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Abbreviations 
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OHS  Occupational Health Services 

OM  Occupational Medicine 

PHC  Primary Health Care 

SBI  Screening and Brief Intervention 

ScS  Social Services 

SICAD  Serviço de Intervenção nos Comportamentos Aditivos e nas Dependências (General-Directorate for 
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1. Introduction 
The Portuguese National Health Care Service context 

The Portuguese National Health Service (SNS – Serviço Nacional de Saúde) was created in 1979, thus marking the 

"birth" of a national health care system, which ensured a free access, universal and comprehensive health care. There 

are also National Health Programs for health determinants. Nevertheless, most workers do not visit their family 

doctors. 

The Portuguese Occupational Health Services (OHS) context 

With the transposition into Portuguese law of Directive 89/391/EEC Council of June 12th, by the Decree-Law 441/91 of 

November 14th, which approved the promotion principles of Safety, Hygiene and Occupational Health (S&OH), the 

paradigm has changed, claiming the universality of S&OHS and the primacy of prevention. All public and private 

employers “must ensure the workers’ safety and health conditions in all aspects of their work” and “must organize 

the Safety and Occupational Health Services (S&OHS)” (Law 3/2014 of January 28th). The responsibility for the 

payment of these services relies solely on the employers. 

In Portugal, almost every company and worker has their Occupational Health Services, even the micro (under 10 

workers), small and medium enterprises. 

OHS can include not only occupational health physicians, but also occupational health nurses, psychologists, 

ergonomists and other professionals comprising a multidisciplinary team. 

Occupational Medicine (OM) provides for workers' health surveillance in order to precociously identify uncontrolled 

work risk factors and prevent occupational diseases. This health surveillance is done both at the time of admission and 

periodically (every two years, or yearly when the worker is over 50 years old or has high risk activities). Also, workers 

have free access to occasional consultations whenever they identify an Occupational Health problem, without 

having to fill any form or give employers any clinical information. 

These aspects are important when you consider that some other European countries do not provide workers' health 

surveillance through periodical Occupational Medicine consultations. 

Therefore, Portuguese Occupational Medicine has a close and periodic contact with workers, allowing good 

opportunities for intervention. 

Among other objectives, this study aims at exploring the feasibility/acceptability of testing SBI in the Workplace (WP) 

setting, in Portugal. 
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2. Developing the field test strategy 

2.1. Field test management  

Cristina Ribeiro (Portugal BISTAIRS Coordination) and Jorge Barroso Dias (WP expert, interviews and 

reports) managed the project. It involved constant exchange of information to ensure appropriate strategy 

and coordination for Portugal BISTAIRS Project - WP setting. This was achieved through meetings, phone 

contacts and e-mail. 

2.2. Field test engagement  

Selection and invitation of participants 

Participants were policy makers and research experts in the health area with experience in Prevention 

Programs for Alcohol-related Problems in the Workplace, as well as representatives of different 

professional organizations (occupational health physicians and psychologists). 

All professionals were selected by convenience, based on their previous work experience with alcohol-

related problems. The selection process was initiated with the identification of key organizations by the 

research team, attending to their interest in participating in the study and with availability for the 

scheduled timeframe of the field test research. 

Later, the listed organizations were presented to the steering group of the project at a meeting and 

consensually approved. 

2.3. Implementing the field test  

After the Field Test Strategy for the WP setting (Methods: Structured interviews) was laid out, the selected 

institutions, organizations and other stakeholders were then contacted with a working plan proposition for 

immediate application, and the process followed was sequential, in the way that, when one institution was 

not available to participate, another institution was invited. 

Afterwards, in each institution, several representatives of distinct hierarchical levels, from a perspective 

top-to-bottom, were invited to take part in the evaluation process in order to assure data variability. 
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 Figure 1: Conceptual Map 

 

 

 

 

 

 

 

 

 

 

 

 

Aims: Evaluation and implementation of a Brief Intervention to Reduce Alcohol Consumption in Relevant Settings 
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Systematic review of primary literature regarding the effectiveness of Brief Interventions in Primary Health Care, Emergency Care, Social Services and Workplace 

 

Need for: 
1) Well designed, high-quality studies in PHC and non-
medical settings  
2) Analysis of specific patient and age groups 
3) Identification of ‘active’ factors of Brief 
Interventions 
4) Definition of an optimum frequency for the 
application of Brief Intervention in order to maintain 
longer-term effectiveness 

Conclusions: 

 Equivocal results on effectiveness 

 Large heterogeneity regarding included populations, 
outcome measures and intervention intensity 

 

Primary Health Care (PHC) 

Brief Intervention seems effective 
in reducing harmful (non-
dependent) drinking 

Workplace (WP) and  

Social Services (ScS) 

 

Equivocal evidence and 
insufficient studies with no 
definite conclusions on the 
effectiveness of Brief Intervention  

Emergency Care (EC) 

Lack of robust effects of Brief 
Intervention on drinking level, although 
some improvement was observed on 
specific subgroups 
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3. Evaluating the field test 

3.1. Methods 

Rationale and uses of the Content Analysis of Semi-Structured Interviews 

Interviews are inherently social encounters, dependent on the local interactional contingencies, in which the speakers draw 

from, and co-construct, broader social norms. They are versions, rather than direct reports of attitudes or perceptions of 

the respondents1. 

In qualitative healthcare research, interviews are one of the most common methods used for data collection. The purpose 

is to explore the views, experiences, beliefs and/or motivations of individuals on specific matters. The semi-structured 

format, in particular, which consists of several key questions that help to define the areas to be explored, but allows the 

interviewer or interviewee to diverge in order to pursue an idea or response in more detail, provides participants with some 

guidance on what to talk about. The flexibility of this approach enables the discovery or elaboration of information which is 

important to participants but was not previously been thought of as pertinent by the research team2,3. 

In this sense, the analysis of the produced data from the interviews is found to be highly reliant on and emerges from the 

specific local interactional context which is created in4. In fact, in qualitative research data, analysis is a creative process. As 

the instrument of data analysis, the researcher explores and reflects on the meaning of the data, through a process of 

breaking down, examining, comparing, conceptualizing, and categorizing the available information1. 

There are numerous approaches for analyzing qualitative data such as interviews. Content analysis stands out potentially as 

one important research technique. Since interviews are often not amenable to analysis until the information they convey is 

condensed and made systematically comparable, content analysis offers to be a suitable objective coding scheme for this 

type of data5. 

Content analysis is a method of analyzing written, verbal or visual communication messages within a specific context in 

view of the meanings someone – a group or a culture – attributes to them6,7. As a research method, it is a systematic and 

objective mean of describing and quantifying phenomena7. It is also known as a method of analyzing communication 

content as it allows the researcher to test theoretical issues to enhance understanding of the data. Through content 

analysis, it is possible to distil words into fewer content related categories. It is assumed that when classified into the same 

categories, words, phrases and the like share a common meaning8. 

In this respect, in the area of the current research, the treatment of alcohol use disorders, evidence from qualitative data 

such as the one discussed above will provide explanations for why screening and brief interventions may or may not be 

effective in different settings since implementation requires adequate support in terms of training and resources. In fact, 



                                                                             

9 

the context of the discussion is important for patient acceptability and providers need to be aware of the signs of alcohol 

misuse and which individuals to approach without stereotyping ‘at-risk’ groups9. 

DATA COLLECTION 

The interviews were carried out individually in the District of Lisbon, between February and May 2014. Participants 

answered separately to a face-to-face semi-structured interview. The interview was audio recorded and the researcher 

later integrally transcribed the verbal communication. Then, the researcher summarized all the information and 

reorganized it in specific themes according to the ones defined in the script that guided the interview. Hence, the final data 

already resulted from a summarizing process of the interviewer along the data transcription and subsequent organization. 

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

Strategy manual of the project. 

ETHICAL CONSIDERATIONS 

All participants gave verbal consent to participate in the study and in agreement with the informal pro forma 

sheet (Appendix 4 of Field Test Strategy). During the transcription process, anonymisation was assured by using 

unique code numbers for each participant. Likewise, information that could be used for identification of 

participants (e.g., work/organization affiliation) was omitted. 

3.2. Instruments 

The script of the interview (Appendix 6.1 of Field Test Strategy) consisted of 7 dimensions: 

 Awareness; 

 Knowledge; 

 Attitudes; 

 Current alcohol prevention and treatment activity; 

 Identify contextual and setting barriers/facilitators to Screening and Brief Intervention (SBI) implementation; 

 Identify and map available services for SBI including specialist services and referral routes; 

 Identify needs, opportunities, priority areas and funding streams for further SBI research.  

3.3. Analysis  

The systematic examination of the field data was carried out throughout the application of an objective coding scheme 

technique, the content analysis. It followed a grounded theory methodology with Charmaz’s open coding strategy10,11 
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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 alone11,12. 
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4. Results Achieved  

4.1. Project Outputs 

The study was performed with policy makers and research experts in the health area, as well as with 

representatives of distinct professional organizations (occupational health physicians and psychologists) from six 

different institutions. Only one of the initially invited institutions was not available to participate during the data 

collection process. Subsequently, another institution was invited and agreed to participate. Five of the 

participant institutions were from Lisbon and one was from Coimbra. The opinions expressed by the researchers 

and policy makers were related to the national reality. The health professionals’ conveyed opinions reflected 

mainly their local reality but also the national reality. 

Two research experts (R1 and R2), two policy makers (PM1 and PM2), three occupational health physicians (WHP1, WHP2 

and WHP3) and three psychologists (P1, P2 and P3) participated in the study. Three of them were female and seven were 

male. 

CONCEPTUAL MAPPING OF DIMENSIONS & CATEGORIES 

Overall, 8 dimensions, with correspondent categories and sub-categories, emerged from the content analysis. Figures 2 and 

3 illustrate the identified barriers and facilitators. 
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Figure 2: Identified barriers  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Screening Brief Intervention (SBI) Implementation (ordered by frequency out of 10 participants) 

Organizational barriers  

 SBI is not a priority for the companies (8) 
 Hierarchical organization hinders any endeavour to implement SBI (3) 
 Resistance to implement SBI (2) 
 Oc. Medicine has scarce possibilities to treat problematic alcohol cases (1) 
 Inexistence of structured approaches (1) 
 SBI is not part of the organizational culture (1) 

 

Contextual barriers  

 Lack of resources: human, supporting materials and others (20) 
 Lack of financial resources (12) 
 Disinvestment of prevention activities (6) 
 Ineffectiveness of substitution treatments (2) 
 Lack of evidence for the Portuguese reality (2) 
 Research studies influenced by alcohol producers (2) 
 Cultural promotion of alcohol consumption (2) 
 Lack of structured referral routes (1) 
 Need for a clear articulation between social services and work 

health services (1) 
 Absence of regular meetings where fellow colleges can discuss 

clinical cases (1)  
 Lack of similar experiences or structured teams in comparison with 

other settings (1) 
 Regulation done only with risk groups (1) 
 No defined regulation over the sponsorships of alcoholic beverages 

(1) 
 Lack of dissemination of SBI in Portugal (1) 
 Absence of information inside the company, about the impact of 

alcohol consumption (1)  
 Research too dependent on specialized technicians (1)  
 Devaluation of the attainable results by the scientific and academic 

fields (1) 

Workers’ barriers 

 Lack of motivation to seek treatment (1) 

 Inability to recognize the problem (1) 

 Depreciation of the usefulness of specialized interventions (1) 

 Preference for receiving  treatment outside the workplace (1) 

 Lack of knowledge of the available services (1) 

 Inability to relate working conditions with alcohol consumption (1) 

 Contestation of the new criteria of blood alcohol screening tests for risk 
professions alone, excluding non-risk workers and management (1) 
 

Professional barriers  

 Poor training and lack of knowledge (24) 
 Busy schedule, great amount of work and lack of time (8) 
 Lack of motivation (3)  
 Lack of self-confidence (3) 
 Inability to change behaviours (1) 
 Resistance towards the application of SBI at the WP (1) 
 Lack of experience in dealing with alcohol problems at the WP (1) 

 

BARRIERS TO SBI IMPLEMENTATION 
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Figure 3: Identified facilitators  

 

 

Screening Brief Intervention (SBI) Implementation (ordered by frequency out of 10 participants) 

 

FACILITATORS TO SBI IMPLEMENTATION 

 

Facilitators to overcome professional barriers 
 Provide training for the professionals (11)  
 Assure regular training updates (4) 
 Provide training for the workers (2) 
 Develop multidisciplinary teams (2) 
 Empower professionals with knowledge and information (2) 
 Clarify the professional’s role in the referral routes (2) 
 Ensure continued practice of the professional (1) 
 Develop a structure that allows the physician to intervene at a more global level (1)  
 Elucidate the importance of alcohol-related problems (1) 
 Be aware and perform SBI in under-diagnosed cases (1) 

Facilitators to overcome organizational and contextual barriers 
 Articulate and integrate health programs and services within the institutions (8) 
 Different stakeholders (7) and services (3) working together 
 Change of focal legislation measures (4) 
 Promote wider involvement and interest of all strata of the organizational hierarchy (3) 
 Implementation of early diagnosis procedures (3) 
 Reinforcement of the available human resources (2) 
 Use the SBI regularly in order to transform it into a rule (1)  
 All levels of management(particularly first-level management) as behavioral models particularly concerning alcohol consumption during work time (1) 
 Autonomy of psychology offices to directly and immediately support the workers, in articulation with the work physician (1) 
 Development of specific research about the Portuguese reality in order to have organizational statistical data representative of Portugal (1) 

Facilitators to overcome workers’ barriers 
 Empower all workers (with or without any type of consumption) with knowledge and information (2) 
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4.2. Project Outcomes 

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

from the process of data analysis. Moreover, the available information will also be in quantitative terms, 

being shown in brackets, according to the number of times it was mentioned by the participants (which was 

already presented in a decreasing order in the two preceding Barriers and Facilitators charts). 

1. AWARENESS 

1.1. The alcohol consumption importance 

Alcohol consumption is highly regarded as an important subject for the majority of the participants, since its 

effects influence all strata of Portuguese society. The risks that alcohol consumption poses at the workplace 

(WP) and in certain activity sectors were highlighted by the participants. Alcohol was considered the most 

widely-used psychoactive substance. The alcohol (ab)use, with acute and chronic consequences and 

relapses, is a relevant concern among health professionals and distinct society layers. Hence, alcohol 

consumption at the WP is an important area that requires specific intervention by the Occupational Health 

Services (11). 

“Alcohol is important and covers all strata of Portuguese society, adding to that the risk for others at the 

workplace.” (PM2) 

“Alcohol is important, in general and for the companies, mostly when it involves safety risks for third parties 

and there are target professions in need of special attention.” (WHP1) 

1.2. Alcohol impact 

The importance of alcohol consumption is increased by its impact on several levels at the WP. 

Alcohol has impact in the whole organizational hierarchy (13). Indeed, it is associated with work-related 

accidents, professional diseases, decrease in productivity and absenteeism. And, in some cases, the working 

conditions can even promote alcohol consumption: 

“Working conditions can also promote alcohol consumption, something that is scientifically proven. Being a 

systemic issue, it must be seen as a collective problem of the company and not as an individual problem of 

the worker (which is the guilt perspective).” (R1) 
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“The consequences on productivity/performance are an important concern for the management, although it’s 

also present among the workers.” (PM2) 

“People who already have previous consumptions usually take those consumptions into the workplace. 

Productivity is affected by the consumptions due to the accidents it encompasses and the diseases it causes.” 

(WHP3) 

Note that, according to the interviewees, the aggravation of the weekend binge-drinking phenomena among 

the younger generations, owing to peer group pressure, has not yet been reflected in the working 

environment, as far as occupational health professionals have been able to identify (1). 

The consequences on people’s general state of health are also underlined because of the negative effects it 

encompasses in terms of, for example, damages to the liver and dental hygiene. In addition, professional 

performance and productivity are consequently affected (6): 

“Alcohol has negative effects in health and can generate risks for the individual and for third parties whenever 

it affects performance, productivity and safety. If the blood alcohol content limit is exceeded, the ability to work 

is diminished.” (WHP2) 

“Dental hygiene is an important indicator since high alcohol consumptions lead to personality disruption and 

reduced self-esteem which, in turn, leads to a lack of care with ones’ health and physical appearance (dental 

hygiene included).” (WHP3) 

From a relational and social perspective, alcohol impact is also of great importance. The effects, not yet 

evidence-based, are mainly associated with the professional area the person is working at, cultural level and 

sex, among other factors (5): 

“It disorganizes interpersonal relations and the individual’s task performance.” (PM1)  

“The workers at risk, in the context of alcohol-related problems, have an element of disruptive conflict 

(personal, familiar, professional, and so on) where mental health pathologies accompany the worsening 

process.” (PM1) 

In general terms, though, people mention the impact of alcohol-related problems in society in general but do not 

recognize their own excessive intake or the consequences that come along with this kind of behaviour (5). For that 

reason, their own drinking is usually seen as a normal behaviour (2): 

“Most people are not aware of their alcohol problems. They have a slight perception of the factors/contexts 

responsible for the consumption, but consider that the problem is out of their control.” (PM1) 
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“Portuguese people think that alcohol is just about the beverages with high alcohol content (distilled). So, 

they can drink huge amounts of wine and beer and think that they are not doing alcoholic risk consumptions. 

People don’t know that even beverages with lower alcohol content can have effects, since the individual’s 

susceptibility can have a great influence, too.” (WHP2) 

 

1.3. Professions more affected by alcohol consumption 

In the respondents’ view, there are some professions with increased risk for the development of alcohol consumption 

behaviours (4). Examples of such professions are construction workers and the ones who deal with death. Some 

mentioned causes for these consumptions were the isolation that the workers experience (2) and lack of motivation 

when the job is perceived as a need and not an option (1): 

“Alcohol is important, especially among certain fields of activity and professions. In professions that deal with 

death (people who work in cemeteries, forensic medicine services, and so on), most workers have 

consumptions. Whoever goes to this kind of professions, does it because of socioeconomic issues or lack of 

employment alternatives, alcohol being used as an outlet to deal with the conditions inherent to this kind of 

job. Among construction workers, there are cases of people away from their social and family environment for 

such a long period of time, […] wherein the escape from the isolation factors is done through the social 

interactions with their fellow workers, where alcohol consumption is the common point of union.” (WHP3) 

There are also situations of consumptions in non-risk professions that may go unnoticed for decades (1). And, in other 

cases, workers might not even be aware of the inadequate behaviours occasioned by their alcohol-related problems 

(1). 

 “Although there are some professions apparently more exposed to the risk of alcohol-related problems, there 

are also dramatic situations of workers who, since they are in less monitored professions, have risk 

consumptions that may go unnoticed for decades.” (P2) 

1.4. Alcohol consumption during working time 

There are many workers consuming alcohol during working time, especially at lunch (4) or during night shifts (1). Either 

to elude control over their consumptions or the ban of alcohol in the company’s cafeterias, some workers will chose to 

have lunch outside the company facilities (3). A major factor of alcohol consumption is related to peer-group pressure 

to drink and these social pressure behaviours are also brought into the workplace (2). 

“There are workers who are not addicted, but are excessive consumers in the workplace: they drink when they 

have lunch outside the company facilities, bring individual alcohol units to work and, during night shifts, make 

improvised meals which are accompanied by alcohol […].” (WHP1) 

1.5. Alcohol production 
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Portugal is a country with a long tradition of wine production. Nevertheless, the individual producer is decaying owing 

to the growth of the industrial ones (1). 

Furthermore, it was referred that the wine producers, in general, seem to be more concerned about wine quality 

instead of only quantity, since their real costumers are the moderate regular consumers (1). However, according to the 

alcohol continuum concept, these moderate consumers should be a special target for prevention programs due to their 

risk of developing harmful or hazardous drinking. 

1.6. Alcohol is not a priority 

Policy makers considered that workers, employers and occupational health physicians have not seen alcohol 

consumption as a priority in comparison with other problems (2). 

Most occupational health physicians, for example, are not concerned with alcohol-related problems unless it 

constitutes an issue of primary importance for employers. In fact, most health professionals are not aware of the 

pivotal role that their interventions (SBI) in the area of alcohol-related problems play at the WP (1). 

2. KNOWLEDGE 

2.1. Participants’ professional experience and training in alcohol-related problems  

The interviewed professionals reported having an eclectic background regarding alcohol-related problems, as a result of 

their work experience and previous training. 

Indeed, one researcher indicated that he has training and experience with alcohol-related problems and with 

interventions (SBI) on this matter. One of the policy makers also received specific training, and the other works 

regularly with political institutions. Occupational health physicians mentioned that they do not have specific training in 

the area. 

The lack of training is usually overcome by the professionals through their proactive efforts towards the search, by 

means of various resources (books, communications, papers, sites), for information about alcohol consumption and 

available interventions. One psychologist reported having obtained experience at the WP, without having received 

specific training. 

 

2.2. Alcohol consumption genesis 

Alcohol consumption initiation is, to the extent of some participants’ knowledge, influenced by social and cultural 

context (6). In fact, according to them, social contextual factors are seen as carrying long-lasting effects, as the person 

who does not drink can be viewed negatively by others. However, in some contexts, a person who drinks can instead be 

accused of alcohol abuse and stigmatized (1): 
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“People don’t drink just because they like to do it. They drink because the surrounding environment, because 

society leads them to it, because drinking habits are associated with social behaviour, with ways of looking 

at life and even with religious components (it’s not a fluke that the blood of Christ is represented by wine).” 

(R1) 

“The civil society’s perspective regarding excessive and addictive consumptions is to blame the individual. 

There isn’t a proactive perspective within the health promotion context.” (R1) 

Family factors are also important influences on early consumptions (3), as seen in most situations followed in clinical 

psychology (1): 

“The population with alcohol-related problems that attends the Clinical Psychology Office is mostly comprised 

of blue-collar workers with a family history coincidental with early alcohol consumptions that started in 

adolescence or childhood and within the family.” (P1) 

Another relevant determinant affecting drinking initiation is the quality of the working conditions, something that the 

employers have great difficulty in understanding (2). In addition, the socioeconomic situation of the employee (1) and 

the belief in a therapeutic effect of drinking (1), related to the fact that the person drinks to forget or to deal with 

problems, are also associated factors: 

“There is a combination of family and professional factors that determine a collapse in the resistance to alcohol 

abuse.” (PM1) 

2.3. Types of consumption 

The majority of participants do not have consensual definitions about types of alcohol consumption (8), although some 

structured concepts were mentioned: 

“Addiction should be considered according to DSM criteria, with special focus on the persistent desire to 

consume.” (R2) 

“Harmful alcohol consumption is any consumption by vulnerable groups (pregnant women, people under 18, 

and people with health problems where consumption is advised against) and any consumption above the 

low risk consumption, which is the equivalent of one or two drinks distributed by the main meals and at least 

two days of abstinence during the week. Hazardous consumption is an ambiguous term since it can be 

considered harmful.” (R2) 

Nonetheless, the defined types of consumption are not considered rigid. For example, an occasional consumer can 

evolve gradually until the point of addiction (1). Also, there are differences between isolated consumptions and those 

made in group contexts, the later usually allowing for more effective interventions (1). 
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Furthermore, specific consumptions can be listed, such as excessive drinking on weekends (2) and consequences of 

drinking at the WP (4). 

In this sense, alcohol consumption at the WP is not advisable (1). 

However, despite the broad agreement, one psychologist indicated not knowing the clinical psychologists’ notion, at a 

national level, of an advisable consumption. 

2.4. Treatment of alcohol-related problems 

Overall, in spite of the mentioned experience, there is a significant lack of knowledge in terms of the model of Brief 

Interventions used at the WP (2). In addition, the information that professionals have is mainly empirical, since they do 

not always show a structured understanding regarding some of the consumption-related concepts (1): 

“There is a widespread unawareness regarding the model of Brief Interventions. We only know the 

interventions performed by psychiatrists when treating alcohol addiction.” (PM1) 

Nonetheless, several examples of suitable interventions were pointed out. Psychologists and occupational health 

physicians considered psychological and social support as an essential intervention in the field of alcohol consumption 

(4). Psychologists emphasize, in this regard, the importance of the relationship with the patient, the trust thus 

established, and the patient’s reintegration in society: 

“Many people who suffer from alcohol-related problems don’t have a social support network and need to 

receive continued monitoring by Clinical Psychology and Social Services, namely when they return to the 

environment where the risks of relapse still exist.” (P3) 

The difficulties that professionals face when dealing with alcohol-related problems, partly because of the discussed lack 

of knowledge about available interventions, are often exacerbated by other constraints that emerge in their clinical 

practice. One of those situations is the occurrence of relapses, since, if the treatment is not followed-up, there can be 

setbacks (3), especially if the employees do not return to their usual work: 

“The return to work can have a therapeutic effect in post-treatment recovery, since situations of dismissal or 

unemployment are key facilitators of relapses.” (PM1) 

In order to diminish relapses, specialized interventions are viable alternatives for severe cases (1), with teamwork 

between labour and family settings, and support groups like Alcoholics Anonymous.  

Moreover, it is necessary to identify and treat the less severe cases (1): 

“The detection of less ‘exuberant’ cases (where there is frequently denial and omission of the exhibited 

behaviours) depends upon a strong connection to the workers, with continued care, as well as with 
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articulated communication and teamwork between Occupational Health, Occupational Safety and all levels 

of management.” (WHP1) 

Other difficulties in treatment are the lack of resources, such as accessibility to alcohol treatment units and associated 

costs (1), and the physicians’ difficulties in doing motivational interview and making diagnosis (1). 

“The prevailing approaches are the ones related to the specialized treatment of addiction, where there is 

limited accessibility and difficulties regarding the inherent costs.” (R1) 

In this framework, interventions in alcohol consumption are a controversial theme, and the interviewees did not always 

sustain favourable opinions. However, some considered SBI feasible alternatives to repetitive and mechanized 

interventions (1) that would motivate professionals to apply AUDIT on a daily basis (1). 

Therefore, it is assumed that it is important to maintain a continued intervention at the WP, instead of an occasional 

one as it usually happens (1), so that any problems with alcohol consumption can be detected in due time (1). The 

interventions can be individualized or in groups (1). However, in individual interventions it is easier to detect alcohol-

related problems (1).  

In face of the discussed situation, the evaluation of the interventions’ effectiveness in the WP (both at the collective 

and individual level) can be an important procedure in order to allow for a more adequate response to the alcohol-

related problems (1): 

“The effectiveness of the prevention programs must also be looked at individually since it may depend on many 

other factors: depressions, symptoms of anxiety, psychiatric disturbances, family and financial troubles, 

problems involving divorce, and so on.” (WHP2) 

2.5. Political measures and legislation 

The law is not considered to be clear, especially when it needs to be applied to Occupational Medicine (1).  

In Portugal, alcohol consumption is approached on a similar basis in the WP and in the general population and, even if 

there were recently issued some guidelines for the WP, they are not yet fully developed and implemented. The 

information dissemination strategy places another problem since it is not specific for each setting (7): 

 “In Portugal, there aren’t major differences in terms of approaches to alcohol-related problems in the general 

population and in the work environment, which is strange considering the importance of this problem in every 

country of South Europe.” (R1) 

“The intervention of SICAD has been one of disseminating information, using a correct participation 

methodology regarding the social partners. However, there is a variability of the people who take part in it and 

it is a process of education and self-learning of a restricted group. […] The EURIDICE is a European program 
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focused on the prevention of alcohol consumption at the workplace, in articulation with the labour unions. […] 

Nevertheless, it’s a decontextualized campaign.” (PM1) 

Attending to the Portuguese reality, other issues were raised, namely the need for an early education, for the 

protection of third parties from alcohol-related accidents (2) and for the restriction of any type of alcohol consumption 

by people of younger ages (<18 years old). 

Under those circumstances, the legislation on this matter is not viewed positively. Legislation can be easily 

circumvented when it comes to alcohol-related work accidents and road traffic legislation only focuses on drunken 

driving prohibition (3). As for the new legislation that regulates the accessibility, commerce and consumption of 

alcoholic beverages in public places, it allows for people of younger ages (>16 years old) to drink wine and beer (1), 

situation that could be overcome if the scientific evidences were taken into account: 

“The law doesn’t protect third parties in terms of accidents since there is always a way to avoid the law,  taking 

advantage of the individual rights in order to exonerate the worker who consumes.” (WHP2)  

 “I don’t agree with the new law that regulates the selling and consumption of alcoholic beverages, which 

maintains the access to wine and beer open to minors. The law should take into account scientific evidence that 

clearly supports the delay of any kind of consumption until ages above 18/21. The European countries that 

make that same distinction do it because of cultural issues (Nordic countries, with cold climates), a justification 

that cannot be applied to Portuguese reality.” (R2) 

Although the alcohol consumption has diminished in Portugal, it is still noticeable a high prevalence (1), especially 

among younger age groups (1). Nevertheless, comparatively to other countries in Europe, Portugal has higher rates of 

consumption (1).  

2.6. Alcohol consumption among health professionals 

It was mentioned that patterns of alcohol consumptions among health professionals can influence their approach to 

alcohol-related problems. When a professional drinks, his attitude of tolerance towards the drinking behaviours of his 

patients increases (3): 

“The drinking habits of physicians influence their approach to alcohol-related problems. They become more 

tolerant and don’t value those problems as much. They do the counselling based on scientific knowledge, 

without adopting for themselves the same behaviours.” (PM1) 

Occupational health physicians drink sometimes even during work time because drinking is most of the times seen, 

from a cultural perspective, as a behaviour that propitiates integration (1): 
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“Alcohol consumption is a cross-cutting problem: physicians drink too. Alcohol is an anthropological issue. For 

example, the occupational health physician arrives at the company in the morning to discuss the prevention of 

work-related accidents and professional diseases and is forced to drink a glass of white wine […] to assure his 

integration in the group with which he must communicate.” (R1) 

2.7. Association of alcohol consumption with other behaviours 

Alcohol consumption is associated with eating habits (2), tobacco (2), absenteeism (1), illness (2), family and 

professional problems (1) and other addictions (2). 

It was mentioned that the Occupational Health Physician’s approach to the alcohol consumptions would benefit if they 

were identified in the context of the worker’s eating habits, since moderate to excessive consumptions can be 

associated with eating patterns. This allows for an easier approach to SBI, with greater collaboration and acceptance 

from the worker in the correction of his consumption patterns: 

“Alcohol consumption should be considered as an inherent part of the eating habits, since inadequate eating 

patterns will more likely lead to inadequate patterns of alcohol consumption.” (WHP3) 

3. ATTITUDES 

3.1. Referral routes of workers with alcohol-related problems to other professionals 

When facing a patient with alcohol-related problems, occupational health physicians usually follow specific referral 

procedures, either to other professionals of the Occupational Health team (psychologists, psychiatrists, nurses and 

social services professionals), or directly to the Primary Health Care services (family physicians) and specialized 

treatment centres (6). The referral to the Occupational Health services can also be done by the general physician, by 

the worker himself, by his work colleagues or by the middle and first-level management (1): 

“I approach alcohol consumption in my appointments, using charts of consumption so workers can have a 

notion about the alcohol content they ingest, investigating the type of consumption, using auxiliary medical 

tests to clear out hints of inappropriate consumptions and, whenever possible, I try to refer the cases to 

specialized treatment centres. Empirically, this strategy is effective since people reveal a reduction/suspension 

of the consumptions, a change in their habits…” (WHP3) 

3.2. Health professionals’ attitudes 

The referral to other professionals takes place because many of the health professionals think they do not have the 

needed skills to deal with this type of intervention (2), and that other professionals are more competent to perform it 

(2). Moreover, they do not have a particular interest and often adopt an attitude of avoidance of responsibility 

regarding alcohol consumptions (2). Occupational health physicians can even downplay alcohol-related problems (1), 

unless there is risk for the subject and for others (2): 
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“The sense of responsibility of the occupational health physicians changes a lot. While some have the skills and 

abilities to approach alcohol-related problems, others prefer to refer it to other professionals and still others 

consider that those are problems associated with individual behaviour and lifestyle which are outside the scope 

of Occupational Health.” (PM2) 

In spite of the expressed outlooks, there are professionals who are motivated to help treat these patients (4). They feel 

that alcohol consumption is important and that they have responsibilities in its treatment (4): 

“The subject of alcohol always interested me and I see it as a challenge. I’m not bothered by the fact that a 

person has a drinking problem. I feel the weight of responsibility to help change behaviours.” (WHP3) 

“Psychologists and Social Services professionals feel confident about their interventions in alcohol-related 

problems, perhaps with a bigger commitment and determination on the part of Social Services professionals. 

Clinical Psychology professionals are always available for all sorts of contacts, partnerships and exchanges of 

knowledge.” (P3) 

4. CURRENT ALCOHOL PREVENTION AND TREATMENT ACTIVITIES 

4.1. Situations monitored in companies  

Companies usually have concerns about the most visible and problematic cases (1), but the most frequent situations 

are the ones related to both occasional and regular excessive consumptions (1). Addictions (3) or excessive 

consumptions (identified by alcohol screenings or first-level management) (3) receive a specialized support by clinical 

psychologists (1): 

“The most usual situations are the occasional excessive consumptions, as well as the regular consumptions, 

probably above the blood alcohol content of 0.5 g/l, although in a controlled way and without performance 

disturbances” (PM2) 

To note that, in global terms, workers with alcohol-related problems rarely seek help voluntarily (1). 

Other situations treated by the services at the WP are situations of workers incorrectly referred by occupational health 

physicians to the company’s psychologist because of an unjustified suspicion of addiction (1), such as the ones with 

abnormal laboratorial values. 

4.2. Responses of the companies in face of alcohol-related problems 

As far as alcohol-related problems are concerned, some companies have a direct response to them (4), while others 

decide to refer the identified workers to specialized services (4). 
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Direct responses include the inclusion of a multidisciplinary team composed by occupational and clinical physicians, 

psychologists and psychiatrists at the company facilities (2) and the raising of awareness, with provision of information 

and training (2). 

When the proper answer is the referral, this can be done to an Alcohol Treatment Unit (for example in the Great area of 

Lisbon) or to a Clinical Psychology Office (2). 

4.3. Current programs within the companies 

Inside the companies, there are prevention programs (3) which might include psychological support or informational 

actions and supporting materials (handouts, posters, brochures) (2). 

Companies also have at their disposal two-level programs that comprise prevention and occasional interventions, on 

the one hand, and long term interventions, on the other (1). In both cases, the interventions can take place individually 

or embedded in group sessions (1): 

“At a first level of intervention, there is preventive work and occasional interventions from which we expect to 

have a good result, although, often, we cannot assess it. At a second level of intervention, we consider that the 

work done with the individual with alcohol-related problems is long-term, continuing even after the medical 

discharge (at the end of one year of abstinence). In some cases, we come to the conclusion that the worker 

reassumed the control over his life, but, in other, the situation is left open due to eventual relapses.” (P2) 

4.4. Experts’ evaluation of current programs in the companies 

The existence of prevention programs and the involvement of different professionals are seen as positive aspects (4). In 

terms of information, the most effective interventions are the ones that concern primarily the empowerment of 

physicians who are supported, in parallel, by psychologists, and that can make use of audiovisual resources and graphic 

materials (1). 

However, current programs have some drawbacks worth mentioning, such as the difficulty to make workers aware of 

their behaviours and to accept the proposed treatment (1), their lack of access to the referral routes (1), their difficult 

reinsertion post treatment (1), the lack of funding and incentives (1), the fact that in some companies alcohol screening 

tests are voluntary for some professions with major risks, being a barrier to the continued evaluation of consumptions 

(2).  

One participant considered that the company’s alcohol regulation eases the early diagnosis of comorbidities (1).  

4.5. Reaction of workers to implemented programs in the company 

In general terms, workers tend to accept the programs developed at the WP (4), especially some specific actions that 

encompass screening tests, e-learning and psychological support. Nevertheless, workers with patterns of alcohol 
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consumptions perceive screening as an excuse to hinder their professional/contractual situation (1) and do not 

anticipate any health gains (1): 

“The workers who drink perceive alcohol screening tests as a means to cause problems in their 

professional/contractual situation (to identify those who have a lower productivity, who have bad 

performances or those who have more accidents). Alcohol as a health problem is a secondary concern to these 

drinking workers.” (WHP2) 

 

4.6. Characteristics of interventions in the context of alcohol-related programs 

Overall, it was considered that interventions should gather some distinctive characteristics. First, they should be 

evidence-based (1) because of the proven good results that were already achieved in terms of effectiveness (1) and the 

supporting statistical data available (1). Secondly, these results should be disseminated in a sustainable manner and 

adapted to different contexts (1). 

Interventions should also be continuously implemented (1) and include different stakeholders (2), such as family 

members, friends, as well as work colleagues and other elements from the WP.  

Lastly, these interventions should take into account the interventions in other risk factors at the WP (1). Examples of 

these already mentioned risk factors which might influence alcohol consumption are poor work conditions, isolation 

factors, low motivation, etc. 

4.7. General perspectives on approaching alcohol-related problems  

Approaching alcohol-related problems is a complex matter. Indeed, according to previous studies, alcohol use can be 

seen as a harmful lifestyle (1) or as a professional risk factor with implications for the person or for third parties (1). 

Different models can emphasize environmental and organizational contexts that go beyond the traditional perspective 

which focused only on the individual factors (1), wherein the drinking habit was seen as a personal option of the 

individual. 

Therefore, distinct therapeutic perspectives can be considered in order to achieve an effective treatment (1). 

Notwithstanding, the worker has to give his informed consent for the treatment and it is advisable that the therapies 

are chosen through shared decision making (1). 

Occupational health physicians are essential in company policies regarding alcohol-related problems (1): accessibility of 

alcoholic beverages in the WP, association between alcohol consumption and professional activity and structuring of 

alcohol-related programs. The involvement of physicians can have positive effects because they have a close 

relationship with workers. 



                                                                      

26 

5. BARRIERS TO SBI IMPLEMENTATION 

In their daily practice, health professionals have to deal with a plethora of barriers when screening and treating alcohol-

related problems, whether they are constraints associated with the organization itself, difficulties inherent to the 

profession or the worker, or even context-dependent. 

 

5.1. Organizational barriers 

The conditions of the organizational structure can restrict the possibilities of intervention. Numerous companies have 

other priorities while alcohol-related problems of their workers are neglected (8): 

“There is a hierarchy of importance of the problems that companies and workers face these days which 

hampers the valuing of alcohol-related problems, both at the company and political agenda levels, hindering 

any systematic approach.” (R1) 

Some companies are too small to have proper responses, and others have a hierarchical organization that hinders any 

kind of intervention endeavours (3): 

“Physicians detect alcohol-related problems but their interventions vary since there are organizational factors 

that do not facilitate it: strict, hierarchical companies which hinder the physician’s intervention.” (PM2) 

The possibilities offered to the professional of following problematic workers, although important, are often scarce (1). 

It was mentioned that, when occupational health physicians only examine workers every two years, they do not feel 

the legitimacy to work on their alcohol-related problems. The reality is that they mostly provide continued care in 

median and big companies (1). However, it should be noted that, according to the present legislation and the 

Occupational Health best practice guidelines, all Occupational Health Physicians are supposed to have individual and 

collective strategies for workers and companies regarding important risk factors, namely psychosocial risk factors 

(wherein the alcohol-related problems are included). Occupational Health Physicians are allowed by law to change the 

periodicity of the Occupational Health consultations, according to the monitoring and treatment needs of that 

particular worker. 

Adding to the difficulties felt by the professionals, there is also lack of structured approaches to guide their practice (1). 

Furthermore, SBI is not yet intrinsically part of the organizational culture (1). 

Due to all level of management’s perspectives in face of alcohol abuse, they are often resistant to implementing SBI, 

except in extreme situations of decompensation (2): 
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“The mentalities that favour consumption should be fought despite their historical, political and economic 

reasons. Alcohol-related problems will continue to exist if we do not change our moral behaviour and the 

messages that are communicated.” (P2) 

5.2. Professional barriers 

Professionals who are poorly trained in the area of alcohol-related problems, lack the knowledge on how to intervene 

in specific situations when required. Even when there are specific training programs, professionals are not aware of its 

existence. Owing to this frailty, mentioned several times along the discourses, professionals do not feel prepared to 

take action and sometimes develop resistance to intervene, although knowing that alcohol-related problems are a 

priority. As a consequence, the effectiveness of SBI is affected (24): 

“Occupational health physicians’ knowledge about alcohol-related problems is obtained in their basic training, 

but is insufficient. […] There are constraints to train the middle and first-level management because of their 

lack of availability for training during half a day, as well as their underestimation of these trainings.” (WHP1) 

“There is a deficit of training about alcohol-related problems […] among the occupational health physicians, 

mainly in terms of communication with the worker to establish the right diagnose and of motivational 

interview. (P3) 

“There was a decrease in training and in the development of materials, firstly because of resistances and 

obstacles posed at a superior level and, subsequently, due to a lack of motivation and persistence on the part of 

the professionals of the Clinical Psychology Office.” (P1) 

As explained by one of the respondents, the workplace setting is a neophyte comparing to other settings (e.g., schools, 

colleges, recreational contexts and general society), something that boosts this state of affairs (1). 

The busy schedule, the great amount of work and the lack of time to follow the patients are pointed out as an 

important constraint (8): 

“The occupational health physicians in external Occupation Health Services have little time to contact with the 

workers, being more concerned with the things which are set in the services contract and referring all other 

situations to the National Health System and to the general practitioners.” (PM2) 

The lack of motivation of the professionals is another barrier, although, in this respect, there is a difference between 

physicians and nurses, the later having more availability for direct interventions under the scope of alcohol-related 

problems (3): 

“There is a wider motivation for Brief Interventions among nurses comparing to physicians, who tend to refer 

alcohol-related problems to other professionals/areas: psychiatry, psychology, and nursing.” (WHP1) 
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In a similar way, the poor confidence showed by many professionals proves to be a major barrier, most of the times, 

not exclusively but also because of the insufficient training received (3): 

“Occupational health physicians feel responsible but not confident because they don’t have proper training and 

fear to deal with alcohol-related problems, fear of not knowing how to act properly and of causing damage, 

instead of motivating. Therefore; their interventions are dependent on their personal interest in alcohol-related 

problems.” (WHP1) 

It is also important to mention that there is, on the professionals’ part, little experience in dealing with alcohol-related 

problems in the WP (1). 

5.3. Contextual barriers 

One major barrier refers to the lack of resources at several levels, such as human resources, supporting materials (in 

terms of awareness initiatives with appealing posters and flyers), among others, not only for health professionals but 

also for the workers (20): 

“Overall, we don’t have supporting materials, information, tools, means or financial resources to perform 

organized interventions in alcohol-related problems.” (PM1) 

“There is a lack of human, financial, spatial and time resources.” (R1) 

“When informing or sensitizing the workers, graphic materials are not enough. We need other means of 

communication: internal TV channel, e-mail communications, and information flashes.” (WHP1) 

“The biggest obstacles are related to the amount of work necessary because it’s time-consuming, requiring 

resources, specialized support and a multidisciplinary team. Physicians who lack these resources and articulated 

support have more difficulties/doubts, since they are confronted with higher demands in terms of availability, 

investment and need for more frequent contacts with the workers.” (WHP1) 

A particular constraint is the lack of financial resources (12). In fact, it is considered that there is a generalized lack of 

funding opportunities for research in this area, in addition to the unavailability of financial resources to subsidize the 

intervention in alcohol-related problems. And even the European funding is seen with some reluctance, since the 

opinions are that they are only directed to more developed countries and to specific projects: 

“Occupational health physicians who provide services directly or through an external OHS are conditioned by 

terms of reference wherein certain activities are not considered, even if they are important. […] There is no 

funding or incentives for supporting materials. Even the materials from the institution are rudimentary (non-

professional graphic design). There is a general lack of funding (in public administration, companies and labour 

unions).” (PM2) 
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“At the present moment, there are no funding sources for action research projects in the area of alcohol.” 

(PM1) 

Partly as a result of the prevailing socioeconomic context that imposes other concerns and priorities, there is a 

disinvestment in prevention activities. In fact, there is a reliance on repressive/penalizing measures, instead of an 

emphasis on early education and information. Furthermore, even when there are real prevention efforts, the achieved 

outcomes are not effective (6): 

“The problem of alcohol is dealt with more from a perspective of treating the alcohol addiction and less in 

terms of prophylaxis/education. […] Repression should be a last resource.” (WHP3) 

“Prevention should represent 80% of the developed work, which does not always happen.” (P2) 

Additionally, the referral routes are not rigorous (1), nor the articulation between social services and work health 

services is clearly structured either, a problem that is enhanced by the fact that the social component is not always 

valued among health services (1). Also, there are no regular meetings where fellow colleges can discuss clinical cases, 

such as it happens in other medical specialties (1), and the regulatory authorities only recommend screening 

procedures for risk groups (1). 

Moreover, SBI is not disseminated in Portugal (1) nor this field enjoys from the same experience or structured teams as 

other health areas (1). Finally, there is not a defined regulation over the sponsorships of alcoholic beverages companies 

in sports and academic events that exert a major influence over the teenagers (1). On the other hand, there is the 

promotion, even if implicitly, of alcohol consumption in the companies’ cafeterias with the permission to sell alcoholic 

beverages (1). 

It was also stated that there is a lack of evidence to provide information regarding the Portuguese reality (2). In effect, 

there is only data about the type of consumptions of workers identified in the psychologist’s consultations (1) and no 

information about the impact of alcohol consumption inside the company (1). Furthermore, the existing research is too 

much dependent on specialized technicians (1) and the attainable results are not valued among the scientific and 

academic fields (1). On the other hand, research studies can be influenced by the economic interests held by alcohol 

producers. Pharmaceutical companies can play a major role at this point because of the possibility to produce drugs to 

be used as a means of treatment (1). 

Strategies like educational campaigns also need to be reviewed, since campaigns stimulating consumption are more 

and effective than the ones that are against it (1): 

“Campaigns against consumption (from the regulatory authorities) are poor and practically non-existent, whilst 

the ones that stimulate the consumption (from the alcoholic beverages producers) are a lot better designed and 

effective. In campaigns against excessive consumption, only the major consequences are talked about 
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(accidents, whether it’s traffic accidents or work accidents) and the health damages are never mentioned.” 

(WHP3) 

5.4. Individual’s barriers 

Although less frequently, other barriers were stated in the course of the interviews which are specifically tied to 

patients’ dispositions, such as the lack of motivation to seek treatment (1), their inability to see that they have a 

problem (1), their depreciation of the usefulness of specialized interventions (1), their preference for looking for 

treatment outside the WP (1), sometimes caused by their ignorance of the available health services inside the company 

(1), and the inability to relate their working conditions with alcohol consumption, since this is a systemic issue that must 

be seen as a problem of the company and not of the individual (1). Workers also express that they do not accept the 

new criteria of blood alcohol screening tests for risk professions alone, excluding non-risk workers and management 

(1). 

6. FACILITATORS TO SBI IMPLEMENTATION  

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

difficulties. 

It was identified the need to provide more training on two fronts. On one side, the development of training directed at 

the professionals who intervene in the area of alcohol-related problems (12). On the other, training provided to the 

workers so they can acquire tools that will allow them to deal with alcohol-related problems at work (2): 

“It’s crucial to provide training to the physicians in the area of alcohol-related problems and Brief 

Interventions.” (WHP2) 

“One of the facilitating elements would be a training package that could be applied in different contexts, with a 

standard structure which would allow interventions comprised of discussions and people’s participation.” (P2) 

To ensure this training, it is required that different key actors (7) and services (3) work together. This is already a reality 

which, nonetheless, needs to receive more attention: 

“Occupational health physicians shouldn’t be considered in isolation but as part of an Occupational Health 

teamwork, wherein the occupational nurses should do the same amount of hours. This team should take part in 

the intervention process, possessing the most scientific and technological knowledge possible.” (PM1) 

That is why multidisciplinarity was emphasized (2), as well as the importance of reinforcing the number of available 

human resources (2): 

“The multidisciplinary visits can influence the entire work environment through the in loco interventions.” (P2) 
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“There is a need to reinforce the team of my institution, so it can be possible a wider proactivity and a greater 

ability to respond to the solicitations.” (PM2) 

Nevertheless, an initial training and sensitization is not enough, and a regular update, a procedure that could carry with 

it remarkable benefits, is required (4): 

 “An initial sensitization of the workers is not enough, being necessary regular refreshments.” (WHP1) 

“Sensitization programs are a way to allow people to acquire more knowledge about this Clinical Psychology 

Office and about the possibilities they have of articulating with it in order to explore the resolution of alcohol-

related problems.” (P1) 

It was addressed the need to assure a wider involvement and interest of all strata of the organizational hierarchy (4), 

providing the required knowledge and information to empower and motivate professionals (3) and patients (2): 

“It’s crucial to involve and motivate the workers, the labour unions and companies towards action, as a way to 

pressure the proactivity of the political power so that financial and logistic resources will be provided.” (R1) 

“It’s important to raise awareness in terms of alcohol-related problems through education and information.” 

(P1) 

The requirement to articulate and integrate the health programs and services within the companies is also seen as a 

facilitator (8). For this reason, the clarification of the professional’s role in the referral routes is also mentioned (2): 

“Although the occupational health physician can have a more effective intervention, valuing aspects related to 

mental health and having a general systemic perspective, he needs to clearly know his role within the referral 

routes and what his place in it is.” (R1) 

“The programs regarding alcohol or Occupational Health should be viewed as an element of social support 

inside the company and not as a privilege or benefit that is offered to the worker in a paternalistic way (mainly 

because it is often the company itself that promotes alcohol consumption through stress, for example).” (R1) 

“There would be more results regarding alcohol-related problems if the initiatives came from the base (workers, 

employers) and the driving force shifted from the public administration services to other social forces.” (PM2) 

The implementation of an obligation of early diagnosis not only in addicted workers, but also with healthy ones, or in 

cases of substance abuse is referred as well (3): 

“Alcohol screening tests should be mandatory for all and not just in the cases of severe accidents. Alcohol 

screenings are always positive for the worker, company and occupational health physician. [...] If there is no 
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protocol that establishes the obligation of prevention programs, these will always have a limited effectiveness.” 

(WHP2) 

“Screening tests should be integrated in a more complex process of health education.” (WHP3) 

There were presented some focal measures (4), namely the revision of the companies’ internal alcohol regulation with 

the reduction of the supply of alcoholic beverages at the WP cafeterias and the reduction of the limit of alcohol blood 

content to 0.3g/l: 

“Although it’s a time-consuming process, too bureaucratic and dependent on other people, it’s necessary to 

implement the alcohol regulation again.” (P1) 

Other actions are perceived as facilitators as well, namely the use, on a regular basis, of the SBI in order to transform it 

into a rule and to reach all the actors involved: Occupational Health Services (health professionals), workers, employers, 

labour unions and companies’ human resources (1). In line with the previous suggestion, it was brought up the need to 

implement a General Psychological Service (1) since not all companies have the resources to assure a direct response 

when facing workers with alcohol-related problems. The technical expertise attained by continued practice of the 

professional (1), the need for a structure that would allow the physician to intervene at a more global level (1) and the 

elucidation about the alcohol-related problems’ importance (1), so they can be seen as a problem of the company and 

of the society in general and not only of the individual (1) are additional proposals discussed. Moreover, it is considered 

necessary that middle and first-level management act as behavioural models particularly concerning alcohol 

consumption during work time (1). 

The indiscriminate use of complementary diagnosis exams in the detection of consumptions was questioned. In fact, 

they should be used to reinforce the exploration of the data obtained through the collection of the clinical history and 

examination (1). It is also crucial to be aware and perform SBI in apparently underdiagnosed cases (1). 

Given that the Psychology Office represents one specific answer of some companies to the actual problem, it is stated 

as essential that psychology should gain enough autonomy to support the workers directly and immediately (1). 

Finally, since some organizational statistical data is representative of Portuguese strata, specific research can be 

conducted to draw conclusions about the Portuguese reality in companies, since there is a lack of evidence-based 

studies concerning the WP setting (1).  

7. AVAILABLE SERVICES FOR SBI  

7.1. Available services 

Nowadays, there are several services available for SBI, inside and outside the companies, most of the times organized in 

a referral routes mode (5). The physicians need to know their position in the referral routes (1) which is not always clear 

(1). Inside the companies, the available health services are assumed as a reliable response since they contribute to the 
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diminishment of absenteeism and the increasing of workers’ productivity and quality of life (1). Outside the companies, 

participants stated that there are therapeutic units for alcohol-related problems, such as: Primary Health Care Centres, 

Alcoholic Treatment Units in Lisbon, Coimbra or Porto and the previously called Integrated Responses Centres (now 

integrated in the Regional Administration of Health). There are other available programs in the area of alcohol use, such 

as: the EURÍDICE program, which works with city councils, and SICAD, a regulatory authority on matters of addictive 

behaviours and illegal substance use. 

Overall, the internal and external services are assessed as having good quality and effectiveness in treatment (3), 

although post treatment outcomes remain questionable (1). 

It was conveyed that Alcoholic Treatment Units have constraints due to the fact that they only follow addiction cases 

(1). Moreover, although Primary Health Care could be essential for early and continued diagnosis and intervention, it is 

not yet specialized in addressing alcohol-related problems and has no articulated intervention for the WP setting (1). 

Private treatment units were also considered an option, although they are more expensive (2): 

“However, it is in the context of Primary Health Care (Health Care Centres or Family Health Units) that the early 

or continued diagnosis and intervention should be made, being necessary to decentralize care.” (R2) 

“Primary Health Care is reduced to curative medicine and to the introduction of data on a computer, giving 

little attention to risk behaviours associated with alcohol-related problems.” (PM1) 

7.2. Referral routes 

Participants do not view the referral as a functional process (5), since it lacks articulation (2) and ease of access (1). 

Nonetheless, the articulation between social services and external services and institutions (both public and private) is 

essential (4) to the support and success of the treatment, by securing the worker’s family involvement, financial help 

for needed therapies and general development of social skills: 

“The Social Services of my institution are fundamental as an element of articulation and have a privileged 

ability to act in the field. I know cases where the professionals from the Social Services were essential in the 

articulation with the family to locate absent workers and to motivate their acceptance in terms of support, 

referral and successful treatment.” (P3) 

8. NEEDS, OPPORTUNITIES, PRIORITY AREAS AND FUNDING STREAMS FOR FURTHER SBI RESEARCH 

8.1. Needs 

Intervention studies with a component of research, from an action research perspective, are considered the most 

important studies to undertake in this area (2) which would allow demonstrating the effectiveness of the proposed 

interventions (2). One suggestion to ensure better results is to establish partnerships with the Safety and Health 

services in the WP (1). 
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“In research, the concrete cases and problems should be emphasized, with a good study and intervention 

design, and with a subsequent assessment of that design. This can be done in stages inside the same company 

or, in several cases, gradually compiling data and thus creating a critical mass regarding this matter.” (R1) 

In contrast, observational researches can be limitative (1). Likewise, the research focused on training does not produce 

long-term effects (1), although it might be important to define which professional training is more effective (1): 

“Research focused on training (involving the creation of movies, posters, lectures, websites or digital kiosks 

where the worker can look the information for himself) is a kind of light research. It’s very interesting as a way 

to feed research teams and it can be useful. However, its effectiveness concerning the cessation of 

consumptions among the workers is doubtful.” (R1) 

Universities are considered to be essential in the development of this kind of research (1), especially when entailing 

multidisciplinary teams (1). However it needs to involve workers, labour unions and top management, so that the 

research in this area can be considered a priority. In fact, until now, actions that promote research rely for the most 

part on specialized technicians and institutions (1): 

“Researches in this area should be undertook by multidisciplinary teams since, although there is specialized 

knowledge, there are gaps in terms of sharing the available information.” (P3) 

Most importantly, there are some information needs that studies should take into account:  

- Regarding intervention and prevention programs: to invest in more useful interventions that would provide 
added information about raising awareness and follow up treatment results (3); to know more about the types 
of interventions available for different types of situations (1); to assess if both large and small companies have 
prevention programs with multidisciplinary teams and similar effectiveness (1); to understand why some 
prevention programs are not effective (1); to know if there are qualified professionals implementing SBI in 
their daily practice (1). 

- Related to methodologies: to develop efficient methodologies to be applied in cases of risk behaviours (1) and 
effective tools to implement in specific contexts at the WP (1). 

- Regarding alcohol use: to gather more information concerning consumption’s prevalence and patterns (1), 
factors associated with relapses and alarm signals (1), which limits of alcohol consumption should be allowed 
in the WP setting (1), current indicators of consumption (1), population’s characteristics, incidence and 
prevalence of excessive consumption in sociologic, occupational health and public health approaches (1). 

- And specifically related to excessive consumptions: to provide more effective means to avoid excessive 
consumptions (1); to explore the reasons for excessive and dependent consumptions: genetic, educational, 
psychological, lack of social support, psychosocial risk within the WP setting (harassment, bullying, among 
others) (1).  

 

8.2. Opportunities 
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Although there are numerous needs for further SBI research, there are several chances to develop significant actions, 

some of them already presented at the Facilitators section. SBI would be improved if there was a better articulation 

between professionals and regulatory authorities (1). Additionally, professionals have practical knowledge that could 

complement the theoretical information regulatory authorities hold (1): 

“Technicians who work in the field have a great amount of information thanks to their practical experience. 

Regulatory authorities have a great deal of theoretical knowledge, but little proximity to practical field work. 

There should be a wider articulation between those two opposites, so that interventions’ outcomes could be 

enhanced.” (P1) 

8.3. Priorities 

Two main priorities in terms of SBI research were identified: 

- To enhance knowledge regarding consumption’ prevalence and patterns among the youngsters, which would 
allow more focused and efficient early interventions (1); 

- To develop knowledge about alcohol consumptions in Portugal across different settings (WP included), with 
multidisciplinary approaches, such as the ones rooted in sociology and anthropology. These endeavours would 
ensure dealing with alcohol-related problems in the early stages (1). 

8.4. Funding  

In Portugal, there are scarce funding opportunities to do research in the alcohol consumption area and SBI (3), 

especially at the WP. More often, research studies only take place if governmental agencies, whether national or 

European, consider alcohol-related problems a priority (1). 

Under those circumstances, it is viewed as imperative to put these problems on the political agenda. 
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5. 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 economiesxiii. The report on Work Package 4 of the BISTAIRS project, based on a systematic 

review of primary literature, 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 and 

interpretation to the conclusions drawn before and in-depth information regarding the topic under study. 

In their daily practice, WP professionals face situations of increased risk of alcohol consumption inside and outside the 

company. In fact, there seems to be certain professions particularly vulnerable that require focused responses due to 

the plethora of factors that take part in this matter. Psychological and social support are considered essential 

interventions in the field of alcohol consumption but there is not a standard and articulated response in the WP setting 

to address these questions. The fact is that the law is not clear and needs to be reviewed, especially when applied to 

occupational medicine, a situation that propitiates demotivation among occupational health physicians. This, 

associated with a significant lack of training, experience, motivation and time, among other factors, has major 

consequences such as the reduced number of available interventions specifically directed to alcohol consumption at 

the WP, and the increased situations of referrals of individuals to psychologists, psychiatrists or general physicians due 

to the inability of the occupational health physicians to deal with those circumstances immediately. Indeed, SBI is not 

yet part of the organizational culture, being more often than not dismissed and regarded as an area of secondary 

importance. 

5.2 Key Lessons  

There are some priority areas that require attention. There is clearly a necessity for prevention actions and research 

studies concerning alcohol use. In this particular case, there were identified several focal suggestions for future 

research that could be later included in the health programs, namely in terms of gathering more evidence-based data in 

order to develop efficient and supported health-related measures and policies. Nonetheless, in Portugal, there are no 

funding opportunities for researchers to work in the areas of alcohol consumption or SBI, especially at the WP, being 

crucial that the governmental agencies, at a national and European level, consider alcohol use as a field worthy of 

investment. 

Several barriers to SBI implementation were identified. Some were personal difficulties associated with the WP 

professional himself and others with the workers. Others are owing to the logistic conditions of the WP, the hierarchical 

structure around it and the rather restricted focus placed upon the issue of alcohol consumption which is not yet 

commonly seen as a priority, especially inside the companies.  
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The participants, being active actors in this area, hold convicted opinions in terms of facilitators that would 

promote SBI implementation at the WP. The stated barriers could be overcome, for example, with tailored 

support and training to the professionals who work in this area, which would allow a better performance in 

their daily practice, with better articulation between services and the integration of health programs inside 

the companies, the development of campaigns oriented to inform and empower workers and the revision of 

the regulation of alcohol consumptions. 

These key lessons help to design and develop new research projects concerning the implementation of 

alcohol SBI in Occupational Health Services. 

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 to achieve a broader and more 

detailed understanding of the phenomenon under consideration. In a similar perspective, a wider approach, with the 

inclusion of other professionals from different disciplinary areas, would be of added value, providing deeper and 

enlarged knowledge and insight about the options of implementing SBI in the WP setting. 

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 studies9, can provide a deeper 

insight in terms of barriers and facilitators that could be present in this context. 
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6. Recommendations  

1 – International consensus on SBI concepts 

There are basic differences of concepts about Alcohol consumptions and Screening and Brief Intervention 

among health professionals, but also among different European countries’ national guidelines. 

European national experts should find a consensus accepted and used by all EU members. 

2 – SBI Clinical Guidelines for Portuguese OHS 

Improve the National Clinical Orientations for Alcohol Prevention Programs for Portuguese Occupational 

Health Services (OHS) in order to promote SBI in the workplace. 

Produce SBI Clinical Guidelines for Portuguese Occupational Health Services (taking advantage of the 

experience of the Directorate-General of Health in SBI Clinical Guidelines for PHC). 

2.1 – Screening tools 

2.1.1 – Validate AUDIT-C / AUDIT for Portuguese Occupational Health Services. 

2.1.2 – Recommend a daily basis AUDIT usage in occupational health professionals’ performance (in 
paper form, digital form, eHealth platform or as an application installed on the computer software). 

2.2 – Brief Intervention tools: define specific BI for the workplace 

3 – SBI indicators for OHS 

3.1 – Define performance SBI Indicators for Occupational Health Services statistics. 

3.2 – Implement a national notification statistical system for SBI indicators in OHS (or include it into the 
official Annual Companies’ Report / Relatório Único – Anexo D). 

4 – Alcohol Prevention Programs in the Workplace: SBI dissemination for OHS 

4.1 - Promote a National Alcohol Prevention and SBI Campaign for the workplace. 

4.2 - Produce and disseminate information materials (leaflets, brochures, posters, podcasts, websites, etc.) for 
Alcohol Prevention Programs in the Workplace among Health Professionals, employers and workers  

5 – SBI training for Occupational Health Professionals (physicians, nurses, psychologists and others) 

Training to improve Occupational Health Professionals’ SBI skills in their daily practice. 

5.1 - Training tailored to specific needs for daily performance in SBI that should include posterior update and 
assessment; 

5.2 – Promote teamwork (physicians, nurses, psychologists and others) under a specific Alcohol-related 
Prevention Program for better articulation and effectiveness, which should include regular meetings to assess and 
update SBI indicators and share experiences. 
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6 - Referral routes (the Portuguese Referral Network) 

Implement mechanisms that enable easy and fast articulation between occupational health services and other 

services of the Portuguese Referral Network. 

7. Proposal of new research projects concerning Alcohol-related Problems in the Workplace: 

7.1 - To enhance knowledge regarding consumption prevalence and patterns among workers of different 
categories; 

7.2 - To enhance knowledge regarding effectiveness of SBI tools. 

7.3 - To enhance knowledge regarding adequate SBI training for the different Occupational Health 
Professionals (physicians, nurses, psychologists and others), and the effect of different BISTAIRS training 
packages in their attitudes, confidence and effectiveness when performing SBI in the workplace. 
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7. Appendices  

Appendix 1: Members of the working team 
 

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 

Jorge Barroso Dias  JBD-PS / 
SPMT 

jorgebarrosodias@gmail.com Occupational 
Health Physician 

Researcher 

 

Appendix 4: List of interviewees  
 

Name and Last name Profession Affiliation Date 

Pedro Reis Occupational Health 
Physician (OHMedicine) 

Occupational Health and Safety 
Department of Lisbon’s City Hall (OH&S 
Dpt - Lisbon’s City Hall / CML) 

2014-02-13 

Teresa Barroso College professor  Nursing School of Coimbra (ESEnfC) 2014-02-21 

António Sousa Uva College professor Public Health National School (ENSP) 2014-02-25 

Carlos Silva Santos Occupational Health 
National Program’s 
Coordinator 

Directorate-General of Health (DGS) 2014-02-26 

Mário Castro Monitoring and 
Information Department’s 
(DMI) Director 

General-Directorate for Intervention on 
Addictive Behaviours and Dependencies 
(SICAD) 

2014-02-27 

Margarida Lima OH Medicine Occupational Health services of TAP-Air 
Portugal (OH&S – UCS / TAP)  

2014-02-27 

Javier Heranz OH Medicine OH&S – UCS / TAP 2014-03-31 

Raquel Barnabe Psychologist  OH&S Dpt - Lisbon’s City Hall / CML 2014-05-02 

Rui Pedro Borges Psychologist  OH&S Dpt - Lisbon’s City Hall / CML 2014-05-07 

Gabriel Soares Psychologist  OH&S Dpt - Lisbon’s City Hall / CML 2014-05-14 
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