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PROGRAMME  

	0930 -1000 hrs
	Welcome, Refreshments and Registration 
	

	1000 -1030 hrs
	Introductions to facilitators

Time table

Objectives

Methodologies

Introductions around tables

Capturing your expertise

Learning more about you

Identifying your learning needs


	

	1030 -1115 hrs 
	IBA – the Key Elements part 1


	

	1115 hrs

1130 - 1230 hrs


	Break

IBA  - The Key Elements part 2


	

	1230 - 1330 hrs
	Lunch 


	

	1330 - 1415 hrs 
	IBA – The Key Elements part 3


	

	1415 - 1435 hrs
	E – learning resources, the ALC and Policy issues


	

	1435 - 1450 hrs
	Break


	

	1450 - 1550 hrs
	How to plan and deliver IBA initiatives. 


	

	1550 - 1600 hrs
	Consolidating the learning.  Committing to actions.  Completing the  evaluation
	


OBJECTIVES

This is a one-day, interactive course after which you can expect 

to:- 

· understand basic elements of IBA and to have checked on your knowledge-base;

· have the experience of being trained in IBA and have the chance to practice elements of IBA with feedback;

· be familiar with and know how to access and use IBA training materials, including the on line learning materials from the ALC;

· have explored and found solutions to some of the common challenges in:

· delivery learning events to front line health and social care workers;

· facilitating behaviour change in front line professionals;

· helping front line agencies develop the in-house systems to sustain delivery of professional behaviour change;

· understanding and delivering follow-up and sustainability.

METHODOLOGIES

We will use a variety of teaching methods which reflect best educational practice and will mirror techniques used when delivering IBA teaching to front line staff:

· small group work;

· starting from where the learners are in terms of skills and knowledge;

· peer to peer discussion and sharing;

· microskills practice (role play);

· use of an Actor;

· workbook and materials; and 

· limited and focussed PowerPoint presentation to the whole conference.

INTRODUCTIONS AND CAPTURING EXPERTISE

Around your tables:  JUST NAMES and ROLES

What are your key roles in relation to the IBA agenda?

What do you bring to the day, what is your expertise?

[image: image5.png]
Share this each way with your neighbour:  2 minutes

Knowing your audience – a little more about you …. 

IDENTIFYING YOUR LEARNING NEEDS

Please spend 2 minutes on your own, thinking about the objectives we have set for the day.  Can you identify one key challenge or area within the objectives that you particularly want to focus on?
Can you identify a glaring gap in the programme that you would like us to capture if we can?  Please write this down.
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Then write up.  One on each post-it note – as concisely as possible!
KEY ELEMENTS OF AN IBA TRAINING SESSION      

Dr Dave Tomson, Mark Holmes and Ian Wedd

Before we start:

Please spend 3 minutes thinking about the likely contexts in which you are going to be training participants in IBA. Numbers, professionals groups, length of session. Jot these parameters down, and ensure that you bear these in mind as we go through the training session, so you can translate what you are experiencing today for your particular context tomorrow.

[image: image7.emf]
Element 1  

What do your participants already know AND checking out attitudes to drinking alcohol.

You cannot deliver successful training if you do not know something about where your participants are starting from.  

Be clear about who might be attending, second guess their learning needs and then check out on the day.

How you find this out depends on the nature of the audience and your pre-event planning but even audiences you expect would know about prevalence, units, definitions, etc, can surprise you with their lack of knowledge.  

Often works best as a quiz, or question and answer, some element of competition sometimes helps.

PUB QUiZ

Checking out attitudes - and the connection between personal attitudes and degree of ‘buying into’ the whole idea of IBA -  can be done by focussed discussion, or a brief attitudinal questionnaire with discussion.

Element 2

Choose what facts and figures you wish to present to set the context for your training.

Tailor what you present to the audience. There is ALWAYS a tendency to do too much ‘talking at’ audiences.  RESIST -  it is poor education and they can read it later - go for key points and getting them engaged .

Over the page are examples of information you might like to include.

The scale of the problem
Overall:

More than 20% of adults registered with a GP will drink in at least one of the following ways:

· Higher risk
 
> 50 u/week; men

(harmful)        

> 35 u/week; women

· Increasing Risk

22 – 49 u/week; men

     (Hazardous)

15 – 35 u/week; women

· Binge


> 8 units at once; men





> 6 units at once; women

	Risk
	Men
	Women

	Lower Risk
	No more than 3-4 units per day on a regular basis
	No more than 2-3 units per day on a regular basis

	Increasing Risk
	More than 3-4 units per day on a regular basis
	More than 2 -3 units per day on a regular basis

	Higher Risk
	More than 8 units per day on a regular basis or more than 50 units per week
	More than 6 units per day on a regular basis or more than 35 units per week


Sex and age:

Around 28% of men & 17% of women exceed safe limits (21u/14u per week)

· Male figure steady; female figure rising

· Highest proportions in youngest adults
Deprivation:

· Deprived groups over-represented

· Problem drinking levels doubled in least advantaged groups

· Death rates from alcohol related causes: 

· 10 x increased for men, social class V, 25-39

·  3 x increased for men, social class V, 55-64
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Cost to NHS

· 6% of all hospital admissions 

· 420,000 people were admitted in 2006/07

· In total, there were 811,443 admissions 

· Rising by around 80,000 admissions a year

· Up to 35% of all A&E attendance and ambulance costs may be alcohol-related

· Up to 70% of A&E attendances at peak times on the weekends (between midnight and 5am) may be alcohol-related

· Alcohol misuse is calculated to cost the health service £2.7bn per annum

Alcohol accounts for:

· Between 15,000 and 22,000 premature deaths annually in England and Wales each year,

· Nearly 5,000 (3.5%) cancer deaths per annum are attributable to alcohol;

· Cancers of the oral cavity and pharynx, larynx, oesophagus and liver 

· Suggestive but inconclusive data for role in rectal and breast cancer

· A severe risk of cardiovascular disease;

· 1,200 associated deaths per year due to haemorrhagic stroke 

· 10% of deaths due to hypertension

· Liver Cirrhosis is now the 5th most common cause of death and continues to rise;

· The top 4 conditions – HD, CVD, Chronic Lung Disease and Cancer deaths are all falling.  

· Alcohol accounts for 58% of all Liver Disease 

· 4,500 deaths, a 90% increase over the past decade
Local data – need to choose your own 

(up to date!)

Remember there is a general move from thinking about weekly limits to also thinking about HOW people drink and about DAILY LIMITS.

[image: image2.wmf]
BREAK

Element 3 

Getting participants to start thinking about behaviour change work.

It is very important to help participants think through a little of the theory about how people change or do not change their behaviour. Here are a couple of exercises that help them do this.

Exercise - Myself as a patient

Please think about time(s) when you had to answer questions about your habits from a doctor, nurse, dentist, etc, regarding alcohol, smoking, sexual behaviour, drug use, etc [alternative would be if you have been asked by a friend, relation, etc].  Make brief notes below.

· Think about when it felt ok, and perhaps situations when it felt more uncomfortable.

· Make notes, on your own (1 minute).

· Then in pairs, compare lists (2 minutes).
	Helpful
	Unhelpful or missed

	
	


THE CYCLE OF CHANGE 

(Prochaska and DiClemente – 4,5)


[image: image3]
Prochaska and DiClemente have suggested that people (including clients) go through the above phases in relation to any behaviour change – from pre-contemplation to maintenance (with termination an option if it all gets too much!).

Points to note: 

· Deals with intentional behaviour change.

· Views change as a process rather than an event.

· The change process is characterised by a series of stages of change.

· In attempting to change a behaviour a person typically cycles through these stages of change – more of a spiral.

And indeed, one client may exhibit evidence of more than one stage within one discussion.

Exercise – Myself as a Clinician/ Professional

Think about your own role, having to ask your clients questions about their habits (alcohol, smoking, sexual, drug use etc.) and having to explore whether they are interested in change.

· What do you usually find easy about this task, and what are your challenges?

· On your own - make brief notes (2 minutes).

· In groups of four, put your lists on flipcharts (4 minutes).

.

	Goes well or ok
	Challenges

	
	


Element 4 

Identification of risky drinkers - deciding on tools and clarifying understanding of units.

You have choice of tools.

You need to allow for flexibility.

For example:

You may wish to present the Single Alcohol Screening 

Question – SASQ (modified)
	Questions
	Scoring system
	Your score

	
	0
	1
	2
	3
	4
	

	How often have you had 6 or more units if female, or 8 or more if male, on a single occasion in the last year?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	



Scoring:
A total of 0 – 1 indicates lower risk drinkers.

A total of 2 – 4 indicates increasing or higher risk drinkers.

An overall total score of 2 or above is SASQ positive.

Evidence

· Canagasaby and Vinson (6).

· Emergency room clients and community controls (USA). Compared it with Questions on frequency and on quantity.

· SASQ had a specificity of around 80% and a sensitivity of around 70% for detecting hazardous or harmful drinking.

· Tested in the USA – drink sizes need translating into English!

· Standard drink equals one unit.
How much you do about evidence depends on your audience. Our experience is that GPs in particular like to know that what they are learning is backed up with evidence.

Having the evidence there, or being able to pull it out of your pocket, is always helpful.

If you are not a front-line practitioner and cannot say ‘In my experience….’. Then you need sentences that start ‘in my discussions with GPs/Nurses/health professionals, what I am frequently told is…….’ , or you need an ally you can draw one.

This may also be the moment you need to introduce ideas about UNITS.

Half pint of standard strength  ( 3.5%) beer

125ml ( small) glass of wine ( 8%)

Single pub measure of Spirits ( 40%)

BUT also remember most drinks these days are different.

You can calculate the Units:  

Volume (mls) multiplied by ABV (Alcohol By Volume ( %)) and divide by 1000, e.g. 

- 
a 500ml can of ‘Super Strength’ beer at 9 ABV% is 4.5 units

- 
a  250 mls glass of 12% ABV wine is 3 units

- 
a 750ml bottle of 12 ABV % wine is 9 units

- 
a 1 Litre bottle of Bella (cheap wine that teenagers drink) at 7 ABV% is 7 units

- 
a 275ml bottle of 5% ABV Alcopops is 1.3 units  

- 
a 700ml bottle of 40% ABV Vodka is 28 units
- 
a pint of 5.2% ('continental strength') beer is 3 units
You have various handouts to help you calculate units.

The Alcohol Learning centre at www.alcohollearningcentre.org.uk
NHS Choices Drinking at http://www.drinking.nhs.uk/index.html

Both have  lots of helpful guides and electronic tools to help participants and clients understand units

Simply calculating the Units

You can simply calculate the average number of units that the person drinks in a week in any way you like. However, this does not so much represent a screening question as a traditional alcohol enquiry.  You need to remember that it is also about pattern of drinking and daily drinking limits.

Mark Holmes  - will demonstrate ways of making units fun!!
There are three other tools 

(all in your packs)

FAST and AUDIT C are preferred by the Department of Health and are included in the DES.  The important thing is to get participants to try them out and choose the tools that most suit them and their context.

The one I like best:

AUDIT – C 

	Questions
	Scoring system
	Your score

	
	0
	1
	2
	3
	4
	

	How often do you have a drink containing alcohol?
	Never
	Monthly

or less
	2 - 4 times per month
	2 - 3 times per week
	4+ times per week
	

	How many units of alcohol do you drink on a typical day when you are drinking?
	1 -2
	3 - 4
	5 - 6
	7 - 9
	10+
	

	How often have you had 6 or more units if female, or 8 or more if male, on a single occasion in the last year?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	



Scoring:
A total of 5+ indicates increasing or higher risk drinking.

An overall total score of 5 or above is AUDIT-C positive.

Element 5

Keep making it practical for the participants.

WHO should be asked the initial alcohol question(s)?

· How shall we focus i.e. who shall we identify? 

· New clients, and Health checks.

· Clients on chronic disease registers (including COPD).

· Contraceptive seekers, anyone pregnant.

· Anyone with a mental health diagnosis.

· All new offenders?

· All admissions to hospital beds?

· What circumstances might you get your learners to think about identification?

Element 6 

Microskills practice – the initial screening question

This is the first point at which participants actually practice doing something.

Structure for delivering the initial alcohol question(s)

· SIGNPOST/FRAME your question, e.g. “One of the things I usually do at this point is ask a little but more about lifestyle” (see appendix for more ideas on phrases).

· Ask permission e.g. “Do you mind if I ask you a question about alcohol?”.

· Deliver the INITIAL ALCOHOL QUESTION (you have a choice of three but I suggest you try SASQ or AUDIT C). You may need to explain about units (as far as needed).

· Clarify the client’s answer.

· Make it clear that you are going to record this, and if positive, move to a full AUDIT.

Element 7 

Introducing the gold standard tool – Audit

A positive response to the initial question(s) needs follow up with a more specific and sensitive instrument.  The best studied, and the one we are recommending, is the ALCOHOL USE DISORDER IDENTIFICATION TEST (i.e. AUDIT). (7)

· 10 questions (see page 24)

· c.90% accuracy for detecting heavy drinking (Bush et al) (8)

· Currently regarded as the gold standard

If 8 or more = POSITIVE = Alcohol Use Disorder very likely.

If Q. 4, 5 or 6 > zero = possible emergent or established dependence.

EXERCISE –Asking the initial alcohol question and moving on to do THE AUDIT 

In pairs, one person as professional, other as client. Frame initial question, ask either SASQ or AUDIT C and receive a positive reply. Then ask permission to do the 10 AUDIT questions.

· 3.5 minutes each

· Then 2 minutes for feedback on how it felt to use it.

· A few tips: Share the paper between Client and professional, do not score until the end and try not to be sidetracked too much by interesting answers! The respondent can answer as themselves, or an imagined client but don’t make the client either too ‘hard’ or to ‘easy’.

Structure of exercise

· Frame the initial question and ask permission to ask.

· Choose either AUDIT C or SASQ.

· If positive, move on to ask permission to do full AUDIT.

· Complete this and feedback the score.
· Then swap over and repeat exercise.
AUDIT

	Questions
	Scoring system
	Your score

	
	0
	1
	2
	3
	4
	

	How often do you have a drink containing alcohol?
	Never
	Monthly

or less
	2 - 4 times per month
	2 - 3 times per week
	4+ times per week
	

	How many units of alcohol do you drink on a typical day when you are drinking?
	1 -2
	3 - 4
	5 - 6
	7 - 9
	10+
	

	How often have you had 6 or more units if female, or 8 or more if male, on a single occasion in the last year?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often during the last year have you found that you were not able to stop drinking once you had started?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often during the last year have you failed to do what was normally expected from you because of your drinking?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often during the last year have you needed an alcoholic drink in the morning to get yourself going after a heavy drinking session?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often during the last year have you had a feeling of guilt or remorse after drinking?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often during the last year have you been unable to remember what happened the night before because you had been drinking?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	Have you or somebody else been injured as a result of your drinking?
	No
	
	Yes, but not in the last year
	
	Yes, during the last year
	

	Has a relative or friend, doctor or other health worker been concerned about your drinking or suggested that you cut down?
	No
	
	Yes, but not in the last year
	
	Yes, during the last year
	



Scoring: 0 – 7 Lower risk, 8 – 15 Increasing risk,
 16 – 19 Higher risk, 20+ Possible dependence

Element 8

Brief advice: the evidence - setting the scene

What is IBA?

· Understanding units

· Understanding risk levels

· Knowing where they sit on the risk scale

· Benefits of cutting down

· Tips for cutting down

Evidence for BA

· There is a very large body of research evidence. 

· 56 controlled trials (Moyer et al., 2002) have shown the value of IBA.  

· A recent Cochrane Collaboration review (Kaner et al., 2007) shows substantial evidence for IBA effectiveness. 

· For every eight people who receive simple alcohol advice, one will reduce their drinking to within lower-risk levels (Moyer et al., 2002) NNT =  8.

· This compares favourably with smoking where only one in twenty will act on the advice given (Silagy & Stead, 2003).  

· This improves to one in ten with nicotine replacement therapy.

Benefits of IBA

· IBA would result in the reduction from higher-risk to lower-risk drinking in 250,000 men and 67,500 women each year (Wallace et al, 1988).

· Risky drinkers who receive brief advice are twice as likely to moderate their drinking 6 to 12 months after an intervention when compared to drinkers receiving no intervention (Wilk et al, 1997).

· Brief advice can reduce weekly drinking by between 13% and 34%, resulting in 2.9 to 8.7 fewer mean drinks per week, with a significant effect on recommended or safe alcohol use (Whitlock et al, 2004).

· Reductions in alcohol consumption are associated with a significant dose-dependent lowering of mean systolic and diastolic blood pressure (Miller et al, 2005).

Element 9
Alcohol Dependence
Alcohol dependence is defined* as:

· A cluster of physiological, behavioural, and cognitive phenomena, in which the use of alcohol takes on a much higher priority for a given individual than other behaviours.

· Note 1 – the diagnosis does not actually require the person to experience physiological withdrawals to be considered dependent (although most of those requiring specialist treatment will have some evidence of this).

· Note 2  – the diagnosis does not require continuous daily drinking although this is common in more severe cases

*International Classification of Diseases (ICD-10, WHO 1992)

Diagnostic Criteria for the Alcohol Dependence Syndrome*

Any 3 or  more of the following in the preceding 12 month period:

· A strong desire or sense of compulsion to drink alcohol.

· Difficulty in controlling drinking in terms of its onset, termination, or level of use.

· A physiological withdrawal state (e.g. tremor, sweating, rapid heart rate, anxiety, insomnia, or, less commonly, seizures, disorientation, hallucinations) when drinking has ceased or reduced, or drinking to relieve or avoid such a withdrawal state.

· Evidence of tolerance, such that increased doses of alcohol are required in order to achieve effects originally produced by lower doses.

· Progressive neglect of alternative pleasures or interests because of drinking, and increased amounts of time necessary to obtain or take alcohol, or to recover from its effects.

· Persisting with alcohol use despite awareness of overtly harmful consequences.

*International Classification of Diseases (ICD-10, WHO 1992)

Identifying dependence and its severity using SADQ-C

· The presence and severity of alcohol dependence can be assessed using the community version of the 20-question Severity of Alcohol Dependence Questionnaire (SADQ-C)

· Answers to all questions are scored from zero to three, and summed to give a total score ranging from zero to 60. Established thresholds indicate different levels of alcohol dependence:

· No dependence (scores of three or less)

· Mild dependence (scores ranging from four to 19)

· Moderate dependence (scores ranging from 20 to 34)

· Severe dependence (scores ranging from 35 to 60)

Scale of the problem: alcohol dependence in the past six months, by age and sex (2007)

Adult psychiatric morbidity in England, 2007 Results of a household survey (2009)
Alcohol dependence is common in primary care and needs a repertoire of responses

Alcohol dependence is common, for example, over 16% of males aged 25-34 have some level of dependence, so many affected individuals will present in primary care.

Those presenting in primary care, and depending on severity, can be offered:

Information and advice on

· their diagnosis

· gradually cutting down or gradually completely stopping (as appropriate)

· Avoiding sudden cessation of alcohol where there are concerns about precipitating alcohol withdrawals, which can be dangerous in those severely dependent

Support

· as per IBA (provision of info. and follow-up review of progress), or

Referral on for further help, depending on local criteria

· to a local alcohol counselling service or

· to a local specialist clinical alcohol service

What advice should I give to a person who is dependent on alcohol?
Many of those who are mildly dependent may benefit from simple discussion about their drinking, and provision of information and advice on cutting down or stopping (as per IBA)

Moderately or severely dependent drinkers, and those drinking despite alcohol-related problems, are more likely to benefit from referral to a local specialist alcohol treatment provider and the provision of information on mutual aid groups such as AA

Whilst waiting for specialist assessment, advise the person

· to reduce alcohol consumption somewhat where possible – but not to stop suddenly where there are concerns about precipitating problems from alcohol withdrawals

· Avoid activities where alcohol misuse may be hazardous (e.g. caring for children, swimming, driving).

· To consider involving friends and family in the treatment process, where possible.

Dependent or Alcoholic?
The term dependence has a clear internationally-recognised operational definition, is a more neutral term and encapsulates the wide range of severities of loss of control of alcohol use that is seen in the population (from mild to severe).

The term alcoholic has a less clear definition, has tended to be used to refer particularly to moderately or severely dependent drinkers, and usually implies a marked loss of control of drinking that tends to be more chronic and relapsing in nature and is usually associated with physiological dependence.

Because the term alcoholic is less precise, and because some will find the term derogatory and stigmatising, it is best avoided in many cases. However, it can be a very useful concept for those who wish to focus on long-term sobriety and including many who benefit from attending AA and applying the ‘disease model’ of alcoholism to maintaining recovery.

Element 10 

Introducing the key tool participants will use in BA

· Two sided sheet (3,12) to support the professional delivering brief structured advice.  Useful for assessment of interest in changing alcohol and a way of offering brief advice and/or encouraging attendance at EBI (extended brief intervention).
· To guide the conversation with a possible problem drinker.

· WHO project (includes Dr Eileen Kaner et al at Newcastle).

· Interventions well studied (e.g. Proude et al) (13).
This sheet allows you to share the AUDIT score with the client, attempt to interest them in the idea that their drinking is possibly increasing risk or higher risk and then, if they are interested,  encourage either change OR agreement to a referral.

You need to make it clear where else they can refer clients.

Element 11
Demonstration of some of the key
steps in BA

You may not have the resources, but if you do then it can be useful to give a demonstration of simple IBA. Here is one we prepared earlier!

Element 12
Microskills practice, Observation and giving feedback.

It is helpful to spend a little time helping participants make the best use of the exercises.  Do NOT apologise for doing role play.  It is by far the most effective way of helping participants change their behaviour.  However, it may need some setting up.

· Brief mention re responsibility to each other as learners and need for supportive environment.

· Undoubtedly the most effective method of learning a new skill. 

· Will be improved by active engagement with the tasks.

· Descriptive feedback is helpful:  “I noticed that you did this and that that then seemed to happen… You could do more of that  and perhaps less of this?”
· Suggest you ask ‘client’ to feedback first, then observer and finally for the ‘professional’ to feedback how he/she found it.

There are other observation tools that you might consider using. A popular one is BECCI.

Behaviour Change Counselling Index (BECCI; Lane, 2002)

BECCI is an instrument designed for trainers to score practitioners’ use of Behaviour Change Counselling in consultations (either real or simulated).  To use BECCI, circle a number on the scale attached to each item to indicate the degree to which the patient/practitioner has carried out the action described.

Before using BECCI, please consult the accompanying manual for a detailed explanation of how to score the items.  As a guide while using the instrument, each number on the scale indicates that the action was carried out:

0.  Not at all

1.  Minimally

2.  To some extent

3.  A good deal

4.  A great extent
	Item


	Score

	1. Practitioner invites the patient to talk about behaviour 

change  

    

 
  Not Applicable   
	not at all
                            a great extent

      0      1       2      3       4

	2. Practitioner demonstrates sensitivity to talking about other issues
	not at all
                            a great extent

      0      1       2      3       4

	3. Practitioner encourages patient to talk about current behaviour or status quo
	not at all
                            a great extent

      0      1       2      3       4

	4. Practitioner encourages patient to talk about change


	not at all
                            a great extent

      0      1       2      3       4

	5. Practitioner asks questions to elicit how patient thinks and feels about the topic


	not at all
                            a great extent

      0      1       2      3       4

	6. Practitioner uses empathic listening statements when the patient talks about the topic
	not at all
                            a great extent

      0      1       2      3       4

	7. Practitioner uses summaries to bring together what the patient says about the topic
	not at all
                            a great extent

      0      1       2      3       4

	8. Practitioner acknowledges challenges about behaviour change that the patient faces
	not at all
                            a great extent

      0      1       2      3       4

	9. When practitioner provides information, it is sensitive to patient concerns and understanding
    
                 Not Applicable  
	not at all
                            a great extent

      0      1       2      3       4

	10. Practitioner actively conveys respect for patient choice about behaviour change
	not at all
                            a great extent

      0      1       2      3       4

	11. Practitioner and patient exchange ideas about how the patient could change current behaviour (if applicable)                   Not Applicable  
	not at all
                            a great extent

      0      1       2      3       4


Practitioner BECCI Score:   





Practitioner speaks for (approximately):-

More than half the time

About half the time 

Less than half the time

Element 13
Microskills practice of the BA intervention

Brief structured advice:
 
FIRST TASK – Engagement





   
SECOND TASK – Action talk

First task

We are going to arbitrarily divide the structured advice intervention into two halves.  The first task is to ENGAGE THE CLIENT.  Try and stay in this part of the intervention and not run on into action or making plans (so the ‘client’ needs to make the ‘professional’ work a little!).

In groups of three, run three times (everyone does everything):-

A is a PROFESSIONAL – running through first side of Advice sheet and graph (top right of side 2).

B is a CLIENT – responding to professional (your AUDIT score is >8 but you are not a dependent drinker). You are at least interested to discuss your drinking, although you are not ready for action quite yet (you might be if the professional does a good job at engaging you/selling the idea that your drinking could be a problem!). Do NOT move to ACTION – stay contemplative/preparation stage.

C is an OBSERVER - recording specific feedback (see below)

Instructions:

·   Get set. Professional (A) runs through the first part of the Advice Sheet. 

· 3 minutes for rehearsal – please stay in role throughout

· C (the observer) will make notes below, to use in feedback.

· Observer to tick boxes AND make notes in the table on p 16

· 2 minutes of feedback.

·   Repeat twice more – total of three rehearsals.
FIRST TASK:  Engaging the Client

Tasks for the Professional

· Check out how the client feels about their AUDIT score.  How do you feel about this score – it suggests you are drinking at a level that will be risky/ very risky for your health?
· Ask permission to have a Structured advice conversation. Would you be prepared to talk a little more about this?

· Refer client to the graph on the SBI sheet (measuring client’s consumption against the general population).  You are right, you are not the only one drinking like this!

· Obtain a response from client:  What do you think of this?
· Refer client to the “common physical and emotional effects” on the SBI sheet.

· Obtain a response from client - 

· Ask a “So, where does that leave you….?” Question.

· Speculate or explore what benefits they might get from cutting down.

	OBSERVER FEEDBACK

	Do More Of
	Keep Going With
	Do Less of

	
	
	


SECOND TASK:   

Brief Structured Advice

This is the ACTION TALK part of the conversation.  By Sharing the last three boxes on side two of the advice sheet, you are particularly trying to:

· find out what ‘hooks’ are most relevant to this client/ client;

· find out what actions (s)he is committed to;

· make a plan.

Scaling Questions – great for assessing readiness for change

One way to gauge the client’s state of mind is a scaling question. (14). In answering these, the client usually thinks aloud e.g. “On a scale of 1-10, how important is it to you to be cutting down your drinking?” …. Professional pauses & listens to client response.

Also: “on a scale of 1-10, how confident do you feel about making a change?”

What are the benefits of cutting down?

Refer client to this section of the sheet – what “hooks” this client?  Here is a list of benefits of cutting down – do any of them appeal to you?

What targets should you aim for?
This box explains the upper limits of consumption currently recommended as likely to be “safe” but it may be worth choosing a personalised ‘interim target’, if official targets are not SMART (Specific, Measurable, Achievable, Relevant and Timely)

Making your plan
This section of the sheet contains a host of tips that have been found useful for practical action to reduce average intake.  It would be good to find a small number for the client to commit to. Better one realistic one than a host of promised unrealistic aspirations.  Also, remember to keep checking back with the client – “What do you think about that suggestion?”.

Follow up

We recommend at least stating, “I will make a note of it and ask you next time we meet”. You may agree to something more formal.

EXERCISE 
Brief structured advice SECOND TASK

There are 3 roles:  CLIENT, PROFESSIONAL and OBSERVER.

The goal is for the PROFESSIONAL to achieve the listed tasks.

Please look at the tasks on the checklist below, before proceeding.

In groups of three, run three times (everyone does everything). 

3 minutes for the exercise & 2 minutes for feedback. 

A is a PROFESSIONAL  -  running through SIDE 2 of Advice sheet

B is a CLIENT - responding to the professional. 

C is an OBSERVER -  recording whether a skill has been demonstrated.  Observers should report whether the box was ticked or not AND what behaviours they saw that led to this conclusion.
Assume the professional has already engaged the client, who has agreed to at least consider the possibility of changing their drinking behaviour.

Perhaps start with: “So far, we have agreed that you may be drinking in ways that are unsafe for your health....”

OBSERVER RECORD

Please tick if skill achieved (they do not need to be achieved in this order!).

· “Importance” scaling question e.g. “on a scale of 1-10, how important is…”

· “Confidence” scaling question e.g. “on a scale of 1-10, how confident are you that…”

· Show client ‘what are the benefits of cutting down?’ 

· Check what the client feels: “any of these appeal to/ relevant to you

· Negotiate actions – “Making your plan”

· Client responds to “Making your plan”

· Identify targets – ideal or  client centred.

· Hand the SBI sheet over.

· Follow up arrangements; monitor progress; review.

Element 14
Discussion re-coding , templates and other practical issues

There is work being done currently with the major IT suppliers for primary care around templates and around coding.

It is our belief that we will need codes for the various screening tool scores (and they are working on scoring some of these on line) AND on codes for results of assessment of drinking style – low risk, increasing risk, higher risk and dependent.

There are often issues amongst participants (particularly GPs), and clients (if they realise the implications) regarding insurance, medicals, etc.

Element 15 

Consolidation learning and next steps

You have now delivered all the content of IBA.  However, your job is not over.  Just as telling someone to drink less is ineffective  - so telling someone how to do IBA is not the best you can do.  You need to look at a number of other interventions that may increase the chance of this new clinical behaviour being adopted:

1. Check on learning

2. Ask people to commit to first steps

3. Check on the ‘Yes buts….’ and other barriers to implementation

4. Embed the intervention in systems

· How are they going to access materials?

· How will materials be replaced?

· What changes need to be made to templates?

· What coding is needed on the computers?

5. Schedule follow up

6. Discuss monitoring

7. incentives – DES and LES etc


Here are the main references from the seminar.  The websites of our Newcastle collaborators – in particular ref (3) and also ref (15) – will give a good grounding to anyone with a particular interest.

1. Walker A., Maher J., Coulthard M., Goddard E., Thomas M. Living in Britain: Results from the 2000/2001 General Household Survey. (2001). The Stationery Office [and earlier reports from the General Household Survey]. 
2. www.statistics.gov.uk – search on “alcohol” – Accessed 06 Feb 07

3. www.ncl.ac.uk/ihs/news/item/?brief-interventions-alcohol-and-health-improvement – Accessed 06 Feb 07

4. Prochaska J, DiClemente C. Stages and processes of self change of smoking: towards an integrated model of change. J Consult Clin Psychol. 1983; 51: 390-395

5. DiClemente CC, Prochaska J. Toward a comprehensive, transtheoretical model of change: stages of change and addictive behaviours. In: Miller WR, Heather N (eds) Treating Addictive Behaviours, 2nd Ed (1998). Plenum. New York.

6. Canagasaby A, Vinson D. Screening for hazardous or harmful drinking using one or two quantity-frequency questions. Alcohol and Alcoholism 2005; 40(3): 208-213

7. Saunders, J. et al. Development of the Alcohol Use Disorders Identification Test (AUDIT): WHO Collaborative Project on early detection of persons with harmful alcohol consumption. Addiction. 1993: 88, 791-804.

8. Bush K et al. The AUDIT alcohol consumption questions (AUDIT-C). Arch Intern Med. 1998; 158: 1789-1795

9. Moyer A et al. Brief interventions for alcohol problems: a meta-analytic review of controlled investigations in treatment-seeking and non treatment-seeking populations. Addiction. 2002: 97; 279-292

10. Chisholm D et al. Reducing the global burden of hazardous alcohol use: a comparative cost-effectiveness analysis. J Stud Alcohol. 2004: 65; 782-293

11. www.who.int/choice/results/alcohol_amra/en/index.html - Accessed 06 Feb 07

12. Centre for Drug and Alcohol studies. The Drink-Less programme (1993). Sydney: Department of Psychiatry, University of Sydney, Australia.

13. Proude EM, Conigrave KM, Haber PS. Effectiveness of skills-based training using the Drink-less package to increase family practitioner confidence in intervening for alcohol use disorders. BMC Med Ed. 2006 (06 Feb): 6; 8

14. Rollnick S, Mason P, Butler C. Health Behavior Change. (1999). Churchill Livingstone. Edinburgh.

15. www.sips.sgul.ac.uk/ - Accessed 06 Feb 07

The following is a list of possible frames and phrases.  They will not all appeal to you, some may work better in some situations than others.

Have a look and see if any appeal to YOU  -  if so try and use it next time.  Add your own to the list.

Overall

If you hear yourself having to ‘do all the work’ STOP and ask the client what they think so far.

What do you think about what I have been saying

What’s your thought about what to do now

Whenever possible shift from ‘talking to/at’ to ‘talking with’ the client

Share the material in the space between you – collaboratively – Could we just look at this brief questionnaire together… if we look at this box/graph. set of suggestions here…

Normalise where possible – 

you are right, lots of people are drinking the same way as you…

Find the positive frame if you can.

Go at the speed of the client (even if that means you don’t ‘finish’).

If the client does not seem to come up with the ideas, does not seem interested, then see if someone else has –

I wondered if anyone else has been thinking your drinking is a problem…. What would your partner say if they were here?

Screening – getting a legitimate frame
As a practice we are asking everyone with X condition ( IHD, BP but also COPD, Epilepsy etc) about their drinking habits because alcohol sometimes makes a difference to your conditio.

It may come as a surprise but contraception failures and drinking behaviour are often linked can I ask you a question about alcohol.

We have been talking about your Low mood/anxiety/ weight/relationship problems.   Sometimes this sort of problem can be affected by alcohol  - Do you mind if I ask you a question about your drinking behaviour?

Some people use alcohol as a way of trying to cope with… - Can I ask you about your use of alcohol

Checking client views – are you and they still on the same page?

What do you think about what I have been saying?

Do you buy this idea that your drinking/ the way you use alcohol might be a problem?

Do you think anything – on this sheet/ in this box/ that we have been talking about -  ‘fits with’/ is relevant to/ is about YOU?

Have a look at this list… - what do you think?

I am obviously interested in the idea of you cutting down your drinking – how interested are you?

Explaining the score or result

What this means is…. 

A lot of people who score the same as you, maybe either already in trouble or much more likely to run into trouble/ health problems/ social problems.

Increasing risk means - you are more likely to run into trouble with some aspect of your life – it might be physical but it is more likely at first to affect your emotions, your personal life, relationships, sleep and energy.

Higher risk means you are already likely to be harming yourself in a variety of ways and your risks of doing so in the future are higher.

Searching for connection between client and the evidence

Do you think you get any of these symptoms ?

Even if you feel you have not run into trouble with your drinking – can you think of others who drink the same way as you who have?

What does your partner think? – would they agree you have no problem with your drinking.

Why do you think I think you might have a problem?

Using the drinkless/SBI sheet

Are you interested to look into this any more?

So far what you have told me suggests you might be drinking in a way that was… harmful, higher risk, risky , possible causing trouble for you  … what do you think of that idea?

Would you be interested to see if this really is a problem for you?

Could we take a couple of minutes to check whether you are right that there is not a problem with the way you drink

What target might work for you?

What is a realistic first step you could take?

What might sabotage your efforts to change your drinking?

What might shift your view/change your mind about all this?

What would have to happen before you shared my view that there is a potential problem here?

Overview of the E-Learning resources and how they can be used 

On Line demonstration of the Alcohol Learning Centre site and its materials.

Overview of DH Programme, SIPS, Policy and future developments

What is the Government trying to achieve? 

· The Government is seeking to reduce the health harms, violence and antisocial behaviour associated with alcohol, while ensuring that people are still able to enjoy a drink safely and responsibly.

· In its updated alcohol strategy 'Safe. Sensible. Social.', the Government laid out its key aspirations to achieving this including: 

· A reduction in chronic and acute ill health caused by alcohol, resulting in fewer alcohol-related accidents and hospital admissions.
Alcohol Improvement Programme

The Alcohol Improvement Programme (AIP) was established in April 2008 by the Department of Health to help reduce Alcohol-related Hospital Admissions (A-rHAs) across the NHS. 

AIP provides hands-on support to the 20 Early Implementer Primary Care Trusts (PCT's) and other support activities to the wider NHS including the Alcohol Learning Centre.
The objectives of the programme are to: 

· Support early implementers

· Support capacity and capability building in local sectors to ensure sustainability and growth for change. 

· Collate and disseminate evidence and learning to support PCTs – reducing hospital admissions. 

· Produce guidance on the key enablers and activities for change. 

· Ensure that advice and guidance which has the most impact on A-rHAs is developed with regional input to support regional implementation. 
Reducing Harm and Admissions

Based on the best available evidence the Department of Health has identified key actions that Primary Care Trusts (PCT's) can take which will make the highest impact on reducing alcohol related harm and admissions.  DH calculates that the following specific actions are calculated to be most likely to impact on the PSA target within the PSA period: 

· Prioritise the alcohol Vital Sign (VSC26) within NHS Operational Plans and NIS39 in LAAs.

· Improve specialist treatment access, capacity and effectiveness. 

· Implement Identification and brief advice (IBA) in 
- 
Health: A&E, Specialist Clinics, Primary Care;
- 
Criminal Justice. 

· Provide local implementation of national media campaigns. 

· Identify local champions & build the case for investment. 

· Work with local partners to develop activities to control alcohol misuse. 
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Alcohol Learning Centre (ALC) is an on-line one-stop-shop which collates, co-ordinates and disseminates learning and promising practice from across the NHS and the Third Sector. It contains alcohol specific policy documents, guidance and tools and provides training resources to support frontline practitioners in delivering Identification and Brief Advice (IBA). 

http://www.alcohollearningcentre.org.uk
How to plan and deliver IBA initiatives? Pooling our Expertise.

From your Post-it notes, from previous conferences and from our own experience there are a number of key themes that arise when thinking about planning and delivering IBA.

At your new tables we would like you to take each theme in turn.

You have 8 minutes discussion time for each theme.

Use this to identify solutions to the questions posed.  Do not spend time reiterating the problems.

We will ask for feedback from one table for each theme and then ask you to consider the next theme.

Project management 
Is there a project plan?

Who are the partners?

Who is funding? 

What drivers are available?

Who might allies be?

Are timescales realistic?

Engagement and time

How to engage potential learners, funders, partners


How to do the training in time pressured settings

Evaluation

How to evaluate learning


How to assess outcomes

Design challenges

How to design learning for disparate groups of learners


Working with sceptical learners


Credibility of trainer

Ensuring lasting professional behaviour change

What makes clinicians/ professionals/ peer educators change behaviour


How to help sustain behaviour change in learners

Our experiences:

Mark:
· Offering money (via LES), free lunches and Protected Learning Times!

· In house teaching

· Allowing extra time at the end to take informal clinical questions

· Giving confidence : they can ring you if they get stuck

· Research as a gateway

· Learning from other services- HubCAPP.

· Novel ways of teaching:

· Interactive pub quizzes i.e. using handsets

· Mix of light hearted and serious questions

· Use of an actor for role play

· Using service users

· Working with our partners. Joint presentations

· Alcohol Learning Centre

Dave:
· Personal experience of doing it (or get an ally who does!)

· Someone serious about this in PCT

· Lead teams in each practice ( doc, nurse, manager)

· Money – incentivise, promote, feed, materials

· SLA

· Ensure whole practice where you can (critical mass)

· High quality learning events – use all the Elements!

· Don’t forget practicalities – systems, aid memoires, anything that makes it easier for them to change behaviour

· Innovate around materials – calorie/unit wheels – youth leaflet

· Follow up, league tables, 

Wrap up and consolidation of the day’s work.

5 minutes to identify next immediate steps 

Outstanding issues.

Personal learning outcomes from the sessions.

If it is helpful to you please list some learning outcomes for YOU.

And some immediate actions.

Please complete evaluation form enclosed within your delegate pack.

Thank you.   
Notes Page
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Phrases, Frames, ways of putting it….. that other participants have found worked for them
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