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EFFECTIVENESS OF AN EVIDENCE-BASED WORKPLACE SUBSTANCE ABUSE AND SUBSTANCE­
RELATED HIV PREVENTION PROGRAMME WITHIN SERVICE INDUSTRIES 

Nadine Catherine Burnhams 

2013 

This study tested the effectiveness of a substance abuse and substance-related HIV 

prevention programme designed for use within a South African workplace setting. The 

overarching study design used in this study was a clustered RCT which employed seven 

distinct phases. Phase 1 of the study required determining the effectiveness of programmes 

to prevent substance abuse and substance-related HIV risks at the workplace through a 

systematic review. This was followed by the selection of a substance abuse and substance­

related HIV prevention programme for implementation within a service industry in Cape 

Town, South Africa. Phase 2 employed a cross-sectional study design for collecting baseline 

data on substance abuse and substance-related HIV risks. Phase 3 of the study required the 

effective adaptation of the selected evidence-based substance abuse and substance-related 

HIV risks prevention programme for application in the workplace. This phase was followed 

by an outcomes evaluation on the implemented programme. Qualitative in-depth 

interviews with 8 participants, all senior management in the organization where study was 

conducted, concluded the study. For the clustered RCT, data were gathered from 325 

employees who were employed in two divisions within a local municipality. The Team 

Awareness (TA) intervention, an eight hour evidence-based programme addressing 

behavioural risk among employees, was administered to 168 employees in the intervention 

arm. The 157 employees in the control arm received a one hour wellness talk. Self-report 

questionnaires were used to gather data on demographic variables, the work environment, 

policy and EAP service utilisation, substance abuse behaviours, co-worker substance abuse 

and substance-related HIV risks. Data was analysed using a random effects model 

accounting for clustering. 

This study found that alcohol is the more commonly substance abused by persons in this 

sample. Of the sample surveyed, more than three quarters indicated abuse of alcohol, with 
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only a small proportion of employees reporting drug abuse. Close to a quarter had a positive 

CAGE score greater than the cut-off :!:2, suggesting hazardous drinking patterns. A third of 

employees in our sample, who use alcohol, reported engaging in risky sexual practices. The 

results suggest that employees who received TA showed significant reductions in the risky 

use of alcohol from baseline to three month follow-up. TA was also found to increase 

willingness to use the EAP service and improve employee knowledge in relation to 

workplace substance abuse polices. 

These findings highlight the need for evidence-based prevention programmes in workplace 

settings. It further highlights that application of one intervention programme, Team 

Awareness since TA was found to contribute to reductions in problem drinking and 

increases help-seeking behaviours. Additionally such prevention programmes create 

positive attitudes towards policies that regulate substance abuse within the workplace 

environment. The study makes useful recommendations for research practice and policy to 

help organisations address the burden of substance abuse. 
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CHAPTER 1 

INTRODUCTION 

A healthy and productive workforce is important for population health and the economic 

success of an organization (European Alcohol and Health Forum, 2011). Substance abuse1
'
2 

presents a serious threat to the health and well-being of all people, the structure of all 

societies and companies, and the future of millions of people and their families (Mentor 

Foundation (UK), 2002). Globally, alcohol is the world's third largest risk factor for 

premature mortality, disability and loss of health and is the largest risk factor for death in 

the world (World Health Organisation, 2011). The Global Status Report on Health and 

Alcohol reported that the harmful use of alcohol results in 2.5 million deaths each year. An 

estimated 320,000 people between the ages of 15 and 29 die from alcohol-related causes, 

resulting in 9% of all deaths in that age group, the core of the working age population 

(World Health Organisation, 2011). Similarly the use of psychoactive substances causes 

significant health and social problems. The World Health Organisation (WHO} estimated that 

0.7% of the global burden of disease in 2004 was due to cocaine and opioid use, with the 

social cost of illicit substance abuse being in the region of 2% of GDP in some countries. It is 

further estimated that globally at least 15.3 million persons have drug use disorders (World 

Health Organisation, 2011). 

1.1. SUBSTANCE ABUSE IN THE WORKPLACE 

Over the last two decades efforts to reduce and minimise the adverse impact that substance 

abuse has on the workplace has become a priority for many organisations, government 

agencies and other constituencies (Broome & Bennett, 2011; Elliott & Shelley, 2006; Webb, 

Shakeshaft, Sanson-Fisher, & Havard, 2009; World Health Organisation (WHO), 2010b). 

Although few empirical research studies have focused on substance abuse in the South 

1 
For the purposes of this report and according to the American Psychiatric Association (DSM-IV-TR), the term substance abuse will be 

used to reflect both alcohol and drug abuse. Substance abuse refers to a maladaptive pattern of use of a substance which Is not 
considered dependent. Substances associated with this term Include~ amphetamines. barbiturates. t>enzodlazepines. csgjne, 
methagualone. and opiolds (American Psychiatric Association, 2000). Diagnostic and statistical manual of mental disorders (Revised 4th 
ed.). Washington DC. 
2 Annexure A provides a comprehensive list of terms used In this thesis. 
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African workplace, it is estimated that at least seventy per cent of substance abusers are in 

the active workforce, with employers losing an estimated 86 working days a year due to 

absence related to substance abuse (Meneses, 2011}. The prevalence of risky drinking 

differs between sectors, with rates as high as 25% in the mining industry (Pick et al., 2003; 

Wilson, 1999). A study done as far back as 1981 on a South African gold mine highlighted an 

increase in the consumption of alcohol ( from 27,94 litres in 1976 to 34, 98 litres in 1981) 

among mine workers in a 4 year period (Kew, 1992). High levels of alcohol consumption are 

also seen in other sectors. For example, the lifetime consumption of alcohol findings from a 

1993 study amongst farm workers in the deciduous fruit industry in the Western Cape 

reported average usual weekend (Friday-Sunday night) consumption in grams of pure 

alcohol to be equivalent to the consumption of six 750-ml bottles of wine or a 750-ml bottle 

of spirits (London, 2000). Similarly, a national school survey of teachers, undertaken by the 

Human Sciences Research Council (HSRC) in 2004, found that 15% of male and 0. 7% of 

female teachers drank at high risk levels over a 30 day period (GE 8 on the AUDIT 

questionnaire). For male teachers in the Western Cape, the figure was 13.9% (Shisana, 

Peltzer, Zungu-Dirwayi, & Louw, 2005). Alcohol was also identified as a major problem at a 

large state hospital in the Western Cape. According to the Employee Assistance Programme 

(EAP) based at the hospital, substance abuse accounted for 11% -19% of referrals from 2003 

to 2007. The hospital's EAP annual report highlighted substance abuse as one of the major 

psychosocial problems impacting on staff productivity (Steenkamp, 2008). 

Although the data available remains scattered across work sectors, and cannot be 

generalised to all industry sectors, it is sufficient to conclude that substance abuse, and 

more particularly alcohol abuse, remains widespread among persons employed within both 

the formal and informal working sectors. This remains worrying, as alcohol is a major risk 

factor for both communicable and non-communicable diseases. It is also a major 

contributor to burden of disease (Parry, Patra, & Rehm, 2011) more particularly, in its 

contribution to the HIV/AIDS pandemic. The 2010 analysis of 67 risk factors and risk factor 

clusters for death and disability reported in the special issue of the Lancet {Lim et al., 2012) 

found that alcohol was the third leading risk factor for death and disability accounting for 

5.5% of disability adjusted life years (DALYs) lost globally. This suggests 136 million years of 

life lost through dying early or living with an alcohol-related disability. 
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1.2. SUBSTANCE ABUSE AND HIV 

The Sub-Saharan Africa (SSA) region remains the most heavily affected by HIV and AIDS. In 

2009 it was estimated that approximately 310 000 persons died of an HIV infection in South 

Africa alone (United Nations Programme on HIV/AIDS (UNAIDS), 2010). It is further 

estimated that the HIV prevalence rates for persons between the ages of 15-49 in South 

Africa is 17.8% (Department of Health, 2010). The Western Cape Province has seen an 

increase in HIV prevalence, from 15.3% in 2007 to 16.9% in 2009 (Department of Health, 

2010). 

In Southern Africa the majority of HIV/AIDS transmissions occur through heterosexual 

contact. Although the evidence of a causal relationship between substances of abuse and 

the acquisition of HIV is still inconclusive at this time (Parry et al., 2011), numerous studies 

have demonstrated evidence of an association between substance abuse and sexual HIV risk 

behaviours among men, women and adolescents (Morojele et al., 2006; Parry & Pithey, 

2006; Wechsberg, Luseno, Karg, et al., 2008). Although it is accepted that injection drug 

users (IDUs) are especially at risk for HIV infection, the role of non-injecting substances of 

abuse and sexual HIV risk behavior (Morojele et al., 2006; Parry, Pluddemann, Steyn, 

Bradshaw, Norman, et al., 2005) is probably more pertinent in this part of the world. For 

instance, recent studies found that two adult community populations studied in Cape Town 

were more likely to engage in risky sex practices, characterised as sex with multiple partners 

and unprotected sex (OR = 6.2, 95% Cl = 3.1-12.3), if they were methamphetamine or 

alcohol users (Carney & Parry, 2008; Simbayi et al., 2004). Additionally a study of female 

commercial sex workers living near to single-sex hostels of mineworkers, found that 68.6% 

of sex workers and 28.6% of mineworkers were HIV positive, with mine workers reporting 

high levels of unprotected sex (sex without a condom) as well as heavy consumption of 

alcohol (Williams et al., 2003). It is therefore essential that prevention programmes 

designed to address risky substance abuse practices in the workplace and general 

communities include key components that simultaneously address risky sexual practices 
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since South Africa continues to bear a disproportionate share of the global HIV burden 

(United Nations Programme on HIV/AIDS (UNAIDS), 2010). 

In the context of this study it is further important to delineate why the link between 

substance abuse and HIV is the key focus in this dissertation. Firstly, HIV is listed as the 

leading cause of death and is a major contributor to the burden of disease statistics in South 

Africa. This is according to the Burden of Disease Estimates (Bradshaw et al., 2003} and the 

summary of the 2007 cause of death data from Statistics South Africa. Secondly, there is 

evidence of a link between alcohol and HIV (Parry, Rehm, & Morojele, 2010) which leads to 

the thinking that substance abuse prevention programmes, with an additional focus on 

substance-related HIV, will help reduce the burden of HIV. This is of particular importance 

when considering not only HIV prevalence in South Africa, but also the data from Southern 

African firms that point to a HIV prevalence rate in the region of 12-24% among employees 

in South Africa (Mahajan, Colvin, Rudatsikira, & Ettl, 2007). Finally, a joint focus on 

substance abuse and substance-related HIV ultimately presents an example of how 

programmes can address multiple risk factors by targeting endpoints broader than just 

substance abuse outcomes. 

1.3. IMPACTS OF SUBSTANCE ABUSE AND SUBSTANCE-RELATED HIV ON THE 

WORKPLACE 

Substance abuse has been shown to impact negatively on organisations through excessive 

absenteeism, accidents and injury, poor workmanship, job errors, lost productivity and 

increased health costs. Statistics indicate that substance abuse potentially results in 500 

million lost workdays each year. Substance abuse also has a substantial impact on employee 

health, employee safety as well as a negative impact on co-worker relationships (Bennett, 

Patterson, Reynolds, Wiitala, & Lehman, 2004; United Nations Office on Drugs and Crime 

(UNODC) India Office, 2010; World Health Organisation (WHO), 2010c). Separately to 

substance abuse, HIV/AIDS also has an impact on the workplace. Quantitative studies 

estimating the cost of HIV/ AIDS in 14 large southern African companies, found that 

HIV/AIDS on average increased employment costs annually by at least 3% (Rosen et al., 

2004). 
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1.4. CURRENT THEORETICAL PERSPECTIVES ON SUBSTANCE ABUSE IN THE 

WORKPLACE 

The roots of workplace substance abuse theories are largely ingrained in occupational 

alcoholism literature, which was largely shaped by two main models, the disease model of 

alcoholism and by sociological models that emphasised the impact of socio-cultural 

influences on work groups (Mccann, Harker Burnhams, Albertyn, & Bhoola, 2011; Sloboda & 

Bukoski, 2003). Schools of thought have however evolved to include a diverse range of 

theories for understanding the influences of substance abuse in the workplace. Risk and 

protective factors at an individual employee level, group processes level, organisational 

environment level and at community level all predispose individuals to substance 

abuse (Ames, Grube, & Moore, 2000; Bennett, Lehman, & Reynolds, 2000; Cook, Back, & 

Trudeau, 1996a). Current evidence-based substance abuse prevention models therefore 

address substance abuse at each of, or most of these levels, drawing heavily on social­

cognitive, and organisational psychology theories (Bennett & Beaudin, 2000; Cook, Back, & 

Trudeau, 1996b). A review of literature suggests that workplace prevention programmes 

draw on multiple theories and are not grounded in one model (Sloboda & Bukoski, 2003). 

Although it can be argued that the use of multiple theories results in a lack of consistent 

theoretical explanations, the counter argument is that a focus on multiple domains allows 

for insight into all areas of interest and addresses substance abuse at multi-factorial levels 

(Martinko, Gundlach, & Douglas, 2002; Sloboda & Bukoski, 2003). This suggests the use of a 

more heterogeneous approach to addressing substance abuse, since work environments are 

always evolving. Either way, substance abuse prevention interventions are generally 

embedded in well-known and reputable socio-cognitive and organisational psychology 

theories that are concerned with the backgrounds and methods of change associated with 

substance-related behaviours (Cook et al., 1996b; McDonald, Roche, Durbridge, & Skinner, 

2003; Sloboda & Bukoski, 2003). 
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1.5. PREVENTION INITIATIVES IN THE WORKPLACE 

Employers have the responsibility of providing a healthy and safe work environment. This 

clause is recognised in the Occupational Health and Safety Legislation of several countries 

and is considered a basic human right (International Labour Organisation (ILO}, 1996}. 

Substance abuse problems can be serious and chronic in nature, presenting major risks to 

the health and safety of employees. It is therefore imperative that the prevention of 

substance abuse and substance-related HIV be addressed as part of a comprehensive 

strategy targeting substance abuse issues through the implementation of concrete, 

evidence-based prevention programmes that support the building of a safe working 

environment. 

The traditional problem-oriented approach to substance abuse focused on providing 

treatment and rehabilitation to employees with substance-related problems. Contemporary 

research however suggests that the majority of employees are unlikely to be dependent on 

alcohol or drugs, but are more at risk of engaging in hazardous drinking (such as binge 

drinking} or harmful drug use practices (International Labour Office (ILO}, 2003; Mccann et 

al., 2011). By way of an example, a survey of 39 companies (n=2566} in Brazil found that 

12.4 per cent of employees drank at risky levels. Only a small per cent of employees were 

found to have a substance-related disorder (United Nations Office on Drugs and Crime 

(UNODC}, 2005). This suggests that more harm may be prevented through interventions 

that focus on the majority that are at risk of developing substance-related problems than 

through interventions that target the smaller proportion of dependent users (Loxley, 

Toumbourou, & Stockwell, 2003; United Nations Office on Drugs and Crime (UNODC), 2005). 

This paradox is based on the premise that in an effort to reduce global alcohol and drug 

consumption and to improve performance indicators, a prevention project must reach the 

entire workforce in an organisation. This does not suggest that dependent users fall outside 

the ambit of help (International Labour Office (ILO}, 2003), on the contrary it merely 

constitutes a paradigm shift by suggesting that the bulk of resources be concentrated 
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around the higher percentage of employees who are 'at risk' of developing a substance­

related disorder, so as to prevent the progression to not only a more serious diagnosis, but 

also to prevent substance abuse. Reducing the risk of substance abuse, through the 

introduction of prevention programmes, ultimately impacts positively on employers and all 

employees and is supported by a wide body of literature locally and internationally (Bennett 

et al., 2004; Cook & Schlenger, 2002; Steenkamp, 2008; Zungu & Setswe, 2007). 

1.6. NEED FOR THIS STUDY 

There is widespread agreement on the need for substance abuse workplace prevention 

programmes globally (Broome & Bennett, 2011; Cook & Schlenger, 2002; Webb et al., 2009) 

and in Africa (World Health Organisation (WHO), 2010a). It has further become imperative 

that prevention/awareness programmes begin addressing substance abuse and HIV not as 

separate problems but interconnected problems (Parry & Pithey, 2006). South African 

companies have had to develop organised and formalised responses in dealing with the HIV 

epidemic and the increase of substance abuse among employees. Over the last decade and 

a half HIV/AIDS prevention programmes have become an integral part of companies, mostly 

those in the formal sectors, predominantly focusing on voluntary counseling· and testing, 

care, support and treatment, provision of antiretrovirals (ARVs) and awareness campaigns, 

which do not include substance abuse awareness (Mahajan et al., 2007). Traditionally, 

HIV/AIDS and substance abuse prevention have been rolled out separately with the link 

between substance abuse and risky sexual behaviours not always clearly identified, often 

remaining unclear . 

This research study aimed to test the effectiveness of a programme for substance abuse and 

substance-related HIV prevention in a service company operating in Cape Town. More 

specifically, this study had the following objectives: 

1. To review the effectiveness of existing programmes to prevent substance abuse and 

substance-related HIV risks at the workplace. 
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2. To describe the extent of substance abuse and substance-related HIV risk behaviours 

among employees working in safety-sensitive jobs within two divisions of a safety 

and security department of a local municipality in the Western Cape. 

3. To describe the effective adaptation of an evidence-based substance abuse and 

substance-related HIV risks prevention programme used in other countries for 

application in the workplace in South Africa. 

4. To evaluate the effectiveness of the substance abuse and substance-related HIV risks 

prevention programme implemented among employees working in safety-sensitive 

jobs within two divisions of a safety and security department of a local municipality 

in the Western Cape. 

5. To estimate summary measures of organizational absenteeism levels and overall 

work productivity and to compare at pre-intervention and post-intervention levels. 

6. To explore and describe perceptions of company management regarding the 

operational aspects of the prevention programme. 

1.7. LOGIC MODEL 

Logic models are used in evaluation research to make an explicit statement of the activities 

that will bring about change and the results a researcher expects to see in the target 

population (Rossi et al., 2004). For the purposes of connecting the objectives of the research 

study to its various components, the figure below provides an outline on how the different 

objectives in this dissertation are linked (see figure 1 below). The logic model depicted 

below suggests that an understanding of the workplace setting in relation to potential risk 

factors for developing substance abuse problems is essential. This is linked to objective two 

of this dissertation which aimed to describe the nature and extent of the problem in the 

selected workplace. The logic model goes on to highlight the importance of the adaptation 

of the intervention programme to different settings prior to its implementation. Objective 
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three therefore aimed to meet this criterion by describing the adaptation process followed 

in this research study. Finally, the logic model links the theory described and 

implementation processes to the outcomes anticipated. Objective four therefore aimed to 

evaluate the effectiveness of the intervention that was implemented. 
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1.8. SUMMARY OF CHAPTERS 

Chapter 2 describes the methods used in this study. Chapter 3 considers the effectiveness of 

programmes to prevent substance abuse and substance-related HIV risks at the workplace 

through a systematic review. Chapter 4 describes the effective adaptation of an evidence­

based substance abuse and substance-related HIV risks prevention programme for 

application in the workplace. In chapter 5, the results for the baseline findings of the 

clustered randomised control trial study are presented and interpreted. This chapter 

focuses on the extent of substance abuse and substance-related HIV risk behaviours among 

employees as described above. In chapter 6, the results of the clustered randomised control 

trial, used to test the effectiveness of the selected prevention programme on the target 

population, is presented. Chapter 7 reviews the perceptions of management regarding the 

operational aspects of the implemented prevention programme. Finally, chapter 8 discusses 

the findings of the baseline assessment; the clustered randomised control trial and the 

findings from the qualitative study. This final chapter also discusses recommendations, 

study limitations, policy issues and implications and will emphasise future research needs. 
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CHAPTER 2 

RESEARCH METHODOLOGY 

2.1. STUDY AIMS AND OBJECTIVES 

This research study aimed to test the effectiveness of a programme for substance abuse and 

substance-related HIV prevention in a service company operating in Cape Town, South 

Africa. More specifically, this study had the following objectives: 

OBJECTIVE 1: 

To describe the extent of substance abuse and substance-related HIV risk behaviours among 

employees working in safety-sensitive jobs within two divisions of a safety and security 

department of a local municipality in the Western Cape3
, South Africa. 

Sub-Objectives: 

The descriptive objectives for this study were as follows: 

a) To describe substance abuse by age and gender. 

b) To estimate the prevalence of problematic4 substance abuse among employees. 

c) To estimate the prevalence of going to work with a hangover or calling in sick 

because of a hangover, among employees. 

d) To describe employee perceptions of the on-site Employee Assistance Programme 

and the in-house substance abuse policy. 

e) To describe employee perceptions of co-worker substance abuse. 

f) To describe employee perceptions of organisational wellness, job satisfaction, stress 

and perceived job-related risks at work. 

3 The participating municipality will wishes to remain anonymous. In this dissertation, the name of the 
municipality will not be provided and the participating divisions will be described as MP and MF. 
4 In the context of this thesis the researcher uses the term 'problematic substance use' as a reference to two 
key variables specifically, i) number of days in past 30 days having more than five drinks and ii) a positive CAGE 
score. 
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g) To describe employee perceptions of stigma towards persons with a substance­

related problem. 

h) To estimate the type and prevalence of substance-related HIV risk behaviours among 

employees. 

The analytical objectives for this study were as follows: 

i) To determine if risk factors such as the experience of individual stress, group stress, 

group cohesion, perceived risk at work, job satisfaction or a climate favourable to 

drinking contribute to problematic substance use. 

j) To investigate the relationship of absenteeism and presenteeism to problematic 

substance use among employees. 

OBJECTIVE 2: 

To systematically review the workplace effectiveness of programmes to prevent substance 

abuse and substance-related HIV risks. 

OBJECTIVE 3: 

To describe the effective adaptation of an evidence-based substance abuse and substance­

related HIV risks prevention programme for application in the workplace. 

Sub-Objectives: 

3a) To describe the process of adapting a substance abuse and substance-related HIV 

risk prevention programme. 

3b) To describe opinions and attitudes of key informants (managers, EAP/EWP staff and 

union representatives} on the suitability of implementing the adapted intervention 

programme in the two sectors. 

13 



OBJECTIVE 4: 

To evaluate the effectiveness of the substance abuse and substance-related HIV risk 

prevention programme among employees working in safety-sensitive jobs within two 

divisions of a safety and security department of a local municipality in the Western Cape. 

Sub-Objectives: 

4a} To compare at pre -intervention, immediate post-intervention and 3 month post 

intervention, the effects of the prevention intervention on: 

i. Employee knowledge of substance abuse. 

ii. Employee patterns/frequencies of problematic substance use and associated 

substance-related HIV risk behaviours. 

iii. Employee attitudes towards substance abuse and HIV/ AIDS polices in the 

workplace, and the Employee Assistance/Wellness Programme. 

iv. Employees experience of individual and group stress, group cohesion, drinking 

climates, stigma and consequences of substance abuse. 

v. Employee help-seeking attitudes and behaviour. 

4b) To estimate summary measures of organisational absenteeism levels and overall work 

productivity and to compare this at pre-intervention (six months prior the intervention) and 

post-intervention levels (six months after the intervention). 

4c) To explore and describe perceptions of organisation management regarding the 

operational aspects of the prevention programme. 

Specific Evaluation Study Hypotheses: 

Problematic Substance use5 

The study hypothesised that participation in the intervention: 

5 Changes to the substance abuse variables will be calculated from Time 1 to Time 3 considering that the 
variables asked about past 30 day use of alcohol. Post-intervention data collection occurred 2 weeks after 
baseline assessment and should therefore not be used to make a determination since this time assessment 
falls within the 30 day mark. 
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Hypothesis 1: Would have reduced past 30 day risky alcohol abuse (~ S drinks on one 

occasion) among the employees studied from Time 1-Time 3. 

Hypothesis 2: Would be positively associated with a reduction in last 6 months going to 

work with a hangover from Timel -Time 3. 

Hypothesis 3: Would be positively associated with a reduction in last 6 months call in sick 

episodes because of hangover from Timel -Time 3. 

Hypothesis 4: Would have resulted in a reduction of problematic substance use as 

calculated by the CAGE scores from Time - Time 3. 

Substance abuse policy knowledge 

For those employees who received the intervention we hypothesised the following: 

Hypothesis S: Employee knowledge and understanding regarding the existence of an 

substance abuse policy would have improved from Timel - Time 2. 

Hypothesis 6: Employees understanding of the content of the substance abuse policy would 

have improved from Time 1- Time 2 and sustained at Time 3. 

EAP utilisation 

We hypothesised that participation in the intervention would have: 

Hypothesis 9: Increased willingness to use EAP for a personal or work-related problem 

would have improved from Timel - Time 2 and sustained at Time 3. 

Hypothesis 10: Would be positively associated with employees recommending the use of 

the EAP to their fellow employees from Timel - Time 2 and sustained at 

Time 3. 

Drinking Oimate 

We hypothesised that participation in the intervention: 

Hypothesis 8: Would be associated with a positive change in team drinking climate from 

Time 1-Time 2 - Time 3. 

15 



Group cohesion and stress 

We hypothesised that participation in the intervention would have: 

Hypothesis 11: Increased group cohesion among employees from Timel - Time 2 - Time 3. 

Hypothesis 12: Improved employees coping abilities through a reduction in the experience 

of individual stress from Timel - Time 2 - Time 3. 

Tolerance and Responsiveness 

We hypothesised that participation in the intervention would have resulted in the following 

changes from Time 1-Time 2 - Time 3: 

Hypothesis 7: Reduced tolerance of co-worker substance abuse thus improving 

responsiveness in encouraging and reporting substance abuse problems from Timel - Time 

2, with the effect sustained at Time 3. 

Substance-related HIV risks 

Hypothesis 13: We hypothesise that employee exposure to multiple HIV risks would have 

reduced from Timel - Time 2 - Time 3. 

OPERATIONAL OBJECTIVES: 

1. To use the review to identify a proposed intervention for use in the research study. 

2. To adapt an intervention suitable for implementation in the workplace. 

3. To provide recommendations to managers regarding the effectiveness of the 

workplace substance abuse prevention programmes. 

4. To provide recommendations for future research in the area of workplace 

prevention. 

2.2. STUDY DESIGN 

The main study design employed in this research was a clustered randomised control trial 

(RCT). Although the overarching design is that of a RCT, the research study employed seven 
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distinct phases which are reflected in figure 1 of this chapter. To facilitate ease of read, this 

chapter will be laid out as follows: 

• The researcher firstly provides a description of the main study design and reasons for 

employing a clustered randomised control trial. 

• This is followed by a description of the trial population and sampling procedures; 

project staff; data collection procedures; pilot study and ethical considerations as it 

pertains to the whole study, since this would also be relevant to phases 2-7 of the 

research study (see figure 1 below). 

• This is followed by a complete description of the methods used for each of the 

phases employed in this study, and more specifically phases 1, 2, 3, 4 and 7. In-depth 

descriptions on methods used in phases 1 (systematic review) and 3 (adaptation of 

programme) are further described in chapters 3 and 4. 

• The chapter concludes with a description of the quantitative and qualitative data 

analysis techniques employed in phase 2, phases 4-6 and phase 7. 

Phase 1: Systematic Review 

l 
Phase 2: Cross-sectional study and baseline assessment/ pre intervention 

l 
Phase 3: Adaptation of Intervention 

l 
Phase 4: Intervention 

l 
Phase 5: Post-intervention data collection 

l 
Phase 6: 3-month Follow-up data collection 

l 
Phase 7: Key Informant Interviews 

Figure 2: Schematic Design indicating research study phases 
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2.2.1. RATIONALE FOR USING A CLUSTERED RANDOMISED CONTROL TRIAL 

Clustered RCTs are a specific type of scientific experiment, often defined as the preferred 

design for impact studies or outcomes evaluations (Bless, Higson-Smith, & Kagee, 2006; 

Rossi, Lipsey, & Freeman, 2004; Schulz, Altman, Moher, & Group, 2010) and are often used 

to test the efficacy and/or effectiveness of various types of health care interventions within 

a given sample. Although clustered RCTs are advantageous on a number of levels they are 

also susceptible to a number of biases and are possibly difficult to implement at a practical 

level. Despite this, this design was decided upon as it is considered the only feasible 

approach for evaluating the effectiveness of programmes aimed at health promotion, such 

as the workplace substance abuse and substance-related HIV prevention (Lindquist, 1940; 

Puffer, Torgerson, & Watson, 2005), since the delivery of the intervention is likely to affect 

not only the individual participating in the study but also others that form part of the 

workgroup or cluster. Clustered RCTs are therefore also often used to avoid contamination 

(Elley, Chondros, & Kerse, 2004) and are suited to programmes where individual allocation 

to a programme may not be possible and a programme requires group randomization to a 

programme (Campbell, Mollison, Steen, Grimshaw, & Eccles, 2000; Elley et al., 2004). It is 

for these reasons that the decision to conduct a clustered RCT was made, since this study 

made use of group randomisation and the intervention itself sought to bring about changes 

not only to the individual but also the workgroup. 

In this study the clusters were team or workgroups, with 325 participants from 2 divisions 

(divisions MF and MP) of a safety and security department at a local municipality (average 

workforce within the safety and security department was (3686 employees). 

2.2.2. THE TRIAL POPULATION & SAMPLING PROCEDURES 

This section describes the trial population and sampling procedures for the entire study. 

Following this section the researcher describes the study design employed for each 

subsequent phase of the study. 
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2.2.2.1. Selection of companies for participation in the research study 

Obtaining a workplace to participate in this research study proved to be a long and difficult 

process. The initial intention was to randomly select four companies to participate from a 

list of organisations known to provide EAP /EWP services to various companies in cape 

Town. This list was generated from the researcher's contact lists and work relations. Initially 

four major companies were selected and approached by the researcher and the EWP 

gatekeepers. These companies were presented with a formal letter, outlining the study 

intentions, benefits, risks and other practical implications to participating. The researcher 

also met with each of these companies as a follow-up to the letter. Although companies 

indicated an interest in the topic and highlighted the seriousness of the problem, they were 

not willing to participate and cited difficulties around the length of the programme, 

relevancy to their area of work (the perception that substance abuse was not a major 

problem in their sector of work) and lack of senior management approval as reasons. One 

company, that did indicate a serious interest, could not participate as the company had 

placed a national moratorium on all internal surveys. 

The company that ultimately participated in this study was self-identified by a contact 

person employed within the EAP division of the said company. The contact person agreed to 

participate and acted as a gatekeeper, facilitating entry into the safety and security 

department and the two safety sensitive divisions within the larger department. This 

research study was therefore implemented in two divisions within a safety and security 

department of a large municipality. 

2.2.2.2. Criteria for company selection and indusion: 

The initial four companies were selected along the criteria below, and the company 

(including the two divisions) that ultimately participated in the actual study also met the 

following criteria: 

The company should have a workforce greater than 200 employees to meet the sampling 

criteria. 

• The company should be located within the Western cape. 
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• The company should have an on/off site Employee Assistance/Wellness Programme 

(EAP/EWP) and should be open to participating in the intervention study. The 

existence of an EAP programme is essential as it is crucial in meeting two of the 

objectives of this study (Objectives le and 3b). 

• The company and its employees should be conversant in English as the intervention 

will be conducted in English although the questionnaire will be translated into the 

vernacular. 

• There should be stability in the workforce, in other words a 75% or more retention 

over a one year period. This is to ensure the likelihood that all employees who 

participate in initial data collection will be there for follow-up. 

• The company should have a formalized substance abuse and HIV/AIDS policy. 

• The project should be endorsed by Management, Human Resources and the trade 

unions. 

The selected company met all the criteria. 

2.2.2.3. Description of study population and participants 

The selected intervention programme was implemented within two divisions (safety 

sensitive occupations, named MF and MP in the remainder of the thesis) of one department 

of a local government municipality. At the time that this study was conducted, the safety 

and security division employed 3686 workers. Safety sensitive positions are defined as 

positions where the employee's responsibilities may impact on the health and safety of 

themselves, co-workers and/or the general public (Focus Workplace, 2012). The number of 

employees in each of the divisions varied (MF employs 1349 workers and MP employs 615 

workers). Employee workgroups were randomly selected from each of these divisions to 

complete a pen and paper self-report questionnaire and to attend a programme 

intervention. Intact workgroups were randomly chosen to participate rather than 

designating individuals from within departments to minimize employee concerns about 

participation. These intact workgroups within each division were identified and randomly 

assigned to the intervention arm which consisted of an eight hour team training session, or 

to the control arm which consisted of a one hour wellness session. Responses were 
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anonymous, and no individual data were given to management. A total of 20 workgroups 

were selected for the intervention and 20 for the control arm of the study. 

2.2.2.4. Sample size and statistical power calculations 

The intervention 'Team Awareness' {TA) which was selected (see chapter 3) and 

subsequently adapted a) for a local audience (South African context) and b) to reflect 

participating company culture, company structure and policy (see chapter 4), was 

implemented in the two safety and security divisions of the local municipality. Focus groups 

were conducted with a selected group of employees (MP and MF employees) prior to TA 

implementation to adapt the materials to the specific company focused on in this research. 

The need to adapt TA to the South African context was based on the understanding that TA 

as implemented in the USA may not be entirely implementable as it stands in the South 

African context. People's perceptions are generally affected by socio-cultural and other 

environmental and contextual aspects. There is currently no benchmark for anticipated 

substance abuse prevalence in this sample. Therefore it may not be appropriate to use an 

effect size that has been established in another country to determine the effects of an 

adapted intervention when the contexts are completely different and when we are in fact 

evaluating changes to human behaviour and attitudes. In the absence of prevalence data for 

our sample, sample size calculation was based on the following: 

• The power for a cluster randomized control trials, such as proposed here, depends 

on two sample sizes {groups and individuals within groups), the intra-class 

correlation {ICC), and the effect size {Murray, 1998; Raudenbush & Bryk, 2002). We 

anticipated a sample of 40 workgroups {with approximately 10 employees in each) 

for the field trial. Of these, 20 were randomised to receive the proposed programme 

(intervention arm), and 20 continued with standard procedures {control arm) and 

received a one hour discussion on wellness. We estimated the ICCs to be .03, such 

that 3% of total variability in outcomes reflected workgroup differences. Based on 

this assumption, one hundred and ninety employees were needed in each cohort (n 

= 380). The sample size calculated is comparable for testing TA programme effects 

when compared to other existing studies. With ICC = .03, the design yields an 80% 

power for detecting an effect size of d = 0.10. 
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2.2.2.5. Selection and randomization of research participants 

All employees within the two divisions (and on meeting the inclusion criteria) were eligible 

for participation in the study. Criteria for inclusion in the research study were: a) employees 

should all be white collar workers; b) all employees participating in the study should be 

conversant in English, and c) should work within a team context. Participants had to meet all 

three criteria for inclusion. 

Workgroups within each of these two safety sensitive divisions were randomised to either a 

control or experimental condition using simple systematic randomisation. Randomisation 

within of the two divisions took the following format: 

• Safety-Sensitive MFs 

Safety - Sensitive MF (MFs) employee workgroups all work within the boundaries of the 

Cape Town Metropole. MF workgroups are distributed at various stations across the 

Metropole. There are 30 MF stations in the metropole. Individual MF stations consisted of 

at least 3 workgroups/platoons all working shifts. The randomisation process for the MFs 

was layered. The first layer consisted of taking the population size of 30 stations and 

assigning a number 1-30 to each station. From this layer, 20 stations were randomly 

selected to be part of the research study. The second layer included randomising each of the 

20 stations to a control (n=l0) or intervention condition (n=l0). Once completed, a third 

layer of randomisation took place; one of the three workgroups within each of the 20 

randomly selected stations was selected to participate in the study (see Table 1). The 

researcher and a statistician from the Biostatistics department of the Medical Research 

Council of South Africa facilitated the randomisation process. 

Table 1: Sampling Structure Mfs 

Stations Study group Workgroups/Platoon 

2 CONTROL 1 

4 INTERVENTION 2 

7 INTERVENTION 3 

9 INTERVENTION 2 

10 INTERVENTION 3 
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12 CONTROL 3 

16 CONTROL 2 

17 INTERVENTION 2 

18 CONTROL 1 

19 INTERVENTION 1 

20 CONTROL 1 

21 INTERVENTION 1 

22 INTERVENTION 3 

24 CONTROL 1 

25 CONTROL 1 

26 INTERVENTION 2 

27 INTERVENTION 2 

28 CONTROL 2 

29 CONTROL 2 

30 CONTROL 2 

• Safety-sensitive (MPs) 

The division structures of safety-sensitive MPs were different to that of MFs. Although, MPs 

are also situated across the metropole their main offices or headquarters are centralised to 

4 areas of the metropole (North, South, East and West). Within each of the four metropole 

main offices, are teams which service a certain geographical area. For instance, area South 

would be expected to service 2-4 geographical areas (for example, Mitchells Plain and 

Philippi East, the Landsdowne Corridor, Athlone and Mannenberg). Considering that one of 

the criteria for participation was being a member of a workgroup and that the sample size 

was set at 190 and 20 groups, all workers within these larger areas were eligible for 

participation. This resulted in the researcher randomising the areas into a control or 

intervention condition (North, South, East and West). The tossing of a coin was used to 

randomise the areas, and areas North and South became the control conditions and areas 

East and West became the intervention conditions. 
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2.2.2.6. Procedures followed to accessing the research environment 

To encourage participation and prevent high attrition levels due to fears of participating 

such as being labelled as problematic workers, the intervention study was marketed 

through the field manager and researcher visiting participating MF and MP stations 

explaining the purpose of the study to senior management, senior personnel and 

supervisors. Participants were provided with information (see Annexure B) explaining the 

purpose of the research study and great emphasis was made on the importance of 

confidentiality. A detailed outline on the intervention steps, types of questions that will be 

asked in the questionnaire, the length of time of the study and the length of time it will take 

to answer the questionnaire, how the results will be published as well as other ethical 

questions relating to the study were also relayed. During these briefing sessions, 

participants were also informed that each participant would be required to give informed 

consent prior to participating in the study. 

Entry into the research environment was facilitated through various gatekeepers such as the 

Employee Assistance/Wellness service providers and the substance abuse coordinator for 

the safety and security department of the metropole. Endorsement for the research study 

was obtained through the head of EWP services at the municipality who indicated initial 

interest. The head of EWP consulted the Human Resources division (HR) at the municipality. 

HR and EWP drafted a report for the Executive Management Team of the municipality, 

requesting approval for the study. Approval was obtained, and the safety and security 

department was approached for participation. 

2.2.3. PROJECT STAFF 

Field workers 

To meet the objectives of the research study, the researcher made use of a field manager 

(Ms. E. Nel), field workers and interventionists. Field workers had the responsibility of 

administering and collecting the questionnaires at pre- and post- intervention level and 

again at the three month follow-up. The field workers used in this study were all 

occupational health nursing sisters, all employed with a company providing EAP/EWP 
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services and therefore were familiar with the work sector. Although field workers were not 

experienced in conducting field work and in administering research questionnaires, they 

received a week long training from the project manager on the research study, including 

research ethics, best practices and validity and reliability issues in data collection. 

Interventionists 

Six interventionists were recruited from a non-governmental organization that renders 

substance abuse treatment and prevention related services. All interventionists held a BA 

degree in the Social Sciences and were experienced in conducting workshops and training in 

group sessions. Interventionists were taken through a strict, peer-reviewed learning process 

which took place over a period of 6 months (an in-depth description is provided in chapter 4 

of this dissertation, since interventionist training formed part of the TA fidelity process). 

Field Manager 

Ms. E. Nel was employed to help the researcher oversee the entire data collection process, 

and ensure the successful implementation of the interventions. In the main, the field 

manager oversaw the field workers and the interventionists, providing regular report backs 

to the researcher. In respect of qualifications, the project manager holds a post-graduate 

degree in nursing, and has a wealth of experience in managing research field operations for 

a national research council. 

2.3. DATA COLLECTION 

Data were collected across the three data collection windows (pre-intervention, post­

intervention and at a three-month follow-up phase). Employees signed a consent form (see 

Annexure C). To maximize confidentiality the following procedure was followed: 

2.3.1. PRE-INTERVENTION DATA CQUECTIQN 

Each participant was provided with a large envelope (with a unique coloured number on it -

e.g. MFOOl} which contained: 
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a) A questionnaire with the same unique number (e.g. MFOOl) on the front. 

b) A post-interview checklist (which was attached to the questionnaire with the same 

unique number e.g. MFOOl). 

c) 2 Consent Forms (no numbers on this forms) 

d) 1 rectangular envelope (no numbers) 

e) 2 A5 envelopes (no numbers) 

f) 1 resource pamphlet 

g) 1 wallet card. 

Participants were able to select an envelope in English or in a language of their choice. On 

top of the envelope was the unique random number. The participant opened the envelope 

and completed the 2 consent forms inside and handed one back to the fieldworker in an AS 

envelope. He/she then took the rectangular envelope and wrote his/her individual unique 

identifying number on the inside of this envelope on first data collection date (this number 

became the unique identifying number of the employee participant and was entered on all 

the subsequent questionnaires). 

Participants were asked to write their name and contact details on the outside of the 

rectangular envelope (remembering the number is concealed on the inside of the envelope), 

seal it, and sign across the seal/flap of the envelope (serving as a 'seal'). This rectangular 

envelope was handed to the fieldworker and securely stored and handed out to employee 

participants for the second round at post-intervention data collection. 

2.3.2. POST-INTERVENTION DATA COLLECTION: 

At time 2, and on receiving their rectangular envelope (the envelope with their name on 

which was taken for safe keeping until time 2 data collection), each participant received a 

second rectangular envelope and were asked to transfer their unique number to the inside 

of the new rectangular envelope. Again participants wrote their name and contact details 

on the outside of the second envelope, which was handed out at the third round of data 

collection. The envelope with the new name was handed back to the fieldworker. 

Completed questionnaires were stored in a safe environment. The first rectangular 
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envelope was destroyed. The unique number was then transferred onto the questionnaire 

and the post interview checklist at time 2. 

2.3.3. FOLLOW-UP DATA COLLECTION 

Three-month follow-up data collection: On receiving their rectangular envelope (with their 

name on) for third data collection, each participant used the unique number on the inside of 

the second envelope which was transferred onto the questionnaire and the post interview 

checklist. 

2.3.4. SELF-COMPLETED WORKPLACE QUESTIONNAIRE 

Data were collected by means of an 18 page self-completed structured Workplace 

Questionnaire (WQ) (See Annexure D} that examines a} individual and group worker stress 

and levels of cohesion; b) psychoactive substance consumption; c) performance indicators 

such as absences, delays and accidents in the workplace as well as a section on d} opinions 

about co-worker substance abuse, e) opinions about health and life quality; and f) worker 

sexual risk behaviours. The Workplace Questionnaire (WQ) used existing standard 

questionnaires, where these were available. Where existing scales were not available, the 

researcher constructed measures of these variables {substance related knowledge and 

substance-related consequences). For these constructed measures, item choice was guided 

by the available literature. 

The WQ was used for collecting baseline information and was also used to determine 

changes to the outcomes measured. To ensure that participants understood certain 

terminology that was used in the questionnaire, the field workers made use of display 

charts to explain the meaning of a 'standard' drink {participant perceptions of what a 

standard drink is may vary), for example one participant may think a standard drink is 750ml 

of beer {a quart). The different names of drugs and aliases were also provided in a poster 

format, to make sure participants correctly identify their substance of choice; for example, 

listing that methamphetamine is another word for 'tik'. 
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The following sub-sections describe the measures that comprised the WQ These measures, 

and the domains they relate to, are reflected in Table 2. 

o Biographical Information 

The self-completed questionnaire included a section providing information on relevant 

biographical data such as employee age (in years), marital status (whether single, married, 

divorced, widowed, living together or separated) and their gender (male or female). Other 

information such as length of employment (coded as: working less than 6 months, 6 months 

to 1 year, 1-5 years, 5-10 years, 10-15 years or more than 15 years) and education levels 

(participants were asked to give the highest grade passed or the highest tertiary 

qualification obtained) was also included in the questionnaire. 

o The World Health Organisation (WHO} Health and Work Performance 

Questionnaire (HPQ} 

The World Health Organisation (WHO) Health and Work Performance Questionnaire (HPQ) 

is a self-report questionnaire designed to estimate the burden of health problems in terms 

of reduced work performance, sickness absenteeism, and absenteeism and work related 

accidents and injuries (Kessler et al., 2003). For the purposes of this study, the researcher 

abstracted the absenteeism and presenteeism questions from the full HPQ, as it was not 

necessary to use the entire questionnaire in this study (Kessler et al., 2003). 

Absenteesim 

The HPQ (see Section B of Annexure D) uses eight questions to assess absenteeism. The first 

two questions relate to days and hours worked within the last 28 day period as well as hours 

missed on sickness absence days. Four questions in the HPQ asks participants about the 

number of hours missed on workdays (for example, coming in late or going home early) 

since a considerable proportion of missed work time occurs on days when people come to 

work. One question in the HPQ addresses the extra hours of work (for example, coming in 

early, going home late, and working on days off). This question is included in the HPQ 

because it is thought that many workers put in extra hours to make up for days that they 
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were sick and not at work. All scores are coded as actual hours worked or missed. The HPQ 

assessment of absenteeism is reported as having good validity and good concordance 

(Pearson correlations of 0.61 to 0.81 for 7-day recall and 0.66 to 0.71 for 4-week (28-day) 

recall of hours worked, days worked, hours missed, and days missed (Kessler et al., 2003). 

The HPQ has not been validated in South Africa. 

Absolute absenteeism is calculated by multiplying the number of hours expected to work in 

a 7 day period by four and subtracting the total from hours worked altogether in a month 

(28 days). High scores indicate high amounts of absenteeism and lower bound scores (-) 

indicate working more than expected. 

Presenteeism 

Absolute presenteeism in the HPQ is measured with a series of likert scale questions (coded 

0 = 'poor performance' and 10 = 'top performance'). The questions asked to participants 

relate to how often, during their working hours, they had decreases in quantity and quality 

of work, for example 'On a scale from O to 10 where O is the worst job performance anyone 

could have at your job and 10 is the performance of a top worker, how would you rate the 

usual performance of most workers in a job similar to yours?' and 'Using the same 0-to-10 

scale, how would you rate your usual job performance over the past year or two?'. 

Presenteeism is a measurement of self-reported performance in relation to possible 

performance. A higher score indicates a lower amount of lost performance. The 

measurement for presenteeism makes use of simple scoring which is, according to the 

developers, the only scoring currently available in the absence of objective benchmark data 

for assessing presenteesim. Absolute presenteeism has a lower bound of zero which 

indicates a total lack of performance and upper bound of 100 which indicates high levels of 

performance (Kessler et al., 2003). 
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o The Texas Christian University {TCUJ Workplace Measures Questionnaire (Lehman, 

Bennett and Reynolds, 2000}: 

Measures and scales used in Annexure D - Sections B, C, D, E, F, G of the questionnaire were 

developed by the TCU, Fort Worth, Texas (Lehman, Bennett, & Reynolds, 2000). The TCU 

scales have all been validated for use on municipal workers in the USA. The coefficient 

alpha's for each of the scales is based on samples of municipal employees (n's range from 

587 to 909) surveyed as part of the TCU Workplace Project (Lehman et al., 2000) in the USA. 

Some of the items taken from the TCU Workplace Measures Questionnaire are stand-alone 

indicators and were not designed as part of a scale. The TCU scale scores are generally 

calculated by taking the average score of all the items included in the scale. Items that are 

followed by "[R]" were reverse scored before the scale score was calculated. Although the 

TCU scales are psychometrically supported and referenced in journal articles, reliability 

analysis using the sample of employees in this study (n=325} was conducted. The results of 

these analyses are reported on in chapter 5 of this dissertation and methods used are 

described in the data analysis section of this chapter. The researcher will however provide a 

brief description of the scales used, and the results of reliability analysis as reported on by 

the developers, Lehman and colleagues (Lehman et al., 2000). 

Individual Stress 

Variables for individual stress were measured on a scale 1 = 'strongly disagree' to 5 = 

'strongly agree'. The 5 items asked employees questions on different dimensions of stress 

(See section B13 of Annexure D) for a description of the scale items. Reliability tests for this 

scale was based on a samples of municipal employees (Cronbach Alpha is a= 0.87). The 

average of items was used as a composite measure of the experience of individual stress. 

Group Stress 

The variable group stress assessed several dimensions of stress experienced in the group. 

Group stress was measured on a 5-item scale, ranging from 1= 'strongly disagree' to = 5 

'strongly agree' (see Section B14 of Annexure D or scale questions). Internal reliability as 
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measured by Cronbach's alpha was equal to 0.77. The average of items was used as a 

composite measure of the experience of group stress. 

Group cohesion 

A 5-item measure of group cohesion was used (see Section 815 of Annexure D). Employees 

rated each item along the same 5-point scale 1 = 'strongly disagree' to 5 = 'strongly agree'. 

The average of the items was used as a composite measure of perceived group 

cohesiveness, which had good internal consistency as measured with Cronbach's Alpha (a= 

0.74). 

Organisational Wellness 

Organisational wellness was assessed using a 10-item Likert scale (see Section 816 of 

Annexure D) with, 1 = 'strongly disagree' to 5 = 'strongly agree'. The average of the items 

was used as a composite measure of organisational wellness. Internal reliability as 

measured by Cronbach's alpha was a= 0.75. 

Job Satisfaction 

Employee job satisfaction was measured using a 6-item scale (see Section 817 of Annexure 

D), with 1 = 'highly dissatisfied' and 6 = 'highly satisfied'. Reliability tests measured by 

Cronbach's alpha scored (a= 0.91). The average of the items was used a composite measure 

for job satisfaction. 

Perceived Risk at Work 

The scale 'Perceived Risk' at work is a 5-item scale measuring degree of risk that leads to 

lost productivity and/or safety problems (see Section 818 of Annexure D). Items were 

measured on the following 1 = 'no risk' to 5 = 'great risk'. Reliability statistics confirmed a 

Cronbach alpha of (a = 0.89). The 5 items were averaged to represent an estimate of 

employees perceptions on perceived risk at work 

Norm of tolerance and responsiveness 

Tolerance and responsiveness included four items and asked how likely a co-worker would 

ignore and cover for a fellow employee with a drinking or drug problem (see Section GS of 
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Annexure D). Employees responded to these items along a 4-point scale coded, 1 = 'very 

unlikely', 2 = 'likely'; 3 = 'likely' and 4 = 'very likely'. A reliability score of 0.61 was attained 

using Cronbach's alpha. 

Policy Attitudes: Fairness and Effectiveness 

Attitudes toward policy were measured using 6 items, with two questions requiring reverse 

scoring (see Section C7 of Annexure D). Employees responded to these items along a 6-point 

scale, ranging from strongly disagree to strongly agree, with 'in between' as a midpoint, and 

'I don't know' as item 6. The 6 items were averaged for each employee to represent an 

estimate of their attitudes toward policy. 

Workplace drinking climate 

Drinking norms were assessed by the frequency of four co-worker behaviours: i) drinking 

together off the job, ii) talking at work about drinking, iii) getting together just to get drunk, 

and iv) is alcohol available at work-related parties (see Section G4 of Annexure D). 

Responses ranged from 1 = 'never' to 5 = 'almost always'. Reliability, as measured by 

Cronbach's alpha was 0.67. 

Consequences of co-worker drinking or drug use 

The scale consequences of co-worker drinking or drug use is a 5-item scale (see Section G6 

of Annexure D). Responses are on a Likert scale ranging from 1 = 'never' to 5 = 'almost 

always', and sometimes as an in-between measure. A reliability score measured with 

Cronbach Alpha found a score of a = .92. 

Stigma perceptions 

Stigma was assessed by five items asking if co-workers would think negatively of an 

employee who has a substance abuse problem or of an employee who received help for a 

substance abuse problem (see Section G7 of Annexure D). Responses ranged from 1 = 

'strongly disagree' to 5 = 'strongly agree'. Reliability scores reports a cronbach alpha score 

of a= .76. 
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Formal sanctions 

Formal sanctions were assessed using a 5 item scale (see Section GS of Annexure D). This 

measure asked about the most common reactions of persons in authority toward an 

employee who uses or is suspected of using alcohol or drugs. Responses for each item on 

the scale ranged from 1 = 'do nothing'; 2 = 'verbal warning'; 3 = 'written warning'; 4 = 
'suspend', and 5 = 'fire'. Reliability as measured by Cronbach's alpha was a 0.88. The 5 items 

were averaged for each employee to represent an estimate of their attitudes toward policy. 

Policy Knowledge 

Knowledge of the existence of an alcohol and drug use policy (see Section C of Annexure D) 

was assessed with a 1 = 'Yes' or 2 = 'I don't know' question: 'At your place of work do you 

have an alcohol and drug use policy?'. Degree of knowledge was assessed with one 

question, "How knowledgeable are you about the substance abuse policy at your job" with 

responses coded: 1 = 'not at all', or 2 = 'a little' or 3 = 'a lot' or 4 = 'very much'. Participants 

were also asked whether they had the freedom to speak to a supervisor about a substance 

abuse problem without fear of being punished, with responses coded O = 'No' or 1 = 'Yes'. 

Knowing how to get help 

Participant awareness of the referral process was assessed with a O = 'No' or 1 = 'Yes' to the 

question "Do you personally know how to get help from your workplace for yourself or 

someone else that may have a problem?" (Reynolds & Lehman, 2003). 

Employee Assistance Programme (EAP} Utilisation 

Thirteen items (see Section CS of Annexure D) were used to assess knowledge on the 

existence of a workplace EAP service, willingness to access such a service, previous service 

utilisation and satisfaction with the services provided as well as participant willingness to 

recommend the EAP to a co-worker. Responses to single items varied from 'Yes-No' answers 

to Likert scale responses coded 1 = 'very dissatisfied', 2 = 'somewhat dissatisfied', 3 = 
'neither satisfied nor dissatisfied', 4 = 'somewhat satisfied', 5 = 'very satisfied' and 6 = 
'prefer not to answer' (Bennett & Lehman, 1997). The items do not form part of a scale. 
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(Pluddemann, Myers, & Parry, 2008}. The section containing the alcohol consumption 

questions consisted of 16 questions (see Section E of Annexure D). Items E4 - E12 were 

Likert scales coded O = 'never' to 4 = 'daily or almost daily' and reflected on certain drinking 

behaviours, whilst two questions (E2 and E3) required the actual number of days on which 

participants had used alcohol. These questions are important since E3 elicits a response on 

how many days in the past 30 days the participant had more than five drinks. A further 

three questions asked participants about the availability of treatment services, random 

testing at work and whether participants thought they had a problem. These three 

questions were coded O = 'no' and 1 = 'yes'. 

o CAGE 

CAGE is a self-report four-item test with questions on Cutting down, Annoyance at criticism, 

Guilty feelings and use of Eye-openers) (see Annexure D). The CAGE is used in screening for 

possible alcoholism. On the CAGE, two or more positive replies suggest hazardous use of 

alcohol (Buchsbaum, Buchanan, Centor, Schnall, & Lawton, 1991}. The CAGE test has been 

validated for use in South Africa. The results of a study by Claassen (Claassen, 1999) on the 

benefits of CAGE as a screening tool for alcoholism in a closed rural South African 

community found that a positive score on CAGE (characterised by two or more affirmative 

replies) showed a sensitivity of 100% and a specificity of 78% for alcohol dependence. 

o Drug use 

Components of the drug use consumption scale were drawn from Lehman et al., (2002), HIV 

prevention intervention in bars and shebeens in Tshwane, South Africa - Baseline 

Assessment and as well items from the SACENDU data collection tool described in 

(Pluddemann et al., 2008). Similar to the alcohol consumption questions, this section 

consists of 18 questions (see section F of Annexure) all measuring participant drug use. 

Participants were asked to indicate which drugs have been used in the past 12 months and 

to further indicate frequency of use (coded as 1 = daily; 2 = 2-6 days per week; 3 = once per 

week or less and 4 = not in past month). Items FS - F14 (Annexure D section F) are Likert 

scales coded O = 'Never' to 4 = 'daily or almost daily' and reflect on certain drug use 
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behaviours. A further three questions asked participants about the availability of treatment 

services, random testing at work and whether participants thought they had a problem. 

These three questions were coded O = 'no' and 1 = 'yes'. 

o Substance-related consequences 

A set of eight questions were developed by the researcher to assess possible consequences 

associated with substance abuse. Responses were coded O = 'No' and 1 = 'Yes' (see Section 

H of Annexure D). Responses were tallied with a high score reflecting high amount of 

consequences associated with substance abuse. This set of eight questions has not been 

validated psychometrically. The questionnaire was however piloted, but no changes to the 

questionnaire were required. Examples of questions are "has use of substances ever caused 

you to get arrested?" and "has use of substances ever caused you to have money 

problems?". 

o Substance-related HIV risks 

Seven substance-related HIV risk questions were taken out of a 25 question questionnaire 

(see Section I of Annexure D) developed by (Rawson, Washton, Dornier, & Reiber, 2002) 

specifically questioning sexual thoughts, feelings and behaviours that patients recollected 

from the last time they were under the influence of a single psychoactive agent. Rawson's 

instrument is an outgrowth of an intake questionnaire developed for cocaine-dependent 

outpatients (Rawson et al., 2002). Although the items in the questionnaire (and those 

selected for use in the workplace measures) are of relevance and have good face validity, 

the psychometric properties of the instrument have not been formally established (Rawson 

et al., 2002). Participants were asked to give a O = 'No' or 1 = 'Yes' response to the seven 

questions. 
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Table 2. Domains and measures comprising the Workplace Questionnaire (WQ) used in this study 

Domain Variables Scale and indicators 
Work Absolute Absenteeism and WHO Health Performance Questionnaire (HPQ). 
Environment Absolute Presenteeism Hours expected to work; hours actually worked, 

days of sick, days on vacation, days coming in to 
work early or leaving late. Total number of hours 
worked in 28 days. 

Individual Stress TCU individual stress scale is a Likert type scale 
specifically designed for the workplace and asks 
questions around individual participants' 
experience of stress. 

Group Stress TCU group stress scale - Likert type scale. 

Organisational Wellness TCU organizational wellness scale - Likert scale 

Group Cohesion TCU measure for group cohesion - Likert scale 

Job Satisfaction TCU measure to assess employee job satisfaction -
Likert scale 

Perceived risk at work TCU measure to assess employees perceptions 
around exposure to risks at work- Likert scale 

Workplace Policy knowledge Single item questions on knowledge related to the 
Substance in-house policy on substance abuse. 
Abuse Policy & Policy attitudes TCU measure policy fairness and effectiveness -
Employee Likert scale 
Assistance EAP Single item questions assessing EAP utilisation and 
Programme perceptions of services rendered 
(EAP) 
utilisation 
Substance- Knowledge on substance Single item scales. Scale developed by the 
related abuse researcher. Assesses employee knowledge in 
knowledge relation to general substance abuse. 
Alcohol Abstainers versus drinkers 
consumption Any use of alcohol Number of days in past 30 day any alcohol use 

Binge drinking Drinking behaviours - days having more than five 
drinks in the past 30 days. 

Problematic/hazardous Problematic and hazardous drinking 
alcohol use (CAGE) 
Working with a hangover Likelihood of going to work with a hangover 
Sickness and hangovers Likelihood of calling in sick because of a hangover 
Self-perception of drinking Participants asked if they thought they had a 
problem drinking problem 
Availability of Treatment Extent to which alcohol treatment available 

DruglJse Problematic drug use Types of drugs, frequency and age of first use. 
Working with a hangover Likelihood of going to work with a hangover 
Sickness and hangovers Likelihood of calling in sick because of a hangover 

Co-worker Co-worker drinking Three single items assessing whether participants 
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substance have ever known of a co-worker who came to 
abuse work under the influence (UTI) of either alcohol or 

druRS, our used at work. 
Co-worker drug use Two single items asking participants about the sale 

of drugs at work and workers using drugs at work 
or before work. 

Response to a co-workers a Five single items assessing participant response to 
drinking or drug use a co-worker who comes to work UTI. 
Workplace Drinking Climate TCU Workplace Drinking Climate Scale - Likert 

scale 
Norm of Tolerance and TCU Enabling Scale - Likert scale 
Responsiveness 
Consequences of co-worker TCU Co-worker Consequences Scales - Likert scale 
drinking or drug use 
Stigma Perceptions TCU Stigma Consciousness Scale - Likert scale 
Formal Sanctions TCU Sanctions Scale - used to determine the 
(punishment) common reaction of persons in authority to 

substance abuse. - Likert scale 
Substance- Consequences related to Eight single item questions on various 
related substance abuse consequences associatedwith substance abuse 
consequences 
Substance- Sexual behaviours that Nine single item questions assessing whether use 
related HIV increase exposure to HIV of primary substance of abuse is associated with 
risks various sexual risk behaviours. 

2.3.5. PILOT STUDY 

The research instrument was piloted before the study was implemented. A pilot study is 

defined as the pre-testing of a measuring instrument consisting of "trying it out on a small 

number of persons having characteristics similar to those of the target group of 

respondents" (De Vos et al., 1998). Huysamen in De Vos et al. (1998:179) views the purpose 

of the pilot study as an investigation of the "feasibility of the planned project and to bring 

deficiencies in the measurement procedure to the fore". The instrument was presented to 

20 persons within a different service company, similar to that of the testing population. This 

company was recruited by the researcher for the express purpose of piloting the 

instrument. The company selected 20 employees, and the 20 employees participated in the 

pilot phase. A short group interview was conducted with employees on completion of the 

questionnaire to assess issues like ease of use or user-friendliness, comfort with answering 

the questions and length of questionnaire. No adjustments were required on the data 

collection method or process following the pilot. 
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Ethical approval for the pilot study was obtained with the main study. 

2.4. ETHICAL CONSIDERATIONS/HUMAN SUBJECTS 

This study was approved by the Ethics Committee of University of Cape Town (433/2008) 

and was conducted according to the ethical guidelines and principles of the International 

Declaration of Helsinki (2008) (See Annexure E). 

2.4.1. INFORMED CONSENT, ANONYMITY AND CONFIDENTIALITY 

Written informed consent (see Annexure C) to participate in the study was obtained from all 

participants. The consent forms were translated into Afrikaans and Xhosa. In addition, and 

throughout this project, all information collected on individual participants in the study as 

well as the key informants was kept confidential. 

Confidentiality of employee personal details was ensured by the issuing of unique 

identifying numbers (see section 2.3). To address reluctances to attending and participating 

in the study for fear of reprisals such as being labeled as a problematic worker (Bennett & 

Lehman, 2001), information sessions were held which explained the purpose of the research 

study. Information on the importance of confidentiality, the type of questions that were to 

be asked, the length of the research study, the time it takes to answer the questionnaire, 

how the results will be published as well as any other ethical questions relating to the study 

was explained to participants in detail. Field workers and interventionists were thoroughly 

trained by the researcher before data collection processes commenced. 

2.4.2. BENEFITS TO PARTICIPANTS 

Even though the research study held no physical or emotional threat to the participants, the 

participants were thoroughly informed about the potential impact. of the research. 

Participants were assured of their freedom to withdraw from the study at anytime, and 

were also informed that they could decline from answering any sensitive questions without 
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having to provide reasons for doing so. Participants were informed of their right to ask any 

questions pertaining to the research study or their participation. 

Although no financial incentives were given for study participation, participation in the 

study had some benefits for those individuals who desire help for their substance abuse 

problems. Participants indicating the existence of a problem were referred to a resource list 

with contact details of specialised substance abuse service providers. Participation in the 

study also contributed to enhancing participant knowledge on substance abuse and 

substance-related HIV. 

2.5. DESCRIPTION OF STUDY PHASES 

2.5.1. PHASE 1: SYSTEMATIC REVIEW 

In order to facilitate the choice of an intervention for implementation and subsequent 

evaluation, a systematic review was conducted. The systematic review was conducted with 

the view of identifying literature on evidence-based substance abuse and substance-related 

HIV prevention suited to the workplace, with the aim of selecting one intervention for 

implementation. A systematic review is usually employed to synthesise a large number of 

studies. Systematic reviews are useful to social and behavioural health scientists because 

they link and correlate huge amounts of information in order to identify beneficial or 

harmful interventions (Setswe, 2006). In the context of this research study it was important 

to implement an intervention that has previously been shown to have significant changes on 

substance abuse and substance-related HIV outcomes. The method followed is described in 

detail in chapter 3 of this thesis. 

2.5.2. PHASE 2: CROSS SECTIONAL STUDY (BASELINE ASSESSMENT) 

In order to meet objective 1 outlined on page 18 the study followed a cross-sectional study 

design. Cross-sectional studies are used to gather information on a population at a single 

point in time (Bless et al., 2006). This design was chosen as it is well suited to gaining 
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insights into the extent of substance abuse among people employed in safety sensitive jobs 

within the safety and security department of a local municipality in the Western Cape. 

The cross-sectional study design forms the baseline for the clustered randomised control 

trial. Sampling procedures, data collection and questionnaire descriptions were discussed 

under sections (2.2.1) considering that sample size determination and data collection 

applies to both the clustered RCT and the baseline assessment. 

2.5.3. PHASE 3: CUSTOMISATION OF MATERIALS 

The third phase of the study involved the adaptation of the intervention 'Team Awareness' 

for implementation. When adapting evidence-based interventions for new settings and 

contexts, literature suggests that certain guidelines be followed to ensure an appropriate 

degree of programme fidelity is adhered to. Adaptation refers to the process of customising 

a programme model to make it more suitable for a population, without compromising or 

deleting any core component of the programme. (United Nations Office for Drug Control 

and Crime Prevention UNODC, 2002). It is universally understood and accepted that 

prevention programmes can only be effective when culturally appropriate (Tsarouk et al., 

2007, United Nations Office for Drug Control and Crime Prevention UNODC, 2002, European 

Monitoring Centre for Drugs and Drug Addiction (EMCDDA), 2010, Botvin, 2004). Adaptation 

is therefore a vital and essential process when evidence-based prevention programmes are 

selected and implemented in different contexts. The evidence regarding minimal 

adaptations (such as language translation, ethnically and racially correct pictures, culturally 

appropriate welcomes, songs, stories, dances, exercises, examples and videos) indicates that 

these minimal adaptations are necessary, and do not affect the core elements of the 

programme, and therefore maintains the effectiveness of the original programme. 

The intervention selected for this study was adapted following universal guidelines for 

adapting programmes. The researcher also received guidance from the programme 

developer who assisted in the process. The steps used to adapt 'Team Awareness' are 

described in chapter 4, where the whole adaptation process is discussed. 
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2.5.4. PHASE 4-6: auSTERED RANDOMIZED CONTROL TRIAL 

2.5.4.1. Design 

Phases 4-6 employed a clustered randomised control trial which provided for the 

opportunity to test the selected intervention called Team Awareness (see chapter 4 for a 

description) in two divisions within a local municipality in the Western Cape Province. 

2.5.4.2. Allocation of Intervention 

The questionnaire that was used to conduct the evaluation (pre - and post - intervention 

with a three month follow-up) was a self-report questionnaire (WQ) administered to the 

two service divisions within the local municipality setting at the three time periods 

described. Employees within each of the service departments (MF and MP) were 

randomised to a control or intervention arm using simple systematic randomisation as 

described in section 2.2.1.5 of this chapter. Data collected at Time 1 serves as the baseline 

data (collected to meet objective 1, described in section 2.1) and was collected before the 

intervention was given to the experimental arm. The questionnaire (an identical version} 

was re-administered to the control and intervention participants immediately after the 

intervention was completed (Time 2) and again at three month follow-up (Time 3). Using the 

notational system employed by Campbell & Stanley (1966) in Bukoski (1991) and Bless et al 

(2006} the researcher explains the allocation of the interventions in the figure below. 
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MF R 

MP R 

SYMBOLS 

El 0 1 

Cl 0 4 

E2 0 7 

C2 0 10 

X 
02 ____ _ 

os ____ _ 

X o•-----
011 ____ _ 

0 refers to the observation or point when data is collected; 
X refers to the intervention. 
R refers to randomization 

(3 month)--­

(3 month)---

(3 month)--­

(3 month) ---

03 

09 

012 

The companies are referred to as E for experimental companies and C indicating control companies. 
01 X 0 2 0 3 

0 4 0 5 0 6 

0 7 X 0 8 0 9 

010 on 012 

Source: Campbell & Stanley (1966) in Bukoski (1991) 

Figure 3: Notational system to describe allocation of Intervention 

As noted in Figure 3, employee workgroups were randomly assigned to an intervention or 

control arm in each of the divisions participating in the study. The intervention was only 

administered to participants in the intervention arm of the study and employees in the 

control arm received a one hour wellness talk unrelated to the intervention that was 

received by those employees in the intervention arm. Therefore the main comparisons in 

the study are between those in the intervention groups and the control groups. 

The intervention was administered to employees in groups of 5-15. Although, having smaller 

groups allows for interactive teaching methods and enhances participation, the workgroups 

of the divisions also fitted this group size. Conducting the intervention in small groups as 

opposed to all the employees in the division further ensured minimal disruption. In other 

words, 5 -15 employees were called to participate at a time and afterwards returned to 

their designated workplaces. The workload during their absence was covered by a different 

work group. Logistical issues of the intervention roll-out were discussed with company 

representatives ensuring that the research study did not unduly disrupt service delivery. 
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The flow chart below depicted below provides a further outline of the randomisation 

process. 

40 intact workgroups 

participated in the study 

20 MP and 20 MF 
(N=325) 

I 
J, J, 

20 workgroups we assigned to 20 workgroups we assigned to a 

an intervention condition control condition 

10 MP and 10 MF 10 MP and 10 MF 

N=168 analysed N=157 analysed 

" " 
No of employees who No of employees who 

completed time 2 data completed time 2 data 

collection N= 125 analysed collection N= 112 analysed 

w ', 
No of employees who No of employees who 

completed time 3 data completed time 3 data 

collection N= 92 analysed collection N= 97 analysed 

Figure 4: Flowchart describing randomisation process 

2.5.4.3. Blinding 

Although the participants were blinded considering that they were not aware of whether 

they were assigned to an intervention or control condition, they were aware that they were 

assigned to either the one hour session or an eight hour session. The interventionists and 
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project staff were however not blinded. This was 11ot possible as the interventionists worked 

mainly with those in the experimental arm of the study, and other staff members were only 

involved with participants in the control arm. The interventionists and fieldworkers adhered 

strictly to study protocols in respect of engaging with participants. Senior management of 

the divisions were also not blinded since we had to request time off, in advance, for 

participating employees and this occurred after assignment to interventions. 

2.5.4.4. Allocation Concealment 

The participating divisions (MF and MP) were identified prior to the randomisation process. 

Participating divisions were asked to provide their shift rosters (MF) and work orders (MP). 

As indicated, clusters (workgroups) were randomised to a control or intervention arm. 

Participating divisions were not to privy to the randomisation process but were informed 

after the randomisation process about which groups would need to be away from work for 

possibly 6 hours (factoring in travelling time) and which workgroups would be away for a 

shorter period of time (controls). Whole divisions participated in the study, and 

randomisation of clusters into a control or intervention arm was done by the researcher and 

a biostatistician. 

2.5.4.5. Fidelity Elements 

In order to achieve desired aims, evidence-based prevention education programmes need 

to be implemented as intended (Stead, Stradling, MacNeil, MacKintosh, & Minty, 2007). The 

measurement of 'fidelity of implementation' is therefore an essential part of programme 

evaluation. This study followed the guidelines as set out by the Team Awareness 

programme developer (Bennett, Bartholomew, Reynolds, & Lehman, 2002). To implement 

the training with high fidelity, we followed the following format: 

• As part of the customisation process but also as part of ensuring programme fidelity, 

the researcher followed a process of collecting information pertaining to current 

health efforts at the workplace. The researcher had to familiarise herself, with the 

local municipality substance abuse policies, the EAP, health benefits, and any related 

safety or behavioral health trainings. This information was used to adapt Module 

two of the programme but also followed a key principal in the Team Awareness 
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programme adaptation, that of collecting and using local information to modify 

certain elements of the programme. 

• A second step was to gain the inputs from employees in focus groups. Participants in 

the focus groups did not form part of the study trial. Focus groups were held and 

conducted over a period of one month. The following groups were convened: 

o A women only group - MP 

o A mixed group (woman, men, different races)- MP 

o A mixed group- MF 

o A women group - MF 

Focus groups: The focus group sessions were semi-structured group sessions; using 

an interview guide (see Annexure F). Participants of the focus groups also had to 

complete a consent form (See Annexure G) to participate in the focus group 

discussions. 

• Finally, the core of Team Awareness training lies in providing all six modules of the 

employee training. In keeping with the original design, we followed the guidelines as 

set out below. 

o The eight hour training sessions were broken into two four-hour sessions as 

stipulated in the guidelines. Providing the full training in one full day is 

contrary to the fidelity guidelines. Each session was limited to no more than 

four hours. 

o Information about policy and the EAP were consulted and incorporated into 

focus group discussions and programme material. As put forward in the 

guidelines, training was built upon policy knowledge that employees already 

have. 

o Provide options and incentives for homework to be done between session 

one and session two. 

o Provide healthy snacks (nuts, fruit, juice) when possible. 

o Provide ample breaks during sessions. 

• In addition to the above: 

o All intervention training materials and registers of participant attendance 

were kept. 
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o Records kept reflected the degree of adherence to the programme 

components and content prescribed by the intervention as well as the quality 

of programme delivery in respect of using the methods specified. 

o Records on participant exposure to the intervention in respect of the number 

of lessons delivered were kept. 

o Any adaptations or modifications and reasons for modifications made to the 

intervention were recorded for evaluation purposes. 

o The interventionists submitted detailed summary reports on the process of 

each session, focusing on levels of group cohesion and levels of engagement 

and interaction. 

o Interventionists were also asked to handover to the researcher all newsprint 

writings prepared during the sessions. 

o Random recordings of intervention sessions were made for quality purposes, 

and the researcher attended some sessions. 

2.5.5. PHASE 7: QUALITATIVE COMPONENT KEY INFORMANT INTERVIEWS 

To achieve sub-objective 4b (see page 20): to explore and describe perceptions of company 

management regarding the operational aspects of the prevention programme' the 

researcher made use of qualitative data collection. According to Yegidis and Weinbach 

(Yegidis & Weinbach, 2002), a qualitative approach seeks to understand and interpret 

experiences from the perspective of those who have first-hand experience of the 

phenomenon. Qualitative research therefore suggests tapping into the meaning of 

individual or group experiences attributed to a particular phenomenon (De Vos, 1998}. This 

suggests that qualitative research is best suited to projects or topics that require further 

exploration that cannot be attained through quantitative research processes (De Vos, 1998). 

The purpose of this objective of the study was to gain insight into how the local municipality 

perceived the Team Awareness intervention in respect of programme costs, time, and 

effectiveness. Examining these contextual influences on the feasibility of prevention 

programmes in an organisational context is important considering the fact that the 

implementation of evidence-based prevention programmes and prevention research in a 
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workplace presents numerous methodological challenges (Hersch, Cook, Deitz, & Trudeau, 

2000). More specifically literature has documented challenges around employee and 

employer reluctance to participate in a programme that specifically addresses the issue of 

substance abuse at a universal level, as well as concerns rising from conflicts between the 

objectives of the research and programme as well as the operational imperatives of the 

workplace (Cook et al., 1996b; Hersch et al., 2000). 

2.5.5.1. Population and Sampling Procedure 

Participants for the Key Informant Interviews (Klls) were recruited through a form of non­

probability sampling termed purposive sampling, in which decisions concerning the 

individuals to be included in the sample are taken by the researcher, and are often based on 

criteria which may include specialist knowledge of the research issue (Yegidis & Weinbach, 

2002). 

Although the initial intention was to collect data via focus groups with at least two focus 

groups (MP and MF) with eight participants in each, the researcher had to forgo this 

intention due to the difficulties in recruiting senior management and supervisors for groups. 

The project manager and researcher were only able to recruit eight participants for the 

semi-structured interviews. Attaining the anticipated number of 16 participants was not 

feasible due to the difficulties described. This represents a limitation to this section of the 

research study. The sample comprised seven males and one female who were employed in 

middle and upper managerial positions. Included in these key informant interviews were 

two employees who were directly involved in the EAP and EWP programmes of this 

company. 

3.5.5.2. Data Collection Instrument 

In considering the operational aspects of implementing the prevention programme the 

researcher made use of data collected via semi-structured interviews. Semi-structured 

interviews were therefore held with the substance abuse coordinator for the municipality's 

safety and security division, two EAP counseling staff of which one was the clinical manager, 

one station commander (MF) and one supervisor (MP). Semi-structured interviews were 
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not longer than forty-five minutes, ensuring that interviews did not impact on company 

productivity and company time. 

The KIi guide was designed by members of the research team to elicit information regarding 

the substance abuse and the substance-related HIV prevention programme. The KIi guide 

consisted of both closed and open-ended questions regarding participants perceptions of 

the following aspects of the prevention programme: (i) knowledge of the research study; (ii) 

overall impression; iii) repeat running of the programme; (iv) employees perceptions; (v) 

suggested changes; (vi) cost-effectiveness; and (vii) changes observed in employee 

behaviour (see Annexure N). 

3.5.5.3. Data collection procedures 

The interviewers for the Klls interviews were the researcher and the project manager, both 

experienced in interview methods. The majority of the interviews were conducted at the 

individuals' workplaces and one was done at the offices of the Medical Research Council. 

The participants were asked for permission to make use of audio-recorders and written 

consent was obtained to participate in the interview, after the study was explained in detail 

(see Annexure M). All participants were assured of confidentiality and anonymity and were 

given the opportunity to ask questions relating to the study and interview, before the study 

commenced. One interviewer conducted the interviews while the other took notes and 

recorded observations. All Klls were conducted in English and lasted for approximately 

forty-five minutes. 

2.6. DATA ANALYSIS 

Data for this study were analysed using both quantitate and qualitative methods. All 

quantitative data were analysed using the Statistical Package for the Social Sciences (SPSS, 

Norusis, 2007) and SAS/STAT software, version 9.2, using a a of 0.05 cut-off for statistical 

significance. 

49 



2.6.1. PHASE 2: ANALYSIS OF CROSS-SECTIONAL DATA 

Descriptive analyses (means, standard deviations and frequencies) were used to describe 

sample demographic data and profiles of participant substance abuse as well as substance­

related-HIV and all other study variables. Reliability analyses were conducted for all 

psychometric scales. Principal component analysis was used to compute composite scores 

for the factors underlying each of the psychometric scales using oblimin rotations. The 

Kaiser-Meyer-Olkin measures of sampling adequacy tests were used to determine whether 

the partial correlations among variables were small or large using a significance level of 

0.05. Bartlett's tests of sphericity were used to test whether the correlation matrix was an 

identity matrix, as this would indicate whether the factor model is appropriate or 

inappropriate for use (Field, 2009). Scale reliability was tested using Cronbach's alpha. 

Nunnaly (1978) has indicated that ~ 0. 7 are acceptable reliability coefficients although lower 

thresholds are sometimes reported on in literature. A reliability coefficient below 0.5 is 

however unacceptable. 

To examine significant differences between divisions (whether MP or MF) as well as 

drinking/abstainer categories on key variables (days having any use of alcohol in past 30 

days, problematic alcohol use (days having more than five drinks in past 30 days and CAGE), 

individual and group stress, group cohesion, perceived risk, job satisfaction, drinking 

climate, formal sanctions, consequences of substance abuse, attitudes towards policy, the 

variable tolerance and responsiveness, stigma perceptions, absenteeism and presenteeism), 

bivariate analyses consisting of chi-squared tests of association, mann-whitney tests for 

non-parametric data and independent t-tests for parametric data were conducted. For 

independent t-testing, the researcher tested for equality of the variances using Levene's 

tests and used the appropriate assumption for the subsequent t-tests. The t-test assumes 

that the variability of each group is equal, if differences in variability are assumed, Levene's 

test result is used (Field, 2009). Considering that the data is clustered, and to adjust for 

clustering, the researcher also reports on the F-statistic (for all variables analysed) which 

was calculated using Gaussian regressions for continuous variables, Binary regression for 

categorical variables and Poisson regressions for count variables. Associations between past 

30 day alcohol (more than five drinks) use and demographic variables such as age and 
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gender, as well as length of employment and a positive CAGE score were analysed using chi­

square tests for categorical variables and Gaussian regression for continuous variables. To 

examine whether age, length of employment and days having more than five drinks were 

associated with a CAGE score c!:2, binary regression analysis was employed. To further 

examine possible collinearity between the age. and length of employment variables, the 

researcher ran analysis separately on each variable followed by inputting all variables into a 

regression model. All subsequent multivariate regressions followed this format of modeling. 

Literature suggests that individual stress, group stress, high job stress, a climate favourable 

to drinking; job satisfaction and levels of group cohesion are associated to problematic 

drinking (days having more than five drinks). To test this assumption in the study, 

multivariate analysis (Poisson regression) was used to examine predictors of number of days 

having more than five drinks in past 30 days. The model was therefore built adding in only 

variables as suggested by literature. Age and divisional differences were also added into the 

model and adjusted for clustering as indicated earlier in this section. Regression analysis was 

also used to examine whether having more than five drinks, a CAGE score c!: 2 and going to 

work with a hangover were predictors of absenteeism and presenteesim in the study 

sample, since literature suggests an association between problematic use of substances and 

being absent from work and presenteeism. 

2.6.2. PHASE 4: ANALYSES OF CLUSTERED RCT DATA 

Data for the clustered randomised control trial was analysed using SAS/STAT software, 

Version 9.2. Cluster specific methods were used in this study, since workgroups rather than 

individual participants were randomised. Analysis of the trial outcomes took into account 

stratification by division as two divisions participated in the study, namely MF or MP; 

repeated measures considering that participants were tested more than once (baseline, 

time 2 and 3-month follow-up), and clustering considering that actual workgroups were 

randomly assigned to an intervention or control arm. Effects of the intervention were 

estimated by comparing employees in the intervention and control arms, adjusting for 

clustering. 
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Firstly, to examine participant attrition and the extent to which persons that dropped out of 

the study differed from those who completed the study, logistic regressions {univariate) on 

baseline variables to predict dropout was used and adjusted for clustering. One variable 

{division) produced a significant result on the logistic regression analysis. A prediction model 

for completeness was then developed using a stepwise logistic regression model. All 

baseline variables were entered into the model with a probability of 0.1 to stay in the 

model. Division and age emerged as predictors, although age was not a significant predictor. 

MP employees were more likely than MF employees to dropout. The predicted proportions 

from the stepwise model, division and age {although not statistically significant) were used 

to create a weight for completeness so that complete cases were weighted higher. In the 

case of this study, sensitivity analysis was not conducted since full-information maximum 

likelihood methods {FIML) were used for analysing the data. FIML is a very sophisticated 

method that deals with missing data, parameter estimates and estimate standard errors all 

in one go. When full likelihood methods are used, there is no need for sensitivity analysis 

{Graham, 2009). 

Data were analysed using a random effects model. The decision to use this model was 

guided by the fact that the data is hierarchical and clustered, and random effects models 

can be used to analyse data with clustered sources of variability. The SAS GLIMMIX 

procedure was used since it fits statistical models to data with correlations or non-constant 

variability and where the response is not necessarily normally distributed {GLIMMIX 

Procedure Manual). Entered into the model were group, time {refers to time 1 - time 2 -

time 3) and division, and the researcher tested for a significant interaction between group 

and time. A significant statistical interaction on any of the variables measured, in the 

predicted direction, is indicative of the effect of the intervention overtime. Gaussian, Binary 

and Poisson regressions were used depending on whether the variable was continuous, 

categorical or a count variable (e.g. the substance-related HIV variable). Considering that 

division was part of the sampling frame and emerged as a predictor for dropout, adjustment 

for dropout was taken care of in the model. The researcher also reports on the effect size, 

since effect sizes are often used to quantify the size of the difference between the 

intervention and control group and therefore the effectiveness of the intervention relative 

to the control {Coe, 2002 ). The researcher will be guided by Cohen's proposal for 
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interpreting effect sizes: a "small" effect size is .20, a "medium" effect size is .50, and a 

"large" effect size is .80 (Cohen, 1988). 

2.6.3. PHASE 7 DATA ANALYSIS (QUALITATIVE) 

The purpose of qualitative data analysis is to sort and synthesise data acquired in such a way 

that themes and interpretations emerge (Tutty, Rothery, & Grinnell, 1996). Tesch's {1990) 

model of content analysis, which proposes the use of eight distinct steps were employed in 

analysing the transcripts of the KIi interviews. For the qualitative segment of this research 

study, qualitative data was analysed by hand. 

The eight steps followed were: 

1. All transcripts were read through to gain an understanding of the interviews. 

2. The researcher selected the first interview. To obtain an essence of the interview the 

researcher attempted to understand the underlying meaning in the interview and 

made notes. This process was followed for all the other interviews. 

3. A list of all the emerging topics was made. The researcher clustered the data into 

main columns. 

4. The topics were abbreviated and written next to the appropriate segments of the 

transcripts. A preliminary organising scheme was carried out to see whether new 

themes emerged. 

5. The most descriptive wording for emerging topics were identified and turned into 

themes. Related topics were grouped together. 

6. A decision on the final abbreviation for each category. 

7. The data material belonging to each category was assembled in one place and a 

preliminary analysis performed. 

8. Existing data was recoded. 
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2.7. CHAPTER SUMMARY 

This chapter described the aims and objectives of this study and outlined the research 

design that was used to achieve the objectives of the research study. This study comprised a 

clustered randomized control trial that examined the effectiveness of an evidence-based 

substance abuse and substance-related HIV risk workplace prevention programme called 

'Team Awareness' on employees within a local municipality in the Western Cape. It was 

complemented by a systematic review of evidence-based substance abuse and substance­

related HIV prevention programmes and a set of qualitative interviews with senior 

management on their perceptions of the intervention and its feasibility. The clustered RCT 

used the workplace questionnaire (WQ) to collect both survey data on the extent of 

substance abuse among 325 employees and outcomes data on the effect of Team 

Awareness on the 168 employees who participated in the intervention, comparing them to 

157 participants allocated to the control arm of the study. Results are presented in chapters 

five, six and seven respectively. 

The next chapter provides the results of the systematic review described in this chapter. The 

objectives of the review were to assess the effectiveness of programmes in which both 

substance-related HIV and substance abuse were the targets of interventions, with the 

purpose of selecting an intervention for implementation in South Africa. 
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CHAPTER 3 

WORKPLACE SUBSTANCE ABUSE AND SUBSTANCE-RELATED HIV 

PREVENTION PROGRAMMES SUITABLE FOR A SOUTH AFRICAN 

SETTING: A SYSTEMATIC REVIEW6 

3.1. BACKGROUND 

Substance abuse in the workplace has generated considerable global discussion (Elliott & 

Shelley, 2006). Surveys estimate that one in ten American employees report experiencing 

problems related to alcohol or drugs, while one in three employees report experiencing the 

effects of co-worker substance abuse (Bennett et al., 2000; Levy Merrick, Volpe-Vartanian, 

Horgan, & Mccann, 2007). Although literature on substance abuse in the South African 

workforce is limited, the country has seen a surge in reported use, in the general 

population, of substances such as heroin, cocaine and particularly crystal 

methamphetamine which has become increasingly widespread in Cape Town (Parry & 

Pithey, 2006; Pluddemann et al., 2008). In addition, although South Africa has a high 

percentage of persons abstaining from drinking alcohol, the annual per capita consumption 

of alcohol per drinker remains high and is estimated to be at 19.5 litres (Roerecke, Obot, 

Patra, & Rehm, 2008). A recent review of harmful drinking patterns and level of 

consumption in 20 African countries, ranked South Africa fourth highest in terms of the 

proportion of heavy drinkers as a percentage of current drinkers (Clausen, Rossow, Naidoo, 

& Kowal, 2009). 

Studies conducted as far back as 1981 at a South African gold mine highlighted an increase 

in the consumption of alcohol (from 27,94 litres in 1976 to 34, 98 litres in 1981) among mine 

workers over a 4 year period (Kew, 1992). Similarly, the lifetime consumption of alcohol 

findings from a 1993 study among farm workers in the deciduous fruit industry in the 

6 This chapter (depicting phase 1 of the study) is part of the whole research study and was key in sourcing the Intervention 
that was subsequently tested (chapter 6). This chapter is written in the form of a manuscript since it was submitted to a 
journal for review (awaiting feedback). The researcher Is the primary author and her contribution was the 
conceptualisation of the manuscript, data search and synthesis as well as the final write up of the manuscript. 
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Western Cape, reported average usual weekend consumption in grams of pure alcohol to be 

equivalent to the consumption of six 750-ml bottles of wine or a 750-ml bottle of spirits 

(London, 2000). In 1996, Ronelle estimated that 20% of the average workforce in South 

Africa is likely to have experienced a drug-related problem (Ronelle, 1996). More recently, 

the prevalence of risky drinking among workforces such as the mining industry has been 

estimated at 25% (Pick et al., 2003; Wilson, 1999). 

This reported growth in substance abuse has been paralleled over the same period by an 

increase in HIV prevalence trends. An estimated 1.9 million people were newly infected with 

HIV in sub-Saharan Africa in 2008, bringing to 22.4 million the number of people living with 

HIV (United Nations Programme on HIV/AIDS (UNAIDS), 2010). In 2006 it was estimated that 

approximately 350 000 persons died of HIV in South Africa (Department of Health, 2010). It 

is further estimated that the HIV prevalence rate for adults (adults are classified as persons 

between the ages of 15-49) in South Africa is 18.8%. Data from the Department of Health 

reported that the Western Cape has seen the highest increase in the incidence of HIV in the 

country, an increase from 13.1% in 2003 to 15.1% in 2006. This is particularly worrisome 

given the body of research on the link between substance abuse and HIV globally and 

particularly in South Africa (Parry et al., 2010). While the majority of HIV/AIDS transmissions 

in Southern Africa occur through heterosexual contact, recent studies indicate that 

substance abuse plays a substantial role in this. Studies examining the link between 

substance use and sexual risk behaviours have found ample evidence of an association 

between substance abuse and risky sexual behaviours among men, women and adolescents 

(Morojele et al., 2006; Parry & Pithey, 2006; Wechsberg, Luseno, Riehman, et al., 2008). 

Although it is accepted that injection drug users (IDUs) are especially at risk for HIV infection 

(Carney & Parry, 2008), the role of non-injecting substances of abuse and risky sexual 

behavior should not be ignored. For instance, recent studies found that two adult 

community populations studied in Cape Town were more likely to engage in risky sex 

practices, characterised as sex with multiple partners, unprotected sex and transactional 

sex, if they were methamphetamine or alcohol users (Parry & Pithey, 2006; Simbayi et al., 

2004). 
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Substance abuse by employees on or off-site impacts on work performance resulting in 

decreased productivity, work errors, wasted materials, tardiness and absenteeism, all 

translating to substantial productivity losses each year (Garcia, 1996; Kew, 1992; Levy 

Merrick et al., 2007; Roman & Blum, 2002). Attempts to address these huge economic 

losses in industry have seen advances in research on substance abuse prevention strategies 

designed for use in the workplace (Cook & Schlenger, 2002; Webb et al., 2009). This is 

particularly relevant considering not only the dearth of research in developing countries, but 

also for the reason that the workplace provides a possible environment for providing 

substance abuse and substance-related HIV prevention messages to working adults (Hersch 

et al., 2000; Levy Merrick et al., 2007; Webb et al., 2009; Zungu & Setswe, 2007). Reducing 

the risk of substance abuse, through the introduction of prevention programmes, ultimately 

impacts positively on employers and all employees. The workplace provides easier 

accessibility to risky substance abusers considering that the length of time a worker spends 

at work exposes employees to various interventions (Pidd & Roche, 2009; Webb et al., 

2009). Workplace programmes also have trickle-down effects, suggesting that messages of 

substance abuse prevention can be filtered through to the family of the employee (Cook & 

Schlenger, 2002). 

Although there is widespread agreement on the need for substance abuse workplace 

prevention programmes globally (Broome & Bennett, 2011; Cook & Schlenger, 2002; Webb 

et al., 2009) and in Africa (World Health Organisation (WHO), 2010a), there has been no 

critical review of published literature on substance abuse prevention interventions. Webb et 

al (2009) conducted a systematic review of alcohol abuse prevention programmes for the 

workplace, which did not include a focus on other substances of abuse. Databases such as 

that of the Cochrane Centre features reviews conducted in school and community settings 

but not the workplace setting (Webb et al., 2009). 

Given the dual burden of substance abuse and HIV in South Africa and the need for 

information on how best to address this burden, the objectives of the systematic review 

were to assess the effectiveness of programmes in which both substance-related HIV and 

substance abuse were the targets of interventions. This review forms part of a larger study 

aimed at testing the effectiveness of a substance abuse and substance-related HIV 
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programme for implementation in South Africa and was used to select an intervention for 

implementation that is suited to both substance abuse and HIV risk prevention in a 

workplace context. 

3.2. METHODS 

A search of electronic databases was conducted in October 2009 to identify literature on 

workplace substance abuse and substance-related HIV prevention programmes. We used 

the following key words: substance abuse; substance misuse, drug abuse, alcohol abuse, 

alcohol misuse, dependency, interventions, programmes, workplace, work-related, workers, 

employees, industry, HIV/AIDS, HIV and HIV-related. This first search yielded no results and 

a second search was executed using the search terms: substance abuse, substance misuse, 

drug abuse, alcohol abuse, alcohol misuse, dependency, interventions, programmes, work­

place, work-related, workers, employees, industry (See Figure 3 at the end of this chapter). 

The following databases were searched: PubMed, MEDLINE, Science Direct, EBSCO, Ovid, 

Cochrane and SABINET. The search for unpublished data involved making contact with key 

informants such as the United Nations Office on Drugs and Crime (UNODC), and other local 

experts in the field of substance abuse in the workplace. We also searched the World 

Health Organisation (WHO), Substance Abuse Mental Health Services Administration 

(SAMHSA) and International Labour Organisation (ILO) websites for unpublished articles and 

documents. 

Two review authors independently screened the results of the searches to select potentially 

relevant studies. Eligibility criteria included the following inclusion criteria: For articles to be 

included in the review a) the primary outcomes should be reflected as i) reduction in alcohol 

and drug consumption measures and ii) a reduction in substance-related HIV risks; b) they 

had to be in English; c) the associations between substance abuse and/or substance-related 

HIV risks, prevention programmes and the workplace needed to be stated clearly and 

concisely; d) studies were only included if verifiable quantitative measures appropriate for 

inferring relationships between the intervention and outcomes were used and e) 

publication date in the period 1995 - 2009 were included. All four criteria had to be met for 

the study to be included. 
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In cases where abstracts matched the study inclusion criteria, corresponding full articles 

were retrieved and further reviewed to determine eligibility. Any differences between the 

eligibility results were resolved through discussion. Using a specially designed data 

extraction form, two review authors independently extracted information from the full 

articles on the methods, participants, interventions, and outcomes from each study deemed 

to be eligible. Differences were resolved through discussion. Two review authors 

independently assessed the quality of the included studies. The quality of interventions 

were rated using objective decision models by (Barbor et al., 2003; Loxley et al., 2003) and 

included the following criteria: standards of evidence; breadth of research support: cross­

cultural applicability; target group representation; cost to implement, methodological 

strength of the study and other practical influences (see table 3). Disagreements between 

the authors were resolved through discussion. Study attributes and key findings were 

tabulated according to sample characteristics (target population, socio-demographics and 

region), study design, sample size, study replication history, measurable study outcomes 

and other key findings (see table 4). Programmes were compared with respect to their 

quality and key findings. Of the 14 studies reviewed, three were chosen for further review 

and their suitability for possible implementation in a South African setting was assessed. 

This review took the form of requesting a group of experts to rate the selected interventions 

on: standards of evidence; breadth of research support: cross-cultural applicability; target 

group representation; cost to implement, methodological strength of study and other 

practical influences (Barbor et al., 2003; Loxley et al., 2003). The experts were selected on 

the basis of their experience in the substance abuse field and/or Employee Assistance 

Programmes. The experts comprised three academics, two EAP consultants (one a specialist 

in substance abuse) and a medical doctor knowledgeable on alcohol and the workplace. 

Each member of the expert panel was mailed a rating sheet containing the 13 categories 

described by (Barbor et al., 2003) on the horizontal axis, individual study details on the 

vertical axis, and a rating scale on the left vertical axis. Using the categories, experts were 

asked to rate the studies as being least suited, moderately suited or most suited (see table 

S). Studies rated as being least suited were given a rating of 1 and studies most suited were 

afforded a rating of 3, with 2 given to those that were categorised as moderately suited. The 
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ratings provided were tallied and the intervention with the highest result was chosen for 

implementation (see table 5). 

3.3. RESULTS 

3.3.1. DESCRIPTION OF STUDIES 

3.3.1.1. Study Selection 

The systematic review identified 1544 potentially eligible studies that met inclusion criteria. 

Following a process of reviewing the titles and abstracts, removing duplicates and articles 

that were not relevant (see Figure 3), 14 potentially eligible intervention studies were 

subject to further analysis. The initial aim of the study was to search for substance abuse 

and substance related HIV workplace interventions. The search yielded no results, which led 

to the adaptation of the search strategy (as indicated in the original proposal) and a search 

for only substance abuse workplace prevention programmes. This search identified 14 

potentially eligible studies. The search strategy used for the identification and classification 

of papers is summarised in Figure 3. Of the 14 identified studies, 6 were randomised control 

trials (Anderson & Larimer, 2002; Doumas & Hannah, 2008; Matano et al., 2007; Moradi, 

Hidarnia, Reza, Mehdi, & Gholamreza, 2009; Richmond, Kehoe, Heather, & Wodak, 2000; 

Walters & Woodall, 2003), 4 were experimental studies (Bennett et al., 2004; Billings, Cook, 

Hendrickson, & Dove, 2008; Heirich & Sieck, 2000; Snow, Swan, & Wilton, 2002), 3 were 

quasi-experimental studies (Cook et al., 1996a; Cook, Hersch, Back, & McPherson, 2004; 

Deitz, Cook, & Hersch, 2005) and one study was a retrospective ecologic analysis (Spicer & 

Miller, 2005). The 14 studies selected varied in sample size: 8 studies had sample sizes 

between 100 and 1000 participants (Anderson & Larimer, 2002; Bennett et al., 2004; Billings 

et al., 2008; Cook et al., 1996a; Cook et al., 2004; Doumas & Hannah, 2008; Moradi et al., 

2009; Snow et al., 2002). One study had a sample size of less than 100 participants (Walters 

& Woodall, 2003) and five studies had sample sizes greater than 1000 (Deitz et al., 2005; 

Heirich & Sieck, 2000; Matano et al., 2007; Richmond et al., 2000; Spicer & Miller, 2005). 
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3.3.1.2. HIV relevance of studies. 

The initial aim of the study was to search for substance abuse and substance-related HIV 

workplace interventions. The search yielded no results, which led to the adaptation of the 

search strategy (as indicated in the original proposal) and a search for only substance abuse 

workplace prevention programmes. 

3.3.1.3. Participants and Location 

Twelve of the identified studies were conducted in the USA (Anderson & Larimer, 2002; 

Bennett et al., 2004; Billings et al., 2008; Cook et al., 1996a; Cook et al., 2004; Deitz et al., 

2005; Doumas & Hannah, 2008; Heirich & Sieck, 2000; Matano et al., 2007; Snow et al., 

2002; Spicer & Miller, 2005; Walters & Woodall, 2003). One study was conducted in 

Australia (Richmond et al., 2000) and one study in Iran (Moradi et al., 2009). 

The target populations were all adults (>18 years), and the majority of studies had both 

male and female participants whilst three studies did not report a gender breakdown 

(Doumas & Hannah, 2008; Heirich & Sieck, 2000; Spicer & Miller, 2005). Seven studies 

provided a description of participant race classifications (Bennett et al., 2004; Billings et al., 

2008; Cook et al., 1996a; Cook et al., 2004; Doumas & Hannah, 2008; Matano et al., 2007). 

The worksites included were all medium to large enterprises, with eight workplaces in the 

services industry (Anderson & Larimer, 2002; Bennett et al., 2004; Billings et al., 2008; Cook 

et al., 2004; Deitz et al., 2005; Doumas & Hannah, 2008; Richmond et al., 2000; Snow et al., 

2002), four in the manufacturing industry (Cook et al., 2004; Heirich & Sieck, 2000; Moradi 

et al., 2009; Walters & Woodall, 2003), one in the transport industry (Spicer & Miller, 2005) 

and one industry chose to remain anonymous (Matano et al., 2007). The mean age of 

employees was reported in only six studies (Anderson & Larimer, 2002; Bennett et al., 2004; 

Cook et al., 2004; Matano et al., 2007; Richmond et al., 2000; Snow et al., 2002). 

3.3.1.4. Interventions 

All included studies sought to assess the effects of the interventions on drinking and drug 

use outcomes. Interventions differed in respect of the type of strategies used to deliver 

prevention messages. Within five of the included studies, alcohol and drug messages were 

embedded in a health promotion framework, which focused on topics such as healthy 
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eating, weight management, smoking, depression and anxiety and other wellness aspects 

(Anderson & Larimer, 2002; Billings et al., 2008; Cook et al., 1996a; Cook et al., 2004; Deitz 

et al., 2005; Heirich & Sieck, 2000). Bennett et al (2004), Cook et al {1996), Spicer et al 

{2005), Moradi et al (2009), Cook et al (2004} and Snow et al (2002), provided psychosocial 

skills training paying particular attention to peer referrals, team building, self-efficacy, 

coping mechanisms, resistance skills and stress management, whilst Matano et al (2007}; 

Doumas et al (2008) and Walters et al {2003) provided alcohol and drug information. The 

majority of interventions were provided in a group setting (Bennett et al., 2004; Cook et al., 

1996a; Cook et al., 2004; Deitz et al., 2005; Moradi et al., 2009; Snow et al., 2002; Spicer & 

Miller, 2005); one study used both a group setting, but also provided individual feedback 

(Heirich & Sieck, 2000}. Three studies presented alcohol and other drug prevention 

information via an internet website (Billings et al., 2008; Doumas & Hannah, 2008; Matano 

et al., 2007) and one offered a free confidential check-up by mail (Walters & Woodall, 2003). 

Two interventions took place in a brief intervention format (Anderson & Larimer, 2002; 

Richmond et al., 2000). In their comparisons all studies included a control group; however, 

some studies had a no-treatment control group, while others compared 2 different 

experimental treatments to each other as well as a control group (Bennett et al., 2004; 

Doumas & Hannah, 2008; Heirich & Sieck, 2000; Matano et al., 2007; Walters & Woodall, 

2003). 

The presenters included researchers, peer educators, EAP staff and three studies used the 

internet as the intervention agent. The duration of the interventions ranged from two 

sessions in total to 15 sessions in total over a 4 week to 1 year time period. The web-based 

interventions provided access to the website, which ranged between 30 and 90 days. 

3.3.1.5. Outcomes 

The outcome measures chosen varied between studies, although the most frequently 

chosen outcomes were changes in alcohol or illicit drug use behaviours and attitudes, 

changes in drinking patterns, reductions in binge drinking and quantity and frequency of 

consumption. However, none of the studies included in the review reported any substance­

related HIV risk measures. 
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All studies used self-report measures and two studies (Cook et al., 2004; Spicer & Miller, 

2005) confirmed self-reports. biochemically. Many of these outcomes were measured at 

different time points, which ranged from immediately following pre-testing to two weeks 

after pre-testing; on completion of the intervention and after a 4 week to 6 month follow-up 

period. Some studies also assessed other outcomes such as cardiovascular disease and 

alcohol risk presence (Heirich & Sieck, 2000) or associations between the intervention and 

risk of occupational injury (Spicer & Miller, 2005). 

3.3.2. RATINGS OF INTERVENTIONS 

The ratings of the 14 studies on different dimensions are provided in table 4. 

Our primary outcome was reduction in alcohol and drug consumption measures. We could 

not perform a meta-analysis because of the heterogeneity in studies with respect to study 

design and a wide variation of outcomes reported. Here, we give a qualitative description of 

the results reported in the included studies. 

3.3.2.1. Evidence of Effectiveness 

The studies included presented with varying results with the majority reporting significant 

effects. Cook et al (2004) reported no significant differences between the experimental 

group and the control group on any of the alcohol consumption measures. In contrast, 

Bennett et al (2004) found that employees receiving the Team Awareness psychosocial 

intervention significantly reduced problem drinking from 20% to 11% as compared to 

control subjects who showed no significant change at 13% (Team Awareness versus Control; 

contrasts F=6. 78, p=0.01), and also significantly reduced working with a hangover or missing 

work because of a hangover from 16% to 6%, as compared to control subjects who showed 

no change at 9% (Team Awareness versus Control; contrasts F=7.34, p=0.007). Similar 

results were recorded for Cook et al (1996), where the program group significantly reduced 

the average number of days (past 30 days) on which particpants had a drink, from 7.9 to 4.1, 

as compared to the off-site control group, which showed an increase from 7.4 to 8.1 (t=3.17, 

p=0.002). The programme group also significantly reduced the average number of days on 
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which the employee drank 5 or more drinks as compared to the off-site control group 

{t=2.15, p=0.035). 

In a pilot study, Matano et al {2007), found that the frequency of beer binges by moderate­

risk participants dropped significantly among the participants receiving the Coping Matters 

intervention, an internet delivered alcohol education programme (-48%), compared to 

controls (+13%} (Intervention versus Control; p=0.01). Similarly, low-risk participants 

showed a significantly greater reduction in frequency of beer binges (p=0.02) as well as hard 

liquor binges (p=0.05} compared with the control. In Billings et al (2008), intervention 

participants adopted a more healthy approach to drinking as compared to controls by 

showing a positive movement on the binge drinking stage of change measure (F=7.57, 

p=0.006). Although Deitz et al {2005) reported a decrease in heavy drinking (5+ drinks on 5+ 

days in the previous 30 days) among participants in the intervention group, in comparison to 

those in the control (p=0.020}, results on binge drinking were not significant (p=0.070). 

Significant decreases in alcohol consumption were also reported by Walters et al {2003) and 

Doumas et al (2008). 

Studies using indirect measures of alcohol, such as the time-series design used by Spicer and 

Miller (2005} found a significant association between the percentage of employees covered 

under the PeerCare contract, a programme that promotes peer referral systems, and injury 

rates (RR=0.9984, 95% Cl: 0.9975-0.9994). Similarly, Moradi et al (2009) found a significant 

improvement in most of the resistance skills among the intervention group. Anderson et al 

(2002) and Richmond et al (2000) found decreases in drinking among women in the 

experimental group when compared to controls. 

3.3.2.2. Methodological Strength of the Studies 

The studies varied on methodological adequacy. Six studies were randomised control trials, 

four were experimental studies, and three were quasi-experimental studies, with one study 

employing an ecological time series analysis. All trials were reported as randomised, yet 

none of the studies elaborated on sequence generation. Allocation concealment was clearly 

described in only 3 of the 6 randomised control studies (Anderson & Larimer, 2002; Doumas 
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& Hannah, 2008; Walters & Woodall, 2003}. Blinding was generally not reported in the 

included randomised control trials except for the study by Deitz et al (2005}. 

Three studies reported on possible contamination of the intervention due to major policy 

changes at the time of the study (Bennett et al., 2004; Deitz et al., 2005; Heirich & Sieck, 

2000). In the latter study the control group gaine~ access to the intervention, which resulted 

in modifications to the study design, whilst other studies were single-site interventions and 

therefore failed to obtain a comparison group off-site. 

The measures used were mainly self-report measures, although two studies used both self­

report measures and bioassays (Cook et al., 2004; Spicer & Miller, 2005). Five studies 

reported on the reliability and validity of measurement tools used (Anderson & Larimer, 

2002; Bennett et al., 2004; Cook et al., 1996a; Matano et al., 2007; Walters & Woodall, 

2003). Studies also rated poorly on withdrawals and dropouts (with the exception of 

Walters et al., (2003} and Spicer et al., (2005} where retention was good (80% of 

participants completed the study}. 

Spicer et al (2005} ecological time series analysis included a long follow-up time which 

strengthe.ned the study and facilitated monitoring change over time. 

3.3.2.3. Intervention Integrity 

Thirteen studies did not describe methods used to ensure intervention integrity and fidelity 

monitoring and were judged as weak in relation to meeting this criteria. Although Anderson 

et al (2002) indicated the use of checklists and feedback protocols to promote consistency in 

programme delivery; no formal evaluation method was reported. 

3.3.2.4. Breadth of Research SUpport 

In general the findings of the studies reported have not been replicated in the same or 

different contexts by the original researchers or others using the same methodology. 

Bennett et al (2004), Deitz et al (2005), Heirich et al {2000), Cook et al {1996), Cook et al 

{2004) and Snow et al (2002) have continued conducting field tests of the studies covered in 

the review and have shown repeated effectiveness. 
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3.3.2.5. Cross-Cultural, Gender and Population Applicability 

The studies included in the review did not speak to cross-cultural applicability of the 

interventions although there is evidence that the intervention reported on by Snow et al 

(2002) was replicated in Trinidad and Tobago. All studies reported gender heterogeneity 

with the exception of Snow et al (2002} and Moradi et al (2009). The former had a female 

only sample and the latter a male only sample. Studies were representative of various 

population groups. The sample in Doumas et al (2008) was 70% female. 

3.3.2.6. Target Group 

Of the 14 studies included in the review, eight studies targeted the general workforce while 

two studies targeted light to moderate risk users (Richmond et al., 2000 and Walters et al., 

2003). Two studies focused on high risk users (Cook et al., 1996a; Cook et al., 2004). Bennett 

et al (2004) and Richmond et al (2000} incorporated both white and blue collar workers 

whereas Deitz et al (2005) focused solely on white collar workers, while Cook et al (1996); 

Moradi et al (2009) and Cook et al (2004} targeted only blue collar workers. The remaining 

studies did not classify workers into blue/white collar categories. 

3.3.2. 7. Findings of the ratings provided by key experts 

Following the rating of the 14 studies on the different dimensions supplied, two authors' 

studied the 14 interventions for studies that rated strongly on all or most of the dimensions 

discussed previously. The interventions by Bennett et al (2004), Deitz et al (2005} and Cook 

et al (1996) were selected for further review. A copy of the ratings sheet was sent to each 

member on the expert panel and they were asked to further provide their ratings on each of 

the studies and related categories. Cook et al (1996) was rated most suited in respect of 

programme length and costs to implement. Deitz et al (2005) rated most suited on the 

diversity of topics covered, methodological strength and breath of research support. 

Bennett et al (2004) was rated strongly on target groups, cross cultural applicability, 

intervention integrity, effectiveness, focus on alcohol and drugs and material availability. 

Table 5 provides a breakdown of the ratings supplied by the 6 experts. Once the results 

were tallied, the intervention by Bennett et al (2004) rated the strongest and a decision was 

made to implement this intervention in the service industries in Cape Town (see Chapters 4 

and 5). 
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3.4. DISCUSSION 

The main purpose of the review was to determine the effectiveness of a workplace based 

substance abuse and substance-related HIV risks programme for reducing substance abuse 

behavior in the workplace. 

The review highlighted the scarcity of evidence, with only 14 trials found that evaluate the 

effectiveness of substance abuse workplace prevention programmes. While some of these 

trials are burdened with methodological problems, a finding consistent with a previous 

review of alcohol related workplace interventions (Webb et al., 2009), there are studies with 

potential for replication. The choice of intervention was not solely dependent on 

methodological adequacy and intervention effectiveness alone, but incorporated additional 

criteria for choosing effective prevention strategies (Barbor et al., 2003). As a result, the 14 

included studies were rated using Barbor' s criteria. In addition, considering that included 

studies originate from the USA, Australia and Iran, reviewers had to determine certain 

contextual practicalities such as whether an intervention is practically implementable and 

culturally appropriate for a South African workplace. 

Regarding evidence for effectiveness, study results were varied with the majority of studies 

showing significant reductions in drinking and substance abuse patterns, suggesting that the 

interventions reviewed have potential for changing the alcohol and drug related behaviours 

of employees. There were however, studies, such as that of Richmond et al (2000) that 

revealed a significant reduction in the number of drinks among women. This raises an 

important issue that relates to the relevancy and applicability of intervention programmes 

to either the entire workforce or a segment of the workforce. Considering that Richmond 

used Brief Interventions (Bl) as an intervention tool, it would be worth exploring if women 

are more likely to initiate change when exposed to interventions that are more personal and 

one-on-one oriented. Stotts and colleagues (Stotts, Deluane, Schmitz, & Grabowski, 2004) 

and Everett (Everett, 2004) found some evidence demonstrating the effectiveness of Bl in 

reducing smoking among pregnant women. Interventions such as Richmond (Richmond et 

al., 2000) should therefore be considered for women-only audiences as opposed to a 

general workforce setting, and further tested for effectiveness. Team Awareness (Bennett et 
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al., 2004) was the only study focusing on promoting team work, improving group cultures by 

reviewing group risks and changing social norms. 

Studies by Moradi (Moradi et al., 2009), Spicer (Spicer & Miller, 2005), Heirich (Heirich & 

Sieck, 2000) Bennett and Cook (Bennett et al., 2004; Cook et al., 2004) emphasise the 

various direct and indirect approaches used for delivering substance abuse prevention 

messages and changing alcohol and drug behaviours of employees. Programmes embedded 

in a less stigmatised topic, such as employee health and wellness, are often more palatable, 

acceptable and likely to receive more attention from the corporate sector in comparison to 

a programme that focuses solely on substance related issues (Cook & Schlenger, 2002; 

Heirich & Sieck, 2000). Cook and Schlenger (Cook & Schlenger, 2002) argue that despite the 

different prevention approaches employed, all rely on the same premise that the workplace 

is a potential setting for diffusing substance abuse prevention messages. 

The study by Snow et al (2002) evaluated the impacts of their intervention for 6 months 

following post intervention testing. The use of such a study design is encouraged (Snow et 

al., 2002) as it shows the distal effects of an intervention. Although research studies 

evaluating the distal or long term effects of any given workplace prevention programme is 

limited, a programme ensuring sustained effects over a period of time remain valuable 

(Rossi et al., 2004). 

Although the review produced a wide range of studies, variability in study design and 

methodology was significant. The heterogeneity of these study findings therefore thwarted 

the possibility of comparing study results and consequently a meta-analysis of findings was 

not feasible because no two studies were comparable. Webb (Webb et al., 2009) in a review 

of alcohol abuse prevention programmes cites this variability as a challenge calling for the 

standardisation of methods used for evaluating substance abuse interventions in the 

workplace. 

By and large, all included studies lacked methodological rigour mainly in respect of sample 

representivity, a problem also discussed in the review by Webb (Webb et al., 2009). Six 

studies employed randomised control trials considered the gold standard of intervention 
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trials, and are often considered to be free of selection bias problems. Although all studies 

used randomisation none explicitly mentioned sequence generation resulting in insufficient 

information to permit a decision regarding selection bias. In addition, a high risk of 

allocation bias was reported in some studies. The majority of studies did not report on 

blinding processes, a fundamental in minimising detection bias and ensuring that the 

compared groups receive a similar amount of attention (Webb et al., 2009). Three studies 

(Bennett et al., 2004; Deitz et al., 2005; Heirich & Sieck, 2000) reported on possible 

confounders that could have led to the contamination of study results and has serious 

implications for validity of findings (Webb et al., 2009). In addition, single site interventions 

ran the risk of reactive effects considering that there may have been some benefit to non­

intervention workers, thus creating potential bias (Bless et al., 2006). The majority of 

studies included made use of self-report measures thus introducing the possibility of biased 

responses, and has been found to compromise the validity of research studies. 

Intervention Integrity, important in determining the degree to which specified procedures 

of the intervention were implemented as planned (Leff, Hoffman, & Gullan, 2009; Stead et 

al., 2007), was poorly reported. Studies did not report if interventions were systematically 

monitored to determine the degree of integrity to which the interventions were 

implemented. Other literature sources verify that although the degree to which a planned 

intervention is implemented remains crucial, few research and conceptual models on 

maintaining programme fidelity actually exist. As a result intervention integrity is only 

recorded in a handful of studies ranging from 3.5% to 28% of studies reviewed (Leff et al., 

2009), highlighting a need for the development of a set of guidelines for conducting 

workplace and other prevention interventions (Foxcroft, Ireland, lister-Sharp, Lowe, & 

Breen, 2003; Webb et al., 2009). 

Babor et al (2003) and Loxley et al (2003) suggest the use of certain standards of evidence 

for the evaluation of prevention interventions. Breadth of research support reports on the 

number of scientific studies conducted on an intervention and the consistency of the results 

obtained. Despite reviews by Webb et al (2009) and Roman et al (1996), the availability of 

integrative reviews in the field of workplace substance abuse prevention remains small. 

Although not published there is however evidence of replications for studies conducted by 
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Bennett et al (2004), Deitz et al (2005), Heirich et al (2000), Cook et al (1996), Cook et al 

(2004) and Snow et al (2002) all pointing to average consistency in findings. Bennett et al 

(2004) study was replicated and found to be effective in reducing drinking and associated 

problems among young restaurant workers (Broome and Bennett, 2010). Furthermore, 

studies by Bennett et al (2004}, Deitz et al (2005), Heirich et al (2000), Cook et al (1996), 

Cook et al (2004) and Snow et al (2002) are all accredited by the Substance Abuse Mental 

Health Services Administration (SAMHSA) within the National Registry of Evidence-based 

Programmes and Practices (NREPP}. The NREPP is a USA registry of mental health and 

substance abuse interventions that have been reviewed and rated by independent 

reviewers. 

The degree to which interventions are tested cross-culturally or relevant to a specific target 

group or population remains a crucial criterion for prevention research and should be 

considered particularly in instances where interventions are to be replicated (Myers, Harker 

Burnhams, & Fakier, 2010). Information utilised in substance abuse prevention programmes 

should not only be scientifically correct and reliable, but also be culturally applicable and 

tested within a target population (United Nations Office on Drugs and Crime (UNODC}, 

2005). Although a few studies describe the variability of alcohol consumption rates between 

men and women, the studies do not deal adequately with cultural differences in substance 

abuse behavior, particularly gender and race differences. This inconsistency was also noted 

in a review of alcohol-related workplace prevention programmes completed by Webb and 

colleagues (Webb et al., 2009). In addition, with the exception of Bennett et al (2004) study, 

no mention was made of possible minor adaptations of interventions to ensure a unique fit 

to the chosen setting, industry or target population. 

The relative monetary costs to implement and sustain an intervention (Barbor et al., 2003}, 

as well as intervention feasibility issues, are all important facts to consider when evaluating 

an intervention. Consequently, the selection of an intervention for implementation in South 

Africa, besides reporting significant results with good methodological and other strengths, 

should also be cost effective, practically implementable and represent the target audience. 

As a result ten studies included in the review were excluded from final selection based on 

practicalities, target audience and/or high expense. Studies by Billing et al (2008); Matano et 
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al (2007) and Doumas et al (2007) were excluded because they report on the effectiveness 

of e-learning methods as a preventative tool. Although the internet offers a cheaper method 

of delivering prevention messages, it raises an additional concern regarding accessibility to 

web services, particularly for sectors that employ largely blue collar workers, who are 

defined as unskilled or semiskilled labour (Richmond et al., 2000). In addition, literacy issues 

may act as a barrier to utilising web services considering that the minimum reading level for 

South Africa is the sixth grade. Walters et al (2003) and Deitz et al (2005) used mailed self­

report surveys as their data collection tool, which may also pose difficulties considering the 

realities of informal housing and lack of formal postal addresses in certain areas of South 

Africa (Wilkinson, 2000). The study by Heirich et al (2000) focused mainly on cardiovascular 

disease and alcohol and required the use of medical personnel for data collection purposes, 

while Anderson et al (2002) and Richmond et al (2000) mostly used individualised feedback 

sessions, both would have proved too costly to implement. The study by Spicer et al (2005) 

employed the use of a longitudinal design and produced a moderate effect. This option 

however, may be expensive with initial implementation but potential for long term cost 

savings. Studies conducted by Snow et al (2002), Moradi et al (2009} and Doumas et al 

(2007) were excluded based on the fact that the interventions were designed for use in 

either male or female populations or within a specific age category. 

During the initial formulation of study aims and objectives, the intention was to search for 

workplace prevention programmes with a focus on substance abuse and substance related 

HIV workplace interventions. A search for interventions fitting these descriptions produced 

no results and the search was revised using only substance abuse search criteria. Although 

there is academic consensus on the intersection between substance abuse and risky sexual 

behavior (Parry & Pithey, 2006; Parry et al., 2010), no single workplace prevention 

programme addresses these two major public health issues in one single programme. 

HIV/AIDS and substance abuse prevention programmes are rolled out separately where the 

link between substance abuse and risky sexual behaviours is implied but not clearly defined. 

Considering the growth in substance abuse and HIV prevalence rates in South Africa it has 

become imperative that prevention/awareness programmes begin addressing these two 

public health issues (namely substance abuse and HIV/AIDS) not as separate problems but 

interconnected problems {Pithey & Parry, 2009). 
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3.5. CONCLUSIONS 

Despite the systematic search for methodologically sound workplace prevention 

programmes, the search yielded only 14 studies for inclusion in the review. Wide-ranging 

variability in study design, study results and outcome measures resulted in a failure to 

compare the 14 studies. However, the evidence concludes that most studies (Anderson & 

Larimer, 2002; Bennett et al., 2004; Billings et al., 2008; Cook et al., 1996a; Deitz et al., 2005; 

Doumas & Hannah, 2008; Heirich & Sieck, 2000; Matano et al., 2007; Moradi et al., 2009; 

Richmond et al., 2000; Snow et al., 2002; Spicer & Miller, 2005) employed average to good 

study designs with some reporting significant effects showing potential for replication. 

3.5.1. IMPLICATIONS FOR PRACTICE 

The following implications emanated from the systematic review process: 

In respect of study effectiveness, it appears from the evidence that interventions embedded 

in health promotion {Cook et al., 1996a; Cook et al., 2004; Deitz et al., 2005; Heirich & Sieck, 

2000; Snow et al., 2002), interventions based on psychosocial and life skills and changing of 

social norms (Bennett et al., 2004; Moradi et al., 2009}, brief interventions (Anderson & 

Larimer, 2002; Doumas & Hannah, 2008; Richmond et al., 2000), and peer referrals {Spicer 

& Miller, 2005) have potential to produce positive results. Although studies by Matano et al 

{2007); Doumas et al (2008); Billings et al (2008) report on the effectiveness of e-learning 

methods as a preventative tool, concerns related to the overall practicality of using the web 

as a prevention tool in resource-poor settings and in populations characterised by low 

literacy levels needs to be considered. Similarly, despite the two mailed-feedback 

interventions yielding positive results and being relatively cost effective, it may not be 

practical for use in settings characterised by informal housing and unreliable postal delivery 

systems. However, the use of such mailed-feedback methods proposes innovative ways to 

packaging prevention programmes. The study by Richmond et al (2000) and additional 

literature sources also highlight the value of brief interventions when addressing risky 

alcohol use among women. Lastly, there is a need for the development of organised and 

formalised responses in dealing with the HIV epidemic and the increase of substance abuse 

among employees. 
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3.5.2. IMPLICATIONS FOR RESEARCH 

Consistent with findings by Webb et al (2009), the review points to a scarcity of quality 

intervention studies available for wider implementation. In addition, studies are weighed 

down by methodological inadequacies highlighting the need for more rigorous study designs 

(Webb et al., 2009). Although RCTs are considered the gold standard, they are not always 

practical. In such instances the use of longitudinal or time series study designs with 

sufficient measure points are encouraged (Foxcroft et al., 2003). The majority of studies are 

small scale, once-off studies which compromise the generalisation of results and do not add 

to the breath of research support which is valuable in motivating for study replication. 

Ideally future interventions should be larger scale and replicated in multiple settings to 

ascertain whether adapted versions of the study will have similar effects. Greater attention 

should also be afforded to the cultural applicability of studies particularly in relation to race, 

gender and age. Similarly, some studies failed to report on intervention integrity. This is 

despite literature recommending the evaluation of programme fidelity, as these are 

important additional indicators to determining success or failure of a study. In addition 

future research should use outcome measures other than only using self-report measures. 

Consideration should also be given to developing single outcome measures that can be used 

to predict substance abuse. Finally, the development of cost effectiveness assessment tools 

will also be advantageous for study replication in resource-poor settings. 

The next chapter of this dissertation will focus on the adaptation of the selected 

intervention. 
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Search strategy used for searches: (January 1995 - October 2009). 
Substance abuse or substance misuse or drug abuse or alcohol abuse/misuse or dependency AND 
intervention/programme AND workplace or work-related or workers or employees or industry. 

Randomised 
Control Trials 

10 

I 

• 
1544 potentially relevant articles indentified in: 
Pubmed: 65 
Science Direct: 776 
Ovid: 406 
Ebscohost: 175 
Cochrane database: 117 
Reference search 2 
Networking with colleagues 3 
Scan of relevant databases 

1459 Excluded based on review of 
~ 

titles and abstracts 

" 

85 identified for further review 

71 excluded based on full review 
~ Exclusion Criteria 

Non English: 3 
Non-experimental: 4 
Same sample as another study: 1 
Not workplace based: 3 
Primary focus not AOD: 16 
Review Papers: 5 
Methods Papers: 16 
Duplicates: 23 

14 included in sample 

Non-randomised 
experimental 

Studies 
3 

Retrospective 
ecologic analyses 

1 

Figure 5: Flow chart Indicating search strategy and process 
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Table 3:. Study characteristics of the 14 studies Identified 

Author Country Target Industry Design Sample Participation Sex INSTRUMENTS USED and OUTCOMES 
Size (n) Rate 

Matano et al USA Anonymous RCT 8567 2.7% Male: 22.1% The Audit questionnaire 
(2007) Female: 77 .9% The Cage questionnaire 
Spicer& USA Transport Time series Not 86% Not indicated Company Injury Records 
Miller, (2005) Industry design indicated 
Deitz et al USA Insurance Quasi- 1167 46%-47% Not indicated Health Behaviour Questionnaire 
(2005) company experimental - Heavy drinking ( 5 or more days having 5 or more drinks in 

design. past 30 days) 
- Binge drinking (1 day with 5 or more drinks In past 30 days) 

Bennett et al USA Safety Sensitive RCT 587 73% Male:83% Own measures developed 
(2004) Jobs Four consumption (frequency and drunkenness) questions; 5 

questions relating to hangovers; 6 questions relating to 
problems as a result of use; 7 questions related to work 

drinking climate and co-worker use. 

Richmond et Australia Postal service RCT 1206 61% 62% male and 38% Health and Fitness Questionnaire (HFQ). 
al (2000) workers female Mean # of standard drinks per week; regular excessive 

drinking (quantity/frequency index); binge drinking in 

previous 3 months 

Anderson & USA Food and Retail RCT 155 77% 51 men & 31 Alcohol Dependence Scale; Inventory of drug taking 
Larimer, women situations; Comprehensive effects of alcohol questionnaire. 
(2002) 47men & 26 Frequency of consumption and peak BAL; # of drinks 

women consumed per day in previous 3 months; Typical BAL (typical # 

of drinks consumed per occasion and period of time over 
which drinking occurred during past 3 months). 

Doumas& USA Not indicated RCT 124 63% 73%male Daily Drinking Questionnaire. 
Hannah, 27%female 3 measures of alcohol consumption (drinking quantity, peak 
(2007) consumption, freq of drinking to Intoxication); Binge drinking 

measures (frequency of binge drinking). 
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Heirlch & USA Industrial RCT 2000 Not indicated Self-report drinking levels 
Sieck, (2000) workers Biometric measures of CVD risks ; Quantity and Frequency 

Health Behaviour Questionnaire 
Heavy drinking ( 5 or more days having 5 or more drinks In 

Cook et al Printing Quasi past 30 days); Binge drinking (1 day with 5 or more drinks in 
(1996) company experimental 60 males and 47 past 30 days) 

USA workers 108 females 

Walters & USA Manufacturing 48 7.4% 56%female Measures Used: 
Woodall, workers Quantity/Frequency of Consumption Measure; Short Index of 
(2003) Problems - Recent; Importance-Confidence Indicators; 

Perceived Risk of Alcohol 
Work and Family Stress Questionnaires. 
# of drinks drank per month and; the extent to which alcohol 

Snow et al was used to reduce tension 
(2002) USA Secretarial RCT 239 All females 

Trans -Theoretical Model based on Prochaska's processes of 

Moradi etal Petrochemical 
change. Outcomes measured: Knowledge on drug abuse; 

(2009) Iran workers RCT 181 Not indicated 
Attitudes towards drug abuse; Resistance skills 

Questionnaire composed of items in National Household 
Survey on Drug Abuse. Bioassay data was also used. Outcomes 
measured: Alcohol use quantity/frequency; Drinking stages of 

Cook et al Construction Quasi change; Illicit drug use 
(2004) USA workers experimental 374 98%male 
Billings et al USA Technology 29.4% males and Stage of Change; Past 30 day use 
(2008) company RCT 309 70%females 
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Table 4: Study ratings of Interventions (Key for ratings on next page) Source: Barbor et al., (2003); Leff et al., (2009) 

ISIDdli:sll 2f Methodological IDSIDtlDSI lm1dSb 2f ~ '5mJ2 lJra:et Si[2YR 1 l!Cl~lalbilll 7 overall Assessment 
Author and Year bld1na 1 Strength of 2D BIIBlaib ~lSYCII lmRllmlDS5 

Study IDSHrltv2 
IYRR2CS 3 ARRllallHID 

4 

Matano, et al ++ RCT 0 + + Low GW Web-based Web-based Not Suited 

(2007) Low participation 

Spicer et al (2005) ++ Time Series 0 + + High GW Indirect measure of Time frame Not suited 
Design alcohol 

++ Non- 0 +++ + High GW Mailed surveys Mailed self-report survey- good 
randomized results 

Deitz, et al (2005) experimental 
Bennett et al., ++ RCT 0 +++ + High GW 
2004 

Richmond et al + RCT 0 0 + moderate Low -moderate risk Not suited (Average results and 

(2000) users Brief Intervention) 

+ RCT ++ + + Low GW Not suited 
Anderson et al (Average results and Brief 
(2002) Intervention) 
Doumasetal ++ RCT + + + Moderate Young Adults Web-based; target Not suited 
(2007) group young (see practicalities) 

people 
++ RCT 0 ++ + High GW Would require Not suited 

Heirich et al (2000) medical personnel. (see practicalities) 
Weak method 

++ Non- 0 ++ + Moderate HR 
randomized 

Cook et al (1996) experimental 
++ RCT 0 + ? Low Light to moderate Mailed feedback, Not suited 

drinkers may not work BC (see practicalities) 
Walters et al 
(2003) 

++ RCT 0 ++ 0 Moderate Women only Women only Considered but rejected because 
(Trinidad women only focus 

Snow et al (2002) and Tobago) 
(Book Chapter) 

Moradi et al (2009) 
+ RCT 0 + + Moderate GW but males only Alcohol not the Not suited 
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+ Non- 0 ++ 
randomized 

Cook et al (2004) experimental 
++ RCT 0 + 

Billing et al (2008) 

+ Moderate HR 

+ Low GW 

primary outcome 
Males only 
Poor results 

Web-based 

(see practicalities) 

Not Suited 
(see practicalities) 

Not suited 
Web-based 

Key: Ratings of Interventions 

2 

3 

4 

5 

6 

7 

0 Evidence indicates a lack of effectiveness; + Evidence for limited effectiveness; ++ Evidence for moderate effectiveness; +++ Evidence of a high degree of 

effectiveness 

0 Consistency of intervention not reported on; + Implemented with a low degree of fidelity; +++ Implemented with a high degree of fidelity 

0 No studies of effectiveness have been undertaken; + Only one well designed study of effectiveness completed; ++ Two to four studies of effectiveness 

completed; +++ Five or more studies of effectiveness completed 

0 Not tested adequately across cultures; ? Not reported on;+ Studied in only one country;++ Studied in two or more countries;+++ Studied in five or more 

countries 

Low: Low cost to implement and sustain; Moderate: Moderate cost to implement and sustain; High: High cost to implement and sustain 

GW General Workforce; HR High Risk Users; MR Moderate Risk Users; LR Low Risk Users 

This column considers the practicalities and implementability of the programme in the SA context 
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Table 5: Expert Reviewer Ratings for three selected Interventions (number of raters Indicating that the Intervention rates adequately for a particular category) 

Categories and Ratings Cook et al Deitz et al Bennett et al 
(1996) (2005) (2004) 

A B C 
Ratings 

Interventions Descriptions 9 13 15 

Focus (Alcohol only or AOD) 7 16 17 

Length 14 11 11 

Material 11 13 15 

Topics Addressed 9 18 13 

Effectiveness 9 13 16 

Methodological Strength of Study 9 17 12 

Intervention Integrity 9 9 9 

Breath of research support 11 17 13 

Cross Cultural Applicability 11 11 12 

Cost of implement 15 8 12 

Target group 10 7 16 

Practicalities 16 7 15 

TOTAL 140 160 178 
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CHAPTER4 

ADAPTATION OF THE 'TEAM AWARENESS' EVIDENCE-BASED 

PREVENTION PROGRAMME AND PROGRAMME FIDELITY 

This chapter aims to describe the effective adaptation of an evidence-based substance 

abuse and substance-related HIV risks prevention programme for application in the 

workplace. The selected intervention was 'Team Awareness'. This intervention was chosen 

through a systematic review process described in chapter 3. 

4.1. INTRODUCTION 

Substance abuse disorders commonly occur along a continuum of severity ranging from no 

use through to occasional/recreational use, misuse, abuse, with the end stage being 

dependence (Mccann et al., 2011). The WHO (World Health Organisation (WHO), 2002) 

recommends different intervention strategies for each level of severity, with interventions 

increasing in intensity as problem severity increases. For instance, universal prevention 

activities, such as Team Awareness, are appropriate for individuals with no or occasional 

substance abuse as these activities attempt to prevent the onset of substance-related 

disorders and its associated risks, such as HIV risk behaviour (Kumpfer, Alvarado, & 

Whiteside, 2003; Myers et al., 2010). This implies that substance abuse disorders require 

psycho-social approaches for the prevention and treatment of substance abuse and 

associated risk factors (Myers, Burnhal')'ls, Kader, & Fakier, 2008). In recent years there has 

been an increased focus on implementing substance abuse prevention programmes that are 

universal and evidence-based (SAMHSA, NIDA, CSAP). Universal prevention addresses the 

entire population, in this case the working population, who share the same general risk for 

substance abuse, although the risk may vary greatly among individuals. Universal prevention 

programmes are delivered to groups of individuals without any prior screening for 

substance abuse risk. The aim of universal prevention is therefore to deter, or to delay, the 
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onset of substance abuse by providing all individuals with the information and skills 

necessary to prevent the problem (Mrazek & Haggerty, 1994). 

The implementation of a universal prevention programme was the focus of this study for 

the following reasons. Despite widespread agreement on the need for global substance 

abuse workplace prevention programmes (Broome & Bennett, 2011; Cook & Schlenger, 

2002; Webb et al., 2009) and more specifically in Africa (World Health Organisation (WHO), 

2010b), there has been a dearth in the implementation of evidence-based universal level 

prevention programmes. In addition, reducing the risk of substance abuse, through the 

introduction of prevention programmes, ultimately impacts positively on employers and 

employees alike. Additionally such programmes can include a focus on substance-related 

risks, such as HIV, since South Africa is faced with high HIV prevalence rates. The country as 

a whole, including the corporate sector, is expected to respond to the challenges of the 

HIV/AIDS epidemic (Mahajan et al., 2007). The workplace provides easier accessibility to 

risky substance abusers and those at risk for substance-related HIV considering that the 

length of time a worker spends at work exposes employees to various interventions (Pidd & 

Roche, 2009; Webb et al., 2009). Consequently, workplace programmes can also have 

trickle-down effects, suggesting that messages of substance abuse and substance-related 

HIV prevention may be filtered through to the employee's family (Cook & Schlenger, 2002). 

Furthermore, in South Africa substance abuse and substance-related HIV prevention 

interventions have followed unscientific, passive practices that generally focus on imparting 

knowledge, but do not guarantee behaviour change (Burnhams, Myers, & Parry, 2009; 

Myers et al., 2010). This is not only evident in interventions targeting the working 

population but also programmes targeting families and youth (Burnhams et al., 2009). 

Efforts to introduce scientifically tested programmes have therefore received very little 

attention. In addition, many of South African workplaces have dedicated EAP programmes 

that seek to address chronic substance abuse problems among employees. These are often 

employees who have already been identified as having more serious, chronic problems with 

substances (Steenkamp, 2008). A need therefore exists for the introduction of evidence­

based universal level, prevention initiatives that provide for early prevention before the 

onset of chronic substance-related problems and associated risks such as HIV. 
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Evidence-based practices are intervention practices or programmes for which there is a 

large body of research evidence in support of its effectiveness. Some criteria that are used 

to evaluate an evidence-based intervention or practice include the following (excerpt taken 

from Myers et al., 2008): 

• At least one randomised clinical trial (RCT) has been conducted and proven this 

practice/intervention to be effective. RCTs are the gold standard of research 

methods to test new or existing interventions. 

• The chosen intervention/practice should have demonstrated effectiveness in several 

replicated research studies using different population and ethnic groups. This 

suggests that the intervention has proven to be useful for several different kinds of 

clients and is applicable in a range of contexts. 

• The intervention targets behaviours or has a good effect on behaviours that are 

generally classified as accepted outcomes. 

• The practice is based on a clear and well-articulated theory of behaviour change. 

• The intervention/practice can be evaluated. Evaluation or the measurement of 

behaviour outcomes is an essential requirement of research on intervention 

effectiveness. 

• The practice/intervention addresses cultural diversity and different populations. The 

intervention should be applicable to a wide variety of client populations, or be easily 

modified or adapted for different populations. (The IOWA Consortium for substance 

abuse research and evaluation, 2003; CSAP). 

4.1.1. CURRENT STUDY 

Team Awareness was adapted for the employee participants who participated in the 

clustered RCT in the Western Province, South Africa. Adaptation was a process developed 

over a period six months. The Team Awareness training modules developed in the USA were 

kept unchanged; however certain other materials and exercises were adapted to reflect the 

local South African statistics and language suitable to workers in the specific workplaces. 

82 



4.1.2. TEAM AWARENESS 

Team awareness is an evidence-based workplace training programme developed by a group 

of scientists at the Institute of Behavioral Research, based at the Texas Christian University, 

USA (see Addendum H for a description of TA). The programme addresses behavioural risks 

among employees, their co-workers and indirectly, their families. Team Awareness consists 

of six training modules (See Annexure I) that are presented to employees over an eight hour 

session. TA aims to promote social interaction among work teams, promote a positive and 

health work and team environment, and facilitates the destigmatisation of help-seeking 

thus encouragir.ig such proactive behaviours (Bennett et al., 2000; Bray, Galvin, & Cluff, 

2011). The modules cover: 

1. Relevance: This module considers existing community and work related risks and 

how the work team members can assist and support each other. The seven core 

prevention principles are discussed interactively and are the thread that binds all the 

six modules (see Annexure J for a description of the prevention principles). 

2. Team Ownership of Policy: this module considers the relevant company substance 

abuse policy and uses a risk and strengths game that is aimed at creating positive 

attitudes and team ownership of policy in the workplace and for encouraging help­

seeking. This module also strengthens worker awareness of available resources, such 

as the EAP. 

3. Tolerance versus responsiveness and reducing stigma: this module is aimed at 

reducing supervisor and co-worker tolerance of risky behaviour. 

4. Work stress, coping and problem solving: In this module employees are encouraged 

to identify signs of poor coping. The module promotes healthy alternatives of dealing 

with stress. 

5. Workplace Communication skills: This module reviews listening ability and looks at 

communication skills in the workplace. 

6. Encouragement: The last module uses what is described as the NUDGE model which 

was developed by the programme developer to encourage peer referral skills and 

employee alliance with the Employee Assistance/Wellness Programme (EAP/EWP). 
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The TA awareness prevention programme makes use of mini-lectures, interactive discussion 

sessions, a 'risks and strengths' game, communication exercises and various experiential 

learning exercises such as role-plays (Bennett et al., 2000). 

Team Awareness has been shown to increase employee help-seeking behaviour, supervisor 

responsiveness to troubled workers, enhance the work climate, and reduce risky behaviour. 

Randomised studies have also shown that Team Awareness reduces problem drinking and 

drinking climate among workers (Bennett & Lehman, 2001; Bennett et al., 2004). In 

addition, the programme was rigorously evaluated in 2002 and 2007, by expert reviewers 

with the National Registry of Evidence-Based Programs and Practices and included in the 

registry as evidence - based programme (Hennessy, Finkbiner, & Hill, 2006). 

4.1.3. ADAPTATION PROCESSES 

Adapting programmes is an important aspect of replicating evidence-based programmes in 

different contexts. Adaptation improves the intervention in order for it to uniquely benefit 

the target audience and to promote support and appreciation of the programme 

(Leerlooijer et al., 2011). For adaptation it is especially important to keep in mind divergent 

socio-economic factors along with social, cultural and educational aspects among various 

countries and communities. Although home-grown programmes are perhaps the ideal, at 

times it is more viable to replicate an existing, well-researched programme. The costs 

associated with developing evidence-based interventions and implementing and evaluating 

such interventions is huge, and often not feasible for resource-poor settings (Leerlooijer et 

al., 2011). In addition to adaptation being cost-effective, cross-country adaptation allows for 

collaboration with the original programme developer and consequent capacity building. 

Despite the evidence that many adolescent, school-based and family skills training 

programmes (United Nations Office on Drugs and Crime (UNODC), 2009; Wegner, Flisher, 

Caldwell, Vergnani, & Smith, 2008} have been successfully adapted and implemented in 

different cultures, the body of evidence for replication of substance abuse workplace 

prevention programmes is not so wide (Bennett, Aden, Broome, & Mitchell, in press}. 

84 



Therefore, practitioners and researchers are encouraged to engage in a process of 

adaptation, to create a support base for existing literature (Bennett & Lehman, 2003). 

Research suggests that adaptations of behaviour change programmes are critical to 

recruiting, engaging and retaining participants and can increase the retention rate by up to 

40 per cent (Catalano et al., 1993; Hawkins, Catalano, & Arthur, 2002; United Nations Office 

on Drugs and Crime (UNODC), 2009). It has been found that when such cultural adaptations 

of workplace prevention programmes are carried out properly, there is good evidence that 

the programme can be effective with diverse population groups (Bennett et al., in press). 

However, although the adaptation needs to respond to the culture and socio-economic 

situation of the target population, fidelity to the evidence-based programme must be 

ensured (Wegner et al., 2008}. In other words, adaptation must retain the core elements of 

the programme. Generally, research-based components in adaptation include, but are not 

limited to: i) developing an understanding of the target population and community context; 

ii) selection of a programme that matches well with the population and context; iii) 

specification of essential programme elements and means for fidelity implementation; iv) 

identification of incongruities between the programme and the new context; and v) 

documentation and evaluation of the adaptation process, and outcomes related to the 

adapted intervention (Papas et al., 2010; Saleh-Onoya et al., 2008; Tsarouk, Thompson, 

Herting, Walsh, & Randell, 2007; Wingood & DiClemente, 2008). The above steps were 

utilised and supplemented with additional steps advocated by the United Nations Office of 

Drugs and Crime (United Nations Office on Drugs and Crime (UNODC), 2009), and that of the 

programme developer (Bennett et al., 2002). 

4.2. METHODS 

The context of this study was employees of two divisions in the safety and security 

department of a local municipality in the Western Cape. 
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4.2.1. ADAPTATION TECHNIQUE 

The adaptation process involved a) the sourcing of information for the customising of two 

specific modules (Module One and Two); b) establishing an expert steering committee; c) 

conducting focus groups with population sub-groups to aid the adaptation process; d) 

translating materials; e) piloting the adapted version before implementation in the target 

population; and f) training of facilitators as part of the adaptation process. The steps taken 

in this study follows recommendations put forward by literature (Bennett et al., 2002; 

Leerlooijer et al., 2011; Papas et al., 2010; Saleh-Onoya et al., 2008; Wingood & DiClemente, 

2008). 

4.2.1.1. Assessment and selection of an evidence-based prevention programme 

First and foremost, it is vital to assess the needs of the target population (Parker et al., 2012; 

Wingood & DiClemente, 2008). This process is necessary to provide a contextual background 

to the selection process, suggesting that selection should be guided by a consideration for 

local cultural contexts. Programme implementers are advised to conduct a formative 

evaluation or needs assessment to define the target population, its culture and behaviours 

and risk factors (McKleroy et al., 2006; Veniegas, Kao, & Rosales, 2009). This information is 

used to select an appropriate evidence-based programme that matches the characteristics 

of the target population. Selection of Team Awareness was therefore guided by the 

systematic review process followed and discussed in chapter 3 of this thesis as well as 

literature that has repeatedly reported a high lifetime prevalence of substance abuse in the 

general South African population (Herman et al., 2009). In addition, anecdotal information 

gleaned from the local participating municipality in this research study indicated a problem 

with substance abuse in the workplace. Although the Human Resources division and EAP 

services were not able to formally quantify the extent of substance abuse problems they 

reported high levels of substance abuse, reflected in a high incidence of formal referrals to 

the EAP. 

4.2.1.2. Establish a steering committee or an expert panel 

According to multiple literature sources (McKleroy et al., 2006; Papas et al., 2010; Saleh­

Onoya et al., 2008; United Nations Office on Drugs and Crime (UNODC), 2009; Wingood & 
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DiClemente, 2008) establishment of a cultural adaptation expert team is essential in the 

adaptation process. Such a team is often tasked with planning and overseeing the 

implementation of the adaptation process to ensure balance between the needs of the 

target population and fidelity to the evidence-based programme. The team selected to form 

part of the expert panel in this study consisted of the programme developer, the researcher, 

subject matter experts (EAP expert, an expert in issues related to substance abuse in the 

workplace) as well as stakeholders consisting of senior personnel within the safety and 

security division. The use of a diverse group of stakeholders follows recommendations from 

Beyer and Trice (1982) who recommend contacting managers, observing interactions in the 

workplace, and engaging programme users early on so that they feel part of the research 

process (Bennett et al., in press). Throughout the adaptation process the steering/expert 

panel commented on programme materials. The entire duration of the adaptation process 

was four months. 

4.2.1.3. Information Gathering 

In preparation for the focus groups, the researcher and steering committee set out to 

gather information that could be used to adapt modules addressing the "relevance of the 

training" and the module addressing "policy issues". Additional information obtained from 

the participating municipality was specific to wellness efforts at the workplace. These 

included information on the current workplace substance abuse policy, the EAP policy, and 

other health and behavioural benefits offered by the employer, such as medical aid benefits, 

trauma briefing and other policies including the company HIV protocol. Collation of this 

information and its subsequent incorporation is advocated by the programme developer 

and other researchers (Papas et al., 2010; Saleh-Onoya et al., 2008; Wingood & DiClemente, 

2008), and forms a crucial part of the adaptation process, as it relates directly to the 

adaptation of Modules One and Two of the selected intervention. 

4.2.1.4. Translate and adapt materials to the local context 

Adapting the prevention programme, the monitoring and evaluation instruments and the 

materials into the local contexts is a time-consuming and complex process. Sufficient time 

and resources need to be allocated to ensure that key messages are not lost in the 

translation process (European Monitoring Centre for Drugs and Drug Addiction {EMCDDA), 
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2010; United Nations Office on Drugs and Crime (UNODC), 2009). Literature suggests that 

once the target population, in this case target organisation, has been selected it is essential 

to begin engaging the expert panel, and conduct focus groups with various types of 

employee sub-populations (Bennett et al., in press; Bennett et al., 2002). Employee sub­

population groups are brought together to ensure that the programme developer and 

implementers understand differences in group subcultures. It is particularly important to 

implement several such groups in large organisations (200 or more workers), because it 

cannot be assumed that employee populations are uniform or homogenous (Bennett et al., 

2000). The information gathered in the focus group discussions together with expert panel 

suggestions were all synthesised and used to adapt the programme materials (United 

Nations Office on Drugs and Crime (UNODC), 2009). 

The translation and adaptation of materials followed three processes. Focus groups with 

employee sub-populations were conducted; the expert steering committee provided 

recommendations and oversaw the adaptation process; and those employees who . 

participated in the pilot study also provided useful insights into recommended 

amendments. 

• Focus groups 

Focus group discussions were held with employee sub-populations and an interview guide 

(see Annexure F} was used to direct the sessions. Focus group participants were not part of 

the participants selected to participate in the trial. Focus group participants also had to 

complete a consent form (see Annexure G} to participate in the focus group discussions. 

Four focus groups were held with diverse employee sub-populations: 

a} A woman's group MP 

b) A mixed gender group - MP 

c} A mixed gender group - MF 

d} A woman's group MF 

Prior to forming the focus groups, senior management within each participating division 

were asked to officially distribute a notice requesting their participation. Unfortunately, no 
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employees came forward which resulted in the supervisor randomly selecting participants 

from a list of all employees. Individual employees were then sent an email to notify them of 

selected participation; this was followed up with a telephone call explaining the purpose of 

the focus groups. There was initial hesitation and reluctance to participate in the focus 

group, however extensive explanations on the purpose of the groups led to participating 

persons feeling more at ease. Participants were guided on their role in the focus group. The 

role of the researcher, project staff and fellow participants were also delineated using the 

programme developer's guidelines. Participants in the focus groups were also orientated to 

the content of the Team Awareness intervention, and asked to comment on training 

material in respect of relevancy to local contexts. 

Following the focus group discussion, the following adaptations were incorporated (See 

Annexure K) for actual slide modifications (pre and post descriptions are provided in the 

appendices): 

a) To fit the local conditions in the country, the province and in the workplace, slides 

reflecting the extent of substance abuse in South Africa were added. 

b) Concerns around gender and the workplace emerged in focus groups. Women (from 

both divisions) were of the opinion that they are employed in a male dominated 

environment which caters solely for the needs of men. They felt that examples 

should reflect both male and female experiences, to help sensitise male colleagues 

to issues that affect and impact mainly women. This ranged broadly from design of 

uniforms to harsh realities in the field, which do not cater for the needs of women 

and situations around childcare that impact mainly on women. Issues pertaining to 

sexual harassment also emerged and the company sexual harassment policy was 

added to the list of policies and services provided for reference purposes. 

c) Information on HIV and risky sexual behaviour were added as examples of risk 

factors linked to the use of substances. 

d) Substance abuse policies/ HIV policies at the targeted workplace were collected and 

used to adapt the policy questions in the slides and game board. Policies were 

copied to hand out in the workshops on completion of Module Two. 

e) Information of EAP/EWP programmes of relevant workplaces were collected and 

incorporated into the slides. 
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f) 

g) 

Terminology and exercises were amended. For instance, references to cannabis were 

changed to dagga and methamphetamine changed to reflect 1ik' (the primary 

substance of abuse in the Western Cape). In personal exercise 1: The big picture - the 

chart of South Africa was inserted in the place of the chart of the USA and words 

such as state were replaced with province. 

The researcher also asked participants for suggestions on how best to accommodate 

fears of participating and attending the sessions. Suggestions ranged from: 

• 
• 
• 
• 

• 

Proper explanations in respect of what Team Awareness is about 

Adequate marketing 

Sufficient notification to attend the meeting . 

Encourage participants to openly speak their minds and not feel pressurised 

to talk. 

Affirm that all information will be kept strictly confidential and the processes 

todo so. 

• The executive director of the safety and security division should send a 

directive to all participating managers and staff. 

• A non-disclosure should be signed between the implementing organisation 

and the organisation outlining the limitations of the information that will be 

disclosed in the final report to the organisation (see Annexure L). 

• Provision of incentives such as a meal. 

• Expert Group 

Advisors helped to eliminate exercises that might not appeal to workers and shared their 

personal experiences of working in South African workplaces. The committee also provided 

valuable insights on worker substance abuse and suggested the slides reflecting statistics 

should be kept to a minimum since they can act as a distraction. Several of the members of 

the expert group cautioned against the length of time required to present Team Awareness. 

Although it was not possible to shorten the programme time (eight hours is part of the core 

requirement), it was agreed that timeframes would be more closely adhered to, including 

the length of breaks. Experts also recommended that incentives be used to encourage 

participation to make participants feel 'special'. 
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4.2.1.5. Pilot 

The customised version of Team Awareness was adapted and piloted among 20 employees 

of a safety-sensitive company in Cape Town. Although the scope of work of the pilot 

company differed from that of the participating municipality, both companies fit the profile 

of being a safety-sensitive workplace. The intervention sessions with the pilot company took 

place on 27 June and 4 July 2011. The purpose of the pilot session was not solely the testing 

of the pilot version of Team Awareness but also to simultaneously allow Team Awareness 

facilitators a 'dry run' of the programme. Comments from the pilot study were taken on 

board and used to further adapt Team Awareness. 

Some of amendments proposed by pilot participants related to: 

• More visual aids with the theory and if possible, video clips to present examples of 

specific situations. Add more graphic examples. Following this, the slides were 

adapted to include more pictures to illustrate scenarios. Unfortunately it was not 

possible to add video clips due to a lack of resources. 

• More examples of possible disasters that could happen when you know of colleagues 

using substances and do not follow up on situations. Additional examples were 

considered and added. 

• Although English is the official language, consideration should be given to having a 

translator in instances where language may be a barrier. The researcher recruited a 

Xhosa speaking fieldworker to assist with translations in the event that they were 

required. 

• Participants requested incentives for attendance, for instance a meal. A meal was 

provided at training sessions. 

Some of the amendments following the debriefing sessions with the interventionists are 

listed below: 
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Table 6: Amendments following the pilot. 

Interventionist Modification 
Nicofa Visser 4July 2011 Module 3: Group Decision-Making and Tolerance 

Group Tolerance ( Afrikaans en Engels) 'vraelyste moet 
tweetalig wees' (questionnaires should be in the 
vernacular). 

'Die vrae op die module is nie dieselfde as die vrae on die 
group aktiewieteit nie'. {The questions in the modules are 
not the same as those outlined in the group activities). 

Goeie voorbeeld wat moet ingesluit word, is oor 
drankbestuur. Een van die groeplede het die volgende 
voorbeeld voortgesit 'individue en die polisie 'tolerate' 
drankmisbruik' deur die persoon laat huis toe te bestuur 
wanneer hulle onder die invloed is' (The following example 
should be included. This suggestion was made by one of the 
group leaders: the police tolerate substance abuse, by 
allowing an intocixated person to drive home) 

Modules 

Disclosure - and example that can be used: 
Communication was lacking in the workplace and relevant 
services were not always easily available, this has led to 
suicide of a staff member requiring assistance. 

Karin van der Merwe 4July 2011 Module 
The Strengths Scale, a handout should be in bigger print 
Handout not the same as slide 

Nicky Metcalf Modules 
Excellent participation 

Module 6 - The Nudge Module 
Role plays - Participants do not always complete the Role 
Plays, some have difficulty in understanding the notion of a 
role play, and instead they write down comments. Explain 
the concept of role plays. 
Generally, the participants mentioned Nudge as one of the 
most positive aspects of the training programme. 

Tertius Cronje 27 June 2011 Module 1: Would appear that the team considers 
themselves as low risk - high strength 
Seven principles - excellent participation 
Personal exercise 3 - given to take home 

Karin (Module l)and The Big Picture Exercise: change to province not state 
Nicole (Module 2) Personal Exercise2 - Risk and Strength score, staple red 

and green cards on sheet. 
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4.3. PROGRAMME FIDELITY 

Ensuring that interventions are implemented as intended is particularly important if 

evidence-based and theory-driven modules are to be replicated in differing settings (Leff et 

al., 2009; Stead et al., 2007). Implementing evidence-based programmes with a high degree 

of fidelity ensures that the programme produces the most consistent and positive effects. A 

review of literature on implementation fidelity remains limited despite an increasing 

number of researchers and programme implementers advocating for fidelity (European 

Monitoring Centre for Drugs and Drug Addiction (EMCDDA), 2010; Leff et al., 2009; Stead et 

al., 2007). There is also the debate around programme fidelity and programme fit (cultural 

adaptations) (Castro, Barrera, & Martinez, 2004; Stead et al., 2007). Some scholars suggest 

that interventions that are "culturally blind" will fail to prompt participation, and therefore 

compromise good programme effects. To avoid comprising programme fidelity, the 

researcher adhered to the guidelines on fidelity assurance set down by the programme 

developer. This followed the adaptation processes described above, and included the 

training of programme facilitators. The process followed in the training of facilitators is 

described in the next section: 

4.3.1. TRAINING OF PROGRAMME FACILITATORS 

Team Awareness training was facilitated by the programme developer and took place over a 

period of five days from 31 January 2011 to 4 February 2011. Team Awareness training was 

fashioned using the 'experiential learning' method of training with the programme 

developer conducting training with an actual live audience (trainees looking in - fishbowl 

format). Eight interventionists were trained as team awareness facilitators. Eleven 

employee participants, not from the participating company or pilot company, formed part 

of the learning exercise and were recruited to receive the intervention. 

The training schedule followed is depicted in the table below: 
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Table 7: Training schedule for interventionists 

Practice schedule: 31 January 2011- 4 February 2011 

Monday Welcome and Introduction Programme developer 
and researcher 

Monday - afternoon Fishbowl session 1 Modulel/2 Programme developer 
presented modules 
one and two to 
audience, with trainees 
watching in and 
conducting fidelity 
checks from the 
checklist provided. 

Tuesday -morning Debrief/Questions and Modulel/2 Trainees were 
Answers debriefed iro their 

observances as well as 
the programme theory 
content 

Practice session Module 1 Selected trainees 
presented module one. 
Fidelity checklists were 
completed 

Tuesday - afternoon Practice session Module 2 Selected trainees 
presented module two. 
Fidelity checklists were 
completed 

Questions and Answers 

Wednesday - morning Fishbowl session 2 Module3-6 Programme developer 
presented modules 
three and six to 
audience with trainees 
watching in and 
conducting fidelity 
checks from the 
checklist provided. 

Wednesday - afternoon Debrief Module3-4 Trainees were 
debriefed iro their 
observances as well as 
the programme theory 
content 

Practice session Module3 Selected trainees 
presented module 
three. Fidelity 
checklists were 
completed 

Thursday - morning Questions and Answers 

Practice session Module4 Selected trainees 
presented module 
four. Fidelity checklists 
were completed 

Practice session Modules Selected trainees 
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presented module five. 
Fidelity checklists were 
completed 

Debrief Module3-S Review of practice 
sessions and peer 
reviews 

Thursday - afternoon Practice session Module6 Selected trainees 
presented module six. 
Fidelity checklists were 
completed 

Debrief Module6 Review of practice 
sessions and peer 
reviews 

Practice Modulel-6 Selected trainees 
presented module one 
to six. Fidelity 
checklists were 
completed 

Debrief ALL Review of practice 
sessions and peer 
reviews 

All trainees had the opportunity of presenting different modules at least three times during 

the course of the training. Two venues (room A and room B) were used for practice sessions. 

Each venue had 2 facilitators, 2 observers and 1 guide (either the programme developer or 

the researcher). 

Following the training sessions, the researcher scheduled four day booster practice and 

discussion sessions (on one day for the next four months) with the interventionists. The 

booster sessions were used to practice facilitation as well as an opportunity to discuss the 

adaptation needs of materials. Booster practice and discussions were centred on one or two 

modules at a time. These sessions took place on the 11 March 2011, 15 April 2011, 13 May 

2011 and 3 June 2011. The format for these booster sessions were as follows: Each 

interventionist was given a module to prepare and co-facilitate with another interventionist. 

All interventionists were required to complete peer rating forms to check if their fellow 

interventionists adhered to fidelity. On 15 April, 13 May and 3 June each facilitator was 

given a module to prepare and facilitate independently. A debriefing session was held after 

each module was presented. Care was taken to ensure that each facilitator had the 
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opportunity to present a different module for each follow-up session. Interventionists 

received certificates on completion of their training. 

4.4. LIMITATIONS ECOUNTERED 

Despite the successful adaptation of Team Awareness, the process was not without 

limitations. Team Awareness roll-out in participating companies did not commence soon 

after the interventionists received formal training. This was due to challenges encountered 

in recruiting companies to participate in the study. As a result there was a seven month 

waiting period before the study could formally commence. Wegner and colleagues 

recommend that implementation take place immediately after training to prevent lowering 

fidelity standards {Wegner et al., 2008). In the context of this study and due to 

circumstances beyond the control of the researcher, strict timelines could not be adhered 

to. To buffer against interventionists losing the essence of their training, the researcher and 

programme developer introduced the four booster sessions to act as a continual training 

refresher component. 

Initially there was ambivalence among experts around the feasibility of the programme in 

the South African workplace. Main concerns related to the amount of time required to 

implement the programme, and the organisational perceptions of what constitutes 

prevention. Expert concerns were addressed through brainstorming potential 'methods' for 

marketing the programme to potential participant organisations. Solutions centered on 

placing emphasis on the importance and worthiness of evidence-based prevention 

programmes. It was agreed that initial consultations with potential participant companies 

would be attended by the researcher, an expert panel member and one of the researcher's 

PhD supervisors. Presentations to these companies should, as far as possible, highlight the 

importance of addressing the extent of substance abuse and substance-related HIV in South 

Africa, adopting evidence-based best practices and the importance of prevention initiatives. 

In addition, cognisance was taken of organisational concerns, for example intervention 

starting times, particularly for those employees within the MF division. The organisation also 

requested that pre-and post-intervention testing not be scheduled for the months of 
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December and January, since these were the summer months and therefore the busiest. 

Appropriate compromises were considered. These constraints are not unique to the South 

African workplace context and have been reported in other workplace settings (Hersch et 

al., 2000). 

4.5. CHAPTER SUMMARY 

This chapter described the adaptation of the Team Awareness intervention programme for 

use in a differing cultural context for which it was initially designed. The steps followed in 

adapting Team Awareness related to 1) understanding the South African cultural context 

and selecting an intervention; 2) establishing a steering expert committee or panel, 3} 

gathering information relating to the participating workplace and 4) adapting material 

through the process of focus group discussion with participants and subsequent piloting of 

programme content. Fidelity processes have also been described in this chapter. 

Chapter 5 presents the results for the baseline findings of the clustered randomised control 

trial study. This chapter focuses on the extent of substance abuse and substance-related HIV 

risk behaviours among employees. 
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CHAPTER 5: BASELINE STUDY RESULTS 

5.1. INTRODUCTION 

This chapter presents the baseline results (Time 1 data} of a clustered randomised control 

trial (results described in chapter six}. A total of 325 employees from two divisions (MF and 

MP} within the Safety and Security Department of a local municipality participated in the 

study. Presented here are the analyses of the results of the baseline assessment. Baseline 

data were collected before the intervention was implemented and will be used to provide a 

comparison for assessing programme impact following the collection of time two and three 

data (chapter six}. 

5.1.1. STUDY OBJECTIVES 

The objective of Phase 2 of this study was to describe the nature and extent of substance 

abuse and substance-related HIV risk behaviours among employees working in safety­

sensitive jobs within two divisions (MF and MP) of a local municipality in the Western Cape. 

Sub-objectives: 

The descriptive objectives for this study were as follows: 

a} To describe substance abuse by age and gender. 

b} To estimate the prevalence of problematic7 substance use among employees. 

c} To estimate the prevalence of going to work with a hangover or calling in sick 

because of a hangover, among employees. 

d} To describe employee perceptions of the on-site Employee Assistance Programme 

and the in-house substance abuse policy. 

e} To describe employee perceptions of co-worker substance abuse. 

f} To describe employee perceptions of organisational wellness, job satisfaction, stress 

and perceived job-related risks at work. 

7 In the context of this thesis the researcher uses the term 'problematic' in relation to substance abuse as a 
reference to two key variables specifically, i) number of days in past 30 days having more than five drinks and 
ii) a positive CAGE score. 
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g) To describe employee perceptions of stigma towards persons with a substance 

abuse problem. 

h) To estimate the type and prevalence of substance-related HIV risk behaviours among 

employees. 

The analytical objectives for this study are as follows: 

i) To determine if risk factors such as the experience of individual stress, group stress, 

group cohesion, perceived risk at work, job satisfaction or a climate favourable to 

drinking contribute to problematic substance use. 

j} To investigate the relationship of absenteeism and presenteeism to problematic 

substance use among employees. 

5.2. DEMOGRAPHIC CHARACTERISTICS OF POPULATION 

5.2.1. DEMOGRAPHIC INFORMATION 

Three hundred and twenty-five employees were surveyed at baseline. Of the 325, 197 were 

from division MP and 128 were from the MF division (see table 8). The sample consisted of 

largely Afrikaans speaking participants (41.0%}, English speaking participants (30.2%} and 

Xhosa speaking participants (21.2%}. The mean age of participants was 39 years (SD = 53.8). 

A large proportion of participants were married {62.8%}. Participating employees were more 

likely to be male (86.7%} than female (13.0%), with the majority (76.0%} having matric 

(Grade 12) as their highest level of education. Eighteen per cent of participants have some 

form of tertiary level education. In respect of length of employment within the divisions, 

the most common category of work duration was 5-10 year service history (46.5%}. 
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Table 8: Demograph ic Information 

Combined Sample MF MP 
n % n % n % 

Division 
MF 128 39 .3 

MP 197 60 .6 

Total 325 100 
Gender 
Male 281 86.7 109 85.2 172 88.2 

Female 42 13.3 19 14.8 23 11.8 

TOTAL 323* 100 128 100 195 100 
Age in Years 
20-30 Yea rs 55 17.0 36 28.1 19 9.7 

31-40 Years 197 60.8 48 37 .5 149 76.0 

41-50 Yea rs 61 18.8 34 26.6 27 13.8 

51-60 Years 11 3.4 10 7.8 1 0.5 

TOTAL 324* 100 128 100 196 100 
Language 
Afrikaa ns 134 4 1.2 28 21.9 106 53 .8 

Bilingual 1 0.3 0 0 1 0.5 

English and 14 4.3 5 3.9 9 4.6 

Afrikaa ns 
Engl ish 98 30.2 66 51.6 32 16.2 

Sotho 4 1.2 2 1.6 2 1.0 

Unknown 4 1.2 1 0.8 3 1.5 

Xhosa 69 21.2 25 19.5 44 22.3 

Zu lu/Swazi 1 0.3 1 0.8 

TOTAL 325 100 128 100 197 100 
Education* 
GR 7 1 0.3 1 0.9 

GR 9 2 0.6 2 1.7 

GR 10 14 4.5 14 12.0 

GR 12 235 76.1 85 72 .6 150 78.1 

Tert iary 57 18.4 15 12.8 42 21.9 

TOTAL 309* 100 117 100 192 100 
Marital Status* 
Si ngle 72 22.5 40 31.7 32 16.5 

Married 214 66.9 76 60.3 138 71.1 

Divorced 32 10.0 9 7.1 23 11.9 

W idowed 2 0.6 1 0,8 1 0.5 

Length of 
em ployment* 
6 months to lyr 1 0.3 1 0.8 

1-5years 46 14.4 31 24.6 15 7.7 

5-10 years 151 47.2 24 19.0 127 65.5 

10-15 years 64 20.0 21 16.7 43 22.2 

More t han 15 years 58 18.1 49 38.9 9 4.6 

TOTAL 320* 100 126 100 194 100 
* Gender m issing cases 2; Age in years m issing cases 1; Educat ion m issing cases 16; ma rital stat us m issing cases 2; Length of employment 

miss ing cases 5 
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5.2.2. COMPARISON OF DEMOGRAPHIC INFORMATION BY DIVISION 

Table 9 below displays the comparisons of the demographic variables based on the divisions 

(MF and MP). These comparisons utilised mann-whitney tests on the variable age, and chi­

square tests of association on the variables gender, education and length of employment. 

No difference was found between the divisions for age (p = 0.105) and gender (p = 0.426). A 

statistically significant difference was however found on level of education (p = 0.000) and 

length of employment (p = 0.000) with MP employees being more educated, but having a 

shorter length of employment when compared to MF employees. 

Table 9: Demographic information by division 

Variable Group N M(SD) Median Pvalue 
Age MF 128 M = 37.28 37.50 0.105 

(S0=8.637) 
MP 197 M =40.48 35.00 

(S0=68.80) 

% 

Gender MF 128 Male 0.426 
(85) 

Female 
(15) 

MP 197 Male 
(87.3) 

Female 
(11.6) 

Education MF 117* Gr 7-10 <0.000 
(14.5) 
Gr12 
(72.6) 

Tertiary 
(12.8) 

MP 192* Gr 7-10 
(OJ 

Gr12 
(78.1) 

Tertiary 
(21.8) 

Length of MF 126* 0-5yrs <0.001 
Employment (25.3) 

5-l0yrs 
(19) 

10-15 yrs 
(16.6) 

>15 years 
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(38.8) 
MP 194* 0-5 years 

(7.7} 
5-l0years 

(65.4} 
10-15 years 

(22) 
>15 years 

(4.6} 
*missing numbers 

5.3. PRIMARY SUBSTANCE OF ABUSE: ALCOHOL 

5.3.1. PARTICIPANT USE OF ALCOHOL 

Three variables were used to measure any alcohol use and problematic alcohol use. The first 

variable asked the participant to respond to the question i) "How often do you have a drink 

containing alcohol (frequency of use)?" The second and third variables measured ii) how 

many days in the past 30 days a participant had any use of alcohol; and iii) how many days 

(in the past 30 days) an employee had more than five drinks. Figures 6 and 7 depict the 

distribution of past 30 day drinking (any use and~ 5 drinks). 

r ... 
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Figure 6: Days In the past 30 days where participant had any use of alcohol 
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Figure 7: Days in past 30 days having >5 drinks 

Of the 325 employee participants surveyed, 78.9% reported past 30 day any use of alcohol 

and 21.1% reported never using alcohol. Of those participants who reported using alcohol, 

18.0% indicated that they used alcohol less than monthly, 23.4% reported monthly use of 

alcohol and a higher percentage (34.0%) reported using alcohol on a weekly basis. A small 

percentage of employees indicated daily or almost daily use of alcohol (3.5%). There were 

no significant differences in frequency of use between MF and MP employees (x2 = 4.174, p 

= 0.383) (see table 10). Considering that the data is clustered and to determine whether 

clustering has an effect on the result, the researcher adjusted for clustering. No significance 

was found (F=0.33, p=0.568). 

Table 10: Alcohol: How often do you have a drink containing alcohol (by division) 

Combined MF MP 

,REQUENCY N " N % N % 

Never 54 21.1 20 19.0 34 22.5 

Less than monthly 46 18.0 22 21.0 24 15.9 

Monthly 60 23.4 22 21.0 38 25.2 

Weekly 87 34.0 35 33.3 52 34.4 

baily or almost daily 9 3.5 6 5.7 3 2.0 
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~OTAL 100.0 151 

*69 missing cases 

5.3.2. PAST 30 DAY USE OF ALCOHOL 

When computed for the entire sample (MF and MP combined}, the average number of days 

spent drinking (any use} in past 30 days was reported as 5.55 days (SD = 5.383). The average 

number of days where employees had more than 5 drinks in the past 30 days was recorded 

as m=4.69 (SD= 7.097). Seventy percent of employees reported that there was at least one 

day, in the past 30 days, where they had more than 5 drinks. 

5.3.2.1. Alcohol use by division (MF and MP) 

Mann Whitney tests (see table 11} were used to test for group differences between MF and 

MP employees on past 30 day any use of alcohol and past 30 day use of alcohol (> 5 drinks}. 

Poisson regression analysis was used to further adjust for clustering. There was no 

significant difference in past 30 day (any use) drinking or in past 30 days drinking of more 

than five drinks for MF compared to MP employees on either of the statistical tests. 

Table 11: Past 30 day any alcohol use by division 

Group M Standard Median z p Adjusted for 
Deviation clustering 

F-value 
F p 

Days having any MF 5.53 5.482 4.00 
use of alcohol in -0.179 0.858 0.23 0.634 
the past 30 days MP 5.56 5.333 4.00 

Days having >5 MF 4.54 5.966 2.00 
drinks in the past -0.769 0.442 0.16 0.693 
30days MP 4.81 7.831 3.00 

5.3.3. CAGE SCREENING TEST FOR PROBLEMATIC ALCOHOL USE 

Table 12 below depicts the CAGE cut-off scores. Of those employees who use alcohol, 80% 

scored Sl on the CAGE test. A further 19.6% of all employees surveyed received a CAGE 

score of ~ 2, indicating symptoms of alcohol problems. There were no significant differences 
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in the scores for divisions MF (m=0.67; SD = 1.081) and MP (m= 0.69; SD = 1.11) (z = -.034, 

p= 0.973), and no significant differences reported when data was adjusted for clustering (F = 

0.02, p = 0.888). 

Table 12: CAGE Scores 

Combined MF MP 

CAGE SCORE N " 
N " N " 

0 139 64.7 58 64.4 81 64.8 

1 34 15.8 15 16.7 19 15.2 

2 21 9.8 9 10.0 12 9.6 

3 14 6.5 5 5.6 9 7.2 

4 7 3.3 3 3.3 4 3.2 

Total 215* 100.0 90 100 125 100 

* 110 missing cases (38 MF and 72 MP) 

Employees were asked whether they thought they had a drinking problem, 6.5% reported 

"yes", and a further 6.5% indicated that they "may" have a problem with alcohol. 

5.3.4. DRINKING ALCOHOL AT WORK 

Employees were asked whether in the last six months they have had one or more drinks at 

work. Six per cent of employees indicated that they have had one or two drinks in the past 6 

months during their lunchtime break. Four per cent of employees reported that they have 

had more than two drinks during their lunch hour at work in the past 6 months. 

MF Employees were less likely than MP employees to have had a one or two drinks at work 

(3.3 % vs 8.0%, respectively}. MP employees were more likely than MF employees to have 

more than two drinks during lunch (4.8% vs 3.3% respectively) although the differences 

were not statistically significant (See table 13 below}. 
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Table 13: Drinking alcohol at work 

Group n M SD Median z p Adjusted for 
clustering 
F-wlue 
F p 

Having one or more MF 90 0.07 0.391 0.00 -1.407 0.159 1.56 0.213 
drinks whilst at work in 
last 6 months. 

MP 125 0.15 0.554 0.00 

Having more than two MF 90 0.06 0.347 0.00 -0.532 0.595 0.05 0.831 
drinks whilst at work in 
last 6 months 

MP 125 0.08 0.393 0.00 

5.3.5. WORK AFFECTED BY A HANGOVER AND CALLING IN SICK 

Table 14 below describes the likelihood of an employee going to work with a hangover. 

Thirty-one per cent of employees indicated that they went to work with a hangover. Of the 

31 per cent who reported going to work with a hangover, 18.7% reported doing so less than 

monthly, 8.4% indicated going to work with a hangover on a monthly basis and 3. 7% of 

employee participants indicated that they do so on a weekly basis. 

In respect of missing work or calling in sick because of a hangover, 16.7% employee 

participants in total reported having called in sick in the last 6 months because of a 

hangover (see table 15). 

Divisional differences in going to work with a hangover or calling in sick were however noted 

between MF and MP employees (see tables 14 and 15). Although MF officials were more 

likely to go to work with a hangover (36.7%) when compared to their MP (27.4%) 

counterparts, the difference was not significant (x2 = 2.074, p = 0.150) (F = 2.48, p = 0.117). 
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Table 14: Going to work with a hangover(") 

DIVISION Total 

MF MP 

n 57 90 
Never 

Going to work with a " 63.3 72.6 

hangover Go to work with n 33 34 

hangover " 36.7 27.4 

n 90 124 
Total 

" 100 100 

In contrast, MP employees were more likely to call in sick (24.8%) when compared to their 

MF colleagues (5.5%). A chi-square test confirmed that MP officials were significantly more 

likely to call in sick when compared to MF officials (see table 5.9) (x2 = 13.901, p = 0.000). 

Adjusting for clustering confirmed a significant difference between MF and MP employees 

(F = 9.42, p = 002). 

Table 15: Calling in sick because of a hangover 

DIVISION Total 

MF MP 

n 85 94 179 
Calling in sick ~ever 

" 94.4 75.2 83.3 
because of 

hansover 
n 5 31 36 

tall in sick with hangover 

" 5.6 24.8 16.7 

n 90 125 215 
Total 

" 100 100 100 
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5.3.6. PROBLEMATIC SUBSTANCE USE. BY GENDER 

The number of days having any use of alcohol and drinking more than 5 drinks in the past 30 

days was higher for males than females, and this difference was found to be statistically 

significant. Males on average drink more than their female counterparts (Table 16). 

Table 16: Days having more than five drinks - gender comparisons 

Gender n M SD Median z p Adjusted for 
clustering 

F-value 
F p 

Days in the past 30 M 90 5.62 5.297 4.00 
days having any -1.170 0.242 12.86 <0.0001 
alcohol use F 125 4.89 6.548 4.00 

Days having >5 M 90 4.86 7.221 2.00 
drinks in past 30 -2.522 0.012 50.83 <0.0001 
days F 125 2.53 5.631 1.00 

Men were more likely to have a CAGE score with a cut-off >2 when compared to women 

(see table below). The mann-whitney test yielded no significant result (z = -1.576, p = 0.115), 

however, adjusting for clustering yielded significance (F = 0. 4.57, P = 0.033). 

Table 17: CAGE by Gender 

Gender 

Female Male 

0 
n 15 123 

" 78.9 63.4 

1 
n 3 30 

" 15.8 15.5 

CAGE Score 2 
n 1 20 

" 5.3 10.3 

3 
n 0 14 

" 0.0 7.2 
n 0 7 

4 

" 0.0 3.6 

Total 
n 19 194 

" 100.0 100.0 
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5.3.7. THE RELATIONSHIP BETWEEN LENGTH OF EMPLOYMENT, AGE AND ALCOHOL USE 

5.3.7.1. Past 30 day days having >5 drinks in past 30 days and CAGE, by age 

Poisson regression analysis adjusting for clustering found a significant association between 

age and days having greater than 5 drinks in the past 30 days (F = 3.29, p = 0.012). Older 

participants are more likely to indicate any use of alcohol in the past 30 days and more likely 

to have had more than five drinks on days in the past 30 days. 

In respect of age and a ~2 score on CAGE, the study found no significant association 

between age and a greater than two score on the CAGE variable (F = 0.56, p = 0.5751). 

5.3. 7.2. CAGE and days having >5 drinks in past 30 days by length of employment 

Table 18 displays the results of significance tests between length of employment and a 

positive score on CAGE. The variable 'length of employment' was recoded into a categorical 

variable '0-15 years and 'greater than 15 years'. Those that scored s 1 on CAGE were more 

likely to have less than 15 years employment. Those with score ~2 were more likely to be 

employed for between O to 15 years but this finding was not significant on chi-square test 

(x2 = 3.926; p = >0.05} or when adjusting for clustering (F = 3.43, p = 0.073). However, there 

was a significant association between days having >5 drinks in past 30 days and length of 

employment. Employees that drank more than 5 drinks in past 30 days had a longer length 

of employment (F = 2.98, p = 0.003). 

Table 18: Length of employment and employee CAGE scores 

LENGTH OF EMPLOYMENT TOTAL 

0-lSyears >15years 

n 131 81 212 
Low Risk (cage 0,1) 

" 82.91 85.26 83.79 

n 27 14 41 
High Risk (cage >2) 

" 17.09 14.74 16.21 

n 158 95 253 
TOTAL 

" 100 100 100 
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5.3.8. THE ASSOCATION OF AGE, LENGTH OF EMPLOYMENT AND DAYS HAVING MORE 
THAN S DRINKS IN PAST 30 DAYS WITH A >2 CAGE SCORE. 

The results suggest the number of days on which participants had more than 5 drinks, was a 

significantly associated to problematic drinking or a high score on CAGE (see table 19). Age 

and length of employment were not significant predictors when combined in the model. 
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Table 19: Associations of days having >5 drinks, age and length of employment to a >2 CAGE score 

Independent Model 1' Model2" 

Variables 

Estimate SE t p Estimate SE t p 
Value value value value 

Days having more 0.134 0.029 20.14 <.0001 
than 5 drinks 

Age 0.014 0.025 0.56 0.5751 

Length of 
Employment (0-15 
years) 

8 Model 1: the association between days having more than 5 drinks and a >2 CAGE score. 
9 Model 2: the association between age and a >2 CAGE score. 
10 Model 3 : the association between length of employment and a >2 CAGE score. 

Estimate 

0.176 

Model3iu Model411 

SE t p Estimate SE t p 
value value value value 

0.133 0.030 4.41 <.0001 

0.011 0.034 0.32 0.752 

0.358 0.49 0.624 0.152 0.431 0.35 0.726 

11 Model 4: entered into the model were all three independent variables (more than five drinks, age, employment), and the association to a >2 CAGE score was explored. 
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5.4. RELATIONSHIP BETWEEN USE OF ALCOHOL AND THE EXPERIENCE OF 

INDIVIDUAL STRESS. GROUP STRESS AND GROUP COHESION 

5.4.1. INDIVIDUAL STRESS 

In relation to individual stress, factor analysis confirmed a single factor solution (Kaiser­

Meyer-Olkin measure of sampling adequacy, 0.824} and Bartlett's Test of Sphericity (x2= 

677.767, p <0.000). A reliability test was conducted with good reliability (cronbach alpha's 

score of 0.859). The average employee indicated that they 'sometimes' experienced 

individual stress as a result of work (M=2.9; SD= 0.950). When analysing single items within 

the scale, 25% of participants reported feeling tense and anxious as a result of their work. 

The majority of participants reported (51.1%} that they sometimes felt tense and anxious. 

Participants also did not feel that the degree of individual stress encountered was more 

than the level of stress encountered by their co-workers. 

There was a statistically significant difference between the experience of stress by drinkers 

and abstainers, and when adjusting for clustering the results suggest that drinkers are more 

likely to experience individual stress (see table 20}. There were no divisional differences 

reported on the individual stress variable (see table 21). 

5.4.2. GROUP STRESS 

The variable group stress assessed several dimensions of stress experienced in the group. 

Factor analysis confirmed a single factor solution (Kaiser-Meyer-Olkin, 0.742} and on 

Bartlett's Test of Sphericity (x2 = 422.527, p < 0.000). Internal reliability as measured by 

Cronbach's alpha was 0.804. 

The average of items was used as a composite measure of the experience of group stress, 

and the mean score was (m= 3.21; SO = 0.846). Single item analysis on the variable 'tension 

exists between employees in my team', however suggests that 44.6% of employees agreed 

that tension existed within their teams. There was a statistically significant difference 
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between the mean experience of group stress by abstainers and that of drinkers (see table 

20 below). No significant divisional differences were however reported (table 21). 

5.4.3. GROUP COHESION 

For group cohesion the average of the items was used as a composite measure of perceived 

group cohesiveness, which had good internal consistency as measured with Cronbach's 

alpha (a= 0.715). Kaiser-Meyer-Olkin test confirmed a score of (0.688) and Bartlett's Test of 

Sphericity (x2 = 450.403, p = <0.000) confirming a single factor solution. The mean group 

cohesion score was (m = 3.37; SD= 0.701). 

On considering the single-item variable 'people in my team feel stress and frustration 

because of each other' the researcher found that 35.3% participants agreed with the 

question. 42.4% indicated that they sometimes felt stress and frustration. In addition, close 

to half of participants (44.3%) indicated that they were aware of signs of strain amongst 

fellow colleagues. In relation to group cohesion, drinkers were more likely to experience 

lesser degrees of group cohesion when compared to abstainers. We can conclude that there 

exists a statistically significant difference between the degree of group cohesion between 

the two groups. Drinkers are more likely to experience lower levels of group cohesion when 

compared to abstainers (see table 20). No significant divisional differences were reported 

(see table 21). 

Table 20: Relationship between use of alcohol and the experience of indlvklual stress, group stress and 
group cohesion 

Abstainers vs N Mean Standard Mediar, z p Adjusted for 

Drinkers Deviation dustering 

F-w/ue 

F p 

•ndividual l\bstainers 54 2.67 0.944 2.77 1.816 0.069 4.10 0.044 

!Stress Drinkers 201 2.96 0.94 2.80 
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~bstainers 54 2.97 0.868 3.00 1.784 P.074 5.11 0.025 
Group Stress 

Prinkers 202 3.2 0.828 3.25 

Group ~bstainers 54 3.59 0.713 3.60 2.888 0.004 8.58 0.004 

Cohesion Drinkers 202 3.29 0.679 3.20 

Table 21: Divisional differences on the experience of individual stress, group stress and group cohesion 

MF vs MP N Mean Std. Deviation ii" (df) Sig Mjusted for dustering 
-=-value 

F p 

MF 126 2.8 0.92 0.515 0.68 0.412 

Individual Stress -0.651 
MP 197 2.9 0.96 (321) 

MF 128 3.2 0.84 0.386 0.07 0.797 

!Group Stress 
0.869 

MP 197 3.1 0.84 (323) 

MF 128 3.3 0.59 0.724 0.01 0.942 

!Group Cohesion 
-0.354 

MP 197 3.3 0.76 (323) 

5.4.4. WORKPLACE DRINKING CLIMATE 

Drinking norms were assessed by the frequency of four co-worker behaviours. Responses 

ranged from 1 = never to 5 = almost always. Reliability, as measured by Cronbach's alpha 

was 0.743. A single factor solution for drinking climate was confirmed with Kaiser-Meyer­

Olkin's measures of adequacy 0.73 which is above the recommended value of 0.6. Bartletts 

Test for Sphericity was x2 =319.385, p = <0.05. For the workplace drinking climate scale, the 

mean value across all four items was 2.95 (SD= 0.916). 

When considering single items of the scale drinking climate with responses ranging from 1 

never to 5 almost always, 43.4% of employees reported sometimes socialising with 

colleagues after work, whilst a further 26% reporting often/almost always drinking with co­

workers on the weekend. Employees also reported often engaging in conversations around 

drinking or drinking activities (sometimes, 38.3%; often, 24.3% and almost always, 10.6%). 
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Interestingly 26.5% of participants reported that alcohol was 'almost always' available at 

work parties, 24% indicated 'often', 16.7% indicated that 'sometimes' alcohol was available 

and 32.8% indicated 'never' or 'rarely'. 

Findings also point to variability in perception of drinking climate between those that 

abstain from alcohol and those that drink. Those that consumed alcohol {m = 3.06, SD = 

0.873; Median = 3.00} were more likely to have a positive attitude towards workplace 

drinking, compared to abstainers (m = 2. 78, SD = 0.969, Median, 2. 75}. This difference was 

statistically significant (z = -2.163, p = 0.031), but when adjusting for clustering the findings 

suggest borderline significance (F = 3.85, p = 0.051}. 

No significant differences were found between MF (m=2.87; SD= 0.875} and MP {m= 3.00; 

SD 0.943) employees on respective drinking climate scores (t = --1.251; 319, p = 0.212}. 

Adjustment for clustering did not alter the scores (F = 1.10, p = 0.295 ). 

5.4.5. JOB SATISFACTION 

Independent factor analysis confirmed a single factor solution for the scale job satisfaction 

using Kaiser-Meyer-Olkin Measure of Sampling Adequacy (0.862} and Bartlett's Test of 

Sphericity (x2= 0.862, p= <0.000}. Reliability of the scale was good, as measured by a 

Cronbach's alpha of 0.855. The average of the items was used as a composite measure for 

job satisfaction (m=3.27; SD = 0.807). The average score suggests that employees were 

neither satisfied with their job. A score of 3.2 on the likert scale indicates neither satisfied 

nor dissatisfied. There were no statistically significant differences in job satisfaction 

between abstainers and drinkers or MF employees and MP employees (see table 22). 
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Table 22: Divisional and drinking status differences in job satisfaction 

Group M SD Median z p Adjusted for 
dustering 

F-va/ue 
F p 

Job Satisfaction Abstainers 3.33 0.718 3.33 

-0.150 0.881 0.01 0.983 
Drinkers 3.31 0.823 3.33 

Job Satisfaction MF 3.37 0.732 3.50 
-1.674 0.094 1.44 0.231 

MP 3.21 0.848 3.33 

5.4.6. PERCEIVED WORK-RELATED RISKS 

For the scale 'Perceived Risk', reliability statistics confirmed a Cronbach alpha of 0.83 and a 

Kaiser-Meyer-Olkin Measure of Sampling Adequacy (0.848) and Bartlett's Test of Sphericity 

(x2 = 596.326, p = <0.000) confirmed a single factor solution. The 6 items were averaged to 

represent an estimate of employees perceptions on perceived risk at work (m = 3.33; SD = 

0.914). This suggests that employees are at some risk (a mean of 3 on the likert scale 

represents 'some risk') of lost productivity and/or safety problems in their work setting. 

There was a statistically significantly difference between the perception of risk by abstainers 

and the perceptions around risk by drinkers. Participants that drink were more likely to 

perceive their work as more risky than those who largely abstain from drinking (see table 23 

below). No divisional differences were reported (table 23). 
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Table 23: Divisional and drinking status differences In perceptions of work-related risk 

Group M so Median z p Adjusted for 
dustering 

F-value 
F p 

Perceived work-related Abstainers 2.99 0.803 3.00 0.006 8.97 0.003 
risks -2.768 

Drinkers 3.41 0.927 3.33 

Perceived work-related MF 3.29 0.880 3.33 -1.014 0.311 062 0.430 
risks 

MP 3.36 0.938 3.33 

5.4.7. RISK FACTORS FOR PROBLEMATIC ALCOHOL USE: INDIVIDUAL STRESS, GROUP 

STRESS, JOB SATISFACTION, RISKS AT WORK, A alMATE FAVOURABLE TO 

DRINKING AND LEVELS OF GROUP COHESION 

To examine the psycho-social correlates of problematic alcohol use, a regression {poisson) 

analysis was conducted adding only variables that literature suggests predicts problematic 

drinking. As a result individual stress, group stress, a climate favourable to drinking, job 

satisfaction, risks at work and levels of group cohesion were added into the model. Age and 

divisional differences were added into the model. The results revealed that the overall 

model was statistically significant however only age {demographic variable), drinking 

climate, job satisfaction and risk at work were found to be individually significant correlates 

of days having more than five drinks in past 30 days {see table 24). No collinearity between 

independent variables was found. 
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Table 24: Relationship of psycho-social and climate variables to problematic alcohol use (n=325). 

Independent Variables Estimate SE t-Value p-value 

Division 0.099 0.253 0.39 0.698 
Age 0.012 0.006 2.00 0.047 
Individual Stress 0.050 0.050 1.00 0.320 
Group Stress -0.031 0.062 -0.49 0.622 
Group Cohesion -0.164 0.062 -2.65 0.009 
Drinking Climate 0.187 0.045 4.19 <.0001 
Job Satisfaction 0.216 0.049 4.44 <.0001 
Risk at work -0.157 0.042 -3.73 <.0001 

Dependent variable: (>5 drinks) 

S.S. PRIMARY SUBSTANCE OF ABUSE: DRUGS 

Employees were asked to indicate whether they used any drugs in the past 12 months. The 

majority (86.5%} of employees indicated that they have never used drugs. Only nine 

employees indicated cannabis abuse and one indicated methamphetamine abuse. Almost 

10 per cent of employees did, however, indicate the use of over-the-counter medications 

(n=31) which includes medications such as Dispirin, Panado, Adcodol and Stilpain for 

purposes other than intended. Of those using some form of substance (n=43}, other than 

alcohol, the 46.2% indicated frequency of use as once per week or less. Whilst the majority 

(n=43} of those reporting substance abuse indicated that they never use right before or at 

work, 17.1% did indicate that they would use their primary drug right before work or at 

work on a weekly basis. 

5.6. CO-WORKER SUBSTANCE ABUSE 

Employees who participated in the survey were asked to answer specific questions which 

relate to the drinking and drug abuse behaviours of co-workers. Employee participants were 

asked to indicate whether they have ever suspected a fellow co-worker of being under the 

influence of alcohol or other drugs at work. Almost half of employees (47.6%; n=152} 

reported that have suspected a co-worker of alcohol or drug abuse. 
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5.6.1. CO-WORKER DRINKING AND DRUG USE 

Figure 6 below displays employee perceptions around co-worker drinking and drug abuse. 

Employees were asked how often in the past 6 months a co-worker drank alcohol either 

while at work or just before work. Twenty-seven per cent (n=86} of employees indicated 

that in the past 6 months they believed there was a co-worker who drank at or before work. 

A further 42.6% of employees indicated seeing a co-worker drunk or under the influence at 

work in the past six months. Forty-three per cent of employees reported having smelled 

alcohol on the breath of a co-worker in the past 6 months. 

In relation to using illegal drugs, 16.3% of employees indicated that there were co-workers 

using drugs either before or during work in the last 6 months. Six per cent indicated that 

they knew of a co-worker who gave drugs to other colleagues in the past 6 months. 

Figure 8 also depicts responses by division. Compared to MP participants, MF participants 

were significantly more likely to have witnessed a co-worker use drugs at work or right 

before work (25% versus 16%) (x2 = 11.697; (2), p = 0.003). However when adjusting for 

clustering through regression analysis, significance fell away (F = 2.81, p = 0.095). MF 

officials were more likely than MP employees to have witnessed a co-worker working under 

the influence (48% versus 38.8%) although this finding was not significant (x2=3.694; (2) p = 

0.158), nor significant when adjusting for clustering (F = 1.30, p = 0.256). MF employees 

were also significantly more likely to be sold drugs by their colleagues when compared to 

their MP counterparts (10.7% vs 3.7%) (x2 = 8.458, p = 0.015). When adjusting for clustering 

the result was borderline (F = 3.85, p = 0.051). 
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Co-worker use at Working UTI Smelled alcohol Use drugs pre or Sold drugs t o 

work/before during work others 

work 

Figure 8: Employee perceptions around co-worker drinking and drug use (n=325) 

5.6.2. EMPLOYEE RESPONSES TO CO-WORKER DRINKING 

■ Combined 

MF 

The variable, 'emp loyee response to co-worker drinking', aimed to gauge employee 

responses to a co-worker who they thought was using alcohol or other drugs at work, or an 

employee who comes to work under the influence. Figure 9 summarises partic ipant 

employee responses to a co-worker who they thought was drinking. The majority of 

employees (63.2%) repo rted they would discuss the troubled co-worker w ith a fe llow 

worker, with 42.4% of employees indicating ignoring the situation as a response. A further 

53 .1% of employees ind icated that they talked with the troubled co-worker. There were no 

significant differences between MP and MF on any of the employee response variables 

(p>0.05}. Fu rthermore there were no significant divisional differences when adjust ing for 

clustering (p>0.05). 
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* Th e responses w ere not mutually exclus ive 
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Drinking Com bined 

r; MF 

iil MP 

Figure 9: Of those you thought had an AOD problem -what did you do about the situation (n = 325)*? 

5.6.3. NORM OF TOLERANCE AND RESPONSIVENESS 

Co -worker enabl ing included four items and asked how likely a co-worker would ignore and 

cover for a fel low employee with a drinking or dru g problem. The scale score {1-5) had a 

mean of 2.59 (SD= 0.734; Median = 2.67) . Factor analysis confirmed a single factor solution 

for this scale, Ka iser-Meyer-Olkin Measure of Sampl ing Adequacy (0.513) and Bartlett 's Test 

of Sphericity (x2 = 185.249, p = <0.000). A re liability score of 0.58 was attained using 

Cronbach's alpha. 

However single item analysis found that employees are less equal ly like ly {53 .3%) to ignore 

drinking problem by a co-worker but more likely to cover up for a co-worker (56.7%). There 

were no sign ificant differe nces in how absta ine rs and drinkers tolerate and respond to 

co lleagues with a substance abuse problem (see tab le 25 below) . There were also no 

significant differences between MP and MF employees in respect of tolerance and 

responsiveness to an emp loyee with a substance abuse problem (see t able 26) . 
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Table 25: Differences in the norm of tolerance and responsiveness between drinkers and abstainers 

Abstainers vs N Mean Std. Median z p Adjusted for 

drinkers Deviation clustering 

F-value 

F p 

Abstainers 34 2.59 0.821 2.67 
Norm of tolerance and 

Drinkers 113 2.62 0.720 2.67 -0.580 0.562 0.04 0.832 
responsiveness 

Table 26: Divisional differences on the norm of tolerance and responsiveness 

MF vs MP N Mean Std. Media z p Adjusted for 

Deviation n clustering 

F-value 

F p 

Norm of tolerance and MF 126 2.64 0.685 2.67 
-0.572 

responsiveness MP 191 2.56 0.765 2.67 0.567 0.93 0.335 

5.6.4. CONSEQUENCES OF CO-WORKER DRINKING OR DRUG ABUSE 

The scale 'consequences of co-worker drinking or drug abuse' comprised a 5-item scale. A 

reliability score measured with cronbach alpha found a score of a = .924. The Kaiser-Meyer­

Olkin measure of sampling adequacy was 0.879, and Bartlett's test of sphericity was 

significant (x2 = 1385.858, p <0.05). The mean for this sample is m = 2.05; SD = 0.973. 

There were no differences in responses from those participants that consume alcohol and 

those that do not on this item (see table 27 below). There were also no differences amongst 

employees within the MF and MP divisions (see table 28). 
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Table 27: Differences in the perceptions on consequences of AOD use between drinkers and abstainers 

Abstainers vs N Mean Std. ~ian z p Adjusted for 
Drinkers Deviation clustering 

F-value 
F p 

Consequences of co- Abstainer 52 1.8910 0.872 2.00 
worker substance -1.087 0.277 1.51 0.221 

abuse 
Drinkers 198 2.0746 0.980 2.00 

Table 28: Differences in the average perceptions on consequences of AOD use between MF and MP 
employees 

MfvsMP N Mean Std. Median z p Adjusted for 

Deviation 
clustering 

F-value 
F p 

tonsequences of co- Fire 126 2.0677 0.952 2.00 

worker substance 2.00 -0.170 0.865 0.30 0.874 
Police 191 2.0499 0.989 

abuse 

5.6.5. STIGMA PERCEPTIONS 

Stigma was assessed by five items asking participants if they thought co-workers would 

think negatively of an employee having a drinking problem or getting help. Reliability testing 

produced a cronbach alpha score of a= .76 (m = 3.03; SD= 1.005; median= 3.00) for this 

scale. The Kaiser-Meyer-Olkin Measure of Sampling Adequacy yielded a result of (0.764) and 

Bartlett's Test of Sphericity (x2 = 535.573, p = <0.000). In summary, participants indicated 

that they neither agreed nor disagreed with the perception that substance abusers were 

stigmatised (scale mean of 3.2; SD= 1.005). 

Figure 10 outlines differences in perception of stigma between employee participants from 

the MF division and those from the MP division. From the figure below there are no major 

differences between the two divisions in terms of perceptions of stigma. No statistical 

significant differences were reported (table 29). 
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In addi t ion, there w ere no significant di ffe rences in the perceptions of drinkers and 

abstainers on percepti ons of stigma (p >0.05) (see table 30 below) . 
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received 

Co-workers quick Access ing EAP for 

to pass judgement help is negat ively 

Figure 10: Mean Stigma Perce ptions 

Table 29: Divisional differences on stigma perceptions 

Median z 

Division N Mean Std. Deviation 

Stigma Perceptions M F 124 2.96 0.955 3.00 -1. 236 

MP 192 3.08 1.035 3.00 

Table 30: Differences between abst ainers on stigma percept ions 

~bstainers N Mean Std. Deviation Median z 
vs Drinkers 

Stigma Abst ainers 51 3.0098 0.99745 3.25 0. 196 
Perceptions Drin kers 199 3.0783 1.00419 3.00 

■ Com bined 

!A M P 

p Adjusted for 

clustering 

F-value 

F p 

0.217 0. 17 0.677 

p Adjusted for 

clustering 

F-value 

F p 

K) .845 1.25 0.264 
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5.6.6. FORMAL SANCTIONS 

Formal sanctions believed to be re lated to being under the influence at work, or using 

su bstances at work were assessed using a 5 item sca le. Rel iabi lity as measured by 

cron bach' s al pha was a = 0.854. Factor analysis furth er confirmed a single factor solution fo r 

thi s measu re report ing a Kaiser-Meyer-Olkin measu re of samp ling adequacy of 0.807, and 

Bartlett's test of sphericity was significant at {x2 =662 .155, p < 0.05). For th is sample the 

mean was recorded as m=3.41 {SD=0.8953). The average score is equ ivalent to a written 

warning for substance abuse related offenses. However when consideri ng sanctions for 

specific items on the scale, it becomes clea r that for actions such as possession of a lcohol or 

drugs (m = 4.15; SD= 1.071; median = 4) or being under the influence at wo rk (m = 3.45; SD 

= 1.129; median =4.00} the main sanction is suspension of the emp loyee. There was a 

significant difference between MF and MP employees (see table 31). MP emp loyees, on 

average, reported stronger sanctions for substance-related offenses than the ir MF 

counterpa rts. There were no significant differences found between drinke rs and abstai ners 

on formal sanct ion perceptions (see table 32 below). 

Table 31: Divisional differences on formal sanctions 

z p Adjusted for 

clustering 

F-value 

F p 

Division N Mean Std. Deviation Median 

Formal Sanctions MF 124 3.2024 0.933 3.20 3.254 0.001 11.82 <0.001 

MP 193 3.5570 0.843 3.60 

Table 32: Differences between abstainers on stigma perceptions 

Abstainers vs N Mean Std. Deviation Median z p Adjusted for 

Drinkers clustering 
F-value 

F p 

Formal Sanctions Absta iner 53 3.3377 0.790 3.40 0.528 K) .598 0.16 0.690 

Drinkers 197 3.3706 0.907 3.40 
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5.7. ABSENTEEISM, PRESENTEEISM AND ALCOHOL USE 

5.7.1. EMPLOYEE ABSENTEEISM 

Absenteeism is scored in terms of hours lost per month . Absolute absenteeism is calculated 

by multiplying the number of hou rs participants re ported they are expected to work in a 7 

day period by four and subtracting the total from hours participants worked altogether in a 

month (4 x (hours does your employer expect you to work) - (hours altogether did you work 

in the past 4 weeks (28 days). High scores indicate high amounts of absenteeism and lower 

bound scores (-) indicate working more than expected (see figure 11). For our sample, the 

average emp loyee was abse nt 27.29 (SD= 77.341) hours in the pa st 28 days which amounts 

to approximately 3 and a half days that employees are on average absent from work. The 

study found that MP employees were significantly more li kely to be absent when compared 

to the ir MF counterparts. However when adjusting for clustering, significance fell away (see 

table 33) . There were no significant differences between abstainers and drinkers and 

absenteeism (table 34). 
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Figure 11: Distribution of number of hours worked. 
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Table 33: Divisional differences on absenteeism 

Adjusted for 

Std. Median z p 
clustering 

F-value 
DIVISION N Mean Deviation F p 

~nteesim MF ~9 ~2.17 93.48 P.oo 

MP ~39 86.16 66.94 ~4.00 3.565 0.000 2.95 0.087 

Table 34: Drinking status and absenteeism 

Adjusted for 

Std. Median z p 
clustering 

F-value 
Group N Mean Deviation F p 

Absenteesim Abstainers 49 27.14 as.034 12.00 

-0.200 P.842 <0.01 0.983 
Drinkers 179 ~6.70 74.392 9.00 

5.7.2. PRESENTEEISM 

Presenteeism is conceptualised as a measurement of self-reported performance in relation 

to possible performance. The measurement for presenteeism makes use of simple scoring 

which is the scoring currently used in the absence of objective benchmark data. This form of 

scoring assumes that responses on the 0-10 response scales {in questions 89-811, see 

Addendum E) indicate per cent of performance. With this assumption made, presenteeism 

has a lower bound of zero which indicates a total lack of performance and upper bound of 

100 which indicates high levels of performance. On the absolute presenteeism scale, the 

two divisions received a mean score of {m= 77.27; S0=17.187, median = 80.00). This 

assumes a presenteeism score of 77%. There were no significant divisional differences 

reported or differences between drinkers and abstainers (see table 35 and 36). 
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Table 35: Divisional differences on presenteeism 

Adjusted for 
Median z p dustering 

Std. F-value 

DIVISION N Mean Deviation F p 

Presenteeism MF 116 79.3 15.4 80.0 -1.408 0.159 1.25 0.265 
MP 195 76.0 18.0 80.0 

Table 36: Drinking status and presenteeism 

Adjusted for 
Median z p dustering 

Std. F-value 
Group N Mean Deviation F p 

Presenteeism ~bstainers 54 27.1 95.0 12.0 -0.455 0.649 0.04 0.832 

Drinkers 202 26.7 74.3 9.0 

Absenteeism, presenteeism and past 30 day use of alcohol (>5 drinks) 

To examine whether problematic alcohol abuse is a determinant of absenteeism, a 

regression analysis was conducted entering days having more than S drinks in past 30 days, 

hangovers and CAGE into the model. The results revealed that days in past 30 days having> 

S drinks and hangovers were found to be a statistically significant (see table 37 below). 

Table 37: Predictors of absenteeism. 

Independent Variables Estimate SE t-Value p-value 

Division -22.62 16.92 -1.34 0.1830 

Age 0.20 0.75 0.27 0.790 
CAGE 1.36 5.37 0.25 0.800 
Days in past 30 days having> 5 drinks -1.71 0.78 -2.16 0.031 
Going to work with a hangover 14.99 7.39 2.03 0.044 
Dependent variable: Absenteeism 

The same regression model using the same predictor variables used for absenteeism was 

applied on presenteeism. Although the estimates are small, the results suggest that days in 

past 30 days having > S drinks are a statistically significant determinant, although this is not 

in the predicted direction (see table 38). 
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Table 38: Predictors of presenteeslm 

Independent Variables Estimate SE t-Value p-value 

Division 0.02 0.032 0.83 0.406 

Age 0.0004 0.001 0.38 0.706 

CAGE 0.0022 0.009 0.25 0.805 

Days in past 30 days having> 5 drinks -0.0036 0.001 -2.55 0.011 
Going to work with a hangover -0.0031 0.012 -0.26 0.796 

5.8. WORKPLACE SUBSTANCE ABUSE POLICY 

5.8.1. KNOWLEDGE OF A WORK PLACE SUBSTANCE ABUSE POLICY 

The majority of employees know of the existence of a substance abuse policy (77.3%) within 

the broader organisation, with a small proportion still indicating some uncertainty about its 

existence (22.7%). When asked to comment on their knowledge on the content of the 

policy, more than half of employees indicated having 'a little knowledge' (58.8%) on the 

content of the policy, with close to 18% indicating no knowledge. A small proportion of 

employees (12. 7%) indicated substantial knowledge on the organisations substance abuse 

policy. 

5.8.2. EMPLOYEE FREEDOM TO TELL SUPERVISOR OF A SUBSTANCE ABUSE PROBLEM 
WITHOUT FEARING REPRISAL 

Employees were asked about perceived freedom to tell a supervisor if they had a substance 

abuse problem. There was an even response, with 48.3% responding 'no' they would not 

talk to a supervisor about a substance-related problem and 51. 7% responding 'yes', they 

would be comfortable. 

5.8.3. GmtNG HELP 

Almost sixty per cent of employees reported that they know where to get help for an 

alcohol or drug-related problem. 
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5.8.4. AmTUDES TOWARD POLICY IN RELATION TO FAIRNESS AND EFFECTIVENESS 

Attitudes toward the organisational substance abuse policy were measured along a 5-point 

scale. Factor analysis confirmed a single factor solution (Kaiser-Meyer-Olkin Measure of 

Sampling Adequacy (0.705) and Bartlett's Test of Sphericity (x2 = 358. 707, p = < 0.000) at a 

significance level of p = 0.000. Reliability score using Cronbach's alpha score was a= 0.761. 

The 5 items were averaged for each employee to represent an estimate of their attitudes 

toward policy (m = 3.56; SD = 0.927; median = 3.50). Participants in the study, on average 

agreed that the substance abuse policy within their workplace was fair and effective. 

There were also no statistically significant differences in perceptions of policy between 

abstainers and drinkers (see table 39). Statistically significant differences were however 

found between MP and MFs, with employees in the MF division having a more positive 

attitude towards policies when compared to MP employees (see table 40 below). 

Table 39: Differences in attitude towards policy for drinkers and abstainers 

!Abstainers vs N Mean Std. Deviation Median z p ~justed for 
Drinkers ~lustering 

f-value 
F 

Policy Attitudes Abstainers 49 13.48 0.790 3.50 

p 

-0.439 0.661 0.24 0.624 
Drinkers 185 3.57 0.963 3.67 

Table 40: Divisional differences in attitude towards policy 

Division N Mean Std. Deviation Median z p ~justed for 
~lustering 
f-value 

F p 
Policy Attitudes MF 117 13.72 ~.809 13.67 

MP 172 13.45 ~.988 13.50 
-2.448 0.014 4.30 0.039 

130 



5.9. EMPLOYEE ASSISTANCE PROGRAMME UTILISATION 

5.9.1. KNOWLEDGE OF EXISTENCE OF AN EMPLOYEE ASSISTANCE PROGRAMMES 

Although the majority of employees surveyed knew of the existence of the EAP service 

(89.9%), 36.8% indicated that they would not utilise EAP services. However when 

questioned on whether they would recommend the EAP to a co-worker who needs help 

72.9% indicated that they would. 

Less than a third of employees reported ever using EAP for personal or work problems, with 

27.4% of these employees indicating that they were dissatisfied with the treatment received 

from the EAP. A further 23.3% indicated that they were neither satisfied nor dissatisfied 

with the treatment received (23.3%) and less than a quarter (23. 7%) was satisfied with the 

help received. Twenty five per cent of employees preferred to not answer the question. 

There were no significant differences in willingness to use EAP for abstainers or users of 

alcohol (F = 1.72, p = 0.192). There were no statistically significant differences between MF 

and MP employees (x2 = 2.460, p = 0.117), and on adjusting for clustering no significance 

reported (F = 2.11, p = 0.148). 

Employees also reported that they have never encouraged a co-worker to seek assistance 

from EAP for either a non-work-related problem (79.1%) or a work-related problem (84.3%). 

Employees were asked to indicate whether they themselves have ever been encouraged by 

someone else to call the EAP for a work-related problem. Only 10% indicated that they had 

been encouraged to call EAP whilst 15% reported that a supervisor had encouraged them to 

call the EAP. 

When asked what the likelihood of a manager finding out about EAP use was, (43.5%) 

reported that it was 'very likely'. When asked what the likelihood of discipline for calling or 

using EAP was, answers were distributed between likely (38%) and unlikely (37%), with 

24.8% of employees being undecided. Employees however indicated a confidence that the 
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EAP would be able to help them solve their substance abuse problems (40.1%), with a 

further (40.5%) recorded as undecided. 

5.10. SUBSTANCE-RELATED CONSEQUENCES 

Of those employees who use alcohol almost a third indicated that they experienced some 

form of consequence related to the abuse of substances. The table below displays the 

number of employees (n = 193) who have experienced consequences because of substance 

abuse. Twenty-four employees have been arrested for substance abuse, whilst 59 

employees have experienced family-related problems. Substance abuse had resulted in 

some form of injury for 24 employees (see table 41). 

Table 41: Consequences related to substance abuse. 

Consequence Combined MF MP 
Variable 

n "of n " n " the 
total 

Traffic Fine 14 4.7 8 2.7 6 2.0 
Arrested 28 9.4 13 4.4 15 5.1 
Financial problems 59 19.9 24 8.1 35 11.8 

Trouble at work 31 10.5 11 3.7 20 6.8 

Work quality 37 1.6 17 5.8 20 6.8 
Family problems 70 23.6 24 8.1 46 15.5 
Passed out 43 14.5 24 8.1 19 6.4 
Injury 24 8.1 9 3.0 15 5.1 

Although MF employees were more likely to have had traffic fines (n=S) and suffered 

blackouts (m=-24) than MP officials, MP officials were more likely to have had family (n=46 

vs n=24) and financial problems (n=35 vs n=24) related to substance abuse. There were 

however no statistical differences between MP and M~ employees on any of the 

consequence variables (p >0.05). A composite score for the consequence variable was 

computed and adjusted to take clustering into account. The differences between MF and 

MP employees were not significant (F 0.05, p = 0.832). On the contrary, drinkers on average 
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experienced more substance-related consequences when compared to abstainers (see table 

42 below). 

Table 42: Differences in substance-related consequences between abstainers and drinkers 

Abstainers vs N Mean Std. Deviation Median Adjusted for 
Drinkers ~ustering 

F-value 
F p 

Consequences Abstainers 45 0.40 1.21 0.00 
19.69 <0.0001 

Drinkers 193 1.31 1.92 0.00 

5.11. SUBSTANCE-RELATED KNOWLEDGE 

Participants were asked to respond to a set of questions which aims to test employee 

knowledge on substance abuse. Participants were asked to respond 'No' or 'Yes' or 'I don't 

know' to a set of 12 questions described in section 2.3.4 of chapter 2. Participants who 

answered 'I don't know' were coded as missing numbers. Of those that answered yes/no 

(n=96), the mean average response was (m= 9.1), suggesting a score of 9 out 12 with 12 

indicating some knowledge on substance abuse (Table 43). Twenty-two per cent of 

employees scored below 10 in respect of knowledge related to substance abuse. There were 

no differences between MF and MP employees on substance abuse knowledge (F = 0.22, p = 

0.641). On the contrary the more employees identified as drinkers the less their knowledge 

on substance abuse was likely to be, this finding was statistically significant (F = 8.61, p = 

0.003). 
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Table 43: Substance Abuse Knowledge 

Knowledge Scale (1-12) n % 

5 1 1.0 

7 8 8.3 

8 19 19.8 

9 22 22.9 

10 37 38.5 

11 9 9.4 

12 0 0 

Total 96 100.0 

Missing 
229 

System 

Total 325 
* missing cases= 229: 41 system missing cases and 188 'I don't know' 

5.12. SUBSTANCE-RELATED HIV RISKS 

Figure 12 below reflects the outcomes to seven substance-related HIV risk questions taken 

out of a 25 question questionnaire developed by Rawson et al (2002). The seven questions 

explore sexual risk behaviour when under the influence of a substance. Of those employees 

who engage in alcohol or drug abuse, 10.8% indicated that their sexual drive increased with 

the use of their main substance of abuse. A further ten percent were likely to have sex with 

someone other than their main partner, and 8.6% indicated having sex with multiple 

partners when under the influence of substances. 

12 -r---i0::8--------...n-.:-------i0::8--------

10 

8 

6 

4 

2 

0 
Sexual Improved Enhanced Obsession Sex other Less likely Multiple 
Drive sexual Per pleasure with sex than main to use partners 

increases 
withAOD 

partner condom 

Figure 12: Sexual risk behaviours when under the Influences of substances (n=325). 

■ Yes 
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Although the majority of participants indicated no sexual risk behaviour when under the 

influence of addictive substances, a third of employees engaged in risky sexual practices. At 

least a quarter of employees who completed the survey indicated that they engaged in 

more than one or multiple sexual risk behaviours (Table 44). 

Table 44: Divisional differences in degree of risk (n=325) 

Degrees of Risk 

0 
1 
2 
3 
4 
5 
6 
7 
TOTAL 
*missing cases (79) 
**missing cases (37) 
••• missing cases (42) 

Combined 
n " 171 69.5 
29 11.8 
14 5.7 
14 5.7 
9 3.7 
5 2.0 
2 .8 
2 .8 

246* 100 

n 
62 
15 
4 
5 
4 
1 
-
-

91** 

MF MP 

" n " 68.1 109 70.3 
16.5 14 9.0 
4.4 10 6.5 
5.5 9 5.8 
4.4 5 3.2 
1.1 4 2.6 
- 2 1.3 
- 2 1.3 

100 155*** 100 

A mann-whitney test found no significant differences in degree of risk between MF and MP 

employees when under the influence of substances (see table 45). No significance was 

reported when adjusting for clustering (see table 45}. On the contrary, there was a 

significant difference in the degree of risk for drinkers and abstainers. Drinkers were 

significantly more likely to encounter risks related to HIV when compared to their non-using 

counterparts (see table 46). 
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Table 45: Divisional differences and degree of substance - related HIV risk 

DIVISION N Mean SD Median z p Adjusted for 
clustering 

F-value 
F p 

MF 91 0.64 1.186 
0.00 

Degree of risks 
-0.016 0.987 1.03 0.311 

0.00 
MP 155 0.81 1.572 

Table 46: Abstainers and drinkers and degree of substance - related HIV risk 

Abstainers N Mean Std. Median z p Adjusted for 
vs Drinkers Oeviatior, clustering 

F-value 
F p 

Degree of risks Abstainers 35 0.08 0.37 0.00 
- 0.000 17.62 <0.0001 

Drinkers 167 1.05 1.64 0.00 
3.947 

5.13. INTERPRETATION OF BASELINE RESULTS 

The purpose of phase one of this research study was to begin to describe the nature and 

extent of substance abuse and substance-related HIV risk behaviours among employees 

working in safety-sensitive jobs within two divisions (MF and MP) of a local municipality in 

the Western Cape. Discussions of the results emanating from the baseline study will be 

organised around the key objectives the study sought to answer and will be supported with 

relevant literature. 

Alcohol is the more commonly substance abused by persons in this sample. Of the sample 

(n=325) surveyed, more than three quarters indicated any use of alcohol (78.9%), with only 

a small proportion (n = 43) of employees reporting drug abuse. This is hardly surprising 

considering that a recent review of harmful drinking patterns and level of consumption in 20 

African countries, ranked South Africa fourth highest in terms of the proportion of heavy 
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drinkers as a percentage of current drinkers (Clausen et al., 2009). Although studies 

document high prevalence rates for South Africa as a whole, the Western cape Province is 

particularly burdened by substance abuse problems (Burnhams, Dada, & Myers, 2012). 

Additionally, findings from the first South African Stress and Health Study, a nationally 

representative study, found that the Western Cape had a significantly higher lifetime 

prevalence rate for substance abuse (18.5%) than the national average (13.3%) (Herman et 

al., 2009). Similarly, high lifetime prevalence of alcohol use was also reported in the South 

African Demographic and Health Survey of 2003 _(Department of Health and the Medical 

Research Council of South Africa, 2003). This finding is further supported by findings from a 

review of research in the Western Cape that concluded that alcohol is the primary 

substance of abuse in the Western Cape (Harker et al., 2008). Table 47 at the end of this 

chapter provides an overview of relevant studies focusing on alcohol and drug abuse in 

South Africa, but more specifically in the Western Cape. 

Additional findings emerging from this study related to the extent of binge drinking among 

employee participants. Binge drinking is often defined as having more than 5 drinks on one 

day in the last 30 days (Deitz et al., 2005). Findings suggest that more than half of the 

participants who consumed alcohol engaged in binge drinking (70%). This finding speaks to 

the assertion made by Parry et al (2005) that many drinkers in South Africa drink at 

problematic levels particularly binge drinking over weekends (Parry, Pluddemann, Steyn, 

Bradshaw, & Laubscher, 2005). Studies conducted by colleagues in Russia suggest that binge 

drinking not only results in an increased risk of death from accidents and injury, violence, 

and other causes directly related to alcohol, but also from non-communicable diseases such 

as cardiovascular disease (Malyutina et al., 2002). Alcohol abuse has been linked causally to 

cancer and cardiovascular disease (Parry et al., 2011). 

In trying to further unpack the extent of problematic alcohol abuse, the study used the 

CAGE questionnaire test to determine severity of use. Our findings suggested that of those 

employees who indicated use of alcohol, close to a quarter had a positive CAGE score 

greater than the cut-off ~2, suggesting hazardous drinking patterns. Interestingly this does 

not fit with employee versions of whether they had a problem with alcohol, since 6.5% 

reported that they thought they had a problem and 6.5% suggesting that they may have a 
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problem. Nevertheless, the CAGE scores in this study is slightly less than the provincial 

average reported in the South Africa Demographic and Health Survey (SADHS}, were 31% of 

men and 9.6% of females scored above the cut-off level on the CAGE Questionnaire 

(Department of Health and the Medical Research Council of South Africa, 2003). This data is 

significant considering that problematic use of alcohol has significant impacts on work 

performance, which would include job-related injuries, job withdrawal and even certain 

antagonistic work behaviours (Ames & Delaney, 1992; Roman & Blum, 2002). Our findings 

support this assertion in that almost a third of those that abused alcohol had experienced 

some form of negative consequence, such as having been arrested, poor workmanship 

and/or injury. 

In attempting to understand problematic use of alcohol within this select population, it is 

perhaps important to factor in the occupations of the sample studied and whether it places 

employees more at risk for developing substance-related problems. It has been found that 

certain occupations such as safety-related occupations have reportedly higher substance 

abuse during or before work when compared to other non-safety related occupations. This 

suggests that employees employed in physically hazardous positions are more likely to have 

problems associated with substances when compared to persons who hold jobs that are less 

physically risky (Lehman & Bennett, 2002a}. The evidence for this is substantial (European 

Alcohol and Health Forum, 2011; Mccann et al., 2011). The divisions in this study are 

characterised as safety-sensitive or physically risky occupations, with literature reporting 

high levels substance abuse in these occupations (Bacharach, Bamberger, & Doveh, 2008; 

Madu & Poodhun, 2006; Violanti, Marshall, & Howe, 1983}. 

Results from this study further indicated that a small percentage (less than 10 percent} of 

employees admitted to using alcohol during their lunch break at work. In a large scale 

survey of persons employed with the railway services in the USA, a significant proportion 

(ranging from 6%-24%) of respondents reported drinking at least once whilst at work (Ames, 

Grube, & Moore, 1997). In a separate study of military personnel close to 10.1% reported 

drinking just before or during work (Bray, Marsden, Rachal, & Peterson, 1990). This suggests 

that use of alcohol during work is not unique to this study but appears to be a global 

problem in stressful workplaces. This is extremely worrying as it significantly increases the 
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risk of work-related injuries and poor judgement especially in the context of this sample 

(Lehman & Bennett, 2002b}. Drinking at work also highlights a serious disregard for policies 

regulating the use of alcohol and drugs within the workplace, since employees within an 

organisation should be aware of rules stipulated in the policy guidelines and the sanctions 

involved. 

This discussion is also relevant to the finding that a third of employees indicated going to 

work with a hangover. Employees engaging in drinking when away from their work are very 

likely to experience a variety of adverse consequences and problems such as hangovers 

which affects performance and employee cognitive and motor functions which are risks for 

bad judgement and other interpersonal conflicts and injuries (Ames et al., 1997; Mccann et 

al., 2011; Roman & Blum, 2002). For example, a study of hangover effects on pilots found 

that pilots in a flight simulator who had a blood alcohol count of 0.10 per 100 ml blood the 

night before, had significantly poorer responses on handling the aircraft (Ames et al., 1997). 

Working in a hangover state further slows reaction time, impairs the lateral field of vision 

severely, and reduces cognitive processing of information and eye-hand coordination 

(Mccann et al., 2011). Albertyn and Mccann argue that in occupations such as airline pilots, 

crop sprayers, fire-fighter bombers or policemen; a delay in flicking of a switch, engaging 

landing gear or pulling a trigger could accidently result in a major disaster (Albertyn & 

Mccann, 1992). Additionally work-related drinking and hangovers also impact on worker 

productivity and quality of working life. For instance, Ames and colleagues suggest that such 

workers are more likely to get into disputes at work, with family or fall asleep on the job 

(Ames et al., 1997). 

Drinking also increased the likelihood of calling in sick for work the next day. This finding 

was particularly significant for employees in the MP division. A time-series study in Norway 

found that a one litre increase in the total alcohol consumption was associated with a 13% 

increase in sickness absence (Norstrom & Moan, 2009). Similar studies have also found a 

reasonable relationship between alcohol use and absenteeism (McCann et al., 2011; 

Mcfarlin & Fals-Stewart, 2002; Vahtera, Poikolainen, Kivimaki, Ala-Mursula, & Pentti, 2002). 

In this study, alcohol abuse more particularly binge drinking and a hangover were found to 

predict absenteeism, although this was not in the predicted direction. This finding does not 
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support research which has repeatedly shown that absenteeism is related to problematic 

alcohol use within the workplace (Foster & Vaughan, 2005), but can imply that at the time 

of this study, there may have been other factors that represent stronger predictors of 

absenteeism. Low response rates may also be a contributor. Although there were no 

statistical significance in relation to divisional difference and absenteeism, MF employees 

were less likely to be absent when compared to MP employees. The absence of a significant 

association in this study between having more than five drinks and MF employees could be 

associated for instance with the shift cycles worked by MF employees. These shift cycles 

may be a contributor to lowered absenteeism statistics for MF employees. For instance 

employees within the MF division work a 24 hour shift in the following order: one day on; 

one day off; one day on; two days off; I day on; 4 days off; 1 day on; two days off, and back 

to the start. Employees may have four days off before they begin a new cycle which might 

reduce stress, facilitate psycho-biosocial adjustment, which could explain the lack of an 

association. In addition, MF stations are geographically spread across the city, with some 

areas classified as 'quieter areas' in respect of frequencies of emergencies, and therefore 

there may also be more time available to recover from a hangover. 

In respect of presenteeism, and when combining the results for the two divisions, this study 

found a significant association in problematic alcohol use and presenteeism levels. 

Regression analysis found a relationship between presenteesim and outcome variables such 

days having more than 5 drinks on S days in the last 30 days but not in the anticipated 

direction. This finding may suggest that the way that the presenteeism variables are 

structured (it asks participants to rate how productive they are), may have encouraged a 

biased response, since persons with a substance abuse problem may over report their 

productivity levels. The results could also be influenced by low response to these variables 

since various studies have highlighted the link between problematic alcohol use and 

increased presenteeism (European Alcohol and Health Forum, 2011; Mangione et al., 1999; 

Mccann et al., 2011). Presenteesim has been defined as the act of attending work when 

one is not physically or mentally well and therefore unable to put in a 100% effort. This 

would include getting to work late, leaving early and doing less work than is expected 

(Kessler et al., 2003; Pilette, 2005; Thavorncharoensap et al., 2010). A large scale study 

conducted in Australia confirmed that substance-related disorders increased the risk of 
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presenteeism (European Alcohol and Health Forum, 2011). Despite its prevalence, however, 

presenteeism is difficult to define and very difficult to identify. This lack of clarity regarding 

what does (and does not) constitute presenteeism means that the problem is often 

overlooked or ignored (Mccann et al., 2011). Despite this, consideration should be given to 

on-the-job absenteeism, particularly amongst employees who are on a daily basis exposed 

to safety critical tasks or work that requires precision, as this can have serious detrimental 

effects since decision making abilities and reflexes are adversely affected (Mccann et al., 

2011). 

The study further found that males were significantly more likely than females to drink 

problematically (a CAGE score ~2) or have days in the past 30 days where they had more 

than five drinks. Various studies have alluded to working men being more at risk for alcohol 

use disorders when compared to their female counterparts (Deitz et al., 2005; Mccann et 

al., 2011). Altogether this is not surprising considering that multiple data sources in South 

Africa, such as, the South African Demographic and Health Survey (Parry, Pluddemann, 

Steyn, Bradshaw, & Laubscher, 2005); the South African Community Epidemiology on Drug 

Use (SACENDU) (Pluddemann, Myers, & Parry, 2008 ) and the Substance Abuse Surveillance 

System (Burnhams et al., 2012) for district offices (SASS) all find that men are more likely to 

use substances or present for treatment with substance-related problems (see table 47). 

This suggests that men are increasingly at risk for developing substance-related disorders 

and should be targeted in prevention programmes and early intervention programmes. 

The study also finds a significant association between age and days in past 30 day having 

more than five drinks. Older employees have more days where they have greater than five 

drinks. Length of employment was also significantly associated with days in past 30 day 

having more than five drinks. Employees with longer employment were more likely to have 

greater than 5 drinks in the past 30 days. On the contrary there was no significant 

association between a positive score on the CAGE and age or length of employment. 

Interestingly, these findings suggest that age and length of employment do not predict a 

positive CAGE score. Only having greater than five drinks in the past 30 days would predict a 

positive CAGE score. In a study of police officers researchers found that cirrhosis of the liver 

was elevated across all years of services (Violanti, 2012), and therfroe not dependent on 

patient age. In addition, literature suggest that the development of a substance abuse 
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problem is not solely dependent on age or length of employment but a combination of 

environmental, biological and other psycho-social aspects (Mccann et al., 2011). 

Studies have shown small but significant associations between occupational stress and 

alcohol consumption (Roman & Blum, 2002). This study suggests that employees who drink 

alcohol are more likely to report higher levels of individual stress when compared to their 

non-using counterparts. Literature on this topic however cautions that the association 

between drinking and stress is a complicated one since both drinking behaviour and an 

individual's response to stress are determined by multiple genetic and environmental 

factors (Sadava & Pak, 1993; Volpicelli, 1987}, and not confined to the absence or presence 

of stress as a sole predictor. Alexander et al suggests that a thorough understanding of 

stress within occupational settings requires knowledge of the i) working environment, ii) the 

individual's view of his working environment and iii) the individual's reaction to it 

(Alexander, Walker, Innes, & Irving, 1993). This suggests that circumstances within the 

working environment may be perceived as stressors, but different workers may experience 

different situations as stressful and employ varying coping mechanisms (Alexander et al., 

1993; Harker, 2006). Nonetheless, literature has also consistently shown that alcohol is 

often used to cope with the stressors of life (Bacharach, Bamberger, Sonnenstuhl, & Vashdi, 

2008; Geldenhuys, 2003; Harker, 2006} and that people drink as a means of coping with 

stress (Bacharach, Bamberger, & Doveh, 2008; Geldenhuys, 2003; Pohorecky, 1991). This 

was evident in a study of police officials in Limpopo (Madu & Poodhun, 2006). Pohorecky 

further contends that alcohol consumption is greater when people lack the necessary 

resources to cope, such as, social (group) support or when alcohol is accessible, and when 

the individual believes that alcohol will help to reduce the stress. The findings point to a 

need for comprehensive health promotion initiatives that include evidence-based 

components for stress management and coping with difficult life situations. 

The study further found that low group cohesion, a favourable drinking climate, and group 

stress, high job risk, coupled with low job satisfaction significantly predicted days having 

greater than five drinks. Literature on substance abuse in the workplace has consistently 

linked problematic alcohol use to low group cohesion, a favourable drinking climate, group 

stress and high job risks (Bennett & Lehman, 1998; Bennett et al., 2004; Lehman & Bennett, 
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2002a). For instance, Trice and colleague found that good social (team) support within the 

work context assists in curbing problems related to risky drinking climates (Ames et al., 

2000; Trice & Sonnenstuhl, 1990). Strong group cohesion on the other hand has been found 

to act as a buffer against substance abuse. Lehman and colleagues contend that cohesive 

and task-oriented groups with minimal group stress are less likely to have members with 

substance abuse problems (Bennett & Lehman, 1998). This suggests that the components 

that make up group cohesion, for instance, interpersonal attraction, commitment to the 

task, and group pride (i.e. a feeling of pride in being part of a group) are important in 

buffering substance abuse (Mullen & Cooper, 1994; Rosh, Offermann, & Van Diest, 2012). 

Over the decades literature has largely focussed on the impact of substance abuse on the 

employee, employer and the organisation. The actual impact of substance abuse can also be 

felt by co-workers (Ames & Grube, 1999; Ames et al., 2000; Bennett & Lehman, 1998). One 

of the aims of this study was to explore employee perceptions on co-worker substance 

abuse. In keeping with findings from other studies, this study found that employees were 

more likely to comment on substance abuse amongst their co-workers rather than their 

own patterns of substance abuse. The results from this section of the study may therefore 

be a more accurate proxy for the extent of employee substance abuse in this sample. 

Almost half of participants have suspected a co-worker of having a drink before work or 

during work, come to work under the influence, or smelled liquor on a co-worker's breath. 

This finding is alarming and gives rise to some questions related to why employees tolerate 

substance abuse by co-workers, when substance abuse clearly places fellow workers at risk 

for injury. Early studies by Bennett and Lehman (Bennett & Lehman, 1999a, 1999b) 

hypothesised that the vulnerability to negative consequences of substance abuse will vary 

based on specific social and occupational aspects, for instance the degree of group 

cohesiveness and group drinking climate as well as attitudes to policy (Reynolds & Lehman, 

2003). Employees within cohesive work groups are less likely to report problem drinking and 

have less tolerance for such behaviours than groups where such cohesions are low (Ames et 

al., 2000; Bennett & Lehman, 2001). In the same vein the presence of a supportive drinking 

climate (characterised by drinking together and tolerating drinking problems) could support 

and sustain such patterns. Similarly, a positive attitude to company policy on substance 

abuse can act as a protective factor against co-worker use. In this study the average 
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drinking climate score of 2.95 was marginal, neither indicating a problematic or non­

problematic workplace, although drinking climate scores amongst drinkers were 

significantly higher than those among non-drinkers. Drinking climate also emerged as a 

predictor for problematic alcohol use. Invariably it is important to consider employee 

substance abuse in relation to co-worker responses to such use. It is clear from the sample 

studied and participant answers to single item questions that employees are more likely to 

engage in behaviours that tolerate rather than respond appropriately to co-worker 

substance abuse (Reynolds & Lehman, 2003}. For instance, 53.3% indicated that they will 

ignore a drinking problem, and 56. 7% indicated that they would cover up for an employee 

with a drinking problem. Bennett and colleagues refer to this as the norm of tolerance to co­

worker substance abuse and recommended the implementation of prevention programmes 

that addresses such problematic behaviours (Bennett & Lehman, 2003; Bennett, Reynolds, 

& Lehman, 2003). 

Factors within the working environment, for instance exposure to the improper handling of 

machinery or unsafe working conditions are also contributing factors to substance abuse. In 

our study sample, a significant proportion of those employees who self-identified as 

drinkers indicated that their jobs placed them at risk of certain harms. In addition high job 

risk emerged as a predictor of days having greater than 5 drinks. This is important since 

literature suggests that there may be factors endemic to a particular workplace or 

occupation that predisposes employees to substance abuse. For example, in some low and 

middle income countries, workers have turned to the use of amphetamine type stimulants 

to cope with extremely long working hours in factories and call centres (CALSAM, UNODC, & 

ROSA, 2010). In Northern Thailand and Uganda, the social context of factory work has led to 

workers engaging in risky behaviours like substance abuse and unprotected sex (Buregyeya, 

Bazeyo, Moen, Michelo, & Fylkesnes, 2008; Theobald, 2002). This suggests that there are 

various risk and protective factors which influence employee vulnerability to substance 

abuse. In the case of this study, employees face many multiple risks and are exposed to 

trauma on regular basis. Exposure to trauma has been cited as a contributing factor to high 

levels of substance abuse (Javidi & Yadollahie, 2012). Although a focus on employee 

experience of trauma falls outside the ambit of this study since exposure to trauma was not 

measured, the researcher did notice (through focus group discussions and the Team 
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Awareness group discussions - discussed in chapters 6 and 7) that continuous exposure to 

trauma was often cited as a contributing factor to drinking heavily. It may be worthwhile to 

explore evidence-based prevention interventions that are aimed at enhancing coping and 

resiliency of employees who are regularly exposed to traumatic incidents, and therefore 

prevent the progression to a substance abuse problem. Additional workplace environment 

factors that could contribute to substance abuse in the workplace relate to low job 

satisfaction, lower involvement and commitment to the job, no faith in management, 

burnout and lack of autonomy in the job (Mccann et al., 2011; Roman & Blum, 2002), but 

these were not explored in this study. 

In respect of patterns of help-seeking behaviour and EAP utilisation, the study found that 

employees were mostly aware of the availability of counselling via EAP services. Despite 

awareness of the existence of the EAP and its services, there was reluctance to access these 

EAP services. This is evident in the fact that more than a third of employees indicated that 

they would never use the EAP. Less than a third of employees reported ever using EAP for 

personal or work related problems. Interestingly, almost 75% indicated that they would 

refer a colleague to EAP for a work or personal problem, since it may be easier to report 

substance abuse in a colleague and deny own problematic use. Reluctance to use the 

service could also possibly be related to previous experiences of EAP and perceptions 

around perceived quality of the service provided. Reluctance and unwillingness to use EAP is 

not unique to this dataset, as comparable studies in other settings have reported similar 

findings (Azzone et al., 2009; Bennett & Lehman, 2003; Reynolds & Lehman, 2003). For 

instance, one study reported a high percentage of substance abuse amongst employees, but 

despite this, self-referrals to EAP services were low (Reynolds & Lehman, 2003). There is a 

body of research that explores resistance to accessing EAP services, particularly amongst 

those employees who are likely to benefit the most. Factors impeding EAP utilisation range 

from stigma associated with substance abuse problems, neutrality of EAP and 

confidentiality concerns, mistrust of management and concerns related to the quality of the 

service provided (Azzone et al., 2009; Levy Merrick et al., 2007). 

Some of the organisational factors impeding on EAP utilisation described above have some 

bearing on this study. Interestingly, stigma associated with admitting a substance abuse 
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problem emerged as an important finding in this study and could act as a barrier to EAP 

utilisation. Stigma is defined as the disapproval of a person on the grounds of characteristics 

that distinguish them from other members of society. Stigmatized individuals are often 

subjected to offensive stereotypes and are often labelled by society (Dunn, 2005; Mccann et 

al., 2011). Organisation and EAP practitioners should bear in mind that substance abuse is 

generally still a stigmatised condition and remains an obstacle to addressing substance 

abuse issues in the workplace (Cook & Schlenger, 2002) as it contributes to an unwillingness 

to use EAP or seek help for substance-related problems (Mccann et al., 2011; Reynolds & 

Lehman, 2003). 

An additional barrier to seeking assistance from EAPs relates to the findings on 

confidentiality and EAP use. Participants raised concerns around the issue of confidentially 

of employee personal information in relation to substance abuse. It emerged from the 

findings, that information shared with EAP and managers is perceived to not be kept 

confidential. Unfortunately, data collection did not include a variable that asked employees 

whether they had been formally or informally referred to EAP. This may have a significant 

bearing on employee perceptions since the type of referral would reflect whether a 

manager would know of a substance abuse problem or not. For instance, if referrals are 

formally made to the EAP, then it would stand to reason that managers would be aware of 

the problem, as they would have initiated the referral to EAP. On the other hand, informal 

referrals that are voluntary in nature would suggest that employees self-refer and therefore 

would be entitled to confidentiality. Further consideration should however be given to these 

concerns since employees with low trust in management are significantly more likely to 

belief that their personal information will not be kept confidential (Azzone et al., 2009; 

Merrick, Volpe-Vartanian, Horgan, & Mccann, 2007; Reynolds & Lehman, 2003) than 

employees who have trust in management. Lack of trust in management also works against 

encouraging help-seeking. 

In relation to awareness and attitudes towards the workplace substance abuse policy, 

employees indicated limited awareness of the existence of a substance abuse policy. Their 

level of knowledge of the policy content was also limited. Knowledge of policy content is 

highly important since a positive orientation to policy is key to creating awareness around 
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the availability of services such as that of EAP and in encouraging employees to access such 

EAP services (Azzone et al., 2009; Bennett & Lehman, 1997; Levy Merrick et al., 2007). As 

employees become aware of the content of workplace substance policies, they recognise 

that the purpose of the policy is a safer working environment. 

Consideration should be given to these barriers that hinder help-seeking behaviour through 

adequate and extensive awareness and prevention programmes. Employers should be 

cognisant of the fact that the ultimate benefit of increased EAP utilisation is that employees 

are addressing their problems with the intention that the process will eventually improve 

their overall well-being. Furthermore, this finding is important as it confirms that the EAP 

serves as an important link in the chain of resources available to employees requiring 

treatment or help (Deitz et al., 2005) for substance-related problems. 

Substance abuse can lead to unprotected sex which could result in exposure and 

subsequent contraction of HIV/AIDS and other sexually transmitted infections. A third of 

employees in our sample, who also use alcohol, reported engaging in risky sexual practices 

when under the influence. It was found that employees who used alcohol were more likely 

to engage in sex without condoms, have sex with someone other than their main partner, or 

having multiple partners. Substance abuse prior to sex has been reported to increase the 

rate of unprotected sex (Kiene, Barta, Tennen, & Armeli, 2009; Kiene et al., 2008; 

Wechsberg, Luseno, Karg, et al., 2008). This is particularly worrying considering that 

numerous studies have confirmed the association between substance abuse and risky 

sexual behaviour (Kalichman, Simbayi, Jooste, Vermaak, & Cain, 2008; Parry, Carney, 

Petersen, Dewing, & Needle, 2009; Parry & Pithey, 2006; Simbayi et al., 2006). Participants 

in the study also reported that using their main substances of abuse increased sexual drive 

and enhanced their sexual experience. Hence, part of addressing substance abuse in the 

workplace should also include information and education about the effect of substance 

abuse on risky sexual practices. 

5.14. CHAPTER SUMMARY 
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This chapter reported on the baseline results of a clustered RCT study. Alcohol was found to 

be the primary substance of use amongst persons employed within two divisions of a safety 

and security department at a local municipality. Exposure to risky work, Job satisfaction and 

exposure to a climate favourable to drinking emerged as predictors for problematic alcohol 

use (days having more than five drinks). In addition hangovers were found to predict 

absenteeism. Absenteeism and presenteeism were strongly associated with being employed 

in the MP division. The study highlighted barriers to EAP utilisation and poor knowledge of 

the in-house substance abuse policy, further highlighting the need for comprehensive 

prevention programmes. Also emerging from these baseline findings is increased employee 

exposure to HIV and other sexually transmitted infections through unsafe sexual practices. 

This study is important since there are relatively few research studies that focus on 

substance abuse in the South African workplace. This investigation of problematic alcohol 

and drug use among a representative sample of persons who are within formal employment 

in South Africa, will ultimately contribute to addressing this gap in current literature on 

alcohol and drug abuse in the workplace. This is important since substance abuse has 

repeatedly been shown to impact negatively on organisations through excessive 

absenteeism, accidents and injury, tardiness, job errors, lost productivity and increased 

health costs (Bennett et al., 2004; United Nations Office on Drugs and Crime (UNODC) India 

Office, 2010; World Health Organisation (WHO), 2010c). 

The next chapter (chapter 6) will discuss the results of the clustered randomised control 

trial, used to test the effectiveness of the selected prevention programme on the target 

population. 
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Table 47 Alcohol use trends In the Western Cape - Household Surveys 

DEMOGRAPHIC Overall 
AND HEALTH 
SURVEY Geographical Western Cape 
(2003) Area 

Male Alcohol 70.3 55.1 37.3 22.7 (w/e) 31.0 (Cage) 
Household -problem 
Survey severity 
(n = 13826) measure 

Female Alcohol 39.2 28.8 18.8 27.0 (w/e) 9.6 (Cager 
problem 
severity 
measure 

STRESS AND Age range 2: 18 years 
HEALTH SURVEY Race All 
(HERMAN et al., Geographical South Africa and Western Cape 
2009) Area 

National 
Household Survey 
(n = 4351) 

~ Both Substance 13.3 5.8% DSM IV Severity 
abuse 20.6%in 6.5961n Index (Lifetime) 

WC WC Mild 56.7 (3.8) 
Moderate 12.5 
(2.6) 
Severe 30.9 
(4.3) 
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Table 47 Alcohol use trends In the Western Cape - Household Surveys 

SABSSMI 1 Age range All ages 
(Shlsana et al., Race All 
2004) Sex 

Male Alcohol 60.7 31.6 29.9 5.0 
Cross sectional, Dru s 5.3 
representative Female Alcohol 41.3 37.0 47.6 3.8 
national household Dru s 0.9 
survey Geographical 
(n=20626) Area 

SABSSMl-11 All 
SHISHANA et al All 
(ZOOS) 

Male Alcohol 60.5 
Cross sectional, Female Alcohol 39.1 
representative Male cannabis 6.8 
national household Female cannabis 1.5 
survey. Male cocaine 0.7 
(n = 23236) Female cocaine 0.3 

Male Amphetamine 0.5 

Female Amphetamine 0.7 

Male Opiates 0.2 

Female Opiates 0.1 

Geographical Western Cape 
Area 
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Table 48: Patterns of service seeking for persons presenting for substance abuse treatment at district social service offices (cape Town) 

SURVEILLANCE SYSTEM 

(SASS) Gender N " N " N " Burnhams et al (2012) Male 459 66.8 430 38.2 13197 74.9 21.92(1) <0.001 

Female 228 33.2 696 61.8 4434 25.1 21.93 (1) <0.001 
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Table 49: Gender, by primary substance of abuse (Cape Town) 

72 28 70 30 71 29 67 33 70 30 72 28 69 31 73 

Dagga/Mandrax 91 9 93 7 88 12 93 7 91 9 86 14 89 11 94 4 

Dagga 92 8 88 12 86 14 87 13 85 15 87 13 87 13 90 10 

Crack 70 30 
73 27 77 23 62 38 72 28 77 23 67 33 65 35 

Cocaine 

Heroin 77 23 77 23 74 26 77 23 80 20 78 22 78 22 79 21 

Ecstasy 86 14 25 75 67 33 100 100 33 67 

OTC/PRE 27 73 38 62 68 32 43 57 34 66 38 62 50 50 29 71 

Methamphetamine 

(1ik') 
71 29 73 27 72 28 73 27 69 31 73 27 70 30 72 28 
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CHAPTER6 

RESULTS OF A CLUSTERED RANDOMISED CONTROL TRIAL OF AN 

EVIDENCE-BASED SUBSTANCE ABUSE PREVENTION PROGRAMME 

Chapter 6 of this thesis describes the findings from a clustered RCT that aimed to evaluate 

the effectiveness of a substance abuse and substance-related HIV risks prevention 

programme (Team Awareness) implemented amongst employees working in safety­

sensitive jobs within two divisions in a safety and security department of a local municipality 

in the Western Cape. The logic model in chapter 1, section 1.8 describes the causal paths 

between the objectives of the study and the intervention that is tested. 

6.1. PHASE 4 OBJECTIVES 

Sub-Objectives: 

4a) To compare at pre -intervention, immediate post-intervention and 3 month post 

intervention, the effects of the prevention intervention on: 

i. Employee knowledge of substance abuse and substance-related HIV risks. 

ii. Employee patterns/frequencies of problematic substance use and associated 

substance-related HIV risk behaviours. 

iii. Employee attitudes towards substance abuse and HIV/AIDS polices in the 

workplace, and the Employee Assistance/Wellness Programme. 

iv. Employees experience of individual and group stress, group cohesion, drinking 

climates, stigma and consequences of substance abuse. 

v. Employee help-seeking attitudes and behaviour. 
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6.2. SPECIFIC EVALUATION STUDY HYPOTHESES 

Problematic substance Use12 

We hypothesised that participation in the intervention: 

Hypothesis 1: Would have reduced past 30 day risky alcohol abuse (~ 5 drinks on one 

occasion) among the employees studied from Time 1-Time 3. 

Hypothesis 2: Would be positively associated with a reduction in last 6 months going to 

work with a hangover from Timel -Time 3. 

Hypothesis 3: Would be positively associated with a reduction in last 6 months call in sick 

episodes because of hangover from Timel -Time 3. 

Hypothesis 4: Would have resulted in a reduction of problematic substance use as 

calculated by the CAGE scores from Time - Time 3. 

Substance abuse policy knowledge 

For those employees who received the intervention we hypothesised the following: 

Hypothesis 5: Employee knowledge and understanding regarding the existence of an 

substance abuse policy would have improved from Timel - Time 2. 

Hypothesis 6: Employees understanding of the content of the substance abuse policy would 

have improved from Time 1 - Time 2 and sustained at Time 3. 

EAP utilisation 

We hypothesised that participation in the intervention would have: 

Hypothesis 9: Increased willingness to use EAP for a personal or work-related problem 

would have improved from Timel - Time 2 and sustained at Time 3. 

12 Changes to the substance abuse variables will be calculated from Time 1 to Time 3 considering that the 
variables ask about past 30 day use of alcohol. Post-intervention data collection occurred 2 weeks after 
baseline assessment and should therefore not be used to make a determination since this time assessment 
falls within the 30 day mark. 
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Hypothesis 10: Would be positively associated with employees recommending the use of 

the EAP to their fellow employees from Timel - Time 2 and sustained at 

Time 3. 

Drinking Climate 

We hypothesised that participation in the intervention: 

Hypothesis 8: Would be associated with a positive change in team drinking climate from 

Time 1-Time 2 - Time 3. 

Group cohesion and stress 

We hypothesised that participation in the intervention would have: 

Hypothesis 11: Increased group cohesion among employees from Timel - Time 2 - Time 3. 

Hypothesis 12: Would have improved employees coping abilities through a reduction in the 

experience of individual stress from Timel -Time 2 - Time 3. 

Tolerance and Responsiveness 

We hypothesised that participation in the intervention would have resulted in the following 

changes from Time 1-Time 2 - Time 3: 

Hypothesis 7: Reduced tolerance of co-worker substance abuse thus improving 

responsiveness in encouraging and reporting substance abuse problems from Timel 

- Time 2, with the effect sustained at Time 3. 

Substance-related HIV risks 

Hypothesis 13: We hypothesised that employee exposure to multiple HIV risks will have 

reduced from Timel - Time 2 - Time 3. 
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6.3. RESULTS 

6.3.1. PARTICIPATION AND COMPARABILITY OF SAMPLES 

Of the 325 participants who participated in the study, 168 were randomly assigned to the 

intervention group (144 men and 24 women), and 157 participants were in the control· 

group (138 men and 18 women). Of the 168 participants randomly assigned to the 

intervention group, 66 were MF participants and 102 were MP participants; and of the 157 

participants in the control arm of the study, 62 were from the MF division and 95 from the 

MP division. Table SO provides a description of the baseline characteristics of employees 

within the control, and intervention conditions. No significant differences between the 

intervention and control conditions were found. 

Table 50: Baseline information (N = 325) 

Intervention Group Control Group P-value 
(n) (n) 

Women 24 18 0.449 
Men 144 138 
Mean Age 41.78 (21-57) 36.48 (21-60) 0.376 
Education 0.398 
Grade7-ll 10 14 
Grade 12 121 114 
Tertiary 33 24 
Length of Employment 0.949 
0-5 years 
5-l0years 24 23 
10-15 years 79 72 
More than 15 years 32 32 

32 26 

Marital Status 0.245 
Single 33 39 
Married 118 96 
Divorced 16 16 
Widowed 0 2 

Language 0.521 
Afrikaans 72 62 
English 46 52 
Xhosa 35 34 
Other 15 9 
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Past 30 day more than 112 101 0.254 
five drinks 

CAGE Scores 0.304 
0 (no risk) 69 70 
1 19 15 
2 12 9 
3 10 4 
4 3 4 
Total 113 102 

Hangovers 113 101 0.259 
Never 81 66 
Less than monthly 20 20 . 
Monthly 8 10 
Weekly 4 4 
Daily or almost daily 0 1 

6.3.1.1. Attrition 

Two hundred and thirty seven of the 325 (73%) participants completed post-intervention 

and 189 of the 325 (58%) completed three-month follow-up assessment (See Figure 13). 

Only employees who completed post-intervention questionnaires were followed up at time 

three or at three month follow-up. 

Logistic regression analysis was used to assess the profiles of dropouts versus those that did 

not drop out, on specific variables. Analysis indicated that there were no significant 

differences between those who completed the intervention and those lost through attrition 

(p > 0.05) (see table 51), except that division emerged as significant predictor suggesting 

that participants in the MP divisions were twice more likely to dropout when compared to 

their MF counterparts (OR= 2.73; p = < 0.001; 95% Cl= 1.67 - 4.44) (see table 51 below). 

Using a prediction model for completeness, a stepwise logistic regression model was used, 

entering all the baseline variables in the model with a probability of 0.1 to stay in the model. 

With the probability of a 0.1 stay-in, division (MP or MF) and age emerged as the best 

predictors (see table 52), although age was not a significant predictor. Age was therefore 

not adjusted for in subsequent analysis. 
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i 
20 workgroups we 

assigned to an 

intervention condition 

N=168 analysed 

Dropouts= 43 IE--
Firearm training - 5 
Leave (study, sick) - 14 
.Other training - 3 
Emergency duty - 3 
Transferred - 3 
No reason given - 15 

No of employees who 

completed time 2 data 

collection N= 125 analysed 

Dropouts = 33 
Firearm training - 1 
Leave (study, sick) -6 
Other training - 2 
Emergency duty - 3 
Transferred - 2 
Shift change - 1 
No reason given -18 

No of employees who 

completed time 3 data 

collection N= 92 analysed 

Figure 13: Flow diagram for cluster trial 

40 intact workgroups 

participated in the study 

(N=325) 

I 
J., 

20 workgroups we 

assigned to a control 

condition 

N=157 analysed 

Dropouts = 45 
Leave-1 
No reason provided -
44 

No of employees who 

completed time 2 data 

collection N= 112 analysed 

Dropouts= 15 
Leave-4 
Training-1 
Resigned-2 
No reasons given- 8 

No of employees who 

completed time 3 data 

collection N= 97 analysed 
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Table 51: Predictors of dropout 

Odds 
Robust 

Variables 
Ratio 

standard Z-score P-vatue 95"CI 
error 

Division 
2.73 0.68 4.02 < 0.001 1.67 4.44 

(MF vs MP) 

Gender 
1.29 0.39 0.82 0.413 0.70 2.35 

(Male vs Female) 

Age 
(for every year 1.00 0.02 0.16 0.873 0.97 1.04 
increment in age) 
Education 
(Tertiary vs High School 1.80 0.66 1.62 0.106 0.88 3.68 
Education) 

Language 

English 0.87 0.20 -0.59 0.552 0.56 1.36 

Xhosa 0.59 0.21 -1.46 0.145 0.29 1.20 

Other 1.22 0.51 0.47 0.635 0.54 2.75 

Marital Status 
(Married/Partners vs 0.99 0.26 -0.02 0.981 0.60 1.65 
other marital status) 

Length of employment 
0.86 0.20 -0.65 0.515 0.54 1.37 

(10+ years vs< 10 years 

Past 30 day alcohol 1.00 0.03 0.01 0.989 0.95 1.06 

Days >5 drinks in past 
1.01 0.03 0.47 0.635 0.96 1.07 

30days 

Going to work with 
hangover 1.04 0.30 0.13 0.893 0.60 1.81 
(Yes vs No) 
Calling in sick because 
of hangover 1.37 0.58 0.74 0.458 0.60 3.12 
(Yes vs No) 
CAGE 2+ 

0.97 0.39 -0.07 0.944 0.44 2.14 
(Yes vs No) 
Policy Knowledge 

1.25 0.25 1.09 0.275 0.84 1.85 
(Yes vs No) 

EAP Utilisation 
1.41 0.31 1.57 0.116 0.92 2.16 

(Yes vs No) 
Recommend EAP 

1.55 0.40 1.72 0.086 0.94 2.56 
(Yes vs No) 

Tolerance 1.01 0.13 0.05 0.957 0.78 1.29 

Group cohesion 0.99 0.15 -0.07 0.945 0.74 1.33 

Drinking climate 1.18 0.17 1.11 0.266 0.88 1.57 

Individual stress 1.04 0.10 0.34 0.732 0.85 1.26 
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Substance-related HIV 
risk 1.06 0.09 0.68 0.498 0.90 1.24 
(Yes vs No) 

Table 52: Results of the Stepwise Logistic Regression model to predict dropout 

Standard error 
Variable Coefficient z p 95" Confidence Interval 

value 
Division -0.247 0.057 -4.31 <0.001 -0.359 -0.134 
(MF or 
MP) 
Age 0.003 0.004 0.74 0.458 -0.005 0.115 

6.3.2. PROGRAMME EFFECTIVENESS 

6.3.2.1. Having > 5 drinks in the past 30 days 

Logistic regression modelling was used to evaluate the effect of TA on days having> 5 drinks 

in the past 30 days over time X group. The results show that TA had the greatest impact on 

days having > 5 drinks in the past 30 days (see figure 14 below). There was a significant 

Group X Time interaction (F 1, 117) = 25.16, p < 0.0001, with participants in the intervention 

condition significantly reducing their number of days having greater than five drinks from 

2.1 days to 1.4 days, in the predicted direction. Participants in the control arm increased on 

days having> 5 drinks from 1.6 days at baseline to 2.1 days at 3 months follow-up. This 

difference presents a standardised effect size of0.686 (95% Cl= 0.616 - 0.749, P = 0.000), 

suggesting a moderate effect (see chapter 2, section 2.6). Considering that intervention 

sought to see a reduction in number of days having >5 drinks, the corresponding effect size 

in days is 1.99 (95% Cl = 1.85 - 2.11; P = 0.000). Table 53 below outlines the mean, standard 

error and 95% confidence intervals. 

160 



2.5 

• 2.0 
C 
:ii 
C 

i 1.5 

i=. 
,3 1.0 
'o 
0 
z 0.5 

0.0 
Baseline 

Figure 14: Number days past month drinking 5+ drinks 
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Table 53: Days having >5 drinks In past 30 days: Means, standard errors and confidence intervals 

Intervention Control 

Baseline 3 Month follow-up Baseline 3 Month follow-up 

N=136 N=75 N=121 N=63 

Days having 5+ 
drinks in past 30 
days 
Mean 0.070 0.045 0.052 0.070 

SE 0.010 0.007 0.008 0.012 

95%CI 0.053-0.093 0.033-0.062 0.038-0.071 0.050-0.097 

Effect Size (1 v 3) 

0.686 (95% Cl= 0.616 - P=0.000 
0.749, 

6.3.2.2. Going to work with a hangover or calling in sick as a result of a hangover 

Results indicate that there were no significant group x time interaction on the variable going 

to work with a hangover (F 1,117) = 0.24, p = 0.626; or calling in sick with a hangover (F 1, 

117) = 0.01, p = 0.905 (see table 54). There was however a significant time effect with 

participants in both the intervention and control conditions reducing the likelihood of going 

to work with a hangover (F 1,117) = 4.10, p = 0.045. In relation to calling in sick with a 

hangover, results suggest that there was also an effect of time, such that participants in 

both the control and intervention condition reduced the likelihood of calling in sick because 

of a hangover, but the result is borderline ( F 1, 117) =3.38, p = 0.068. An effect size of 

0.5692 (95% Cl: 0.299 - 0.804; p = 0.6266) was found on going to work with a hangover and 
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0.524 {95% Cl: 0.188 - 0.839, p = 0.906) on calling in sick, these are however not significant 

effect sizes. 

Table 54: Means and standard errors of calling in sick or going to work with a hangover at baseHne and at 3 
month follow-up. 

Intervention Control 
Baseline 3 Month follow-up Baseline 3 Month follow-up 

N=136 N=75 N=121 N=63 

Past 6 months -
howoften10 
to work with 
han1over 

Mean 0.233 0.129 0.276 0.198 
SE 0.041 0.041 0.047 0.055 

95%CI 0.161-0.324 0.067-0.234 0.193-0.379 0.11-0.33 

Effect size (1v3) 

0.5692 (0.299-0.804) p=0.6266 

Intervention Control 
Baseline 3 Month follow-up Baseline 3 Month follow-up 

N=136 N=75 N=121 N=63 
Past 6 months -
how often call 
sick hangover 

Mean 0.095 0.046 0.111 0.060 

SE 0.029 0.023 0.033 0.029 
95%CI 0.051-0.169 0.017-0.121 0.061-0.194 0.022-0.152 

Effect size(lv3) 
0.524 (0.188-0.839) p=0.906 

6.3.2.3. CAGE scores 

Analyses were also conducted with participants who reported a CAGE score >2 which 

indicates problematic use of alcohol. We conducted logistic regression modelling and found 

no significant group x time intervention effect (p >0.05), see table 55 below. Despite the lack 

of a significant finding, the findings suggest a decrease in problematic alcohol abuse in the 

intervention group, in the right direction. This effect was also observed in the control arm of 

the study. A standardised effect size of 0.549 (0.239-0.825, p=0.977} is reported 

representing a small effect although this was not found to be significant. 
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Table 55: Means and standard errors of CAGE at baseline and at 3 month follow-up. 

Intervention Control 
Baseline 3 Month follow-up Baseline 3 Month follow-up 

N=136 N=75 N=121 N=63 

CAGE 

Mean 0.177 0.099 0.136 0.089 

SE 0.035 0.035 0.033 0.037 
95%CI 0.118- 0.048-0.194 0.082- 0.038-0.193 

0.257 0.215 
Effect size (1v3) 

0.549 (0.239-0.825) p=0.977 

6.3.2.4. Awareness of the existence of a substance abuse policy 

Random effects' modelling was used to evaluate the effect of TA on employee knowledge of 

the existence of a substance abuse policy in the municipality. There was a significant group 

X time interaction F (1,228) = 4. 76, P = 0.03, with employees in the intervention condition 

becoming more aware of the existence of such a policy from baseline (M = 0.795; SE=0.043; 

95% Cl 0.698-0.867) to time 2 (M = 0.858; SD= 0.038; 95% Cl 0. 766 - 0.918} when compared 

to employees in the control group (M = 0.841; SE=0.037; 95% Cl 0. 754 - 0.902 to M = 0. 754; 

SE= 0.053; 95% Cl 0.635 - 0.843} . This difference presents an effect size of 0.270 (Cl: 0.131-

0.476, p=0.0301), suggesting a small yet significant effect size. See figure 15 below. 

0.88 -------------------------------------------------------

0.86 ---------------------------------------- -------------

0.84 ------------

0.82 

0.80 

0.78 -------------------------------

...,_Intervention 

-Control 

0.76 -------------------------------------- ---------------

0.74 -------------------------------------------------------

0.72 -------------------------------------------------------

0.70 +------------..------------
Baseline 2-Weeks 

figure 15: Substance abuse policy 
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6.3.2.5. Knowledge about the content of the policy 

The results from this study show an increase in degree of employee knowledge from 

baseline (M = 2.176; SE = 0.085; 95% Cl = 2.009 - 2.343) to M = 2.223 at time 2 (SE = 0.090; 

95% Cl = 2.046 - 2.399) and to M = 2.32 at 3 month follow-up (SE = 0.095; 95% Cl = 2.137 -

2.510) (see figure 16 below), but this had no statistically significant group x time 

intervention effect (F 2,366) = 2.03, p = 0.133). An effect size of 0.1875 (Cl: -0.021- 0.396, p 

= 0.0782) is reported, which was not significant. 

2.4 

2.2 

2.0 

CII 1.8 .. 
8 
Ill 1.6 

1.4 

1.2 

1.0 

--------.- •-:------------------:---------· 
----------------------------- -----------------------------· 

Baseline 2-Weeks 

...,_Intervention 

-e-control 

3-Months 

Figure 16: Increases in knowledge about the content of the substance abuse policy. 

6.3.2.6. Willingness to use the employee assistance programme (EAP) at work 

Although the data reflects a slight increase (in the predicted direction), from Time 1 to Time 

2, in the likelihood of participants in the intervention condition using the EAP programme at 

their workplace, and a slight decrease for employees in the control condition, the effect was 

not sustained at 3 month follow-up. Analyses found no significant group X time interaction 

on the variable 'willingness to use the EAP at work' (F (2,334) = 0.77, p = 0.46) (See table 56 

below). 
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Table 56: Means and standard errors of wiUingness to use EAP at Time 1 and Tune 2 and time 3. 

Intervention Control 
Baseline 2Week 3Month Baseline 2Week 

follow-up follow-up follow-up 
N=155 N=117 N=89 N=136 N=99 

Willingness 
to use EAP 

Mean 0.676 0.681 0.596 0.673 0.559 
SE 0.063 0.067 0.079 0.061 0.078 
95%CI (0.543- (0.537- (0.436- (0.545- (0.406-

0.786) 0.797) 0.738) 0.780) 0.702) 
Effect size 

Effect size (1 0.671 (0.447- p=0.1306 
v2) 0.837) 
Effect size (2 0.561 (0.325- p=0.6217 
v3) 0.772) 

3Month 
follow-up 

N=90 

0.589 
0.079 

(0.431-
0.732) 

6.3.2. 7. Likelihood of recommending the employee assistance programme to a co-

worker who might need help 

Regression analyses indicated that although participants in the intervention condition 

increased on the variable 'likelihood of recommending the EAP to a co-worker' (see figure 

18 below), the results were not significant. In comparison there was a decrease in the 

likelihood of recommending the EAP on the part of control participants. No significant group 
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X time interaction was found between the intervention and control conditions at baseline 

and two week and 3 month follow-up F (2.350) = 1.40, p = 0.24). The differences represent a 

non-significant effect size (see table 57 below}. 
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Figure 18: Likelihood of recommending the EAP to a co-worker with a problem 

Table 57: Means and Standard errors of likelihood of recommending the EAP 

Intervention Control 
Baseline 2Week 3Month Baseline 2Week 

follow-up follow-up follow-up 
N=143 N=114 N=86 N=141 N=96 

Recommended 
EAP 
Mean 0.753 0.796 0.720 0.790 0.694 
SE 0.056 0.053 0.070 0.049 0.067 
95%(1 (0.753- (0.796- (O. 72-0.07) (0.79- (0.694-

0.056) 0.053) 0.049) 0.067) 

Effect size (1 v 0.623 (0.385- p=0.3106 
2) 0.814) 
Effect size (2 v 0.559 (0.315- p=0.6435 
3) 0.778) 

6.3.2.8. Drinking climate 

3Month 
follow-up 

N=84 

0.730 
0.066 

(0. 73-0.066) 

Hypothesis 11 proposed that participant exposure to team awareness is associated with a 

positive change in team drinking climate from Time 1 - Time 2 - Time 3. Random effects 

modelling on baseline, pre-test to 3 month follow-up did however not reach significance on 
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group x time effect: F (2,413} = 2.15, p = 0.11). Table 58 below presents the proportions of 

workplace drinking climate at Time 1, Time 2 and at three-month follow-up, for both the 

intervention and control conditions. The table demonstrates an increase in workplace 

drinking climate amongst those in the intervention arm, from Time 1 (M= 2.93) to Time 2 (M 

= 2.88} in the right direction, but ~the effect was not sustained at 3 month follow-up (M = 
2.91). Contrary to predictions there was marginal improvement in workplace drinking 

climate, at three month follow-up, for employees in the control arm of the study with an 

effect size of 0.203 (see table 58 below). 

Table 58: Means and standard errors: Workplace drinking cHmate over three time periods 

Intervention Control 
Baseline 2Week 3Month Baseline 2Week 3Month 

follow-up follow-up follow-up follow-up 
N=166 N=126 N=93 N=lSS N=109 N=95 

Workplace 
Drinking 
Climate 
Mean 2.934 2.883 2.910 2.954 2.970 2.775 

SE 0.090 0.095 0.101 0.089 0.096 0.098 

95%CI (2.757- {2.696- (2.712- {2.778- {2.782- (2.582-
3.111) 3.069) 3.108) 3.130) 3.158) 2.968) 

Effect size 

0.203 {-0.003- P=0.0535 
0.409) 

6.3.2.9. Group cohesion 

Hypothesis 15 predicted an increase in group cohesion amongst employees from Time 1 -

Time 2 - Time 3. The results reported no group x time intervention significance F (2,421) = 

1.39, p = 0.24). Analyses does however suggest a significant overall time effect with levels 

of cohesion increasing between baseline and post-test for those in the intervention 

condition (p = 0.000) but was not sustained at time 3. An effect size of 0.12 is reported, and 

is not significant (see table 59). 
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Table 59: Means and standard errors: Group Cohesion (time 1, time 2 and three-month follow-up). 

Intervention Control 
Baseline 2Week 3Month Baseline 2Week 3Month 

follow-up follow-up follow-up follow-up 
N=169 N=126 N=93 N=156 N=110 N=96 

Group Cohesion 
Mean 3.302 3.464 3.273 3.482 3.520 3.389 
SE 0.069 0.073 o.on 0.068 0.072 0.075 
95%CI {3.166- {3.32-3.607) (3.121- {3.349- {3.378- (3.242-

3.439) 3.424) 3.616) 3.663) 3.535) 
Effect size (1 v 3) 

0.1237 (-0.035- p=0.1263 
0.282) 

6.3.2.10. Individual stress 

We hypothesised an improvement in employee coping abilities through a reduction in the 

experience of individual stress from Timel - Time 2 - Time 3. The results are however 

contrary to predictions and point to a significant group x time effect but in the wrong 

direction F (2, 419) = 3.62, p = 0.027) (see Figure 19). Participants in the intervention group 

increased in the experience of individual stress (see table 60 below). The experience on 

individual stress in the control arms of the study are however higher than those reported at 

baseline in the intervention condition. The difference reported represents a standardised 

effect size of -0.21. 

Table 60: Means and standard errors: Individual stress (time 1, time 2 and three-month follow-up). 

Intervention Control 
Baseline 2Week 3Month Baseline 2Week 3Month 

follow-up follow-up follow-up follow-up 
N=168 N=126 N=93 N=155 N=111 N=95 

Individual 
stress 

Mean 2.751 2.722 2.959 3.042 3.070 3.032 
SE 0.073 0.079 0.085 0.075 0.082 0.085 
95%CI (2.607- (2.567- (2.791- (2.894- (2.909- (2.864-

2.895) 2.877) 3.127) 3.190) 3.231) 3.200) 
Effect Size (1 v 3) 

0.2184 (0.166- P=0.034 
0.420) 
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Figure 19: Experience of individual stress 

6.3.2.11. Tolerance and responsiveness 

2-Weeks 

....,_ Intervention 

..... control 

3-Months 

Results (see table 61) suggest that TA had no significant group x time effect on the variable 

tolerance and responsiveness F (2, 409} = 1.05, p = 0.349). Contrary to study predictions, 

there was a marginal decrease amongst those in the control condition, with participants 

indicating that they were less likely to tolerate an employee with a substance abuse 

problem from Time 2 (M=2.42} to Time 3 (M = 2.35} but this was not significant. The 

differences reported represent almost no standardised effect 0.01. 

Table 61: Means and standard errors: tolerance (time 1, time 2 and three-month follow-up). 

Intervention Control 

Baseline 2Week 3Month Baseline 2Week 3Month 
follow-up follow-up follow-up follow-up 

N=164 N=126 N=91 N=153 N=109 N=94 

Tolerance 
and 
Responsive 
ness 
Mean 2.414 2.402 2.420 2.338 2.425 2.358 

SE 0.046 0.051 0.057 0.048 0.054 0.057 

95%CI (2.323- {2.302- (2.308- (2.244- (2.320- (2.246-
2.504) 2.501) 2.531) 2.431) 2.531) 2.469) 

Effect Size (1 V 3) 

0.01403 (-0.14- p=0.8584 
0.168) 
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6.3.2.12. Substance-related HIV risks 

Although not statistically significant, findings from the substance-related HIV outcome 

measure suggests that employees in the intervention arm of the study increased in 

exposure to substance-related HIV risks between baseline and 3 months follow-up (see 

figure 20 and table 62 below). 

0.4 --------------------------------------------------------.. 
0.3 ------------ .. ----------------------------------------

C 
0 
'f 8, 0.2 
e 
a. 

0.1 

0 
Baseline 

Figure 20: Substance-related HIV risks (") 

Table 62: Means and standard errors: substance-related HIV risks 

Intervention 
Baseline 3 Month follow-up 
N=136 N=80 

Substance-related 
HIV risk 
Mean 0.313 0.363 
SE 0.051 0.066 
95%CI (0.222-0.421) (0.245-0.501) 

Effect size (1 v 3) 
0.4298 (0.230-0.656) 

6.4. INTERPRETATION OF FINDINGS 

...,_Intervention 
_,._Control 

3-Months 

Control 
Baseline 3 Month follow-up 
N=128 N=79 

0.272 0.261 
0.048 0.059 

(0.187-0.376) (0.162-0.392) 

p=0.5480 

This phase of the study explored whether a substance abuse and substance-related HIV 

prevention programme had significant effects over and above that of a control group. As 

indicated in the methodology chapter (see chapter 2 section 2.6). Random effects modelling 

were used to analyse the clustered data. 
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In discussing the findings the researcher will use available literature, but will also use 

information gleaned from the interactive TA group discussions with participants during the 

actual training sessions. Although these processes did not follow qualitative data collection 

and research processes, it is the opinion of the researcher that the information recorded is 

important since it provides useful insights that can be used to substantiate some of the 

research findings, and provide a backdrop to some of the outcomes. Employee responses 

were recorded on newsprint, and the interventionists (during their debriefing sessions with 

the researcher) informed the researcher of interesting discussion points and information 

that emerged out of the intervention sessions and group discussions. 

Hypothesis 1 of this study was supported. The results suggest that employees who received 

Team Awareness showed significant reductions in binging drinking (>5 drinks) from baseline 

to three month follow-up with a moderate effect size reported. This result is encouraging as 

it suggests that programmes such as TA that are based on the principles of social health 

promotion are useful for addressing problem drinking within the workplace (Bennett et al., 

2004). This result is not only evident from this study, but consistent with various literature 

sources who report on the success of TA in reducing problematic drinking (Bennett et al., 

2004; Bennett et al., 2003; Cook & Schlenger, 2002; Hennessy et al., 2006). According to 

Anderson and colleague, any reductions in substance abuse or substance-related HIV should 

be considered essential to long term well-being (Anderson & Larimer, 2002) and promoted 

within workplace settings (Ramchand, Pomeroy, & Arkes, 2009). Substance abuse disorders 

and substance-related HIV remain serious public health issues that are also prevalent among 

workers (European Alcohol and Health Forum, 2011; Ramchand et al., 2009}. 

Studies conducted by Bennett and colleagues found significant reductions in hangovers 

among employees receiving TA (Bennett et al., 2004). Although a drop in the frequency of 

going to work with a hangover or calling in sick with a hangover was predicted and reported 

amongst those that received the intervention, the results were not significant. Findings 

point to a significant time effect for both the intervention and control group. This change or 

reported drop in hangovers among those in the control group may be attributable to the 

short non-substance abuse and substance-related HIV talk presented to those in the control 

group. The information talk focused on general wellness, but did not touch on substance 
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abuse (including hangovers) or substance-related HIV, but may have contributed to a 

change among those in the control group. In addition, the measure used to measure 

hangovers was a 6/12 month measure and follow-up time was three months. This 

represents a limitation in the choice of measure used which may have further affected the 

variable outcome. Despite the lack of intervention effect significance reported on the 

hangover outcomes, the drop in going to work with a hangover reported for both the 

control and intervention condition was in the right direction and may suggest an overall 

change in the reported patterns of alcohol consumption. As noted earlier in this chapter, 

work related drinking and hangovers impact on worker productivity and quality of working 

life and place employees at risk for accidents and injuries as well as poor productivity and 

absenteeism and changes to such harmful behaviours are welcomed. No further significant 

findings on the remainder.drinking variables were found, including the CAGE variable. This 

may be a result of the effects of a high level of attrition and power needed to conduct 

analysis. 

Additionally, hypothesis five of this study is also supported. Employee knowledge of the 

existence of a substance abuse policy increased from time one to time two amongst those in 

the intervention arm of the study, and reduced significantly in the control group with a 

reported effect size of 0.94. This finding is important since knowledge of the existence of a 

policy and a favourable attitude towards substance abuse policy have the potential to 

regulate substance abuse within a workforce. This assumption is based on studies 

conducted by Bennett and colleagues and is supported in the conceptual framework of the 

TA prevention programme (Bennett & Lehman, 1997; Bennett et al., 2000; Bennett et al., 

2004). The policy module of TA allows for interactive, group discussions on policy as well as 

the use of a board game on 'risks and strengths' that encourages active interaction between 

participants and interventionists. Interestingly, feedback from interventionists on conclusion 

of the study and as part of their debriefing process, suggested that the board game 

summarised the session on policy through highlighting that policies provide employees with 

avenues of help and are not designed for only disciplinary-related issues. It was also 

interesting to find that employees are generally lax about company polices, with very few 

taking the time to learn and brief themselves on actual policy content. The sessions 
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appeared to highlight the importance of policy as well as the importance of familiarising 

oneself with its contents. 

Despite the fact that the findings on willingness to use the EAP was found to be statistically 

insignificant, the study saw a marginal increase from time 1 to time 2 of the study, but this 

was not sustained at time 3. The aim of TA was to encourage help-seeking behaviour to EAP 

and/or other resources through creating an understanding and awareness of the benefits of 

the EAP programme in the context of the company substance abuse policy. During the 

actual interactive group sessions and on reviewing the process notes kept by the 

interventionists, it is clear that a great deal of uncertainty and wariness exists around the 

existing in-house EAP policy. This is further witnessed in the baseline findings where 

employees indicated that they were reluctant to access EAP services. Although there was a 

marginal change in perceptions and perhaps increased understanding of the EAP, 

participants felt that changes within the EAP service itself should occur. This statement is 

informed by comments made by participants during the group sessions. This finding is 

therefore important in the context of the municipality and will be addressed within the 

section relating to recommendations, since literature suggests that there are certain 

organisational factors that impede on utilisation of EAP services, such as perceptions around 

the neutrality and confidentiality of EAP services (Azzone et al., 2009; Reynolds & Lehman, 

2003); manager support for the programme (Azzone et al., 2009; Bennett & Lehman, 1997; 

Mccann et al., 2011); stigmatisation (Cook & Schlenger, 2002), EAP service quality and 

programme awareness (Anderson & Larimer, 2002; Azzone et al., 2009). 

Moreover the findings suggest that the likelihood of recommending the EAP to a co-worker 

with a problem increased from time 1 to time 2 but was not sustained at time 3. As 

indicated above, there appears to be other factors, unique to the in-house EAP service that 

may contribute to employee reluctance. This finding is important for the participating 

organisation in the study since the purpose of addressing substance-related problems is to 

ensure the appropriate and direct referral for help. If in-house EAP services are perceived as 

lacking on key principles such as confidentiality, this may pose problems and ultimately 

work against what is considered the capstone of TA training, peer referral. During the 

session training participants were encouraged to view helping and peer referral as part of 

173 



teamwork and to view enabling and tolerance as detrimental or contrary (Bennett et al., 

2000) to creating sound team social relations. Help seeking and peer encouragement was 

found to predict EAP utilisation in an earlier study by Bennett (Bennett & Lehman, 2001). 

Participants were however not in full support of internal referrals but did indicate the 

likelihood of utilising outside services and support. 

Results from the clustered RCT also reported on the results from the drinking climate 

measures. The results, although not statistically significant, point to only a slight decrease in 

the drinking climate measure. It should however be noted that baseline reports on drinking 

climate did not indicate a seriously problematic drinking climate. Despite this some 

interesting discussions emerged from interactive group discussions with the participants, 

particularly the MP division. According to the interventionists, continued reference was 

made to the importance of 'spanbou'13
• According to the participants, these breakaways are 

part of MP team culture and are characterised, by certain work areas getting together on a 

Friday or Saturday to 'de-stress'. Employees club together to purchase alcohol and the 

evening is spent socialising and drinking. These 'spanbou' sessions, take place every other 

month and is seen as part of MP team culture (throughout the division) and therefore part 

of the workplace drinking climate but also organisational culture. Although the safety of 

these breakaways received much discussion, with participants reporting that employees 

have lost their fives, and some have had serious motor vehicle accidents, they are still 

continued and have not ceased since TA training. Literature clearly states that the presence 

of a supportive 'drinking' climate (characterised by drinking together and tolerating drinking 

problems) could support and sustain existing problems related to substance abuse (Bennett 

& Lehman, 1998; Mccann et al., 2011). It is further argued that a drinking culture can even 

exist at an organisational level (Mccann et al., 2011), suggesting that changes should be 

brought at these higher levels to support change at other levels such as at the team level. 

For instance, if a company supports lunchtime drinking of alcohol or houses a pub or bar on 

its premises for after-hours socialising, it stands to reason that this would support the 

existing drinking climate. Workplaces are therefore encouraged to bring about changes to 

13 The Afrikaans term for team building. 
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aspects that encourage harmful use of alcohol, as this will affect the development of an 

overall improved attitude against risky substance abuse (Mccann et al., 2011). 

The above discussion ties in strongly with the discussion of the results on hypothesis 11 on 

group cohesion. Despite improvement in group cohesion reported in studies by (Bennett & 

Lehman, 1997; Bennett et al., 2004), the hypothesis in relation to this study is not supported 

since no significant time x group interaction was found. A change in level of group cohesion, 

in the predicted directions was however reported from pre-test to post-test but not 

sustained at time three follow-up. It is evident from literature that group cohesion and a 

positive drinking climate acts as a buffer against problems with alcohol use, since team 

support rules out behaviours related to the hazardous use of alcohol (Ames, Grube, & 

Moore, 2000; Bennett & Lehman, 1998}. In trying to understand possible contributors to 

this lack of significant change reported, the researcher found that issues emerging within 

the actual group sessions may contribute to the disconnect. For instance, from TA group 

discussions, and from experience in setting dates for various teams to meet for part of the 

TA training, it was found that rotation of staff to different work stations/areas was a 

common factor in both MP and MF divisions. In the MF division, a major policy change 

occurred during the study roll-out period. MF management introduced the Global Rotation 

System, which stipulates that every MF employee will be rotated from one station to a next 

station every few months. This change brought about a tremendous amount of unhappiness 

among some employees since many of them had worked with one team for a good many 

years. Although, the rotation policy did not affect those in the MP divisions, it was found 

that MP employees are again often sent to cover areas that are short staffed and to join a 

different team (not their daily work team) for a day or sometimes a week or more. This may 

not solely explain the reasoning but helps to shed light and facilitates a better 

understanding of the results emerging from this study. 

Findings related to the experience of individual stress were however unclear as it signalled 

an increase in individual stress for those in the intervention condition and this was found to 

be significant. One cannot attribute this increase to organisational factors since no change 

was reported among those in the control arm of the study. The researcher however wants 

to highlight that unlike the control participants, the average scores on individual stress were 
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below three. On the likert scale (see Annexure D, section 813), a baseline score of 2.75 and 

a score of 2.95 at 3 month follow-up still suggests that employees agree that they have 

lower levels of individual stress, since a score of 3 and up would be indicative of the 

experience of high individual stress. Therefore, despite the results being statistically 

significant, they are perhaps not clinically significant since the results do not suggest a move 

from a position of no stress or minimal stress, to a state of acute stress. In addition, an 

awareness of one's harmful behaviours or practices, such as substance abuse and 

substance-related risk, may elevate the experience of individual stress as the individual 

seeks to address these problem behaviours. Additionally, there could also be an increased 

willingness to acknowledge the experience of stress considering that participants reported it 

once at baseline. Participants may feel less inhibited to report the experience of stress a 

second time around. 

Surprisingly and contrary to study prediction, TA was expected to reduce tolerance 

(enabling behaviours and co-dependence) of risky levels of substance abuse, but the study 

reported no change. It is clear from the baseline findings and participant answers to single 

item questions that employees were more likely to engage in behaviours that tolerate 

rather than respond appropriately to co-worker substance abuse (Reynolds & Lehman, 

2003). Tolerance of substance abuse problems amongst co-workers may result or stem from 

a possible disconnect from policy, for instance a group's informal norms may run counter to 

the formally written policy (Mccann et al., 2011). Other factors, such as the 'spanbou' 

culture, may also contribute to tolerance. Additionally, an inability to cope with work­

related problems thus avoiding the problem (apathy) (Bennett et al., 2000) may also be 

causes. In other instances it may be a lack of understanding in relation to the risks involved. 

It is clear from this study that such factors may be potential contributors to the study 

findings. Tolerance of risky behaviours was however also explored with participants (within 

the group discussion context) who received the intervention. Emerging from the discussions 

was reference to a divide between management and staff which was most evident among 

MP employees. The opinions of MP participants were, management was not to be trusted, 

and the perception was that those at lower levels have to look after themselves and each 

other. As a result, there was increased inclination to tolerate risky behaviour, as it was seen 

as 'covering someone's back' or 'shielding/protecting colleagues from management'. In the 
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MP division, employees would cover for an intoxicated individual or a co-worker with a 

hangover by allowing him to sleep off his hangover at the back of an emergency vehicle. 

This was not perceived as tolerance, but rather 'protecting the individual' from 

management, since management have relaxed rules around their own drinking habits. For 

instance it was said that, that senior management would cover-up use of a senior MP 

employee. These practices are considered problematic, since it highlights a general culture 

of acceptance of substance abuse in an organisation. Unless all employees, including 

management, are subjected to the rules and regulations of a substance abuse policy the 

hope of workplace free from substance abuse may not be realised (Mccann et al., 2011). 

Findings from the RCT analyses regarding associations with substance-related HIV risks were 

somewhat contradictory in nature. At baseline data collection time points, reports from 

fieldworkers indicated that Section I of the workplace questionnaire (see Annexure D) was 

poorly answered, but that it also became a joke among participants. There were concerns 

regarding the accuracy of participant responses in this section, and with some participants 

refusing to answer the section in question. Some participants clearly provided inaccurate 

data, for instance, jotting down responses such as they had sex 10 000 times in the past six 

months. The data analysed appears to give the impression that substance-related HIV risk 

increased at Time 3 data collection. Follow-up with fieldworkers, who did data collection for 

the intervention groups, shed some light indicating that they had continuously encouraged 

honesty, emphasising confidentiality of information as well as the accuracy of information. 

Feedback from fieldworkers also suggests that participants did not understand the 

relevance of risky sexual behaviour questions to substance abuse or the TA programme, 

thus creating suspicion. It is assumed that participants reported more honestly at time 3, 

since the intervention would have increased awareness on the risks of contracting HIV and 

other STI infections. Similar results were reported in a study by Torrone and colleagues 

where participants reported a resistance to disclosing HIV risks since they did not 

understand the purpose of the risk valuation (Torrone et al., 2010). In addition there are 

generally numerous barriers, such as confidentiality and anonymity, related to disclosure of 

not only sexual risk behaviour but any issue related to individual sexual health (Baelden, Van 

Audenhove, & Vergnani, 2012). Lack of knowledge and HIV risks and the perception that 

one is not at risk is also a contributing factor more so among middle aged adults (Lance 
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Coleman, 2007). There may also have been resistance to answering HIV related questions 

since the fieldworkers and interventionists were majority female. This may have acted as a 

barrier since both divisions are traditionally male dominated environments. This would 

however need further exploration in future study. 

However, what remains clear is that there exists some resistance to answering self-report 

questionnaires that seek answers on participant substance-related HIV risk behaviours. The 

use of self-reported measures alone in workplace research on substance abuse and HIV 

should therefore be carefully considered until an exploration of possible barriers and 

alternate data collection methods is conducted. 

In respect of the validity of findings, analysis confirmed that there were no significant 

baseline differences on any of the variables used. Analysis used to predict differences 

among employees who dropped out of the study versus those who completed the study 

were also not significantly different. It should be noted that the research study was 

burdened by (58%) dropout rate. Although this is not unique to studies conducted in 

workplace settings, it does pose some challenges which are addressed in chapter 8 of this 

thesis (Bennett et al., 2003; Cook et al., 1996b). It is therefore advisable to use the estimates 

of effect sizes as approximations of effect sizes that one would have obtained if the study 

was not burdened by attrition (Kemmler, Hummer, Widschwendter, & Fleischhacker, 2005). 

In addition, and as indicated in chapter 2, the researcher monitored interventionist fidelity 

through spot visits and audio recordings of the sessions. Although the researcher is 

confident that interventionists delivered TA with fidelity, there may be factors that could 

have contributed to the inability of the study to generate certain hypothesised effects. For 

instance, the interventionists were mostly female and this may have acted as a barrier since 

both divisions employ mostly males and are often referred to as a male dominated 

environment. In addition, initial resistance to participate (on the part of the participants) 

may have also impacted on information intake, particularly at the start of the intervention. 
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6.5. CHAPTER SUMMARY 

The results from the RCT confirm that the TA workplace substance abuse and substance­

related HIV prevention reduced days having ~ore than five drinks for those employees 

randomised to the intervention arm of the study, with participants in the control arm 

reporting an increase in days having more than five drinks. The study also reported 

significant changes to employee knowledge of the existence of the substance abuse policy. 

Although no significant group x time changes were observed in any of the remaining 

variables, significant time effects were reported on the variables 'going to work with a 

hangover' or 'calling in sick with a hangover'. The study also found an -overall time effect 

with group cohesion increasing between time one and time two, but not sustained at time 

three of the study. The research study was also plagued by a 58% attrition rate, and 

subsequent reduction of power, which could contribute to the lack of significance found on 

some variables. 

Chapter 7 will review the perceptions of management regarding the operational aspects of 

the implemented prevention programme. 
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CHAPTER 7 

PERCEPTIONS OF ORGANISATION MANAGEMENT REGARDING THE 

OPERATIONAL ASPECTS OF THE PREVENTION PROGRAMME. 

7.1. INTRODUCTION 

This chapter will describe the results emanating from the qualitative data collection process. 

Opinions and perceptions of key informants (managers and EAP/EWP staff) on the suitability 

of implementing the adapted intervention programme in the local municipality will be 

described. The guiding objective for this phase of the research study was: 

• To explore and describe perceptions of organisation management regarding 

the operational aspects of the prevention programme. 

To achieve this objective, Key Informant Interviews (Klls) involving a total of eight 

participants were conducted across two different departments of the organisation where 

the effectiveness of an evidence-based workplace substance abuse and substance-related 

prevention programme within the services industry were tested in Cape Town, South Africa. 

The qualitative study was undertaken to ascertain the degree of concordance between the 

results of the baseline study and clustered RCT, and to raise issues for consideration in 

future research. 
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7.2. RESULTS 

7.2.1. PARTICIPANTS' DEMOGRAPHIC CHARACTERISTICS 

Place of work: 

Type of work: 

Area of work: 

Age Categories: 

Gender 

Five staff members are based at the head office of 

the local municipality. One staff member is based in 

Khayelitsha, one in area MP North and one in area 

MP East. 

District Commander 

Head Substance Abuse Coordinator 

Area Manager 

Professional officer, Employee Wellness, Service 

Quality 

Area Manager 

Coordinator Service Quality (Employee Wellness} 

Supervisor 

Supervisor 

Management 

EAP (Employee Assistance Programme} 

4 

1 

EWP (Employee Wellness Programme} 1 

Senior Supervisors 2 

25-29 

Male 6 

Female2 

30-34 

1 

35-39 

3 

40-44 45 &up 

2 2 
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7.2.2. RESEARCH METHODS FOLLOWED 

Participants for the Key Informant Interviews (Klls) were recruited through purposive 

sampling and participated in semi-structured interviews. Although the initial intention was 

to collect data via focus groups (with at least two focus groups (MP and MF) with eight 

participants in each), the researcher had to forego this intention due to the difficulties in 

recruiting senior management and supervisors for groups. The project manager and 

researcher were only able to recruit eight participants for the semi-structured interviews. 

Attaining the anticipated number of 16 participants was not feasible due to the difficulties 

described. 

7 .2.3. RESULTS 

The researcher will report on the major themes that emerged from the eight interviews. The 

research findings will be discussed under the headings of the main themes that emerged 

under each of the questions posed to the KIi participants. Each theme will be discussed, 

paying attention to the most illustrative quotations used by the participants. Literature will 

be used to add support to the study findings (Cresswell, 1994; De Vos, 1998) and these will 

be discussed at the end of this chapter. In qualitative research, literature is often used as 

verification of the findings of the semi-structured interviews (De Vos, 1998). 

The main themes emerging from this study were: (i) positive perceptions of the 

intervention; (ii) feasibility of programme; (iii) improved communication; (iv) increased 

group cohesion; (v) perceptions of change in employee behaviour; (vi) perceived impacts on 

personal and family life (vii) inter-departmental roll-out of the intervention; (viii) proposals 

for change; and (vx) multiple benefits to the programme. 

7.2.4. INTRODUCTION TO THE EMERGING THEMES 

Employees participating in this phase of the study were each asked a set of questions, 

according to a set interview guide (see Annexure N), that helped elicit individual 
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perceptions, opinions and thoughts on the prevention programme. These eight participants 

elaborated extensively on their perceptions in relation to its feasibility and possibility for 

further implementation. Their emerging themes are discussed as it applies to each question 

posed to the Kit participants. 

7.2.4.1. Overall impressions of the programme 

Participants in the Klls were asked to give their perceptions of how they thought employees 

who participated in the study experienced the interventions. Participants were asked the 

following questions: 

What was your overall Impression of the programme, and to the best of your knowledge, 

was the programme well received by the participating employees? 

Participant answers to these question resulted in the following two themes emerging: 

Theme 1: DESPITE INITIAL RESISTANCE SESSIONS WERE CONSIDERED POSITIVE 

Participants indicated that employees were initially reluctant to attend the sessions and 

suspicious of the prevention programme. Despite their initial trepidation, later feedback 

received by management suggested that employees gained from the programme offered 

and found the sessions enjoyable. Feedback to the management was therefore mostly in 

the affirmative with participants in the Kls stating the following: 

'I think overall it was received well. They were apprehensive in the beginning from both 

management and some at staff level. I think the organisation has been through so many 

processes that anything that is done is accepted with a bit of reservation in the beginning. I 

think word of mouth really assisted, the one group talking to another group. Overall I think 

the staff that were privy to have access to it, really enjoyed it, as did their managers, 

because their managers are reaping the rewards'. 

7hey were just hesitant in terms of what it was about initially, but after a while, they got 

there. It took about the first morning to get them on the page of the programme; in terms of 

what were you actually trying to say'. 
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One of the supervisors who also participated in the intervention, but was recruited for the 

Klls in their capacity as a supervisor said the following: 

' Like I said, in the beginning, for the first two hours we thought what is this all about, what 

is going to be the backlash.' 

Initial resistance was however replaced with favourable attitudes towards the intervention. 

These are captured in the following quotes: 

'The guys felt that someone actually listened'. 

'It was positive feedback that I got' 

7hey wanted to be part of the programme' 

7hey enjoyed the intervention and they expressed that it is needed at all levels' 

7here was no negativity about it. They were eager to go for the sessions' 

7hey gave me positive reports. I take it from there that by them speaking about it positively, 

that it had an impact. Specifically one employee that actually told me he was going to apply 

these things. So when I saw him again, He came back and told me that he is applying it and 

it is positive stuff. There is good things from it'. 

Participants also indicated that initial hesitation on the part of employees was replaced with 

employees attending the sessions stating that they enjoyed the atmosphere and content of 

the programme to the point where they felt secure in sharing information about 

themselves: 

'Just for the guys to start opening up about the issues that they have ... in an environment 

that is non-threatening, you know' 

One of the supervisors, who also participated in the intervention, said the following: 

'It was relevant issues that we were speaking about and it was interactive.' 
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7here's actually been a positive move, so it was really well received by all of us. Guys came 

~~~~~~M~~~~~~~~M~~ 

facilitator started speaking about the subject matter and the presentation of the subject 

matter, that was completely forgotten. The other session we could not wait to get to. There 

was openness. Everybody was involved. So there was no moaning and groaning about it. 

Everybody really enjoyed it and it was really well received by my members and by myself as 

well.' 

Theme 2: FEASIBILITY OF PROGRAMME IN RESPECT OF IMPACT ON SCHEDULE 

Participants were asked to indicate whether they thought the programme had a negative 

impact on company operations since they were expected to be out of work for at least eight 

hours in total. Participants in the Klls indicated that there were indeed challenges but that 

these challenges were dealt with through adequate planning on the part of management. 

For instance, one manager mentioned the following: 

'I would say yes, but we managed. We isolated them. We took them completely out of the 

programme for that period, and we are covered for that period. So it's not that we - we had 

a non-operational area. We covered it with the others. We had a plan 8 to cover for them'. 

'I think it definitely had an impact. In MF, especially it had an impact, but MF managed it 

brilliantly. They would rotate stations, so that other ones could stand in for them'. 

7 .2.4.2. Observed changes in the company 

KIi participants were asked the following question: 

Which changes have you observed in your company since the roll-out of the prevention 

programme? 

Four main themes could be drawn from participant responses to the above question: 
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Theme 3: IMPROVED COMMUNICATION 

Kls reported that they had discussions with participating employees regarding the 

intervention programme. These managers were of the opinion that the programme 

enhanced communication among employees in their respective constituencies. One key 

informant stated the following: 

7hey have been chatting to others about it. There has been talk.' 

A different manager reported that employees would talk among themselves around the 

information shared during the course of the workshop, after each day's sessions. 

7hey never mentioned it to me, but among themselves they discussed it.' 

One of the supervisors who participated in the actual intervention said the following: 

'I can tell you immediately after the class was done for the day, then we would get together 

and we would discuss things' 

And, 

7he session material was relevant to the point that participants were discussing it even after 

a period of time had passed'. 

And, 

'We sat down informally, myself and my members and they and we spoke around the issues 

and stuff like that and trying to also find where we can make certain changes. That was 

immediately after the class sessions. And also when we got back to work we sat down and 

the guys spoke to me and said that we needed to make a few changes. So we did discuss it 

immediately afterwards. Immediately after class was done and also a few weeks, months 

after that we still kept on going over the discussions. So it was excellent.' 
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An improvement in teamwork and manager-team relations was noted by several of the KIi 

participants. This impact was due to improved colleague relationships: 

What has improved is my relationship with them, with the managers and with the staff 

itself. A couple of negative guys was around, but I could see change, yah.' 

Theme 4: INCREASED GROUP COHESION 

Interviews with the key informant participants also reported increased cohesion among 

participants who attended the interventions. For instance management mentioned the 

following: 

7he feedback that I received from the team heads was that the groups that were exposed 

to, has greater team cohesion and greater sensitivity for one another and greater sense of 

team and belonging.' 

"The guys felt that there's someone that's listening. And they could understand each other. 

They were actually helping each other ... in the groups.' 

'Our team is closer.' 

We are more rounded, we are more effective, and we are more cohesive with each other. 

We just work much better.' 

Due to an improvement in team cohesion and spirit, supervisors/managers reported finding 

it easier to oversee their respective teams: 

We've got a tough job, but as long as we are together, we can overcome anything'. 

Work performance was also positively affected: 

'And also the work output is even better now, because we are working together, but not just 

as colleagues, but we know each other a little bit more, I wouldn't say as friends, because we 
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don't visit each other, but we've got each other's backs. So there is that harmony in the 

team'. 

Theme 5: BEHAVIOUR CHANGE AND KNOWLEDGE GAIN 

The intervention appeared to have had several positive impacts on employees and was seen 

to lead to certain changes in employee behaviour. Firstly, it appears the intervention has 

helped to address the issue of ownership of feelings and assertiveness. One of the KIi 

participants mentioned the following: 

'I've heard from the guys is they say it was a good thing, now they can pick up if there were 

stuff. If there is something not right, they can either address it, or just leave it like that. And 

the best way is to address it, because by leaving it, you are creating actually more problems, 

not only for yourself, but for him as well.' 

Secondly, the intervention made participants aware of the dangers of alcohol and drug 

abuse, faulty coping mechanisms and alternatives to substance abuse to the point that 

some stopped drinking and smoking: 

'I'm their supervisor. I'll speak about the three guys who stopped drinking. We, like I said, it 

already started scratching on them in the sessions, about the whole idea about, if you have 

to drink every day or very often and then it's equated to alcoholism. They didn't see it like 

that. We discussed it in class and we spoke about how much is too much really. A bottle or a 

glass and they then came to me, the one came to me and said to me: You know what: he 

feels that he wants to try going without wine and I asked him why, because in the session it 

was about self-improvement. If you are doing it for somebody else, it's not going to work, 

but if you're doing it for yourself and he understood that. 

'Then myself and this member, I'm not gonna mention any names. My other two members 

at a function. We were at a function in Cape Town. And then the member that stopped 

drinking spoke to the two guys and I thought I'd also jump in. He was speaking about how 

much more quality time he is spending with his family. How he is actually seeing that the 

drinking itself, from a financial point of view has really ripped his pocket. He was speaking 
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about how more positive it is with him and his relationship with his children and especially 

with his wife. How they are going out now and how he can actually sit in front of a movie 

and drink a cup of coffee and still get the same enjoyment and pleasure that he get out of it 

when he thought alcohol was the whole idea. 

'Other guys, it took the one another two weeks when he said he also wants to stop. He didn't 

stop immediately, he gradually slowed down and the other one just fell in. It took about four 

months for the three guys in my team to be totally rid of alcohol. The other guy again with 

the smoking habit, he also got involved, but he got involved about three to four months 

later. He had a cough that wouldn't go away for a month and the doctor said to him its 

smoking related. That wasn't the cherry on the top, that didn't stop him smoking. So I 

brought to remembrance about the conversation that we had here or about what we had in 

the classes, and we discussed about it and all those things and he then stopped for health 

purposes ... ' 

Thirdly, it appears that participation in the intervention resulted in a change in attitude 

towards management. Two of the Kls mentioned the following: 

7he one or two that I did speak to, I did notice a little bit of change in attitude towards 

management. I couldn't see it in their work, actually. I almost feel that is good if they can 

work with management.' 

And, 

'In MF in particular, there has been a change in attitude. Management there is an embracing 

and helping along, taking their folk that are having issues, taking them by the hand. So it's 

not being done in the darkness, like in the past where we have said in the past: you have to 

look after this guy, but nothing gets done.' 

Most participants felt that alcohol abuse in the workplace was widespread that many 

workers were unaware of the dangers of alcohol abuse and of the 'safe' level of alcohol 

consumption, or so-called 'responsible drinking'. As managers, they were aware of the fact 
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that employees were abusing alcohol, both during working hours and when off duty. 

Drinking behaviour was seldom reported by employees, or co-workers and it seemed as if 

they were protecting each other. According to one of the participants people did not see 

regular high levels of alcohol use as dangerous, but rather thought that it was seen as a 

means to 'Chill a bit'. The TA sessions allowed for clarification of misguided information or 

incorrect perceptions of substance abuse. For instance one of the supervisors said that 

session allowed them to ask questions and voice their opinions about substance abuse and 

related issues: 

' ...... freedom in the class firstly to immediately voice our opinions and make statements and 

ask questions from certain issues around alcoholism, drug abuse and all of those things, HIV 

and that. So that was cool ....... ' 

Theme 6: PERCEIVED IMPACTS ON PERSONAL AND FAMILY LIFE 

The intervention was seen to not only have an impact on the employees themselves, but 

was also reported to have a positive impact on an employee's personal and family life. One 

of the supervisors mentioned the following: 

'I can't say for the other guys, but I can say about two guys that I know about. It hod on 

impact on their personal family life, firstly, with their relationship with their wives and their 

children and then also their brothers and their sisters. So it really did impact further than the 

core group that had been in the classes. So it did go out and had a far reaching effect.' 

'One guy was speaking about how more positive it is with him and his relationship with his 

children and especially with his wife. How they ore going out now and how he can actually 

sit in front of a movie and drink a cup of coffee and still get the same enjoyment and 

pleasure that he get out of it when he thought alcohol was the whole idea'. 

In relation to improved family relationships, a second manager mentioned the following: 

' ... and another guy actually patched up his relationship with his estranged wife.' 

190 



One participant summarised the impacts on a personal and professional level through the 

following statement: 

7he issues that is discussed is really relevant. Again, not just for our work environment, but 

for our personal lives as well. It makes you more rounded.' 

7.2.4.3. Management perceptions on implementing the programme 

KIi participants were asked the following: 'Would you consider running the programme 

again in your company?' 

One main theme emerged which related to the importance of departmental roll-out. 

Theme 7: INTER-DEPARTMENTAL ROLLOUT OF THE INTERVENTION 

Almost all participants maintained that future programmes should be rolled out to all their 

colleagues as well as other departments. It is thought that other departments within their 

company could benefit from the intervention programme as similar problems, such as 

substance abuse exist throughout the company at all levels. 

'In our roll out we target x and y the two bigger directorates impacted by substance abuse 

issues.' 

We would run the programme as first roll-out within our safety and security, which consists 

of 5 divisions including MF and MP. And our secondary target will be in our Utility Services .. ' 

'Even our call centre. The trauma there is different, because they interact with the public. 

Maybe with a traumatic situation. There is nothing that is currently there for them.' 

61 think we all have our issues, in every department, you know. I cannot be specific, but it's 

good that you started with the MF department. I know they need it. I need it myself. We all 

need it". 

Some participants felt this intervention should be rolled out to the whole organisation and 

not only selected divisions or departments: 
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'I would say that they have to incorporate whole of the organisation and not just for me to 

say a particular department, because I don't know what is happening at that department. I 

would say the whole organisation.' 

Participants were appreciative of the fact that the programme encouraged management to 

deal with the source of problems and not only focus on the symptoms. It was further 

suggested that management and senior management should also participate in intervention 

programmes since it would also be beneficial to them. However, some of the participants 

voiced that if the programme were to be rolled out in the future, some line managers and 

senior management would not 'buy in'. Others disagreed and felt that management was 

'embracing' the changes and dealing openly with all problems. However, it was also felt that 

the management of certain sub-divisions were more resistant to change and were a 'closed 

shop' and therefore perhaps more in need of such a programme, which will increase 

awareness. One Kl for mentioned: 

7he correspondence from MP regarding the implementation of the research was always 

evasive. I had to intervene countless times in getting them organized to get staff to the 

sessions'. 

There were also comments on identifying high risk employees, particularly those that work 

shifts and those employees who are exposed to difficult work situations: 

'Employees that are in the shift work cycle, employees that's dependent on one another in 

terms of team for life and employees that's daily exposed to substance abuse.' 

7.2.4.4. Suggested changes to the programme 

Participants in the Kl interviews were also asked if they had any suggestions for 

improvement of the programme: 

'Are there any changes to the prevention programme that you would like to suggest?' 

192 



Theme 8: PROPOSALS FOR CHANGE 

Participants had several suggestions for improving the intervention programme, although 

there were also suggestions for improving the work environment. In relation to the actual 

programme, participants felt that they would have benefitted from individual discussions as 

an addition to the group process followed. This is evident in the following statement: 

'When very sensitive issues came out, someone could have been extracted and maybe given 

the opportunity to take it further ...... An immediate response could have been built into the 

programme.' 

In elaborating on the above statement, the manager mentioned that some employees were 

really emotional about the situation in their lives, and these employees would have 

benefited from individual follow-up on conclusion of thel sessions. This statement was 

supported by a second manager who also suggested providing more one-on-one time for 

employees and said the following: 

'If you have the group discussions, some of the guys don't really feel to discuss their 

problems, but if you have the one on one to see what is happening to a guy, why is he like 

that. Why is there a change in his behaviour, but one on one is actually a good thing. And 

one on one to express yourself.' 

One participant also felt that it was important to have a comprehensive section on how to 

cope with domestic problems. He said the following: 

'maybe the emphasis on the content, with some approach is to deal with the domestic 

situation that has to come in, because a lot of the time what plays itself out at work, gets 

taken home and what plays itself out at home, gets taken to work. As much as we are 

dealing with the work environment. As the employer, speaking from a management 

perspective, we must realise the holistic person comes from the community, with issues. So 

maybe .. I don't know how easy or difficult it is to incorporate that into the programme.' 

193 



Some of the suggestions for improvement focused on having more education on alcohol and 

drugs. Some of the managers felt that more time and discussion could have been have gone 

into the modules that address substance abuse. This is evident in the following quotation: 

'People do not understand what is acceptable and what is normal. The concept of being 

tolerant of something is so divergent. No one has the knowledge of what would be a 

standard drink- what is too much, what is too little, what is a moderate drinker, They do not 

have the ability to really engage with that. The education part was limited. They really had 

no idea of drinking and drugs and about being addicted or about having an abusive problem. 

None of that.' 

Participants also made suggestions for improving the work environment which centered on 

debriefing programmes, mentoring, and the re-introduction of the 'mess fund' and sporting 

programmes for employees. In relation to trauma debriefing, some managers felt that the 

current lack of adequate debriefing services poses a problem for employees and can be seen 

as a contributing factor to substance abuse by employees: 

7he one proposal that I would suggest, is that we get proper debriefing counsellors. I feel 

that debriefing counsellors are not adequately trained. That's number one.' 

Participants suggested that permanent debriefing trauma counsellors should be available 

for all staff, as part of the roll-out of intervention programmes. As one interviewee stated: 

' 'Sometimes very sensitive stuff comes out, especially after trauma was experienced, both 

physical and emotional'. 

'in MF for example when the guys were ... how they deal with certain stresses when they 

come across dead children or where they maybe just could have had a session, particularly 

for those guys, there and decoded them in some way or another. An immediate response 

could have been built into the programme'. 
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7 .2.4.5. Cost-effectiveness of programme 

The following question guided the emerging theme: "Are you of the opinion that such a 

prevention programme will be cost-effective to your company'!' 

Theme 9: Multiple benefits of such a programme - healthier individual, improved service 

delivery, company duty to care, improved morale, increased productivity and reduced 

absenteeism: 

Although the company did not incur any direct expenditure in relation to TA 

implementation, there were costs related to employee time off work to attend the sessions. 

KIi participants were asked to give their opinion in respect of whether they thought the 

programme was cost-effective. There was an overwhelming positive response in relation to 

perceived cost-effectiveness of TA. Participants had the following to say: 

'Even the least little improvement would be a return on our investment.' 

'Let's say it cost too much money, but there was some benefits, I think we still push through 

with it. Because it's gonna take a long time to change mind-sets and this is what this 

programme is about, it's about the change of mind-sets. So it's not completely to be thrown 

out.' 

There was also a sense amongst some participants that the adoption of a programme such 

as TA would demonstrate the caring side of the company: 

'Above and beyond that, the caring side of the company will also come out. So it will give a 

whole new dynamic to the employee. Remember, the City is not just about the work that 

they can get out of you, but the City cares about our social lives, our private lives, as well as 

our work lives.' 

One participant stated the importance of investing in a company's human resources since 

they are the ones that ultimately have to deliver a quality service. This is evident in the 

statement below: 
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'I would not look at the initial layout of cost to determine whether it's cost effective or not. I 

think what we need to look at the results that we hope to achieve and if you weigh those 

two things up, we cannot but make the investment, because our service is dependent on 

people. And if we do not look after our people, we cannot provide the service. So the focus 

on the staff member, the focus on the team, is what's critical.' 

'Even if they have to spend lots of money on this programme. What the company gets back 

is invaluable. Your absenteeism goes down, your tardiness goes down, your work output 

goes up, your morale in the workplace goes up. It's a whole positive environment. So, again, 

a happy worker is a good worker. All of those things. Like, for instance, the municipality has 

a problem with absenteeism, taking sick, taking leave and all of those things. This issues that 

we discussed here, actually addresses those whole idea ... ' 

Several participants felt it would be difficult for the company to calculate how much the 

company would actually be saving from implementing the intervention programme. In their 

view, the positive effects of TA will be seen in reduced absenteeism and less sick leave 

statistics, and/ or increased productivity. The following was said: 

'You can't actually calculate the amount of money that the company will be saving, because 

of all of the other things that the company will be saving. They are more in work, they are 

less off sick. They are more productive. Just being in work, doesn't mean you're more 

productive when they're in work. They are positive, helpful. They are more considerate about 

their work environment; they are more considerate about the equipment. It saves the 

company more money on their cars, clothing and the public gets a better service, because of 

it, and the company gets a better name, because of a better service. So all of those things. 

You can't put a price to.' 

'Also you cannot measure hopefully the cultural change and the impact of that cultural 

change. , and then we are not just talking about how much are we spending, but then it's 

going to lead to how much are we saving, .... so it's not about how much are we spending, it's 

how much we're gonna save at the end' 
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Interestingly, one participant stated that it could cost the company more money not to have 

the intervention in place: 

'Prevention is ultimately better than the curing. The cost is so much higher as to leaving it as 

it is. Is definitely more cost effective to do the strategy, especially when combine it with 

other evidence based strategies or interventions.' 

7.3. INTERPRETATION OF KEY INFORMANT INTERVIEWS 

The objective of the study was to gain insight into how the local municipality perceived the 

Team Awareness intervention in respect of the operational requirements of the 

programme, more specifically perspectives on programme costs, time, and perceived 

effectiveness. Examining such influences in an organisational context is important, 

considering the fact that the implementation of evidence-based substance abuse 

programmes and prevention research in a workplace presents numerous practical 

challenges (Cook et al., 1996b; Hersch et al., 2000). Interviews with management and 

supervisors provide for the attainment of first-hand information from persons who are 

familiar with the company culture. In the context of this study, interviews with senior 

supervisors and management were very helpful, since they provided further evidence of the 

value of the prevention programme, specifically in relation to perceived behaviour changes, 

feasibility and cost-effectiveness. 

One of the most important and positive themes emerging from the Klls is management's 

perception that TA resulted in increased group cohesion. Increased cohesion reflects one of 

the main objectives of the TA prevention programme, and its emergence as an important 

theme in the qualitative segment of this study highlights improved changes in respect of 

group cohesion. There is increasing evidence to suggest that teamwork is associated with a 

decreased likelihood of encountering alcohol problems, or drinking climates within a 

workplace (Bennett et al., 2000). Group cohesion also has buffering effects for employees 

exposed to a co-worker's problematic use of substances (Bennett & Lehman, 1998) and is 

considered a protective factor against the development of substance-related problems. 

197 



Cohesion and team support is therefore important on a number of levels. For example, a 

study of shift workers in a motor manufacturing plant in the Eastern Cape, found that team 

support and the opportunity of sharing frustrations with colleagues who experience the 

same stressors was cited as a means of coping with shift work (Harker, 2006). This 

highlights the importance of group cohesion within organizations (Ross & Altmaier, 1994). 

Additionally, changes in employee's knowledge and attitudes were also noted. Although this 

data cannot be generalised it is, however, evident that there have been behaviour changes 

as indicated in the interviews with managers. Again, one of the main outcomes of TA is 

improving knowledge, understanding and attitude towards substance abuse and substance­

related HIV protective factors in the workplace (such as where to obtain help, improved 

attitudes toward company policy and understanding of the risks associated with substance 

abuse (Bennett et al., 2002). Participants mentioned that employees within their respective 

divisions, on exposure to TA, had become aware of certain risky behaviours they were 

engaging in and attempted to change these. This process of self-reflection, contemplation 

and subsequent change of behaviour is encouraging, since it reflects one of the key stages in 

Prochaska and DiClemente's theory of change model (McDonald et al., 2003). It should be 

noted that the intention of the programme was not to treat substance-related problems, 

but through this study it confirms that greater knowledge and improved skills can be 

important antecedents to effective prevention programmes designed for the workplace 

(Billings et al., 2008). It further suggests that individuals high in protective mechanisms such 

as increased understanding of substance abuse and substance-related HIV issues with the 

ability to make meaningful sense of such risks, are ultimately more protected against the 

risk of substance abuse, substance-related HIV and/or other stress related problems (Quick, 

Quick, & Nelson, 2000). It should also be said that manager support and encouragement, as 

seen in this study, also contributes to change and help-seeking behavior (Azzone et al., 

2009). 

Length of the programme and its impacts on work operations also emerged as a theme. This 

theme is of particular importance since concerns regarding the impact of TA on the 

operational requirements of the company were initially raised by members of the 

adaptation expert panel (see chapter 4, section 4.4). During the focus group discussions, 
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which formed part of the adaptation process, members of the expert panel highlighted 

some concern in relation to the length of time required to complete the research process 

and implement TA. Their concerns were addressed by understanding that interventionists 

and fieldworkers would adhere to strict time protocols. Emerging from the Klls is verification 

that TA does indeed impact on operations; however this can be managed and planned prior 

to. actual implementation as evidenced from the findings of this qualitative process. Through 

planning and formative consultations, a balance between the research needs and the 

operational imperatives of the company can be found (Hersch et al., 2000). Constructive 

engagement with company management on practical approaches and steps to minimise 

disruptions should always form part of initial consultations, to prevent barriers forming later 

in the implementation phase. Additionally, managers with firsthand experience on the 

challenges related to the implementation of such a programme could be used to champion 

its introduction. 

Additionally, although the TA programme was viewed positively on conclusion of the 

programme, initial employee reluctance to participate must not be overlooked but be 

anticipated and planned for. Measures to address employee apprehension should also form 

part of initial engagements and ideally, allow for sufficient time to brief employees on the 

purpose of the programme, confidentiality issues as well as the research process. Ideally this 

could be facilitated by management and those involved in doing the research. 

Also emerging from the KIi process is the role of the work environment in contributing to 

employee stress and subsequent substance abuse risk behaviours. As evidenced in related 

scientific literature, work-related stress has been identified as a possible contributor to 

substance-related problems. For instance, from this study it emerged that shift work and 

exposure to trauma are major contributing factors to stress. This finding is supported by 

various literature sources (Cooper & Cartwright, 1997; Harker, 2006; Ross & Altmaier, 1994). 

For example, in a study of fire-fighters, traumatic stress has been found to predict 

psychiatric impairment beyond just the experience of Post-Traumatic Stress Disorder (PTSD) 

but to include other problems such as major depression, psycho-social dysfunction, and 

substance abuse (Wagner, Heinrichs, & Ehlert, 1998). Similarly studies have shown that 

occupations involving shift work (Ames & Grube, 1999} and safety-sensitive occupations 
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{Lehman, Farabee, Holcom, & Simpson, 1995) report higher employee substance abuse. For 

example, according to Lehman and colleagues {Lehman et al., 1995) workers in occupations 

considered risky were twice as likely as those not in risky occupations, to have used 

substances of abuse. These findings point to a need for preventive stress management 

{through trauma debriefing and better management of shift work) that are aimed at 

improving individual and organisational functioning {Quick et al., 2000). The need for such 

programmes emerged from the Klis as a recommendation or proposal to the company 

participating in this study. This does not suggest that the organisation identifies high risk 

individuals and stream them into early intervention or treatment groups. Preferably, 

company investment into universal prevention programmes that target the whole division, 

or all employees involved in safety and security should be championed. This will certainly be 

helpful to high risk employees since it will encourage help-seeking behaviours and further 

referral, promote coping and stress management techniques for shift workers or those 

exposed to trauma on a frequent basis. In turn this will discourage possible stigmatisation, 

since the focus is not only substance abuse but embedded in a host of improved wellness 

topics (Cook & Schlenger, 2002; Deitz et al., 2005) available to the whole workforce. 

During the interviews, KIi participants were asked about their perceptions of whether or not 

such prevention programmes would be cost-effective. Interestingly, managers and 

supervisors highlighted the importance of addressing substance-related problems since the 

benefits are numerous for both the employer and the employee. According to the 

Collaborating for Health Initiative in the United Kingdom {Collaborating for Health, 2011), 

employers are aware of the importance of addressing employee health and wellness, as this 

is irrevocably linked to a number of benefits such as increased productivity and reduced 

absenteeism, as well as improved morale. Ultimately the return on strategic investment in 

employee health is high (Roberts & Grimes, 2011). Also emanating from the Klls is the 

realisation that investment in a programme initially bears some costs, but that these are 

outweighed by the ultimate improvement of employee health, increased productivity and 

service delivery {Deitz et al., 2005). 

Also arising from the Klls were proposed changes to the programme. Although some of the 

proposed changes would result in additions to the current programme and therefore 
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compromise fidelity, they may be useful when considering modifying the prevention 

programme for a South African context. Such modification is possible since Team Awareness 

has already been modified to suit the unique aspects of restaurant workers (Bennett et al., 

in press). Modifying evidence-based prevention and treatment programmes to community 

specifications is important and is possible without diluting the evidence base or fidelity of 

core aspects of the intervention (Sloboda & Schildhaus, 2002) but follows a clear set of steps 

and should be done in collaboration with the programme developers. Participants 

advocated for the inclusion of one-on-one brief intervention sessions as part of the 

prevention programme. Brief interventions within the workplace have also been found to 

bring about change to harmful drinking practices (Anderson & Larimer, 2002). There were 

also proposals for interventions that would run parallel to the offered prevention 

programme. For instance, Kls made reference to comprehensive trauma debriefing and 

prevention programmes. These programmes would be useful considering the links between 

trauma, PTSD and substance abuse. There were also recommendations for programmes 

that focus on building family life and relationships. This is perhaps important for a variety of 

reasons but mainly because persons in safety and security professions such as the police 

services are more likely to be perpetrators of intimate femicide-suicide (Mathews et al., 

2008; Violanti, 2007). Additionally, studies conducted by Madu and colleague in Limpopo 

advocates for programmes designed to give support to the family and spouses of police 

officers or persons in similar occupation groups with the view of equipping the family and 

employee with coping skills (Madu & Poodhun, 2006). 

7.4. CHAPTER SUMMARY 

In this chapter, the findings emerging from the data gathered by means of the key informant 

interviews were discussed, with reference to the nine themes that emerged from the 

process of data analysis. The key themes from this objective suggested that employees 

experienced the programme as positive. There were minimal impacts on the operational 

requirements of the company. Managers observed changes amongst employees in the form 

of increased group cohesion, improved knowledge and understanding of addiction as well as 

certain behaviour changes. Participants in the interview proposed the roll-out of the 
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intervention to other departments within the company and also advocated for the inclusion 

of programmes to the prevention programme. TA was also considered to be worthwhile 

since participants mentioned that substance abuse prevention may initially be costly to 

implement but beneficial in the long term as it reduces substance abuse amongst 

employees. The final chapter of this thesis discusses the findings of the baseline assessment; 

the clustered randomised control trial and the findings from the qualitative study. This final 

chapter also provides recommendations for future research, implications for practice, and a 

review of study limitations. 
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CHAPTERS 

STUDY LIMITATIONS, CONCLUSIONS AND RECOMMENDATIONS 

The limitations, conclusions and recommendations that are related to the clustered RCT will 

be discussed in this chapter. Therefore specific reference will be made to chapters five, six 

and seven of this thesis. The limitations and recommendations to chapters two and four 

were discussed at the end of each chapter. 

8.1. STUDY LIMITATIONS 

In addition to a cross-sectional and qualitative study design, this research study also used a 

clustered randomised control study to test the effectiveness of a universal level prevention 

programme. Although the use of methods such as random assignment of participants, 

utilising a control condition, follow-up assessment and a study having multiple outcomes 

strengthens the quality of the study (Bennett et al., 2004; Bless et al., 2006; Campbell et al., 

2000), there were several limitations to this study that deserve mention. 

Firstly, there were several methodological constraints to identifying a workplace at which to 

conduct the research study. Despite the anticipated benefits to participating in the study, 

several workplaces were reluctant to participate. The researcher's initial intention was to 

aim for more than one workplace but this did not materialise. Recruiting a workplace willing 

to participate in this research study became a long process and in the end, the workplace 

was not randomly selected as anticipated at study conception. The workplace that 

ultimately participated in this study was self-identified by a contact person employed within 

the EAP division at the participating municipality. Although attempts at recruiting additional 

workplaces continued, the researcher was unsuccessful. According to researchers who have 

previously engaged with workplaces, such reluctance is not uncommon. For instance Hersch 

and colleagues (Hersch et al., 2000) clearly state that employers are often reluctant to allow 

researchers to ask employees directly about their substance abuse, and employees are quite 

hesitant to reveal heavy use of drugs or alcohol, especially if there is some need for them to 
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be followed-up, which often happens in longitudinal studies such as this study (Holcom, 

Lehman, & Simpson, 1993). This was evident in one organisation (clothing and textile 

industry) approached by the researcher to participate. Stigmatisation towards persons with 

a substance abuse problem also plays a role and may contribute to problems in recruitment 

(Cook & Schlenger, 2002). In this study it was found that substance abuse was perceived as 

a self-inflicted problem and therefore not worthy of the organisation's time. This was 

evident in the researcher's engagements with a financial investment firm. Although not 

formally explained in this study, literature also suggests that reluctance to participating in 

research studies is related to a resistance to admit that employees abuse substances. This 

resistance is possibly informed by relaxed internal policies and regulations (Mccann et al., 

2011). Considering that literature sensitises researchers to difficulties in recruitment of 

workers for participation in research studies, this finding is of benefit for researchers hoping 

to further research in workplaces. 

Moreover the sample used in this study was drawn from the Cape Metropole area and may 

not be representative of or generalisable to all employees within safety and security 

occupations. However, the settings under which the study was conducted are typical of 

safety and security workplaces as were the conditions under which the study took place. As 

such, the findings present useful insights into how to effectively introduce evidence-based 

prevention programmes, such as TA, into workplaces categorised as safety-sensitive 

workplaces. 

Additionally, this study made use of self-report questionnaires. Although recent research 

indicates that self-report surveys are equally as reliable as biological markers in assessing for 

alcohol and drug use (Bennett et al., 2004; Del Boca & Darkes, 2002), it is the view of the 

researcher that the study may have benefitted from the inclusion of biological markers. 

Support for this assertion can be found in the extent of underreporting noticed in this study, 

particularly in relation to the use of drugs. In addition, a study conducted in 2003 found that 

the harder the drug, the less likely participants would be honest about their drug use 

possibly due to the stigma associated with the use of these drugs or fear of legal 

repercussions (Pluddemann & Parry, 2003). Participants in this sample were reluctant to 

answer questions on behaviours that are considered undesirable perhaps because of a 
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distrust of the research process. The perceptions of participants were that the researches 

would expose them to management, and employees were completely unfamiliar with 

research processes. This was found to be more common amongst MP participants. Similar 

limitations were reported in studies conducted by Holcom and colleagues who add that 

such perceptions by employees do not emanate from the research team following incorrect 

research procedures but rather, a distrust of something that is considered new and also a 

distrust of a work system that is viewed with suspicion (Holcom et al., 1993). Contributing to 

a reluctance to self-disclose was the actual occupation (safety and security} the participants 

were employed in. Within this profession there is a requirement to uphold certain 

behaviours and conduct, and substance abuse behaviours are considered contrary to this. 

Similar limitations were also reported on the substance-related HIV self-report questions 

which is consistent with other studies where resistance to disclosing HIV risks have been 

reported (Torrone et al., 2010). It is clear that participants need to be assured of the 

confidentiality of the research process throughout the duration of the study process, but 

more particularly at the onset. 

In addition, attrition in this study was also relatively high at both post-test and at three 

month follow-up. Although this is not unique to studies conducted in workplace settings, it 

does pose the following challenges (Bennett et al., 2003; Cook et al., 199Gb): i) it reduces 

the numbers in the analysis which could have resulted in some statistical tests not reaching 

significance and ii) biases the findings to participants who were willing to continue the 

research project, and this can result in an under or over estimation of effects. Literature 

therefore advises researchers to use the estimates of effect sizes as approximations that 

one would have obtained if the study was not burdened by attrition (Kemmler, Hummer, 

Widschwendter, & Fleischhacker, 2005). 

As reflected in the study objectives described in chapter 2 of this thesis, this study also 

aimed to collect aggregated absenteeism, workplace accidents and production (which 

reflects company outputs) data directly from the organisation. It was postulated that 

aggregated data will be collected 6 months prior to the intervention and 6 months after 

post-intervention data collection. At the time it was thought that such data would be 

obtained from company records should permission to collect secondary source data from 
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the company records be granted. This sub-objective was unattainable since the participating 

organisation did not have the capacity at the time to execute this function. 

Furthermore, alcohol use was measured using single item measures and the CAGE 

instrument. The study would have benefitted from the use of other standardised 

instruments that measure severity of substance abuse by providing cut-off scores for 

hazardous or harmful substance use. Examples of such clinical screening tools are the 

Alcohol Use Disorders Identification Test (AUDIT) (Babor, Higgins-Biddle, Saunders, & 

Monteiro, 2001) or the The Alcohol, Smoking and Substance Involvement Screening Test 

(ASSIST) (WHO ASSIST Working Group, 2002). 

Underreporting on problematic drug use in this study resulted in an inability to undertake 

any useful bivariate or multivariate analysis since a larger sample size of participants is 

needed to conduct such analysis. 

In relation to substance-related HIV risk, the researcher found that participant responses to 

these questions were poor. This section of the study may have been burdened by the 

problem of respondent bias, since participants fabricated information on for instance, how 

many times they had sex in the past month. Additionally, the measure used to collect 

responses on substance-related HIV was not an established, reliable, or validated 

instrument though it has been used in at least one other context (Rawson et al., 2002). The 

use of more validated instruments to measure substance-related HIV is therefore 

recommended. 

A further limitation to this study relates to allocation concealment, a universally 

recommended procedure for guarding the randomisation process so that the intervention 

to be allocated is not known (Forder, Gebski, & Keech, 2005). Allocation of workgroups to 

the control or intervention arm of this study was not concealed and this may have 

influenced the behaviour of the researcher staff. Additionally, the researcher was involved 

in the randomisation process and was aware of which groups were assigned to which 
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conditions. The use of an independent statistician to generate the allocation sequence 

independently from the researcher would have been a more viable option. 

The research design employed in this study lends itself to certain biases such as test effects. 

The researcher attempted to manage this by lengthening the time at which participants 

returned for time three data collection. 

Lastly, the initial intention was to conduct focus groups with senior management and 

analyse data qualitatively. However due to internal organisational processes and the fact 

that the research processes took a substantial amount of time away from normal business 

processes, the process could not be followed through as planned since it became 

increasingly difficult to recruit participants. As a result, only eight senior staff members 

participated in in-depth, semi-structured interviews. The findings from the sample of group 

participants used in Phase 8 of the study may therefore be too small and cannot be 

generalised to be the viewpoints of all of the senior management in the safety and security 

division of the local municipality. 

8.2. RECOMMENDATIONS 

This study, through the completion of the key objectives, has shown that introducing 

universal level substance abuse and substance-related HIV prevention programmes has real 

potential for reducing substance abuse among employees. The researcher puts forward the 

following recommendations for research, practice and policy: 

8.2.1. IMPLICATIONS FOR PRACTICE 

1. Significant effects were found on the main outcome variable. This suggests that 

prevention programmes in the workplace should be part of a larger effort to 

reduce problematic substance use. For instance, such programmes should be 

integrated within the entire workplace system and may require changes to 
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existing policy and unhealthy practices as well improved EAP services (Bennett et 

al., 2004; Roman, 1990). 

2. In addition, this is the first attempt to adapt and replicate a workplace substance 

abuse prevention programme in South Africa. It is recommended that sufficient 

time be afforded to engaging participating companies on the potential impact of 

the research process and these need to be followed prior to actual 

implementation. It is also important to ensure that participating workplaces are 

aware of the programme prior to implementation. This suggests that marketing 

of the planned Intervention and its potential benefits should occur well before 

actual implementation time. 

3. Considering initial employer resistance to participating in the study, some 

consideration should also be given to discussing return-on-investment of 

prevention programmes for the workplace as a motivator for partidpation, 

4. To help overcome employee resistance to participating in future research 

studies, it may help to embed substance abuse and substance-related 

prevention programmes and other programmes in a larger safety and health 

/well-being programme. Such programmes are more likely to attract a larger 

number of employees and prevent discriminatory attitudes and stigmatisation. 

S. Exposure to trauma emerged as a possible contributor to problematic substance 

use. Responses from participants suggest that safety and security staff receive 

very little support in the line of professional trauma debriefing following 

exposure to traumatic incidents. There is a need for a standardised operational 

plan for trauma referrals. 

6. In relation to this particular worksite, it may be beneficial for the EAP 

department to address the concerns emanating from this study, particularly 

concerns related to confidentiality and quality of service. This could be facilitated 

through creating service quality checks for EAP professionals. 
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8.2.2. IMPLICATIONS FOR RESEARCH 

1. Firstly, since this work cannot be generalised beyond the context of this study, it 

is important to investigate the effectiveness of the workplace substance abuse 

and substance-related HIV prevention programme in sectors that fall outside 

the ambit of this study. Further investigation into the effectiveness of the 

intervention programme in several workplaces is recommended. 

2. As indicated under the limitations sections, the study was plagued by relatively 

high levels of attrition. Bless and colleagues recommend that a project be 

designed in such a way that it is convenient for participants to participate until 

the end of the study (Bless et al., 2006), through allowing flexibility of 

employees attending session on their days off and offering worthwhile 

incentives for participation. 

3. Although no intervention effects were found on the variable sexual risk 

behaviours, baseline findings did report a high risk of employee exposure and 

subsequent increase in risk. This highlights the importance of future research 

efforts on TA factoring in substance-related HIV risks. 

4. Future studies should use more reliable measures such as validated substance­

related HIV-risk scale for examining substance-related HIV risks in this study 

sample. Additionally, it may be useful to explore possible contextual factors that 

act as possible barriers to persons answering substance-related HIV questions, 

particularly for this population who are largely male. 

5. This research study would also have benefitted from a mixed methods research 

design, such as the inclusion of a qualitative angle to further examine employee 

perceptions of team awareness and its contributions to changes in behaviour and 

attitudes. For instance, in-depth focus groups may have contributed to a deeper, 

more comprehensive understanding of the effect of TA on outcomes that may 

not have been measured through quantitative methods. A qualitative paradigm 

may also have provided insights to why there were no changes on certain 

variables where change was predicted. Mixed methods designs are particularly 

useful in facilitating the triangulation of data from multiple research methods, 
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thereby strengthening understanding around important issues (Carroll & Rothe, 

2010; Castro, Kellison, Boyd, & Kopak, 2010). 

6. Future studies should examine longitudinally (beyond three months to include a 

one year, three year and five year follow-up time} to ascertain whether 

participants who incorporate these preventative factors are less likely to 

develop workplace problems and are more likely to seek treatment at an earlier 

stage (Billings et al., 2008). 

7. Future research that will examine the effectiveness of such an intervention will 

benefit from the inclusion of more robust measures of alcohol consumption such 

as the AUDIT or WHO ASSIST. 

8. Although not emanating directly from this research study, further studies are 

needed to explore interventions that are aimed at enhancing coping and 

resiliency of employees who are regularly exposed to traumatic incidents. Such 

interventions may assist in preventing the progression to a substance abuse 

problem. It may also be worthwhile to conduct a systematic review on 

prevention programmes that assist persons in safety and security occupations to 

cope with traumatic events, since lack of coping skills is also associated with 

increased substance abuse. 

9. This study was not able to conduct a cost-effectiveness analysis, since the ideal 

time for such evaluations would be on completion of an impact study. Future 

research on the effectiveness of TA should lndude economic cost-effectiveness 

analysis as part of evaluating the effectiveness of the programme all round. 

9.3. CONCLUSION 

To the researcher's knowledge, this is the first evaluation of an evidence-based substance 

abuse and substance-related HIV workplace prevention programme in South Africa. The 

research study followed a multi-phase approach guided by six overall study objectives: 

1. To review the effectiveness of existing programmes to prevent substance abuse and 

substance-related HIV risks at the workplace. 
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2. To describe the extent of substance abuse and substance-related HIV risk behaviours 

among employees working in safety-sensitive jobs within two divisions of a safety 

and security department of a local municipality in the Western Cape. 

3. To describe the effective adaptation of an evidence-based substance abuse and 

substance-related HIV risks prevention programme used in other countries for 

application in the workplace in South Africa. 

4. To evaluate the effectiveness of the substance abuse and substance-related HIV risks 

prevention programme implemented among employees working in safety-sensitive 

jobs within two divisions of a safety and security department of a local municipality 

in the Western Cape. 

5. To estimate summary measures of organizational absenteeism levels and overall 

work productivity and to compare at pre-intervention and post-intervention levels. 

6. To explore and describe perceptions of company management regarding the 

operational aspects of the prevention programme. 

All study objectives, with the exception of objective 5 (discussed under the limitations 

section of this chapter), was met. 

In order to meet the objectives described, the research study was conducted in seven 

phases. To begin this study, an intervention was sought through a systematic review process 

and Team Awareness was identified as an intervention appropriate for implementation in 

South Africa. This phase was followed by an adaptation process, which saw the 

customisation of TA to the local South African context. Upon the completion of the 

adaptation or customisation process and following implementation, the intervention was 

evaluated at baseline and at two other time points, to determine the effectiveness of TA 

among employees in the two divisions of a safety and security directorate. To triangulate 
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the findings gleaned from the clustered RCT, the study included qualitative semi-structured 

interviews with senior members of staff to determine perceptions around programme 

feasibility and programme impacts on the organisation's operational requirements. 

The results from this study confirm that workplace prevention programmes grounded in 

social and behavioural health theories are potentially effective in changing risky behaviours 

amongst employed persons. For instance, findings from this study point to a decrease in 

problematic drinking practices amongst employees in the intervention arm. In addition 

changes in knowledge on the in-house substance abuse policy and the likelihood of utilising 

the EAP programme were also noted. Although no significant changes on the variables 

related to drinking climate and group cohesion were noted in the clustered RCT evaluation 

study, results from the qualitative component signalled an improvement in group cohesion 

and changes in employee drinking behaviours in the predicted directions. Additionally, 

management appeared to be in support of TA, advocating its roll-out to the rest the 

organisation, and also provided their thoughts and proposals for change. These findings are 

welcomed considering the extent of problematic substance use reported in this study at 

baseline. For instance alcohol was found to be the primary substance of abuse in this study 

sample. Furthermore, the exposure to a climate favourable to drinking, job satisfaction and 

job risks emerged as a predictor for problematic alcohol use (days having more than five 

drinks). Despite attempts to adapt TA to address substance-related HIV, results could not 

be used to draw such inferences. This was largely as a result of the limitations associated 

with the use of self-report questionnaires, as discussed under the section dealing with 

limitations. 

As outlined above, it is also important to take cognisance of the numerous challenges when 

implementing randomised control trials in real-world settings, as well as realise the 

methodological constraints to implementation in organisational settings. Despite these 

limitations, the study did show two important effects which substantiate the need for 

establishing such workplace prevention programmes. The practical implementation thereof 

is possible when appropriate consideration is given to all stakeholders, and participating 

parties are able to reach consensus on processes needed to balance the research process 

and the organisational requirements. What remains promising is the fact that senior 
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management expressed a need for the continuation of the programme and roll-out to all 

other divisions of the participating organisation. 
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ANNEXUREA: 

DEFINITION OF TERMS 

SUBSTANCE ABUSE: the term reflects both alcohol and drug abuse and refers to a 

maladaptive pattern of use of a substance that is not considered dependent. Substances 

associated with this term include alcohol. amphetamines. barbiturates. benzodiazepines. 

cocaine. methagualone. and opiods. (American Psychiatric Association [DSM-IV-TR], 2000). 

PROBLEMATIC SUBSTANCE USE: in the context of this research study, the researcher used 

the term problematic substance abuse to refer specifically two variables i) days having more 

than five drinks, and the CAGE variable. 

SUBSTANCE-RELATED HIV: refers to the relationship between substance use and sexual 

behaviour. For instance adults who abuse alcohol and drugs are likely to engage in risky 

sexual practices such as casual sex partners, multiple partners and/or engaging in 

unprotected sex (Rawson, Washton, Dornier, & Reiber, 2002). 

EMPLOYEE ASSISTANCE PROGRAMMES/ EMPLOYEE WELLNESS PROGRAMMES EAP/EWP: 

Employee Assistance Programmes/ Employee Wellness programmes - is a behavioural 

health referral and counselling service that includes screening and initial counselling for 

generic psychosocial problems including drug and alcohol use (Levy Merrick, Volpe­

Vartanian, Horgan, & McCann, 2007). 

SUBSTANCE ABUSE POLICY: in South Africa a substance use policy represents the collective 

agreement between an employer and a trade union or employees (in the absence of a trade 

union) for the regulation of substance abuse in the workplace. Such a policy normally 

speaks to prevention, drug testing, and referrals for treatment (McCann, Harker Bumhams, 

Albertyn, & Bhoola, 2011). 
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INDIVIDUAL STRESS: stress can be defined as a state of tension involving negative 

emotional states for example, frustration and anxiety and certain physiological states 

(Schabracq, Winnubst, & Cooper, 1996). 

GROUP/TEAM STRESS: in the context of this study, group stress refers to the degree of 

stress team members experience because of tension, frustration and heavy workloads 

(Lehman, Bennett, & Reynolds, 2000). 

JOB STRESS: refers to the 'harmful physical and emotional responses that occur when the 

requirements of the job do not match the capabilities, resources, or needs of the worker' 

(Sauter et al., 1999). 

GROUP COHESION: group cohesion generally encompasses three concepts: i) interpersonal 

attraction which can be defined as liking the team or workgroups, with a sense of 

"belongingness"; ii) commitment to the task, which refers to the ability to participate in 

team activities and; iii) group pride, which refers to a sense of pride in belonging to a group 

and believing that the work executed is central to the success of the organisation (Rosh, 

Offermann, & Van Diest, 2012). 

DRINKING CLIMATE: refers to the social norms or occupational climate within a workgroup 

or organisation that supports drinking between co-workers or promotes the collective use 

of alcohol for social purposes (Bennett & Lehman, 1998). 

ABSENTEEISM: refers to the practice of voluntary non-attendance at work without a valid 

reason. 

PRESENTEEISM: has been defined as the act of attending work when one is not physically or 

mentally well and therefore unable to put in a 100% effort. This would include getting to 

work late, leaving early and doing less work than is expected (Kessler et al., 2003; Pilette, 

2005; Thavorncharoensap et al., 2010). 
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WHITE - COLLAR WORKERS: refers to any person who performs professional, managerial, or 

administrative work, in contrast with a blue-collar worker, whose job requires manual labor. 

PREVENTION: Broadly, prevention can be defined as a proactive process that creates and 

reinforces conditions that promote healthy behaviours and lifestyles (Atkinson, 2004). 

With regard to substance use, prevention is most often defined as any activity designed to 

prevent or delay the onset of substance use and reduce its health and social consequences 

(World Health Organisation (WHO), 2002). 

UNIVERSAL PREVENTION: Targets the general or whole population individuals.and at-risk 

groups who have not yet started use (Mrazek & Haggerty, 1994). 

ADAPTATION: the process of customising original programme content to suit the culture 

and resources of the new target organization or community .• Adaptation can include 

adding, deleting, or changing core components, altering the intensity, or making cultural or 

other changes required by local circumstances (Bennett, Aden, Broome, & Mitchell, in 

press). 

FIDELITY: refers to the degree to which an intervention has been implemented as planned 

or as per the guidelines set out by the programme developer (Leff, Hoffman, & Gullan, 

2009). 

SAFETY-SENSITIVE JOBS: are defined as positions where the employee's responsibilities 

may impact on the health and safety of themselves, co-workers and/or the general public 

(Focus Workplace, 2012). 
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Annexure B: Team Awareness 

Leaflet 

TEAM AWARENESS IN THE CITY 
The South Arricar. Medical Research Council (Mile} .tnd t he 
Employee V!,!ellness Programme {EWP) of the City of Cape Town 
are collaborating on J project called Team Awarene$s. This is a 
pilot srudy that win first be implemented within the Safety and 
Security direcrorate of the City of Cape Town. 

Wl;.\AT IS TEAM AWIY.R NESS? 
Team awareness is a science-based workplace training pmgramr, ,e ' 
that addresses behavioral risks amo!')Qst employees, their cer­
wcxkers and indirectly. tt>eir families. This programme has been 
shown to iocrease employee heip-seekirg behaviour, supervisor 
re5PC>ns,ve'1es, to troubled workers, enhanong the v.ork climate, 
and reduce oeh.l'.'lour nsks Results are achieved by: 

Promoting social health 
Promoung mcreas.ed commumcation between wortcers 
Improving knowledge and positive atti!Ude towards wa<kplace 
policies and 1 he Employee WQ!lness Programme (£WP} 
lncreas.e IX"?I' rmd91ng and help seel(lng behaviour. 

Figure 1, Evidence of Team Awareness Effectiveness 

Iner~ EAP Involvement foHOWlng Team Awareness: 
Percent employl?<!s who contacted, encouraged conta<:t, or were 

nudged to use EAP 
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- - ----- -------- --

HOW TEAM AWARENESS WORKS I 

' -- -

Team .Awareness consists of preparatory focus groups and six training modules for employees: 

Relevdnce: Looking at cornrnunity and work rela ted risks and how the w ork team members can assist and 

support each other. 

Team Ownership of Policy: n,e risk and strengths game creates positive attitudes and team ownership of policy 

in the workplace. 

Tolerance and reducing st igma: Reduces supervisor and co-worker tolerance of risky behaviour. 

Work Stress and Problem solving: Identifies signs of poor coping mechanisms and promotes healthy alternatives 

of d2a!ing with stress. 

Workplace Communication skil ls: Reviews listening abili ty and look at communication skills in the workplace 

Encouragement: Th2 NUGDE Mode, develops peer referral skills and employee alliance with the Employee 

VVel lness Programme. (EWP) 

WHY PARTICIPATE 
You can help the MRC to find a pro­
gramme that can help people to help 
themselves and their fellow workers. 
We are all part of a team, or a family or 
a group or a community, and we know 
that all people can have difficult times. 
You're confidential participation in this 
process will help the MRC understand 
how you think and feel. It will also make 
a valllab/e contribution towards finding 
a solution that can make a difference to 
many people's lives. 

VERY IMPORTANT 
All information will be kept 
private and confidelltial 
All information to be collected 
anonymously 
No access to confidential inform­
ation will be given 
No personal information will be 
linked to data 
All will sign confidentiality pledge 
No employee of the City of Cape 
Town will have access to the 
information 

P: 021 938 0326 • F: 021 938 0342 
E: nadine.harker.burnhams@ mrc.ac.za 

www.mrc.ac.za 

~ 
lvlRC 

SOUTH AFHIC:\N 

MEDIC/\L 

HESEi\HCH 

COUNCIL 
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1 ANNEXURE C 
, CONSENT TO PARTICIPATE IN 

RESEARCH 

You are asked to participate in a research study conducted by Nadine Harker Burnhams from the 
Alcohol and Drug Research Unit of the Med ical Research Counci l in my capacity as a doctoral 
student at the University of Cape Town . Please read the information below and ask questions about 
anything you do not understand , before deciding whether to participate. 

You have been selected to participate in this study because ................. ..... .... (Name of company) 
has been selected for participation and agreed to take part in th is research study. As an employee at 
... ... ...... ........... ........... ... . (Name of company) you are eligible for participation and in addition to 
this you also meet the inclusion criteria for the study. 
Purpose of the Study 
The purpose of this research study is to test the effectiveness of an evidence-based workplace 
substance abuse and substance-related HIV prevention programme with in both the service and 
manufacturing industries. 
Procedures 
If you volunteer to participate in this study, you wi ll be asked: 
• To complete 3 questionnaires over a time period of 8 months. 
• We will ask you to answer a set of questions about your work, alcohol and other drug use , sexual 

activity, and other behaviours that will take about 30 minutes of your t ime. You may choose to 
om it any questions you would prefer not to answer. 

• After you have completed your first questionnaire , you will be assigned to a group that will 
receive some form of intervention. You wi ll not be asked to talk about anyth ing that is persona l in 
these groups but we do ask that you participate in al l the discussions. These groups will take 
place once a week over 10 weeks, and will not be longer than one hour. 

• To attend all group sessions. 
• Group sessions will be audio-taped for quality assurance purposes. 
• To complete your 2nd questionnaire, once al l the group sessions have been completed . 
• To complete your 3rd questionnaire 6 months after the 2nd questionna ire. 

Being in the Study is Voluntary, Confidential and Anonymous 

Taking part in this study is completely up to you . You will not be expected to write your name or any 
other identifying particulars on the questionnaires because you wi ll be given a unique identifying 
number that you wi ll use throughout the duration of the study. No one wi ll be able to link your answers 
to you. This means that participation in the study is completely anonymous All your information wi ll 
be used for research purposes only and we will keep all information confidential. 
Risks or Discomforts 
There are some risks to taking part in this study. Answering some of our question s may make you 
uncomfortable. You may also be asked to leave your workstation for an hour to attend the group 
sessions. 
Benefits of Taking Part in the Study 
If you take part in this study you may learn new ways to stay healthy and lower your chances of 
getting or spreading diseases. You will also help us to understand the best way to provide 
programmes that wi ll help employees stay healthy. 
Privacy 
The field workers and interventionists have to sign confid entiality agreements to ensure that you and 
the name of your company are kept confidential during and after the study has been completed. In 
reports from this research answers wil l always be grouped with answers from other people, so there 
is no way for you to be identified . The only confidential data are information from the screening form , 
the consent forms and aud io-tapes which will be stored in double-locked fi le cabinets . The screener, 
consent forms and tapes wi ll be destroyed after one year of the completion of study activities. The 
principal researcher, the project manager and the fie ld workers are the only people who wil l have 
access to these forms. 
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Participation and withdrawal 
You can choose whether to be in this study. If you volunteer to be in this study, you may withdraw at 
any time without consequences of any kind. You may refuse to answer any questions you do not 
want to answer. Withdrawing from the study does not have any impacts on the safety of your job or 
any work-related benefits such as promotions or bonuses. 
Rights of Research Subjects 
This study has been approved by the University of Cape Town and will be conducted according to the 
ethical guidelines and principles of the International Declaration of Helsinki. If you have any questions 
about your rights as a participant, concerns or complaints, please call the Committee for Human 
Research at the University of Cape Town 021 4066492. 

Consent 
In the box below, please put your initials if you agree to each of the following activities. You do not 
give up any rights by initialing any of the lines. 

Initials What We're Askina of You 
1 I agree to take part in the study, which has been fully desaibed to me. I will complete the 

Questionnaires and to the best of my abilitv attend all the sessions. 
2 I understand that in about 3 months from now and again in about 8 morlths from now, I will 

be asked to complete more questionnaires, 

3 I understand that some interviews or group sessions may be audio-taped for checking 
staff quality, if chosen. 

I declare that: 

• I have read or had read to me this information and consent form and it is written in a 
language with which I am fluent and comfortable. 

• I have had a chance to ask questions and all my questions have been adequately 
answered. 

• I understand that taking part in this study is voluntary and I have not been pressured to 
take part. I also understand that I do not give up any rights by signing below. 

• I may choose to leave the study at any time and will not be penalised or prejudiced in 
anyway. 

• I may be asked to leave the study before it has finished, if the researcher feels it is in my 
best interests. or if I do not follow the study plan, as agreed to. 

• I have received an unsigned copy of this form to keep. 

Name of participant Signature of Participant Date 

If you have any questions or concerns about the research, please feel free to contact the UCT Health 
Sciences Research Ethics Committee at the Faculty of Health Sciences 
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ANNEXURE D 

WORKPLACE QUESTIONNAIRE (WQ) 

Participant Unique Identifying Number: 

Date of Interv iew: 
I /20 ---------

Interviewer/Fieldworker Name: 

Company Name: 

For Official Use only 

Survey Type (Cross/check one) 

D Baseline D Post-Intervention D Follow up after post-intervention 

Study Design Group (Cross/Check one) 

D Intervention D Comparison 

Start Time: _ .... ... .. . .. . ......... .. . .. . ... ...... .. .. Ended at: ........ . ................ ......... .......... . 

Qual ity Control condu cted by: .............................. ..... on ..... ........ .... . .. . ...... .. . 

Signature of interviewer: ...... .. . ...... ................... ... . ........................ ... .. ... ....... .. . 

Signature of project manager: ........ . 

Please Read: 
This survey is voluntary. If you choose to take it, you may skip any question you don't want to 
answer. 

This survey asks about your experience and opinion on a number of topics rela ted to alcohol , drug 
use and sexual behaviour. You r answers to these questions will be confidential. That means no one 
will connect your answers with your name or other identify ing information . To help us keep your 
answers confidential , please do not write your name on this questionnaire . 

Some questions may ask you to select all of the answers that are relevant , and others ask you to 
select a single answer. If the question asks for a single answer and you don 't find an answer that 
exactly fi ts, choose one that comes closest. If you do not understand a question , please ask the field 
worker for guidance. 

Thank you for agreeing to participate in this survey. 
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SECTION A: DEMOGRAPHICS 

I would like to ask you some background questions about yourself. 
CROSS (X) THE BOX THAT IS MOST APPLICABLE TO YOU. 

A1. What is your Age : 

D Male 

I 
A2.. Sex: D Female 

A3. What is your home language: 

I 

······················································· 
Please write in space provided 

A4. What was the highest grade you passed or 
your highest tertiary qualification? ···························································· 

D Single 
A5. Current marital status: D Married 

□ Divorced 

□ Widowed 

□ Living together 

□ Separated 

□ Yes 
M. Are you a Supervisor? 

□ No (A supervisor is responsible for the day-to-
day performance of a small group. It may 
be a one nerson team or a shift). 

□ Less than 6 months 
A7. How long have you been working at your 

□ 6 months to 1 year current place of employment 
□ 1-5 years 

□ 5-10 years 

□ 10-15 years 

□ More than 15 years 

A8 What type of work are you currently □ Maintenance 
involved in? 

□ Assembly 

□ Repairs 

□ Operations 

□ Technical installations 

□ Customer interaction 

□ Retail sales 

□ Outside sales 
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Other:----------

SECTION B: WORK ENVIRONMENT - (adapted from the World Health Organisation fWHOI 
health & worlr surv,rl, Lehman. Reynolds & Bennett c20021, Bennett. Lehman & Forst ,19991, 
Lehman and Slme,on c1n21 

In this section we will be asking you questions about your work, your work hours as well as your work 
perfonnance. If you have any questions ask the field worker for assistance. 

81. 
About how many hours all together did you work in the past I 7 days? 
(No. of hrs. is 00-97, if more than 97 enter 97) 

82. How many hours does your employer expect you to work in 
a typical 7-day week? I (IF IT VARIES, ESTIMATE THE AVERAGE.) 

(No. of hrs. is 00-97, if more than 97 enter 97) 

I 

I 
Please think of your work experiences over the past 4 weeks (28 days). In the spaces provided below, write 
the number of days you spent in each of the following work situations. 
In the past 4 weeks (28 days), how many days did you ... (Number of days (00-28) 

I I 
83. Miss an entire work day because of problems with your 

I physical or mental health? (Please include only days missed 
for your own health, not someone else's health.) 

84. Miss an entire work day for any other reason (including I I I vacation)? 

85. Miss half of a work day because of problems with your 
physical or mental health? (Please include only days missed I I I for your own health, not someone else's health.) 

86. Miss half of a work day for any other reason (including I I I vacation)? 

87. Come in early, go home late or work on your day off? I I I 
About how many hours altogether did you work in the past 

88. 4 weeks (28 days)? I I I (Please SEE EXAMPLES BELOW.) 

Examples of Calculating Hours Worked in the Past 4 
Weeks 

40 hours per week for 4 weeks = 160 hours 
35 hours per week for 4 weeks = 140 hours 
40 hours cer week for 4 weeks with two 8-hour davs missed 
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= 144 hours 
40 hours per week for 4 weeks with three 4-hour partial 

days missed = 148 hours 

B9. On a scale from Oto 10 where O is the worst job performance anyone could have at your job 
and 10 is the performance of a top worker, how would you rate the usual performance of 
most workers in a job similar to yours? 

Worst 
Perfonnance 
0 1 2 
□ □ □ 

3 
□ 

4 
□ 

5 
□ 

6 
□ 

7 
□ 

8 

□ 
9 
□ 

Top 
Performance 
10 

□ 

B10. Using the same O-to-10 scale, how would you rate your usual job performance over the past 
year or two? 

Worst 
Performance 
0 1 2 
□ □ □ 

3 
□ 

4 
□ 

5 

□ 
6 
□ 

7 
□ 

8 
□ 

9 
□ 

Top 
Performance 
10 

□ 

B11. Using the same 0-to-10 scale, how would you rate your overall job performance on the days you 
worked during the past 4 weeks (28 days)? 

Worst 
Performance 
0 1 2 

□ □ □ 

B12. Physical Withdrawal 

3 

□ 
4 

□ 
5 

□ 
6 

□ 
7 

□ 
8 

□ 
9 

□ 

Top 
Performance 
10 

□ 

(Lehman, Reynolds & Bennett (2002), Bennett, Lehman & Forst (1999), Lehman and Simpson (1992) 

CROSS THE ONE RESPONSE FOR EACH QUESTION THAT COMES CLOSEST TO YOUR 
EXPERIENCE. 

D ri the la t 12 nth ho u ng • mo •• w many mes ave vou ti h ? 
B12a. Been late for work for reasons your supervisor would not excuse? □ None 

□ Once 

□ Twice 

□ 3-5times 

□ 6 or more times 
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812b. 
Take work suppl ies or equipment from work without perm ission and not □ None 
returned them? □ Once 

□ Twice 

□ 3-5 times 

□ 6 or more times 
812c. 

Taken a longer lunch or rest break? 

□ None 

□ Once 

□ Twice 

□ 3-5 times 

□ 6 or more times 
812d. Missed department or work group meetings? 

□ None 

□ Once 

□ Twice 

□ 3-5 times 

□ 6 or more times 
812e. Fallen asleep wh ile at work? 

□ None 

□ Once 

□ Twice 

□ 3-5 times 

□ 6 or more times 
812f. Left work before the designated quitting time without permission? □ None 

□ Once 

□ Twice 

□ 3-5 times 

□ 6 or more times 

813 . Individual Stress 
(Adapted from Kahn, Wolfe, Quinn, Snoek & Rosenthal , 1964) 

CROSS THE ONE RESPONSE FOR EACH QUESTION THAT COMES CLOSEST TO YOUR 
EXPERIENCE 

Strongly Strongly 
Disaaree Disaaree Sometimes Aaree Aaree 

813a. Work often makes me feel tense and 
anxious. LJ 1 LJ 2 0 3 0 4 0 5 

813b. My level of stress exceeds that of my co-
workers . 0 1 0 2 0 3 0 4 0 5 

813c. My level of stress exceeds that of my co-
workers in other departments LJ 1 LJ 2 LJ 3 LJ 4 LJ 5 

813d . I feel stress as a result of my job . 
n 1 n 2 n 3 n 4 n 5 

B13e. I am consistently under heavy pressure 
in my job. n 1 n 2 n 3 n 4 n 5 
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814. Group Stress 
(Adapted from Kahn, Wolfe , Quinn, Snoek & Rosenthal. , 1964) 

CROSS THE ONE RESPONSE FOR EACH QUESTION THAT COMES CLOSEST TO YOUR 
EXPERIENCE 

Strongly Stron~gty 
Disagree Disagree Sometimes Agree Agree 

B14a. People in my work group often feel stress 
and frustration because of each other. 0 1 0 2 n 3 n 4 n 5 

B14b. Tension exists between employees in my 
work oroup. n 1 n 2 n 3 n 4 n 5 

B14c. The stress level in my work group is 
greater than the stress level of most other n 1 n 2 n 3 n 4 n 5 
work qroups. 

B14d. People in my work group often show 
signs of strain. n 1 n 2 n 3 n 4 n 5 

815. Group Cohesion 
(Adapted from Jones and James, 1979) 

CROSS THE ONE RESPONSE FOR EACH QUESTION THAT COMES CLOSEST TO YOUR 
EXPERIENCE .. . 

Strongly Strongly 
Disagree Disagree Sometimes Agree Agree 

B15a. The people in my work group trust each 
other and cooperate to get the job done. [J 1 0 2 n 3 n 4 n 5 

B15b. In my work group there are individuals 
who do not do their fair share of the work. r1 1 n 2 n 3 n 4 n 5 

815c. There is often too much friction among 
the members of my work qroup. 0 1 0 2 0 3 0 4 0 5 

815d. People in my work group work together 
as a team for group objectives and goals. 0 1 0 2 ll 3 0 4 0 5 

815e. When I face a difficult job, my co-workers 
1 can be counted to help me out. 0 1 0 2 0 3 0 4 0 5 

816 . Organisational Wellness 
(Adapted from Fassel, 1990; McMillan & Northern, 1995 and Rosen, 1991) 

CROSS THE ONE RESPONSE FOR EACH QUESTION THAT COMES CLOSEST TO YOUR 
EXPERIENCE. --

Strongly I Strongly 
Disaaree Disaaree Sometimes Aaree i Aaree 

816a. People in my work group have a lot of 
vitality and a healthy outlook on life . 0 1 0 2 I I 3 : 14 115 

816b. Health and safety is a top priority in my 
department. [ 1 0 2 0 3 ] 4 0 5 

816c. Most projects are planned so that we 
rarely rush or are pressured to meet [ 1 0 2 0 3 0 4 0 5 
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deadlines. 
816d. It is easy for my co-workers and I to 

forget about pressures once the work L 1 LJ 2 LJ 3 LJ 4 LJ 5 
day is over. 

816e. On most jobs and tasks, my co-workers 
work at a fairly even pace. [ 1 □ 2 □ 3 □ 4 □ 5 

B16f. In my department, differences in lifestyle 
and culture are appreciated (including , [ 1 □ 2 □ 3 □ 4 □ 5 
those with disabilities and elderly 
employees) 

816g . In my work group, it is better to keep 
your ideas to yourself than to cause L 1 LJ 2 LJ 3 LJ 4 lJ 5 
conflict wi th supervisors or co-workers 

816h . Even when they differ, people at work 
are truthful about their personal L 1 LJ 2 LJ 3 LJ 4 lJ 5 
viewpoints or feelings . 

B16i . Th is company offers wellness classes 
that we can attend (such as smoking 
cessation clinics , stress management, [ 1 □ 2 □ 3 □ 4 □ 5 
ex~rc;i s~_ pr9g_i:_a rnrne_s L 

B16J Policies are flexible enough to meet the 
personal and family needs of different r 1 n 2 n 3 n 4 n 5 
employees (such as maternity leave, 
sick days and annual leave). 

B17 . Job Satisfaction 

CROSS THE ONE RESPONSE FOR EACH QU ESTION THAT COMES CLOSEST TO YOUR 
EXPERIENCE. 

ON YOUR PRESENT JOB, HOW SATISFIED ARE YOU WITH -
Highly In -- Highly 

Dissatisfied Dissatisfied between Satisfied Satisfied 
8 17a. The opportunities to act and think 

independently? □ 1 □ 2 □ 3 [ 4 □ 5 
817b. The feel ing of accomplishing 

something worthwhile? □ 1 □ 2 □ 3 [ 4 □ 5 
817c. The opportunity to participate in 

decid ing on methods, procedures LJ 1 LJ 2 LJ 3 L 4 LJ 5 
and goals of my work? 

81 7d. The authority connected wi th my 
job? □ 1 □ 2 □ 3 [ 4 □ 5 

B17e. The amount of responsibility I am 
qiven on my job? □ 1 □ 2 □ 3 [ 4 □ 5 

B17f. My job? 
LJ 1 LJ 2 □ 3 [ 4 D5 

B18. Perceived risk at work 

CROSS THE ONE RESPONSE FOR EACH QUESTION THAT COMES CLOSEST TO YOUR 
EXPERIENCE. 

HOW MUCH ARE YOU CURRENTLY AT RISK OF LOST PRODUCTIVITY AND/OR SAFETY 
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PROBLEMS IN YOUR WORK SETTING BECAUSE OF -
·-· 

A little A lot of Great 
No risk risk Some risk risk risk 

B18a. Improper handling of machinery or toxic 
chemicals? 0 1 0 2 n 3 n 4 n 5 

B18b. Failure of employees to get help for 
personal problems they may be having? n 1 1 2 n 3 n 4 n 5 

B18c. Management not listening to concerns 
about safety? 0 1 [ 2 0 3 0 4 0 5 

B18d . Workers who act unsafely not being 
disciplined? I I 1 I 2 11 3 I 14 115 

B18e. Inadequate training on safety practices? 
0 1 [ 2 0 3 0 4 0 5 

B18f. Unsafe working conditions. 
0 1 0 2 0 3 0 4 0 5 

B19.Tolerance/ Responsiveness 

CROSS THE ONE RESPONSE FOR EACH QUESTI ON THAT COMES CLOSEST TO YOUR 
EXPERIENCE. 

IF A COWORKER HAD A PROBLEM AT HOME THAT WAS INTERFERING WITH HIS/HER ABILITY 
TO WORK, HOW LIKELY WOULD YOU BE TO -

·· -···-··· - · 

Very In 
Unlikely Unlikely Between Lik~ly __ 

B19a. Say something to the employee 
[ 1 0 2 n 3 n 4 

B19b. Say something to your supeNisor. 
[ 1 0 2 0 3 0 4 

B19c. Contact the EAP to get help as to what to 
do. [ 1 0 2 0 3 0 4 

SECTION C: Workplace Substance Abuse Policy & Employee Assistance 
Programme (EAP) Utilisation 

Very Likely 

n 5 

0 5 

0 5 

[Substance Abuse & Mental Health Services Administration (SAMHSA) - National Survey on Drug Use & 
Health (NSDUH) Workplace and AOD use and perceptions of workplace policy Survey} 

In this section you will be asked questions about any workplace policies you may have at your place of 
work , as well as some questions re lating to you Employee Assistance/Wellness Programmes (EAP/EWP). 
Cross (X) the box that applies to you 

C1. At your place of work, do you have an alcohol and 0 1 Yes 
drug/substance abuse policy? 0 2 I don't know (If you tick 2, skip 

question CB) 
C2. How knowledgeable are you about the Substance Abuse n 1 Not at all 

Policy at your job? LI 2 A little 
[ 3 A lot 
_ 4 Very much 

C3. If you had a substance problem, would you feel free to talk =o No 
with your supervisor without fear of being pun ished or - 1 Yes 
fired? 

C4 . Do you personally know how to get help from your job for - o No 
you or someone else that may have a substance use 0 1 Yes 
problem? 
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CS. At your place of work , have you been given any = o No 
educational information sessions regard ing the use of 0 1 Yes 
alcohol and druqs? LJ 2 I don't know 

C6. If your answer to question CS was 'Yes', was this .. - 1 Less than 12 months ago 
LJ 2 1-2 years ago 
= 3 More than two years ago 
n 4 I don 't know 

C7. Policy Attitudes: Fairness and Effectiveness 

CROSS THE ONE RESPONSE FOR EACH QUESTION THAT COMES CLOSEST TO YOUR 
THOUGHTS. 

. . . 
' - ..•. 

I don't Strongly Sometim Strongly 
Disagree Disaaree es Aaree Aaree know 

C?a. I support the purpose and goals of 
the substance abuse policy 0 1 0 2 LJ 3 LJ 4 LJ 5 0 6 

C?b. The policy is enforced so that all 
employees are treated fair and in 0 1 0 2 LJ 3 LJ 4 LJ 5 0 6 
a confidential manner 

C?c. The policy focuses more on 
punishing than on helping 0 1 0 2 0 3 0 4 0 5 0 6 
employees with problems 

C7d. The policy is effective in reducing 
substance abuse by employees 0 1 0 2 0 3 04 0 5 0 6 

C?e. More needs to be done to stop 
substance abuse by employees 0 1 0 2 0 3 0 4 0 5 0 6 

C7f. The policy is enforced to the same 
extent for both supervisors and 0 1 0 2 0 3 0 4 0 5 0 6 
non-supervisors 

· -· 

C8. Employee Assistance Programme 

C8a. Does your workp lace offer an Employee Assistance/ n 1 Yes 
Wellness Programme (EAP/EWP) to help you with both [ 2 I don't know (If 2, go to 
personal and work-related problems? Section 0) 

C8b. Would you be willing to use your workplace 's program for a [ 0 No 
personal or work-related problem? [ 1 Yes 

C8c. Have you ever used your workplace's program for a = 0 No 
personal or work-related problem? 0 1 Yes, but not in the past 6 

months 
0 2 Yes, in the last 6 months 

C8d . How satisfied are you with the help you received or can 0 1 Very dissatisfied 
receive from your workplace's EAP/EWP? n 2 Somewhat dissatisfied 

= 3 Neither dissatisfied nor 
satisfied 
1 4 Somewhat satisfied 
0 5 Very satisfied 
n 6 Prefer not to answer 

C8e. Have you ever encouraged a coworker to call the EAP for [ 0 No 
help with a work-related problem? [ 1 Yes , but not in the past 6 

months 
0 2 Yes, in the last 6 months 

C8f. Have you ever encouraged a coworker to call the EAP for [ 0 No 
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help with a non work-related problem? C 1 Yes, but not in the past 6 
months 
LI 2 Yes, in the last 6 months 

C8g. Have you ever been encouraged by a coworker to call the LO No 
EAP for help with a work-related problem? C 1 Yes, but not in the past 6 

months 
02 Yes, in the last 6 months 

C8h. Have you ever been encouraged by a coworker to call the co No 
EAP for help with a problem that was not work-related? r 1 Yes, but not in the past 6 

months 
C2 Yes, in the last 6 months 

C8i. Have you ever been asked by a supervisor to call the EAP co No 
for help with a work-related problem? r 1 Yes, but not in the past 6 

months 
02 Yes, in the last 6 months 

C8j Would you recommend the EAP to a co-worker who you DO No 
thouaht needed help? n1 Yes 

C8k If an employee called the EAP for help with a problem, D 1 Very unlikely 
how likely is it that the employee's supervisor would find L2 Unlikely 
out? 03 In between 

r4 Likely 
C5 Very Likely 

C81. If an employee calls the EAP for help with an alcohol or U1 Very unlikely 
drug problem, how likely do you think they would be [2 Unlikely 
disciplined for it? n3 In between 

C4 Likely 
[5 Very Likely 

cam. If an employee contacts the EAP for help with an alcohol 01 Very unlikely 
or drug problem, how likely I it that the EAP could help the L2 Unlikely 
employee with the problem? 03 In between 

r4 Likely 
C5 Very Likely 
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SECTION D: SUBSTANCE ABUSE RELATED KNOWLEDGE 

Read the following set of questions and Cross (x) the box you think most adequately describes your thoughts 
on the statement. 

01. Alcohol is a stimulant? DO No 
01 Yes 
02 I don't know 

02. Having one or two drinks of beer, wine, hard liquor or mixed drinks in the LIO No 
evening is not problematic? 01 Yes 

02 I don't know 
03. Having five or more drinks in the evening is misuse of alcohol? DO No 

01 Yes 
LJ 2 I don't know 

04. Exercise or a cold shower can make you sober quicker? DO No 
LJ 1 Yes 
02 I don't know 

05. Going to work with a hangover is okay? DO No 
01 Yes 
02 I don't know 

06. One can become an alcoholic by drinking just beer? DO No 
01 Yes 
02 I don't know 

07. Using substances such as alcohol or drugs impairs your judgement? DO No 
01 Yes 
02 I don't know 

08. Using substances such as alcohol or drugs can lower your inhibitions and DO No 
cause you to do things that you will not normally do? 01 Yes 

LJ 2 I don't know 
09. Persons using alcohol or drugs socially will not develop a long-term DO No 

problem? 01 Yes 
02 I don't know 

010. Alcohol is not a drug; therefore you cannot become addided to it? DO No 
01 Yes 
02 I don't know 

011. Using drugs only on weekends is better than using every day? DO No 
LJ 1 Yes 
02 I don't know 

012. Needing a drink or a drug first thing in the morning is normal? DO No 
01 Yes 
02 I don't know 

SECTION E: ALCOHOL CONSUMPTION (If you do not UH any alcohol, go to Section F) 
(HIV prevention intervention in bars and shebeens in Tshwane, South Africa - Baseline Assessment) 

NOW WE WILL ASK YOU QUESTIONS ABOUT YOUR ALCOHOL CONSUMPTION. CROSS (X) THE 
BOX THAT APPLIES TO YOU. 

E1. How often do you have a drink D 0 Never IF 0, goto 
containing alcohol? D 1 Less than monthly Section F 

D 2 Monthly 
D 3 Weekly 
D 4 Oailv or almost dailv 
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E2. Out of the past 30 days, on how many 
days have you had any use of a/coho{? 

No. of days out of 30 

_/30 

E3. Out of the past 30 days, on how many 
days did you have five or more drinks on 

I 
one occasion? (Please note that one I ~:daysomof30 drink is equivalent to one can or dumpie 
of beer, cider or coolers; or one glass of 
wine; or one tot of spirits). 

E4. How often in the last 6 months did you D 0 Never 
ever have one or two drinks during your LI 1 Less than monthly 
lunch hour? D 2 Monthly 

D 3 Weekly 
11 4 Daily or almost daily 

E5. How often in the last 6 months did you D 0 Never 
ever have more than two drinks during D 1 Less than monthly 
your lunch hour? D 2 Monthly 

n 3 Weekly 
04 Daily or almost daily 

E6. How often during the last year have you D 0 Never 
found that you were unable to cut down D 1 Less than monthly 
on your drinking? D 2 Monthly 

D 3 Weekly 
D 4 Daily or almost daily 

E7. How often during the last year have you D 0 Never 
failed to do what was normally expected D 1 Less than monthly 
from you because of drinking? D 2 Monthly 

D 3 Weekly 
D 4 Dailv or almost daily 

EB. How often during the last year have you D 0 Never 
needed a first drink in the morning to get D 1 Less than monthly 
yourself going and to steady your D 2 Monthly 
nerves? D 3 Weekly 

D 4 Dailv or almost dailv 
E9. How often during the last year have you D 0 Never 

had a feeling of guilt or remorse after LI 1 Less than monthly 
drinking? D 2 Monthly 

□ 3 Weekly 
D 4 Dailv or almost daily 

E10. How often during the last year have you D 0 Never 
been unable to remember what D 1 Less than monthly 
happened the night before because you n 2 Monthly 
had been drinking? 

□ 3 Weekly 
D 4 Dailv or almost daily 
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E11. How many times in the past 6 months u 0 Never 
did you go to work with a hangover? D 1 Less than monthly 

D 2 Monthly 
D 3 Weekly 
D 4 Daily or almost daily 

E12. How many times in the past 6 months D 0 Never 
did you miss work or call in sick because n 1 Less than monthly 
of a hangover? u 2 Monthly 

D 3 Weekly 
o 4 Daily or almost daily 

E13. Are you in a safety sensitive job in which 0 ONo 
you may be asked to take a random test D 1 Yes 
for alcohol? 

E14. Has a relative, friend, doctor or other D 0 Never 
health worker been annoyed about your D 1 Less than monthly 
drinking or suggested you cut down? D 2 Monthly 

D 3 Weekly 
o 4 Dailv or almost daily 

E15. Would treatment for a drinking problem D ONo 
be available for you if you needed it? D 1 Yes 

D 2 Don't know 
E16 Do you think you may have a drinking D ONo 

problem? D 1 Yes 
(If you answer 'yes' fo this question, D 2 Maybe 
please read the tNource list of this 
questionnaire on how we can help you.) 
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SECTION F: PROFILE OF DRUG ABUSE (If you do not use any drugs, go to Section G) 
(Adapted from HIV prevention intervention in bars and shebeens in Tshwane, South Africa - Baseline 
Assessment ANO SACENOU data collection instrument - Parry et al., 1996) 

The next set of questions refers to your use of drugs, which includes the fo llowing : 
• Dagga/cannabis/marijuana 
• Dagga/mandrax combination 
• Prescription drugs without a doctor's prescript ion (NOTE: drugs you may have taken to achieve 

effects other than what they are medically prescribed for) such as Valium, Ativan , Xanor, 
Wellconal , Morphine, code ine 

• Over-the Counter drugs such as Disprin, Grandpa, Sti lpain (without a prescription) 
• Tiki Methamphetamine 
• Cocaine/crack 
• Ecstasy 
• Heroin 

In the box (i) be low, indicate wh ich drugs you have used in the past 12 months by name (e .g. dagga) in 
order of choice or preference. If you use more than one drug , you can list your drugs in order of preference 
(e.g . my first frequently used drug is dagga and my 2nd most frequently used drug is grandpa tab lets) . In box 
(ii) tick the box that indicates how often you use your drug of choice using the code described provided 
below cross (X) the box that applies to you . (Please ask the field worker for guidance). 

(i ) In the last 12 months I (ii) Frequency of use 

I have used the following during past 12 months 
drugs: (cross one) 

1 =daily, 
2 =2-6 days per week, 

Write in the name of the drug below: 
3 =Once per week or less 
often, 4 =not in past 
month 

F1. 1st most frequently used drug 1 2 3 4 

F2. 2nu most frequently used drug 1 2 3 4 

F3. 3rd most frequently used drug 1 2 3 4 

F4. 4th most frequently used drug 1 2 3 4 

F5 How often did you use any of these drugs □ 0 Never 
while you were at work (including during □ 1 Less than monthly 
breaks or the lunch hour) or right before □ 2 Monthly 
going to work in the last 6 months? □ 3 Weekly 

□ 4 Daily or almost daily 

F6. How often did you use any of these drugs □ 0 Never 
wh ile you were NOT at work (including □ 1 Less than monthly 
after work or on weekends) in the last 6 □ 2 Monthly 
months? □ 3 Weekly 

□ 4 Dai ly or almost daily 

F7. Out of the past 30 days , on how many No. of days out of 30 
days have you had any use of the above 
drugs? _/30 
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F8. How often do you use multiple drugs e.g.: D 0 Never 
alcohol plus cocaine or heroin/cocaine and D 1 Less than monthly 
dagga? D 2 Monthly 

D 3 Weekly 
LI 4 Daily or almost daily 

F9. How often during the last year have you D 0 Never 
tried to stop using drugs? D 1 Less than monthly 

D 2 Monthly 
n 3 Weekly 
LI 4 Daily or almost daily 

F10 How often during the last year have you D 0 Never 
failed to do what was normally expected D 1 Less than monthly 
from you because of drugs? n 2 Monthly 

LI 3 Weekly 
D 4 Daily or almost daily 

F11 How often during the last year have you D 0 Never 
had a feeling of guilt or remorse after using D 1 Less than monthly 
drugs? D 2 Monthly 

D 3 Weekly 
D 4 Dailv or almost dailv 

F12 How often during the last year have you D 0 Never 
been unable to remember what happened D 1 Less than monthly 
the night before because you had been D 2 Monthly 
abusing drugs? D 3 Weekly 

n 4 Daily or almost daily 
F13 How many times in the past 6 months did D 0 Never 

you go to work under the influence of D 1 Less than monthly 
drugs? D 2 Monthly 

D 3 Weekly 
D 4 Daily or almost daily 

F14 How many times in the past 6 months did D 0 Never 
you miss work or call in sick because you LI 1 Less than monthly 
were under the influence of drugs? D 2 Monthly 

D 3 Weekly 
D 4 Dailv or almost dailv 

F15 Are you in a job where you may be asked D ONo 
to take a random drug test because of 
safety reasons? 

D 1 Yes 

F16 Has a relative, friend, or a doctor or other D 0 Never 
health worker been concerned about your D 1 Less than monthly 
drug use or suggested you stop? D 2 Monthly 

n 3 Weekly 
D 4 Dailv or almost daily 

F17 Would treatment for a drug abuse problem LIO No 
be available for you if you needed it? D 1 Yes 

D 2 I Don't know 
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F18 Do you think you may have a drug abuse D 0No 
problem? D 1 Yes 
(If you answer 'yes' fo this queafion, pleue D 2 Maybe 
read the l8SOUla list of this questionnaire 
on how we can help you.) 

SECTION G: CO-WORKER SUBSTANCE USE 
(Lehman, Reynolds & Bennett (2002), Bennett & Lehman (1998, 1999, 2001) 

CROSS THE ONE RESPONSE FOR EACH QUESTION THAT COMES CLOSEST TO YOUR 
EXPERIENCE. 

G1: Co-worker Drlnkjng 

G1a. In the past 6 months, how often was there someone at your job □ 0 Never 
who drank alcohol either while at work (including during a □ 1 Once or twice 
break or lunch time) or Just before aoina to work? □ 2 three or more times 

G1b. How often in the past 6 months were you aware of a co-worker □ ONever 
who was "under the influence" or 'drunk' from alcohol while at □ 1 Once or twice 
work? □ 2 three or more times 

G1c. During the work day, how many times have you ever smelled 
alcohol on the breath or clothing of a co-worker, observed a co □ 0 Never 
worker drinking alcohol right before work, at work, or during lunch, □ 1 Once or twice 
or saw signs of alcohol use that were most likely left by a co □ 2 Three or more times 
worker? 

G2: Co-worker Drug Use 

CROSS THE ONE RESPONSE FOR EACH QUESTION THAT COMES CLOSEST TO YOUR 
EXPERIENCE. 

G2a. Of co-workers you usually see or work around each day on your u 0 None 
job, how many would you say sometimes used illegal drugs either □ 1 One or two 
before or durina work in the last 6 months? □ 2 three or more 

G2b. Of co-workers you usually see or work around each day on your DO None 
job, how many do you know of who sometimes sold or gave illegal D 1 Oneortwo 
druas to others at work durina the last vear? u 2 three or more 
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G3 : Response to co-worker drinking or drug use 

CROSS THE ONE RESPONSE FOR EACH QUESTION THAT COMES CLOSEST TO YOU R 
EXPERIENCE. 

3a. Have you ever experienced or suspected a co-worker 0 0 No 
of using alcohol or other drugs at work , or working LJ 1 Yes 
under the influence? 

If you answered YES to Question G3a what did you do about the situation? If you answered NO, go 
to G4 

G3b. I ignored the situation or looked away. n 0 No 
11 1 Yes 

G3c. I discussed the situation with a fellow worker n 0 No 
n 1 Yes 

G3d. I talked with the co-worker who I either saw or 0 0 No 
suspected of usinq. LJ 1 Yes 

G3e. I talked with my supervisor. 0 0 No 
LJ 1 Yes 

G3f. I contacted the EAP n 0 No 
LJ 1 Yes 

G4. Workplace Drinking Climate 

CROSS THE ONE RESPONSE FOR EACH QUESTION THAT COMES CLOSEST TO YOUR 
EXPERIENCE. 

·- - -
! ·-· Almost 

Never Rarely Sometimes Often Always 
G4a. How often do any of your co-workers like 

to drink after work as a way of socializ ing 0 1 0 2 0 3 0 4 0 5 
toqether? 

G4b. How often is the talk at work about 
drinkinq or activities involvinq drinkinq? 0 1 0 2 0 3 0 4 0 5 

G4c. How often is alcohol avai lable at work-
related parties that are held away from 0 1 0 2 0 3 0 4 0 5 
work? 

G4d. How often does any of your co-workers 
drink together just to get drunk? 0 1 0 2 n 3 n 4 n 5 

G5. Norm of tolerance and responsiveness 

CROSS THE ONE RESPONSE FOR EACH QUESTI ON THAT COMES CLOSEST TO YOU R 
EXPERIENCE. 

If their own work was affected by a fellow employee who had a drinking or drug problem, how likely 
k would your co-wor ers: 

Very Very 
unlikely Unlikely Likely likely 

G5a . Ignore the problem? 
0 1 0 2 L 3 L 4 

G5b. Cover for or 'pick up the slack' for the 
coworker? 0 1 0 2 1 3 1 4 

G5c. Try to encourage the co-worker to stop drinking 
or using or get help? 0 1 0 2 1 3 1 4 

G5d. Report the problem to a superior? 
0 1 0 2 1 3 1 4 
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G6 Consequences of co-worker drinking or drug use 

CROSS THE ONE RESPONSE FOR EACH QUESTION THAT COMES CLOSEST TO YOUR 
EXPERIENCE. 

Based on your personal experience, how often in the past 6 months has alcohol or drug use 
among your co-workers caused: 

-· 
Almost 

Never Rarely Sometimes Often Always 
G6a. You to have to do more than your fa ir 

share of the work? □ 1 □ 2 L3 LJ 4 L 5 
G6b. Morale problems in your work group? 

□ 1 0 2 [ 3 □ 4 [ 5 
G6c. More chance for injuries to you or others 

in your work qroup? 0 1 □ 2 [ 3 0 4 [ 5 
G6d. Damaged equipment or wasted supplies? 

0 1 0 2 [ 3 0 4 [ 5 
G6e. Poor quality work? 

0 1 0 2 [3 04 [ 5 
G6f. Poor communication in your work group? 

□ 1 □ 2 [ 3 □ 4 [ 5 

G7. Stigma Perceptions 

CROSS THE ONE RESPONSE FOR EACH QUESTION THAT COM ES CLOSEST TO YOUR 
EXPERIENCE . 

I( - - .. ··;-····---·--··--- ----·-·---·····-· ·- --·-·-·-·····--···--- -- -•---- --···-----------·-------
Strongly Strongly 
Disagree Disagree Sometimes Aciree Agree 

G?a. My co-workers would think less of me if 
they thought that I had a drinking or drug □ 1 0 2 [ 3 □ 4 [ 5 
problem. 

G?b. My co-workers wou ld think less of me if 
they thought that I had gotten help for a LJ 1 L 2 L 3 LJ 4 L 5 
drinkinq or druqs problem . 

G?c. My co-workers wou ld be qu ick to pass 
judgement on someone that they thought LJ 1 L 2 L 3 LJ 4 L 5 
drank heavily or used drugs. _ 

G?d. My co-workers might think negatively of 
someone who had gone to the EAP to 0 1 [ 2 [ 3 0 4 [ 5 
get help for a drug or alcohol problem , 

G8. Formal Sanctions (Punishment) 

CROSS THE ONE RESPONSE FOR EACH QUESTION THAT COMES CLOSEST TO YOUR 
EXPERIENCE. 

What would be the most common reaction of persons in authority toward an employee who: 

• ----- · ·--····~ -------- --- -.. 

Do Verbal Written 
·;.,., - ·-·· 

Nothing Warning Waminci Suspend Fire 
G8a. Was under the influence of alcohol at 

work? 0 1 □ 2 LJ 3 LJ 4 L 5 
G8b. Had a few drinks at lunch? 
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U1 L2 U3 U4 
G8c. Was under the influence of dagga or tik at 

work? U1 L2 U3 U4 
G8d. Had possession of dagga or tik at work? 

n1 r2 n3 n4 
G8e. Came to work with a hangover or under 

the influence? n1 r2 n3 n4 

SECTION H: SUBSTANCE - RELATED CONSEQUENCES 
[Substance Abuse & Mental Heanh Services Administration (SAMHSA) - National Survey on Drug Use & 
Health (NSDUH)J 

CROSS()() THE BOX THAT APPLIES TO YOU 

The following set of questions look at the possible consequences ·associated with substance abuse 
( substance abuse refers to the use of alcohol or any other drug). 

H1. Has using substances ever caused you to get a traffic DO No 
fine? D 1 Yes 

H2. Has using substances ever caused you to get D ONo 
arrested? D 1 Yes 

H3. Has using substances ever caused you to have D ONo 
monev oroblems? D 1 Yes 

H4. Has using substances ever gotten you in trouble at D ONo 
work? D 1 Yes 

HS. Has using substances ever affected the quality of D ONo 
your work? u 1 Yes 

H6. Has using substances ever negatively impacted your D ONo 
family relationshios? □ 1 Yes 

H7. Has your substance use ever caused you to pass D ONo 
out? D 1 Yes 

H8. Have you or someone else been injured as a result of D ONo 
vour substance abuse? □ 1 Yes 

LS 

LS 

rs 

rs 
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SECTION I: SUBSTANCE-RELATED HIV RISKS 
(Drugs and sexual effects Rawson et al., 2001) 

THE FOLLOWING QUESTIONS RELATE TO SUBSTANCE-RELATED HIV RISKS. REMEMBER NO 
ONE WILL BE ABLE ASSOCIATE THESE ANSWERS WITH YOU. THE QUESTIONNAIRE IS 
COMPLETELY ANONYMOUS. 

CROSS (X) THE BOX THAT APPLIES TO YOU. 

11. How many times have you had sex in the 
past 6 months? ____ No of times 

If 0, go to the end of this 
page. 

12. Have you or your partner used a condom ____ No of times 
in the past 6 months? 

13. My sexual drive increases when I use my D 0 No 
primary (main) substance of abuse o 1 Yes 

14. My sexual performance is improved when D 0 No 
I use my primary (main) substance of abuse o 1 Yes 

15. I have more sexual pleasure when I use D 0 No 
my primary (main) substance of abuse o 1 Yes 

16. Use of my primary (main) substance of D 0 No 
abuse has made me become obsessed with o 1 Yes 
sex and/or made my sex drive abnormaDy 
high 

17. I'm more likely to have sex with someone D 0 No 
other than my permanent o 1 Yes 
partner/wife/husband when using my primary 
(main) substance of abuse 

18. When under the influence of my primary D 0 No 
(main) substance of abuse I am less likely to u 1 Yes 
use a condom when having sex with 
someone other than my permanent partner 

19. When I am under the influence of my D 0 No 
primary (main) substance of abuse, I am u 1 Yes 
more likely to engage in sex with multiple 
partners. 

If you answered 'Yes' to questions E16 and F18. 
Please read the attached pamphlet. 

Thank You for completing the Questionnaire! 
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Annexure F Focus Group Interview Guide 

FOCUS GROUPS: FACILITATORS NOTES PAGE 

EmiYI §£2!dR Pr21ramrne Qy:lline ltlb2 bm1 needld: 

INTRODUCTION: 
NB: Lead 

• Introduce self as facilitator, co-facilitator and Interviewer, 

scribe Ball 

• Get to know each other (introductions) EN and TC: 

• Structure of the session co-

• Scope of work at ADARU -what we are planning to facilitators 

do: Knowledge gap, MRC and responsibility 
towards health improvement. LR: Scribe 

• Scope of work at CoCT - What we are planning to 
do at CoCT (Survey plus Intervention). Kokis 

• Confidentiality Agreement Flipchart 
Chat principles 

WHY YOU ARE HERE: 

• You have been selected to serve as consultants for 
Metro police; needed a group of officers that 
represent the larger police force • as mentioned we 
want to design a training manual but we need you 
to guide use, by offering insights, knowledge, 
opinions on how best to design the modules. We 
want the modules to meet you and your co-
workers needs 

• Team Awareness - means exactly that : becoming 
more aware of your team. As police officers you 
are tasked with major responsibilities such 
ensuring the safety of our countries people. This 
accompanied by a lot of stressors that place us at 
risk for certain behaviours that are harmful (even 
though we perhaps perceive them as not), 
sometimes in team we don't always know how to 
deal with co-workers and we perpetuate the risks. 
So this programme strives to create awareness of 
risks and how we can work as a team to alleviate 
the risks such as substance abuse and HIV and help 
each other. 

THE PRIMARY GOAL 

• To establish rapport, we want to create a safe 
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environment - and if you are not feeling safe you 
need to let me know. So to help this process we 
need to discuss 2 main aspects which is role/ 
content 

ORIENTATION TO PARTICPANT ROLE 

• Role of customer - to give your perspective on 
other's and your own needs. I am just a researcher 
so your inputs will help us make the training 
relevant and important. 

• Role of actual trainee -you will pre-view some of 
the exercises that we will be using in the training, 
so your honest reactions will be welcomed and will 
help us improve the material. 

ORIENTATION TO RESEARCHER ROLE 

• Writing down and recording as much as you 
say - if you are uncomfortably for us to write 
something down - let us know 

• Recording of information, for quality checks 

• So to encourage openness - CHAT principles 

ORIENTATION TO CONTENT 

• Over view content 

Many workplaces have basic procedures for 
managing problems that arise in the work sector. 
For instance they would have EWPs, HIV 
programmes, substance abuse programmes etc. 
The problem is that there are in actual few/no 
studies that have tested the effectiveness of 
programmes that prevent teams from enabling 
each other - and perpetuating behaviours that 
lead to risks. In south Africa we need to implement 
programmes that work, so with this studies we are 
testing the effectiveness of team awareness so 
that it can help others in the work sector. 

Team awareness has been studied in USA with 
good results, but we need to study it here as well. 

We would like you to help us make the training as 
effective as possible, so you will be shown a small 

Confidentiality agreement portion of the training that we plan to do. 
(Visible) 
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BACKGROUND QUESTIONS: 

• I would like to start off by asking questions 
about work stressors for you and your Informed Consent Form 

colleagues: 

1. Job and role that you play 
2. Responsibilities and accountability 
3. Issues around diversity and prejudice 

4. Alcohol and drug abuse ape reorders 

5. Substance-related HIV Flip charts 

6. Work cultures (blue code) 
7. Regarding 7, how is the negative or Informed consent 

positive? 
8. Protecting colleagues Chat principles on flip chart 

9. What are some of the challenges that and handout - (signed 

women face in the police? flipchart) 

10. How do women cope with these stressors? 

• Work uplifts 

1. What is positive about your job? 

• Privacy Regulation - Rating sheets Rating sheets 1-5 

1. The score sheet will be used to evaluate 
how you rate privacy? 

2. How do we address these? 
3. Distinction between the grapevine and 

overly secretive 

• Have there been any major changes in your 
workplace over the last 2 years? How have 
these impacted you? 

• What do you know about your EAP? 

• Describe a situation where you or colleagues 
might use the EAP? 

• What would deter you or a colleague from 
using the EAP? 

• How can the workplace improve upon its EAP 
services? 

Privacy Regulation Rating 
sheet 

PREVIEW OF MATERIAL: 

• How can this exercise be improved on? Help us 
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generate questions that you think is more 
pertinent to experiences in the police force. 

• case Studies : Help us generate real life 
questions? 

• Listening do's and don'ts ( Module 5) 

• How can we encourage attendance and ensure 
participants of the ethical standards sets? 

• What kinds of questions will come up - having 
gone through this focus group? 

• Any other issues we should be sensitive to? 

THANK YOU FOR YOUR PARTICIPATION 

Copies for each participant -........ , ... ,.~ 
-······'··· -·········· 
-········· 

Copies for each participant 

-... ~ .. ·-··-----

Copies for each. 
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Annexure G: Consent to Participate in Focus Group 

CONSENT TO PARTICIPATE IN FOCUS 
GROUP DISCUSSION 

-- - - --- -------

You are asked to participate in a focus group discussion for a research study conducted by 
Nadine Harker Burn hams from the Alcohol and Drug Research Unit, of the Medical 
Research Council. Please read the information below and ask questions about anything you 
do not understand, before decid ing whether to participate. 
You have been selected to participate in this study because .. ... ....... ..... (Name of 
company) has been selected for participation and agreed to take part in this research study. 
As an employee at .. . .... ...... (Name of company) you are eligible for participation and in 
addition to this you also meet the inclusion criteria for the study. 

Purpose of the Study 

The purpose of this research study is to test the effectiveness of an evidence-based 
workplace substance abuse and substance-related HIV prevention programme with in the 
service indust ries. 

Procedures 

If you volunteer to participate in this study, you will be asked : 
• To participate in a focus group discussion. 
• We will ask you to answer questions about work, alcohol, other drug use, and other 

behaviours in your workplace setting. 
• This focus group might last up to 90 minutes. 
• You may choose to omit any questions you would prefer not to answer. 
• Group sessions will be audio-taped for quality assurance purposes, if permission is 

granted by the group. 

Being in the Study is Voluntary, Confidential and Anonymous 

Taking part in this study is completely up to you. You wil l not be expected to give your 
name or any other identifying particu lars to the facilitator. No one wil l be able to link your 
answers to you. This means that participation in the study is completely anonymous. All the 
information will be used for research purposes only and we will keep all information 
confidential. 
A confidentiality agreement was signed by the Director of the unit, as well as the Principal 
Investigator. 

Risks or Discomforts 
There are some risks taking part in th is study. Answering some of our questions may make 
you fee l uncomfortable. 

Benefits of Taking Part in the Study 
By attending this focus group discussion, you will assist the research team by giving them 
information on your workplace in general, about different dynamics in teams, as well as 
useful information that is needed in this research project You will also help us to understand 
the best way to provide programmes that will help employees stay healthy. 
Privacy 
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The facilitators, field workers and interventionists have to sign confidentiality agreements to 
ensure that your name and your company are kept confidential during and after the 
completion if the study. In reports from this research, answers will always be grouped with 
answers from other people, so there is no way for you to be identified. You will be asked to 
sign this consent form, but it will be kept separate from all other information and therefore it 
will not be linked to any answers that you provide the research team with. The confidential 
information given during this focus group session will be stored in double-locked file 
cabinets and the audio tapes will be destroyed after orie year of the completion of study 
activities. The principal researcher, the project manager and the field workers are the only 
people who will have access these tapes and information. 

Participation and withdrawal 
You can choose whether to be in this study. If you volunteer to be in this study, you may 
withdraw at any time without consequences of any kind. You may refuse to answer any 
questions you do not want to answer. Wrthdrawing from the study does not have any 
impacts on the safety of your job or any work-related benefits such as promotions or 
bonuses. 

Rights of Research Subjects 
. This study has been approved by the University of Cape Town and will be conducted 

according to the ethical guidelines and principles of the International Declaration of Helsinki. 
If you have any questions about your rights as a participant, concerns or complaints, please 
call the Committee for Human Research at the University of Cape Town 021 4066 492. 

Consent 
In the box below, please put your initials if you agree to each of the following activities. You 
do not give up any rights by initialing any of the lines. 

Initials What We're Asking of You 
1 I agree to take part in the focus group discussion, which has been fully described 

and exPlained to me. 
2 I understand that the group sessions may be audio-taped for checking staff 

quality. 

I declare that: 

• I have read or had read to me this information and consent form and it is written 
in a language with which I am fluent and comfortable. 

• I have had a chance to ask questions and all my questions have been 
adequately answered. 

• I understand that taking part in this study is voluntary and I have not been 
pressured to take part. I also understand that I do not give up any rights by 
signing below. 

• I may choose to leave the study at any time and will not be penalised or 
prejudiced in any way. 

• I may be asked to leave the study before it has finished, if the researcher feels it 
is in my best interests, or if I do not follow the study plan, as agreed to. 
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Name of participant Signature of Participant Date 

If you have any questions or concerns about the research, please feel free to contact the UCT 
Health Sciences Research Ethics Committee at the Faculty of Health Sciences 
E52- 23 Old Main Building, Groote Schuur Hospital, Observatory, 7925 

Tel: 27 21 4066492 Fax: 27 21 4066411 
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Annexure J: The seven principles of prevention 

An ounce 

of 
Prevention 

Principles 

Tbesr- ~pply 
lo~JI 

~te15otwotk 
& 

1,fe in genet~I 

1. Identify and reducerisksthat 
cause or aggravate the problem 

2. Identify and increase benefit-.: 
strennths that c1ddre•c;s the problem 

3 . Know and appreciate I!Q.!ky as 
your guide a11d safeguard 

4 . Unden,tand your own toierarKe fo1· 
tht· situ2tfo11 & adjust if m0 cessary 

5. Work togethe r a s ,_,.,;(;;. 
a team to <, 
communicate 
& solve problems 

6. nevelopor enhance stressp1·0 m 
solving skill'> (altemdtive solJtions} 

7. Communicate the problem & support 
others (don't isolate & withdraw) , 

JG,~,Ji,w~-,:,f 
~~(,/-~ 
9'"1/::'M;,,,,..,,..:_._-, 

4 !)tf-nM>f"'lf'('),", > 

·· A " Module ◄: Coping 
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Annexure K: Actual slide modification (Old and New) 

Module 1 
o Words were inserted to clarify concepts as in the fo llowing example. (Module 1, 

sl ide 11) 

~ /t! V ,,,. :;-

;,1 'L -_, 

Cruthe/Origiul 

.1 

o The use of colour and a picture introduced that re lated to the concepts on the 
slides. The colours green and red used in the board game for ch ips to indicate 
risks (red) and strengths (green) were uti lized to further depict strengths 
(negatives) and risks (positives) throughout the modules. 

Ounce of 
Prevention 
Principles 

1. identify a nd reduce dsl§.S that 
uus.e or ltggn,vate the probit:m 

2. Identify and increase benefits&. 
~ that address the problem 

i l . l<now and appre<li!te ~ as 
l your 9tJldt and ufeginrd 

! 4~ Understand your awn N~,: for 
! the situation &. adjust if r\eet:u~uy 

, t S. Work t.ogettiei" u it tam to 
b l~.tp:-1'~ to.11 ' communicate & solve problem, 

,¼ r'.",l"CfrA•t !I.& 

hFr ,, Jrn~rJI 4. DeveJop or enNmce stress problem 
· solving ~ ( ait:emaotlve. 1olutiom J 

7 . '2.!7i~ ti>• problem & suppo,t 
othen ( don't isolate & withdraw) 

Ounce of 
Prevention 

Principles 

11ic""~pply 
lo alt· · 

~•~•otwo,k 
& 

I;~ in ~=J. 

I. Identi ly .. md ,educer!sksthru 
rau.s<~ or dooravdte tl1~ probkm 

3. know ,rnd <i pj'.J' L,.._i;:i l rl!f>l '<--Y.t<i 
your guide and Q fequa1 d 

5 . Work IO<Jf>lhf:"r as 
a team to 
communicate 
8t solV<' problems ...... _,....._....,;. 

6, r-

1. CooN11:UoJ~l~ lhc problem & suppo1t 
other'i{don't i1i0h1te& wllhdra w) 

o South African statistics were inserted in th is module . Thereafter, the slides were 
again studied and it was decided to amend the slides, because the presentation 
was very long tiresome to someone that is not use to analyze statistics 

o Some of the sl ides we changed complete ly. For example, the fol lowing slide: 
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Module 2 (part 1 and 2) 

F<>r whal kind ot drng, dn people' 111 

~outh Africa seek tri:atmi:nt/11.:lp'! 

Pi"(>fllt. - \; \ ,., .. k hl'lp " ' 
mo--. th for 

" llllL,. 

II ;.1 Metro Po lice Officer comes to w o rk with 

What Dre the occ:up21tlon21I ri5-k.s to the: 

1. P oli ct• Oflke r 

3. lhe pub lic 

Hand-out 1: Pol icy Knowledge . The Substance Abuse Pol icy, the HIV Policy of the 
as well as the Wellness Pol icies of the City of Cape Town Police Service and the 
City of Cape Town Fi re and Rescue Service were used to customise hand-out 1. A 
few new policy questions were inserted . 

OLD NEW 

Mlq K~o . ;:f1 
6 Tnx, ,~.,_ Empk>y-eM must report to their supen,~ ~ 

befone they Dlln utilb:e the HIV 01.sea.u 
man.-.g<-Mfllt ~rotlce. 

7 Trvt Feb,e 

8 TnH f1tl ff 

Empk>yee:s who ane •wane of• cowofiter whO 
bl unoe.- the lnftu,ence of alcohol oc drugs 
t.h<u.•k:I tell that c.owortiler to 90 home. 

MRC empao~ • nd theic fam~~ ~v-e a,cueu 
to an HIV/ AJ.DS toll -fttt helpl ine 

The. most important p,,irt of ,upen,tsor tnl!nin9 
is knowing signs / symptomi. ar alcohol/drug use 

E.mpaoy~ who ditecrty ~ Ii~ the .ervlu. of 
•n £AP couftfflor o, ~~ are assured 
o(""1fldentJal-

_.,. do you \wal\ ~~l 
tl.s ~.-.,,etth;<o~--OC<td,. ~t 
"'g ­
•Q 
,-e 

1o1@-

lfiOf'ol<.c.;M::!d~:sn~or~on 
Wff'/~. CU!Tl(M('IVM\11~ ~m,y~lablt, 

Ya. tl'liS s.et"dOe 1$ 6ft d ctwgc ~ l)tO\'Qt5 
~wPPQl"tand~ 

~~\oia'IOl,llhowio~~to 
~h-,ltl.-nd~to~o.chµ,~ a,s l'l'lidl(ftd 
mcrtt M ttley' ONld t:> ~ i,g,-IS/symptom:s 

~a~ea1a.t111Je!~rrt!i«,-r1,0r~~~I'$,~ 
n:qu.ad tn be :oof~. 1·,c ~ •t wf,lr.:.r~ tu lo'°"' 

M/q Kno'fMIII-
6 True f-.Jbe 

7True f~il!se 

8 Trve False 

10 rrue False 

Employees shal ~t per mission fro m a supervisol" 'I' 
before they ca n utiize the services o f the EWP 11 
Practit.ioRer. 

Employees w ho are aware of a coworlce-r w ho is 
under the influence ol ak;ohoj or drugs shoukf 
tel that coworker to go honae. 

The types of su bstances referred t o Sr1 'subsbnce 
abuse' are alcohol and mariJuana . 

The most DpOrtant part of supervisor tralrUng is 
knowing signs / sy,-p t orns of alcohol/drug use 

Employees who dR"e-ctty utilize the servK:e o f an 
EAP counseJor or psychologist are assured o f 
confidential t reatment 

.,fma~tOi~y~b!-f Of1>taff150~1hcopnO!"l lhali,n 
emoloveehas<fr,wnhed re~sbh~a.s a reotitof bc:"91.A'der 
Im: fl~ of~,'l'lkoh:-1 wnbt a~ wtirk. th~ l!'n~vttwt be 
prohbited&~cw.:,.--ungv.ork.."{Slbs~"Abuse?okt·,2')09, 
CoCT, ;,. 2} 

s...bs~Sl!"l~.,..,Cl!'ablM'~illter·al>d~. sd~ts, 
prrscr'1tJOn0'1.)9.S Sl..dl as¥'<!ige--..io,CDl.ql syn.~, tk-t 
prtpM,Hlonsandsbmu.iY.:ts M wdi .!IS M"1;).''}Jarta , cooi,oe . ~tacy 
t-tt. {Slbstanoe AbuseP(j,,;y, 20)9, CoCT, p . t) 

Super\,1so,sneediDia'low hav. to enrourt19"1!1"1)1oyee-:;toge:hdo 
~ ho-if ~ aporo~ prob,ens a!'.i n.,d'"I (,f no~=~) M they rlf!cd 
t.ol<nowSMJ1s/symptoms. 6;.,t$YDel'"1sorsshouid not::i~Ot 
grnooym 
.Jrffu thl!',.ff'dange, tt-~-es,:_. ::. rt-$. IY<!eatnent,s lt,g.ttf 
:~·~tobecor.~bdl;no ,::A"leatwork ~tokro.,, 

--., ,r.~ )-~~ 
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• Certain sl ides were changed around and a slide or two were inserted to ass ist the 

pa rticipants to make connections between the slides. 

• The sl ide "What are the warning signs" was inserted in order to precede the next slides 

"warning signs" 

• The slide "warning signs" became two slides 

• The sl ide "what makes an exce llent employee" was inserted to refer to the next slides : 

" recognis ing ri sks and hazards" and "getting help, getting caught" . 

OLD 

Warnlng sip, .. ., 
Thiw to K.11 uw : 1'«-q¼• ~ 

l.!J.~1\c:t1i.. p,.,i,~..,,.~,1~,,~, .. rrlrf:,.,.~ 

J.~ .. ,.,f_, _..,.+,,J.1-.1,. , .I>Ot>'TOJ\(<.~OSt 

~[uu.-po,:1,,.rn!t.<Mo1,,,i;.,11:i,,~lt ~ 

1.l:-.ISAFE ,....-..,i,.._,..,,,,.,en<d..,.1<1u r•tr"'"') 
'!.INO'.!'l( '.IB~T i_,.,. .,,,. ,;.1, .,....,. ~,2<11...._ ,..,,..>fM) 

). L'}l(OOf'fRMNJ: (mi,,, r~:i,,MUl"O,p,~iduw,ta<fJ 

~ wrrnDRA'i','N t•~~ ~ .. ,1:.., diu,-,ttt,1., ,.n ...-~~ 

5. DISC!PL.i:-t-1.RY ,-... ~/ ... N , ,,,..., -~• ,lllt!] 

b,.S<'LlAL?ROBU)-1 !!IOOlt.,u ... rr\rTl<a.w.-., ..,...,.....J 

OLD 

N,,...,.,, ttt,ltlniJt l w~,: 
.C ti•ltbfl.4~(.>fown 

0,(;~ ... --. 

NEW 

\Vha.r m the warning sipm 

I ~ ._.., b<Mn dm,ctl)I put 
atrnr.~bltt:<1u.• -0fown 

o,,:..;,w~~~-

NEW 

Warning Sign•? 

! ~1Jf!CE\J fn,m umi>l,Elmfflllli=, ~ 

3. lJ).(OOPF.2.AIIVF. (m1$1Sllll<$l.<.,i,uU;.MU .-.tt! 

l \\'ffiIDit,t,t.r~ j1-r. \~ ~rul,. ti=m•( a.ck iid. ltao?) 

5DlSClY"-!XAJ!.Y ~n..,..r-1", - -a111,i,.u n 
.l.U:D!f .. ,...,..,.._,, ~"""'~ ~OOc'>"'! DL«;..'-QS[ 

6 SO('Lil ~f'Iil..E~i~'h,illt. cnm~ w .... _,,IHII.,) t.hw•,aMrti- ~n<ittll.la~<ips 

., ~ ~ • , • ':, •• I 
,,., tt ~ "'", -,. • • . I 

TJ. ,: /H'tt iJ,i.liJy uflon or ,,v.,.,; a duna.,n,w, ,,.,,...,.., v r 
ftKtar; rJ.,, chano ,.,f ln u ,.,,. ,>,,, dq;,-.,,, 

lfvy"' f"t11!1;ot l w ­
~• n,11. i-:~,.,.. '" ,_,.. 

<>rc<>work.,, m · .,_ 

or lilreWu>9 d ,,.f ,1,cJ, U>u 

1i..:, .,.. t,,,..., <1i , .... t!y v,,1 
ij( rlU. !,..n,.,w, (>f,>wrl 

"' """'°'k.,, m·- • 

• Nearly al l of the questions for the Risk and Strengths Board Game were changed to refe r to 

the Substance Abuse or HIV pol icy of the particular workplace or South African substance 

abuse or HIV information. 

Questions that was left unchanged/ or 1,5,8, 10,14 
shifted 

Questions that was changed 2-3-7 
Quest ions left out complete ly 4,6,9, 11, 12, 13, 15,16, 17, 18, 19, 
Alternative questions and new questions AlternativeQ9,AQ16, AQ17, AQ18, 

AQ 19, and 
new 21, 22 , 24, 25, 27 

270 



OLD 

Hll 
vuest:lon 2 

Whic h of th-, f o llowing i s <110 e xitimple u f """ 
Indicat or t.h_.t a c o - wor·ker ~ 1nlsusln9 alcohol 
or d r ugs? 

/\) Con,st.:-mtly m issing •k-ac:llhW?S (lnehk~11f} 

0) Avoiding shme of {R OUP ta.~ (urK:oooPfJ/J~) 

C) Dilydl"<'"•.?'lmlng a lot (wltlk'ir•.,wn) 

D) A, B, & C d fe e.xh Indicators that a co-wo, lt.e1 Is 
m1sush1y subs:tan..::es 

E) Non':! of th -'! .;tbove. 

The Bes t Ans-""' 4ar is E 

Toob'QI ,...,......,...~~----~-.td---Ud'y­
dfe.3mlrn;:i a , 1• <.111 possible lndlc.otors of subst 3nce 
nii~use, no sing le sign a l on~ Is Itself an I ndicator. 
Nev.:>1 tudc>P- or la~I a person as a user or .xlcllo::: t . lt ls 
not your 1·p•;;pon$fbUlty to diagnose. 

\V04 k.inQ wlth .,:t -.l,1c k , ,.t<ddent Pl vt~ 1 o -vK>rke, c<1r. he 
sti essful and dt11"1ge1UUS to you .ind yot.u- w01'k9roop. 
Fo .. t his 14:'<a~.,, it I~ t he res.pc,n~ibility of you, M1pe1 
·,1is-.:u to &:Ku1nf-l•t ,111 bPl1avi r"<. s 111 h c1s <"lbSeru:PS, 
acc i~h=-nts, f""t<.. 

;;;_ .. ~ ---=c= ~ . -···· 
.. ITar, emp10y-;;-;thi't~~~lfe cau.se ·to-WSP~ct 
that a co-work,er l s under the influence of 
alcohol or d r ugs at WOTk., ttizat employee should: 

A) Accuse the co-worker- of bemg an ackhct/<'lltohohc. 

B) Otter the CO-worker some coffee to S-OOe< h•m/~r 
uo 

C) Ask the co-work~ for TliS/her car k.eys to prevent 
them from driv1n-g home 

D) Notify~ CO-WOtke-r's SUpef'vt,O, Of call the EAP 
-- ==::An$.w.ttc__ .~ ... ··········--

Thie Best A nsw er is D 
Althoo¢1 not ailways spedfted bv poHcy, any employee 
who is aw• J'I'; of a co-worker ~paired by dn.,gs or akohol 
wl'lilt- at wori(. Should nOOfy SClrTW!one tr.:uncd to de-al wlth 
the situ omon. 1ncludir;9 tt>e lmp.,,~d co-woOl'.er's 'StJt>er'" 
v !.s,.)( or lh~ EAP. 

A.::<::vsmo the pe,.-...on Is not ltlcdv to solve t~ problerr> and 
c~ wHI not co1..mten::t<t the C!'\'l!l-Ct.s of al<C>hol or dru9s;. 
1'1ttiQU9h t<'t lon9 ~e's car key n1ay b~ approp,1.ate In 
" SC,C.,iU S,tu.,tlof15 (soc.h .,s a p,llty l"ffftl fr iends). the bf:sr 
bct trl wont lo; to tum it~ to a trained person ,-,11:r-, lhe 
autno,tty t<1 handle the- S-'tl.lation . 

J:2,J/:111~ ®-lon-Y- ~ --=-· · 
,,, which o f tne to11owinv c:ondlt lon.s ean rtn 
entploye" w ft-h ~ sub!Jtttnoe u •e problen, 
;,void Rfl:ttlM{) dlscip li m ~d? 

A ) If' t~ empl ayl!e ~rllY s~lf- n!!fenr; to 
the EAP w ithout telling• supen,i50f 
B) If th• employ~ x,9J.Mn1itrll,y tntorm:tc th11tir 
supervl50r, asks for a•s lstance, and goes t.o 
the EAP 
C) It the employ ee llRWDlildlV infon,,, 
Human R.-.ources and ••k5 tor aS11Jlstance 
D ) Both II ■nd C 
~} AH Of th4I AboYe 

_____ _.&ntlYftt:...... ~--- ____ -··--

It 1:; •lwavs be~~~ ::rt!,,~~~~tt t~ r~I!! th,.. ~ 
problf!m than waiting and 9ew,vg c..auQht. 

A ;.,: CO"'Ct;:t bac:avse po,/,cy ~ C)(!rforrn.1nce ,s th<: 
pn~ry fltctor in d~iplln.:t,y ..,r,tk)o . 

C i:5 a lso COIT'IKt because ~rr,plo~~ who self ·refer or gt·I 
~ lp ~ taktrVJ an interest ,n imp,ov11,9 .ar•d, a,;, • r1:--,ult, 
rm,y ,mp~ r,erlQnnanc:e befcire d 1sc1phnary act101) 1~ 
required. Also, a sup~!sor MAY tM::' IO?n,ent once th~ 
know thllt a n Cf\"lployce 1s w mr1t1ng ori their is!>l . ....S . 

NEW 

m ~ 
vuestton 7. 

Accor d ing to y our policy, wh, c hot the t o llowillQ 
is -on pxam,,l r nt a n indk.at.or that :.. ro worlct~r 
i!i m i5usint1 ~kohol or d r ug.-.? 

A) Srnel o f Jk.o ho l on breath 

B) Slurred speech 

C) Unsteady ori he,/1-irs feet 

O) Jmpaired coord n aton 
E) Al of the above 

>-- -----;Answer 
The tk~st Answcl' is l 

Aw.>rtw-,i to,u.,r~ l t-.•t'l'1~ ·s~ ~-etu, e.9, 
l:'bxJ <t« ~ ~ ~ ~ .:..1 her~ 31>o:ili ~ ob:h.'i 
on tr~ i:n1,r,pon!dco-~ lJf'e;!'II ~ octirator.;. 

Th!c•~bl"ot~ two-~ efb!!oraq,.,,.d!.'!' lt~r.h.M'Q! 
P'~ ~ :subsu.oui Abus.! Pohcy, 2009, COCT, p. l} 

m 
...,uestJon 3 

;f tin employee. h.,S re"sonab!f' rause t:1 su~Lt 
th-nt a co-v,ork.! r r,; under the influence o• 

il!lcoh-01 or druq:;; -,1 work, that ern pl.,.,-e<, ~hould: 

A) Ac:ruse the co-,,.,,CO.er of betrio ,n ,edlC't/akor'ldic 

0) of='-e• t:he co-worii.er some coffeetoliQber r'l ..,..,M, 

C) Ask the CO•·.vor-..:e, (01 h5/~er O! Ice-vs, '::o ;)f(!VO:,O':: 
them from dtMJ'IQ home 

O ) Not#y th~ co •NQ< l,.,:,r 's !oU::,.:,rvi:.vr or call t h• EAP 

µ... 

notfy !WfT'llol!one t1.-ill'led t o !:,u: with 
~he s.tuat:aon, ndudLl'IQ d"e ~.llfed c.,:,..von,,e,-s s..o<?r 
••50, ortheEt..P. 

A.cru!Ml(J the p•rson :snot ~k.e",' to solvf! the ;,rob:em .Jt,d 
coffeo wlli not count1e1Jctctle effecU of .tlcoho: or d,u:_i~. 

m E!3 
In w h ich of thf> follnw1n9 condrttcr,l Clln l'ln ~ rr,plt::i,"r­
Wllh o substan~ 1.1~ prol.Jle<11 .WOtd gettm,;, 
d1sophne<t1 

.-.J tf the tt!T'CloY~ t! ~ ,i&lf~ .:?f;1ri :o ttie E'-P 
•N'lthout ~loo a WPflr~, 

rJ, I~~;i~~-~n~d"' J~~-N![~~~~;-5 thu 5'.IPUV&or. ;i~;< , 

C) tf th,i l!mob\rfl•:W:~ n"ol-ms Hurrat> Res,:;..,rco 
.illd iJ~ f,>1 .o-t.ini.e 

O) 8Q':h8 and C 

E) A.I o• tt,e Aho..-" 

J hf.~ Be.st Answer I s l. 

It I!> ~;iys ~ttl!r tOOl!thelJ and r:.ry tor,uqt..-e the 
pr,:ibl,,m tt,;in ~~O ;in., g el:"".Jl'"!O <:.'-'Qk . 

. , 

Changed 
answer 

Changed 
answer 

Changed 
answer 
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True o r Fals e 

Pinvlders of E1nployee Assistance P1og1~n1s ,nay h~p 
supe,Ylsors c.011duc.t a con..-,t1 u ctlve <X &UP'l-,ortiV(.' 
con6ont .. ~t1on wit.h €-nlploye,;,,s who ar~ sus1:.-,ccted as 
mlsus!n9 01· ab\1.s.ing d1u9s or ~1k.ohol. 

•----- ---- ---- -
The Bes t An swer Is True 

Mos t EAP pi-og.ran ls -;.erv<::" <lS cunsu lt~nts for 
S1..ll,)E'rviso1 s to h elp tl "t';m p1op€"1iY stage sl discussion 
with an <::"mployee t o encour~ that employc..-e to get 
hPlp. Sup<::"1vlsoi s often h.ave the option of having the 
CAP att,:,.nd t h J,:.; fon....;t n 1c tive r onfront.:1 t ion s-sion. 
Sornetln1es .a supervisor may bP the one i.--.er s.on who 
~n etnploy~ i.: an listen t o 0t trust to help the ,n. 

In you r workpi3r e, t AP l'eceives approx:lrndl<::"ly 
( .tt# ) StJpe,vlso1-y calls a ye,.;t,· askit1,;:1 fix help !n 
t1H~h· as.slstl11g .an empioyee. 

l'Jlanage-rstSupervisers report variol•5 b a rrierei to t !'-ie 
effective ,nanaoi:tment o f a 1cohol proble-ms !n t he 
workplac~. Whi c h of the followlng is th<E> most 
frequently c:ited barrier. 

New "te.:im m anagem ent" l@av • s no en~ in charge 
M .>n.>g e rs ~ for confro nJ lng work e rs 
M.,nag., rs don ·t r • c eiv• -eoo uuh tc;;,;ip iog in how to 
c o nfront proble ms 

) Comp~ny is toygh on ilJiCi l" dru g;. soft on alcoh ol 

~ ----~ns w er 
T HE BF S T ANSW ER I S C 

Here a r • the resutts from a surve y o t 7000 s upervt'sor-3 
ac·=s. 114 wcrk.-:;it • s : 
- Not .. nough t raining j BO~c. repon.O) 
• Con,p,3ny ,s tough on 1lhcrt drugs. sort on .ik:ohol (!SS"y;.. ) 
- M.:1n a 1;1 e-r,:; p.iy a price f0< con frontin g work•r,s. wrth 

prob!•nn; (49V .. ) 
- N•w '-t•am man.lgem ent., , • .,...,.,..noon• 1n c h c>r i;i,e f3T'¼) 

A ur <.>wir1u body o r e vid e nc~ ,~hows th~t BRIEF 
INTERVENTIONS c:an hrtlp adultis. reduce ;3!cohol 
ih t &ke . Th~~~ progranu, oft,e,n tak. ♦ four .->r f .-tw~ r 
.-:.ei:.sions !:!!!stin g a f~w minute'$ to an hour 
A r<E>v!1:1w o r 32 etudie,ei. r<E>pert<E>d thnt the ave rag@ 
po~itive changt!' <Etbservtid fo~ lntt!rventlon group,t. 
wes about : 

AJ 6".··• reductl en ln al -cohol us-,: 
B) 16""" reduc11eo 
C) 25"11, reduc:tlon 
O) 40"M r.,ductlon 

-· --····--'-"".w•r .. 
T HE BEST ANSWER IS C 

Th• r•,-19nc• !,s 
e ,.n. T. rl .• M IU~ , W.R .• Tc,rtlgt:>n, J. 5' (1993)~ 
93P ): 3 Hl -3;,e, 

A llt.O lT,•• NIAA A leoh<>l All!U"t N o. 4:l . AP,11 199!'!1 

Aceordfng to t hcc- Drug Fre-e Wor"-Pl~o::e Ac: t 
01 1 998, Wh~t p er,::e r,1 o r werkp1t1c:e 
ac:dd-e-f'HS. ,?ne drug re!"-ted? 

A ) 17"/,, 
B ) 20% 
C) 34."I., 
0 1 47''/ .. 

Answer 

THE BEST ANSWER I S 0 
kl 

S-J.1.1thAff"'." . .a is b oajr-,g ___ r{;~OCaV"•" 
d, 1e to ak-::ohnl-r&ted ~b<.en tee&m. 

A) R I 2 n1llon a yt.•,11 
8) Rl20 m6"n a year 
C) R.300 milion a y edr 
D) R12 bkxl a year 

Answer 

Ttlf- BFST AUSWER !SC 

Ac:c:ording to ~ Deportment of T=de- Mid Industry South 
Afric:o !s lo-sing i:in estimate<! R300 m!lhon a year du~ to 

olcohol ·relMed abs&ntee,srn. 

emplo;.'ee a<".Cesses trie-n- wofkptace H!ViA1n:; 
for voluntary cou nse11ng and teas.Ung, tt'le 
manager Is infonne-J ofU1e emp t<E>y-s test 

A 

F als e 

A:i employees H!V te.s:t re!>Ults ore p r ivate and 
confld&nt;,,1. Emplcr,e .. s are not e><pect"d to 
rn.1J.:.e their st,:,tus knov,n to any person ,ndca.dmg 
manegt!rs. 

v\,'tw,, ,,,, ,r,J:vlduai b ui,der the inf•Jt-"f<C"' ,~1 
ak:oll<i ot drugs, he/she l!r nY.>.'e ilkety to: 

a) Have sex v.'lth someone ether t:h3n their 
rna.-i pa{UHef 
b) Hc,ve :w.x without a condom 
c:) Eng<Y;}e ;n ot.t1e- rtsky sexua-i bet-~~vou• 
d) Al, of th,-, above 

THE 8£.Sl" ANSWfR IS. 0 

Res-•ch ,;onducts:?-d over th<! fast t ev,,· years ,n South 
Afr lc~ on s,.;b,stanci,,·n,lat"'d 1"'IV, al! dacum .. nt th"' nnlr: 
between sub5,tonc" l:lbu= and H[V, Drugs s<;ch l'IS crystal 
m<.>th&mph.atl:lmine !las been a,ssoc,&te-0 •.Yith incr&<'lsed ,;,_,~ 
f<>r <>n9eg,n1c, ;,. ~ex W'<lh m,.tmpl'-" pnnn"-"rs.. !,,-,-.,,n9 ,,,.,.,,. 
v,ithout n cond,--.m n.s weU "" pl:lrtt<:.lp&t>ng ,n tr-/lns,>ct,0,, ,,,1 
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~ ~ 
nuestlon 19 

According to on !!, study, which o f th -, f ollowing 
factors i s mo,st clo s e ly ns. s ocis te-d with wh~ th& r ~ n 
ind i vidual is a probl&m drinker 

A) W ork ::.tress 
B) Whether cow or ker~ drink a nd how o1ten 
C) Lack of a a.trong and ('lnforced p olicy 
0) F-!ino alonf!! and a lienated at work 

Answer 

THE BES"T ANSWER IS B 

~ .. .., ..... ~~" --- , __ .....,,..,..,,, 
, , . , r<> ,.- ....._ .. ,.-«~. UcU. c :.._,,.""'·· ..-o,..-;c.,.,.~..._r,,r, •~ 
, •-.- A:-<» r.Mn.<>~..,,. D I""~\ 1<P ... An<>,. ...... .......,.,.,, ... _.,..,~,._..,.._ 

NEW 
ED ~ 

~ - - uuestlon 21 

Yes or N o 

Hi:,viog five or rnore drinks m the ev~ning 
Is m,,.,a,se- ,,f a lcohol 

Answe r-

The Best Aflswer !s Yes 

Five or more dnl'\~ at one time 1s considered 
"binge" drinking in the case of a man a n fn., case 

ot a v.rorn an it is fo•.fr drinks dr~nk. at one tin~e . 

Y e.sor No 

Using substances such a s alcohol and drugs 

c<1n lower your inhibibons and cau<c:e you 
to do thing s that you will not nonnc1lly do . 

Answer 

The &est An~wer is Yes 

"Drug use, il'ldud,ng alcohol m.,y lower inhibitions 
for sexual t ransactions. it 1ncrezises the 11kE11hood 

of h1gh -nsk s-e-x b eh<l'Vi ors."' 
Wechsb-e-r g, W. 2008. Dru gs, Sex, and G e l'\de-r­

Ba sed Vtol~nce· ThP Interz;p;~!nn o f the HN/AIDS 
Epidemic with Vulner-<1ble \Vomel'\ in South Africa. 

RTI Intemlltf-Ol'lal Policy Brief. 

L--__.RIII_. -· ----~~-"'$=.;a 
Ouestlon 27 

Y es o r No 

Using alcohol or drugs C21cn !<1-ad to 
HIV risk behaviour 

AnswPr 
I---~-----'.=== ----- --

The Be,-,.-t A n .. -;w....r is Yes 

~f<Se;j:cM co!"'ldu~~ over the ;;;lst (ewye:;us n 5~,uth 
,1.J~= ◊n sub;.t3:,ce •r'1-kltet1MJV, ;,l cto,:-umenr t:!":e!nk 
OE't'Neen SUb:it3'1Ci? <IOll'Hl ?.f'l-d HJV, Dn.1;;1s s..ich as: 
::;y:;ta i m~tr.a!YlPh"t:.imne h.1s b~/l'!l a,-.,3Qc;.it~d vvtth 
ir\crea;;ed t!Sk. for enQa,;p':Q in ;:ex w,tn rnu/1:ip~ 
p,irt_:,e~, !1.1Ving sex ""'F.:!"'l,"}Utd c<:,r-,d orr: •-> weli .1~ 
particip<1till!J r, rra!"'ls.Kti..-i,-,a! ,~x. 

!Imm! ~ 
on 19 

True or False 

~\"/orkpll>ce" In \.Vorkpl~ce Policy refers 
lo any worli. dori-e on site for th~ 

emplcyer ins,dv normol wor~~ng hours. 

Answer 

For the purpos.e5. of this policy, 'workplace' fs 
de.,,,~d to 1ndude all <!rnployer property, as well 

as any situat,on, inside or ouL<;ida of normal 
w orking hour.., ·...mere the employe,. <'S ldentit,e,:1 

,as part of, or &ctlng as a repr&sentatrve of the 
employer, e_g. otf-srt;;, w ork tun-mans, public 

rell'lt1ons functions, etc. 

(SubstimCE' . ..:..buse f>ohcy, 2009, CoCT, p. t) 

NEW 
nffll 

Yes or No 

Going to work with a hangove, is okay. 

Exercise o r a cold shower can- not so~r you up 
qui-Cker. YO\J h,,._,e to v,a1 t !tout. T,me is U!e only 

th,ng that will dear out o kohol from your :ry~em. 
ho1'ngovers atf.ict cogn,bve and motor functions; 

there ore nsks of bad JL,dgement nnd othP.I"" 
;r,t,i-rpE~sonol conflicts and injurr&.s (Rom.,n & 

Slum, 2002). 

RI 
,______. _ __ .,,Q..cu.ccest= io=.nc:....=2=:5_~ ____ _ 

I 

Yes or No 

Needing a drink first thing 
in the morning is normal 

Answer 

The Oest Answe r ls Ho 

n is not, p':'Ople needing <'I drink first thing tn the 
morning could Df! clasSified i.'tS alcohol depr-odent. 

MRC Tech.nice.I r eport 2001, Surden of Disease 
Unit. 
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Modules 3 - 6 
The slides and exercise questions of the ind ividual and group tolerance exercises 
was altered to reflect the culture in the particu lar workplaces and to include HIV 
and the loca l drug preferences. 

OLD 
GROUP 
TOLERANCE Hlg1'1y lfign~ 

t~~-~ -------"'-~r.~.\!~ 1 

: t", <:-O• worke:r- CO>ne.3'. tt1wc,-k!t.1e 
1.e=ro.ldoy1i11~ro"'mth<?.p.:;r. 
few '"'e:k". ar-4 e:xplo•n" 1hot 
hehlie !i:l(; !)r'Obii:ir.$ ,;; ho'1'e:, 

2, A ,;o• ... sorl«,-co><1oCs to 
w.:.rk l.lte with a 1'1,;mgo·1V' ,:,r, 

Me~m¢~ for the 
pastmc,,itl'-, 

3 . .4. cc-...,,:,.Mt:er ~ a dr,nk er 
•we, d akelic,I c1 lurteh while: 
=t•flg Wit!' io=1\C ll'1 <.::ty 
!xisi....e:ss. 

GROUP 
TOLERANCE 

4 . .A.:'..1)->\'()r~rofte:n,irnol,;.e;s 
mcr\fl.'OIXI 'JWO"f fl"m' work en tM. 
,..,u~s. Thi, pcr.ic-r1 r10<"k1 w<th 
heu-yY !1"4ch!r..ety ,r,t\w at woti<.. 

~- A gruup at hord-w::d,iNJ 
ttr-,p!oyus 9u r.:.ge-t~r' fO!" o ft:w 
:)Urs on o rtgt,la,. b--~b: aftu wcrk. 
$vme til!\C$ They drm}. s::; much they 
get drun.t & ha'Ve fo g,-:t rid,u 1\ome. 

~- .A. "IV'/ effkicn1 end productive C'>­
>1rorker has ,-e,e:r"Jt~J' becc,r,e 
j¥1tP\dnr,v,r, cM ::toklt~ him~ r~~clf. 
This pil'l'$'".,(I 'SC:ffle~1"1eS t:llk~ C!X»;t 
try•ng t o kick ii cccoir..:i P'!o~;r_ 

1234567!~ 10 

1 z 3 4 ~ 6 1 a '.J 10 

123'5&78910 

234~b78S,IO 

2345678910 

2345678910 

NEW 
GROUP 
TOLERANCE t:..:a , , s • 1 s 

GROUP 
TOLERANCE 

1: .A fclb,, ,:,ffli;eroftui~OOIJl}I 
i.,ay ff'l)ffl\lltll"k Ofl!lltwa:lo.tncb,lhis 
~ tw0rb ... ,1h .. 1opera t - ~ 
\ll'OMIS t, ltl,, ~ QP,d ol lltr l!Gr.y 
RM.hmu *+- ot Mrk. 

I 2 3 4 5 O 7 e 9 10 

t 2 4 5 o 7 a 9 10 

I 2 3 4 5 6 7 8 9 10 

2345o7B910 

2 3 ◄ 5 0 7 8 9 1D 

; 2 3 4 5 a 7 B 9 lO 

_, _ _ _ , ___ -,•--LL------------------

The use of colour was used to depict negatives and positives . The colours 
green and red used in the board game for ch ips to indicate risks (red) and 
strengths (green) were uti lized to further depict strengths (negatives) and risks 
(positives) throughout the modules. 

===========:-,----:=:r===== ~=_=..,=-~-~~~.::.:..--=.:..--=_-cc~-----, 
- Stiqma - Tolerat.e - R-nd 

I "··· S t igma - Tolerate - Respond 

L_ OoNothing J[ Do 
SornethJng 
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Liste11ing Do's and Don ' ts 
DO 

• .,.,e-tltiespe.akerhave 
hilllh"°!~y, 

• $J-,o..,t'i-t'ff)H;ll,& 
payif"l!}'<•!err,c,1,w-0 
if-'.!e!e.~l'.l(t 

· Us~·r';JUfo.,im .,,c«b~ 
'l!Sta~• ... tioi1t"le 

~.:"'"'a, 
• A,k ~h!:I: a;ioa-:et e '$.lV 

ft13galf'd~. 

DON'T 
• r.;nenu!,,1 pl:m"'rnii 

:,uu>AAll~Jrw--" 
• irriem~~ ~-e~L 

~n.o•.»m.-ct 
• Gr..-~ ~i&-.r:ak. Iha! -.,ow 

at'flb::,n,;;;tsiri .i l1i.,2'1)' 
!I'.> s.iy S~th,~ 

• ,\d(lf,;:trCilS<"r<XP;,1• 
Oowc-~Wf'<en)N)i.i 
n:,1;tat11i 1t1e ,pe~ke!"-,, 
~.is 

Slides were inserted to facilitate discussion and understanding 
OLD NEW 

TOl.:E~A ~CE 
Ctiij~S COM'0ij13~flt~S 

"'!1/,>1}1jJ1Mi.,,,-.. 't"Jo,.,(fr.,~l r,.,,.,."'>hl'!.,, 
1l«sntrtJ lt.tl1#<u.o~.n .. 

'flti:r 1u·t1/m1I ur,,;kr.jfn;o ... 
f"-H ... 'tC'Y) 

N~~ Nie 1-!lkft. r~••'-"ibiht) 

i'<!t~<.")"i~1 !bat p>I~){ i.: 
in,.(llr<.J,(Clif{ IDIIYt'C'T.::l0 

OLD 

l .ad1 ~r (';r-,vp 

U t-'\P4fl<,I'''"'"""" 

Tc«,·hit'>.nio,kl".M"-111)~ 
o•t~ \tt.t"·..:~1~ito) 

Signs of NOT Coping Well 
J Cha~ in si«p habits (too mtrth or too httleJ 

'.J Cha~ in eati1t9 h-ilbit.~ (!osir,g/gaining weight) 

TOll.lE~'A~~CE 
W'!,iys:/l,.,,,_,. W~©Ir®W 

lr"oJ;w.:;,<},,.? C@~'l!J®lfatti? 
1 
< 

Exp for t ....... 

;J Unab¾.- to stlake off f~ing blue or doW-n In tM! !Wmp,: 

;J tnc,ells.ed us.- of ;tk:ohul or o !t>er arug, 
:,) Fet.li~ !ike ... tt'.i ju5t not worth it"" ~ -E:J - rm 
,,J Fttli"9 !ikc 'e<,,e rytlling i'; t,o«~• 

·:J Dlffi;:ulty corn..-entrnthv1; dlsu,1ct~ ; ~in a fog" 

;.J Un.ihl<!- to contr'OI anger; Irritable over · uttlc 1h!r,gs~ 

0 Crying a 1-ot or ~shutting down~ yo,.i r fttltn9.s 

:J Flgtrt:inq with famlly, fr!.ends, coworker-s 

Hcwm.tny afthedb<JvclQ hiltvt ;ouh.ldinf}Mtmontl,? io 

NEW 
Signs of NOT Coping Well 

J d,,3.-.yi. ,~ .J !':<~jl h~ih [too "'<Kh <J< toolittlt- ) 

;J O,~s irt 1?-,1t)ng ll.Jt>ib (~119(~9-lght) 

U unable to sh-Ike oft f«-fin,; ~ w dowri in tht O\lmp~ 

J lnctt.\~- uf t lcoholOfo&erd~ 

C) feel~[~ '1f", Jlllt rtol: WO<"tfi ir 
U Fedffi9iili;e "~ngii~!en" 

U Difficulty OOl'lcentr.iting: clistrKkd; "it, a 109 ' 

;;,I Un.ibk- to (=trul ,!,f'!g,ef"; init .. blo,, ,- '!t!t~ !~" 

Cl Cry1r1g ol l9t or "siwtting dowr." y,:,ur fe-i:!!1191 

U Flght1rig w!thf_!l,, f1k:ti45, coworll:~rs 

,; , _____ ...... ------,,, ___ .,,. ... _ 

~-· .. ...,.­, ._ ... , __ .,. 

t 

=~-=----- fdf 
®' 

·----- ffl. 

A-••----- --".:=.::....-=~-• 

TO!L~~~~1CE 
lrrjtilJl)!giifJla? ljtJ;Jiw}i;i~? 

l arn rwt my brot;:~ S ke.:pgr 'h;.. < 
>r.01Jwr ··raparh_v) 

.\'o:~ing i.s tr,w- do>!~ abo:st 
iraro-..·.n · 

r7=M h~;plttSSn=j 

Th")· aro_;,ar i,nd,r-Jt;rws.s 
(c:cuu s) 

No om: lllkc5 responsibility 

Perception tha1 policy is 
inconsis1cot tm.a:, bc rt!'aJ) 

Lack uC Group. 
R t!'..,IKUl.lht'a e,i;~ 

Potentialh.ltm 

Tca...:h~, models. o,: 50..:ializ c:s 

od=-i (irw.::=n) 

C~ .'well= 
authority 
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OLD 

Jinl ·Iii 
~ -Cowrteoom Jdll M:fft:s!liJUil-t~ 

• · r orm.ror-fo~ 

• Whc Is .illo-.t to ~.ik > 

• Whirl ..,... ~ ... ~- fur Sf>t! illklf>O~ 

! • Are YOU ;11Uowed ro ~M ? 

• Wh• 'l~<>uid'f'Ql,l~k.? 

• Wna.t ,e:1pon:1lb,uti~,;? 

COM M UNIC ATl ON 

OLD 
CASESTUDY2 

• -F◊rm,l!lw OF - 1nfonrw1lw • Axe YOlJ allowed to ~ak ? 

• Woo is "l!cwlm 10 ~4kl • When shr,ukl you ~k? 

NEW 
CASE STUDY2 

NOTES 

In the new 
slide we lined 
up al l of the 
getting help on 
one side and 
the getting 
caught on the 
other side 
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CASE STUDY3 
~ ~- ,,,,,.:,;-... , ,. ,.f,.,,. u.,,,,. ... .,,1"" . ...., 
H,.~, ... ,.....T. 'N-~•.-•..-•l,.or'1hV 
-•v=,~•"<·"'••..,..,.•..,••-• ;. ~~;:~ ~;::::;·~=:.-::~;~ 

• -·-H•J.-,•~•<f•Jk~. ---~.,.._,., _I,. 
A ,,., .. , ....... ...,,,, w~,_~,•~•"••~~_,, 
f{ f{ """":l-•"i>"'""•""f"C:..l~.-. S.,.,to ~-.,tt,­

' _,; '?"•'!"-· '"~~ .,,~{Jit,1.,,.--J 
:« .. ;,«•11.,...--,.-.,.,. 

CASE STUDY5 
c-.. ·,,.~...,,,_.,., .. ,..,,..;·., .. ;-...,.•.....,..,,..,... 
LM-.1'1' ,,,_.,.,,,_,,.,.~-l.!<)s«'><')w_ ,,.,,.., 
"=-"' "~ -.. ....,,,.,._....,,-,g•- •I>~, .,.~•fecl._,,,-11~ 
r;...., ~,>1..,.,,,. .,....,,. .,. .. .....,. o,...,v.o,-,.i 

: <,,;:a, • ·- ......... y...., """ "' ...... , ""'" .._ ........ - -..i: 
f~,.,_fo'--1,,.,.,,.,:1~~~••"-1°"'.'""J ' .... -l J ~~~•:.,;.::~::4:.;·:~.::;"1"...,. ""'" ~ -

CASE STUD)" 9 
~ .,.c,-. .;~:• .. ~~(;o",,j~ -" -..-.di>..:/', 
>'Olt~ ~t ,,; rl--f. ~- L#hrJy 1°"°'"' -l<=>lld l~t 
'W ~ --1<1 ,iovc/ W<,"!"'9 ~,ti~ 0<-4' ;,., i'1 •ftM 
>::">,ce,,,:i!:;""-"'• ""-~- 0-,.,:-~ <:'<X"r"'9<lro>.st-

• .«> 1--, ~ 1 ;1<;:,,t~,:!:""'"'oJ'l9Ct'<:!l>,:-~l\t~~t~r 
• _,c,. re •cl<,: c.,.,e,. -~v,o,,.- lo:« ,1 tl--11t ""' ~<1a!!d to 

~v-c,,:;i1r'°"'"":fl"",:bW,, b,.-,,,;..,,1..._·,,-b,«.°''.:,r,•hc 

OLD 

,., • l,_:)S~ ,.n;, .,.,.I.a ~"i for i,o,,, , w<•~• 
;:,.ttvs >n Gt,:,,~t's ~~. y.19,,1 f~ fwli empt-, ~,">f 

~n).,_" ;;f Bc-v~~t' th,efron, J,i<,;i t 

GASESTUDY3 

What~youscy to tflup•~wrth ....,_'.' 

CASESTUDY 5 

How~ you~ y ..... .:-= ? ~ ~tyou ury'!" 

CASESTUDY9 
Mvu,si i5 W~ 'me t11.ctk::ilr'!-"p,;)~~of ~ 
pdice La!ety_yct:veno:m.:Wt+i-::th.e.':,ma,'.,e ~vu--~I 
5"'.'1111r. irtcl<Munc!M Is ;;ftvlkI:e ~!lt:Sfflt 19,r. 

~~~-;;:~:,~-!~~;~ 
cv,. r.P.WMrlv.i:siT~he~j"khu" cc &ir«i09-

~k,,,.,b\,-1'~ 1>c·st>u.n•<:-'I IM""'130"." L,is, 

u k, ,.,f><l<e.k>okJP19 fors~dc<.t:ll'J!rr!'l;in MY1.;s1·~ 
l• ~f.~dudt,-r:,cfouf>:!t..;;<UM'Jty :x;,ttl.u o• N.tr 

• u™frorit~e:~ 

What <'Nght l""' sc.y tt:t u-t ~ c. ,r,,;«~ir,g ,mi, M."""i? 

NEW 
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Annexure L: Non-disclosure letter 

Medical Research Council 
Alcohol & Drug Abuse Research Unit 
P.O. Box 19070 
TYGERBERG 
7505 

Unit: 

Principal Investigator: 

Research Study Title: 

CONFIDENTIALITY AGREEMENT 

Workplace Intervention Study 

Alcohol and Drug Abuse Research Unit, Medical Research 
Council, Cape Town 

Nadine Harker Bumhams 

The effectiveness of an evidence based substance abuse and substance-related HIV 
programme targeting the service sector in Cape Town South Africa. 

Study Outline 
The Medical Research Council in collaboration with the Employee Wellness Programme 
(EWP) of the City of Cape Town is planning to undertake research in the Cape Town 
Metropole. The main aim of the project is lo lest the effectiveness of an evidence based 
substance abuse and substance related risk programme (Team awareness) in 
preventing/reducing substance use in selected workplaces in South Africa. 

Fundamenta l ethical considerations for the project relate to recruitment of participants and 
reporting on find ings. It is planned lo randomly select departments and units in the Cape 
Town Metropole to participate in this study. Only minimal risk to participants taking part in to 
th is study, is expected. This is likely to be in the form of feelings of disquiet at being asked 
sensitive questions regard ing substance abuse. The benefit to the participants is that ii is 
probable that they will develop an awareness of the dangers of substance abuse and gain 
knowledge of programmes that are available to prevent/reduce th is behavior. 

As the research involves human subjects, al l research staff will adhere to the ethical 
principals as prescribed by the Declaration of Helsinki (2008). 

These ethical principals include the following . 

• Participation is voluntary. 

• All information will be kept private and confidential. 

• All information wil l be collected anonymously and will not be re lated lo identifying 
information . 
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Appendix Removed 

Due to having unremovable 

Signatures 



ANNEXURE M 
CONSENT TO PARTICIPATE IN AN 
INTERVIEW AS A KEY INFORMANT 

You are asked to participate in an interview as a Key Informant for a research study 
conducted by Nadine Harker Burn hams from the Alcohol and Drug Research Unit , of the 
Medical Research Council. Please read the information below and ask questions about 
anything you do not understand, before decid ing whether to part icipate. 

Purpose of the Study 

The purpose of this research study is to test the effectiveness of an evidence-based 
workplace substance abuse and substance-related HIV prevention programme within the 
service industries. 

Procedures 

If you volunteer to participate in th is study, you will be asked: 
• To participate in an interview as a Key Informant 
• We wi ll ask you to answer questions about the research project, your impression of the 

programme, how the project was received by the employees, advise on the programme, 
the cost effectiveness of the programme and if any changes among employees 
behaviour were perceived by you. This should not last longer than 40 minutes. 

• You may choose to omit any questions you would prefer not to answer. 
• Key Informant Interviews will be audio-taped for quality assurance purposes, if 

permission is granted by you , the participant. 

Being in the Study is Voluntary, Confidential and Anonymous 

Taking part in this study is completely up to you You will not be expected to give your 
name or any other identifying particu lars to the facilitator. No one will be able to link your 
answers to you. This means that participation in the study is comp letely anonymous. Al l the 
information wi ll be used for research purposes only and we will keep all information 
confidential. 
A confidentiality ag reement was signed by the Director of the unit, as well as the Principal 
Investigator. 

Risks or Discomforts 
There are no risks taking part in this study . 

Benefits of Taking Part in the Study 
By attending these interviews, you will be assisting the research team by giving them 
information on feelings in general of our resea rch project . You wil l also help us to 
understand the best way to provide prog rammes that will help employees stay healthy. 

Privacy 
The facilitators , field workers and interventionists have to sign confidentiality agreements to 
ensure that your name and your company are kept confidential during and after the 
completion if the study. In reports from this research , answers will always be grouped with 
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answers from other people, so there is no way for you to be identified. You will be asked to 
sign this consent form, but it will be kept separate from all other information and therefore it 
will not be linked to any answers that you provide the research team with. The confidential 
information given during the Key informant Interview, will be stored in locked file cabinets 
and the audio tapes will be destroyed after one year of the completion of study activities. 
The principal researcher, the project manager and the field workers are the only people who 
will have access these tapes and information. 

Participation and withdrawal 
You can choose whether to be in this study. If you volunteer to be in this study, you may 
withdraw at any time without consequences of any kind. You may refuse to answer any 
questions you do not want to answer. Withdrawing from the study does not have any 
impacts on the safety of your job or any work-related benefits such as promotions or 
bonuses. 

Rights of Research Subjects 
This study has been approved by the University of Cape Town and will be conducted 
according to the ethical guidelines and principles of the International Declaration of Helsinki. 
If you have any questions about your rights as a participant, concerns or complaints, please 
call the Committee for Human Research at the University of Cape Town 021 4066 492. 

Consent 
In the box below, please put your initials if you agree to each of the following activities. You 
do not give up any rights by initialling any of the lines. 

Initials What We're Asking of You 
1 I agree to take part in the Key Informant interview, which has been fully described 

and exolained to me. 
2 I understand that the group sessions may be audio-taped for checking staff 

quality. 

I declare that: 
• I have read or had read to me this information and consent form and it is written 

in a language with which I am fluent and comfortable. 
• I have had a chance to ask questions and all my questions have been 

adequately answered. 
• I understand that taking part in this study is voluntary and I have not been 

pressured to take part. I also understand that I do not give up any rights by 
signing below. 

• I may choose to leave the study at any time and will not be penalised or 
prejudiced in any way. 

• I may be asked to leave the study before it has finished, if the researcher feels it 
is in my best interests, or if I do not follow the study plan, as agreed to. 

Name of participant Signature of Participant Date 
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If you have any questions or concerns about the research, please feel free to contact the 
UCT Health Sciences Research Ethics Committee at the Faculty of Health Sciences 

E52- 23 Old Main Building, Groote Schuur Hospital, Observatory, 7925 
Tel: 27 214066492 Fax: 27 214066411 

282 



ANNEXURE N: KEY INFORMANT INTERVIEW GUIDE 

THE EFFECTIVENESS OF AN EVIDENa-BASED WORKPLACE SUBSTANCE ABUSE AND 
SUBSTANCE-RELATED HIV PREVENTION PROGRAMME WITHIN THE SERVICES INDUSTRIES 

Interview Guide Number 

Interviewer Number 

Company 
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PURPOSE OF THE STUDY. 

The purpose of this research study is to test the effectiveness of an evidence-based 
workplace substance abuse and substance-related HIV prevention programme within the 
service industries. 

Thank you for helping us with this study. 
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Place of work (Company): 

1. Type of work 

2. Area(s) of work 

□Management 

□EAP 

□EWP 

Respondents' Characteristics 

□supervisor/Human Resources 

3. Age Categories of respondent (please tick one): 

j 18-24 l 25-29 j 30-34 l 35-39 

4. Gender 

I Male: Female: 

SECTION 1 

j 45andup 
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1. Could you please explain the knowledge that you have of this research study? 

Notes: 

Prompts 

1.1 Employees that attended the different sessions: Did they discuss their attendance which 
would have given you more information? With you, with each other, with supervisors? 

1.2 With someone other than their colloquies? 

2. What is your overall impression of the programme? 

Notes: 
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Prompts 

2.1 Was there a noticeable change in the behaviour of the employees that attended the 

sessions? Describe, please? 

2.2 Did attending the sessions have an impact on the daily work schedules? 

2.3 If attending had an impact, in which way? 

3. Would you consider running the programme again in your company? 

Notes: 

Prompts 
1.1 Will you like to run the programme throughout your company? 
1.2 Only in certain Departments/Divisions? 
1.3 With only certain employees and why? 

4. To the best of your knowledge, was the programme well received by the 

participating employees? 

Notes: 
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Prompts 
4.1 Why do you say No? 
4.2 Why do you say Yes? 

5. Are there any changes to the prevention programme that you would like to 

suggest? 

Notes: 

Prompts 
5.1 Changes such as, please indicate? 
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5.2 Any additions to the programme? 

6. Are you of the opinion t~at that such a prevention programme will be cost-effective 

to your company? 

Notes: 

Prompts 

6.1 Why will you consider the programme as cost-effective? 

6.2 When will you consider the programme to be not cost-effective? 

7. Which changes have you observed in your company since the roll-out of the 

prevention programme? 

Notes: 
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Prompts 
7.1 Changes in employees attitude 
7.2 Changes in behaviour 
7.3 Interpersonal relationships 

Thank you very much for your participation in our research study 
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