PHC General Practitioner ssarret@ambitcp.catsalut.net; CAP Sta. Eulàlia Sud NOT NOT NOT

 32   ASPC Psicologa lidia.segura@gencat.cat ASPC NOT NOT YES

 33   PHC General Practitioner curgeles.lleida.ics@gencat.cat; ABS Lleida 6, 

Bordeta-Magraners NOT YES NOT  
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 Carta invitació DAFO 

 

Benvolguts/des, 

 

Com ja sabeu, fa temps que treballem en el programa Beveu menys i, gràcies a la tasca de totes les persones 

que hi col·laboreu, disposem d’una potent xarxa de referents. Al llarg d’aquests anys hem aconseguit que 

esdevingui un programa prioritari per al Departament de Salut i que actualment formi part de les accions del 

Pla de salut de Catalunya, 2011-2015.  

Però, tot i els avenços obtinguts, diversos factors, com la gran mobilitat de professionals o la pressió 

assistencial, entre d’altres, obliguen a adaptar constantment el programa. Per aquest motiu, voldríem comptar 

amb vosaltres per reflexionar plegats sobre on volem arribar, quines debilitats o fortaleses tenim, o quins són 

els punts a millorar. 

Amb l’objectiu de recollir tots els vostres punts de vista hem organitzat una reunió de treball que tindrà lloc 

el proper dijous 20 de febrer, a les 09:30, a l’Agència de Salut Pública (C/Roc Boronat 81-95, aula 3, planta 1). 

Les persones que hi esteu convocades sou professionals de Primària, membres del grup d’alcohol de la CAMFiC 

i referents del Beveu Menys. 

Us agrairia que confirméssiu la vostra assistència a l’adreça de correu: beveumenys.salut@gencat.cat  

 

Cordialment, 

 joan 

 

Joan Colom Farran 

Subdirector general de Drogodependències 

Edifici Salvany 

Roc Boronat, 81-95 | 08005 Barcelona | Tel. 93 551 35 88 

joan.colom@gencat.cat | http://drogues.gencat.cat |  

http://salutpublica.gencat.cat | www.gencat.cat/salut 
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../../../../../Users/Usuario/Downloads/montserrat.rodriguez@gencat.cat
http://drogues.gencat.cat/
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Survey  

Avaluació del Programa Beveu Menys 

Instruccions 

Com saps estem avaluant el programa Beveu Menys i plantejant-nos les accions a dur a terme per tal de 

consolidar la seva implementació i garantir-ne la seva sostenibilitat en els propers anys. Per fer-ho us hem 

convocat a una reunió en què abordarem aquest tema fent ús de la metodologia DAFO. Prèviament al dia 20, 

però t’agrairíem ens contestessis a les 6 preguntes següents per escrit, individualment i amb la màxima 

elaboració possible. Només hi has de dedicar un màxim de 20 minuts i recorda que ho hem de tenir abans de la 

reunió per tal de tenir una visió més individual. Aquestes preguntes han estat desenvolupades en el context del 

projecte BISTAIRS, en què Catalunya participa entre d’altres, promovent aquesta avaluació del Beveu Menys a 

l’atenció primària.  

Qüestionari 

Any d’inici relació amb el programa Beveu Menys: ______ 

Rol en el programa:   

____ Coordinació (Subdirecció General, Hospital Clínic, etc.).   

____ Expert Alcohol/CAMFIC 

____ Referent programa 

____ Altres 

1. Explica’ns, des del teu punt de vista, quins han estat els principals èxits (per la consulta, pels 

professionals i pels pacients)  assolits en la implementació del programa “Beveu Menys” a l’atenció 

primària?  

2. Quines són les oportunitats (allò que apareix només a conseqüència de) que creus que se’n deriven de 

la seva implementació?  

3. Digues si us plau quines han estat les principals dificultats o barreres (a nivell de la consulta, a nivell de 

l’atenció primària, a nivell del proveïdor) que t’has trobat a l’hora d’implementar el programa en la 

consulta.  

4. Explica’ns si us plau com vas poder superar les dificultats, què et va ajudar més i quines facilitats t’has 

trobat durant tot el procés.  

5. Elabora si us plau quines estratègies s’han de posar en marxa (a nivell de coordinació de la subdirecció 

general, del departament de salut, dels proveïdors, de l’AP, i dels professionals mateixos) per tal 

d’aconseguir que el programa s’integri i es faci servir en la consulta habitual de l’atenció primària i es 

pugui sostenir  al llarg dels anys?  

6. Parla’ns de com t’imagines el programa d’aquí 5 anys 

Recorda d’enviar-nos el qüestionari respost a beveumenys.salut@gencat.cat 

abans del dijous 20 de febrer a les 9h. 

Gràcies per la teva col·laboració! 
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Llistat de participants que ha contestat l’enquesta 

 

id Setting
Profession

E-mail
Address

    3   PHC General Practitioner josepauba@gmail.com
CAP 

Ronda 

    4   PHC General Practitioner bbaenatamargo@hotmail.com
CUAP 

Horta/ASP

    5   PHC General Practitioner nbastida.bcn.ics@gencat.cat; 
CAP Dr. 

Lluís Sayé

    6   PHC Nurse obohera.mn.ics@gencat.cat
CAP Dr. 

Robert, 

  10   
ASPC Nurse estela.diaz@gencat.cat ASPC

  12   
PHC General Practitioner aduran2003@hotmail.com; 

ABS Valls 

urbà

  14   
PHC General Practitioner 24470rfc@comb.cat

ABS El 

Prat de 

  15   
Fundació 

Clínic
Psiquiatra tgual@clinic.ub.es

Fundació 

clínic

  18   PHC General Practitioner
rosajuga@yahoo.es;   

rmjurado@cst.cat 

CAP 

Terrassa 

  22   ASPC Tècnic Salut pública jorgepalaciov@gmail.com ASPC

  24   PHC General Practitioner jmperez.cp.ics@gencat.cat
CAP 

Florida

  28   
PHC nurse rimigualada@gmail.com

 CAP 

Caldes de 

  29   
PHC General Practitioner

mariasantamans@wanadoo.es; 

msantamans@ambitcp.catsalut.n

CAP 

Florida  

 

Llistat de participants que han fet l’entrevista telefònica 

 

id Setting Profession E-mail Address

                                     2   PHC General Practitioner amaltaba@gmail.com CAP St. Roc

                                     7   PHC General Practitioner xcantano.bn.ics@gencat.cat  CAP Pineda de Mar

                                   20   PHC Nurse cmarquilles@hotmail.com ; 
ABS Lleida 6, Bordeta-

Magraners

                                   23   PHC General Practitioner begonaperezolano@yahoo.es 
ABS Sta. Coloma de 

Farners

                                   30   PHC nurse msarasa@xarxatecla.cat;
CAP Baix Penedès 

Interior-Arboç

                                   33   PHC General Practitioner curgeles.lleida.ics@gencat.cat;
ABS Lleida 6, Bordeta-

Magraners  
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Assistents reunió DAFO 

id Setting
Profession

E-mail
Address

    3   PHC General Practitioner josepauba@gmail.com CAP Ronda Prim

    4   PHC General Practitioner bbaenatamargo@hotmail.com CUAP Horta/ASPC

    5   
PHC General Practitioner nbastida.bcn.ics@gencat.cat; CAP Dr. Lluís Sayé

    6   
PHC Nurse obohera.mn.ics@gencat.cat

CAP Dr. Robert, 

Badalona

    8   ASPC
Subdirecció General 

Drogodependències
joan.colom@gencat.cat ASPC

  10   ASPC Nurse estela.diaz@gencat.cat ASPC

  11   PHC General Practitioner durane2@gmail.com;
CAP Passeig de 

Maragall

  14   
PHC General Practitioner 24470rfc@comb.cat

ABS El Prat de 

Llobregat 2

  15   Fundació Clínic Psiquiatra tgual@clinic.ub.es Fundació clínic

  17   PHC Nurse aleidae@hotmail.com; CAP La Sagrera

  19   CAMFiC General Practitioner jlozano@camfic.org  CAMFiC

  22   
ASPC Tècnic Salut pública jorgepalaciov@gmail.com ASPC

  26   PHC General Practitioner rmramirez@cst.cat CAP Terrassa Est

  28   PHC nurse rimigualada@gmail.com
 CAP Caldes de 

Malavella

  29   PHC General Practitioner
mariasantamans@wanadoo.es; 

msantamans@ambitcp.catsalut.net 
CAP Florida

  32   
ASPC psicologa lidia.segura@gencat.cat ASPC

 

 

SWOT priorization 
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OPORTUNIDADES F1 F2 F3 F4 F5 F6 F7 F8 D1 D2 D3 D4 D5 D6 D7 D8 D9

AP no está sola O1 9 8 9 9 9 8 8 9 69 7 7 7 8 8 4 9 6 8 64

Evidencia científica O2 9 9 5 5 6 6 5 5 50 9 5 4 7 4 7 6 9 6 57

Política aceptada O3 7 7 5 9 8 8 8 6 58 8 9 3 7 7 5 7 7 4 57

Ambito salud O4 8 8 4 6 9 7 9 9 60 9 5 5 5 6 4 6 8 5 53

Factor de riesgo relevante O5 9 9 8 5 8 6 9 6 60 8 7 5 6 9 5 6 7 5 58

Potencia aspectos preventivos O6 9 8 7 6 6 6 7 2 51 9 9 6 5 9 3 5 7 5 58

TIC O7 9 4 9 6 6 6 7 7 54 9 5 2 4 5 3 4 4 6 42

Reacción social positiva O8 8 5 1 6 8 5 5 3 41 8 3 2 4 4 3 4 4 4 36

Recursos investigación europea O9 6 7 6 5 7 6 6 3 46 6 4 2 5 6 7 2 4 3 39

TOTAL 74 65 54 57 67 68 64 50 489 73 54 36 51 58 41 49 56 46 464

AMENAZAS
Crisis A1 9 5 6 5 5 6 8 7 51 8 9 8 4 8 9 9 6 6 67

Tiempo de los prof. A2 9 5 9 4 6 4 6 6 49 8 6 8 5 5 9 9 9 9 68

Publicidad A3 2 4 3 3 3 5 2 3 25 4 3 0 5 1 2 1 2 1 19

Aceptación social del consumo A4 5 4 1 4 6 5 5 4 34 8 5 2 8 5 4 5 2 2 41

Grupo de presión de la industria del alcohol A5 3 5 2 6 3 4 1 3 27 5 4 1 4 3 4 2 3 4 30

Programa informatico dificultoso A6 6 8 8 6 6 3 6 3 46 7 4 1 3 4 2 3 1 3 28

Poca implicación de los políticos A7 3 3 2 7 5 5 5 2 32 8 5 4 7 3 5 4 4 4 44

Poca importancia en el ambito salud A8 6 7 5 5 8 6 7 5 49 6 7 4 8 6 7 8 6 6 58

Rigidez, burocracia del sistema para los cambios A9 6 6 7 6 6 7 7 6 51 7 6 5 3 7 6 7 5 7 53

Poco interés en la comunidad científica A10 5 5 4 6 6 4 4 6 40 8 6 4 6 5 7 6 5 5 52

TOTAL 54 52 47 52 54 49 51 45 404 69 55 37 53 47 55 54 43 47 460  


