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Reducing alcohol-related harm in the workplace: a feasibility study of
screening and brief interventions for hazardous drinkers

EXECUTIVE SUMMARY

INTRODUCTION

The negative impact of hazardous and harmful drinking on health and well-being for
individuals and at a societal level has been well documented, and there is convincing
evidence of the cost-effectiveness of brief interventions in primary care (Kaner et al.
2007, Fleming et al.2002). Less attention has been focused on the workplace as an arena
for brief alcohol interventions.

Recent policy has highlighted the importance of Occupational Health Services in
providing screening and interventions on a range of lifestyle issues (World Health
Organization 2006, Scottish Executive 2003; Department of Health 2003). However,
our literature search identified only two reports of lifestyle screening of the workforce in
the UK that included alcohol use (Hanlon et al. 1995, 1998 and Addley 2001) and no
empirical studies of brief interventions in UK occupational settings were found.

METHODS

The exploratory study reported here was designed to examine the feasibility and cost
implications of conducting a randomised controlled trial of screening and brief
interventions (SBI) delivered by an occupational health nurse. It also aimed to explore
the acceptability of SBI to members of the workforce.

The study was conducted in a local authority Council which serves a mixed urban and
rural population in Scotland. Screening was undertaken by administering the Alcohol
Use Disorders Identification Test (AUDIT) within a self-complete general lifestyle
questionnaire which was mailed to a randomly selected sample of employees.
Employees who were identified as hazardous drinkers by the AUDIT tool were invited
to take part in an exploratory randomised controlled trial.

The brief intervention that was tested was delivered by an occupational health nurse.
The intervention was underpinned by self-efficacy (Bandura 1977) and readiness to
change theory (Prochaski and Di Clemente 1984, Miller and Rollnick 2002) and was
based on the principles of motivational enhancement.

Screening

A random stratified sample of 1,514 employees that reflected the occupational profile of
the Council was mailed a self-complete general lifestyle questionnaire that incorporated
the Alcohol Use Disorders Identification Test (AUDIT). The criterion for identification
as a hazardous drinker, and therefore eligible to the exploratory trial, was an AUDIT
score of between 8 and 15 for males or between 6 and 15 for females (Bergman and
Kallmen 2002). The number of employees who took part in the screening and trial are
as follows:
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Exploratory randomised controlled trial

The data that were collected at both baseline and at follow-up 6 months after delivery of
the intervention were:

= the AUDIT score

= variables from a 7-day retrospective drinking diary (the maximum number of
units in one 24-hour period, the number of days in the week when alcohol was
consumed, and the total consumption reported for the week)

= a generic measure of health-related quality of life based on the EQ-5D score
* information on use of health, social and voluntary sector service use
= aself-assessment of health state using a visual analogue scale (thermometer)

FINDINGS
Alcohol use variables and indicators of health

The analysis of the pre- and post-test data showed that the employees in the intervention
group reported greater reductions than those in the control group in terms of:

* the mean maximum number of units consumed in one 24-hour period
= the number of drinking days per week
= the mean number of units consumed in one week

The employees in the intervention group at follow-up reported fewer days use of
hospital services and primary care than at baseline. This contrasts with the control group
whose use of health care resources increased.

None of these changes reached levels of statistical significance, but the aim of the study
was not to show the effectiveness of a brief intervention on alcohol use or health status.
Rather, the aim was to provide data on which to calculate the sample size required for a
randomised controlled study and to determine the feasibility of conducting such an
investigation.

Both groups reported a statistically significant reduction in AUDIT scores at follow-up
(p = 0.004) but there were no differences at either point between the groups.

Economic evaluation

The total costs were:
= Screening: £5,043.36, i.e. £3.60 per individual screened
vi



= Intervention: £12.48 per intervention
= Net saving of resources from the intervention: £332.02

Given the small sample size of this feasibility study, the estimate of £332.02 as the net
saving of resources is subject to a wide margin.

Statistical power calculation

The statistical power calculation showed that 8,258 employees would need to be
screened to identify 150 hazardous drinkers each for the intervention and control group
in order to achieve statistical power in excess of 90%. A sample size of 6,606
employees should be screened to detect 120 hazardous drinkers for both groups for a
trial with a power of 80%. This estimate assumes attrition rate between pre- and post-
test of up to 20%.

Acceptability of the screening and interventions

The views of participants of the acceptability of the screening and interventions were
sought through a postal survey of 20% of those who had been selected as potential
participants at the screening stage and through the use of open ended questions at the
end of the follow-up telephone interview with the trial participants.

The vast majority (92%) of respondents indicated that they had been happy to take part
in the general health and lifestyle survey in which the AUDIT was administered as the
screening tool. Most (60.4%) said they would prefer to receive such questionnaires at
their home address, compared with 16.7% whose preference was to receive it at work.
21.9% had no preference for either home or work. 70% felt that the Council’s
occupational health service should provide advice and information to employees about
alcohol use and health.

When asked about the intervention, all except one participant were very positive about
its content and the manner in which it had been carried out. Several participants
commented that the intervention had raised their awareness of risks associated with
alcohol use and had found the information about calculating the ethanol content of
different beverages useful. They had appreciated receiving the Drink-Aware unit
calculator wheel. Several said that, since the intervention, they now used smaller wine
glasses when pouring drinks at home or used a measure for spirits.

IMPLICATIONS

The main results from the trial suggest that brief interventions in the workplace have the
potential to reduce alcohol related harm and also save public sector resources. The
employees in the intervention group reported greater reductions than those in the control
group in terms of the mean alcohol use variables, and fewer days use of hospital services
and primary care than at baseline compared with those in the control group, whose use
of such services rose at follow-up.

None of the analyses, however, indicated statistically significant effects, so the findings
need to be regarded with caution. However, interesting trends were evident in this small
sample and the study has shown that conducting a fully powered RCT of screening and
delivering a brief intervention for hazardous alcohol use within the working population
would make a useful contribution to the evidence base.
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This study raises a number of feasibility issues that would face a full trial. First the
screening method did not yield the expected number of hazardous drinkers and therefore
the overall screening costs could be significant. Second, all the analyses point to the
large sample size that would be needed for definitive trials possibly also with follow-up
over longer periods so that a fuller impact of changes in drinking could be captured.

If the same design were to be adopted in a main study, 8,258 employees would need to
be screened to identify 150 hazardous drinkers each for the intervention and control
group in order to achieve statistical power in excess of 90%. A sample size of 6,606
employees should be screened to detect 120 hazardous drinkers for both groups for a
trial with a power of 80%. These estimates assumes attrition rate between pre- and post-
test of up to 20%. It may be that a lower number of participants would require to be
screened if a face-to-face or telephone method was used, but this was not an option in
this study.
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1 BACKGROUND

The most recent research, based on the National Statistics Omnibus Survey,
suggests that 43.9% of men and 41.5% of women of working age in the United
Kingdom consume alcohol at levels that exceed the daily benchmarks (Goddard
2008). The negative impact of hazardous and harmful drinking on health and well-
being for individuals and at a societal level has been well documented, and debate is
now being promoted by government in the United Kingdom about potential
solutions to the problems that arise from hazardous and harmful alcohol use
(Department of Health 2008, Scottish Government 2008). While attention has been
drawn to the alcohol-related health problems and to the behavioural problems
associated with intoxication, less consideration has been given to the consequences
of hazardous drinking for the general well-being of people who are in employment
and of the workplace as an arena for health promotion.

The cost of alcohol misuse through lost productivity in England was estimated to be
£6.4B (Cabinet Office 2004). In Scotland it was conservatively estimated that over
1 million sick days are lost from the workplace as a result of alcohol dependence
(Varney & Guest 2002). The Institute of Alcohol Studies (2008) have reported that
around 50,000 people in the UK claim incapacity benefit because of alcohol
problems. According to Alcohol Concern (2001), problems that can affect
organisations include poor performance at work and reduced productivity, increased
staff turnover and loss of experienced staff, increased accident rates, stress and low
morale and damage to an organisation’s reputation and image.

The Health Departments for both Scotland and England have highlighted the
importance of Occupational Health Services in providing screening and
interventions on a range of lifestyle issues (Scottish Executive 2003; Department of
Health 2004). The implementation of health promotion in the workplace and
achievement of a reduction in hazardous drinking are key objectives of a range of
national and international public health policy documents such as Improving
Scotland’s Health: the Challenge (Scottish Executive 2003), Choosing Health
(Department of Health 2004), Health for All in the 21* Century (World Health
Organization 2005). Despite this, the Health Development Agency (2004) has
suggested that few occupational health services in the United Kingdom offer
lifestyle screening which would identify those individuals who would be likely to
benefit from the provision of appropriate health-related information.

Although many workplaces now have policies regarding services for people
intoxicated at work or who are alcohol dependent (Alcohol Concern 2006), a much
higher proportion of the population comprises individuals who are drinking at
hazardous rather than harmful levels (Goddard 2008). In its 2004 publication
entitled ‘Drugs and Alcohol in the Workplace: developing drug policies 3’, the
National Treatment Agency for Substance Misuse (NTA) infers an approach using
brief interventions for hazardous drinkers but no systematic guidance was given. In
her recent review of the health of Britain’s working age population, Black (2008)
highlights the key role the workplace can play in promoting health and well-being
and called for a coordinated programme of further research to inform future action
with a comprehensive evidence base.



Access to occupational health services has been reported as ranging from 15% -
96% across Europe (Pilkington et al.2002), with such services becoming
increasingly available to the working population in the United Kingdom (Nicholson
2002). It appears, however, that as a consequence of employers’ legal
responsibilities, the prevention of industrial injury and occupation-related morbidity
may be prioritised over health promotion activities (Franklin & Oakley 2002).

There is convincing evidence of the effectiveness of generic health professionals in
providing a brief intervention, in the form of simple advice or brief counselling, in
primary care for patients whose levels and patterns of consumption place them at
risk of developing alcohol dependency (Kaner et al. 2007, Moyer et al. 2002). Such
interventions have also been shown to be cost effective when delivered in primary
health care settings (Kaner et al 2007, Ludbrook et al.2002, Fleming et al. 2002).

Our literature search identified only two reports of lifestyle screening of the
workforce in the UK that included alcohol use. Hanlon et al. (1995, 1998) reported
a study of the effect of health education on coronary risk in a randomly selected
cohort of 1,632 engineering factory workers in Scotland, the primary outcome being
cholesterol level. A control group was recruited that comprised 261 employees of a
separate smaller engineering company. Data collected on secondary outcomes
included self-reported levels of alcohol consumption, for which a statistically
significant change from excessive to low-risk levels was reported. No information
was given about how alcohol intake was measured, the nature of health education
interventions or the professional background of those who carried out the health
education. This study suggests that workplace interventions have the potential to be
effective, but further evidence is required if recommendations are to be made for the
implementation of such an approach within the routine practice of occupational
health personnel.

Addley et al. (2001) evaluated the impact, in Northern Ireland, of a programme
designed to assess a range of lifestyle factors that included levels of alcohol use.
The programme was delivered by an occupational health nurse working with the
civil service and incorporated a follow-up survey of self-reported behaviour change.
No control group was recruited. Descriptive statistics suggested reductions in levels
of consumption six months after the intervention to low-risk drinking in eight
percent of those reporting excessive levels of drinking at entry to the study. In two
separate randomised controlled studies of a work-based approach to health
promotion in Australia, Richmond et al. (2000) and Simpson et al. (2002) reported
no statistically significant changes in consumption for the intervention group across
the study samples. In the study conducted by Richmond et al., however, a
significant reduction was found only in the number of drinks consumed by the
women in the intervention group in a matched group comparison.

In a study that focused on alcohol use, Walters and Woodall (2003) recruited 74
employees from a manufacturing firm in California to take part in a study using a
mailed invitation that was sent to 1,000 workers to take part in a free check-up
related to their alcohol use. All data were collected by mail and included measures
of quantity and frequency of consumption, readiness to change, and perceptions of
risk. Participants were randomly assigned either to receive feedback immediately or
after a delay of eight weeks. Following receipt of the feedback, participants in both
groups reported reductions in mean consumption with a significantly greater change
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in those who received immediate feedback. The absence of a true control group,
however, detracts from the internal validity of the study.

Hermansson et al. (1998) demonstrated the feasibility of screening and delivering a
brief intervention in the workplace in Sweden within a routine health check of
employees conducted by the occupational health service. The delivery of such
interventions for hazardous drinkers by occupational health nurses in the United
Kingdom may be appropriate, with the aim of helping employees to reduce their
levels of consumption to within the limits for low-risk drinking. However, since the
evidence base for the delivery of such interventions in this country is currently
weak, a preliminary study was undertaken to explore the feasibility of conducting a
randomised controlled trial study and to explore the acceptability of brief
interventions by members of the workforce.

Furthermore, although the cost effectiveness of brief interventions delivered in
primary care has been demonstrated, it would be inappropriate to extrapolate the
cost implications to the workplace setting. While the workplace is a potential site
for cost-effective brief alcohol interventions, data are very limited especially from
non-US sources. Inclusion of an economic element in this project will allow the
potential for such interventions to be explored and the methods needed to collect
economic data alongside a randomised trial to be tested.

Previous studies in clinical settings have collected a range of data on the wider
social consequences of hazardous drinking and valued these consequences in
monetary terms. Which costs should be included in such economic analysis have
been the subject of debate. Studies of treatment interventions, such as UKATT,
have focused on public sector resource costs and excluded other costs such as the
impact on productivity (UKATT Research Team, 2005). The UKATT study
followed guidelines issued by NICE (NICE 2008) which reflect that for treatment
the main decision maker is the NHS or more broadly the public sector. Such
evaluation excludes productivity costs.

Costs relevant to employers may well be different and clearly small effects of
screening for hazardous drinking and delivering brief interventions, for example
through extra sickness absence from binge drinkers, could have a major impact on
them. The outcomes could include productivity of individuals but also wider
employment outcomes such as turnover and staff development goals (Godfrey
1997). In addition, employers may have much less concern of the costs that fall on
the public sector and the general taxpayer. However, the delivery of brief
interventions to employees could bring potential benefits to both employers and the
public sector.

For all of these reasons, it was decided to incorporate an economic evaluation into
the study design from the outset. A detailed description of this exploratory study is
the focus of this report.



2 METHODS
2.1  Purpose of the study

The study aimed to explore the feasibility and cost effectiveness of screening
employees for hazardous drinking prior to conducting a randomised controlled trial
(RCT) of a brief intervention, delivered by an occupational health nurse.

The objectives were to:

a) provide data on which to estimate the sample size required to detect a
statistically significant difference, with statistical power of 80%, between
experimental and control groups.

b) evaluate the appropriateness of the proposed economic model to evaluate
the cost-effectiveness of screening for hazardous drinking and the brief
intervention delivered by an occupational health nurse.

c) identify potential logistical difficulties that may be encountered when
screening employees for hazardous drinking, and conducting an RCT of a
brief intervention administered by an occupational health nurse.

d) identify confounders that could influence the dependent variables.

e) explore participants’ views of the acceptability of the screening and the
intervention.

2.2  Plan of investigation
There were three elements to the study, namely:

1) An investigation of the costs and logistics of screening employees for
hazardous drinking;

ii))The exploratory trial to test the feasibility of conducting an RCT and
economic evaluation;

iii)) An assessment of the acceptability to employees of the screening and the
intervention.

The methods used for each of these elements and the results from each stage are
presented in Chapters 3, 4 and 5 of this report. The findings of the entire study are
discussed in Chapter 6.

2.3  Study population

In the UK, local authorities employ individuals from a range of occupations and
socio-economic groups. In light of this, it was felt that local authority employees
are, in many ways, representative of the working population.

2.4 Access and ethics

Permission was sought to conduct the study in a local authority council which serves
a mixed urban and rural population in Scotland. This was granted by the Assistant
Chief Executive (Personnel) of the Council (Appendix 1). The Principal Health and
Safety Advisor was nominated as the contact person for the Research Team.
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The local authority council did not have an Ethics Committee, so approval to
conduct the study was sought and granted by the Ethics Committee of the School of
Nursing, Midwifery and Community Health of Glasgow Caledonian University
(Appendix 2).

All potential participants at each stage of the study were sent a letter of invitation
which included information about the study and what their participation would
involve (Appendices 3 and 4). Assurances of confidentiality were given to all
participants. All data were anonymised such that names were replaced by an
identification number. All hard copies of data were stored separately in a locked
filing cabinet, and all electronic data on a password protected computer.

2.4.1 Screening

The potential recruits to the screening were informed that the purpose of this stage
of the study was to conduct a general health and lifestyle survey and that they may
be invited to take part in a future stage of the study. Included with the letter of
invitation was a copy of the screening questionnaire, instructions for its completion
and return, and a stamped addressed envelope. In an attempt to maximise the
response rate to the screening, all individuals who returned completed
questionnaires had the opportunity to enter into a prize draw for £50 worth of gift
tokens for a well known department store. Offering such an incentive has been
shown to be effective in increasing response rates in postal surveys (Edwards et al.
2002).

Individuals who responded to the screening questionnaires saying that they would
like to stop smoking and/or make improvements to their diet were sent a booklet
designed to promote the relevant health behaviour change used by the local NHS
Health Promotion Department as well as information on local support agencies.
Screened participants who were excluded from the randomised controlled trial on
grounds of harmful drinking as identified by the AUDIT tool were given
information regarding appropriate local services, the national Helpline telephone
number, and a self-help booklet.

2.4.2 Exploratory trial

Following discussion within the Research Team and with the Research Advisory
Group, it was decided that the focus of the study (i.e. alcohol consumption at
hazardous levels) should not be disclosed. This decision was taken in order to
protect the confidentiality of participants with regard to colleagues and managers,
whose permission would be required for hazardous drinkers to attend the
consultation for delivery of the brief intervention. It was therefore decided to refer
to the brief intervention as a ‘health and lifestyle consultation’. The participants
allocated to the intervention group were informed verbally that the consultation
would focus on alcohol use and health and wellbeing.

Participants assigned to the control group received information on reducing alcohol
consumption to within recommended levels following collection of the follow-up
data.



3 STAGE 1: SCREENING
3.1 Sample

At the time of recruitment, the local authority in which the study was conducted
employed 7,522 people within four service designations, namely Corporate Services,
Educational Services, Social Services, and Property Services.

Employees’ posts were categorised as a), managerial and professional occupations,
b), intermediate occupations, and c), routine and manual occupations according to
the classification used in the 2006 General Household Survey (Office for National
Statistics 2006). The target sample size was 60, with the experimental and control
groups both comprising 20 hazardous drinkers from each occupational category.

In a study conducted in Finland in which employees were screened by occupational
health services to determine eligibility for recruitment to a brief intervention study
(Aalto et al. 1999), 9.4% of the total sample were identified as ‘heavy drinkers’.
Assuming a consent rate of 75% to the intervention study, we estimated that 900
employees would be required to be screened to identify a sample of 63 hazardous
drinkers. As described in Section 3.3, the number of employees that was ultimately
required was 1,514.

The sample was stratified such that the proportions selected for recruitment reflected
the profile of the service designation populations. Computer generated random
numbers were used initially to identify potential participants from a numbered list
that gave the occupational categories of the employees. A random stratified sample
that reflected the occupational profile of the Council was selected.

3.2 Data collection
3.2.1 Alcohol use

The data were collected by means of a self-complete questionnaire that incorporated
the Alcohol Use Disorders Identification Test (AUDIT). The AUDIT is a well
validated screening tool for the identification of hazardous and harmful drinkers,
developed specifically for use in generic settings such as primary care (Babor et al.
2001). It therefore was considered appropriate as the screening tool for this study.

Babor et al. (2001) suggest that administration of the AUDIT as a self-complete
questionnaire may produce more accurate responses than when administered within
an interview, in addition to being less time-consuming and costly. The authors also
contend that the AUDIT can be used within a general lifestyle questionnaire. Early
discussions with the Senior Occupational Health Advisor had ascertained that there
were no opportunities for employees to attend the occupational health service on a
routine basis at which screening for this project could be conducted. It was decided,
for these reasons and also to protect the confidentiality of participants from
workplace colleagues, that the screening questionnaire would be administered by
means of a postal survey.

The full questionnaire (Appendix 5) comprised four sections that sought information
on the participants’ demographic characteristics, smoking, diet, and alcohol
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consumption. The section on smoking used the Fagerstrém Test for Nicotine
Dependence, which is a well validated tool (Heatherton et al. 1991). Seven items
that are associated with the most common diet-related health risks were selected
from the European Health and Behaviour Survey questionnaire, developed and
validated by Wardle and Steptoe (1991) using a format and layout that was similar
to that of the AUDIT. The final section comprised the AUDIT. The criterion for
identification as a hazardous drinker, and therefore eligible to the exploratory trial,
was an AUDIT score of between 8 and 15 for males or between 6 and 15 for females
(Bergman and Kallmen 2002).

The format of response options for the items on smoking and diet were amended to
ensure consistency with the AUDIT. Since it was being used in this study as a self-
complete instrument, we felt that it was important to incorporate information on
what one ‘drink’ means in terms of the ethanol content of a unit of alcohol for
common beverages (see Item 2, Section C of the screening instrument, Appendix 5).

The full questionnaire was pre-tested with a panel of experts (n=16) which
comprised members of the Research Advisory Group and other individuals with
experience of health promotion, occupational health, questionnaire design and
analysis, and statistics prior to its use for this study.

3.2.2 Screening costs

The costs of the intervention and control conditions for the exploratory trial are
made up of both screening costs and intervention costs. The long run opportunity
costs are calculated following standard methodology developed by the University of
Kent (Curtis 2007). This builds upon the actual salary costs to include allowance
for salary on costs (14%); qualifications, and overheads. The costs were based on
the average of the NHS pay scale (£24,103 - £32,653). This yields an annual cost of
£45,508. Assuming a working year of 1575 hours, this yields a cost per minute of
£0.48.

Screening was necessary for both the intervention and control conditions. A simple
costing analysis was undertaken on the costs of the mailing method used in this
study based on the time and materials used.

The AUDIT score was calculated by a research assistant, taking two minutes per
returned questionnaire.

3.3  Recruitment to screening

As indicated in Section 3.1, the initial intention had been to invite a selected sample
of 900 employees to take part in the screening survey. They were also given the
opportunity to complete it by telephone, if preferred, but no-one did so. Reminder
letters with a further copy of the questionnaire and a stamped addressed envelope
were sent on one occasion. When a completed questionnaire was returned
indicating a hazardous drinker, the participant was invited by letter to take part in
the exploratory trial. If no consent form was returned within four weeks a further
invitation was posted (details of the information that was sent at this stage are given
in Section 4.1).



Recruitment proceeded at a lower rate than was anticipated, so additional numbers
of employees were selected and invited to take part. The number of invitations to
take part and response rates at each wave of recruitment are summarised in Table
3.1 below. The criterion for eligibility was an AUDIT score of between 8 and 15 for
males or between 6 and 15 for females (Bergman and Kallmen, 2002). From the
900 employees who were originally screened, 105 hazardous drinkers were
identified and invited to take part in the exploratory trial. Of these 105 individuals,
36 employees consented, i.e. 24 short of the target number.

A further 300 employees were selected, using the same process as is described in
Section 3.1, from whom 24 were identified hazardous drinkers and eight consented
to take part in the exploratory trial. Since this was 16 short of the target sample size,
a meeting was held with the Council’s Principal Health and Safety Advisor and the
Senior Occupational Health Nurse. It was agreed that a different approach to
recruitment should be explored. The Senior Occupational Health Advisor suggested
that the research assistant could distribute the questionnaires in the waiting room
while employees waited for their appointments.

The research assistant attended clinics on two occasions for six hours on each day.
On the first occasion that she attended one of these clinics, ten employees were
invited to take part. Six consented, one had already responded to the postal survey,
and three declined. On the second occasion a further five employees were
approached, three of whom completed questionnaires.

Given that this method of data collection resulted in seven completed screening
questionnaires at a cost of 12 hours of research assistant time, in addition to four
hours of travel time, it was felt that this was not a cost effective use of the research
assistant’s time. A further meeting was held with the Council’s Principal Health
and Safety Advisor and it was agreed to facilitate the identification of a further 300
employees, who were subsequently invited to take part, but that no further
recruitment would be facilitated.

In summary, the screening questionnaire was delivered by post to a total of 1,500
employees, and fourteen following a face-to-face invitation (n=1,514).



Table 3.1
Questionnaire distribution and response rates by wave of recruitment

1% mailing of screening questionnaires
Questionnaires sent Completed Hazardous drinkers | Consented to take
questionnaires part in exploratory
returned trial
900 409 105 36
2" mailing of screening questionnaires
300 116 24 8
Distribution of questionnaires at Occupational Health services
14 7 1 -
3" mailing of screening questionnaires
300 95 33 11
Totals
1,514 627 (41.4%) 163 55

The 163 hazardous drinkers constitute 26.01% of those who took part in the
screening process, and 10.8% of the total number (n=1,514) who were sent a
screening questionnaire. The 55 who consented to take part in the trial represented
33.7% of the individuals who were identified by AUDIT as hazardous drinkers
(n=163).

3.4  Data collection and management

Data were collected by means of a postal survey as described above. Data from all
returned questionnaires were entered into an SPSS (version 16) file by the research
assistant. A ten percent sample of the data was checked by the PI for accuracy.

35 Results
3.5.1 Response rate

Following one reminder, 627 questionnaires were returned, giving a 41.4% response
rate to the screening.

3.5.2 Demographic data

One hundred and sixty-nine (27.0%) respondents were male and 458 (72.8%) were
female. Table 3.2 provides information on the participants’ ages and occupational
categories.



Table 3.2
Ages, occupations and AUDIT scores at screening

Age Frequency (%)
16-24 yrs 22 (3.5%)
25-44 yrs 244 (38.9%)
45-64 yrs 357 (56.9%)
65 yrs+ 4 (0.6%)
Occupation

Managerial/professional 240 (38.3%)

Intermediate occupations 210 (33.5%)

Routine/manual 173 (27.6%)

Missing values 4 (0.6%)

3.5.3 Alcohol use

An AUDIT score of 0-7 for men, or 0-5 for women is indicative of low-risk drinking,
8-15 for men and 6-15 for women indicates hazardous drinking (Bergman and
Kallmen 2002), and between 16 and the maximum score of 40 suggests a high level
of alcohol problems (Babor et al. 2001).

Table 3.3 presents the frequency values for the categories of drinkers derived from
the total AUDIT scores and Table 3.4 gives frequencies for responses to Items 2 and
3 information of the AUDIT that refer to alcohol use by gender and age.

Table 3.3
AUDIT categories at screening

AUDIT categories

Abstainers (zero score)

77 (12.3%)

Males < 7; females < 5 (Low risk)

361 (57.6%)

Males 8-15; females 6-15 (hazardous
drinkers)

163 (26.0%)

> 16 (harmful drinkers) 15 (2.4%)
Missing values 11 (1.8%)
Table 3.4
Alcohol use at screening by age and gender
Age Gender
65 Male Female
6-24 yrs 25-44 yrs 45-64 yrs yrs+ (n=169) (n=458)
Never 2(0.3%) | 27 (4.3%) | 48 (7.7%) 0 | 11(1.7%) | 66 (10.5%)
?:S"Snthly or 6(1.0%) | 61(9.7%) | 68(10.8%) | 0 | 18(2.9%) | 117 (18.7%)
2-4 times/mth | 8 (1.3%) | 64 (10.2%) | 82 (13.1%) | 0 | 46 (7.3%) | 109 (17.4%)
2-3 times/wk | 7 (1.0%) | 78 (12.4%) 106 (16.9%) | 0 | 60 (9.6%) | 131 (21.0%)
4 or more/wk | 2(0.3%) | 16(2.6%) | 52(83%) | 0 | 34(5.4%) | 35(5.6%)
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3.5.4 Screening costs

Table 3.5

Material Costs of Screening
Stationery £
3,000 pages of A3 paper for questionnaire 155.94
3,000 pages of A4 paper for letter 72.06
3,000 A4 envelopes 508.20
3,000 A5 envelopes for return of completed questionnaires 285.24
Postage
3,000 business reply labels (2™ class postage) 1,020.00
Photocopying
3,000x 8 pages at 1p per page 2,400.00
Staff time
3,000 at 240 envelopes per hour (4/min) at £0.48/min 360.00
627 AUDIT scores @ 2 mins per Audit @ £0.48/min 253.00
TOTAL £5,043.36

The total costs for screening for 3000 mailings, which includes one posting plus one
reminder, are shown in Table 3.4. The AUDIT score was calculated by a research
assistant, taking two minutes per returned questionnaire (n=627) at £0.48 per minute.
The total cost, therefore, of screening 1,500 individuals in the workplace by post

were £5,043.36, i.e. £3.60 per person screened.

Information regarding the acceptability of the screening process is given in Section

Five of this report.
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STAGE 2: EXPLORATORY RANDOMISED CONTROLLED TRIAL
4.1 Eligibility and recruitment

The inclusion criterion for entry to this part of the study was based on the AUDIT
scores described in Section 3.3 of this report. Those employees whose scores
indicated hazardous drinking of 8-15 for men and 6-15 for women satisfied the
inclusion criterion. Those employees who indicated on the screening questionnaire
that they did not wish to receive any further information about alcohol were also
excluded (n=11).

Based on the above criterion, a total of 152 participants were eligible. As the
screening questionnaires were returned, those individuals whose AUDIT scores
indicated eligibility were invited to take part in Stage 2. The first eligible individual
for whom a completed questionnaire was received was randomly allocated to the
control group and all subsequent eligible individuals were invited alternately to
intervention or control group as the questionnaires were received.

Seventy-six employees were invited by letter to take part in the intervention group
and 76 in the control group. Of these, 28 individuals returned consent forms
agreeing to take part in the intervention group, and 29 in the control group. Those
who had not replied within four weeks were sent a reminder invitation. Two of those
who consented to take part in the intervention group could not be contacted for the
intervention, therefore a total of 26 employees received the intervention and were
available to provide both pre- and post-test data.

4.2 Outcome measures

The primary outcome measures were changes in AUDIT score and reported alcohol
consumption at six months follow-up as measured by a seven-day retrospective
drinking diary. Secondary outcomes comprised changes in the quality of life and
economic indicators in terms of service use, employment outcomes, public sector
resource and employment costs.

43 Instruments

The data collection instruments that were used to measure the primary outcomes
were the AUDIT and a retrospective drinking diary. The EQ-5D and a service use
questionnaire were used as measures of the secondary outcomes.

43.1 AUDIT

In addition to its use as a screening instrument, the AUDIT was used at follow-up to
determine whether change had occurred.

4.3.2 Retrospective drinking diary

The seven-day retrospective drinking diary (Appendix 6) was used to calculate
weekly alcohol intake, the maximum units of alcohol consumed on any one day in
the last week, and the number of alcohol drinking days in the last week.
Measurement of alcohol consumption in this way provides a reliable method of
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detecting individuals who consume a high level of alcohol (Watson 1999, Del Boca
and Darkes 2003).

4.3.3 Quality of life

Quality of life was assessed by the EQ-5D (Appendix 7). This tool was developed
by an international network of researchers (Robin and de Charro 2001) and provides
a generic measure of health-related quality of life. The EQ-5D index can be used to
calculate Quality of Life Years (QALYSs) from quality of life indices combined with
information about gains from an intervention . The use of generic measures, such as
the EQ-5D, for economic evaluations is advocated by NICE so that comparisons can
be made across different types of interventions (NICE 2008).

The participants were also asked to estimate their own health state using a visual
analogue ‘thermometer’ scale (Brooks 1996). These data were collected during a
telephone interview at baseline and at the 6 month follow-up period.

4.3.4 Economic evaluation questionnaire

The economic evaluation questionnaire (Appendix 7) was also administered on both
occasions to both groups as part of the telephone interview, as was the EQ-5D.

The service use questionnaire comprises items designed to measure:
1. Treatment for drinking problems
2. Primary and secondary health care use

3. A range of social care and information services in statutory, private and
voluntary sectors

4. Sources and levels of income

5. Employment status, sickness absence, work-related accidents, and self
assessed alcohol related problems at work

6. Criminal justice service involvement and use

The instrument was originally developed for the UKATT trial (UKATT Research
Team 2005) but was subsequently revised and has been used in both an alcohol
randomised controlled trial in primary care (Drummond et al. 2003) and in two drug
misuse trials (UKCBTMM Project Group 2004), and enhanced counselling in the
primary prevention of Hepatitis C amongst injecting drug users (Abou-Saleh et al.
2008).

4.4 Data Collection

All four instruments were administered to participants in both the intervention and
control groups at both baseline and also at follow-up 6 months after delivery of the
intervention:

At Time 1, the AUDIT was administered within the screening process as described
previously. At follow-up, the AUDIT was administered as the first part of a
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telephone interview conducted by the principal investigator (PI), who was blind to
the group to which the participants had been assigned.

At Time 1, the retrospective drinking diary for alcohol use was administered to
participants in the intervention group as a structured interview by the occupational
health nurse who delivered the brief intervention. It was administered by the PI to
the control group participants at baseline, and also to both groups at follow-up, as
part of the telephone interview, during which the economic and EQ-5D
questionnaires were also administered.

45 Intervention

The participants who were randomized to the experimental group received the brief
intervention. This comprised a one-to-one consultation during which information
aimed at promoting behaviour change was provided. The brief intervention was
underpinned by self-efficacy (Bandura 1977) and readiness to change theory
(Prochaski and Di Clemente 1984, Miller and Rollnick 2002).

The intervention was delivered by a registered nurse (Marisa Stevenson) who has a
post-registration qualification in occupational health nursing and several years of
experience in that field. She is therefore a specialist in occupational health but not in
addictions. In order to prepare for her role in this study, she received training in
delivering the intervention from Dr Niamh Fitzgerald, an experience trainer in the
alcohol field, and Professor Hazel Watson (PI). The training took the form of
discussion, practical exercises based on case studies, and role play.

The intervention was based on the principles of motivational enhancement and
incorporated the six elements of the FRAMES model (Miller and Rollnick 2002),
namely Feedback, Responsibility, Advice, Motivation, Empathy, and Self-Efficacy.
She was trained to assess motivation and readiness to change and to adopt an
empathetic interviewing style that enhanced self-confidence to change. She
acknowledged the fact that people choose to drink in a range of ways that are
contextualised and mediated by a variety of social factors. She aimed to avoid
‘labelling’ while providing information about drinking and fostering goal setting
within a personal development plan to reduce alcohol use. She was taught how to
help people to draw up a decisional "balance sheet" of what, for them, were positive
and negative effects of drinking. Where appropriate, she:
= gave information about the links between their drinking and any identified
health or social problems
= taught participants how to calculate how much they drink
= gave information about moderate drinking limits and health risks
associated with increasing levels of consumption
= gave information about how to cut down their consumption
= discouraged binge drinking
= gave advice about spreading drinking throughout the week, pointing out
that everyone should have at least one alcohol-free day each week

During the delivery of the intervention she used the Drinkaware Unit Calculator and

health promotion booklets produced by NHS Health Scotland to reinforce specific

points. These materials were left with the participants. All participants were offered

the choice of meeting with the occupational health nurse for delivery of the

intervention on either Council premises or at home. Interestingly, 21 chose to meet
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in the workplace as opposed to five who elected their home as the venue. Two of
those whose intervention was delivered in their own home were off sick at the time,
and the remaining three did not have ready access to a private location for the
consultation.

45.1 Intervention costs

The duration of the intervention ranged between 20 and 45 minutes, the average
being 26 minutes. The long run opportunity costs of delivering this intervention are
calculated following standard methodology developed by the University of Kent
(Curtis 2007). As described in Section 3.2.2, the cost per minute for delivery of the
screening and the intervention was estimated at £0.48. Intervention costs were based
on the average time per intervention. The control condition was assumed to incur no
extra costs.

4.6  Statistical analysis

The baseline and follow-up data were entered into an SPSS (version 16) file by the
research assistant (K McA). All data were checked by the principal investigator
(HW) for accuracy.

The main outcome variables (AUDIT, Number of Drinking Days per Week,
Maximum Number of Units in One Day, and Total Weekly Consumption) were
firstly summarised by group and time using their means and standard deviations.
Two factor general linear analysis (ANOVA) models were then used on each of the
four variables to investigate the significance or not of the Group factor, the Time
factor and the Group*Time interaction. The assumptions of normality and constant
variance were assessed and found to be acceptable. There was some evidence that the
constant variance assumption was perhaps suspect for the Total Weekly
Consumption variable. The level of significance was set at 5% and all analyses were
performed on SPSS v16 and Minitab v15.

The economic analysis of the exploratory trial consisted of estimates of the costs of
delivering the intervention, potential for resource saving and the outcomes of the trial
expressed as Quality Adjusted Life Years (QALYs). EQ-5D results were combined
with the population values from Kind et al. (1999) to give an overall index score of
health. Changes between baseline and follow-up were calculated from the 53
participants with completed cases for the economic questionnaires (2 datasets were
incomplete).

Unit costs from a variety of sources were used (see Appendix 8) to convert service
use as derived from the responses to the Service Use Questionnaire to costs. The
questionnaire was extensive and not all items occurred among the sample; only those
used are reported in Appendix 9. All costs were converted to 2006/07 price year, the
nearest date to the research. Sources of the data for the unit cost and average use of
each item are shown in Appendix 8.
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4.7 Results
4.7.1 Response rates

As indicated in Section 4.1, 55 employees consented to take part in the Stage 2 study,
26 in the intervention group and 29 as controls.

4.7.2 Baseline data

The demographic data pertaining to participants at baseline are presented in Table
4.1. The groups were not significantly different in terms of gender (x> = 1.89, d.f =
1), p = 0.170), occupation (y° = 1.418, d.f. = 2, p = 0.490), or age (t = 0.07, d.f. = 52,
p=0.172).
Table 4.1
Demographic data at baseline

Intervention | Control group
group (n=26) (n=29)
Gender
Male 7 13
Female 19 16
Age
16-24 yrs 1 1
25-44 yrs 10 8
45-64 yrs 15 19
65 yrs+ - -
Missing value - 1
Occupation
Managerial/professional 6 11
Intermedlate 1 10
occupations
Routine/manual 9 8

Information reported by participants at baseline on their alcohol use is shown in
Table 4.2. No statistically significant differences between the groups were found for
any or these variables (maximum number of units consumed in one day, t = 0.381,
p=0.008; number of drinking days/week t = -1.374, p = 0.091; total weekly
consumption, t =-1.287, p = 0.544; AUDIT t=-.210, p=0.644).

The groups were therefore considered to be equivalent prior to delivery of the
intervention to the intervention group.
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Table 4.2
Alcohol-related data at baseline

Intervention | Control group
group (n=26) (n=29)
Max. number of units in 1 day
Range 4-20 2-30
Mean 8.86 9.41
Standard deviation 3.77 6.42
Number of drinking days/week
Range 1-7 1-7
Mean 3.54 2.76
Standard deviation 1.90 1.51
Total weekly consumption (units)
Range 4.5-49 3-38
Mean 22.21 18.10
Standard deviation 12.89 10.77
AUDIT scores
Range 6-15 6-13
Mean 8.88 8.76
Standard deviation 2.37 2.08

4.7.3 Primary outcomes

The alcohol use means and mean AUDIT scores for both groups at baseline and
follow-up are presented in Table 4.3. The table reports, for each group at each time,
the mean, the standard deviation (S.D.) then the 95% confidence interval (C.I.) of
each mean. The related data, broken down by gender and occupational category at
Times 1 (baseline) and 2 (follow-up), are presented in Tables 4.4 - 4.7. The graphs
showing the changes in mean alcohol use measures and AUDIT scores over time for
the intervention and control groups are presented in Figures 4.1 - 4.4,

Table 4.3
Mean values for alcohol use variables

Group Time Mean S.D. 95% C.I.
Maxi Intervention 1 (n=26) 8.86 3.77 7.34-10.39
nuarl;\(;or:;]cr; units 2 (n=25) 6.60 3.40 5.20 - 8.00
. Control 1 (n=29) 9.41 6.42 6.97-11.86
in 1 day 2 (n=28) 8.88 470 7.06 - 10.70
Intervention | 1 (n=26) 3.54 1.90 2.69 —4.23
Number of 2 (n=25) 276 1.54 2.13-339
drinking Control 1 (n=29) 2.76 1.51 2.25-3.40
days/week 2 (n=28) 2.64 139 2.10-3.18
Intervention 1 (n=26) 22.21 12.89 17.00 —27.42
Total weekly 2 (n=25) 16.68 15.46 10.30 —23.06
consumption Control 1 (n=29) 18.10 10.77 14.00 —22.20
2 (n=28) 16.44 9.72 12.67 —20.21
AUDIT Intervention | 1 (n=26) 8.88 237 7.93 - 9.84
2 (n=25) 7.44 2.20 6.53 —8.35
Control 1 (n=29) 8.76 2.08 7.97-9.55
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| | 2(=28) | 754 2.72 6.48 — 8.59

4.7.3.1 Maximum number of units in 24 hours

Figure 4.1

Mean Plot of Maximum Units per Day by Group and Time

10.0 4
:\\. GROUP
.......... —CG
.............. 1G

s | T
= .
=]
—
S)
15
[}
Q 5.0
£
S
c
c
<
D
=

0.0

T T
Pre Post
TIME
Table 4.4

Maximum number of units in 24 hours by gender and occupational group

Group Time Mean S.D.

Intervention 1 (n=26) 8.86 3.77

All 2 (n=25) 6.60 3.40
participants Control 1 (n=29) 9.41 6.42
2 (n=28) 8.88 4.70

Intervention 1 (n=7) 10.93 4.75

2 (n=7) 7.93 431

Males Control 1 (n=14) 11.82 8.04
2 (n=13) 10.75 5.54

Intervention 1 (n=19) 8.11 3.14

2 (n=18) 6.08 2.97

Females Control 1 (n=15) 7.17 335
2 (n=15) 7.27 3.21

. Intervention 1 (n=6) 9.33 3.06
mi?;gs?gﬂ{ 2 (n=0) 9.67 1.86
Control 1 (n=12) 8.38 5.07

2 (n=11) 9.46 423

Intervention 1 (n=11) 8.46 2.52

Intermediate 2 (n=11) 6.59 2.84
Control 1 (n=10) 9.20 6.51

2 (n=10) 8.65 6.17

Routine/ Intervention 1 (n=9) 9.06 5.49
2 (n=8) 4.31 3.41
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manual Control 1 (n=6) 12.08 9.30
2 (n=6) 8.00 3.58

As shown in Table 4.4, the mean maximum amount of alcohol consumed within one
24 hour period during the week prior to data collection reduced in both groups. The
reduction was greater in the intervention group. The analysis of variance of the data
indicated that, although there was no significant effect for group (F = 3.01, p =
0.087), the time effect approached the level of statistical significance (F = 3.830; p =
0.054). No interaction was found (F=1.48; p = 0.228). The descriptive statistics
suggest a time effect for both males and females but, for both genders, this is much
more pronounced in the intervention group where the mean values at follow-up drop
to close to the accepted level of binge drinking (>8 units for men; >6 units for
women), whereas those in the control group remain elevated.

It is interesting to note that the mean maximum number of units consumed within
one day reported by those in managerial or professional roles in both intervention
and control groups rose slightly between baseline and follow-up. On the other hand,
the mean levels reported by both intermediate and routine/manual workers fell, the
most marked reduction being reported by the routine/manual workers who had
received the intervention. The baseline value was lower in the intervention group
than the control group, but the extent of the reduction was marked. Findings should,
however, be regarded with caution as the number of cases is small.

4.7.3.2 Number of drinking days in one week

Figure 4.2

Mean Plot of Number of Days by Group and Time
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Table 4.5
Number of drinking days in one week by gender and occupational group

Group Time Mean S.D.

Intervention 1 (n=26) 3.46 1.90

All 2 (n=25) 2.76 1.54
participants Control 1 (n=29) 2.83 1.51
2 (n=28) 2.64 1.39

Intervention 1 (n=7) 4.00 2.58

2 (n=7) 2.71 1.97

Males Control 1 (n=14) 2.64 1.50
2 (n=13) 3.00 1.29

Intervention 1 (n=19) 3.39 1.61

2 (n=19) 2.79 1.40

Females Control 1 (n=15) 2.87 155
2 (n=16) 2.33 1.45

- Intervention 1 (n=6 4.33 2.34
Managerial/ 2 En=6§ 3.33 1.63
SLPIESSIEEL Control 1 (n=12) 2.75 171
2 (n=11) 3.27 1.19

Intervention 1 (n=11) 3.73 1.62

Intermediate 2 (n=11) 3.18 1.40
Control 1 (n=10) 2.90 1.66

2 (n=10) 2.40 1.35

Intervention 1 (n=9) 2.78 1.79

Routine/ 2 (n=9) 1.75 1.28
manual Control 1 (n=6) 2.50 1.05
2 (n=7) 1.50 0.84

The analysis of variance of the number of drinking days in the previous week found
no significant time (F = 2.47, p = 0.120) or interaction effects (F = 0.71, p = 0.402).
The overall group effect did however approach significance (F = 3.66, p = 0.060).
The greatest mean reduction was reported by the males in the intervention group.
The men in the control group reported a slight rise in the number of days when they
consumed alcohol, but the baseline mean value was lower than that of the
intervention group.
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4.7.3.3 Number of units of alcohol consumed in one week

Figure 4.3

Means Plot of Total per Week by Group and Time
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Table 4.6
Total consumption of alcohol in one week by gender and occupational
roup
Group Time Mean S.D.
Intervention 1 (n=26) 22.21 12.89
All 2 (n=25) 16.68 15.46
participants Control 1 (n=29) 18.10 10.77
2 (n=28) 16.44 9.72
Intervention 1(n=7) 32.64 16.97
2 (n=7) 20.79 19.12
Jielizs Control 1 (n=14) 2329 1234
2 (n=13) 19.91 9.39
Intervention 1 (n=19) 18.37 8.775
. 2 (n=19) 15.08 14.10
emales Control 1 (n=15) 14.97 9.209
2 (n=16) 13.43 9.258
Managerial/profess Intervention 1 (n=6) 28.33 13.86
: 2 (n=6) 23.92 17.30
ional Control 1 (n=12) 18.58 12.82
2 (n=11) 18.14 8.20
Intervention 1 (n=11) 20.36 8.74
Intermediate 2 (n=11) 17.95 16.62
Control 1 (n=10) 17.55 10.70
2 (n=10) 16.80 12.49
Routine/ Intervention 1 (n=9) 20.39 16.35
2 (n=8) 9.50 10.24
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manual Control 1 (n=6) 22.00 12.26
2 (n=7) 10.67 4.13

The analysis of variance for the total consumption of alcohol during the previous
week, no significant effects were found for group (F =2.26, p = 0.137) or time (F =
2.69, p = 0.105), and no interaction (F = 0.69, p = 0.409). Both males and females
in the intervention groups reported larger reductions than the control groups. The
average drop was greater in men, but the standard deviations are large.

4734 AUDIT

Figure

Means Plot of AUDIT by Group and Time

GROUP
—CG

Means Score
o
|

Pre Pc:st
TIME
4.4

22



Table 4.7
AUDIT scores by gender and occupational group

Group Time Mean S.D.

Intervention 1 (n=26) 8.88 2.37

. 2 (n=25) 7.44 2.20

L (PR E Control 1 (n=29) 8.76 2.08
2 (n=28) 7.54 2.72

Intervention 1 (n=7) 9.43 1.81

2 (n=7) 8.86 2.55

Jiellzs Control 1 (n=14) 9.50 191
2 (n=13) 8.15 2.61

Intervention 1 (n=19) 8.68 2.56

. 2 (n=18) 6.89 1.84
emales Control 1 (n=15) 7.80 174
2 (n=16) 7.00 2.78

. Intervention 1 (n=6) 8.83 0.98
Managerial/ 2 (n=6) 8.33 234
professional Control 1 (n=12) 8.50 157
2 (n=11) 7.18 2.56

Intervention 1 (n=11) 8.73 2.37

Intermediate 2 (n=11) 6.91 2.12
Control 1 (n=10) 8.60 2.22

2 (n=10) 7.00 2.66

Intervention 1 (n=9) 9.11 3.14

Routine/ 2 (n=9) 7.50 227
manual Control 1 (n=6) 8.83 2.77
2 (n=7) 9.00 3.27

A statistically significant effect was found in the mean AUDIT scores over time (F =
8.84, p = 0.004) but not for group (F = 0.001, p = 0.972), and no significant
interaction was found (F = 0.14, p = 0.709).

4.7.4 Statistical power calculation

Given that one of the main aims of the project was to obtain estimates which could
inform the future design of a large scale randomized controlled trail (RCT), details of
proposed power estimates are now outlined.

Using the newly obtained estimates of the standard deviations for AUDIT, total
weekly and maximum units per day as indicated on Table 4.3, nQuery Advisor v7
software, based on a two factor repeated measures ANOVA with Greenhouse-
Geisser correction suggested that a fully powered RCT with 150 subjects per group
should achieve a power in excess of 90%. Allowing for attrition of up to 20%, a
power of at least 80% should still be possible with samples of 120 per group.

4.7.5 Secondary outcomes

4.7.5.1 EQ-5D and thermometer scales

23



Only data for which there were complete sets at baseline and follow-up were
analysed, namely 25 in the intervention group and 28 in the control group.

As may have been expected from a sample of employees, general health was good
and a significant number of both the control (18 out of 28) and intervention (16 out
of 25) groups had a QALY value of 1 at baseline and all but 4 of these (2 in both
groups) also had a value of 1 at the six month follow-up point. Average values of
both the calculated QALY score and the thermometer values for the sample are given
in Table 4.8. These indicate few differences between the two groups, both showing a
small and insignificant fall in health status whether measured by the EQ-5D
questionnaire or the thermometer scale.

Table 4.8
QALY and thermometer scores

Intervention Control Total Sample

Mean | S.D No. Mean S.D. | No. | Mean S.D. | No.

QAL.Y 0.88 0.19 25 0.92 0.10 29 0.91 0.15 54
baseline

ey 0.88 0.21 24 0.91 0.21 28 0.90 0.21 52
follow-up

QALY diff | -0.002 | 0.24 24 -0.010 | 0.17 28 -0.006 0.21 52

Therm

. 84.00 9.68 25 82.97 15.10 29 83.44 12.77 54
baseline

Therm

82.90 | 11.85 25 83.11 15.74 28 83.01 13.75 53
follow-up

Therm diff | -1.10 | 9.36 28 -0.85 16.34 | 28 -0.97 13.38 | 53

476  Costs of the Intervention

The duration of the intervention ranged between 20 and 45 minutes, the average
being 26 minutes. It is likely in practice that an occupational health nurse may need
extra time for record keeping etc. However, for this trial the cost is based on the
average time of 26 minutes which yields a cost of £12.48 for each intervention
delivered at the cost of 0.48 per minute.

4.7.6.1 Patterns of service use
Alcohol treatment

No participant at baseline and only one participant post-intervention reported any
specialist alcohol treatment. The one participant reporting some treatment post
intervention (from the control group) responded that it was in the form of counselling
but gave no details of intensity. Given the lack of information and low response this
was not costed in the final analysis. Given that there is a general low level of
specialist treatment provision in the UK, this finding within a working population of
hazardous rather than dependent drinkers is not surprising. The questions for this
item were quite long and perhaps in future research this could be shortened to a
simple yes/no question.
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Hospital treatment

Only sixteen of the 55 participants had any contact with hospital services prior to
baseline and 15 had some contact in the six months between intervention and follow-
up. 30 participants had no use of hospital services in either period, eight used
hospital services in both periods. Eight used hospital services in the period before
the trial but not in the period before follow-up while seven used hospital services in
the period before follow-up but not in the period before the trial began. For most of
the participants the contact was on an outpatient basis with few A&E or inpatient
episodes. Only one incidence of using an emergency ambulance was recorded.
More details are given broken down by intervention group and the two measurement
points in Appendix 9a, b, and c.

Primary care

As may be expected there was far greater use of primary care services, 41 of the
participants in the period before the study and 38 in the follow-up period. Of these,
29 had some use in both periods, with 11 only having contact before the study began
and nine only having contact with any primary care services in the six months before
the follow-up interview. A wide variety of the primary care services were used, the
most frequent and numerous use being appointments at the practice for GP or
practice nurse appointments. There was no use of Community Psychiatric Nurse
services.

Other social care, voluntary organisation and privately provided services

Participants were offered a long list of other services and there were 11 participants
who suggested they had used one of these services at baseline and an equal number
at follow-up. However, there were rather more total services used at baseline with
people using more than one service. Five used state housing advice; two alternative
medicine practitioners, two counsellors, one a debt advisor, one a podiatrist and one
a physiotherapist. At follow-up there was a drop in the different types of service and
in general those using at the first time were the same at follow-up with three using
state housing advice, three using other services and one a debt collector. More were
using physiotherapists at follow-up, five compared to one at baseline and two rather
than one were using occupational health services.

Employment

By its nature this trial recruited from a relatively stable workforce, all of whom had
been employed at the Council in the six months prior to the study. Only two were
not employed in the follow-up period. There were however some who had
considerable periods of sick leave both prior to the study and in the period before the
follow-up interview. No-one at the baseline interview compared to two at follow-up
(one from the control and one from the interventions group) felt that their alcohol
consumption had affected their work performance. Three people reported accidents
at work at baseline but only one was reported at the follow-up interview. Average
absences from work are shown in Table 4.9. Along with the reported fall in self
reported health, absences also increased slightly in both groups, but there are no
discernable differences.
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Table 4.9
Self reported absences from work in the previous 6 months

Intervention Intervention Control Control
Baseline Follow-up Baseline Follow-up
Mean 7.28 7.36 8.50 11.84
Standard 16.32 19.02 25.59 31.99
deviation
Number 25 25 28 28
Crime

There was little evidence from the self reports that this group were involved in any
alcohol related crime although violent offences could well be under-reported. One
person recorded being involved in a motoring offence and another in a criminal
damage incident at baseline but no crime was reported at follow-up.

Accidents

A number of accidents were reported, three motor vehicle accidents and three
personal injuries at baseline, compared with four motor vehicle accidents and one
personal injury at follow-up. While still small and rare this rate of accidents among
the sample may be worthy of a more intensive questioning in a larger trial while the
crime section is cut.

4.7.6.2 Costs of service use

The summary costs calculated are presented in Table 4.10, for the 53 cases where
data were available at baseline and follow-up: 28 in the control group; 25 in the
intervention group, one data set being incomplete from a participant in both the
intervention and control groups.
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Table 4.10

Calculated costs of service use and days absence at baseline and follow-up

Intervention (n=25)| Control (n=28) Total (n=53)
Mean S.D. Mean S.D. Mean S.D.
BASELINE
Primary care 45.60 81.72 37.29 42.55 41.21 63.56
Hospital care 119.56 261.52 295.11 573.13 212.30 458.20
Other services 24.24 94.25 13.96 36.98 18.81 69.54
Total service costs 189.40 306.11 346.36 588.28 272.32 478.78
Absences from work 408.00 716.08 633.68 | 1530.49 527.23 | 1210.72
FOLLOW-UP
Primary care 39.20 45.90 39.11 44 .08 39.15 44 .51
Hospital care 112.2 313.74 614.29 | 2858.36 377.45 | 2086.07
Other services 10.40 24.95 9.93 26.81 10.15 25.70
Total service costs 161.80 338.82 663.32 | 2876.51 426.75 | 2100.75
Absences from work 521.60 | 1288.15 1176.6 | 3608.48 867.66 | 2762.22
Differences in service
costs between baseline 27.60 398.93 -316.9 | 2865.91 -154.4 | 2090.04
& follow-up

Putting costs and consequences together

An incremental cost-effectiveness ratio is calculated from the following formula:

(cost of delivering the intervention — cost of delivering the control) —
(changes in service costs due to the intervention — changes in service costs
due to the control)/ (changes in outcome due to the intervention — changes in
outcome due to the control)

This ratio is generally presented in terms of a unit change of the outcome measure,

1.e. net cost per QALY.

Using the results presented, the ratio is made up of:

= Differences in costs of intervention and control - £12.48 per person
» Differences in service costs — (27.60 — (316.9) = £344.5 per person; that is
there is a net saving of health and other care costs in the intervention group
compared to the control.

This implies that there is a net saving of resources from the intervention of £332.02
However, this is subject to a very wide margin of error and is only presented as an

illustration.

» The QALYs fell in both intervention and control but rather less for the
intervention group. The difference is -0.002 — (-0.010) yields a net advantage of
the intervention of 0.008 QALYs.
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4.7.7  Correlations between measures

The extent of associations between variables was assessed by means of the Pearson
correlation coefficient.

Statistically highly significant correlations were found between the maximum
amount of alcohol consumed in one 24-hour period at Time 1 and the total number of
units consumed during the previous week (r = 0.519; p <0.0001) and Time 2 (r =
0.685; p<0.0001). No association was found between the number of days when
alcohol was consumed in the week and the maximum amount consumed in a day (r =
-0.159; p = 0.250) at Time 1, in contrast to the positive correlation between the
number of drinking days and the total amount consumed in the week (r = 0.653; p
<0.0001). When the Time 2 data were correlated for these variables, a correlation
coefficient of 0.292 (p = 0.034) was found between the number of days when alcohol
was consumed in the week and the maximum amount consumed in a day, whereas
the correlation between the number of drinking days in the week and the total
amount of alcohol reported as having been consumed was very much stronger (r =
0.755; p<0.0001).

The correlations between the AUDIT scores and the maximum amount of alcohol
consumed in one 24-hour period at Times 1 were also highly significant (r = 0.503; p
<0.0001) and also at Time 2 (r = 0.571; p <0.0001). The correlation between the
AUDIT scores and the total weekly consumption at Time 1 was weaker (r = 0.261; p
=0.054). At Time 2, the correlation was somewhat more positive (r = 0.392; p
=0.004). This may have arisen because the AUDIT was administered by interview
with the opportunity for clarification to be provided at Time 2 as opposed to the self-
complete questionnaire version which was used at Time 1. No correlations were
found at either Time 1 or Time 2 between AUDIT and the number of drinking days
(Time 1: =-0.047; p=0.731. Time 2: r=0.012; p =0.934).

Significant but low levels of correlation were found between the calculated QALY
score at baseline and follow-up (r = 0.371; p=0.007) and rather higher correlations
between the thermometer scores (r = 0.476; p<0.0001). The QALY values at 6
months were significantly correlated with both baseline (r = 0.337; p=0.015) and
follow-up (r = 0.670; p<0.0001) thermometer values but the QALY value at baseline
was correlated with the follow-up value of the thermometer scale (r = 0.366;
p=0.007) but not the baseline value.

Analyses were also undertaken of the correlations between health state measures and
drinking outcomes, using AUDIT scores and the total number of units consumed in
one week. There were no simple correlations found between AUDIT scores, average
amounts drunk and self reported absences at baseline but there was a statistically
highly significant correlation between QALY at six months and days absence (r = -
0.552; p<0.0001).
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5) ACCEPTABILITY OF THE SCREENING, DATA COLLECTION
INSTRUMENTS AND INTERVENTION

51 Introduction

The original plan had been to seek the views of the acceptability of the screening and
interventions of only the Stage Two (intervention study) participants through the use
of open ended questions which would be asked at the end of the follow-up telephone
interviews. However, given the lower than anticipated response rates to both stages
of the study (i.e. screening and exploratory intervention trial), it was decided also to
seek the views of those who had taken part in only the screening and to attempt to
seek the views of those who had been invited but who had not taken part. This
aspect of the investigation was conducted as a survey.

It was also decided to interview personnel from the organisation which provides the
occupational health service to the Council regarding their input in relation to issues
concerning alcohol consumption. The Senior Occupational Health Advisor took part
in an interview.

5.2  Sample

A random sub-sample of 300 (20%) of those who had been selected as potential
participants at the screening stage was sent questionnaires to assess the acceptability
of the screening process. Three hundred questionnaires were posted together with an
SAE for its return.

All participants in the exploratory trial agreed to give their views, following
collection of post-test data as part of the telephone interview.

5.3 Data collection tools

A simple self-complete questionnaire (Appendix 10) was designed to gauge the
views of employees of the acceptability of the screening process and the provision of
information and advice by the Council’s occupational health service on a range of
lifestyle issues, including alcohol use. Since one of the items asked whether
participants had objected to, or found any particular questions difficult, a copy of the
screening questionnaire was also sent to remind them of its content.

Items designed to identify possible reasons for not having taken part in the screening
process were included in the questionnaires that were sent to the non-responders
(Appendix 11). The opportunity to provide the information informally by telephone
was offered.

Those who took part in the intervention were asked their views of their involvement
in the study following completion of the post-test follow-up telephone interview, as
had been originally planned. Participants were given the opportunity to expand on
their responses to the closed questions.
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54  Results
5.4.1 Response rates

Ninety-six of the 300 questionnaires were returned, giving a response rate of 32%.
Fifty of the participants had taken part in the screening only and 46 commented on
the exploratory trial.

One person who had taken part in the screening process and fulfilled criteria for
entry to Stage 2 telephoned to explain that he had decided against taking part in the
exploratory trial because he had experienced an alcohol-related injury after
completing and returning the screening questionnaire. His injury had left him
severely disabled and he had not accepted the invitation to take part in the
exploratory trial as had not wanted any further involvement in the study. He did,
however, agree to complete the acceptability questionnaire as a telephone interview.

5.4.2 The screening process

The majority of respondents (n=88; 91.7%) indicated that they had been happy to
help, whereas six (6.2%) reported having been reluctant to give personal details.
Only one found the questions intrusive, and she qualified this by saying that any
question about lifestyle is, by its nature, intrusive but that it did not deter her from
providing the information. Fifty percent of participants did not answer this question.
Of the 48 who did answer it, no-one indicated that they had objected to providing
responses to any element of the questionnaire, suggesting that they had found it
acceptable.

Fifty-eight (60.4%) respondents said they would prefer to receive such
questionnaires at their home address, compared with sixteen (16.7%) whose
preference was to receive it at work. Twenty-one (21.9%) said they had no
preference for either home or work.

Twenty-one (21.9%) said that they would be more likely to take part in this kind of
survey if it were conducted by the Council’s Occupational Health Department,
compared with 34 (35.4%) who would prefer this to be undertaken by an external
organisation. Forty-one (42.7%) had no preference and would have been willing to
take part irrespective of whether it was conducted by the Council’s Occupational
Health Department or an external organisation, such as the university.

One (1%) participant responded positively to the closed question, saying that he or
she was suspicious that the information might be disclosed to their employer.
However, a small minority indicated, in response to an open question, that they had
concerns that confidentiality may be breached between the occupational health
service and managers.

Table 5.1 shows the number of participants who thought that it is appropriate for the
Council’s Occupational Health Service to provide assessments on alcohol use,
smoking and diet. Their suggestions for assessment of other lifestyle issues are also
given.
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Table 5.1
Participants’ views on the provision of health and lifestyle assessments
by the Council’s Occupational Health Service

Alcohol 61 (63.5%)

Diet 67 (69.8%)

Smoking 64 (66.7%)

Other (asked as an open question)

Stress

General health

Exercise

Weight

Drugs

Mental health

Bereavement

Work-life balance

b [ [t [ | | = | N ON [ OO

Sun exposure

54.3 The Council’s role in providing health and lifestyle-related
information

The frequency data on the number of participants who thought that it is appropriate
for the Council’s Occupational Health Service to provide advice and information on
alcohol use, smoking and diet are presented in Table 5.2. As above, their
suggestions with regard to the provision of advice and information about other
lifestyle issues are also given.

Table 5.2
Participants’ views on the provision of health and
lifestyle interventions by the Council’s Occupational Health Service

Alcohol 67 (69.8%)
Diet 72 (75.0%)
Tobacco 69 (71.9%)
Other (asked as an open question)
Stress 9
General health 5
Exercise 4
Weight 1
Drugs 1
Mental health 1
Bereavement 1
Work-life balance 1
Sun exposure 1

Several participants suggested that such information should be made available and
many made the point that the Council did currently instigate health initiatives.
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Generally those who had previously attended activities organised by the Council,
such as a Well Man Clinic, had found them to be very useful and were very positive.

A few stated that Council employees should not be made to feel under duress to
attend information-giving sessions. A small minority expressed the view that, while
the Council ought to provide such information, they were not convinced of the
impact it would have. A few employees indicated that they felt that employees are
referred to the occupational health service predominantly to address absenteeism.
They suggested that the service ought to adopt a more preventative focus.

Despite the reservations of a few as outlined above, the general view was that health
assessments and the provision of health-related information on lifestyle by the
occupational health service would be valuable, as one employee, in giving a
considered response, said:

‘I do wonder whether this would be a good use of the Council's resources -
should public money be spent on this? But, on thinking about it, absence is a
big issue, so yes, there should be health assessments in the workplace. Also, if
the screening suggests people need to change their lifestyles, then the Council
has an obligation to point this out and employees have a responsibility for their
own personal health.’

5.4.4 The brief intervention

Of the 26 consultations with the occupational health nurse who delivered the
interventions, 21 (80.7%) elected that this should take place in the workplace. When
asked about their preferred venue, those who chose to meet her at home said that
they did so because there were no facilities at their workplace for a private
consultation.

All except one participant who received the intervention were very positive about its
content and the manner in which it had been carried out. The one person who
expressed reservations reported that he had felt that the intervention was too focused
on alcohol consumption for a study which, based on the information which he had
been given, was related to general lifestyle issues. This was the only person who
raised any concerns about the content of the intervention.

Only six of the participants had claimed to have known nothing about units of
alcohol and the ethanol content of different drinks prior to the intervention. Twelve
were aware of recommended limits for sensible drinking but they thought of these in
terms of the government’s previous advice concerning weekly limits rather than the
current information on daily benchmarks.

Almost half of the participants (n=14) had expressed surprise at the cumulated total
number of units consumed in one week. Several participants commented that the
intervention had raised their awareness of risks associated with alcohol use and had
found the information about calculating the ethanol content of different beverages
useful. They had appreciated receiving the Drink-Aware unit calculator wheel.
Several said that, since the intervention, they now used smaller wine glasses when
pouring drinks at home or used a measure for spirits.
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Five of those who received the intervention were clearly pre-contemplative,
expressing the view that they had no intention of changing and indeed, nor did they
in terms of alcohol use or AUDIT scores.

Interestingly, several had asked for leaflets to be left for them to share with
colleagues and/or family members.

5.4.5 Interview with Occupational Health Nurse

The Senior Occupational Health Advisor, who is a qualified occupational health
nurse, was invited to take part in an interview with the principal investigator (HW) to
discuss the ways in which the occupational health service was delivered at the time
of the study, its priorities, and how any research findings could be integrated into
professional practice. In particular, her views in relation to screening employees for
hazardous drinking and delivering brief interventions were sought. The semi-
structured interview was audio-recorded.

The interview was transcribed and a contact analysis of the data undertaken. The
interviewee was asked to ratify the analysis and confirmed that the report represented
an accurate resumé of the discussion.

The service is delivered by one senior nurse, two occupational health advisors, one
nurse who is employed as a screening nurse. A doctor and a physiotherapist attend
once a month. A counselling service is also available.

The role of the service is to promote workplace health. Employees on sickness
absence are referred for assessment of fitness to work, and are supported on return to
work after a period of sickness absence, assessed for retirement on ill-health grounds,
or may be referred for disciplinary reasons.

‘Health surveillance’ includes pre-employment screening, which includes one
question about alcohol use, and assessments that are required by Health and Safety
legislation, such as risks associated with vibration, noise, hazardous/toxic substances
and skin protection, eye tests for computing, and respiratory, skin and hearing tests.

The pre-employment screening had not identified any hazardous or harmful drinkers
in the 4.5 years during which the Senior Occupational Health Advisor had provided a
service to the local authority council. Alcohol and drug-related problems were
usually raised as a result of disciplinary proceedings, at which time they see
employees with long-standing alcohol problems (for which brief interventions are
not usually appropriate).

A health screening project had recently been piloted for one group of employees
using a computerised tool which estimated a risk score and life expectancy based on
a personal and family history and lifestyle information. Employees for whom
concerns were raised were encouraged to make an appointment to see their GP. The
screening was conducted out of working hours at satellite clinics throughout the
Council at a cost £45 per person screened. Any follow-up with the GP was entirely
confidential between the GP and employee, with no facility for the GP to report back
to the Council or occupational health service. The Senior Occupational Health
Advisor estimated that, if this service were to be rolled out across the Council, one
screening nurse would be required, at a cost of £25,000 per annum, excluding the
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employer's on-costs for national insurance and pension scheme. The screening
would have a broader focus than solely alcohol use and would not incorporate an
intervention.

She was asked to consider the implications of introducing alcohol screening and
delivery of brief interventions into routine practice within the current service. While
acknowledging the potential benefits, she was concerned that it would be impractical
to employ someone to undertake this as their sole responsibility as she envisaged it to
be implemented on an intermittent basis, as she described: ‘ screening just say 10
people may only take 30 minutes but you couldn't employ someone just to do this on
some regular basis - similarly people are already busy and jobs are ‘lumpy’ - you
employ people in discrete lumps of time even with some flexible, part-time staff’.

She felt that employees may be reluctant to take part in screening and any
appropriate intervention if it were delivered by occupational health service for
reasons of confidentiality. She suggested that health promotion initiatives are
delivered by the Health Promotion Officer who is employed directly by the Council
(in contrast with the occupational health service, which is bought in) and that it may
be more appropriate if they were delivered by him, or by the Council’s counselling
service.

She acknowledged that the focus of the work of the occupational health service
relates to the need to comply with Health and Safety legislation and on dealing with
sickness absence, rather than using a preventative approach. She concluded by
saying that, ‘There’s a lot we never ever get to.’
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6 DISCUSSION AND CONCLUSIONS
6.1 Introduction

The main results from the trial suggest that brief interventions in the workplace have
the potential to reduce alcohol related harm and also save public sector resources.
The analysis of the pre- and post-test data showed that the employees in the
intervention group reported greater reductions than those in the control group in
terms of the mean maximum number of units consumed in one 24-hour period, the
number of drinking days per week, and the mean number of units consumed in one
week. Furthermore, the employees in the intervention group at follow-up reported
fewer days use of hospital services and primary care than at baseline. This contrasts
with the control group whose post-test use rose (see Appendix 9a and b). None of
these changes reached levels of statistical significance, but the aim of the study was
not to show the effectiveness of a brief intervention on alcohol use or health status.
Rather, the aim was to provide data on which to calculate the sample size required
for a randomised controlled study and to determine the feasibility of conducting such
an investigation.

This study has therefore shown that conducting a fully powered study of the potential
benefits of delivering a brief intervention for hazardous alcohol use within the
working population would make a useful contribution to the evidence base.

6.2  Screening

The screening process identified 163 individuals as hazardous drinkers, which
represents 10.8% of those screened. The majority of the employees who took part in
the survey regarding the acceptability of the screening (see Section Five) indicated
that they would be willing to take part in lifestyle screening by the occupational
health service. In this workplace establishment there was no scope for opportunistic
screening, but this may have been a characteristic of the delivery of occupational
health services within this particular local authority. It appears from the literature
that periodic health checks are routinely conducted in the workplace in Scandinavian
countries (Aalto et al. 1999, Hermansson et al. 2003), more commonly than in this
country. Such activities could provide an opportunity for screening for hazardous
levels and patterns of alcohol consumption.

At 10.08%, the rate at which hazardous drinkers were identified for recruitment to
the exploratory trial was very similar to the 9.4% rate suggested by Aalto et al.
(1999), whose sample was recruited at an occupational health clinic in Finland. It is
difficult to know, however, how the trial results in identifying those who may benefit
from a brief intervention would translate in practice. It could be that, were a
screening process to be introduced as a routine, uptake would be higher than for a
research project being undertaken by a university as was the case in this study.
Findings reported in Section Five of this report, albeit from a minority of employees,
suggest that the workforce would support such an initiative within the context of
general health promotion.

Although only 55 employees took part in the exploratory trial (i.e. the Stage 2
intervention study), the screening process identified 163 individuals as hazardous
drinkers. It may be that a higher proportion of the hazardous drinkers would have
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consented take part in the study if they had been approached in person, for example
during a health screening appointment.

The initial aim had been to screen employees until a sample size of sixty recruits
were entered into the exploratory trial. Clearly, a much higher number of employees
were required to be screened than had been anticipated and that the screening process
was protracted.

6.2.1 Demographic data

The gender distribution of 457 (72.9%) female respondents to 169 (27.0%) males
closely reflected the Council profile of 71% females and 29% males. No comment
can be made of the age distribution as we had no information regarding the age
profile or the entire occupational of the workforce.

6.2.2 AUDIT scores

As shown in Table 3.2, the AUDIT tool identified 178 individuals who were drinking
at hazardous or harmful levels. This constituted 28.4% of the employees who
returned screening questionnaires. Of these, 15 were categorised as harmful drinkers
as their AUDIT scores ranged between 16 and 40, leaving 163 (26.0%) as hazardous
drinkers. In one of the few published studies to use the AUDIT as the screening tool
in an occupational health setting, Hermansson et al. (2003) found that 23.9% of
employees screened positive on the AUDIT, carbohydrate deficient transferring, or
GGT. Matano et al. (2007) reported a pilot study of an interactive web-site-based
intervention for reducing alcohol consumption was pilot tested.  Although the
AUDIT was used by participants to assess their risk of having an alcohol-related
problem, no data on its use were presented.

6.3 Exploratory trial of the intervention

As indicated above, the results of the exploratory trial were indicative of the
effectiveness of the intervention in promoting behaviour change in relation to alcohol
use. Since none of the analyses indicated statistically significant effects, the findings
need to be regarded with caution. However, interesting trends were evident,
although the number of cases analysed for some variables was very small.

In recent years binge drinking has become a major concern in the UK (refs needed).
As presented in Section 4.7.3, the effect over time for the maximum number of units
in one day during the previous week approached the level of statistical significance
(p = 0.054), with the mean reduction in consumption being greater in the intervention
group than the control group (see Table 4.3). This suggests the potential for a brief
intervention delivered by an occupational health nurse and warrants its further
examination in a fully powered trial.

In contrast with this finding, when the data pertaining to the number of days on
which participants reported drinking alcohol during the week, it was the group effect
that approached significance (p = 0.060). Interestingly, as shown in Table 4.3, the
intervention group reported greater reductions than the control group for each of the
alcohol use variables.
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The results of the ANOVA of the AUDIT scores confirmed the reduction for both
groups over time which reached the level of statistical significance (p = 0.004).
However, there was no effect for time, with mean scores being similar at baseline
and follow-up for the entire cohort. It is not possible to say whether the change had
occurred as a result of repeated exposure to the AUDIT or as a consequence of
change in the respondents’ experiences related to alcohol use.

The majority of employees (69.8%) who took part in the survey of the acceptability
of the screening and brief intervention felt that the Council’s occupational health
service ought to provide advice and information to employees about alcohol use and
health.

6.4 Economic evaluation

The economic evaluation indicated that those individuals who received the
intervention reported a fall in the use of health care compared with a rise in the
control group. As shown in Table 4.5, the control group reported a rise in absences
from work between baseline and follow-up, compared with very similar rates on both
occasions for the intervention group. No employee reported having received
treatment for an alcohol problem, suggesting that the screening had been effective in
identifying hazardous as opposed to harmful drinkers. The numbers, however, were
too small to detect statistically significant differences.

All but two participants remained in employment with the Council at follow-up.
This may be indicative of the occupational stability of those who chose to take part in
the study.

The total number of contacts reported by intervention group participants with a range
of services provided by social work, voluntary and private organisations was greater
at baseline than the control group. However this number fell at follow-up, compared
with a rise in reported use by control group participants, as shown in Appendix 9c.
Reports of accidents and criminal activity or involvement with criminal justice
services were too infrequent to warrant analysis within this employed sample of
hazardous, rather than dependent, drinkers.

The EQ-5D and the thermometer scores, which provided a crude estimate of health,
showed no significant differences either between or within group. Although the
QALYs fell in both intervention and control groups, a small net advantage of 0.008
was found for the intervention QALYSs.

As presented in Section 4.7.6, the estimated cost of the intervention was calculated as
£12.48 per person. The services used by participants were estimated to cost £344.5
per person. The net saving of health and other care costs in the intervention group
compared with the control group was found to be £332.02 per person. It is
acknowledged, however, that this is subject to a very wide margin of error, given the
low number of cases used in feasibility studies such as this. The findings do,
however, indicate the value of conducting a larger study in order to examine these
potential savings with greater confidence.
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6.5 Feasibility issues

This study raises a number of feasibility issues that would face a full trial. First the
screening method did not yield the expected number of hazardous drinkers and
therefore the overall screening costs could be significant. Second, all the analyses
point to the large sample size that would be needed for definitive trials possibly also
with follow-up over longer periods so that a fuller impact of changes in drinking
could be captured.

The statistical power analysis indicated that 150 participants per group should
achieve a power in excess of 90%. Allowing for attrition of up to 20%, between
recruitment to the trial and collection of post-test data, a power of at least 80%
should still be possible with samples of 120 per group. Based on the experience of
recruitment to screening and subsequent entry to the trial, this would require that
8,258 employees to be screened to yield 300 hazardous drinkers (i.e. 150 per group),
or 6,606 for 240 to be recruited to the trial. It may be that a lower number of
participants would require to be screened if a face-to-face or telephone method was
used, but this was not an option in this study, except for a very small minority
(14/1,514, see Table 3.1)

6.6  Methodological issues

The AUDIT appears to have performed well as a screening tool in this study in that a
similar proportion of hazardous drinkers were identified as in the other published
study where it has been used in a similar setting (Hermansson et al. 2003). The
positive correlations between the AUDIT scores and the maximum amount of
alcohol consumed in one day and total weekly consumption are indicative of strong
criterion-related validity.

The fact that a small proportion of participants failed to complete Item 2 of the
AUDIT, in which they were asked to quantify their levels of consumption, may
suggest some confusion. It would be interesting to know if the pictorial
representation of the alcohol content of common drinks, as developed by Kaner and
colleagues (2006) would provide a more accurate assessment.

The highly significant positive correlations between the maximum amount of alcohol
consumed in one 24-hour period and the total number of units consumed during the
previous week on both occasions, reported in Section 4.7.7, suggest a high degree of
consistency in these two self-reported alcohol use variables. In contrast, the results
of the correlations between the number of drinking days per week and both the
maximum amount of alcohol consumed in one day and the total weekly consumption
are very much weaker. Similarly, no correlations were found between AUDIT and
the number of drinking days. This suggests that perhaps the number of drinking days
per week has a lower level of criterion-related validity than the other alcohol use
variables and is therefore less predictive of hazardous drinking. However, it may be
indicative that binge drinkers in the sample, i.e. those with a high total weekly
consumption drunk in a few days during which a high number of standard drinks are
consumed, may have skewed the data.
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The economic component of the study has highlighted a number of issues that should
be addressed within a fully powered RCT. Firstly, many of the service use items
were used infrequently by the sample. A small number of accidents were reported,
namely three motor vehicle accidents and three personal injuries at baseline,
compared with four motor vehicle accidents and one personal injury at follow-up.
While still small and rare this rate of accidents among the sample may be worthy of a
more intensive questioning in a larger trial. However, the low rate of reported
criminal activity suggests that this is not a feature of hazardous drinking and that
these items should be removed from the data collection instrument.

NICE guidance is clear in that considering NHS priorities for England, the QALY is
the outcome measure of choice. While in the larger treatment sample of the UK
Alcohol Treatment Trial there was an overall change in QALY scores over a 12-
month follow-up period, the change was insignificant, unlike changes in the other
alcohol related outcome measures. It is not certain at this stage how quickly health
status improves after changes in drinking particularly for hazardous rather than
dependent drinkers. This will require more data on longer term follow-ups across a
wide range of drinking patterns. In this exploratory trial, overall health status
reduced for both intervention and control groups and there were few correlations
between the health state and drinking outcome variables. An alternative approach
would be to use changes in drinking patterns especially those showing a change from
hazardous to low risk drinking to predict future life expectancy, quality of life and
alcohol related health care costs to augment trial results.

Bodies, such as NICE, that are concerned with health interventions advocate the use
of generic measures for economic evaluations so that comparisons can be made
across different types of interventions (NICE 2008). However, it is still unclear
whether generic measures such as the EQ-5D are sensitive to change in those with
hazardous drinking or indeed whether health state change immediately follows
drinking behaviour change. It may be that drinking outcomes are better predictors of
long term health problems and health care costs than patient self-rated quality of life
measured at the same point.

6.7 Conclusions

The study was conducted in one local authority in Scotland, limiting the
generalisability of the findings. It is not known how participants from the private
sector, for example, would have responded. However, the findings from this study
suggest that there is scope within the workplace for the delivery of health promoting
initiatives in relation to reducing the prevalence of hazardous and harmful levels and
patterns of alcohol consumption. The results of the exploratory trial, despite the
small sample size, are indicative of the cost-effectiveness of the delivery of a brief
intervention. Furthermore, the findings suggest that the workforce is amenable to
assessment of lifestyle issues, including alcohol use and to receipt of information and
advice aimed at promoting health and wellbeing.

If the same design were to be adopted in a main study, 8,258 employees would need
to be screened to identify 150 hazardous drinkers each for the intervention and
control group in order to achieve statistical power in excess of 90%. A sample size
of 6,606 employees should be screened to detect 120 hazardous drinkers for both
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groups for a trial with a power of 80%. This estimate assumes attrition rate between
pre- and post-test of up to 20%.
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Appendix 1
Letter from the Council confirming access

Appendix 1: Letter from the Council confirming access
ASSISTANT CHIEF EXECUTIVE (Personnel): Murray Macfarlane

Your Ref: Our Ref: SK/ 17.1.6.3

If telephoning please call: 6

23rd February 2005

Professor Hazel E Watson
Nursing & Midwifery Centre
School of Nursing

City Campus

Cowcadden Road
Glasgow

G4 OBA

Dear Professor Watson

Reducing Alcohol = Related Harm in the Workplace: Feasibility study

Thank you for your recent letter regarding your request for permission to
undertake a feasibility study of screening and brief intervention of hazardous
drinkers.

| note the contents of your letter and have pleasure in agreeing to participate
in this study as requested. As you have already had discussions with Mr
Charles McBreen, Principal Health & Safety Adviser, | would ask that you
continue to address correspondence to Mr McBreen and advise

that he would continue to act as your main contact for the study.

Should you require any further assistance please feel free to contact Mr
McBreen direct on telephone number 01 294 324686.

| look forward to hearing from you in due course.

Yours sincerely

J Murray Macfarlane
Assistant Chief Executive
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Appendix 2:  Letter confirming ethics approval

GLASGOW
' CALEDONIAN
UNIVERSITY

PMcQ/LM/Ethics/05/12 part 2
8 June 2006

Professor Hazel Watson
NMCH

Glasgow Caledonian University
Cowcaddens Road

Glasgow

G4 0BA

Dear Professor Watson

Re: Reducing alcohol-related harm in the workplace: a feasibility study of
screening and brief interventions for hazardous drinkers - Part 2: Questionaire

Thank you for sending the questionnaire for the second part of you study. This has
been considered carefully by the School Research Ethics Committee and we are
pleased to grant ethical approval for your study.

I wish you well in your study

Yours sincerely

/ 2 L(/L_f

P McQuillan
Chair to the School Ethics Committee

Professor Barbara Parfitt T +44(0)141 331 831 Glasgow Caledonian University
PhD RGN SCM F 44 (0)141 331 8312 Cowcaddens Road

Dean E B.A.Parfitt@gcal.ac.uk Glasgow G4 0BA

Scheal of Nursing, Midwifery www.caledonian.ac.uk Scotland, United Kingdom

& Community Health WHO COLLABORATING
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Appendix 3
Letter of invitation to participants in screening
(on university headed notepaper)

Date as postmarked

Dear Sir or Madam
General health and lifestyle survey

I am writing to invite you to take part in a survey of healthy lifestyle issues. The survey
is being carried out by a team of researchers at Glasgow Caledonian University in Xxxx
Xxxx Council as its employees are, in many ways, representative of the Scottish working
public.

If you are willing to take part please complete and return the enclosed questionnaire in the
stamped addressed envelope, preferably by Friday 9™ June. It should only take a few
minutes to complete.

The Council has given permission for its employees to be invited to take part and has
agreed to facilitate the work by distributing the questionnaires. All questionnaires are
being returned directly to Glasgow Caledonian University and all information you
provide will be treated in strict confidence. It will remain in the possession of the
research team until the end of the study, when it will be destroyed. No information will
be passed to anyone associated with your employment or to anyone who is not a member
of this research team. Your name will be used only as a way of tracing individuals who
have not responded so that a reminder can be sent. It may also be used to offer you
information that could help you to make lifestyle changes if you agree to this, and if your
responses indicate that this might be beneficial.

If you decide to take part your name will be entered into a prize draw for a £50 gift token
for Marks and Spencer.

You may be invited to take part in a future stage of the study.
Please feel free to contact us on 0141 331 3457 or 0141 331 3528 if you wish any further
information. If you would like to take part but would prefer to do so over the phone,

please let us know.

Yours sincerely

Katherine McArthur Hazel Watson
Research Assistant Professor of Nursing
Tel 0141 331 3528 Tel 0141 331 3457
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Appendix 4a
Letter of invitation to intervention group participants
(on university headed notepaper)

Date as postmarked

Dear

General health and lifestyle consultation

Thank you for taking part in the recent lifestyle survey. I am now writing to invite you to take
part in the next stage of the study.

In this part of the study we want to evaluate the effect of a health and lifestyle consultation.
We know that a consultation by a GP or practice nurse can be effective in helping people to
make changes to their diet, smoking, drinking and exercise. We want to find out if a similar
consultation is effective when delivered by an occupational health nurse. Since we do not
know whether it is beneficial, we need to compare the impact on people who have the
consultation with those for people who do not. The best way to do this is to choose at random
(like tossing a coin) whether people should have the consultation or not. That way it is fair and
everyone has an equal chance of having the consultation or not. You have been selected at
random to attend the consultation, should you agree to take part.

If you agree to take part in the study, an occupational health nurse will contact you within the
next two or three weeks to arrange a suitable time to meet with you. The consultation should
take around 15-30 minutes. It will be conducted on Council premises or your own home,
depending on your own preference, and will be entirely confidential.

During the consultation you will be asked to give more detailed information about some of
your responses to the lifestyle survey and will be given information that may be helpful in
relation to your general health. Following this, you will be asked to take part in a short
telephone interview about your use of public services and quality of life. Finally, six months
after the consultation you will be asked to take part in another telephone interview to ask
similar questions and for your views on the consultation and the suitability of this within a
workplace setting.

Taking part in the study is voluntary and, even if you agree to take part, you will be free to
change your mind and withdraw at any time. If you would like to take part in the study, please
return the enclosed Consent Form in the stamped-addressed envelope provided within the next
7 days. If you would like more information about the study before making up your mind,
please contact me on 0141 331 3457 or by email, h.e.watson@gcal.ac.uk.

If you would like to receive a summary of the results, please send me your name and address.

Yours sincerely

Hazel Watson
Professor of Nursing

€ncs
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Appendix 4b
Letter of invitation to control group participants
(on university headed notepaper)

Date as postmarked

Dear

General health and lifestyle survey

Thank you for taking part in the recent lifestyle survey. I am now writing to invite you to
take part in the next stage of the study.

In this part of the study we want to evaluate the effect of a health and lifestyle
consultation. We know that a consultation by a GP or practice nurse can be effective in
helping people to make changes to their diet, smoking, drinking and exercise. We want to
find out if a similar consultation is effective when delivered by an occupational health
nurse. Since we do not know whether it is beneficial, we need to compare the impact on
people who have the consultation with those for people who do not. The best way to do
this is to choose at random (like tossing a coin) whether people should have the
consultation or not. That way it is fair and everyone has an equal chance of having the
consultation or not. You have been selected at random to be a member of the comparison

group.

If you agree to take part in the study I will contact you in two to three weeks by telephone
when you will again be asked questions from the lifestyle survey and for information
about your use of public services and quality of life. You will be contacted again by
telephone in six months time when you will be asked about your health and use of
services. You will be given information about any changes that are recommended as a
result of the information you have given in relation to general health and lifestyle issues.

Taking part in the study is entirely voluntary and, even if you agree to take part, you will
be free to change your mind and withdraw at any time. If you would like to take part in
the study, please return the enclosed Consent Form in the stamped-addressed envelope
provided within the next 7 days. If you would like more information about the study
before making up your mind, please contact me on 0141 331 3457 or by email,
h.e.watson@gcal.ac.uk.

If you would like to receive a summary of the results, please send me your name and
address.

Yours sincerely

Hazel Watson
Professor of Nursing

Encs
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Appendix 5
Screening questionnaire

GENERAL LIFESTYLE QUESTIONNAIRE

Thank you for taking part in this survey. The information you give
will not be made available to anyone at your place of work. It will not
be given to anyone who is not a member of the research team. All
questionnaires should be returned directly to Glasgow Caledonian
University. All information will be treated in strict confidence.

Please answer all questions as accurately as possible. It should only

take a few minutes to complete.

Full name

Please indicate your response(s) by placing a tick (v') in the
appropriate boxes provided.

1  Sex: Male O Female [
2 Age: 16-18yrs 0O 19 -25yrs 26 - 35 yrs (]
36 -45yrs [ 46 - 55 yrs [ 56 - 65 yrs O

over 65 yrs [l
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SECTION A: SMOKING

1. How often do you smoke?
Never O Daily 0  Occasionally O

If you answered “‘Never’ or ‘Occasionally’, please go to Section B on the next page.

2. How many cigarettes do you smoke in a typical day?
10 or less O 11-20 O 21-30 O 31 or more O

3. How soon after you wake up in the morning do you smoke your first cigarette?
Within 5 minutes [ 6-30 minutes [ 31-60 minutes [ After 60 minutes [

4. Do you find it difficult to refrain from smoking in places where it is forbidden, e.g.
apublic place?

Yes L No O
5. Which cigarette would you hate most to give up?
The first one in the morning [ All are equally difficult to give up I

6. Do you smoke more frequently during the first hours after waking than the rest of
the day?

Yes O No O

7. Do you smoke if you are so ill that you are in bed most of the day?

Yes O No O

8. Has a relative or friend or a doctor or other health worker suggested that you stop
smoking?

No [ Yes, but not in the last year [] Yes, during the last year []
9. How often during the last year have you tried to stop smoking?

Never [ Less than monthly [0 Monthly [0 Weekly [ Daily or almost daily [

10. To what extent do you want to stop smoking?
I have no intention of stopping [J I am considering stopping in the future [l

I would like to stop now [

Please continue on the next page

56



SECTION B: DIET

1. How often do you eat fried foods?

Never [ Less than weekly L1 Once or twice a week [0 3 —6 times/wk [  Daily O
2. How often do you eat red meat, e.g. beef, lamb, sausages, hamburgers?

Never O Less than weekly L1 Once or twice a week [0 3 — 6 times/wk [ Daily O
3. How often do you eat fresh fruit or vegetables?

Never I Less than weekly [1 Once or twice a week [0 3 — 6 times/wk [J
1-4 times a day [J 5 or more times a day [

4. How many cups of coffee do you have on a typical day?

None [ lor2 I 3or4 O 50r6 O 7-9 0 10 or more [
5. How many fizzy drinks do you have on a typical day?

None [ lor2 I 3or4 O 50r6 O 7-9 0 10 or more [
6. How often do you feel the need to change your diet?

Never [ Less than monthly [0  Monthly [0 Weekly [0  Daily or almost daily [1

7. Has a relative or friend or a doctor or other health worker suggested that you

change your
diet?
No O Yes, but not in the last year [] Yes, during the last year [1

8. To what extent do you want to change your diet?
I have no intention of changing [1 I am considering changing my diet in the future [J
I would like to change my diet now [

Please continue on the next page
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SECTION C: ALCOHOL CONSUMPTION

1. How often do you have a drink containing alcohol?
Never LI Monthly or less [1 2-4 times/month [ 2-3 times/wk [0 4 or more times/wk [

If you answered “‘Never’, please do not answer any more questions.

2. How many drinks* containing alcohol do you have on a typical day when you are
drinking?
(*1 drink = 1 unit.
1 unit is equivalent to % pint of beer/lager or 1 single spirits;
1.5 units is equivalent to a small (125 ml) glass of wine or 1 alcopop; 2 units is equivalent to a medium
(175 ml) glass of wine; 3 units is equivalent to a large (250 ml) glass of wine)

lor2 O 3or4 O S5or6 O 7-9 0 10 or more [
3. How often do you have six or more drinks (i.e. units) on one occasion?
Never L Less than monthly [0 Monthly O  Weekly U Daily or almost daily [l

4. How often during the last year have you found it difficult to get the thought of
alcohol out of your mind?

Never [J Less than monthly [0 Monthly 0  Weekly [ Daily or almost daily [1

5. How often during the last year have you found you were not able to stop drinking
once you had started?

Never [0 Less than monthly [0 Monthly 0  Weekly [ Daily or almost daily [1

6. How often during the last year have you been unable to remember what happened
the night before because you had been drinking?

Never O Less than monthly 00 Monthly O ~ Weekly O Daily or almost daily O

7. How often during the last year have you needed a first drink in the morning to get
yourself going after a heavy drinking session?

Never O Less than monthly 00 Monthly 0 ~ Weekly O Daily or almost daily [

8. How often during the last year have you had a feeling of guilt or remorse after
drinking?

Never [J Less than monthly [ Monthly 0  Weekly [ Daily or almost daily [1
9. Have you or someone else been injured as a result of your drinking?
No [ Yes, but not in the last year [] Yes, during the last year [1

10. Has a relative or friend or a doctor or other health worker, been concerned about
your drinking or suggested you cut down?

No O Yes, but not in the last year [J Yes, during the last year [l

If you do NOT wish to receive information about making lifestyle changes please tick the box [1

THANK YOU FOR YOUR TIME
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Please return the questionnaire in the Stamped Addressed Envelope provided
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Appendix 6
7-day retrospective drinking diary

RETROSPECTIVE DIARY OF ALCOHOL CONSUMPTION

Complete the following chart indicating:

How much alcohol you drank last week; what kind of alcohol you had to drink (e.g., spirits,
wine, beer: strong or low alcohol beer, etc.), at what time of day you were drinking

Beginning with yesterday, work backwards through the week. If last week was not normal for
you, think of what would be a typical week for you when filling in the chart

Morning Afternoon Evening

Monday

Tuesday

Wednesday

Thursday

Friday

Saturday

Sunday

Total number of drinking days =~ .o
Maximum amount consumed in 24 hours — ...ccccoovvvviveieiiieeeeceee e

Total week's consumption s

Interview location: .............................. Time interview ended: .....................
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Appendix 7
Economic questionnaire, EQ-5D and thermometer scale

Reducing alcohol-related harm in the workplace.
Service Use Questionnaire

1. Treatment for drinking problems
a) Have you received any treatment to reduce your drinking over the past 6

months?

Yes O No 0(goto?2) Not answered O

Have you received any of the following interventions, where you did not stay overnight.
(Record the number of contacts in each box).

Voluntary, e.g.
AA, voluntary

IO
— - 1%
Z o s £ E
S I e -
0 o ) g 8 c
=) >a s E S| =22
L T O og © < E
T = O © © &= rg
pd oo [alNeY < Z -
Counselling OYes
O No

O Not answered

Medication OYes
O No
O Not answered

Day care OYes
O No
O Not answered

Detoxification O Yes
ONo
ONot answered

Outpatient treatment O Yes
O No
O Not answered

1b) Have you received any of the following interventions where you have stayed
overnight. (Record the number of overnight stays in each box).

NHS Hospital - detoxification O Yes ONo O Not answered

After care hostel OYes ONo 0ONotanswered

Residential programme OYes ONo 0O Notanswered
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2. Use of hospital services (excluding treatment for drinking problems recorded in Q 1)

Have you visited hospital as a patient for any type of treatment, including A and E, in the last
6 months?

Yes O No 0O (goto3) Not answered 0O
2a. Have you visited a hospital A and E dept in the last 6 months?

Yes O No O (goto 2b) Not answered 0O

How many times?

How many nights did you stay in total in A and E?

Did you ever travel in an ambulance ? Yes O No O Notanswered O

How many times did you use an emergency (999 call) ambulance?

How many times did you return home in an ambulance?

2b. Have you stayed in hospital as an inpatient in the last 6 months? i.e. stayed overnight,
excluding A and E and addiction problems Yes 0O No 0O(goto2c) Notanswered O

How many nights did you stay in total?

Did you ever travel in an ambulance ? Yes O No O Notanswered O

How many times did you travel to hospital by ambulance?

How many times did you return home in an ambulance?

2c. Have you visited hospital as an outpatient? Yes 0O No 0O (goto 2d) Not answered
g

How many times?

Did you ever travel in an ambulance ? Yes O No 0O Notanswered 0O

How many times did you travel to hospital by ambulance?

How many times did you return home in an ambulance?

2d. Have you visited hospital as a day case patient? Yes 0 No [(go to 3) Not answered
a

How many times?

How many times did you travel to hospital by ambulance?
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How many times did you return home in an ambulance?

3. Use of primary care
a) Have you seen your GP or a practice nurse at the surgery in the last 6 months?
Yes O No 0O (goto3b) Notanswered O

How many times?

GP

Practice nurse

3b) Have you been visited you at home in the last 6 months by a GP, practice nurse or
CPN?

Yes O No 0O (goto3c) Notanswered 0O

How many times?

GP

Practice nurse

CPN

Other, e.g. dietician etc

3c. Have you contacted NHS24 (by telephone or internet) over the past 6 months?

Yes 0O No [(go to 3d) Not answered 0O

How many times?

d. Have you visited an NHS walk-in centre (e.g.GEMS) over the past 6 months?

Yes O No 0O (goto4) Notanswered O

How many times?
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4. Other services

Have you used any of the following services during Yes [1 No [ Notanswered (]
the last 6 months?
No of contacts

0] Alternative medical practitioners Yes [J

No [J |
(i) Social Worker Yes [J

No [J |
(iii) Occupational Therapist (at home) Yes [J

No [J |
(iv) Citizens Advice Yes [J

No [ |
v) Marriage/Couples Counselling Yes [J

No [J |
(vi) Advisor regarding state benefits or housing issues Yes []
(vii) Advisor on debt or legal issues
(viii) A homeless persons agency Yes [J

No [J |
(ix) An employment advisor Yes [J

No [ |
) Other (please specify) Yes []

No [J |
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5. Employment

5a. Have you been continually employed by Yes [J(goto 5b) No [ (go to 5c) Not answered
the Council for the last 6 months? 0
5h. If 'yes' how many weeks have you been employed?

Not answered T[] |

5c. If ‘no’, were you unemployed for any of this period if yes how Yes 0 No [ Not answered [
many weeks?

5d. Do you currently have a job where you are on a contractand  Yes [ (Goto5dd) No [ (Go to 5e)
pay income tax? Not answered [

dd) If Yes, Is it full or part time? Full-time [0 Part-time [0 Not answered [

What is you current salary per year/week/hourly rate?
(Katie, I'm just goint to try this out and see what | get, so
don’t change your SPSS file for this yet)

5e. Do you earn money from 'cash in hand' work? Yes [ (Goto5ee) NO [ (Go to5i) Not answered [1

5ee If Yes, Is it full or part time? Full-time T Part-time 0 Not answered [J
How much do you earn from 'cash in hand' work? £

5f How many days have you been absent from work in the last 6 months?

5g. Do you think your performance at work been affected as a result of alcohol use over

the past 6 months ?
Yes [J No [ Notanswered [

If 'yes' on how many days over the last 6 months has
your productivity at work (e.g. amount of work you were able
to do) been affected?

On average, would you say your work performance Slightly? 0
has been affected Moderately? [
Considerably? []
Extremely? [
5h. Have you had an accident at work in the last 6
months?

Yes [J No O Notanswered [
If 'yes' how many times?

If 'yes', please detail
Explore if alcohol-related
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5i.

How have you supported yourself financially in the last 6 months?

(tick as many as apply)

Casual work / cash in hand work

Wage / salary [ (goto 6)
[1 (goto 6
Family / partner [ (go to 6)
State benefits 1 (go to 5j)
Other (please specify) [ (go to 6)

5j) Have you claimed any of the following benefits, and if so, for how long?

0)
(i)
(i)
(iv)
(v)
(vi)
(vii)
(viii)
(ix)
(x)
(xi)
(xii)
(xiii)

Income support [JYes
Invalidity benefit fYes
Incapacity benefit fYes

Unemployment benefit [ Yes
Sickness benefit [ Yes

Housing benefit OYes

Severe disablement allowance (DLA)

Mobility allowance OYes
Family credit OYes
Child benefit 0 Yes
Lone parent benefit TYes

Attendance allowance I Yes

Other (please specify) [1Yes

Total amount of benefit received per week? (£)
(Note: if participant does not receive benefits please enter ‘0’)

[1No
[1No
1 No
1 No
[1No

1 No

[1No
1 No
[1No
[1No
[1No

0 No
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[1 Not answered

[J Not answered

[J Not answered

[J Not answered

[ Not answered

[ Not answered

Yes [0No [ Notanswered

[J Not answered

[ Not answered

(1 Not answered

[1 Not answered

[1 Not answered

[J Not answered

No of weeks claimed
in last 6 mths




6. Crime
6a) Have you committed any of the following criminal acts in the last 6 months?

Committed No. Times Arrested No. Times
O

Violence or assault against a person

Robbing/mugging

Burglary in a dwelling or commercial premises

Sexual offences

Theft (not of vehicle), including shoplifting

Vehicle theft

Criminal damage (damage to property) (if ‘yes’ go to b)

Drink driving

O o o o o o o oo oo
O o o o o o o o

Other motoring offences

6b) Have you caused any damage to property/persons over the last 6 months? Yes 1 No [1 Not answered [

If 'yes', was this damage to: Details
e Your home O
e Someone else’'s home/premises [
e Your own vehicle O
e Someone else’s vehicle O
e Other people (bodily harm) O

6c) In the last 6 months have you answered bail?  Yes [J No (1 Not answered 1
If Yes, how many times.

6d) In the last 6 months have you had contact with a probation officer?
Yes [ No (1 Not answered 1

If Yes, how many times.

6e) In the last 6 months have you stayed at a probation hostel?
Yes [ No 1 Not answered 1

If Yes, how many times.

6f) In the last 6 months have you appeared in court for any reason?
Yes [J No 1 Not answered [

If Yes, how many times.

What type of court was this?
(enter total number of days spent in court)
Event 1 Event 2 Event 3 Event 4

e District Court
e Sheriff Court
e High Court

69) Have you spent any time in prison in the past 6 months? Yes [0 No 0 Not answered 0O

How many days did you spend in prison in total?

Not answered 0O
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7. Accidents

7a) Have you had an accident in the last 6 months?

Had No. Times How many times
accident did you attend
hospital as a
result?
Motor vehicle accident Yes O No [
Personal injury (exclude road accidents) Yes ONo O
Injury to another person (excl road accidents) YesONo O
EQ-5D
Mobility
¢ | have no problems in walking about u
¢ | have some problems in walking about a
e | am confined to bed d
Self Care
¢ | have no problems with self care (looking after yourself) d
¢ | have some problems with dressing myself Q
e | am unable to wash and dress myself Q
Usual Activities (e.g. work, study, housework, family or leisure activities)
e | have no problems with performing my usual activities a
e | have some problems with performing my usual activities Q
e | am unable to perform my usual activities Q
Pain Discomfort
e | have no pain or discomfort a
e | have moderate pain or discomfort Q
e | have extreme pain or discomfort Q
Anxiety/Depression
e | am not anxious or depressed Q
e | am moderately anxious or depressed a
¢ | am extremely anxious or depressed a
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To help people say how good or bad a health state is,
we have drawn a scale (rather like a thermometer) on
which the best state you can imagine is marked 100
and the worst state you can imagine is marked 0.

We would like you to indicate on this scale how good
or bad your own health is today, in your opinion.
Please do this by drawing a line from the box below
to whichever point on the scale indicates how good or
bad your health state is today.

100 —

9 |

]
80 |
70 ]
60 |

o
50 |
40 @
30

o
20 -+
0 @
0
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Appendix 8: Unit cost estimates and sources (2006/7 prices)

Hospital Services

A and E visit

A & E stay

Emergency Ambulance
Inpatient

Outpatient

Day case

Primary care services

GP

PN

GP Home

PN Home

NHS 24

NHS walk-in centre

Health Service
Health Service
Health Service
Health Service

Health Service

Health Service

Health Service
Health Service
Health Service
Health Service
Health Service
Health Service

£110/visit
£274/stay

£237/journey
£443/day

£116/visit

£549/case

£20/visit
£9/visit
£59/visit
£12/visit
£17/visit
£23.5/visit

Curtis (2007) p107

(2) DRG poisoning

Curtis (2007) p108

NHS Ref costs (weighted average of all
inpatient (TELIP)

NHS Ref costs average of first attendance
(£142) and follow up (£89) TOPS FAA and
TOPS FUA

NHS Ref costs (weighted average of all
outpatient (TDC)

Curtis (2007) p133

Curtis (2007) p130

Curtis (2007) p133

Curtis (2007) p130

£15.11 uprated by inflation

Salisbury et al. 2002, least cost centres consultation,
p.108 uprated by inflation

Counsellor Various £38.5 /visit  Curtis (2007) p186
Other Services
Occupational Therapist Social Services £18 Based on 30 mins contact (£36/hr)
Social worker Social Services £58 30 min contact
Benefits advisor Social Services £16 Based on social worker Adult rate per hour of client
Related work (£31 per hour) 30 min contact
Housing benefit advisor Social Services £16 As above
Counsellor Various £38.5 /visit  Curtis (2007) p186
Other social Social Services £16 As above
advisor/contact
Alternative medical Health Service £11/visit  £10 uprated by inflation
practitioner
Podiatrist £16 Netten & Dennett p 130
Physiotherapist Various £18 visit  Curtis (2007) p171 (£37/hr in hospital)
Voluntary Services
e  Debt advisor Various £8 0.5 professional and 0.5 volunteer labour

References to Appendix 8

Curtis, L (ed.) (2007) Unit Costs of Health and Social Care 2007, Personal Social
Services Research Unit,. University of Kent at Canterbury.

NHS Reference Costs — see Department of Health website.

Sailsbury, C., Chalder, M., Manku-Scott, T., Nicholas, R., Deave, T., Noble, S.,
Pope, C., Moore, L., Coast, J., Anderson, E., Weiss, M., Grant, C. and Sharp,

D. (2002) The National Evaluation of NHS Walk-in Centres.
University of Bristol.
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Appendix 9: Service utilisation by intervention and control group

A. Hospital Services

. Intervention Control Intervention Control
Service . .
Baseline Baseline Follow up Follow up
A&E visit 3 had 1 visit 2 had 1 visit 2 had 1 visit 1 had 1 visit
1 had a one-night
Inpatient 0 1 had a 5 night 1 had a one- stay,
(days) stay night stay 1 had a 3-night
stay
6had 1visit, | 2.8d1 .
Outpatient 3had 2 visits, | L0 3 had 1 visit
utp 1 had 6 visits L 2 had 2 visits, 1 had 2 visits
Vvisits 1 had 3 visits, ..
. 1 had 3 1 had 3 visits
1 had 4 visits .
VISIts
1 had 2 day-case | 1 had 1 day case
Day case 1 had one visit 2 had 1 visit admissions I had 25-day case
admissions
B. Primary Care Services
Service Intervention Control Intervention Control
Baseline Baseline Follow up Follow up
GP surgery 18 people, 34 17 people, 42 13 people, 39 19 people, 44
visit visits visits visits visits
*
P.N_ surgery 9 people, 15 visits 11 pepple, 17 11 pepple, 20 11 pepple, 22
visit Visits Visits VISits
GP home visits | 2 people, 4 visits none none None
PN home visits | 1 person, 6 visits none none None
NHS24 2 peop(lez,cgne call none 1 person, 2 calls 1 person, 1 call
Walk-in centre One person, one
none S none none
visit
*PN: Practice nurse
C. Other Services
Service Intervention Control Interventio Control
Baseline Baseline n Follow up
Follow up
State housing 2 people, 7 3 people, 9 2 people, 7 1 person, 4
benefit advice contacts contacts contacts contacts
Debt legal 1 person, 3 visits none 1 person, 1 visit none
Alt med .. 1 person, 3
.. 1 person, 3 visits L none none
practitioner VISits
Occ Health 1 person, 1 none 2 people, 3 1 person, 1
contact contact contact
Counsellor 1 person, 8 visits I person, 4 none none
ViISIts
Podiatrist none 1 person, 1 visit none none
Physiotherapist none 1 person, 9 2 people, 3 3 people, 10
contacts contacts contacts
Other 3 people, 14 1 person, 1 1 person, 1 1 person, 1
contacts contact contact contact
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Appendix 10
Acceptability questionnaire (for responders)

1. How did you feel about receiving the general lifestyle questionnaire?
(Tick as many boxes as relevant).

Happy to help

Reluctant to give personal details

Found the questions intrusive

Suspicious that information might be disclosed to employer

ooono

2. Where would you rather receive this kind of questionnaire?
Athome [ At work l
3. Would you be more likely to take part in this kind of survey if it were:

Conducted by the Council’s occupational health service O
Conducted by an external organisation O

4. Looking at the original questionnaire again, were there any particular
questions you objected to, or found difficult?

No I Yes O (please specify):

If so, what was difficult about these questions?

5. Do you think that the Council’s occupational health service should
provide health assessments on any of the following?

Smoking O
Diet O
Alcohol O

Any other lifestyle factor (please specify):

6. Do you think that the Council’s occupational health service should
provide advice and information on any of the following?

Smoking O
Diet O
Alcohol consumption O

Any other lifestyle factor (please specify):

Please feel free to make any other comments overleaf.
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THANK YOU!
Appendix 11
Acceptability questionnaire (for non- responders)

1. How did you feel about receiving the general lifestyle questionnaire?
(Tick as many boxes as relevant).

Happy to help

Reluctant to give personal details

Found the questions intrusive

Suspicious that information might be disclosed to employer

aoono

2. Where would you rather receive this kind of questionnaire?

Athome O At work O

3. Would you be more likely to take part in this kind of survey if it were:

Conducted by Xxxx Xxxx Council’s occupational health service O
Conducted by an external organisation O

4. If you didn’t return the questionnaire, what was the reason? (Tick as
many boxes as relevant).

Forgot

Didn’t have time

Lost the questionnaire

Did not want to give personal details
Objected to smoking questions
Objected to diet questions

Objected to alcohol questions

Other (please specify):

ooooood

5. Do you think that the Council’s occupational health service should
provide health assessments on any of the following?

Smoking O
Diet O
Alcohol O

Any other lifestyle factor (please specify):

6. Do you think that the Council’s occupational health service should
provide advice and information on any of the following?

Smoking O
Diet O
Alcohol consumption O

Any other lifestyle factor (please specify):

Please feel free to make any other comment overleaf.
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THANK YOU!
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