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Preface 

This thesis is based on studies performed during my enrolment as a Ph.D.-

student at the Faculty of Health Sciences, University of Southern Denmark in 

the period of September 1st 2007 – February 6th 2011.  

The study originated as one of three prevention model projects developed by 

Department of Research and Health Technology Assessment, Odense 

University Hospital (OUH) (Annex 1). The initiative was taken by the senior 

management group at the hospital in order to develop health promotion and 

prevention in the clinical practice. 

Working with the project has been an interesting learning experience with 

challenges to overcome and moments of deep reflection. Many persons have 

contributed in various ways.  

First, I want to thank the parents of admitted children that were willing to 

participate in the project, and a special thanks to those who invited me into 

their homes and generously gave me insight into their daily lives and shared 

thoughts and feelings with me through the personal interviews. 

I also want to direct a warm thanks to the department management, the head 

nurses and especially the staff members in the paediatric units H3 and H6 at 

Odense University Hospital. You all found time in the busy daily routine to 

take a great part in the project and follow up on the outlined ideas and 

directions in a very loyal manner. You believed in the project, and even in times 

‚when the going got tough‛ you kept up performances for the sake of all those 

children who you believed would benefit from the project. I am deeply grateful 

for that. A special thanks to those who were willing to be interviewed and to 

those who were as brave as to be videotaped performing the intervention. The 

group of ‚key-persons‛ who engaged deeply in being the liaison between me 

and their colleague staff members were indispensable and priceless; I thank 

Charlotte Tholsgaard, Charlotte Durand, Jette Sørensen, Lise Mathiesen and 

Lisbeth Madsen for assuming that task. 
 

My supervisors Sune Rubak, Arne Høst and Lis Wagner have given me 

excellent guidance, and I thank you for sharing your experience and insight 

with me. Moving into the world of Motivational Interviewing has given the 

whole concept of communication in the health sector and the relation of patient 

and staff member a completely new meaning to me, and revealed new roads to 

go in order to qualify the clinical practice. I thank you for ‚living and acting‛ 

MI in our relationship, too, and for being enthusiastic, always constructive and 

supportive from your wise perspective. A special thanks to Statistician Oke 

Gerke who supervised and encouraged me processing, analysing and 

interpreting the screening results presented in paper I. I am very grateful that 

you were willing to step forward and help me in that phase. Doing the statistics 
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was a great learning experience. I also thank Birte Østergård Jensen and Lise 

Hounsgaard for supervision in the first year of my ph.d study.  
 

I want to thank Else-Marie Lønvig and Lene Sjøberg from Department of 

Research and Health Technology Assessment, OUH for initiating the project 

and allowing me to conduct the study and for contributing to the 

implementation, the MI basic training courses and supervision throughout the 

project. You have been a great help, in practical and moral matters.  

Lisa Korsbek from the Department of Research and Health Technology 

Assessment, OUH, helped me perform extensive literature searches at different 

stages of the ph.d-course, research secretary Joan Frandsen from the Paediatric 

Research Unit helped med transcribe the interviews and Nigel Pusey and Lucy 

Bergstrøm helped me proof-reading the manuscripts. I am grateful for your 

qualified assistance. 

I wish to thank my fellow ph.d - students in Research Unit of Nursing for 

inspiring scientific discussions and human fun and laughter in general. I also 

wish to thank colleagues in the Paediatric Research Unit for welcoming med 

into the paediatric sphere and for sharing professional expertise and rewarding 

discussions through the years. I feel fortunate to have been included so warmly 

among you.    
 

Last, but not least, a warm thanks to my family and friends, to Lars and 

especially to the two greatest and brightest stars on my sky, my two sons 

August and Sophus Søren, for never ending love, patience and endurance in the 

past years.   
 

This thesis is dedicated to all children living in families with problematic 

alcohol issues. 

 

Lene Berit Bjerregaard 

Kerteminde, september 2011. 
 

 

 

 

 

 

 

 

 

 

 

We all live under the same blue sky. But we don’t have the same horizon. 
Konrad Adenauer (1876 - 1967) 
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1. Introduction 

This study is concerned about implementing health promoting and preventive 

incentives in a paediatric clinical practice, focusing on parental alcohol 

consumption habits. It is based upon explorative and descriptive studies. The 

study is predominantly a qualitative study with a smaller quantitative study 

embedded in it, and the study contains descriptive and exploring elements. 

Focus on parental alcohol consumption is important and necessary, as their 

alcohol consumption impacts the children in many ways, ante natal and 

throughout their childhood.  

There is a growing body of evidence proving the negative influence of 

substantial use of alcohol, regarding public health and health economics (Juel et 

al. 2008). From a public health perspective, the global burden related to alcohol 

consumption is considerable in most parts of the world. In the developed 

world, 9,2 % of the disease burden was attributed to alcohol. In the developing 

countries with low and high mortality respectively, the disease burden was  

6,2 % and 1,6 % respectively. It is predicted that the alcohol-attributable burden 

will increase in these regions along with economic development (World Health 

Organization 2004). Alcohol is the third most significant risk factor for ill health 

and premature death in the EU following smoking and hypertension. In the EU, 

it is estimated that one in six adults consumes alcohol at a hazardous or 

harmful level defined as at least 40 g alcohol per day for males and 30 g for 

females (World Health Organization 2009a). A systematic review of 65 hospital 

screening studies for high risk alcohol consumption in seventeen countries 

found a prevalence of positive screenings from 16 - 26 % (Roche et al. 2002). 

Although brief advice has proven to be a cost-effective evidence based 

treatment method in Europe, less than 10 % of the hazardous and harmful 

drinkers are identified and less than 5 % of those who could benefit are offered 

brief advice (World Health Organization 2009b).  
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2. Background 

In 2008, every adult in Denmark aged 15 and above drank an average of 11,1 l 

pure alcohol. One in five adults (860.000) exceeds the recommendations of 

alcohol intake set by the national board of health defined as at least 36 g alcohol 

per day for males and 24 g for females. In this group, about 585.000 uses alcohol 

hazardously and 140.000 are physical dependent of alcohol (Hvidtfeldt et al. 

2008). Excessive drinking in Denmark is related to 28.000 hospital admissions, 

10.000 emergency room visits and 72.000 ambulate, and an annual extra cost of 

health services 947 mio. DKr (Hansen et al. 2011; Hvidtfeldt et al. 2010; Juel, et 

al 2008). Two screening studies on Danish medical (Nielsen et al. 1994) and 

surgical in-patients (Zierau et al. 2005) scored up to 40 % of the adult patients 

positive and in risk of having an alcohol problem. 

Drinking alcohol is a part of the Danish culture and daily life. The liberal 

attitude means that there are few restrictions on alcohol advertising, sales and 

serving of alcohol. Any person aged 16+ can easily access alcoholic beverages in 

any convenience store and tipsiness is generally accepted in the general public. 

This liberal attitude has given rise to a habitually large alcohol intake in the 

Danish population, in celebrative occasions as well as in domestic 

environments. Only 7 % of the Danish population do not drink alcohol at all 

(European Comission 2007).  

A habitual large alcohol intake may lead to a harmful use or physical 

dependence of alcohol, and due to alcohol´s addictive nature and development 

of tolerance. This may happen slowly without the person noticing the 

augmented quantities. 

WHO and The Danish National Board of Health classify the alcohol related 

medical diagnoses as following: Heavy drinking of alcohol is when the use is 

exceeding the safe limits set by the national board of health, 14/21 units of 

alcohol per week for women/men respectively (Danish National Board of 

Health 2010). Hazardous use of alcohol increases the risk of harmful 

consequences for the user.  

In contrast to harmful use, hazardous use refers to patterns of use that are of 

public health significance despite the absence of any current disorder in the 

individual user. The term is used currently by WHO but is not a diagnostic 

term in ICD-10 (World Health Organization 2009c). Harmful use of alcohol is 

causing damage to health. The damage may be physical or mental (Danish 
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National Board of Health 2010). Harmful use commonly, but not invariably, has 

adverse social consequences; social consequences in themselves, however, are 

not sufficient to justify a diagnosis of harmful use. The term was introduced in 

ICD-10 and supplanted ‚non-dependent use‛ as a diagnostic term. The closest 

equivalent in other diagnostic systems (e.g. DSM-IV) is substance abuse, which 

usually includes social consequences (World Health Organization 2009c). 

The Tenth Revision of the International Classification of Diseases and Health 

Problems (ICD-10) defines the dependence syndrome as being a cluster of 

physiological, behavioural, and cognitive phenomena in which the use of a 

substance or a class of substances takes on a much higher priority for a given 

individual than other behaviours that once had greater value. In unqualified 

form, dependence refers to both physical and psychological elements. 

Psychological or psychic dependence refers to the experience of impaired 

control over drinking while physiological or physical dependence refers to 

tolerance and withdrawal symptoms (World Health Organization 2009c).  
 

Excessive intake of alcohol, even daily, is hard to observe and detect, as a large 

alcohol intake stays invisible in a person. Only when the use becomes more 

manifest as in harmful use or physical dependency and the person loses control 

of their own life, it becomes more apparent. When a person reaches that level of 

excess alcohol consumption, it is followed by and causes severe consequences 

for the close relatives, especially for the children.  This is the background for 

launching a health promoting effort in reaching the large group of Danish par-

ents who have a hazardous or heavy drinking pattern of alcohol and who are in 

risk of developing into a harmful or dependant use of alcohol. The process of 

getting parents to consider their own alcohol consumption patterns and reflect 

on the eventual development over time may impact an empowerment to act 

accordingly and take the relevant precautions. This is a core concept of health 

promotion. 

Doing health promotion in a clinical context is controversial, as most health 

promotion and disease prevention initiatives originate and are situated in the 

primary care context as public health incentives. According to the Ottawa 

charter for Health Promotion (World Health Organization 1986), health 

promotion is the process of enabling people to increase control over, and to 

improve their health. The charter emphasizes that health promotion is not just a 

responsibility for the health sector, but goes beyond healthy lifestyles to 

wellbeing. 

2.1 Alcohol use in families – impact on children 

A person’s excessive use of alcohol affects the close relatives, and especially 

children are susceptible to their parents’ use of alcohol (Danish National Board 

of Health 2003; Lindgaard 2006). The exact number of Danish children living in 

families with alcohol problems is not known; it is estimated that up to  



 

13 

 

 70.000 children have parents diagnosed with an alcohol related disease 

(Christoffersen and Soothill 2003).  

 122.000 (9,5 %) children aged 0-18 years is living in families with alcohol 

problems (Kristiansen et al. 2008)  

 181.000 (15,9 %) of young adults aged 19-35 years grew up in a family 

with alcohol problems (Kristiansen et al 2008) 

 

Children in families with excessive alcohol issues form a high risk group. 

Substantial alcohol consumption has a damaging influence on a child’s 

development and can affect the child emotionally, cognitively, socially and 

physically (Christoffersen & Soothill 2003; Mundt et al. 2003; Nordlie 2003),. 

Use of alcohol during pregnancy causes pre-term birth, growth stagnation and 

malformations and, if extensive, Foetal Alcohol Syndrome (FAS) including 

distinctive facial features and brain damage (Mundt et al 2003;Strandberg-

Larsen and Grønbæk 2006; Wilson and Knight 2001).  

In families with excessive use of alcohol, there is an elevated stress level, 

frequent conflicts and an unpredictable daily life, often with physical and 

verbal violence. This leaves the children feeling guilty, ashamed and frightened 

on their parents’ behalf and they tend to isolate themselves socially (Lindgaard 

2006; Mundt et al 2003). Children may react to all this by insomnia, being 

emotionally unstable, refusal to eat, anxiety, fatigue, maladjustment and 

depression (Christensen and Bilenberg 2000; Nordlie 2003). These children tend 

to frequent the doctor’s office and are admitted to hospital more often, for 

reasons including accidents, incontinence, persistent headaches, stomach aches, 

nausea, muscle and skeletal pain or due to infection (Christensen & Bilenberg 

2000; Christoffersen & Soothill 2003; Mundt et al 2003; Roche et al. 2006; Wilson 

& Knight 2001). Long-term consequences such as increased mortality due to 

suicide, substance abuse, eating disorders, depressions and an increased 

number of teenage pregnancies and unemployment are proven amongst 

people15-27 of age that grew up in families with alcohol issues (Christoffersen 

& Soothill 2003). 

2.2  Health promotion and prevention in Danish hospitals 

When children are admitted to hospital with blurred psychosomatic symptoms 

that need to be unravelled, the symptoms may origin from alcohol related 

problems in the family. However, a limited number of hospital wards in 

Denmark – roughly 10 % – take precautionary measures against alcohol, none is 

reported from children departments (Mortensen and Tonnesen 2004), even 

though several studies highlights the admittance of the child is an obvious 

opportunity to detect excessive use of alcohol, to inform and educate the 

parents or intervene if necessary and, in doing that, prevent the development of 
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further alcohol abuse in the family (Mundt et al 2003; Roche et al 2006; Wilson 

et al. 2006).  

2.3  Studies on alcohol abuse in parents of hospitalized children 

An Australian study screened 7.8 % of 193 parents positive for excessive use of 

alcohol by structured interviews based on the AUDIT CORE screening test in a 

paediatric emergency department (Sharma et al. 1999). Flynn et al (2006) 

screened 7 % of American mothers of children aged 7 years and younger 

positive for alcohol abuse problems using the TWEAK test.  Another American 

study screened 11.5 % of 929 parents positive for problematic alcohol use by an 

anonymous, self-administered questionnaire based on AUDIT and TWEAK 

screening tests in a paediatric primary care clinic (Wilson et al. 2008). These 

studies concluded in common, that there is an undetected prevalence of parents 

with risky alcohol behaviour, and that the parents, in general, were positive 

towards the project and were willing to participate and were willing to talk 

about their alcohol consumption habits. They also conclude that the 

prerequisite for the screening and subsequent brief intervention was that the 

personnel should be trained adequately and that they were supervised. 

Screening presumably well parents with children admitted to hospital will, 

most likely, produce a different result than when screening medical or surgical 

in-patients. 

2.4 Health personnel facing the topic alcohol 

Barriers for discussing life style factors such as alcohol consumption habits exist 

in parents as well as among staff members. Personal attitudes as unwillingness 

to face the topic of alcohol or excessive use of alcohol among the clinical staff 

may result in problems being ignored or that the parent is exposed to 

judgmental behaviour (Howard and Chung 2000; Mundt et al 2003). In a 

qualitative study of primary care patients that were screened positive for 

alcohol misuse, McCormick et al (2006) found that patients were likely to 

disclose information regarding their use of alcohol, but this information was not 

explored further. The study concluded that the providers discomfort and 

avoidance of the topic were important barriers to evidence based brief alcohol 

counselling.  These personal attitudes may originate from their own alcohol 

consumption habits, alcohol abuse problems in their own network or genuine 

consideration for the child, lack of time and insecurity, or fear of reactions when 

discussing alcohol habits (Beich et al. 2002; Hadida et al. 2001; Strandberg-

Larsen & Grønbæk 2006). 

The greatest barrier, though, for discussing life style factors as alcohol 

consumption habits, is a lack of professional skills and knowledge about alcohol 

abuse treatment. Moreover, staff may lack appropriate communicative skills 

concerning life style matters (Burns 1994; Lock et al. 2002; Mundt et al 2003). 
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2.5 Screening and Brief intervention (SBI) 

Screening is by definition a procedure to evaluate the likelihood that an 

individual has a substance use disorder or is at risk of negative consequences 

from use of alcohol or other drugs. Whereas screening tests were initially 

developed to identify active cases of alcohol and drug dependence, in recent 

years the aim has been expanded to cover the full spectrum ranging from risky 

substance use to alcohol or drug dependence (Babor et al. 2007). 

Brief intervention aiming at mobilizing a person’s own resources for change 

builds on the principles of health promotion and has empirically proven to 

work well in relation to life style issues, including alcohol habits (Babor et al 

2007; Britt et al. 2004; Crawford et al. 2004; Kaner et al. 2007; Miller and Rollnick 

2002, Dunn et al 2001), although the evidence in clinical settings is still 

inconclusive (Heather 2010; Raistrict et al. 2008, Emmons & Rollnick 2001). Brief 

intervention refers to any time-limited effort (e.g., 1-2 conversations or 

meetings) to provide information or advice, increase motivation to avoid 

substance use, or to teach behaviour change skills that will reduce substance 

use as well as the chances of negative consequences. Brief interventions are 

typically delivered to those individuals at low to moderate risk (Babor et al 

2007).When adding a screening to the brief Intervention, a preventive 

perspective extends the scope of the dialogue.  

An array of communication methods in Brief Intervention has been 

employed over the years. A Cochrane Review by McQueen et al (2009) sought 

to determine whether brief interventions reduce alcohol consumption and 

improve outcomes for heavy alcohol users admitted to general hospital 

inpatient units. They concluded that evidence for brief interventions delivered 

to heavy alcohol users admitted to hospital is inconclusive. The method 

employed in a brief intervention was defined in the review as the health care 

practitioner comprising information and advice, often using counselling type 

skills to encourage a reduction in alcohol consumption. The delivery of the 

intervention was not in focus in the review and may impact the results and the 

conclusion. Comparing brief interventions whether they are based on personal 

experience or on a well-documented communication method does call for 

critical considerations of the results.  

Meta analyses on Brief Intervention studies has reported better results using 

the method ‚Motivational Interviewing‛ (MI) than traditional counselling, 

especially regarding life style changes (Bien et al. 1993; Bradley et al. 1998a 

;Rubak et al. 2005b). MI has proven effective in dialogues as short as 15 minutes, 

and studies show that the professional level of the counsellor has no impact on 

the result (Britt et al 2004; Rubak et al 2005a, b). Among the most cost-effective 

and time efficient interventions are brief motivational conversations between a 

health care professional and a substance user (Babor et al 2007; Cowell et al. 

2010). MI was found more cost-effective compared to traditional advice by 
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Neighbors et al (Neighbors et al. 2010), resulting in a good public health value. 

Furthermore, there are no reports on negative side effects using MI (Britt, et al 

2004; Rubak et al 2005a). Studies on how to implement the methods of 

‚Motivational Interviewing‛ is necessary to prove that it can be implemented 

into daily clinical work for health care providers and yield effect to the benefit 

of the patients (Rubak et al 2005a). 

To our knowledge, Brief Intervention using MI focusing on alcohol 

consumption habits in parents has not previously been applied to parents of 

hospitalised children.  
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3. Aim of the thesis 

The study had two aims. One was to attain knowledge about methods for 

hospital personnel working in a Paediatric Department to encourage parents 

with hospitalized children to talk about their alcohol consumption habits and 

by that, identify parents in risk of having an alcohol problem. The second aim 

was to advance the skills of hospital personnel by gaining knowledge of how to 

address and overcome personal and professional barriers towards sensitive 

topics and to reinforce initiatives regarding behavioural changes concerning 

lifestyle issues in a clinical setting. The aims were investigated through three 

research questions: 

 

 Question one: Are screening and Brief Intervention (SBI) adequate 

methods to identify subgroups of parents with risky alcohol behaviour 

using Motivational Interviewing (MI) and CAGE-C? 

 Question two: How did the parents perceive and experience 

participating in SBI focusing their alcohol consumption habits? 

 Question three: How did the staff members perceive and experience the 

process of training to, and performing opportunistic SBI to parents of 

hospitalised children? 
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4. Design, materials and methods  

The study is predominantly a qualitative study with a smaller quantitative 

study embedded in it, and the study contains descriptive and exploring 

elements.  Subsequently, a mixed methods approach is applied.  The research 

methods used in the study are emanating from the basis of the aims. On one 

hand, an explanation to the stated problem is sought by gaining insight and 

knowledge of parents and personnel’s experiences and perceptions of the 

health promoting intervention, and on the other, to establish a baseline for 

number of parents in risk of having an alcohol problem in the group of parents 

that participated in the SBI.  

The research questions lead to 3 sub studies: Screening and Brief Intervention 

(SBI) including health personnel conducting health promoting dialogues with 

parents of hospitalized children using the Motivational Interviewing script and 

screening the parents for risky alcohol behaviour using the CAGE-C-script (sub 

study one); semi-structured interviews and re-interviews with parents 3 months 

later (sub study two) and semi structured interviews with health personnel (sub 

study three). 

4.1 Scientific an theoretical positions  

An outline of the theoretical preconceptions regarding health promotion and 

prevention in a hospital setting is outlined, and the scientific basis for the thesis 

is presented.  

4.1.1  Health promotion and prevention 

In this paragraph, an outline of the historical and cultural terms of doing health 

promotion and prevention in a clinical setting is offered. 

According to Mortensen and Tønnesen (2004) there is little focus on health 

promotion and prevention activities in hospitals when it comes to the field of 

alcohol. A survey from 2001 of prevention activities in Danish hospitals showed 

that approx. 10 % of the departments had patient-oriented activities on alcohol 

issues (Træden et al. 2001). None of these activities was reported from 

paediatric settings. This section explains the historical and paradigmatic 

background as a prerequisite to understand the controversy of health 

promotion and prevention activities in a hospital setting.  
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The definition of health by the World Health Organization (1986) from 1946 

is ‚Health is a state of complete physical, mental and social well-being and not merely 

the absence of disease or infirmity‛. This definition contains two dimensions: The 

absence of disease, and the presence of wellbeing. Throughout the western 

world, the medical profession has strived to gain control of diseases through 

rigorous scientific developments. The model for medical science is grounded in 

the natural science, following the experimental logic and verification 

methodology and had its breakthrough in the late 19.th century and founded 

the modern health system we know today. The medical science model implied 

that knowledge which cannot be tested in accordance with the methodological 

principles of experiments will not gain scientific status within the medical 

profession (Gannik and Schmidt 1989). This epistemological attitude is still 

prevalent within the medical paradigm, although the medical profession is 

increasingly focusing on patient's social conditions, knowledge and interests, 

and how it affects the medical treatment.  

Due to the tremendous development in medical treatment of diseases 

through the past century, the Danish health care system has primarily been 

focusing on the dimension absence of disease. It was implied, that the Well-being 

would be created through the development of the welfare state, which was not 

a focus point in the health care sector (Kamper-Jørgensen and Jensen 2009). The 

biomedical era continued to dominate until the 1970s. At that time, the 

epidemiological transition in high- income countries was complete and only 

few infectious diseases as remained as threats - and a rise of chronic illnesses 

like heart diseases, diabetes, COPD and cancer became major causes of 

morbidity and mortality (Labonté and Laverack 2008).  

The treatment of chronic conditions involve consideration of behavioral risk 

factors such as smoking, lack of exercise and of excessive alcohol consumption, 

and health education programs to modify unhealthy behaviors has appeared as 

preventive interventions in the hospitals. However, according to Labonté and 

Laverack (Labonté & Laverack 2008) the persistent conventional biomedical and 

behavioral explanations employed in educational programs and medical 

hegemony has proved increasingly inadequate in compliance and empowering 

people to change behaviour. Instead, attention needs drawn to causes in the 

living and working conditions of people and on their potentials to act for 

themselves.  

Although major advances have been made in health technology, 

fundamental questions and challenges to potential improvements of quality in 

the provision of health care services can be posed. Health promotion goes 

beyond health education and disease prevention; in as far as it is based on the 

concept of salutogenesis (the genesis of good health) as opposed to 

pathogenesis (the genesis of diseases) and stresses the analysis and 

development of the health potential of individuals (Groene et al. 2005). 

Many health professionals presume that health promotion has always been 

the core business of medicine in general and hospitals in particular (Groene 
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2005). Traditionally, hospitals have mainly taken care of tasks that relate to 

secondary or tertiary prevention, whereas the primary health care sector has 

been in charge of primary prevention. However, there is a growing recognition 

that also hospitals have an important role to play with regard to primary 

prevention (Groene 2005; Mundt et al 2003).  

 

Health promotion as a core concept was introduced by the Ottawa charter for 

Health Promotion (World Health Organization, 1986), emphasizing the 

perspective of the individual in the process of enabling people to increase 

control over, and to improve their health. The charter emphasizes that health 

promotion is not just a responsibility for the health sector, but goes beyond 

healthy lifestyles to wellbeing.  

The concepts of health promotion and prevention have increasingly become 

elements in the political planning of health care in Denmark. During the 1990s, 

an increased focus on health prevention was established and the scope was 

slowly expanding to more empowering (health promotion) incentives, even 

though most incentives appears in the primary health care system, outside 

hospitals, and in the social and political system. In Denmark, The Health Act of 

2007 was launched by the ministry of National Affairs and Health (2010), in 

connection with the municipal reform. The health promotion aspect was 

highlighted in more paragraphs. In the first paragraph is stated ‚The Health care 

system seeks to promote public health and to prevent and treat illness, suffering and 

disability for the individual‛(Danish Ministry of National Affairs and Health 

2010). 

The Act also establishes requirements for health care in order to empower 

the individual by ensuring respect for the individual person, its integrity and 

autonomy and to fulfil the need for information, democratic access to services, 

freedom to choose etc. The Act underpins that the responsibility of health care 

services is shared between the primary and the secondary sector and performed 

equally according to the citizen’s needs. According to the Act, health promotion 

and disease prevention are task that the hospitals should assume as well as 

disease treatment and rehabilitation. The concepts of  Health promotion and 

prevention, treatment of diseases and rehabilitation forms a continuum and 

should be subject to an integrated activity and meet the same requirements for 

quality development as other services of the hospital sector. WHO state that in 

spite of the increasing evidence of the value of health promotion as part of 

hospital services, very few resources have been directed to this area (Groene, 

2005). 

Hospital services need to be more targeted towards the need of people, and 

not only to their organs or physiological parameters, in order to have a more 

substantial and lasting impact on health. The concept of empowerment in the 

context of the hospital stresses the need that patients are not only seen as objects 

of interventions but also as co-producers of these interventions. As the co-
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producer has to actively contribute to the process, he has to be actively 

empowered for making this contribution. This sort of empowerment cannot be 

achieved by the clinical or technical interventions themselves, but by 

communicative and educative interventions. Subsequently, the medical 

profession and other staff members have to open themselves towards 

education, training of skills and enhancement of motivation. 

WHO outlines the health promotion activities in hospitals should encompass 

four areas: promoting the health of patients, promoting the health of staff, 

changing the organization to a health promoting setting, and promoting the 

health of the community in the catchment area of the hospital (Groene 2005). 

Consequently, health promotion as a concept does not solemnly focus on the 

individual as it is merely proposed in this thesis; it includes a broader focus on 

the institution, on the community and the society. 

4.1.2 Epistemology and methodology  

The epistemological basis for this study is that our understandings of existence 

and reality (and thus knowledge) is constructed socially and develop in social 

situations in everyday life. As humans, we are included in social contexts of 

communities and act in ways that are culturally specific and therefore not 

reflective consideration of the individual. From this understanding is the social 

conditions - laws and rules - objectively given, but they are created by humans 

and can therefore also be developed and modified by humans (Berger and 

Luckmann 2003). The individual will interpret phenomena and experiences 

based on - and depending on - that this repository of experience and knowledge 

is related to the past, the present and the future. 

Everyday life is structured by habits, rules and principles of the events 

occurring in our world, and knowledge of these makes a person capable of 

predicting what will happen as a relationship to these characteristics. Schutz 

describes this everyday knowledge as a cookbook knowledge that contains 

recipes for how to act in the world, and that people have an expectation that 

others in the same situation will perceive, understand and act the same way. 

(Schutz 2005). These are constructions of thought or a view taken for granted by 

anyone whose world or relevance system is similar. These assumptions of social 

constructions are relevant in this study. Even though parents of hospitalised 

children and the staff members share a number of living conditions and 

relevance systems by nationality, gender, political system etc., they also differ in 

various ways. In a social context as a paediatric hospital unit, a number of social 

conditions are regulating the daily life at the hospital. These conditions are 

specific to the clinical context and works as a cultural perception matrix that the 

staff members are not consciously aware of, they are produced and reproduced 

based upon the specific logic ruling the clinical context. The parents of 

hospitalised children are representing different life worlds of logic, and their 

internal ‚cookbook knowledge‛ may not be adequate in the hospital context. In 
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order to introduce behaviour change in parents as well as in the staff members, 

it is crucial to create a sphere of awareness of the socially constructed and 

culturally reproduced clinical practice. 

Different methodological approaches are employed in this study. The 

screening study is based on a positivist science tradition drawn from the natural 

sciences that is aiming to formulate assumption that can be empirically tested. 

The positivist conception of science was developed by August Comte in the 19th 

century in relation to sociology (Bowling 2004). Positivism is the dominant 

philosophy underlying quantitative scientific methods that aims to discover 

laws and facts by systematically observing and measuring by objective systems 

of measuring. The paradigm thus assumes that there is a single objective reality 

that can be ascertained by the senses and tested against the laws of the scientific 

method. Scientists using positivist methods are not concerned with measuring 

the meaning of situations to people, as they cannot be measured in a scientific 

and objective manner. 

The quantitative methods are validated through logical cogency and on 

statistical models based on mathematics (Bjerg 2008). Statistical models may 

identify patterns of variation between variables, but causal relations between 

variables are rarely detected through quantitative analysis. 

 

A humanistic approach is employed in the qualitative part of the study based 

on a phenomenological and hermeneutic perspective. 

Phenomenology was founded in early 1900-century by the philosopher 

Husserl. 

The goal of phenomenology is to gain a deeper understanding of the 

meaning of the everyday experiences without classifying or abstracting the 

lived experience. Therefore, all observations are treated equally (Husserl 2008). 

The researcher cannot feel or perceive what the informant has experienced, 

and therefore one's own prejudices or preconceptions are ‚put in brackets‛, to 

give room to the informant's description of his own perception or experience. 

The phenomenological goal is not to explain or control the world, but to 

provide insight into aspects of the informants' reflexive perception of and 

experience with their life world, thereby enabling it to classify their essential 

meanings and describe how social actions are designed and experienced 

through human consciousness and action. 

Contemporary hermeneutics is based primarily on the philosophers 

Heidegger and Gadamer's work from early 1900. Heidegger described 

hermeneutic as an approach to interprete meaning from an ontological 

perspective, focusing on the very way we orientate ourselves on the world and 

the opportunities we have to understand the human being. Gadamer added 

that one can never distinguish one's own perception of the meaning of the text 

and, therefore, interpretation and understanding must be based on a dialectical 

process between text and reader or, in an interview situation between 
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informant and interviewer, to reach a mutual understanding of the topic 

(Gadamer 2007). A person is always prejudiced in his pre-understanding, and 

the understanding will be according to this. Therefore, the interpreter must at 

all the time put his preconceptions to a test, to become aware and conscious of 

own preconceptions and prejudices. This raises the hermeneutic circle 

movement, where understanding and meaning interpretation are constantly 

developed by alternating between part and whole, between self-understanding 

and understanding the text or informant. The goal is to achieve a fusion 

horizon, where the historical limitations in the interpreter’s vision and position 

– will give rise to a new understanding (Gadamer 2007). This implies that the 

"truth" about a case unfolds historically as a dialogue between past and present 

- and thus can never be brought to an inconclusive end, just as no one can claim 

that a person interprets a text as true or correct than another person.  

Understanding in a phenomenological sense is based on meaningful 

subjective explanations and assessments. Creating knowledge in a hermeneutic 

process means to create knowledge from a preconception that was verified in a 

dialogue and then interpreted and may be adjusted to be tested in a new 

verification of the new pre-understanding. Where the purpose of the interviews 

in this study is to create knowledge through insight into parents' life world, it is 

achieved by the phenomenological approach. The creation of new knowledge is 

understood as the hermeneutic part where an interpretation and understanding 

takes place. These concepts are rationalised in the methods applied in the 

interviews and in the analysis and interpretation. 

4.2 Methods of intervention 

The methods and instruments used in the Intervention are presented in the 

following paragraphs. 

4.2.1  Motivational Interviewing (MI) 

Motivational Interview, is defined as ‚A client-centred directive method for 

enhancing intrinsic motivation to change by exploring and resolving ambivalence‛ 

(Miller & Rollnick 2002), p. 47. An emergent theory of MI has proposed that 

emphasizes specific active components: a relational component focused on 

empathy and the interpersonal spirit of MI, and a technical component 

involving the differential evocation and reinforcement of client change talk 

(Miller and Rose 2009). The aim is to increase the client’s inner motivation and 

consciousness. The inner motivation to change and the resources to do so must 

emerge in the client as an ambivalence and advanced by the clients own 

attitudes, values and goals. The client’s autonomous ability and right to make 

his own decisions must be respected and supported by the counsellor. MI was 

developed by Miller(Miller 1983) on basis of experience with alcohol abuse 
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treatment. A more comprehensive description of clinical procedures was 

provided by Miller & Rollnick (2002).  

 

 

MI draws on Rogers theory of client entered psychotherapy, on Prochaska 

and DiClementes transtheoretical model of change, on Rokeachs theory on 

human values and on Bems theory on self-perception (Miller & Rollnick 2002). 

MI has proved efficient in tracking and treatment of excessive use of alcohol 

(Bien et al1993;Britt et al 2004;Rubak et al 2005a). When MI is used in an 

Box 1: Description of Motivational Interviewing  

 

Definition of MI: Motivational interviewing is a directive, client-centered 

counseling style for eliciting behavior change by helping clients to explore and 

resolve ambivalence. 

 

The spirit of motivational interviewing 

1. Motivation to change is elicited from the client, and not imposed from 

without.  

2. It is the client's task, not the counsellor's, to articulate and resolve his or her 

ambivalence. 

3.  Direct persuasion is not an effective method for resolving ambivalence.  

4.  The counseling style is generally a quiet and eliciting one. Direct persuasion, 

aggressive confrontation, and argumentation are the conceptual opposite of 

motivational interviewing and are explicitly proscribed in this approach. 

5. The counsellor is directive in helping the client to examine and resolve 

ambivalence.  

6. Readiness to change is not a client trait, but a fluctuating product of 

interpersonal interaction. The therapist is therefore highly attentive and 

responsive to the client's motivational signs.  

7. The therapeutic relationship is more like a partnership or companionship 

than expert/recipient roles. The therapist respects the client's autonomy and 

freedom of choice (and consequences) regarding his or her own behaviour.   

8. Is vital to distinguish between the spirit of motivational interviewing and 

techniques that we have recommended to manifest that spirit.  

 

Viewed in this way, it is inappropriate to think of motivational interviewing as a 

technique or set of techniques that are applied to or (worse) "used on" people.  

Rather, it is an interpersonal style, not at all restricted to formal 

counselling settings. It is a subtle balance of directive and client-centred 

components, shaped by a guiding philosophy and understanding of what 

triggers change. If it becomes a trick or a manipulative technique, its 

essence has been lost . 

 

From: Miller & Rollnick 1995, p. 326. 
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opportunistic Brief Intervention there need not be any problem or behavioural 

issue presented or decided before the Brief Intervention takes place. In this 

study, alcohol consumption habit was explored during the brief intervention. 

Subsequently, the motivation was directed towards exploring and resolving a 

possible ambivalence during the intervention. For a further description of the 

spirit of MI, see box 1.  

4.2.2 Screening by CAGE-C  

The screening instrument CAGE-C consists of 6 questions referring to a 

personal experience with alcohol within the last year to detect problem drinkers 

(Zierau et al 2005). It is a modified version of CAGE (Cut down, Annoyance 

from others, feel Guilty, Early-morning Craving) was developed and validated 

by JA Ewing in the early 1980’ (Ewing 1984). CAGE – Copenhagen is a variety 

of the original instrument, modified by a Danish research team (Zierau et al 

2005). The original CAGE referred to life experience with alcohol whereas the 

modification in CAGE-C narrows the experience to the past year. The CAGE-C 

screening test appears in box 2.  

 

 

The questions 1 - 4 and 6 has dichotomous answering options and question 5 is 

a likert-scale requiring marking of a premarket absolute number A positive 

result was defined as two or more positive answers in questions 1-4 and 6; or 

one positive answer in question 1-4 and 6 in addition to alcohol intake on 4 or 

more days per week.  

CAGE-C has been tested and compared to diagnostic interviews based on 

ICD criteria and biochemical markers (Golden Standards) on a randomly 

selected sample of adult surgical patients in a Danish hospital (Zierau et al 

2005). CAGE-C was validated with a sensitivity of 0.94 (CI 0.82-0.99) and a 

Box 2: CAGE-C screening test for risky alcohol behaviour 

 

Within the last year 

1. Have felt you ought to cut down on your drinking? Yes/no 

2. Have people annoyed you by criticizing your drinking? Yes/no 

3. Have you felt bad or guilty about your drinking? Yes/no 

4. Have you had a drink first thing in the morning to steady nerves  

(eye-opener) Yes/no 

5. How many days per week do you drink alcohol? 0 days< 7 days a week 

6. Do you drink alcohol on weekdays outside mealtimes? Yes/no 

 

A positive result is defined as two or more positive answers in questions 1-4 and 

6; or one positive answer in question 1-4 and 6 in addition to alcohol intake on 4 

or more days per week. 

(From: Zierau et al 2005) 
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specificity of 0.88 (CI 0.83-0.89) and with a positive and negative predictive 

value of 0.73 (CI 0.63-0.77) and 0.98 (CI 0.93-0.99), respectively (29). 95 % 

confidence intervals (CI) shown in parentheses.  

Among other screening instruments CAGE-C was chosen due to its short 

form and by that, easy to administer for the nursing staff members in the 

clinical practice. 

In addition to CAGE-C, demographic data along with the medical diagnosis 

were obtained. As it was voluntary to participate, reasons for not wanting to 

participate were asked. Staff members’ name, age, years of experience and of 

employment in the unit were reported (Annex 2).  

Medical ICD-diagnosis on children were obtained from the patient 

registration office and examined by frequency tables to determine any 

systematic tendency of the staff preferring some groups of parents due to the 

diagnosis of the child. 

4.2.3 The intervention, Screening and Brief Intervention (SBI) 

The study was performed in two paediatric units at a university hospital. 

During one year, all parents of hospitalised children in the two wards were 

invited to participate in a health promoting dialogue, focusing on their alcohol 

habits, and they were subsequently screened for risky alcohol behaviour.  

The nursing staff members performed the Brief Intervention session focusing on 

the parents alcohol consumption habits based on the MI principles. During the 

brief Intervention, the parents were screened for risky alcohol behaviour using 

the short questionnaire of CAGE-C. Prior to the intervention, the staff members 

had received a 5-day training course including training and exercise’s in the 

concepts of  MI according to the standards by Miller & Rollnick (2002) and 

alcohol-related topics (Annex 3). They were offered supervision throughout the 

intervention period. A basic assumption in this study is that in order for the 

parents to change their lifestyle behaviour, it is necessary that the staff members 

change their professional behaviour by learning, practicing and adhering to the 

MI-principles.  How changes are supposed to happen in interdependent steps 

in order to change the parents alcohol behaviour appear in box 3. 

SBI in this context is systematic and opportunistic; the parents had not 

complained about or asked for advice or help concerning alcohol-related issues.  

The staff members were taking advantage of the opportunity to discuss life 

style matters with the parents.   

The intervention aimed at creating reflections in the parent regarding their 

alcohol consumption patterns by use of Motivational Intervention: To help the 

parents to elicit, articulate , explore and resolve an eventual ambivalce; as a 

prerequisite for enabling an eventual change of life style by self-efficacy and 

empowerment. According to change, this intervention might get the parents to 
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move from one stage on to next in the change process, eg. From pre-

contemplation stage to contemplation stage (Prochaska and DiClemente 1992).  

The intervention did not assess quantities of parents’ alcohol intake and did 

not aim to decide whether the parent was using alcohol in a hazardous /heavy, 

harmful or dependent manner, thus not seeking to classify the drinking pattern 

according to WHO and The Danish National Board of Health’s classification of 

alcohol related medical diagnoses. Terms like ‚excessive drinking‛, ‚heavy 

drinking‛, ‚hazardous drinking‛, ‚risky alcohol behaviour‛, ‚excessive alcohol 

behaviour‛ does not refer to a specific classification of use of alcohol; they refer 

to a self-perceived expression of the drinking pattern by the parent. Nor did the 

intervention aim to treat an eventual alcohol problem. The risk assessment by 

CAGE-C served to direct the exploration of the parents’ alcohol consumption 

patterns as suggested by Ewing (1984) as it was perceived by the parents, and 

the staff members would inform them and refer them to the Alcohol Treatment 

Centre, if the parents wanted such information. To actually perform therapeutic 

Brief Intervention aiming at reducing parents’ alcohol intake requires special 

skills not present in the paediatric units and was not an aim in this study.  

The dialogue lasted 10 - 30 minutes. 

 

4.2.4 Inclusion / exclusion criterions to the project 

Inclusion 

A parent is in this study any person with legal care obligations towards the 

hospitalized child, i.e. biological, foster- and adoptive parents holding full or 

shared custody for the child; and cohabiting adults. The group embraces all 

Box 3: Where change must happen to change practice 

 
Staff members qualified by basic training course in MI 

 

Changed professional behaviour in staff members 

 

Staff uses MI in dialogues, focusing the parents’ alcohol consumption patterns 

 

Change in parents’ attitude (reflections) to own use of alcohol 



Change in parental behaviour 

Inspired by Rubak2005b 
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parents with a child admitted to the paediatric units H3 and H6, Odense 

University Hospital, from September 1, 2007 to November 30, 2008. The 

paediatric unit H3 is a medical unit receiving children 1 - 15 year and H6 is 

receiving neonatal children and their mothers. The two units admit children 

with physical and psychosomatic symptoms.  

 

Exclusion 

Parents who neither read nor speak Danish and parents who have participated 

in the dialogue once before were excluded to the project. 

 

When admitted to the ward, the staff members included parents in the project 

by entering an identification code from the screening sheet to a label with 

personally identifiable data of the child. These data were kept confidential, 

leaving the screening sheet only with an identification code and no personally 

recognizably information. Prior to entering the project, the parents received an 

information sheet explaining the project, followed by oral information from the 

nursing staff, emphasizing participation as being voluntary and that they could 

withdraw at any point without consequences for the  treatment of the child 

(Annex 4).  

4.2.5  Expected number of included parents 

In 2006, there were 1110 admissions of children to the two paediatric units H3 

and H6. One year of intervention was estimated to yield about 2000 possible 

participating parents from about 1000 families by a 100% inclusion and 

correction for single parent ship/ provider ship (about 15% (Christoffersen 

2004).  The exact number of parents who participated in the dialogue was 779 

parents. For overview of inclusion and exclusion, see Paper I, Figure 1: Flow 

diagram of inclusion and exclusion. 

 

Ethical issues and approval 

This study follows the recommendations in the Declaration of Helsinki (World 

Health Organization 1964) and was presented to and approved by the Ethical 

Committee of Science in the Region of Southern Denmark. According to Danish 

law a formal permission is needed only if a biomedical study includes human 

tissue or blood samples.   

Informed consent was given by all study participants. All personally 

identifiable data were kept safe and confidential following general 

recommendations (Danish ethical counsil 1999). The study was not considered 

to strain the parents or children unnecessarily. Participation was optional and 

the screening instruments and communicative methods applied are known and 

acknowledged in Danish clinical practice. 
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Overview of design of three sub studies 

The study runs in three sub studies. A visual overview of the three sub studies 

is presented in Table 1. Each of them is described following. 

 
 Sub study one Sub study two Sub study three 

Paradigm 

Quantitative 
Numeric data 

Qualitative 
Interview text 

Qualitative 
Interview text 

Objectives 

To assess the 
appropriateness of 
screening and Brief 
Intervention to approach 
and identify subgroups of 
parents with risky alcohol 
behaviour using 
Motivational Interviewing 
(MI) and CAGE-C. 

Parents perspective on  
participating in SBI 
focusing their alcohol 
consumption habits 

Staff members 
perspective of the 
process of training to, 
and performing 
opportunistic SBI 

Sample 

N = 779 parents 
 501 women, 278 men 
(mean age 35 years) 

Interview 
N=15  
parents, 7 
men, 8 
women 
(mean age 
36,6 year) 

Re-
interview 
N = 9 
parents, 5 
men, 4 
women 

N = 12 
Female nursing staff 
members (mean age 46 
years)  

Methods 

Screening by CAGE-C, self-
report by parents 

Semi-structured interviews Semi-structured 
interviews 

Analysis 

Descriptive and statistical 
analysis  

phenomenological 
meaning condensation and 
hermeneutic interpretation 
of themes 

phenomenological 
meaning condensation 
and hermeneutic 
interpretation of themes 

Context of data 
collection Paediatric Unit in Danish 

University Hospital 
Parents’ home Paediatric Unit in Danish 

University Hospital 

Results presented in 

Paper I Paper II Paper III 
 

Table 1:  A visual model of the design of the study, showing the paradigms, objectives, the methodological  

and analytical approach, sample sizes and context of data collection 

 

4.2.6  Sub study one 

In sub study one; a quantitative approach is used in screening the parents for 

risky alcohol behaviour. Quantitative data are collected in a structured 

screening interview during the brief intervention. As the data are self-reported 

by the parents and by that, not objective in a scientific sense, they classify as 

subjective data that are suitable for quantitative analysis. 
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Data processing of screening results 

Data were entered in and analysed by the statistical software package SPSS 

(version16.0). Data was screened for errors by subsequent to the entering 

selecting a 20 % sample and picking out the first 20 of every 100 screening 

sheets, following entry of all responses from the screening sheet. Two incidental 

typing errors were detected and corrected in the 20% sample selection 

according to 1.24 % errors in the sample. No systematic errors were detected. 

 

Descriptive analysis 

First step of the analysis compared results from CAGE-C to demographic 

variables related to the child or to the parents. The purpose was to find out if it 

is possibility to identify subgroups of children with increased risk of living in a 

family with alcohol issues. If possible, health promotion incentives to the 

relevant subgroups of parents could be targeted more precisely.  

The second step aimed to disclose the relationship between the different 

CAGE-C-components and identify specific patterns in subgroups of parents; 

and the correlation between parents in a family (mating).  

The third step searched for systematic differences in responses, that could be 

attributed to the staff member that performed the dialogue and filled out the 

screening form (observers’ effect).Data was explored using descriptive statistics. 

For continuous variables, summary statistics were provided by mean and 

standard deviation. For categorical variables, frequency tables were prepared. 

Cross tabulations and graphs supported the investigation of the response 

pattern.  

 

Statistics 

Underlying assumptions of inference tests were investigated by preliminary 

analysis to ensure an appropriate application of the tests, following 

recommendations by Pallant (2007) and Nielsen and Kreiner (2008). Model fit 

was tested using Hosmer and Lemeshow's test. Statistical significance level was 

0.05 for all statistical tests. 

Pearson’s correlation coefficient was used to investigate the relationship 

between continuous variables. Chi-square and Fisher's exact test were used to 

establish relationships between categorical variables. Chi-square test examines 

whether a correlation exists between two or more variables, by calculating the 

probability of a given answer, based on the calculation of an expected number 

of responses. The analysis included cells with few observations which made 

chi2-test unreliable. In these cases, the Fisher's exact test was employed. 

Standard multiple regression analysis by enter method was employed to 

assess the causal relationship between the number of positive screens 

performed by the 43 staff members as dependent variable and the variables 

overall number of dialogues performed by each staff member, age of staff member, years 
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of professional experience, and years of employment in the unit as explanatory 

variables.  

Logistic regression was performed to assess the impact of a number of factors 

on the likelihood that the parents would be screened positive. The full model 

investigated the contingent distribution of the dependent variable result of 

screening given the independent variables professional position of staff, gender of 

parent, age of parent, age of staff and years of professional experience was 

investigated. The method applied was enter backwards. The method implies that 

the analysis was repeated with the omission of the variable with the least 

statistical significance level and p> 0.005 to make the estimates more reliable. 

4.2.7 Sub study two and three  

Data generation, processing and analysis – 

In sub study two and three, a qualitative approach was applied, in order to 

reach an understanding of parents’ and staff members’ points of view.   

 

Interview with parents 

In a period of four weeks at the end of the intervention period, all parents who 

agreed to take part of the SBI were invited to take part in an interview, were 

thus selected coincidently. They were given a letter containing information, 

details and a written consent form (annex 5). When they returned the signed 

form with contact information they agreed to take part in an interview and a re-

interview three months later. The inclusion continued until data saturation was 

met, as described by Kvale & Brinkman (2009). The overall purpose of the 

interviews was to get insight into parents' life world through their descriptions 

of participating in the SBI. Their experiences, understanding and the meaning 

they attach to them were explored, including a description of their ambivalence, 

desire, determination and faith in a possible change in accordance with the 

principles behind MI. They were interviewed shortly after discharge from the 

hospital and re-interviewed three months later; to assess intervention impact 

and effect on parents' understanding and their eventual ambivalence. Fifteen 

individual parents were interviewed; nine of them were re-interviewed after 

three months. There were eight women and seven men, aged between 28 – 54 

years (mean 36. 6 years). According to the screening for risky alcohol behaviour 

by CAGE-C, six of the fifteen parents were screened positive for risky alcohol 

behaviour, three men and three women. In the re-interview, five of the nine 

parents were screened positive, two women and three men. More details 

appear in table 2. 

 

Interview with staff members 

In a period of four weeks at the end of the intervention period, all staff 

members involved in the project was invited to take part in an interview, thus 

selected coincidently. They were given an information sheet containing details 
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and written consent, and by returning a signed form with contact information, 

they agreed to take part in the interview. The purpose of the interviews was to 

describe the staff's experience of screening and prevention conversation with 

parents about alcohol habits, and their understanding of this, including any 

barriers. The inclusion continued until data saturation was met, as described by 

Kvale & Brinkman (2009).  

 

Twelve staff members were interviewed, 9 registered nurses, 2 nurse assistants 

and 1 pedagogue. They were all female; aged between 32 and 57 (mean 46 

years), had been educated in 5 – 36 years (mean 20 years) and been employed  

 
Table 2: Informants, parents 

nb Gender Age Occupation Result of screen Reinterview 

1 

Female  
34 

Studying to be a teacher pos Yes 
2  

Male  
24 

Early retirement pos Yes 
3 

Male  
37 

Psychologist pos Yes 
4 

Female 
39 

Teacher pos Yes 
5 

Male  
37 

It-consultant pos Yes 
6 

Female 
36 

Farmer pos No 
7 

Female 
53 

Pedagogue neg No 
8 

Female 
36 

Pedagogue neg No 
9 

Male  
38 

Teacher neg Yes 
10 

Female 
33 

Art student. neg Yes 
11 

Male  
32 

BA Science, child care helper neg Yes 
12 

Female 
36 

Economist neg Yes 
13 

Male 
54 

Pedagogue neg No 
14 

Male 
32 

Logistics assistant neg No 
15 

Female 
28 

Florist neg No 

 

at the children’s hospital in 2 – 28 years (mean 13 years). More details appear in 

table 3. 

 

Performing the interview  

Semi-structured interviews were conducted, implying a loosely structured 

conversation thus providing an opportunity to explore and deal with 

unexpected phenomena and explanations and give the interviewer an 
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opportunity to steer the interview if it comes in on a track that is not 

appropriate compared to the interview themes.  

Interview guides for interviews with parents and staff members were 

constructed respectively. They were based on the theoretical background 

knowledge, on results from initial focus group interviews with staff members; 

and with the objectives for the interviews overarching (annex 6 and 7). To 

qualify the interview guides, two focus group interviews with staff members 

from the two project units were initially conducted to gain knowledge and 

understanding of their preconceptions, attitudes and experience to articulate 

alcohol related issues. Studies have shown that staff members often have 

barriers of both personal and professional character to talk with patients about 

taboo areas such  

 
Table 3 : Informants, staff members 

Nb. Gender Age Occupation Years 
educated 

Years I ped. 
unit 

1 

female 
57 

Nurse 
36 28 

2 

female 
47 

Nurse 
22 19 

3 

female 
43 

Nurse 
16 10 

4 

female 
43 

Nurse 
20 10 

5 

female 
46 

Nurse 
20 11 

6 

female 
43 

Pedagogue 
5 2 

7 

female 
55 

Nurse assistant 
35 47 

8 

female 
46 

Nurse 
16 8 

9 

female 
51 

Nurse assistant 
27 12 

10 

female 
46 

Nurse 
10 7 

11 

female 
53 

Nurse 
26 4 

12 

female 
32 

Nurse 
8 3 

 

as alcohol (Lock et al 2002; Mundt et al 2003; Nilsen et al. 2006). The focus group 

interviews with the staff members confirmed these results. This knowledge 

translated into themes that were further illustrated in the examples of questions 

in the interview guide.  An exposition of the themes was prepared to illustrate 

how the theoretical concepts underlying the investigation and the purpose of 

the interviews was reflected and form the impetus for the subsequent analysis 

(An example regarding interviews with parents appear in annex 8)  

The interviews were conducted in a semi-structured order. The themes of the 

Interview guide were indicative of the chronology, but were all included in the 

interview. The specific questions serve as inspiration to the interviewer, as the 



 

35 

 

questions should not be governing the conversation, but represent an outline of 

topics or questions, as recommended by Malterud (2003). However, some 

structure during the interview was necessary to ensure that all topics were 

thoroughly explored and exhausted, and thereby contributing to knowledge 

production. Additional topics that were relevant to knowledge production were 

included, as well. Semi structure also provides the opportunity for the dynamic 

dimension of the interview. By the interview progressing as a dialogical 

conversation there is a chance of the informant experiencing the situation as a 

positive one and becomes motivated to tell about their experiences, perceptions 

and feelings (Kvale & Brinkman 2009). 

 

Analysis and interpretation of interviews 

The purpose of this chapter is to describe how the analysis and interpretation 

phase was made transparent, systematic, and also embraced issues regarding 

validation of the analysis, an aspect that is controversial within the qualitative 

research. 

The verbatim transcribed material was structured using the software 

program Nvivo 8.0 used for systematizing and coding of data 

(www.qsrinternational.com). In structuring data for further analysis, they were 

initially themed in the same general structure as the interview guide, allowing 

additional themes to emerge. 

 

Phenomenological reduction and condensation of meaning  

The analysis follows the descriptive phenomenological method by Georgi 

(2009) and the meaning condensing method described by Kvale & Brinkman 

(2009) in five steps:  

1. Read through the fully transcribed text to achieve an overall sense of text, 

to discern the intention of the respondents’ experience.  

2.  Determination of meaning units and subsequent coding, with sensitivity 

towards the meaning of the experience. 

3.  Transforming the informants experience into central expressions or 

themes.  

4.  Questions posed to the central themes from the purpose of the study.  

5. Summarize the significance in a descriptive statement 

 

An example of the meaning condensation is shown in the table: 
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Table 4: Examples of meaning condensation 

Natural unit (step two) Central theme (step 3) 

 
” The dialogue was ok; I did not feel they had a hold on me. It was not intimidating, 
and it was nice to be able to expand my views rather than answer to a specific 
question. The topic is very relevant, and I have not wondered about being asked, 
because I think it is connected, my alcohol habits does affect him [the baby]” 
(female, screened positive) 
”It was a more elaborate conversation, because I actually had to think quite a lot and 
express myself , and…recognise myself. As where I thought I was going to answer 
”yes” or ”no”, to how many drinks and like that….it was more like a conversation that 
also demanded something from me…(female, screened positive). 
 

 

Experiencing respect and 
genuine interest in the 
dialogue 

 
“The dialogue made me reflect, and if a had a problem I believe the dialogue may 
cause a revelation…I think the dialogue can make a mother to a newborn baby think, 
and change her lifestyle….You don’t give it much thought in the everyday life, but the 
dialogue made med consider how much we drink during the week and how we use 
alcohol in general – that’s exactly when I thought of that” (female, screened 
negative)  
“Next time I pour a glass of wine, I will probably think about the dialogue and what it 
does my children, because it was brought up… (Female, screened negative) 
“I used the dialogue as a means to talk to my mother in-law about her abusive 
alcohol habits afterwards; I used it to jump-start that conversation” (Female, 
screened negative) 
”It [the dialogue] provided food for thought. I was reinforced in my decision, that my 
child shall not be exposed to alcohol the way I was. I have put away alcohol for the 
sake of my child, and the dialogue made med reflect upon that decision once more, 
reinforcing my decision” (Female, screened positive). 
“The dialogue made me aware of my actual use of alcohol and how it has developed 
lately, and that was fine” (Male, screened positive) 
 

 
SBI causing reflections of 
own use of alcohol 

 
“The dialogue will pop up; when I open a bottle of wine…I have been more aware of 
it lately” (Male, screened positive) 
 “I have given it a lot of consideration. The impact of my own history has become 
clearer to me, and made me more sure of what I want and what I do not want. And it 
has become clearer to me, how people around me use alcohol” (female, screened 
positive)  
”Back in times, I did not give it much consideration, how much I drank…I have done 
my share of drinking and driving…not that I am proud of it…I think about it a lot now, 
the safety for my family…It maybe took me by surprise, but…I consider it a lot more 
than I expected..”(Male, screened Positive) 
 

 

Reflections of own use of 
alcohol continue and 
develops over time 

 

  

The examples are further elaborated below (Figure 1), to illustrate the complex 

process of phenomeological reduction of statements from the interviews and 

deriving the meaning of them: 
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Figure 1: The process of phenomenological reduction (inspired by Giorgi 2009) 
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This figure is illustrating the process of the phenomenological reduction and 

meaning condensation that is comprised in a theme, and how the items can be 

interrelated, interwoven and complex. In this example, the dialogue is eliciting 

an experience of feeling trusted, respected and supported and the ambience is 

as perceived safe, non-judgemental and open-minded. The meaning attributed 

to or derived from the experience is useful new knowledge, insight and 

increased awareness of own life situation, of experiencing reflections and 

challenging assumptions that differs in a positive way from what the parent 

thought before the dialogue, and perceiving motivation to reconsider or 

changing own lifestyle or habits. The central theme according to these 

condensed meanings is SBI causing reflections on own use of alcohol. 

 

The text analysis produces a collection of condensed, descriptive themes. The 

themes are all relevant according to the research questions and are often 

interwoven.  The themes are often linked together, as e.g. the parent’s 

experience and perception of the staff member in the intervention or the 

emotional recollection of the intervention may be explained in the same terms 

or represent the same meaning to the parents. In that way the themes are often 

linked together.  

The themes that were chosen for deeper interpretation were those most 

important to elucidate and answer the research questions most extensively and 

that was shared by a majority of respondents. 

The themes are subsequently interpreted by applying three contexts of 

interpretation and validation communities as recommended by Kvale & 

Brinkman (2009). The three contexts are Self-understanding, Critical common-sense 

- understanding and Theoretical understanding.  In this analysis, the context of self-

perception is according with the condensed meaning units, as they are 

representing the interviewees understanding in a condensed form and 

generalised to a statement representing the group of parents or staff members. 

The second and third interpretation contexts are applied in discussing the 

result. The frame of theoretical reference in this case is based on research results 

in the field and other relevant and available research findings. The theoretical 

framework contributes to describe, qualify, contextualise and to put into 

perspective the results from this study. 
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5. Results 

This chapter presents the results of the empirical study brought together in 

three articles. In the following sections the results, which are further elucidated 

in the three papers (Appendix I, II and III), are outlined following in 

summarized form. 

5.1  Identifying Parents with risky alcohol consumption  

habits in a Paediatric Unit 

Are Screening and Brief Intervention appropriate methods? (Paper I) 

The aim of paper I was to investigate if it was possible to identify specific 

patterns in subgroups of parents by comparing results from the screening test 

CAGE-C to demographic variables related to the parents.  A total of 11% of the 

779 parents who were screened by CAGE-C scored positive and in risk of 

having an alcohol problem. The results revealed two main risk factors; drinking 

alcohol outside mealtimes on weekdays and four days or more per week. 

Parents’ gender and age were statistically significant, as the risk of screening 

positive are increased in men and by aging.   

The study also sought to identify systematic patterns in the staff members by 

demographic variables to gain insight into whether these factors influence the 

results of the CAGE-C-screening. The results show, that the best predictor 

(statistically significant) for the outcome of the screening (positive / negative), 

was the number of dialogues performed by the staff. The more SBI was 

performed, the more positive screens were made.  

These results gave rise to the conclusion, that staff members performing SBI 

in a paediatric setting focusing alcohol consumption is a means to obtain 

information on parents' drinking habits and an opportunity to intervene at an 

early stage that otherwise is not accessible. The staff members needed to be 

supported by adequate training and supervision of their skills. SBI using the 

methods CAGE-C and MI has proved to be adequate tools to approach parents, 

even though considerations for appropriateness according to gender should be 

considered.  
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5.2  Parental perspectives towards SBI focusing their alcohol 

 consumption habits (paper II)  

In this paper, the aim was to explore and interpret the parents’ perception and 

experience of participating in a health promoting dialogue focusing their 

alcohol consumption habits, and to assess the effect of SBI. Among the 

informants were both parents who were screened positive as well as screened 

negative by CAGE-C. The results showed that the parents experienced the 

intervention positively; they did not feel stigmatised or pointed out as someone 

the nurses would suspect to have an alcohol problem. Some parents even 

wanted more of the kind, proving the efficiency of MI to get parents of children 

in hospital to talk about their alcohol consumption habits, and to reflect on their 

alcohol consumption habits.  

The intervention caused reflections of the parents’ own use of alcohol and the 

dialogue made them consider their own drinking habits and made them more 

aware of how it had developed over time. They would probably reconsider 

their drinking habits in the time to come, due to the dialogue.  

The re-interviews showed, that reflections of their own use of alcohol 

continued and developed over time. The parents explained how they had been 

more aware of the alcohol consumption of their own and among others, 

noticing how much alcohol and in which situations they would drink alcohol or 

were offered alcohol, and how they had begun reflecting on it, and sharing the 

reflections with the spouse, relatives or friends. Especially those parents who 

screened positively expressed how the dialogue had made them more aware of 

their use of alcohol and that they had reflected on their use of alcohol more 

often lately. The dialogue had made them reconsider their own experience and 

history with alcohol and their decisions about reducing consumption or 

abstaining from use of alcohol. The discussion revealed how uses of MI enhance 

self-efficacy in parents, resulted in a more self-efficient and confident 

commitment to relate to own alcohol habits and possible behavioural changes. 

Based on this knowledge, the nursing profession can be advanced by a more 

qualified reinforcement of initiatives regarding behavioural changes concerning 

lifestyle issues in a clinical setting. 

5.3  Staff member perspectives on SBI focusing alcohol  

consumption in parents (Paper III). 

The third sub-study explored and interpreted the staff members’ perception 

and experience of the process of training to, and performing opportunistic SBI 

to parents of hospitalised children. This issue was crucial as an array of barriers 

has been described in health personnel approaching the topic of alcohol. These 

barriers are inhibiting factors in reinforcing health promotion and health 

preventing initiatives regarding behaviour changes on lifestyle problems in a 
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paediatric clinical setting. The results showed that initially, most staff 

experienced a feeling of insecurity an inadequacy performing the dialogues, 

and also a pressure of high expectations from the project leader and colleagues. 

This feeling declined and was replaced by a feeling of having gained personally 

by acquiring new skills, insight and mastering the MI communication method. 

They expressed how the dialogue with the parents proceeded in a different 

manner, yet in a much more constructive and elaborate way using MI than 

previously. Contrary to what they anticipated, the staff members experienced 

the parents showing positive interest in the dialogue and that they found it 

relevant to bring their life style habits in question related to the admittance of 

their child. The staff members discovered that if a parent felt safe and a trustful 

and confident relation was established, they could bring up any topic and 

discuss it. Lack of time and resources to perform the dialogues was the most 

common explanation to why a dialogue was not performed. 

 

Despite a general positive perception and experience of performing the 

intervention, reluctance and personal reservations persisted in approximately 

half the group of informants. The reservations were explained by the 

informants as deriving from staff members own social background, that 

childhood and upbringing may cause a person to be more hesitant or directly 

avoiding performing the dialogues.  

Lack of confidence in their own skills turned out to be a major barrier and a 

fright of launching negative reactions from parents when introducing the topic 

alcohol, persisted.  

Some thought they lacked knowledge of alcohol related issues such as 

drinking limits and treatment, and some felt they had not gained enough 

routine in practicing MI. Some informants expressed very humble attitudes and 

very little faith in their own capacity towards alcohol related issues. Fear of 

hurting fragile parents and not being in control of the situation during the 

dialogue was a very distinct and a great concern. It would imply that the staff 

member did not perform the dialogue with those parents. The topic alcohol 

being a part of private life that staff members are not allowed to access was 

expressed. Some interviewees admitted to the fact that certain types of parents 

‚problem parents‛ were not asked to take part of the project at all.  

Despite training, coaching and supervision; the difference in personal 

interest or barrier levels among staff members may result in inequality in 

knowledge and skills that are needed to deliver brief alcohol intervention and 

the discussion suggest that more attention should be put on implementation of 

changes of the professional attitudes. The discussion makes it clear, that before 

inducing changes in parents’ behaviour, changes in the professional attitudes 

and behaviour must happen. However, changing the professional practice is a 

very delicate assignment. The lack of self-efficacy in the group of staff members 

should be dealt with, as important parental problems or issues may be 
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overlooked. Achieving the range of MI-techniques’ takes time and practicing, as 

the way of communicating is very different to the provider of information- role 

that health staff are more used to offer and might cause insecurity and 

reluctance towards it. Even though severe barriers were detected in a group of 

informants; a large group of informants expressed very positive experiences, 

and also how successful experiences lead to overcoming barriers like lack of 

self-efficacy.  
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6. Discussion 

6.1  General discussion of results 

The results are discussed in this section, including reflections of the outcome of 

Screening and Brief Intervention and reflections on aspects of reinforcing 

initiatives regarding behavioural changes concerning lifestyle issues in a clinical 

setting. 

6.1.1 Considering outcome of SBI using MI 

Sub study one assessed the number of parents that screened positively for risky 

alcohol consumption patterns in Screening and Brief Intervention (SBI) and 

sought to identify specific patterns in subgroups of parents with risky alcohol 

behaviour and in the staff members. 11% of the parents were screened positive 

by CAGE-C and the results are discussed in paper I. An often repeated criticism 

from the staff members performing the SBI and from fellow researchers was 

that the screening results were not valid since we were not sure that the parents 

were being honest and telling the truth about their alcohol habits. It is very 

important to discuss this matter, as it is probably the core element of the 

intervention. 

 

The main objective of the intervention was not just to screen a large number of 

parents positive by screening – the main objective was to get the staff members 

to talk to the parents about their alcohol consumption habits, in order to make 

the parents reflect their habits and initiate an eventual change of life style 

habits. Talking about alcohol habits using Motivational Interviewing is not 

focused on control and punishment (Miller and Rollnick 2009, Miller and 

Rollnick 1995), but on raising awareness about how the adult's habits may affect 

the child and how the parents can help the child by changing the inappropriate 

behaviour.  

The SBI using MI holds potential for the staff members to reveal areas the 

parents has little or no knowledge about, such as links between the child's 

symptoms and problematic events in the home that may be related to parents 

alcohol consumption. Giving the parents this knowledge might motivate them 

to alter their habits, from consideration for the child’s wellbeing (Carroll et al. 

2001; Wilson & Knight 2001). Using MI and the health promoting perspective, 



 

44 

this approach will enable the parents to act accordingly, if they realise they 

need to change elements of their life style. This reflection may happen 

immediately, during the dialogue with the staff member, but it also may 

develop over time. The parents may ‚underreport‛ their own alcohol habits 

because they want to produce answers that are socially acceptable or because 

they are not sure of the consequences if they reveal an excessive alcohol abuse 

problem (eg. ‚Will I be deprived the custody of my child?‛). Even in that case, the 

screening and brief intervention can have a positive effect, in that the parent 

may reflect on the dialogue long after it took place (Rubak et al 2005b), and then 

alter their alcohol consumption patterns.  

An immediate sign of the SBI being successful is not only a high rate of 

positive screens although the number of positive screens found in this study 

(11%) stated a considerable, yet probably underestimated, number of parents in 

risk of having an alcohol problem. It also includes a positive evaluation of the 

dialogue, that the parents were positive, reflective and not opponent in the 

situation. Aspects of this issue were explored in Sub study two and three. 

6.1.2 Changing professional practice before changing parents’ behaviour  

The aim of sub study two was to explore and interpret the parents’ perception 

and experience of participating in a health promoting dialogue focusing their 

alcohol consumption habits and to assess the impact of the intervention on their 

use of alcohol. Following box 3, page 28, the impact would express a change in 

parents’ attitude (reflections) to own use of alcohol, or a change in their use of 

alcohol. The results were presented and discussed in paper II. The core concept 

of health promotion is empowering people to act accordingly and take the 

relevant precautions. Empowerment as a concept is also compatible to the spirit 

of Motivational Interviewing, emphasising the importance of focusing on 

interpersonal processes between personnel and the parents.  

According to box 3, page 28, a change in the professional practice is a 

prerequisite for even the parents can change their attitudes and behaviour.  

The staff members’ perception and experience of the process of training, and 

performing opportunistic SBI to parents of hospitalised children was explored 

in sub study three. The results showed that despite training, coaching and 

supervision of the staff members; there were significant differences in personal 

interest or barrier levels among staff members. A large group of staff members 

adhered to the intervention and performed the SBI with commitment and 

enthusiasm.  

According to Beich et al (2004), the biggest challenge when implementing MI 

lies in the relationship between, on one hand, the basic principles of MI and on 

the other hand, the basis for changing professional behaviour and integrate MI 

into the daily practice. Although there was great attention on individual needs 

and wishes in terms of supervision and coaching of staff members during the 
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implementation process, reluctance persisted towards performing the 

intervention in a group of staff members.  

These differences resulted in inequality in knowledge and skills needed to 

deliver brief alcohol intervention. This group did not feel sure or competent to 

act according to the aim of the intervention. Personal and gender issues related 

to this are discussed in paper III.  

Little demographic information on the staff members were obtained from the 

intervention and was analysed and interpreted in paper I (age, number of years 

of professional practice and number of years employed in the paediatric setting, 

number of dialogues and number of positive and negative screens performed) . 

The only statistically significant result was the more dialogues performed the 

more positive screening results.  

Medical ICD-diagnosis on the admitted children was obtained from the 

patient registration office and examined by frequency tables to determine any 

systematic tendency of the staff preferring some groups of parents due to the 

diagnosis of the child. No systematic patterns were detected to confirm this, 

neither in the group of 779 parents included to the intervention nor between 

this group of parents and the group that were never included. To investigate 

this issue further, a more comprehensive analysis including detailed 

information on children, parents and staff members should be considered. 

6.1.3  Changing professional practice – institutional and socio-cultural aspects 

From an institutional perspective, the health promoting and preventive 

approach to an area that is conceived problematic may also clash with the 

perception of professional role and culture in the staff members. In the two 

paediatric department units, the professions employed were doctors, nurses, 

nurse-assistants and pedagogues, working together on a daily basis and sharing 

a professional interest in the paediatric specialty. Within the group, a certain 

professional hierarchy exists due to different responsibilities and obligations 

and appropriation of rights within the group according to status of the group. 

According to sociologist Max Weber (Weber 1994), educational superiority 

leads to social prestige, economic advantage and membership in the ruling 

stratum. In the paediatric units, this superior position is reserved for the 

medical doctors due to their professional training and to the historical medical 

hegemony.  According to Saks (Saks 1998), the group of nurses may be 

considered a group of semi-professionals, who are aiming to reach a full 

professional medical profession by employing strategies of social closure. Social 

closure is a concept described by Max Weber including the concepts of closure 

and usurpation.  Closure is the process of a collective (eg the nurses) seeking to 

maximize rewards by restricting others the opportunity to certain eligibility and 

by that monopolizing the opportunities. Usurpation is collective action by a 

subordinate group at the expenses of a dominant group (Parkin 1994).  
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In a weberian perspective, the roles and culture in the hospital units are defined 

by the medical agenda, in that the group of nurses is striving to become part of 

by usurpationary tactics. In this study, nurses, nurse assistants and pedagogues 

performed the SBI-intervention. A group of doctors related to the two units 

were interested in the project and participated in the training course. As it 

turned out, it was hard for the doctors to implement the performance of SBI in 

their daily work routines and subsequently, they did not perform the SBI 

related to the project. The usurpatory strategy of some nurses may be copying 

the doctors’ omission of performing SBI reasoned by an urge to act and present 

themselves similar to the doctors. An example of employed closure-strategies 

would be omitting the intervention and stress the subordination of the nurse-

assistants and pedagogues, who also performed SBI. These strategies are not 

obvious or conscious to the staff members, as they are a part of institutional 

culture of the units. They are reproduced and legitimized as social 

constructions. Berger & Luckmann describes how the individual is socialized by 

reflecting and internalising social roles and attitudes of the significant others 

(Berger & Luckmann 2003) in a social setting. In a hospital setting, the 

significant others are often persons who represents a superior position, in 

formal experience or knowledge eg. senior nurses or doctors, or persons 

informal powered by other traits like personality. In that perspective, changing 

the professional practice calls for an attention in the research team towards the 

cultural assets and sets of common values and attitudes in the units. These 

should be considered and involved when reinforcing health promoting and 

health preventing initiatives regarding behaviour changes on lifestyle problems 

in a paediatric clinical setting. 

 

Paradigmatic development in the clinical setting 

Different paradigmatic views and their impact on the clinical setting were 

outlined earlier in this thesis. A difference in paradigms may cause different 

values following different attitudes and perceptions of the parents. Professional 

excellence in medicine has been associated with objective and rigorous scientific 

knowledge rather than empathic bedside skills and with no consideration of the 

patients’ interpretation of his illness up through the 20th Century (Lupton 

2003). The curing and new treatment regimes, the monitoring of diseases, 

dissemination of research findings and curbing epidemics has without doubt 

been of priceless value to the health in general. Striving to reach medical 

excellence may have caused an adverse impact in neglecting the lay perspective 

on illness experience and causes of illness and disease. This paradigmatic view 

and the medical hegemony have been challenged over the past decades along 

with the development of health promotion and prevention incentives, as it was 

described earlier. In the clinical practice, the medical hegemony can be 

expressed as a judgemental assessment or as an empowering assessment 

(Labonté & Laverack 2008). The judgemental assessment purports to be 
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objective and professional, but may present a patient by deficits and problems 

as perceived by the professional. An empowering assessment would take into 

account the patients abilities and opportunities eg. for following a therapy plan 

or for changing life style habits.  

There have been signs that a shift to empower rather than to control has risen 

in the Danish health care system during the past decade. A growing interest in 

the relational aspect of client – expert relation has given rise to involving the 

patients in decision making, to enhance adherence and compliance to treatment. 

Key players within the Danish health care have developed 20 specific 

recommendations for healthcare professionals to optimize the human 

relationships in terms of communication, involvement and continuity (Society 

of Danish Counties 2003).  

This paradigmatic view implies that even though most patients do not have 

free access to biomedical knowledge, they possess a basic knowledge or belief 

of illness, disease and good health. While disease is seen to exist within the 

human body, it might also exist in the social space between bodies (Lupton 

2003). These underlying beliefs may cause misunderstanding or non-

compliance, if the staff members are not aware of them and take the patient – or 

parents’ perspective into account.  

Timm (1997) describes that there are crucial differences between lay 

perspectives (eg parents of hospitalized children) and health professionals' 

perspectives. The main difference is that the lay perspectives in general are 

individual and everyday life oriented, with the family life in general in focus, 

opposed to the professional perspective that is more focused on a disease-or 

system-oriented perspective, where each family's situation is reflected in each 

employee's professional experience. Although the child and family are in focus 

of the health effort, the professional interest is not based on a personal feeling, 

but rather on compassion. Therefore, in this study, it is crucial that the parents 

of hospitalized children are included as the fulcrum of the study is their 

perspective on lifestyle issues and risk factors, especially where alcohol is 

involved. 

In empowering patients or parents, they need to have the adequate 

knowledge and options and access to relevant information in order to act 

appropriately and health promotion. In addition, they need to be considered as 

partners more than as subordinate persons by the staff members (Lupton, 2003). 

These paradigmatic ideal types may be found in the clinical practice and may 

be part of an explanation for why the staff members participated in various 

ways in the intervention. These aspect were not investigated in this study, but 

may explain why a group of staff members refrained from involving 

themselves in the SBI, while other staff members involved themselves 

wholeheartedly in the intervention.  
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6.2 General discussion of methods 

This section offers a comprehensive discussion of the methods used in this 

study, adding perspectives to the results. The issues discussed are 

 Setting of the study  

 Reflections on the preparation for implementation and monitoring of the 

intervention  

 Descriptive screening of parents, validity, reliability and generalisation 

 Reflections on statistical methods 

 Reflections on qualitative interviews with parents and with staff 

members. Validity, reliability and generalisation 

6.2.1  The setting of the study 

The clinical setting of this study was two paediatric units in Hans Christian 

Andersen Children’s Hospital, Odense University Hospital. The scientific 

setting of the study were conducted from The Research Unit of Clinical 

Nursing, Clinical Institute of Faculty of Health Sciences, University of Southern 

Denmark.  

The study aimed to gain knowledge on perspectives from parents who has a 

child admitted to hospital, as well as from the staff members, regarding alcohol 

issues. Subsequently, the study was conducted in the clinical paediatric 

practice. In the period of October – December 2006, the 9 paediatric units at the 

hospital were invited to several information meetings throughout the 

organisation; the aim was to recruit participant units. In the group of unit 

leaders, an overall initial scepticism towards the project was expressed. 

Statements like ‚we know our parents‛, ‚alcohol is not a problem in our ward‛, 

‚we are able to tell if a parent has an drinking problem‛ alternated with 

reflections that since no unit did systematically enquire about parents' 

consumption of alcohol, they had no evidence to say whether there was alcohol-

related problems in the family or not. Some unit leaders recognized the 

evidence presented, that there is a general high level of alcohol consumption 

among Danes - and admitted to the fact that these parents were bound to be 

present in their units, too.  

Two units were interested and were included to the project. The units were a 

neonatal care unit for infants below one month of age and a general medical 

unit for children aged 1 - 16 years. These paediatric units receive children with 

physical and psychosomatic symptoms that may be consistent with parental 

alcohol use, as described in background section. Subsequently, the study may 

have appeared more relevant to these units. The setting of the study was 

considered suitable for the intervention by the authors. A further analysis of 

why 7 of 9 units declined to participate in the project was not performed. There 

might be a number of reasons for this beside denial or neglect of the problem 

eg. busy period, change in unit leadership, flow in the staff group or 

participation in other time-consuming projects. 
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6.2.2  Reflections on preparation for implementation and monitoring  

of the intervention  

Mundt et al ( 2003) recommends that a number of factors that can support the 

effort are taken into account before implementing health preventions on alcohol 

issues in a health setting. These recommendations include managerial support; an 

alcohol policy regarding patients, their relatives and the staff members; training of 

health personnel; assurance of quality and systematics of the effort; referral options for 

alcohol treatment; local organizational conditions including salary and DRG tariffs and 

standards for the intervention. These aspects were all considered when 

implementing the intervention, except the organizational condition that went 

beyond the researcher’s competency to impact upon. 

An aim of this study was to outline how to go about attitudinal and 

behavioural changes among staff members in the paediatric unit, to overcome 

eventual personal barriers towards alcohol issues when implementing a 

systematic alcohol intervention. Concurrent to that, the intervention was based 

on the staff conducting health promoting dialogues and screening the parents. 

They were expected to do this next to their daily routines and were not given 

more time or manpower during the intervention period. With this background, 

the implementation was prepared with great concern and consideration to 

engage the staff members in the project by making them responsible and feel 

partnership to the project, as they played a crucial role in the data collection. 

The goal was to change the professional practice and create new understanding 

in the staff members by providing knowledge, dialogue and critical reflection 

on their own practice to help the staff members overcome the described 

barriers. The implementation process of SBI was, to a great extent, inspired by 

elements of the Action Research Method, which aims at creating development, 

learning and change in practices and to involve staff members as active in the 

research process through democratic processes (Greenwood, 2000; Launsø & 

Rieper 2005).  

The desired change was defined in relation to and by raising awareness of 

experiences, internal and external values that are fundamental in practice 

(Holter, 1993), aiming to gain the staff members interest in the project and their 

agreement to facilitate and help with its implementation. An example of that 

was leaving the staff members to decide the wording on information posters 

regarding the project and to cooperate on the practical implementation i.e. how 

to assure that any parent was considered included to the project. These 

elements match the PARIHS Framework conceived by Kitson et al (1998 ) as a 

framework for guiding the implementation of Evidence-Based Practice.  The 

PARIHS framework considers successful implementation as a function of 

evidence, context and facilitation (Rycroft-Malone, 2004) in a dynamic, 

simultaneous relationship.  They are each positioned on a continuum from high 

to low. The propositions of implementing evidence-based methods and 
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changing the clinical practice to be successful there needs to be clarity about the 

nature of the concepts to be implemented, the context and the type of 

facilitation needed to ensure the change process. 

 

To ensure a high level of information and commitment amongst the staff 

members, three briefings on the study purpose and content were held for all 

staff members in the two project units.  Written information about the project 

was provided.  

To ensure clarity of the methods in SBI, four 5-day courses in the 

Motivational Interviewing and training in alcohol treatment programs and 

other health preventative measures were conducted. A total of 56 doctors, 

nurses, pedagogues and nurse-assistants participated. They represented about 

half the total amount of staff members in the two units. Two full day seminars 

for the staff members who were not offered training in motivational 

interviewing, with a condensed content of 5-day courses, to ensure that all the 

staff members in the two departments were informed about the background of 

the project and have knowledge and an understanding of the methods and the 

elements involved in the project. 

One bias that needs to be discussed is the selection of staff members to 

perform the intervention. A group of doctors related to the two units were 

interested in the project and participated in the training course. As it turned 

out, it was hard for the doctors to implement the performance of dialogues in 

their daily work and subsequently, they did not perform the SBI related to the 

project. Subsequently, the full scope of the impact of the intervention by 

inclusion of all professional groups working in the two units was unattainable. 

This could have been dealt with by exploring the field more carefully in the 

planning phase of the study and should be considered in a future study. 

Due to the economic limitations in the design of the study, only half the 

employed staff members were invited to take part of the training program. 

Recruiting staff members to the training course was assigned to the unit 

leaders. They were given this task for a number of reasons: on one hand, 

considerations for the work schedule and the continuity of the daily work 

routine had to be in mind and could not be assessed by the authors. Delegating 

this responsibility may increase the loyalty and engagement for the project in 

the unit leaders personally involved in the project otherwise. We expressed a 

preference of staff members with mixed competencies and work experience and 

this was discussed with the unit leaders. However, the demographic profile of 

the staff presented in paper I reveal a disparity or bias in the group of staff 

members performing SBI, as they were a group of very experienced staff 

members and a majority of nurses rather than nurse-assistants and pedagogues. 

In that way, the group of staff members who performed the SBI may not reflect 

the entire group of staff members. Moreover, the outcome of the intervention 

may have been impacted by these matters and more attention on this should be 

considered in a future study. 
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To ensure clarity in the context of the intervention, a group of key persons in 

the presence of two nurses from each paediatric unit was established, 

functioning as "gatekeepers" and liaison between the staff members and the 

researchers (Cosaro, 2000).  

To ensure a high content - validity and by that, make adherence to the 

methods more plausible, the participant staff members were offered 

supervision and coaching by the MI-trainer throughout the intervention period. 

Informal café meetings for the two units were arranged to exchange and discuss 

experiences and a high level of information, accessibility and visibility was 

sought by MI-trainer and ph.d-student participating in ordinary staff meetings 

and by being present in the units on a daily base to address issues and counter 

for possible problems.  

The role of the MI-trainer and ph.d-student turned out to be as participant 

facilitators, providing support and enabling the development of reflection, to 

guide the group process, encourage professional and critical thinking.  

The research methods applied were, after all, not only descriptive and 

understanding, but also to a great extent, directed towards action and change in 

the clinical context. According to Launsø & Rieper (2005), this is particularly 

useful in relation to development and need for change in practice where the 

professional self-understanding must be revised or further developed to modify 

roles or address new tasks. 

 

Assessing staff members performance of MI 

In this study, it was crucial that the staff members adhered to the methods and 

performed the SBI according to the spirit of MI and of CAGE-C. 

 Based on the qualitative analysis of interviews with staff members, it 

appeared that they felt empowered and more competent by the training course 

and from increased knowledge and from mastering the communication method 

MI. From the interviews with parents, it appeared that the staff members did 

employ the methods as they were intended to, as the parents reported 

reflections from the dialogues consistent with the MI-principles. Based on that, 

the face-validity is assessed to be high regarding the methods employed in 

general, although this issue may not fully cover the group of staff members 

who revealed reluctance towards the intervention. 

As it is stated in paper I, II and III it is of interest and importance to ensure 

whether or not the staff members actually did perform MI or not. As it is 

discussed in the three papers, there are indications that core elements of MI 

were employed in the brief alcohol interventions. A behavioural coding system 

to decide whether  the staff is actually using MI or not, and how well or how 

poor it is being practiced, has been developed by Moyers et al (2007), the 

Motivational Interviewing Treatment Integrity Manual (MITI 3.0).  
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The MITI has two components:  

1. The global scores that capture the raters overall judgment or impression 

on five dimensions comprising the spirit of MI: Evocation, Collaboration, 

Autonomy/support, Direction and Empathy. The coder is required to 

assign a single number from a 5-point scale to characterize the entire 

interaction on the specific dimension.  

2. The behavior counts. The coder is required to count the instances of 

particular staff behavior. The coder should not judge the quality of the 

events, but simply count them. Behavior codes include MI-consistent 

aspects: Giving information, questions, reflections, MI-adherent, MI non-

adherent 

 

By audio taping dialogues and subsequently analysing random sequences using 

the MITI coding system, it is possible to provide an assessment of threshold 

competence in MI for individual therapists, to insure integrity of MI 

interventions in clinical trials and to evaluate gains in training (Moyers, 2007). 

To assess the staff’s threshold of competence regarding the MI-script was not a 

part of the aim of this study that merely sought to explore parents and staff 

members’ perspectives and their experience of performing or receiving 

Screening and Brief Alcohol Intervention.  Despite that, as it was mentioned 

earlier, steps has been taken to further investigate the quality of the 

interventions performed in this study, by videotaping dialogues and 

subsequently analyzing them using the MITI 3.0. The results of these analyses 

will be published in a separate paper and is not a part of this thesis. 

6.3 Reflections on research methods 

According to WHO Health Promotion Glossary (Smith, 2006), ‚Health promotion 

evaluation is an assessment of the extent to which health promotion actions achieve a 

‘valued’ outcome‛. In a health promotive intervention objectivity may not be 

possible, as in this study, that data are processed by self-report from the 

parents. Using an opportunistic approach, the participant parents were not 

seeking help or advice according to alcohol issues; thus not motivated to 

participate by an opportunity to get better health or to get well. Outcome of the 

health promotive intervention may not be measurable in time of the project and 

the conclusion therefore being vaguer and tentative, not as definite as in a 

clinical trial. These aspects are further elaborated and discussed below. 

6.3.1 Descriptive: screening of parents 

All parents, who participated in the health promotion dialogue was screened by 

CAGE-C. The scope of disease prevention has been defined as ‚measures not 

only to prevent the occurrence of disease, such as risk factor reduction, but also to arrest 

its progress and reduce its consequences once established‛ (Groene, 2005). Prevention 
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is the act or process whereby a certain undesirable phenomenon is prevented, 

inhibited or reduced. Screening is a preventive activity, which by a simple 

examination or inquiry of presumed healthy population is dividing people into 

risk groups i.e. in risk of having an alcohol problem. The overall purpose of 

screening a population is posed in three by Stauning (Stauning, 2009), by  

1.  Protecting a person against a health risk that is not acknowledged by the 

person, 

2. To protect the public good or other persons, or  

3.  Save money.  

 

Accordingly, screening is in a tension between society and the individual 

requirements and needs. It is appropriate to discuss the ethical considerations 

of screening presumably well and healthy parents for problem drinking, at a 

time when their child is admitted to hospital. On one hand, parents may receive 

the offer positive since screening questions allows them to reflect and consider 

their consumption habits and the possible need to change lifestyles. On the 

other hand, the screening questions can be perceived as a veiled criticism of the 

way the parent live their life, and that the staff members are suspecting 

problems in the home in relation to alcohol. In this study, the screening was 

closely connected to health-promoting brief intervention, where the intention of 

screening was clarified in relation to the health promotion perspective, in 

making the individual parents reflect on their own habits and act accordingly. 

Very few parents  – less than 2% – did not want to participate in the health-

promoting dialogue and screening because of the subject alcohol (See Paper I, 

figure 1). Most parents were very positive towards it and thought it was a good 

idea. This is underpinning the results; that paediatric staff members should not 

be afraid to articulate taboo topics facing parents of hospitalized children, as 

long as it is done on an informed basis and in a respectful manner. 

The purpose of this screening was to establish a baseline for the prevalence 

of parents in risk of having an alcohol problem, and to determine a risk profile 

in parents with problem drinking habits. From the screening, 11 % of the 

parents were found to be in risk of problem drinking by CAGE-C. The statistical 

analysis revealed two significant risk factors, drinking alcohol outside 

mealtimes on weekdays and drinking alcohol four days a week or more.  

Screening a large group of presumably well parents fulfil the first scope 

proposed by Stauning (Stauning, 2009): Protecting a person against a health risk 

that is not acknowledged by the person. As heavy, hazardous or harmful use of 

alcohol is mostly invisible in a person and has been neglected for a number of 

years (Mundt, 2003; Geoffroy, 2005), it is necessary to systematically screen the 

entire group of parents, in order to identify those in risk of having an alcohol 

problem. According to Saitz (2003), selective screening is unlikely to be the best 

choice, since risky drinking is best identified before consequences that would 

lead selective screening to occur. Selective screening based on attention to 
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patients with obvious alcohol-related problems is likely to identify patients 

when it is already too late to prevent harm (Heather, 2003). 

 

When doing health promotion and disease prevention rather than treating or 

rehabilitating alcohol dependency, systematic inquiry seem feasible to locate 

parents in risk of having an alcohol problem. A different angle to reason the 

systematic approach in this study was the missing knowledge beforehand of 

the number of parents that would screen positive, and a general impression 

amongst the staff members that there would be no parents who screened 

positive. The use of the screening served to establish evidence that a significant 

number of parents in risk of having an alcohol problem were actually present in 

the two paediatric units. The finding of two statistically significant risk factors 

indicates that these two are predictors of risky use of alcohol, although more 

studies should be performed to decide if they could be decisive for those prone 

for selective screening. 

Screening for risky alcohol behaviour has been subject to discussion amongst 

researchers.  Screening and Brief Intervention (SBI) in relation to alcohol 

problems are developed and used widely over the past 25 years. Systematic 

reviews and meta-analysis have generally reported better outcome of SBI 

compared to control groups in reduction of heavy drinking and related health - 

and social problems (Moyer, 2002; Mortensen, 2004; Babor, 2007; Saitz, 2007). 

Heather (2010) state that from a scientific viewpoint, the effectiveness of SBI is 

well established, however, some disagreement on this view is apparent. Saitz 

(2010) found lack of evidence for efficacy of SBI for dependent users of alcohol. 

Beich et al (2002) explored the suitability of a screening based intervention for 

excessive alcohol use in a qualitative study with 39 general practitioners and 

found that screening created problems and could not recommend screening and 

brief alcohol intervention.  According to the GP´s, the problems consisted of 

patients not responding honestly to screening, heavy drinkers refusing 

screening, and negative impact on patient - doctor relationship.  

In a systematic review and meta-analysis that aimed to decide effectiveness 

of screening for excessive use of alcohol and subsequently offering brief 

intervention to those screened positive in general practice, Beich et al (2003) 

found the pooled screening effect was 2.6 out of 1.000 patients. They concluded 

that alcohol screening is time consuming and that excessive drinking should be 

addressed differently in general practice settings. These papers caused a 

controversy amongst colleague scientists, partly due to interpretation and 

analysis of studies included in the review, and partly due to the authors’ 

rejection of systematic screening in primary practice. The co-author of Beich et 

al (2003), Stephen Rollnick, later mentioned in a reply to the critics of the paper, 

that he felt enthusiastic about alcohol screening in hospitals, and less so in 

general practice, without elaboration this further (Rollnick, 2004).  
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One major methodological problem when comparing studies is, according to 

a review by Kypri (2007), that the content of SBI in terms of methods of 

screening and brief intervention is variable. 

In this study, the Brief Intervention consisted of an exploring dialogue using 

MI, focusing the parents’ alcohol consumption patterns, including a Screening 

for risky alcohol behaviour by CAGE-C. The Screening was not meant to be a 

precursor for a brief intervention aiming to reduce drinking, as it was the focus 

in Beich et al‘s studies (2002; 2003) The screening questionnaire was either used 

as a starter for the dialogue or during the dialogue. Ewing (1984) and Zierau et 

al (2005) states that a medical diagnosis of alcoholism should not be based 

solely on a questionnaire like CAGE or CAGE-C, it should be followed up by 

diagnostic interview.  However, the questions should be used to follow the 

intuitive idea of eventual risky alcohol behaviour in a patient.  Ewing (1984,  

1998)suggests that even one positive reply to CAGE calls for further inquiry, 

which implies further exploration of the answer rather that just a marking on a 

sheet of paper. The staff members in this study were instructed to use CAGE-C 

in this explorative way, using the Motivational Interviewing as the 

communication method throughout the dialogue.  

Beich et al considered screening a confrontational action, that creates 

resistance in the patient and impact the patient – doctor relationship. In their 

qualitative study, the GP’s address their own attitudes and lack of skill to 

inquire alcohol related topics, and they express a need for training in 

communication (Beich, 2002; 2003). In these studies, the brief intervention 

following a positive screen comprised feedback on present drinking habits, 

information of the risks to health ,the benefits of sensible drinking and advice to 

cut down on drinking.According to Miller & Rollnick (2002, 2009), problem 

solving, giving advice, feedback and information without being asked for it are 

considered to evoke resistance and to restrain motivation. Rubak et al(2006) 

aknowledged the difficulties of changing professional behavior in GP’s and 

found that a course in MI to provide them with more confidence in 

communicating with the patients, would improve the patient – doctor 

relationship. Brief Intervention do not represent a single form of activity 

(Heather, 2010), which makes comparison between studies a complex task.  

In contrast to Beich et al’s studies(2002; 2003) the aim of this present study 

was not to evaluate the effect of SBI by quantity of how many patients reduce 

their intake of alcohol. This study evaluates process of SBI. Using the empathic 

and respectful principles of MI(Miller & Rollnick, 2002) it is possible to uncover 

an eventual ambivalence in the parent, and explore aspects of eventual 

resistance that can be altered, rather than creating a gap between the parent and 

the staff member performing the SBI.  This illustrates the importance of 

considering communication and patient – staff relationship, aspect that was 

addressed by Beich et al(2002) as problematic for the GP’s. Our study show, 

that barriers in staff members to address sensitive topics can be overcome to an 
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extend by advancing skills, competencies and personal attitudes through 

training. 

The screening instrument  

CAGE-C proved to be adequate, although a discussion of that is needed. The 

CAGE-C was chosen due to its short form at that it was easy to administer for 

the staff members. In its original form, CAGE was developed to identify alcohol 

abusers in a hospital setting (Ewing, 1984) and has been used in primary 

settings as well. CAGE is considered an effective screening instrument  and was 

in a systematic review found superior to other commonly used screening tools 

for detecting lifetime and current alcohol abuse and dependency disorders 

(sensitivity ranging from 43 % - 94 %; specificity ranging from 70 % - 97 %) 

(Fiellin, 2000). Friedman et al (2001) added questions on frequency and quantity 

to the CAGE-questionnaire and concluded this approach to be superior to the 

original CAGE-questionnaire. Zierau et al’s modification of CAGE to suit a 

Danish cultural context and following validation in a Danish clinical practice 

followed parts of Friedman et al’s recommendations by adding the frequency of 

alcohol intake to the questionnaire along with narrowing the scope of 

experience with alcohol (Zierau et al, 2005).  

Other screening instruments assessing hazardous or harmful use of alcohol 

are available, as the 10-item Brief MAST1 (Pokorny, et al 1972), or 10-item 

AUDIT2 (Saunders et al , 1993) offering a more nuanced picture of drinking 

habits and consumption pattern. Neither the Brief Mast nor the AUDIT 

questionnaire has been subject to validation studies in a Danish context, even 

though the Audit questionnaire is recommended to use in the clinical and 

general practice, as well as in other settings (Mundt et al, 2003 , Bjerrum et al, 

2010). AUDIT has been used in several Danish studies. The KRAM study 

comprised a population of 76.484 adult Danes (Christensen et al, 2009), and the 

SUSY-studies comprised a population of 10.916 adult Danes (Ekholm et al, 

2006). Even though there is a general acknowledge of the efficacy of the 

instrument, Hvidtfeldt et al(2008) and Hansen et al (2011) found the missing 

validations study problematic, as the results of the AUDIT-questionnaire does 

not readily transfer due to cultural differences in understanding alcohol- related 

issues. The interpretation of the results may therefore be false-positive. Based 

on these reservations, CAGE-C was chosen in this study, as exactly the cultural 

dimension of understanding and interpreting the original  questionnaire by 

Ewing (1984) has been accounted for according to Zierau et al (2005) in 

modifying the questionnaire to suit a Danish cultural context. Based on these 

reflections, the CAGE-C questionnaire was decided to be the best alcohol 

screening test available, even though e study on validation of the instrument 

used on parents of hospitalized children would have qualified this actual study.  

                                                 
1 Michigan Alcoholism Screening Test 
2 Alcohol Use Disorder Identification Test 



 

57 

 

 

Additional critical comments are still relevant to pose to the decision of using 

CAGE-C.  Zierau et al (2005) concluded CAGE-C to be ‚suitable for screening 

purposes in populations with a high prevalence of at-risk drinkers‛. Zierau et al 

validated the instrument in a somatic hospital ward, in a department of 

orthopaedic surgery and found that 25 % of the population had an alcohol 

problem.  

Among the participants I SUSY-study (Ekholm et al, 2006), 17,9 % of men 

and 10,8% of women classified as heavy drinkers  exceeding the recommended 

limits of 14 / 21 units per week for women and men respectively, a total of  

28,7 % of the population. By extrapolation to the entire Danish population it 

was estimated that approx. 860,000 Danes are heavy drinkers, equivalent to 

approx. 20 % of the entire Danish population aged 15 years and above 

(Hvidtfeldt et al, 2008). The survey however did not rule out whether heavy 

drinking is equal to having a drinking problem. Zierau et al (2005) defines 

alcohol problem as alcohol intake above safe limits (14/21 per week) and/or 

fulfilling Diagnostic Criteria and/or alcohols abuse/Harmful use according to 

ICD-10 or DSM III R. For Zierau et al (2005) to chose an Orthopaedic 

Department for their study was not motivated by an expectation to find more 

patients with an alcohol problem in this group: their starting point was that 

previous studies found a prevalence of approx. 20 % among hospitalized 

patients disrespectable of their medical problem, and that knowledge about 

alcohol habits is an important predictor of Post-Operative Complication. For 

those reasons, their study was performed in a clinical surgical setting. 

There is no reason to believe that acute or elective orthopaedic surgical 

patients would be at greater risk than the rest of the Danish population, when 

they are hospitalized, just as the parents of hospitalized children basically do 

not belong to a specific risk group. They may well represent the rest of the adult 

Danish population. 

Screening presumably well parents with children admitted to hospital may 

produce a different result than when screening medical or surgical in-patients, 

due to psychological issues like fear of stigmatization etc, as it is discussed in 

paper 1, 2, and 3. However, it has been presumed in a number of studies, that 

the event of being hospitalized makes a person more motivated to realise issues 

that are otherwise ignored, e.g. life style habits (Huntley, 2004; Longabaugh, 

2001). This might count for parents to hospitalized children as well as for the 

surgical patients, as both groups are experiencing liminal life events. Even 

though the parents are not suffering from a disease themselves, the concern for 

their child may cause them to react likewise, and reconsider their life style 

habits, similar to a somatic in-patient. 

 

In this study, a few additional demographic questions were added to the 

questionnaire. From the 779 completed questionnaires, there were no reports on 
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misunderstanding of questions or erroneous completions leaving the 

impression that the instrument worked well in the setting of the dialogue. 

Moreover, as it turned out through the discussion in Sub study I, that even 

though the CAGE-questionnaire was considered a valid tool, there may be 

undetected gender issues in using it that are often referred to as ‚natural‛ 

gender differences based on the assumption that more men than women have 

problematic alcohol habits. The works of Bradley et al (Bradley, 1998b; Wilson 

et al, 2008; Birath et al 2010) suggests different approaches should be used for 

women than for men to identify equal proportions of men and women with 

alcohol-related problems, which should be considered in future studies.  

More demographic information on the parents as well as on the staff 

members i.e. information on education and working situation would have 

qualified the study and added to a more comprehensive analysis of the parents 

and the staff members.  

 

Validity, reliability and generalisation 

The CAGE-C questionnaire appeared to be relevant, reasonable, and 

unambiguous and clear to both parents and staff members, thus high face 

validity was obtained. But are the screening results reliable; is it possible to 

reproduce the study with similar results? Data was collected by the staff 

members who were instructed to complete the questionnaire in an objective and 

uniform way, and by that, obtained in a reliable way.  Data were self-reported 

by the parents and by that, not objectively identifiable but subjectively stated by 

the parents in a given social context (the hospital) that may have influenced 

their answers. The context of the SBI as well as their actual everyday life 

situation may have induced bias concerning recollection of drinking habits and 

by a wish to present them in a socially desirable manner. These matters were 

discussed in paper I. A reproduction of the study is possible, but might yield 

different results, based on the subjective data generation. 

 

Intern validity was sought by choosing a screening tool that has been validated 

in a clinical context and performed well according to ‚gold standard‛ (Zierau et 

al, 2005). The validation was established on medical and surgical Danish 

patients, though, and not on presumably well parents of hospitalised children 

and comparison of the two groups can be discussed, as it was mentioned 

earlier. Adult patients in hospital may be attentive and concerned for their own 

health due to the fact that they are admitted at the time of the screening. So may 

the parents, as the hospitalisation of a child may cause reflections on own 

health and way of conducting the daily life in the family. These reflections were 

confirmed in the interviews with the parents and help to assess that the internal 

validity was achieved at a satisfactory level. Bias in parents giving expected 

answers rather than true responses, staff members posing the questions in a 

leading manner or not following the instruction, non-response bias or random 

measurement errors may have occurred and may have impacted the results, 
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even though efforts were made to minimize or avoid these in the process of 

implementing the intervention.  

 

Extern validity: Is it possible to generalise the result from the results to a wider 

population of interest? In this study, much consideration has been given to the 

context that hospitalisation of a child is not a daily experience for most parents, 

but represents a more outset life experience characterized by unpredictability 

and possibly fears for the outcome of the child's hospitalization. However, there 

are no sign that parents of hospitalised children should be different to any 

parent in Denmark. None of the hospitalised children were admitted on the 

assumption of alcohol abuse issues in the family. The dropout analysis 

described in Paper I showed no systematic difference to the included group of 

779 parents, regarding demographics or diagnoses of the children. However, it 

is important to consider the large drop-out of parents that was detected 

according to the number of eligible parents from the 1.384 admissions during 

the intervention period. Although no systematic drop-outs were detected, 

selection bias cannot be ruled out. Given the parents who declined participation 

and those who were never invited to participate were those with the most 

severe alcohol problems, our results underestimate the real problem.  

A group of parents were registered to enter the project, but the SBI was not 

accomplished. The analysis of that issue in paper I (Paper I, figure 1) showed a 

variety of reasons caused equally by organisational and time related matters 

and to a smaller extend by lack of interest and will in the parents. This finding 

was confirmed in paper II, Table 1, that parents comments to the project 

expressed an overall positive attitude towards the intervention. Of the 779 

parents that participated in SBI, 441 (54 %) made a comment. Of these 441 

comments, 37 (4.7 %) stated negative comments like ‚waste of time (22)‛ or 

neutral comments like ‚not relevant to me, I don’t drink alcohol (15)‛. A total of 

384 (49.3 %) parents commented positively on the intervention; 126 of those 

stated positive remarks due to alcohol abuse issues in their own family or 

network. 

Length of admission turned out to be an important explanatory factor to 

drop-outs, as 52.3 % of admissions lasted less than 24 hours and 77.3% of this 

group (597 admissions) were never included in the study. The short admissions 

left little time for the staff to inform about the project and to accomplish the SBI. 

The trend reveals that the longer admissions, the more dialogues were 

accomplished.  

Considering the reservations of the results being an underestimation of the 

true alcohol consumption habits, it is plausible that the results of the study may 

be generalized not only to a group of parents in a similar context, but to the 

entire group of parents in Denmark. 
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6.3.2 Statistical methods 

The statistical analyses were performed using the Statistical Package for the 

Social Sciences (SPSS), version 16 and follow the recommendation by Pallant ( 

2007) and Nielsen and Kreiner (2008). 

Data was generated by initially merging them into one dataset, from more 

sources compiled in three datasets. Result from the SBI including Screening and 

demographics of 779 parents and demographic data on the 43 staff members 

performing the interventions. From the patient registration office, date and 

length of admission and medical ICD-diagnosis on all the admitted children in 

the period of intervention was obtained.  

The statistics performed aimed to examine the relationship between variables 

and to assess the impact of a set of predictors on a dependant variable. In the 

multiple regression analysis, the dependant variable is continuous and in the 

logistic regression analysis, the dependant variable is categorical.  

To qualify the results, a number of assumptions were tested during the 

statistical analysis. Multicollinarity refers to the relationship and exist if the 

dependant variable is highly correlated (r = 0,9and above) among the 

independent variable and indicate a poor model. The data set was checked for 

outliers, as regression analysis is sensitive to these. No outliers were detected in 

the dataset and the collinarity diagnostics showed no sign of problems 

according to these matters.  
 

Figure 2: Model Summaryb 

Model R R Square Adjusted R Square 

Std. Error of the 

Estimate Durbin-Watson 

1 

,821a ,674 ,640 1,370 1,816 

a. Predictors: (Constant), y_unit_staff, nb_dial, age_staff, y_educ_staff 

b. Dependent Variable: nb_pos   

 
The multiple regression model was evaluated by interpretation of the R Square value in 

the model summary, that expresses how much of the variance in the dependant variable 

is explained by the model. In this analysis, the R Square estimated 67,4 % (Figure 2) 

explained by the model, which is a respectable result according to Pallant (2007) and 

Nielsen & Kreiner (2008). 
 

Figure 3: Omnibus Tests of Model Coefficients 

 
Chi-square df Sig. 

Step 1 

Step 71,150 5 ,000 

Block 71,150 5 ,000 

Model 71,150 5 ,000 
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The logistic regression model was evaluated by the Omnibus Goodness of Fit -

Test of Model Coefficient indicating how well the model performs. Figure 3 

show the significant value of p<0.0005 (chi-square 71,150, df 5) indicating an 

excellent fit.  
 

Figure 4: Hosmer and Lemeshow Test 

Step Chi-square df Sig. 

1 

8,336 8 ,401 

 

The Goodness of fit-Test was supported by another test of the model (Figure 4). 

The Hosmer-Lemeshow Test of p= 0,401, indicate an excellent model fit, as a 

poor fit is indicated by a significance of p< 0,05 (Pallant, 2007; Nielsen, 2008). 

According to these tests of the statistical models the results are considered 

valid. 

6.3.3 Qualitative interviews with parents and staff 

In this study, the qualitative approach was used to gain knowledge and explore 

perceptions and experiences of a phenomenon in both parents and staff 

members.  

The qualitative methods approach has not been widely used in the health 

sciences, and only few qualitative studies on the subject alcohol are available. 

Orford et al (2006) argues that use of the qualitative approach (semi structured 

interviews) has uncovered ‚something that was previously unseen‛ in studying the 

client’s perspective on change during treatment for an alcohol problem, and by 

that qualified the treatment in general by adding this perspective to the 

established treatment. McCormick et al (2006) made qualitative analysis of 

audiotaped sessions of alcohol counselling in a primary care setting and found 

that ‚the open-ended qualitative approach …allowed us to capture aspects of the 

patient-provider interaction, which the previous quantitative study could not address‛ 

and thereby focusing on the unique strengths of the different approaches. In the 

qualitative research process, there is a continuous process of elections and 

boundaries. This means that other choices would give other perspectives and 

other empirical data. The qualitative interview in this study allowed for open, 

nuanced descriptions of the various aspects of family life, child illness, and 

enabled new and unexpected phenomena that would be lost by using another 

method such as a questionnaire with fixed categorized questions and 

interpretation schemes. The used literature on qualitative methods emphasized 

that the researcher, to qualify his project as credible they must have thorough 

theoretical and empirical knowledge within the explored field, and to make his 

preconceptions and possible prejudices against the field and informants ready. 
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However, given the qualitative research process in focusing on the informant's 

perspective; the researchers must accept an eventual revision of the original 

plan. Despite the fact that the interviewer is well prepared, the level of 

knowledge - and understanding is bound to change in the phase where the 

interviews are conducted (Kvale & Brinkman 2009; Malterud, 2003). These new 

insights from one interview were incorporated in the following interviews, 

qualifying the data. This means that uniformity was not an objective in itself in 

conducting the interviews.  A growing knowledge and sensitivity of the 

interviewer lead to the last performed interviews being of a higher quality than 

the first.  

The interviews were conducted and analysis and interpretations were 

performed by the ph.d-student only. Kvale & Brinkman (2009) recommends 

multiple interpretations as more valid view enriching and qualifying the 

analysis. Opposed to this, Malterud (2003) states that two different researchers 

will pay attention to various features of the material, thereby reporting different 

sides of a phenomenon. It is therefore of importance to present the prerequisites 

for analysis and the results, to make the process transparent. With this, the 

reader should be able to understand why the presented interpretation appears 

as the most relevant. To address this argument, the analysis and interpretation 

was attempted to be carried out transparently by extensive descriptions of the 

process. It is still possible, though, that the results in this study may have been 

qualified further by multiple interpreters to circumvent own preconception, 

"blind spots" and thus validate the results.  

 

Validity and transferability 

The qualitative method focuses on determining and understanding the link 

between several characteristics in fewer study items. This approach provides a 

more varied detailed and holistic analysis. In return it is difficult to say 

anything about the validity of the analysis in a generalized perspective since the 

results are reflections of the subjective perspectives. The aim of the qualitative 

part of this study was not to generate generalizable results, but to explore a 

specific field that was unknown. However, the results are most likely to be 

transferable to similar contexts, as the methods applied in the SBI were not 

specifically designed to the two children units that participated in the study; 

they are broadly recognized and well documented.    

Validation of the qualitative analysis was permeating all levels of the analytic 

process, as a continued effort to keep the purpose of investigation in mind; In 

preparing the interview by constructing the thematic interview guide, during 

the interview in a dialogic validation as recommended by Malterud (2003) and 

in the analysis and interpretation according to Kvale & Brinkmans (2009) three 

contexts of interpretation and their related communities of validation. The most 

important scientific validation is verifying the results through the discussion, 

applying theoretical perspectives, and negotiating meaning through objectivity 



 

63 

 

and by that producing trustworthy and reliable answers to the research 

questions, a valid account for the main findings.   

Issues regarding the group of staff members who performed the dialogues 

should be discussed. The mean age of the 43 staff members were 45 years with a 

mean professional experience of 18 years, 11 years in the paediatric unit. There 

is reason to believe that the more experienced group of staff members including 

a majority of nurses went through the basic training course in MI and 

performed the SBI. 

A selection bias in recruiting staff members is very likely, as the unit leaders 

choose the more experienced nurses who often demands courses and skills 

upgrading as compared to the younger and more inexperienced staff members 

who more recently started to achieve basic competencies in the paediatric 

department. Sharing the responsibility is probably worthwhile in facilitating the 

implementation process and as a motivating factor; it was considered a good 

choice, but an issue that could have been discussed further beforehand. This 

issue should be considered in a future study. 

Interviewer reliability was sought by being conscious and aware of ones own 

preconception, of not posing leading questions, of exploring the phenomenon’s 

as far as possible and by reaching a new understanding during the interviews 

that was validated by the respondent, in order to avoid misinterpretations later 

on in the process.   
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7. Conclusion 

The overall aim of the study was to attain an increased knowledge about how 

personnel working in a hospital children’s department can encourage parents 

with hospitalized children to talk about their alcohol consumption habits and to 

identify those parents with risky alcohol consumption habits. The aim was also 

to advance the skills of the nursing profession and of the hospital personnel in 

general by gaining knowledge of how to reinforce initiatives regarding 

behavioural changes concerning lifestyle issues in a clinical setting. Qualitative 

and quantitative research methods were applied complementary manner, as a 

means to achieve a deep and broad understanding of the involved issues. 

 

The study found 11 % of parents positive for risky alcohol consumption 

patterns by CAGE C in Screening and Brief Intervention (SBI), and revealed two 

statistical significant risk factors, drinking alcohol outside mealtimes on 

weekdays and drinking alcohol four days a week or more. 

Brief Intervention using Motivational Interviewing proved an adequate tool 

to approach parents in a motivational and respectful manner, as most parents 

accepted and welcomed initiatives regarding their own alcohol consumption 

patterns.  The CAGE-C questionnaire proved adequate to identify parents in 

risk of having an alcohol problem, and was easy to administer by the staff 

members. A gender issue in using this instrument should be considered, as the 

discussions indicate that approach according to gender needs further 

investigation when screenings involve sensitive topics. The number of parents 

(11 %, N=779) identified as having excessive behaviour regarding alcohol 

consumption, is considered an underestimation of the real number that 

underpins the need for health promotion and preventive initiatives in 

paediatric hospital settings regarding alcohol issues. The results showed that 

health promotion and preventive initiatives like SBI in the clinical practice can 

be undertaken by any clinical staff member, providing staff members are 

supported by adequate training and supervision of their skills.  

The parents’ perspective was explored through their perception and 

experience of participating in a health promoting dialogue focusing their 

alcohol consumption habits and to uncover overlooked aspects of the 

phenomena. It turned out that parents do not mind having their life style habits 

discussed in relation to having their child admitted to hospital; some parents 
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even expected it and suggested further and similar initiatives. Motivational 

Interviewing proved efficient in getting parents of children in hospital to talk 

about and reflect upon their alcohol consumption habits. The parents expressed 

their autonomy was respected in a collaborative partnership with the staff 

members, and they felt that the staff members was genuinely interested in them 

as parents, and in their children’s wellbeing. This resulted in a more self-

efficient and confident commitment to relate to own alcohol habits and possible 

behavioural changes. The effect of the intervention seemed to last beyond the 

first months after the single intervention took place. 

The staff members’ perspective were explored through their perceptions and 

experiences of the process and training, and performing opportunistic SBI to 

parents of hospitalised children. The general impression was that most staff 

members perceive and experienced the project positively, and found the health 

promoting initiative regarding parents’ life style habits as relevant and 

important in a children’s hospital setting. They gained new skills and insight 

from the training sessions and experienced a more elaborate contact to parents, 

by employing the techniques of Motivations Interviewing. The conclusion is 

that it is possible to advance the majority of staff members’ professional 

behaviour and reinforce initiatives regarding behavioural changes concerning 

lifestyle issues in a clinical setting. 

However, achieving the range of MI-techniques takes time and practice, as 

the way of communicating is very different to the provider of information- role 

that health staff is more used to offer.   

Gender issues may be causing a distortion, and lack of self-efficacy turned 

out to be possible barriers that might cause important parental problems or 

issues to be neglected or overlooked. 

Despite training, coaching and supervision; the difference in personal 

interest or barrier levels among staff members may result in inequality in 

knowledge and skills that are needed to deliver brief alcohol intervention. The 

discussions suggest that more attention should be put on implementation of 

changes of the professional attitudes including values, cultural or paradigmatic 

issues in the units.   
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8. Implication for future studies 

The qualitative approach in this study has created insight to an area that very 

little was known about, thus offering a more substantial platform regarding 

insight and knowledge in parents’ and staff members’ opinions that can be of 

use as a point of departure in future studies. Further research is necessary in 

order to standardize procedures for Screening and Brief Intervention, as well as 

clinical controlled studies to analyse the effect of a standardized procedure for 

SBI. 

The explorative nature of the study has identified areas that need further 

development. An important learning from the discussion is that different 

approaches should be considered for women than for men to identify equal 

proportions of men and women with alcohol-related problems (Bradley et al, 

1998b; Wilson et al, 2008; Birath et al, 2010) which should be considered in 

future studies.  

A more detailed survey on demographic background of the parents as well 

as on the staff members i.e. information on education and working situation 

would qualify future studies for a more comprehensive analysis of risk 

profiling of  parents and of professional profile of the staff members. 

An important quality assurance for using the Motivational Interview is to 

investigate whether the staff member actually uses the method described.  

It is especially important as barriers towards addressing the topic of alcohol 

to parents have been an issue in the basic training course in Motivational 

Interviewing, as well as difficulties in changing professional behaviour. These 

issues might influence the number and quality of the dialogues performed. 

Steps to investigate this can be taken by audio taping dialogues and 

subsequently analysing them using the Motivational Interviewing Treatment 

Integrity Manual (MITI) version 3.0 (Moyers, 2007). Steps to integrate this part 

of any study using MI should be considered to ensure the validity of the 

method. In this study, interventions have been audio taped and analyzed 

according to the recommendations of Moyer et al. However, presentation of 

results of the MITI-coding was not a part of the aims of this thesis. They will be 

published in a separate paper following. 
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9. Implications for the clinical practice  

By implementing SBI in paediatric hospital settings, the staff members obtain 

information on parents' drinking habits and by that, they have an opportunity 

to intervene at an early stage. By reducing alcohol consumption among people 

with risky alcohol behaviour or relatively mild alcohol problems, a potential of 

breaking the continuum of excessive use of alcohol leading to dependency is 

possible.  The study shows that using ‚Motivational interviewing‛ did 

overcome both professional staff barriers and parent barriers to discuss 

sensitive topics as example alcohol abuse. Motivational interviewing has 

previously in many contexts proven effective in dealing with behaviour change 

problems. It is therefore imperative when implementing motivational 

interviewing as a method in clinical practice it should be focused on achieving 

the full effect of motivational interviewing. Thus not only overcoming barriers 

to sensitive topics, however also dealing with the issues discovered in this 

process, thereby achieving effect on patients (parents) behaviour.  

Improving health promotion and disease preventing activities as routine 

tasks in the clinical setting are likely to affect the parents and children 

beneficially. The participating parents in this study welcomed the health 

promoting initiatives regarding their lifestyle and did not mind discussing 

these, indicating that barriers towards life style topics can be overcome.  

Kaner et al (2003) found nurses to be a cost/effective option in implementing 

SBI for excessive drinkers as a routine task in a clinical setting. This would 

probably count for any staff member in a hospital setting (doctors, pedagogues, 

nurse-assistants, dieticians), as the Brief Intervention would fit into any 

professional encounter in a hospital setting. Changing the professional practice 

calls for an attention towards the cultural assets and sets of common values and 

attitudes in the units, as well as personal attitudes and barriers.  These should 

be considered and involved when reinforcing health promoting and disease 

prevention initiatives regarding behaviour changes on lifestyle problems in a 

paediatric clinical setting. It is essential and crucial to focus on and qualify 

staff’s communication skills and to offer supervision when implementing health 

promoting initiatives in any health care setting. A continuous focus on teaching, 

supervision and coaching is important to ensure the staff members are qualified 

and updated on knowledge and skills. 
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10. Summary 

This thesis was concerned with implementation of health promotion and 

disease prevention initiatives in a paediatric Department in a University 

Hospital  in Denmark. The intervention focus on parents' alcohol habits.  

 

There were two overall aims; 

 to gain knowledge about how staff members in a paediatric unit can 

address and overcome personal and professional barriers towards 

sensitive topics and to reinforce initiatives regarding behavioural 

changes concerning lifestyle issues in a clinical setting.  

 to test methods of how staff members in a paediatric unit can get the 

parents of hospitalized children to talk about their alcohol habits and 

thereby identify parents at risk for alcohol problems. 

 

There is a body of evidence about the negative effects of alcohol for both those 

who are heavy users of alcohol and for those who are allied to a heavy drinker. 

Excessive use of alcohol is widespread throughout the western world and in 

Denmark there is a constant, high consumption equivalent to over 11 liter of 

pure alcohol a year for every person aged 15 or over. Every fifth adults aged 15 

or older drinks more alcohol than the maximum limits Health Board 

recommends and is thus an excessive drinker. A large use of alcohol will not be 

visible until it is at a sufficiently advanced stage that there are serious physical, 

psychological and social problems present. 

Children of parents with excessive alcohol consumption is likely to be 

affected both physically, emotionally, cognitively, socially and behaviourally, 

and this development may affect the child throughout the life cycle. However, 

alcohol is a taboo area not mentioned or approached in the Danish children's 

hospital units, unless the consumption is at an advanced stage and manifested 

and visible in the parents. Therefore, the focus of this thesis is both on staff 

members in the paediatric units and the parents of the hospitalized children, as 

evidenced by the objectives. 

The study was exploratory and descriptive and designed as three sub-studies 

that were presented in three articles. 

Sub study one investigated whether it was possible for staff to get parents to 

talk about their drinking habits and to identify parents at risk of having an 
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alcohol problem by applying the methods motivational interviewing (MI) and 

screening by CAGE-C. This approach is known as Screening and Brief 

Intervention, SBI. A total of 779 parents of hospitalized children participated in 

the intervention SBI, and 11% was screened positive and in risk of having a 

drinking problem. It was estimated that the methods are suitable to get parents 

to talk about a sensitive topic as alcohol consumption, and requires that staff 

competence is developed and continuously supervised. 

 

Sub study two investigated through an explorative design the parents' 

perceptions of and attitudes to SBI. Both parents who were screened positive 

and negative by the CAGE-C test participated. Results showed that parents 

were positive about the intervention and perceived as informative, respectful 

and did not feel that they were under suspicion. The dialogues made the 

parents reflect on their own consumption habits and consumption in their 

networks, and to strengthen their self-efficacy and their action potential to 

change lifestyles. This reflection continued beyond the first months after the 

interview took place. 

 

Sub study three investigated through an exploratory design the staff members 

in children's units, which had performed SBI, about their experiences and 

attitudes to perform the SBI. Results showed that staff was predominantly very 

positive towards the project and think they had achieved better and different 

results with parents using the methods described in SBI than they had 

previously achieved. Most staff members had been sceptical and predicted that 

parents would not attend the intervention or even become angry, but they had 

unexpectedly seen that the parents were interested and welcoming.  A common 

experience was that if there was established a trusting and comfortable 

situation, one could speak with parents about anything, and that Motivational 

Interviewing was an excellent tool to achieve this. A group of staff members 

continued to have reservations and reluctance towards the intervention, based 

on lack of confidence in their own skills and knowledge, and on personal 

background. On that background, the staff members avoided in some cases to 

approach parents who they perceived as "problem parents". 

In summary, the study has shed light on an area about which little was known 

in advance. The study shows that it is possible to get parents of hospitalized 

children to talk about their drinking habits, and parents in this study received 

the offer of SBI very positive. The method CAGE-C proved able to identify 

parents at risk of having an alcohol problem and Motivation Interviewing 

proved to be a good power-generating tool for the staff members, who need 

both knowledge of alcohol related issues and practical communication tools to 

talk to parents about sensitive topics. Based on this knowledge, the professions 

in the clinical paediatric practice can be advanced by a more qualified 

reinforcement of initiatives regarding behavioural changes concerning lifestyle 
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issues in a clinical setting. To succeed with this it is necessary to focus on the 

implementation process and continuously follow up on this to achieve the goal. 

This thesis show that by using Motivational Interviewing barriers to discuss 

sensitive topics as alcohol consumption can reduce barriers in parents as well as 

in staff members. Motivational interviewing has previously in many contexts 

proven effective in dealing with behaviour change problems. It is therefore 

imperative when implementing motivational interviewing as a method in 

clinical practice to be focused on achieving the full effect of motivational 

interviewing. Thus not only overcoming barriers to sensitive topics, however 

also dealing with the issues discovered in this process, thereby achieving the 

effect on parents behaviour. 
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11. Danish Summary 

Dansk Resumé 

Dette studie omhandler implementering af sundhedsfremmende og 

forebyggende initiativer i en børneafdeling på et universitetshospital i 

Danmark. Fokus for initiativerne er forældrenes alkohol vaner.  

Der er to overordnede formål med denne ph.d-afhandling;  

 at få viden om hvordan personalet på børneafdelinger kan overkomme 

egne personlige og faglige barrierer overfor senstive emner som 

alkoholvaner og derved styrke sundhedsfremmende initiativer som 

livsstilsændringer hos forældrene. 

 at afprøve metoder til hvordan personalet på børneafdelinger kan få 

forældre til indlagte børn til at tale om deres (forældrenes ) alkoholvaner 

og derved identificere forældre i risiko for alkoholproblemer. 

 

Baggrunden for studiet er, at der er omfattede viden om alkohols negative 

effekt for både den der er storforbrugere af alkohol og for dem, der er 

nærtstående til en storforbruger af alkohol. Alkoholstorforbug er udbredt i hele 

den vestlige verden, og i Danmark er der et konstant, højt forbrug svarende til 

over 11 liter ren alkohol om året for enhver person på 15 år eller derover. Hver 

5. voksne på 15 år eller derover drikker mere alkohol end de maximum grænser 

sundhedsstyrelsen anbefaler og er dermed storforbruger af alkohol. Et stort 

alkoholforbrug bliver ikke synligt før det er på et så fremskredet stadie at der er 

alvorlige fysiske, psykiske og sociale problemer til stede.  

Børn af forældre med stort alkoholforbrug er i risiko for at blive påvirket af 

forældrene alkoholforbrug både fysisk, emotionelt, kognitivt, socialt og 

adfærdsmæssigt og denne udvikling kan påvirke barnet i hele livsforløbet. 

Imidlertid er alkohol et tabuområde, som ikke omtales på de danske 

børneafdelinger, med mindre forbruget er manifest og synligt hos forældrene. 

Derfor er fokus i denne afhandling både på personalet på børneafdelingen og 

på forældrene til de indlagte børn, som det fremgår af formålene.  

Studiet er både eksplorativt og deskriptivt og designet som tre delstudier, 

der er præsenteret I tre artikler.  

Delstudie Et undersøgte om det var muligt for personalet at få forældrene i 

tale om deres alkoholvaner og at identificere forældre i risiko for at have et 

alkoholproblem ved at anvende metoderne Motivationssamtalen(MI) og 

screening ved CAGE-C. Denne tilgang benævnes Screening and Brief 

Intervention, SBI. I alt 779 forældre til indlagte børn deltog i interventionen SBI, 

og heraf blev 11% screenet positive og i risiko for at have et alkoholproblem. 

Det vurderes at metoderne er velegnede til at få forældre i tale om et sensibelt 
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emne som alkohol forbrug, og at det kræver at personalet kompetenceudvikles 

og fortsat tilbydes supervision.  

Delstudie To undersøgte via et explorativt design at undersøge forældres 

opfattelse af og holdning til at personalet interesserer sig for deres alkoholvaner 

og tilbyder SBI. Både forældre der var screenet positive og negative i CAGE-C 

testen deltog. Resultaterne viste, at forældrene var positive overfor 

interventionen og havde opfattet samtalerne som informative, respektfulde og 

følte ikke at de blev mistænkeliggjort. Samtalerne fik forældrene til at reflektere 

over deres eget forbrug og forbrug i deres netværk, og til at styrke deres tro på 

egen formåen (self-efficacy) og deres handlingspotentiale til at ændre livsstil. 

Denne refleksion fortsatte ud over de første tre måneder efter samtalen fandt 

sted.   

Delstudie Tre undersøgte via et eksplorativt design personalet på 

børneafdelingen, som havde udført SBI, om deres oplevelser og holdninger til 

at udføre SBI. Resultaterne viste, at personalet overvejende var meget positive 

overfor projektet og synes de havde opnået andre og bedre resulter med 

forældrene ved at anvende metoderne i SBI end de tidligere havde opnået. De 

fleste havde været skeptiske og forventet at forældrene ikke ville deltage i 

samtalerne eller endog blive vrede; men de havde imod forventning oplevet at 

forældrene var interesserede og imødekommende og en fælles erfaring var, at 

hvis der blev etableret en tillidsfuld og tryg situation kunne man tale med 

forældrene om hvad som helst, og at Motivationssamtalen var et godt redskab 

til at opnå dette. Hos en gruppe af personalet vedblev der at være reservationer 

og tilbageholdenhed overfor interventionen, baseret på manglende tillid til 

egne færdigheder og viden, og på personlig baggrund. På den baggrund 

undgik personalet i visse tilfælde visse forældre, der blev opfattet som 

‛problemforældre‛.  

Sammenfattende kan siges, at studiet har kastet lys over et område, man ikke 

vidste så meget om i forvejen. Delstudierne viser, at det er muligt at få forældre 

til indlagte børn i tale om deres alkoholvaner, og at forældre i dette studie har 

modtaget tilbuddet om SBI positivt. Metoden CAGE-C viste sig egnet til at 

identificere forældre i risiko for at have et alkoholproblem, og 

Motivationssamtalen viste sig at være et godt kompetenceudviklende redskab 

for personalet, der havde behov for både viden om alkoholrelaterede emner og 

konkrete kommunikative redskaber for at skal tale med forældre om sensitive 

emner.    

Baseret på denne viden, kan personalet i den kliniske pædiatriske praksis 

kompetenceudvikles gennem en mere kvalificeret styrkelse af initiativer i 

forbindelse med livsstils og adfærdsændringer i den kliniske praksis. For at 

lykkes med dette er det nødvendigt at have fokus på implementeringsprocessen 

og kontinuerligt at følge op på denne for at nå målet. 

Denne afhandling viser, at brug af Motivationssamtalen er medvirkende til 

at overvinde både professionelle barrierer hos personalet og barrierer hos 

forældrene for at diskutere følsomme emner som eksempelvis 
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alkoholstorforbrug. Motivationssamtalen har i mange sammenhænge vist sig 

effektiv i behandlingen af livsstilsproblematikker og adfærdsændring i 

forbindelse hermed. Det er derfor bydende nødvendigt, at være fokuseret på at 

opnå den fulde effekt når motivationssamtalen implementeres som metode i 

den kliniske praksis. Således ikke blot at overvinde hindringer for at italesætte 

følsomme emner, men også at beskæftige sig med de spørgsmål der dukker op i 

denne proces. Derved kan der opnås en effekt på forældrenes adfærd. 
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Identifying parents with risky alcohol consumption

habits in a paediatric unit – are screening and brief

intervention appropriate methods?

Background: There is no systematic identification of parents

with excessive alcohol use who have a child admitted to

hospital. Children in families with excessive alcohol issues

form a high risk group as substantial alcohol consumption

has a damaging influence on a child emotionally, cogni-

tively, socially and physically. Alcohol consumption is a

sensitive issue, and health staff needs knowledge, qualifi-

cations and adequate training in communicating with

parents about this taboo.

Aim:

• To identify specific patterns in subgroups of parents by

comparing results from screening and demographic

variables

• To identify systematic patterns in staff members by

demographic variables to decide whether these factors

influence the screening results.

Methods: During 1 year, screening and brief intervention

(SBI) was accomplished, including health staff conducting

dialogues with parents of a hospitalized child using moti-

vational interviewing (MI) and screening for risky alcohol

behaviour by Cut down, Annoyance from others, feel

Guilty, Early-morning Craving (CAGE)-C. Data were

analysed by descriptive statistics, and relationships were

tested with a statistical significance level of 0.05, using

SPSS (version 16.0).

Results: Motivational dialogues with 779 parents were con-

ducted by 43 staff members, and 11% of the parents were

screened positive for risky alcohol behaviour. Drinking

alcohol 4 days a week or more and drinking alcohol outside

mealtimes were main risk factors. Parents’ gender was the

strongest predictor of screening positive and OR was 6.8 for

men (CI 4.03–11.74) compared to women, p < 0.0001. An

OR of 1.2 for parents’ age (CI 1.02–1.42) indicates the risk of

screening positive increases with age, p = 0.027.

Conclusions: Brief intervention using CAGE-C and MI has

proven successful in mapping parents’ alcohol consump-

tion patterns and in identifying parents with risky alcohol

consumption habits. Health staff is able to manage health

promotion and prevention when having the right com-

petences and when being supervised.

Keywords: screening, opportunistic brief intervention,

motivational interviewing, risky alcohol behaviour,

children, barriers among health staff.
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Introduction

Alcohol is the third most significant risk factor for ill health

and premature death in the EU, behind tobacco and high

blood pressure. In the EU, it is estimated that one in six

adults drinks at hazardous or harmful levels, defined as at

least 40 galcohol perday for aman and30 g forawoman (1).

In United States, it is estimated that one of every four chil-

dren is living with an adult who has an alcohol problem (2).

A person’s excessive use of alcohol affects close relatives,

and especially children are susceptible to their parents’

excessive use of alcohol (1, 2).

Children in families with excessive alcohol use consti-

tute a high risk group. Substantial alcohol consumption

has a damaging influence on a child’s development and

can affect the child emotionally, cognitively, socially and
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physically (3–5). These children tend to have frequent

contacts to general practitioners and are admitted to hos-

pital more often because of accidents, incontinence, per-

sistent headaches, stomach aches, nausea, muscle and

skeletal pain or infections (3, 6, 7).

When children are admitted to hospital with blurred

psychosomatic symptoms that needs unravelling, they

could originate from alcohol-related problems in the fam-

ily. Several studies highlight that admission of children is

an opportunity to detect parents’ excessive use of alcohol,

to inform and educate the parents or intervene if necessary

and thus prevent the development of further alcohol abuse

in the family (4, 8, 9).

A systematic review of hospital screening studies for

high-risk alcohol consumption found a prevalence of po-

sitive screens from 16 to 26% (8). Although brief advice

has proven to be a cost-effective evidence-based treatment

method in Europe, <10% of the hazardous and harmful

drinkers are identified and <5% of those who could benefit

are offered brief advice (10).

Systematic screening of apparently well-functioning

parents of children admitted to hospital has not yet been

carried out, but will, most likely, produce a different result

than when screening adults admitted to hospital.

Studies on alcohol abuse in parents of hospitalized children

An Australian study screened 7.8% of 193 parents positive

for excessive use of alcohol by structured interviews based

on the AUDIT CORE screening test in a paediatric emer-

gency department (11). An American study screened

11.5% of 929 parents positive for problem alcohol use by

an anonymous, self-administered questionnaire based on

AUDIT and TWEAK screening test in a paediatric primary

care clinic (12). These two studies concluded that there is

an undetected prevalence of parents with risky alcohol

behaviour and that parents were generally willing to talk

about their alcohol consumption habits.

Health staff facing the topic of alcohol

Unwillingness to face the topic of alcohol and other per-

sonal attitudes towards excessive use of alcohol in the

clinical staff may cause problems to be ignored or that the

patient is exposed to judgmental behaviour (4, 13). Per-

sonal attitudes may originate from their own alcohol

consumption habits, alcohol abuse problems in their own

network or genuine consideration for the child, lack of

time and insecurity or fear of reactions when discussing

alcohol habits (14, 15).

The greatest barriers, though, for discussing life style

factors such as alcohol consumption habits are that staff

lacks professional skills and knowledge about alcohol

abuse treatment. Moreover, staff may lack appropriate

communicative skills concerning life style matters (4, 16).

Brief intervention

Brief intervention, focus on mobilizing own resources for

change is empirically proven to work well in relation to life

style problems, including alcohol issues (17–20). Studies

using the communication method ‘motivational inter-

viewing’ (MI) have reported better results than traditional

counselling, especially regarding life style changes (21–25).

MI has proven effective in 15-minute dialogues and has

reported no negative side effects (19, 23). To our knowledge,

MI focusing on alcohol consumption habits has not previ-

ously been applied to parents with hospitalized children.

Aims and objectives

The paper reports results from screening and brief inter-

vention (SBI), including health staff conducting preventive

dialogues with parents of hospitalized children. The staff

members use the MI method and screen for risky alcohol

behaviour using CAGE-C (26). SBI in this context is sys-

tematic and opportunistic; the parents have not com-

plained about or asked for advice or help concerning

alcohol-related problems.

The intervention is targeted at parents with excessive

alcohol habits who are not physically dependent of alcohol.

This study investigates whether it is possible

• to identify specific patterns in subgroups of parents by

comparing results from CAGE-C to demographic variables

related to the parents

• to identify systematic patterns in the staff members by

demographic variables to gain insight into whether these

factors influence the results of the CAGE-C screening.

Methods

Participants

The participants were all parents with a child admitted to

the Department of Paediatrics, H. C. Andersen Children’s

Hospital, Denmark, in the period of September 2007 to

November 2008; the children were admitted to either the

neonatal care unit for infants below 1 months of age or the

general medical unit for children aged 1–16 years. A parent

was defined as any person with legal care obligations

towards the hospitalized child, i.e. biological, foster and

adopting parents holding full or shared custody of the child

as well as cohabiting adults. Exclusion criteria were parents

who did not read or speak Danish and parents who had

already participated in the study. During the intervention

period, 2468 admissions were registered. The number of

admissions included mothers and multiple admissions,

twins and triplets. Nurses on strike for a period of 8 weeks

caused delay in that period. Controlling for these factors,

parents of 1384 admitted children were finally included by

registration: 763 from the neonatal unit and 621 from the
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medical unit. A total of 18 (1.3%) parents declined the

invitation directly (eight parents from the neonatal unit

and 10 from the medical unit). From 640 admissions, 779

parents, including 139 couples, answered the screening

questions. Details on inclusion are shown in Fig. 1.

The intervention

When admitted to the ward, the staff included parents into

the project by entering an identification code from the

screening sheet to a label with personally identifiable data

of the child. These data were kept confidential, leaving the

screening sheet only with an identification code and no

personally recognizably information. Prior to entering the

project, the parents received an information sheet

explaining the project, followed by oral information from

staff, emphasizing participation as being voluntary and

that they could withdraw at any point without conse-

quences for the treatment of the child. The preventive

dialogue was conducted by the staff using the MI method.

The preventive dialogue lasted 10–30 minutes.

Data were entered and screened for errors by subse-

quently selecting a 20% sample by picking out the first 20

of every 100 screening sheets, following entry of all

responses from the screening sheet. Two incidental typing

errors were detected and corrected in the 20% sample

selection according to 1.24% errors in the sample. No

systematic errors were detected.

Methods of intervention

Prior to the intervention, the staff had completed a 5-day

training course in MI, including basic knowledge of alcohol

risk factors and abuse, and the principles in alcohol abuse

treatment.

The course was conducted by a qualified Trainer in MI,

based on the theoretical framework of MI by Miller &

Rollnick (27). The course introduced the methods of MI by

discussions and training in groups, involving participants

in role-plays and workshops to practice the MI skills in the

parent–staff relationship, focusing on alcohol consumption

habits. As MI is client-centred, learning and being familiar

with the spirit of the method is of great importance, as well

as responding in a flexible and continuous way to a per-

son’s readiness to change (28). See Description of MI in

Box 1 and Where change must happen in Box 2.

No. of admissions to two units during Excluded due to mother's admission registered

1 Sept. 2007 – 30 November 2008 or to a child's multiple admissions

Excluded by criteria or by unknown reasons

Nb. admissions Included to project by criteria

744 intervention never accomplished for reasons:

• Parents not present (291)
• Busyness (156)
• Refusal to participate (18)
• Parents wanting to go home (<10)
• Very short admission (<10)
• No staff qualified to perform MI (<10)
• Parents too frail (<10)
• Parents not asked (<10)
• Forgot to ask (<10)
• Parents too tired (<10)
• Unknown reasons (apprx 200)

No. of participants in dialogues and screening

744

793

640 admissions

2468 
admissions

1384 
admissions

291

Figure 1 Flow diagram of inclusion and exclusion.
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The screening instrument CAGE-C assesses persons in

risk of having an alcohol problem.

Cut down, Annoyance from others, feel Guilty, Early-

morning Craving (CAGE) was developed and validated by

JA Ewing in the early 1980s (26). CAGE–Copenhagen is a

variety of the original instrument, modified by a Danish

research team (29).The original CAGE referred to life

experience with alcohol, whereas the modification in

CAGE-C narrows the experience to the past year (Box 3).

CAGE-C has been tested and compared to diagnostic

interviews based on ICD criteria and biochemical markers

(Golden Standards) on a randomly selected sample of adult

surgical patients in a Danish hospital. CAGE-C was vali-

dated with a sensitivity of 0.94 (CI 0.82–0.99) and a

specificity of 0.88 (CI 0.83–0.89) and with a positive and

negative predictive value of 0.73 (CI 0.63–0.77) and 0.98

(CI 0.93–0.99), respectively (29). Ninety-five per cent

confidence intervals (CI) are shown in parentheses.

Among other screening instruments, CAGE-C was cho-

sen because of its short form and by that, easy to admin-

ister for the staff members in the clinical practice.

In addition to CAGE-C, demographic data along with the

medical diagnosis were obtained. As it was voluntary to

participate, reasons for not wanting to participate were

asked. Staff members’ name, age, years of experience and

of employment in the unit were reported.

Medical ICD diagnosis of children was obtained from the

patient registration office and examined by frequency

tables to determine any systematic tendency of the staff

preferring some groups of parents because of the diagnosis

of the child.

Statistics

Data were explored using descriptive statistics. For con-

tinuous variables, summary statistics were provided by

mean and standard deviation. For categorical variables,

frequency tables were prepared. Cross-tabulations and

graphs supported the investigation of the response pattern.

Underlying assumptions of inference tests were investi-

gated by preliminary analysis to ensure an appropriate

Box 1 Description of motivational interviewing

Definition of MI: Motivational interviewing is a directive, client-centred counselling style for eliciting behaviour change by helping clients to explore

and resolve ambivalence

The spirit of motivational interviewing

Motivation to change is elicited from the client and not imposed from without

It is the client’s task, not the counsellor’s, to articulate and resolve his or her ambivalence. Direct persuasion is not an effective method for resolving

ambivalence

The counselling style is generally a quiet and eliciting one. Direct persuasion, aggressive confrontation and argumentation are the conceptual

opposite of motivational

The counsellor is directive in helping the client to examine and resolve ambivalence

Readiness to change is not a client trait, but a fluctuating product of interpersonal interaction. The therapist is therefore highly attentive and

responsive to the client’s motivational signs

The therapeutic relationship is more like a partnership or companionship than expert/recipient roles. The therapist respects the client’s autonomy

and freedom of choice (and consequences) regarding his or her own behaviour

Is vital to distinguish between the spirit of motivational interviewing and techniques that we have recommended to manifest that spirit. The

counsellor’s task is to facilitate expression of both sides of the ambivalence impasse and guide the client towards an acceptable resolution that

triggers change

From: Miller & Rollnick 1995 (28)

Box 2 Where change must happen to change practice

Staff members qualified by basic training course in MI

Changed professional behaviour in staff members

Staff uses MI in dialogues, focusing the parents’ alcohol consumption

patterns

Change in parents’ attitude (reflections) to own use of alcohol

Change in parental behaviour

Inspired by Rubak et al. 2005 (23) . MI, motivational interviewing.

Box 3 CAGE-C screening test for risky alcohol behaviour

Within the last year

Have felt you ought to cut down on your drinking? Yes/no

Have people annoyed you by criticizing your drinking? Yes/no

Have you felt bad or guilty about your drinking? Yes/no

Have you had a drink first thing in the morning to steady nerves (eye-

opener) Yes/no

How many days per week do you drink alcohol? 0 days… 7 days a

week

Do you drink alcohol on weekdays outside mealtimes? Yes/no

A positive result was defined as two or more positive answers in

questions 1–4 and 6; or one positive answer in question 1–4 and 6 in

addition to alcohol intake on 4 or more days per week. [From: Zierau

et al. 2005 (29)]. CAGE, Cut down, annoyance from others, feel guilty,

early-morning craving.
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application of the tests. Model fit was tested using Hosmer

and Lemeshow’s test.

Pearson’s correlation coefficient was used to investigate

the relationship between continuous variables. Chi-square

and Fisher’s exact test were used to establish relationships

between categorical variables.

Standard multiple regression analysis was employed to

assess the causal relationship between the number of

negative and positive screens performed by 43 staff

members as dependent variable on the one hand and the

overall number of dialogues performed by each staff

member, age of staff member, years of professional expe-

rience and years of employment in the unit as explanatory

variables.

Logistic regression was performed to assess the impact of

a number of factors on the likelihood that the parents

would be screened positive. The model contained five

independent variables (gender of parents, age of parents,

age of staff, educational level of staff members and years of

employment of staff member in the unit).

Statistical significance level was 0.05 for all statistical

tests. Data were entered in and analysed by the statistical

software package SPSS (version16.0).

Ethical issues and approval

This study follows the recommendations in the Declaration

of Helsinki (30) and was presented to and approved by the

Ethical Committee of Science in the Region of Southern

Denmark. According to Danish law, a formal permission is

needed only if a biomedical study includes human tissue or

blood samples.

Informed consent was given by all study participants.

All personally identifiable data were kept safe and

confidential following general recommendations (31).

The study was not considered to strain the parents or

children unnecessarily. Participation was optional, and the

screening instruments and communicative methods

applied are known and acknowledged in Danish clinical

practice.

Results

Comparing results from CAGE-C to demographic variables

related to the parents

Screening and brief intervention was accomplished in 779

parents, 501 women (64%) and 278 men (36%).

Age resembled a normal distribution with a minimum of

17 years and a maximum of 67 years, a mean of 35 years

and a median of 35 years. A total of 53% of the parents

were aged between 31 and 40 years.

In the group of 779 parents, 693 (89%) were screened

negative and 86 (11%) were screened positive for risky

alcohol behaviour. Among the screened positive parents

were 66 men (76.7%) and 20 women (23.3%). The pro-

portion of positively screened men (66 of 278, or 23.7%)

was significantly larger than the proportion of positively

screened women (20 of 501, or 4.0%), p < 0.0001 by

Fisher’s exact test, indicating a statistically significant dif-

ference in screening concerning gender.

In the group of parents screened positive, minimum,

mean and maximum age was 23, 37.45 and 67 years,

respectively. In the group of negatively screened patients,

age ranged from 17 to 64 years with a mean value of

34.92 years.

The risk of getting positively screened increased with

increasing age (p = 0.037, Freeman–Halton test with age

classified into 10-year intervals).

Mating. In the group of 86 parents screened positive, there

were 10 couples. This means that in 5 of 81 couples, both

parents were screened positive (6.2%). In 61 cases

(75.3%), the father was screened positive; in 15 cases

(18.5%), the mother was screened positive.

CAGE-C. The results of CAGE questions 1, 2 and 3 (Ta-

ble 1) demonstrate that 31–36% of the parents screened

positive for risky alcohol behaviour agreed that they

should decrease their alcohol consumption; they had been

annoyed by others criticizing their alcohol behaviour, or

Table 1 Results CAGE-C, question 1–4, 6, and 7

Results by Cage-C

N = 779

Group

Yes

N = 779 (%)

Women

Yes

n = 501 (%)

Men

Yes

n = 278 (%)

Group

No

N = 779 (%)

Screen pos Yes

n = 86 (%)

Screen neg Yes

n = 693 (%)

Cage1. Felt ought to cut down on drinking 37 (4.7) 15 (3.0) 22 (8.0) 742 (95.3) 31 (36.0) 6 (0.9)

Cage2. Annoyed by criticizing drinking 33 (4.2) 6 (1.2) 27 (9.8) 746 (95.8) 31 (36.0) 2 (0.3)

Cage3. Felt bad or guilty about drinking 46 (5.9) 19 (3.8) 27 (9.8) 732 (94.1) 27 (31.4) 19 (2.7)

Cage4. Had a drink first thing in the

morning (eye-opener)

4 (0.5) 1 (0.2) 3 (1.1) 775 (99.5) 4 (4.7) 0 (0.0)

Cage6.Drink on week-days outside meals 158 (20.3) 48 (9.7) 111 (40.7) 621 (79.7) 66 (76.7) 94 (13.6)

Cage7. Want contact to alc. Treatment clinic 20 (2.6) 12 (2.4) 8 (2.9) 737 (94.6) 7 (8.1) 13 (1.9)

CAGE, cut down, annoyance from others, feel guilty, early-morning craving.
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they felt bad or guilty about their own drinking in the past

year, as opposed by 0.3–2.7% in the group of negatively

screened parents.

Few persons in both groups agreed they have had a

drink first thing in the morning (CAGE 4).

In the group of parents screened positive, three of four

(76.7%) stated that they drank alcohol on weekdays

without accompanying food (CAGE 6). The corresponding

number was 13.6% in the group of parents screened

negative.

Regarding CAGE question 5 ‘how many days a week do

you drink alcohol’ (Table 2), 77% of the group screened

negative answered 0–1 time a week, opposed by 75% of

the group screened positive stating they drank alcohol

4–7 days a week. In the group of people screened positive,

11% drank alcohol every day, whereas this was not the

case for any of the people screened negative.

Few parents, 20 (2.6%), wanted contact information to

an alcohol treatment clinic (CAGE 7) of whom seven

persons originated from the group of positively screened

parents (8.1%) and 13 belonged to the group of parents

screened negative (1.9%). In all CAGE variables, there was

a male dominance towards risky alcohol behaviour.

The combination of answers in the group of parents

screened negative compared to the group screened positive

was quite different. In the group screened negative,

83.26% of parents answered ‘no’ to the CAGE questions

1–4, and ‘yes’ to the use of alcohol at 0–2 days a week. A

total of 7.36% of this group agreed they drank alcohol on

weekdays outside mealtimes, and 4% of this group said

‘yes’ to at least one of the CAGE questions 1–4.

In the group that screened positive, 31.39% agreed they

drank alcohol 4 days a week or more and they drank

alcohol outside mealtimes on weekdays, but answered ‘no’

to the CAGE questions 1–4.

Dropouts. Based on information from the patient regis-

tration office, an analysis was run to identify the group of

missing cases. Comparing the two groups based on the

dialogues that took place and the missing cases, no sys-

tematic, detectable reasons for the missing cases were

found.

Comparing results from CAGE-C to demographic variables

related to the staff

The 43 staff members performing SBI were nurses (34),

nurse assistants (7) and pedagogues (2), with a mean age

of 45 years (age range from 27 to 58 years). Their mean

experience since basic training was 18 years (ranging from

1 to 37 years), and they had been employed for 11 years

on average (range: 1 to 29 years) in the department of

paediatrics.

They had been performing an average of 18 motivational

dialogues with parents, individually ranging between 1

and 58 dialogues.

At the general medical unit, 23 staff members conducted

425 dialogues (18.5 dialogues on average) and 12.8% of

the parents screened positive for risky alcohol behaviour.

At the neonatal care unit, 20 staff members conducted

354 dialogues (17.7 dialogues on average) and 9.1% of the

parents screened positive for risky alcohol behaviour.

Looking at the interrelation of the staff’s position and the

outcome, there seemed to be a slight, but statistically

insignificant difference (p = 0.8272, Fisher–Freeman–Hal-

ton test), to whether the motivational dialogues were

performed by pedagogues, nurses or nurse assistants

(Table 3).

Predicting results of screening by logistic regression. The full

model containing all predictors was statistically significant

(p < 0.0001), indicating that the model was able to dis-

tinguish between parents that were screened negative or

positive. Using SPSS Classification Table, 88.8% of cases

were classified correctly by the model. Two of the inde-

pendent variables made a statistically significant contri-

bution to the model (gender of parent, p < 0.0001, age of

the parent, p = 0.027). The strongest predictor for screen-

ing positive was gender of the parent with an odds ratio for

being screened positive of 6.8 for men (CI 4.03–11.74)

Table 2 CAGE-C question 5: How many days per week do you drink alcohol?

Days 0–1 (%) 2 (%) 3 (%) 4 (%) 5 (%) 6 (%) 7 (%) Total (%)

Group

N = 779

596 (76.5) 94 (12.1) 31 (4.0) 37 (4.7) 11 (1.4) 1 (0.1) 9 (1.2) 100

Women

n = 497

424 (85.1) 49 (9.8) 11 (2.2) 6 (1.2) 3 (0.6) 1 (0.2) 3 (0.6) 100

Men

n = 275

164 (59.6) 45 (16.4) 20 (7.3) 32 (11.6) 8 (2.9) 0 (0.0 6 (2.2) 100

Screen pos

n = 86

13 (15.1) 12 (14.0) 5 (5.8) 36 (41.9 10 (11.6) 1 (1.2) 9 (10.5) 100

Screen neg

n = 689

579 (83.8) 81 (11.7) 26 (3.8) 2 (0.3) 1 (0.1) 0 (0.0) 0 (0.0) 100

CAGE, cut down, annoyance from others, feel guilty, early-morning craving.
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compared to women. The odds ratio of 1.2 concerning age

of the parent (CI 1.02–1.42) indicates that the risk of

screening positive increases with age.

Predicting outcome of screening by staff’s experience with linear

regression. Using the variable number of positive screenings or

number of negative screenings as dependent variable, the R2

estimate revealed that 67.4 and 99.1%, respectively, of the

variance was explained by the model. In both analyses, it

turned out that the variable that seemed to be the best

predictor for the outcome of the screening (positive/neg-

ative) was the number of dialogues performed by the staff. The

unstandardized B-coefficient for number of dialogues was

significant, p < 0.0001. The number of dialogues per-

formed by the staff was the independent variable that

primarily contributed to the outcome of the dependent

variable.

Difference in mean value of expected number of parents

screened positive was 0.12 (CI 0.91–0.15) for each addi-

tional dialogue performed by the staff.

The scatter plots (Fig. 2) illustrate a moderate linear

relation between number of parents screened positive and

number of dialogues performed (R2 = 0.514) and a strong

linear relation between number of parents screened neg-

ative and number of dialogues performed (R2 = 0.987).

Discussion

The main findings in this study are that 11% of parents

with a child admitted to a paediatric unit screened positive

for risky alcohol behaviour and that a majority of parents

accepted being screened and expressed positive reactions

to the intervention. Using a brief intervention in relation

to screening for a topic that might cause embarrassment or

worry with the parents seems feasible for producing data

representing the parents’ actual drinking behaviour.

Ammentorp et al. (32) investigated the effect of commu-

nication skills training for clinicians on parents of hos-

pitalized children. Although they found no statistically

significant differences, an indication that parents perceive

communication more positively when the staff members

had been qualified by training course in communication

was established, underpinning the importance on focusing

on the staff members’ communication skills. When staff

members wants to address and discuss difficult topics with

parents of hospitalized children, it is possible and more

likely to be successful if this is carried out acknowledging

and respecting the parents’ autonomy.

A total of 11% of parents with excessive alcohol

behaviour was low compared to the general population.

This number may reflect a group of parents demonstrating

well-developed parenting responsibilities, or that parents

with excessive drinking habits refuse to participate or

underreport their alcohol consumption habits. Self-

reported alcohol consumption in parents was, according to

Sharma et al.(11), underreported in 25% because of loss of

memory, embarrassment and intimidation and desire to

produce socially acceptable responses or because they were

not sure of the consequences whether they revealed to

have an excessive alcohol abuse problem. Fear of losing

custody to the admitted child seems an obvious threat in

this study even though a motivational approach was

demonstrated during the intervention.

Table 3 Distribution of positive/negative screening according to staff

position

Result screen Pedagogue (%) Nurse assistant (%) Nurse (%)

Negative

n = 663

18 (94.7) 132 (90.4) 513 (89.1)

Positive

n = 78

1 (5.3) 14 (9.6) 63 (10.9)

Total 19 (100) 146 (100) 576 (100)

Figure 2 Scatter plots showing linear relation between the dependent variables number screened positive/negative(nb_pos/nb_ neg), respectively,

and the independent variable number of dialogues performed(nb_dial).
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Sharma et al. (11) screened 7.8% of 193 parents in a

paediatric emergency department positive for hazardous

drinking, using the 10-item Audit questionnaire in a face-

to-face interview. Wilson et al. (12) screened 11.5% of 189

parents positive for problematic or hazardous use of alco-

hol in an anonymous questionnaire using the five-item

Tweak questionnaire and the 10-item Audit questionnaire.

Although the studies are performed using different meth-

ods, instruments and measures, there is a common trend

indicating that parents are willing to discuss their alcohol

consumption habits in relation to the child¢s admittance.

Although the number of parents with risky alcohol

consumption habits in this study may be low according to

national figures, a criterion for success in this study is not

necessarily the actual number of parents screened positive.

The major goal of motivational dialogues is causing

reflection among the parents concerning their life style. In

that respect, SBI can still have a positive effect, given that

the parents may reflect on the dialogue long after it took

place, and subsequently start altering their alcohol con-

sumption patterns. Results from a single-session brief

intervention may not be captured in a simultaneous

screen, but could be detected in a follow-up.

Considering the reservations mentioned previously, a

presumably underestimated result of 11% of parents

agreeing to having excessive drinking habits calls for seri-

ous concern for the clinical staff, as excessive alcohol

behaviour in families has a negative impact on children in

many aspects. The parents need to be informed and edu-

cated, and the preventive dialogues revealed areas where

parents may have little or no knowledge. The relation

between alcohol-related events in the home and the

child’s symptoms are not always obvious to the parents.

Helping the parents to reflect and acknowledge their life-

style and its impact on the child could potentially motivate

the parents to change their habits (7, 12, 33).

Identifying subgroups of parents with risky alcohol behaviour

Two of the independent variables of the model were sta-

tistically significant: gender and age of parent. The odds

ratio 1.2 concerning age of parent (CI 1.02–1.42) indicated

the risk of being screened positive increased with age.

In all CAGE variables, there was a male dominance

towards risky alcohol behaviour even though the pre-

dominance of female caregivers in this study was 64%.

These findings are consistent with research on alcohol

gender issues proving that men drink more alcohol in

general and in binge-drinking and consider their alcohol

consumption pattern less problematic than women (8, 34,

35). In a critical review of alcohol screening questionnaires

comparing gender responses and sensitivity, Bradley (36)

found the CAGE questionnaire insensitive to women in

some cases. Evidence of gender differences in developing

alcoholism is established by Flensborg-Madsen et al. (37).

They found the risk of developing alcoholism increased

significantly by very low alcohol intake in women, while

the risk for men increased at much higher intake. In an

explorative Swedish study, Birath et al. (38) identified a

new group of women with alcohol problems: fairly well-

educated, younger women of child-bearing age and sug-

gested alternative treatment. Even though the CAGE

questionnaire is considered a valid tool, there may be

undetected gender issues in using it that are often referred

to as ‘natural’ gender differences based on the assumption

that more men than women have problematic alcohol

habits. Bradley (36) suggests a lower threshold for a posi-

tive screening result should be used for women than for

men to identify equal proportions of men and women with

alcohol-related problems. Wilson et al. (12) found mothers

who screened positive to be less comfortable about it than

fathers and ascribed these findings to drinking being more

acceptable in men than in women. Women’s excessive use

of alcohol may be attributable to feelings of embarrass-

ment, shame or even stigmatization causing them to

underestimate their drinking habits. Accordingly, the 4.0%

of women screened positive in this study may well be an

underestimation.

Do the staff members influence the results of the CAGE-C

screening?

How well the staff adhered to using MI needs to be dis-

cussed. Project Match (39) suggested that MI therapists

vary considerably in their overall skills despite rigorous

training and monitoring of performing MI. In a systematic

review, Dunn et al. (40) included staff training in MI.

Training ranged from 2 to 30 hours (mean 15 hours), but

no conclusion to these findings was made. Lundahl and

Burke (41) concluded that a minimum of 2 days of inter-

active workshops followed by ongoing supervision and

coaching was optimal training for learning the MI skills.

Rubak et al. (23) found that an effect of MI was not

dependant on the counsellors educational background, but

on other aspects such as duration of training and experi-

ence of performing MI. Gaume et al. (42) found that

counsellors with better MI skills achieved better overall

results and that avoidance of MI-inconsistent skills was

more important than the frequency of using MI-consistent

skills, concluding that assimilation of the MI spirit is of

greater importance than reproducing particular MI tech-

niques. In this study, the 25-lesson basic training course in

MI was followed by supervision and coaching throughout

the intervention period to monitor and improve MI skills.

Even then, a large variation in number of dialogues per-

formed presumably influenced the quality of the dia-

logues.

This study found that the more dialogues performed, the

more positive screenings were obtained. This finding

indicates that the more familiar the staff becomes with
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performing motivational dialogues the better the outcome

of the dialogues. Looking at the significance of the position

of the staff and the outcome, there seemed to be little

difference whether the motivational dialogues were

performed by pedagogues, nurses or nurse assistants.

Although the group of pedagogues was very small in

number (two persons), the results support the conclusions

by Rubak et al. (23) and Lundahl and Burke (41), who

found no significant influence on outcome related to level

of professional training.

Barriers towards addressing the topic of alcohol to par-

ents have been an issue in the basic training course in MI,

as well as difficulties in changing professional behaviour.

These issues might influence the number and quality of

the dialogues performed. Steps to further investigate this

have been taken by videotaping dialogues and subse-

quently analysing them using the MI Treatment Integrity

Manual version 3.0(43), and qualitative interviews have

been conducted to assess the staff perspective (unpublished

data).

Strengths and limitations of the study. The study is

strengthened by the methods involved being evidence-

based and validated in clinical contexts. The CAGE-C

questionnaire has proven easy to use and understand by

staff and by parents, even though the critics according to

gender issues pointed by Bradley et al. (36) and Birath

et al. (38) should be considered.

There are certain limitations in using a simple ques-

tionnaire. Very few demographic factors were obtained

from the parents; gender and age. Information on social

and educational background would have contributed to

clarify a more detailed view of parents in risk groups and

their children.

Despite the large number of parents included in this

study (779 parents from 640 admissions), a large dropout

of parents was detected according to the number of eligible

parents from the 1384 admissions during the intervention

period. Although no systematic dropouts were detected,

selection bias cannot be ruled out.

It is possible that that the parents declining participation

or those who were not invited to participate were those

having the most severe alcohol problems. In that case, our

results underestimate the real problem.

A group of parents were registered to enter the project,

but the SBI was not accomplished. The staff was asked to

state the reason for not accomplishing the SBI and quali-

tative analysis showed a variety of reasons such as Parents

not present (291), Business (156), Parents refuse due to topic

(18), Parents want to go home (<10) etc.

Length of admission was an important explanatory fac-

tor to dropouts, as 52.3% of admissions lasted <24 hours

and 77.3% of this group (597 admissions) were never

included in the study. The short admissions left little time

for the staff to inform about the project and to accomplish

the dialogues. The trend reveals that the longer admis-

sions, the more dialogues were accomplished.

Conclusions and implications for further
research

A widespread focus including the parents’ life style

habits is necessary. The statistical analysis revealed two

significant risk factors, drinking alcohol outside meal-

times on weekdays and drinking alcohol 4 days a week

or more.

By implementing SBI in paediatric hospital settings, the

health staff obtains information on parents’ drinking habits

and an opportunity to intervene at an early stage. By

reducing alcohol consumption among people with risky

alcohol behaviour or relatively mild alcohol problems, a

potential of breaking the continuum of excessive use of

alcohol leading to dependency is possible.

Brief intervention using the methods CAGE-C and MI

has proved to be adequate tools to approach parents in

a motivational and respectful manner, as most parents

accepted and welcomed initiatives regarding their own

alcohol consumption patterns.

The number of parents (11%, N = 779) identified as

having excessive behaviour regarding alcohol consump-

tion underpins the need for health promotion and

preventive initiatives in paediatric hospital settings. The

discussions indicate that approach according to gender

needs further investigation and should be considered

when screenings involve sensitive topics.

This study shows that health promotion and preventive

initiatives in the clinical practice can be undertaken by any

clinical staff member, providing staff members are sup-

ported by adequate training and supervision of their skills.
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Alcohol consumption patterns among parents of hospitalized children: find-

ings from a brief intervention study  

 

Aims 

To explore parents’ perception and experience of a Brief Intervention focusing 

on their alcohol consumption habits; to assess the impact on parents of staff 

members using Motivational Interviewing, and to gain knowledge of how to 

reinforce initiatives regarding behavioral changes of lifestyle problems in a clin-

ical setting. 

 

Background 

Substantial parental alcohol consumption influences children’s development 

negatively.  Nursing staff lacks knowledge and training in communicating with 

parents about alcohol issues.  Little is known about parents’ attitudes towards, 

and perception of, nursing staff addressing issues concerning their use of alco-

hol. 

 

Methods 

A qualitative approach by use of phenomenological and hermeneutic methods 

was applied.  Through interviews with 15 parents, their opinions and percep-

tions of a Brief Alcohol Intervention were explored.  

 

Results  

Three themes emerged from the phenomenological reduction:   

1) Experiencing respect and genuine interest from the nursing staff,  

2) Brief Intervention causing reflections on own use of alcohol and 

3) Reflections continue and develop over time   

 

Conclusion and practice implications 

The parents did not mind having their lifestyle habits discussed in connection 

with having their child admitted to hospital.  The method Motivational Inter-

viewing proved effective in getting the parents to talk about and reflect on al-

cohol consumption habits. The effects of the intervention seemed to last beyond 

the first months after the intervention took place.  

 

Key words 

Attitude, Brief Intervention, Denmark, Health promotion, Motivational Inter-

viewing, Pediatric, Qualitative  

 

 

Background 

The global burden related to alcohol consumption is considerable in most parts 

of the world.  In the developed world, 9.2% of the disease burden is attributed 

to alcohol.  In developing countries with low and high mortality respectively, 
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the disease burden is 6.2% and 1.6% respectively.  It is predicted that the 

alcohol-attributable burden will increase in these regions along with economic 

development (World Health Organization 2004).  Alcohol ranks eighth among 

global risk factors for death, while it is the third leading Global risk factor for 

disease and disability (World Health Organization 2011).   

 

Alcohol is the third most significant risk factor for ill health and premature 

death in the EU, following smoking and hypertension (World Health 

Organization 2009).  In the EU, it is estimated that one in six adults consumes 

alcohol at a hazardous or harmful level defined as at least 40 g alcohol per day 

for males and 30 g for females.  One unit of alcohol contains 12 g pure alcohol 

(World Health Organization 2009).  This amount equals one bottle of regular 

beer, one shot of alcohol or a glass of wine.  In Denmark, one in five citizens 

above 14 years of age exceeds the alcohol consumptions levels (Hvidtfeldt et al. 

2008).  Excessive use of alcohol, according to these limits increases the risk of 

establishing a hazardous or harmful drinking pattern with physical dependence 

of alcohol.  Whether there is an alcohol problem or not is individual and de-

pends on the effect of alcohol consumption on family life, on work, the econo-

my, one's self-perception, social functioning, on others' reactions and of one’s 

state of health (Mundt et al. 2003).  

 

Parental use of alcohol - Impact on children 

Children in families with parents that use alcohol excessively constitute a high 

risk group.  Parents’ substantial alcohol consumption influences a child’s de-

velopment negatively and can affect the child emotionally, cognitively, socially 

and physically (Christoffersen and Soothill 2003;Flynn et al. 2006;Mundt, 

Jensen, Kann, Søgård Nielsen, Grønbæk, & Tønnesen 2003).  These children are 

admitted to hospitals more often due to accidents, incontinence, persistent 

headaches, stomach aches, nausea, muscle and skeletal pain or infections 

(Christoffersen & Soothill 2003;Flynn, Cain, O'Mahen, & Davis 2006;Wilson and 

Knight 2001). Several studies highlight that hospitalization of children is an op-

portunity to detect parents' excessive use of alcohol, to inform and educate the 

parents or to intervene if necessary and thus prevent the development of fur-

ther alcohol abuse in the family (Sharma et al. 1999;Wilson et al. 2006;Wilson et 

al. 2008).  

 

Studies on alcohol consumption patterns in parents of hospitalized children 

identified 7 % - 11.5 % of the parents who screened positive for excessive or for 

problematic use of alcohol (Bjerregaard et al. 2010; Flynn, Cain, O'Mahen, & 

Davis 2006; Sharma, Llewelyn, & Jureidini 1999; Wilson, Sherritt, & Knight 

2006).  These studies concluded there is an undetected prevalence of parents 

with risky alcohol behavior, and that parents were willing to talk about their 

alcohol consumption habits. 
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Staff barriers for discussing life-style factors such as alcohol consumption habits 

are described among nursing staff members.  Unwillingness to face the topic of 

alcohol may result in problems being ignored or the parents being exposed to 

judgmental behavior (Howard and Chung 2000;Mundt, Jensen, Kann, Søgård 

Nielsen, Grønbæk, & Tønnesen 2003). Personal attitudes may originate from the 

staff member’s own alcohol consumption habits, alcohol abuse problems in 

one’s own network or genuine consideration for the child, lack of time and in-

security, or fear of reactions when discussing alcohol habits (Beich et al. 

2003;Hadida et al. 2001).  The greatest barrier, though, is lack of professional 

skills and knowledge about alcohol abuse treatment.  Moreover, staff may lack 

appropriate communicative skills concerning life-style matters (Burns 

1994;Lock et al. 2002;Mundt, Jensen, Kann, Søgård Nielsen, Grønbæk, & 

Tønnesen 2003).  

 

Health promotion and Brief Intervention 

Brief intervention (BI), aiming at mobilizing a person’s own resources for 

change, builds on the principles of health promotion and has been empirically 

proven to work well on  lifestyle issues, including alcohol habits (Babor et al. 

2007;Britt et al. 2004;Kaner et al. 2007;Miller and Rollnick 2002).  

BI-studies using the method ‚Motivational Interviewing‛ (MI) have reported 

better results than traditional counseling, especially regarding lifestyle changes 

(Bien et al. 1993;Bradley et al. 1998;Rubak et al. 2005).  MI has proven effective 

in dialogues as short as 15 minutes, and studies show that the professional level 

of the counselor has no impact on the result (Britt, Hudson, & Blampied 

2004;Rubak, Sandboek, Lauritzen, & Christensen 2005).  MI is found to be more 

cost-effective than traditional advice, by Neighbors et al (Neighbors et al. 2010), 

resulting in a good public health value. Furthermore, there are no reports on 

negative side effects using MI (Britt, Hudson, & Blampied 2004;Rubak, 

Sandboek, Lauritzen, & Christensen 2005).  

 

Aims 

This study explored and interpreted parents’ perceptions and experiences of 

participating in a Brief alcohol Intervention; to assess the effect of the Brief In-

tervention using Motivational Interviewing and gain knowledge of how to rein-

force initiatives regarding behavioral changes of lifestyle problems in a clinical 

setting.  

 

Methods 

Design 

A phenomenological and hermeneutic perspective was used. Through qualita-

tive interviews with 15 parents, knowledge of parents' understanding, expe-

rience and attitude towards the BI was obtained, including a reflection on the 

impact of the BI immediately after it took place and again three months later.   
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The Brief Intervention (BI) 

The study was performed in two pediatric units at a university hospital. During 

one year, all parents of hospitalized children were invited to participate in a 

Brief Intervention focusing on their alcohol habits and including a screening for 

risky alcohol behavior by the short questionnaire called CAGE-C (Zierau et al. 

2005). 779 parents participated in the BI. 86 (11 %) were screened positive for 

risky alcohol behavior, 66 (77 %) men and 20(23 %) women. The parents were 

generally positive towards the intervention; only 18 (1.4 %) parents refused to 

participate due to the topic of alcohol. A more detailed analysis of the screening 

is described in Bjerregaard et al (Bjerregaard, Gerke, Rubak, Host, & Wagner 

2010).     

The nursing staff performed the Brief Alcohol Intervention based on the prin-

ciples of Motivational Interviewing. Prior to the intervention, they had a 5-day 

training course about alcohol-related topics and training in MI according to Mil-

ler & Rollnick (Miller & Rollnick 2002). They were offered supervision through-

out the intervention period.  

The BI was systematic, as excessive use of alcohol is rarely visible and does not 

detect objectively.  The Intervention was opportunistic; the parents had not 

complained about or asked for advice or help concerning alcohol-related issues.  

The staff members took advantage of the opportunity to discuss lifestyle mat-

ters with the parents.   

The Intervention was aimed at getting the parent(s) to reflect on their alcohol 

consumption as a first step towards empowering the parent(s) to make a possi-

ble change of life style.  Questions about quantities of alcohol or measuring the 

level of eventual abuse were not an issue in the Intervention. 

 

The interviews 

In a period of four weeks, all parents who agreed to BI were subsequently in-

vited to an interview.  They were given written and oral information.  When 

returning a signed form they agreed to take part in an interview and to be re-

interviewed three months later.  No parent was excluded and the inclusion con-

tinued beyond data saturation to allow for drop-outs (Kvale and Brinkman 

2009).  

 

  

Participants 

Qualitative interviews with 15 parents were performed shortly after their child-

ren’s discharge from the hospital and nine parents were re-interviewed three 

months later.  The dropping-out of six parents in the second interview was due 

to lack of time (two parents), lack of energy due to having a sick child in the 

home (two parents), and due to own illness (one parent) or illness among rela-

tives (one parent).  
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The interviews were performed in the parents’ home.  Semi-structured inter-

views were conducted, following a thematic interview guide allowing for new 

viewpoints to emerge, based on key issues prevalent in the research literature 

and from the theory behind Motivational Interviewing.  Apart from information 

of socio-demographics, parents’ own experiences with alcohol were discussed 

as well as reflections and experiences related to the BI and the staff member 

performing it.  The second interview used the same thematic guide, but focused 

on recollections and reflections regarding the BI.   

For content of the thematic guide, see table 1. 

The 24 individual interviews were audio-taped and duration of the interviews 

varied from 55 to 115 minutes.   

 

Data analysis 

Data were entered into the software program Nvivo8 for structuring and cod-

ing.  The analysis followed the descriptive phenomenological method by Georgi 

(Giorgi 2009) and the meaning-condensing method described by Kvale & 

Brinkman (Kvale & Brinkman 2009) in four steps. 

In order to understand the informants' phenomenologically reduced state-

ments, a hermeneutic interpretation of the results of the condensed themes was 

carried out  according to Kvale & Brinkman's (Kvale & Brinkman 2009) descrip-

tion of interpretation contexts.   

Reliability and validity were attempted throughout the study, including inter-

viewer reliability and validity of interpretations.  Dialogic validation was ob-

tained during the interview, as a common understanding was established by 

the interviewer, who, keeping own pre-understanding in mind, asked the in-

formant directly if the content of the conversation was understood correctly 

(Malterud 2003).  In the analysis, validation was performed in the relevant con-

text of interpretation according to recommendations by Kvale and Brinkman 

(Kvale & Brinkman 2009).  

 

Ethical issues and approval 

This study follows the recommendations in the Declaration of Helsinki (World 

Health Organization 1964) and was presented to the Ethical Committee of 

Science in the Region of Southern Denmark. 

Informed consent was given by all study participants.  All personally identifia-

ble data were kept safe and confidential following general recommendations 

(Danish ethical counsil 1999).  The study did not strain the parents or children 

unnecessarily as participation was optional.  The methods applied are known 

and acknowledged in Danish clinical practice. 

 

Findings  

The informants were eight women and seven men, aged between 28 – 54 years 

(mean age, 36. 6 years).  According to the screening for risky alcohol behavior 

by CAGE-C, six of the fifteen parents screened positive for risky alcohol beha-
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vior, three men and three women.  In the re-interview, five of the nine parents 

screened positive, two women and three men.  

Three themes emerged as the most important theme for further interpretation to 

explain the parents’ perceptions and attitudes:  

 

1. Experiencing respect and genuine interest from the staff  

In general, the parents received the request to participate positively.  No one 

felt specifically pointed out as someone suspected as having an alcohol prob-

lem. The parents did not experience the nursing staff ‚shaking their fingers‛, 

moralizing or cornering the parents during the BI.  A common reaction among 

parents was ‚this is a good idea‛ and ‚an excellent occasion to talk about this 

issue‛.  The parents stated that being admitted to a hospital with your child 

makes you open, attentive and ready to learn.  

Some parents obviously already had knowledge of how hazardous drinking 

affects a child and felt updated and reassured by the intervention.  

The parents considered the approach as an invitation they could decide wheth-

er to accept after being informed of the content.  

A positive relation to the person conducting the intervention was considered 

important.  The parents experienced a feeling of respect and genuine interest 

from the nursing staff evoking their views and attitudes. They said that the in-

tervention turned out more like a conversation in contrast to the experience of 

getting informed of something by the staff.  Examples of statements appear in 

table 2. 

 

2. BI causing reflections on own use of alcohol 

The parents were asked if they had gained new knowledge.  They all knew the 

official health advice on drinking prior to the intervention and made a point of 

remarking that the increased reflections were useful and positive.  The parents’ 

immediate reflections were that the Brief Intervention made them consider their 

own drinking habits and made them more aware of how it (alcohol use) had 

developed over time.  They would probably reconsider their drinking habits in 

the time to come, as a result of the BI.  The parents screened positive expressed 

reflections on their former or actual excessive use of alcohol.  The recollection of 

earlier stages in life was brought up, reconsidering and reinforcing the decision 

on their current use of alcohol.   

 

3. Reflections continue and develop over time  

In general, at re-interview, the parents did not have a clear recollection of the BI 

that took place three months earlier, but they had all reflected on different as-

pects of the content.  The reflections focused on their own use of alcohol, includ-

ing use of alcohol in the immediate network (family, relatives and friends).  The 

parents explained how they had become more aware of when and where and 

why they drink alcohol.  They began noticing and reflecting on how much alco-
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hol and in which situations they would drink alcohol and shared these reflec-

tions with their spouse, relatives or friends.  The parents who were screened 

positive expressed how the intervention had made them more aware of their 

use of alcohol and that they had reflected on their use of alcohol more often 

lately.  The BI had made them reconsider their own experience and history with 

alcohol and their decisions about reducing consumption or abstaining from use 

of alcohol.  

 

Discussion  

Main findings 

According to the parents’ perception and attitudes, the staff members were able 

to motivate the parents to participate in the BI, to make them feel safe and not 

‚cornered‛, and to convey a feeling of empathy and genuine interest in the par-

ents.   

MI is defined as ‚a client-centered directive method for enhancing intrinsic motiva-

tion to change by exploring and resolving ambivalence‛ (Miller & Rollnick 2002), 

p.47).  When MI is used in an opportunistic Brief Intervention there need not be 

any problem or behavioral issue presented or decided upon before the Brief 

Intervention takes place.  In this study, the topic of alcohol consumption habits 

was explored during the brief intervention.  Subsequently, the motivation was 

directed towards exploring and resolving a possible ambivalence during the 

intervention.  

The relation between the parent and the staff member performing the BI was 

considered important by the parents.  They felt they knew him/her and had a 

positive impression of the staff member since their child’s admission.  A core 

strategy in performing brief MI is choosing the right moment to ask for permis-

sion and to get client agreement to talk about the topic, to understand the 

client's concerns and circumstances and thereby promote a collaborative rela-

tionship with the parent (Emmons and Rollnick 2001;Miller & Rollnick 

2002;Rollnick and Heather 1992).  

When the parents meet an empathetic staff member able to engage in a con-

structive conversation, it seems that the parents discover new opportunities and 

resources to overcome obstacles in their lives by implementing changes.  This 

finding is consistent with the analysis by Faris et al (Faris et al. 2009) on MI 

from a client agency perspective.  They define Client Agency as the individual 

capability of engaging in recovering or self-healing activities.  A different aspect 

of self-efficacy is how the parents in a more reflective way consider the alcohol 

consumption of relatives and friends; the agency perspective is expressed in a 

parent explaining how the dialogue at the hospital was a ‚jump starter‛ to dis-

cussing a relative’s problem drinking.  

In the interviews, the parents expressed the feeling of, on the one hand, collabo-

rating with the staff, and on the other, feeling conscious, autonomous and self-

efficacious in choosing whatever change tactic suited their preferences. In the 

examples stated in table 2, this reinforcement of the decisions already made by 
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the parents’ about their use of alcohol was an outcome of the intervention that 

illustrates the concept of ‚self-healing activities‛.  Personality factors and inter-

personal tendencies can be explained by different abilities (or attitudes) among 

the nursing staff towards MI.  These aspects can possibly explain why a brief 

single-session intervention has a strong enough impact on the parents to last for 

three months. 

The positive attitude of the parents and their willingness to share their former 

and present relation to alcohol can be explained as a result of the parents' expe-

rience of being met with a spirit of collaboration and with empathy, respect and 

understanding from the nurse performing the BI.  These concepts are all core 

elements of the MI-spirit (Miller and Rose 2009;Miller & Rollnick 2002). 

 

Strengths and limitations 

It is important to bear in mind that the parents interviewed in this study came 

forward voluntarily.  It is plausible to think that only those parents that had had 

a positive experience of the BI would be likely to come forward for the inter-

view.  On the contrary, Table 3 shows an overall positive attitude towards the 

intervention.  Of the 779 parents that participated in BI, 441(54%) made a com-

ment.  Of these 441 comments, 37 (4.7%) stated negative comments like ‚waste 

of time (22)‛ or neutral comments like ‚not relevant to me, I don’t drink alcohol 

(15)‛.  A total of 384 (49.3%) parents commented positively on the intervention; 

126 of them made positive remarks due to alcohol abuse issues in their own 

families or networks.  What is interesting, though, is that also the parents that 

were screened positive (had alcohol issues) wanted to participate in the inter-

views.  This stresses their need for, or wish to continue the conversation or ex-

plain themselves more fully.  The extent of addiction in those screened as hav-

ing a risk of an alcohol problem was not an issue in the interviews.  Establishing 

a fair share of parents screened positive and negative respectively, served to 

validate the findings, as experiences and attitudes represented both groups of 

parents. 

This study did not define the extent of the risk of having an alcohol problem, 

except the definition of being ‚at risk‛ or ‚not at risk‛.  The purpose of the 

study was not to conduct therapy on the parents.  The objective was to explore 

the feasibility of discussing the matter with the parent(s), and by introducing an 

empowering perspective, to make them reflect and thus decide whether to 

change their habits. 

 

Detailed findings 

The parents participating in this study expressed a feeling of genuine interest 

from the staff members, of meeting empathy, of collaboration, of being res-

pected as an autonomous and self-efficient person.  These concepts are all con-

sistent with the core components of the MI-spirit, indicating that essential con-

cepts of MI were used in the BI.  MI is described as a simple method and easy to 
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administer.  Despite this fact, applying MI to a clinical setting represents a dra-

matic shift in the way staff usually communicates with patients; typically they 

have the role of being providers of information, expert advice and guidance.  

Achieving the whole range of MI skills takes time and extensive training, even 

though the basic MI-skills and strategies can be learned in a short training 

course (Resnicow et al. 2002).  An important component of the efficacy of MI is 

integrating the spirit of MI along with the more technical skills of Motivational 

Interviewing (Miller & Rose 2009). To be collaborative rather than authoritarian, 

evoking the parent’s own motivation instead of installing it, as well as honoring 

the client's autonomy, is crucial.  Miller and Rose emphasize that individual 

feedback and supervision is important to continuously improve communication 

skills.  In this study, the nursing staff members had access to feedback and su-

pervision throughout the intervention period.  Even though steps were taken to 

decrease barriers, these issues, combined with the shift from the staff’s traditional 

training in providing expert information and counseling towards the more client-

centered approach might influence the number and quality of the BI performed.   

 

Implications for clinical practice and future research  

The participating parents in this study welcomed the BI regarding their lifestyle 

and did not mind discussing this, indicating that barriers towards lifestyle top-

ics can be overcome.  Even though the results from this study cannot be genera-

lized, the general structure can be transferred to comparable contexts in differ-

ent clinical settings.  Motivational Interviewing is a simple and inexpensive 

communication method that can be applied to any context and practice by any 

nursing staff member.  In this study, MI was used in a single and very short 

encounter and in an opportunistic manner focusing on alcohol consumption.  

Given the positive outcome, a similar intervention could be implemented as a 

standardized routine intervention in any setting and with any patient or citizen.  

It could expand to include more sessions.  The method fits well into any health 

practitioner’s encounter that implies a health-promotive perspective aiming at 

enabling the patient or citizen to act.  It is essential and crucial, though, to focus 

on and upgrade staff members’ communication skills and to offer supervision 

when implementing health-promoting initiatives in any health care setting.  

The qualitative approach has created insight into an unknown area, thus offer-

ing a more substantial platform regarding insight into and knowledge of par-

ents’ opinions that can be of use as a basis in future studies.  Further research is 

needed to standardize procedures for Brief Alcohol Interventions, as well as 

clinical controlled studies to analyze the effect of a standardized procedure for 

Brief Interventions.  

 

Conclusion and practice implications 

The overall lessons learned from this study were that  



 

113 

 

1. Parents did not mind discussing their lifestyle habits in connection with 

having their child admitted to hospital; some parents even expected it 

and suggested further and similar initiatives. 

2. Motivational Interviewing proved efficient in getting parents of children 

in the hospital to talk about and reflect on their alcohol-consumption ha-

bits. 

3. The effect of motivational interviewing on the parents' perceptions and atti-

tudes seems to last beyond the first months after the single intervention took 

place. 

Concepts consistent with the spirit of MI were detected in the parents as they 

spoke about their experiences and perceptions.  They felt autonomous and res-

pected and in a collaborative partnership with the nursing staff.  The parents 

felt genuine interest in them as parents, and in their children’s well-being.  This 

resulted in a more self-efficient and confident commitment to talking about 

one’s own alcohol habits and possible behavioral changes. 

It is important to reinforce initiatives regarding behavioral changes on lifestyle 

problems in a clinical setting. It is essential to stress the significance of the 

context in which the Brief Intervention is introduced and the importance of 

training, as well as offering qualified supervision. 
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Tables 1 - 3 

 

Table 1:  Thematic guide to interview with parents 
Theme Content 

Socio-demographic  Age, marital status, children, living conditions, network, 

education and employment 

Alcohol Parents use of alcohol in childhood, own debut, use of 

alcohol in youth and adulthood, considerations of future 

use of alcohol 

Brief Alcohol Intervention Description of the dialogue and relevance knowledge 

gained from SBI, reflections during or after SBI, has SBI 

caused changes, general opinion of the intervention 

Health behavior in general Nutrition, physical exercise, smoking, alcohol 

Health promotion and prevention What areas are considered most important in relation to 

you and your family, what is important in the future 

The staff performing SBI Relation to staff, ambience of SBI 

Comments  

 

 

 

 

Table 2: Examples of statements  

Theme Statements 

Experiencing 

respect and 

genuine 

interest from 

the staff 

”It’s a splendid idea and I don’t mind, the dialogue fits perfectly with having a new-born baby and 

then thinking about  your drinking habits and the  possible  need for altering them, and since you’re 

in the hospital anyway, I think it is a perfect opportunity. It is prudent to reflect upon it….I got a little 

surprised, but then they explained it to me and I thought it was OK; the dialogue is an eye-opener to 

facing the responsibility you take on when having a child (female, screened negative).  

” The dialogue was OK; I did not feel they had a hold on me. It was not intimidating, and it was nice 

to be able to expand upon my views rather than answering a specific question. The topic is very 

relevant, and I have not wondered about being asked, because I think it is connected; my alcohol 

habits do affect him [the baby.]” (female, screened positive) 

”It was presented in such a way that I did not perceive that they suspected me of having a drinking 

problem. No pointed fingers. It was very pleasant, because she seemed genuinely interested and she 

made me think, but she also got me to talk. And when you talk, you think less of your inhibitions 

about the topic… (Male, screened negative) 

”…at first, I thought they had the idea that I drank. We have alcohol issues in the family and the issue 

is brought up now and again…She was just great to talk to, it was like we’re talking now…about my 

points of view … (male, screened positive) 
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Brief 

Intervention 

causing 

reflections on 

own use of 

alcohol  

”I started to think of my own use of – and relation to - alcohol, and what it means to me…that was 

fine…” (Male, screened negative) 

“The dialogue made me reflect, and if a had had a problem, I believe the dialogue might have caused 

a revelation…I think the dialogue can make a mother of a new-born baby think, and change her 

lifestyle….You don’t give it much thought in everyday life, but the dialogue made me consider how 

much we drink during the week and how we use alcohol in general – that’s exactly when I thought of 

that.” (female, screened negative)  

“Next time I pour a glass of wine, I will probably think about the dialogue and what it does to my 

children, because it was brought up… (Female, screened negative) 

“I used the dialogue as a means to talk to my mother in-law about her abusive alcohol habits 

afterwards; I used it to jump-start that conversation.” (Female, screened negative) 

”It [the dialogue] provided food for thought. I was reinforced in my decision, that my child shall not 

be exposed to alcohol the way I was. I have put away alcohol for the sake of my child, and the 

dialogue made me reflect upon that decision once more, reinforcing my decision.” (Female, screened 

positive). 

“The dialogue made me aware of my actual use of alcohol and how it has developed lately.” (Male, 

screened positive) 

 

Reflections  

continue and 

develop over 

time 

“The dialogue will pop up when I open a bottle of wine…I have been more aware of it lately.” (Male, 

screened positive) 

 “I have given it a lot of consideration. The impact of my own history has become clearer to me, and 

made me more sure of what I want and what I do not want. And it has become clearer to me, how 

people around me use alcohol.” (female, screened positive)  

”Back in time, I did not give it much consideration, how much I drank…I have done my share of 

drinking and driving…not that I am proud of it…I think about it a lot now, the safety of  my 

family…It maybe took me by surprise, but…I think about  it a lot more than I expected..”(Male, 

screened Positive)  

 “I got a different angle on some of our familiar troubles….there was nothing new to it, but I haven’t 

considered them for a long time, and I found it positive to bring it up and get some new angles to it. I 

really appreciate the hospital’s effort and their inconvenience in conducting the dialogues.  I believe 

that everybody, in general, would benefit in some way from taking part in discussions about their use 

of alcohol… (Male, screened negative). 
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Table 3 – 779 Parents’ comments on Brief Alcohol Intervention 

 

 

 

 

 

 

 

 

 

 

 

 

 

Spontaneous comments (N=779) Number (%) 

Positive: Good project in  a children’s unit; relevant; fine initiative; necessary for 

families with children; important; you should ask more 

258 (33.1) 

Important: Alcohol abuse in close family 95  (12.2) 

Important: Am abusing alcohol myself 10  (1.3) 

Important: Used to abuse alcohol  21  (2.7) 

Not relevant: I never drink alcohol 15  (1.9) 

Negative: Waste of time, unnecessary, no one would answer sincerely to that, etc. 22  (2.8) 

No comments 358 (46) 

Total 779 (100) 
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Abstract: 
Motivational interviewing overcome alcohol-related barriers in nursing 

 

The purpose of this study was to gain knowledge on how motivational 

interviewing would prepare staff to overcome personal and professional 

barriers when dealing with parents’ alcohol consumption habits in a paediatric 

clinical setting. 

The methodological approach is qualitative, using a phenomenologic and 

hermeneutic perspective. Through 12 interviews with the staff members, their 

understanding, experience of and attitudes to brief alcohol intervention is 

obtained, including a reflection of personal reservations or reluctance towards 

the intervention.   

The staff members perceive and experienced the project very positively, and 

found the health promoting initiative regarding parents’ life style habits 

especially focusing on alcohol consumption habits a relevant and important 

topic in a children’s hospital setting. Personal reservations were detected. 

Application of MI to clinical practice must focus on training and skills practice 

and on evaluation of professional behaviour change processes including self-

efficacy monitoring in the staff members. 

Keywords 
Brief alcohol Intervention, Motivational Interviewing, paediatric unit, 

qualitative research, parental attitude 
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Introduction 

Alcohol is the third most significant risk factor for ill health and premature 

death in the EU, behind tobacco and high blood pressure. In the EU, one in six 

adults drinks at hazardous or harmful levels, defined as at least 40 g alcohol per 

day for a man and 30 g for a woman (World Health Organization & Regional 

Office for Europe, 2009a). Excessive use of alcohol affects close relatives, and 

especially children are susceptible to their parents’ excessive use of alcohol. In 

the United States, it is estimated that one out of every four children is living 

with an adult who has an alcohol problem (Grant, 2000). Although brief advice 

has proven to be a cost–effective, evidence-based treatment method, less than 

10% of the hazardous and harmful drinkers are identified and less than 5% of 

those who could benefit are offered brief advice (World Health Organization & 

Regional Office for Europe, 2009b). A systematic review of hospital screening 

studies for high-risk alcohol consumption found a prevalence of positive 

screens from 16 - 26% (Roche, Freeman, & Skinner, 2006).  

 

Background 

 

Parental alcohol use in families – impact on children 

Children in families with excessive alcohol use constitute a high-risk group. 

Substantial alcohol consumption (by adults) has a damaging influence on a 

child’s development and can affect the child emotionally, cognitively, socially 

and physically (Christoffersen & Soothill, 2003; Mundt et al., 2003; Flynn, Cain, 

O'Mahen, & Davis, 2006). These children tend to have frequent contacts with 

general practitioners and are admitted to hospital more often due to accidents, 

incontinence, persistent headaches, stomach aches, nausea, muscle and skeletal 

pain or infections (Flynn et al., 2006; Christoffersen & Soothill, 2003; Wilson & 

Knight, 2001; Wilson et al., 2008). 

When children are admitted to hospital with blurred psychosomatic 

symptoms that need unravelling, the symptoms may originate from alcohol-

related problems in the family. Several studies highlight that admission of 

children is an opportunity to detect parents' excessive use of alcohol, to inform 

and educate the parents or intervene if necessary and ultimately prevent the 

development of further alcohol abuse in the family (Wilson et al., 2008; Wilson, 

Sherritt, & Knight, 2006; Mundt et al., 2003; Sharma, Llewelyn, & Jureidini, 

1999). An Australian study screened 7.8% of 193 parents positive for excessive 

use of alcohol by structured interviews in a paediatric emergency department 

(Sharma et al., 1999). An American study screened 11.5 % of 929 parents 

positive for problematic alcohol use by an anonymous, self-administered 

questionnaire in a paediatric primary care clinic (Wilson et al., 2008). Flynn, et 

al (Flynn et al., 2006) screened 7 % of mothers of children aged 7 years and 

younger positive for alcohol use problems. Bjerregaard, et al screened 11 % 

parents of admitted children positive for risky alcohol behaviour by brief 

alcohol intervention using Motivational Interviewing (MI) and screening by 
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CAGE-C (Bjerregaard, Gerke, Rubak, Host, & Wagner, 2010). All studies 

concluded that there is an undetected prevalence of parents with risky alcohol 

behaviour, and that parents were generally willing to talk about their alcohol 

consumption habits.  

 

Screening and Brief intervention (SBI) 

Systematic screening is a preliminary procedure that aims to identify people 

with risky use of substances or dependency (Babor et al., 2007). Brief 

intervention, aiming to mobilize a person’s own resources for change is 

empirically proven to work well in relation to life style problems, including 

alcohol issues (Miller & Rollnick, 2002; Burns, 1994; Kaner et al., 2007; Britt, 

Hudson, & Blampied, 2004).  

Brief Intervention studies using the communication method Motivational 

Interviewing (MI) has reported better results than traditional counselling, 

especially regarding life style changes (Bradley, Bush, McDonell, Malone, & 

Fihn, 1998; Bien, Miller, & Tonigan, 1993; Rubak, Sandboek, Lauritzen, & 

Christensen, 2005; Dunn et al 2001). MI has been proven effective in dialogues 

as short as 15 min., and studies show that the professional level of the 

counsellor has found no significant impact on the result (Britt et al., 2004; Rubak 

et al., 2005). MI was found to be cost-effective when compared to traditional 

advice by Neighbors, et al ( 2010), presenting a good public health value. 

Furthermore, there are no reports on negative side effects using MI (Rubak et 

al., 2005; Britt et al., 2004). 

Brief interventions are described as ‚opportunistic‛ when they attempt to 

identify and modify risky alcohol behaviour in persons who are not seeking this 

advice.  

Studies on SBI has primarily focused on GP´s and psychologists performing 

it, although nurse-delivered BI is recognized as a legitimate nursing role that 

has not yet been defined (Hyman, 2006). Studies have reported SBI training for 

nurses in primary care settings as a potential resource to provide Brief 

Interventions, but it is essential that they have positive attitudes towards the 

addiction area, as well as skills and knowledge (Lock, Kaner, Lamont, & Bond, 

2002; Aalto, Pekuri, & Seppa, 2005; Peltzer, Seoka, Babor, & Obot, 2006; 

Vadlamudi, Adams, Hogan, Wu, & Wahid, 2008).  

 

Assumptions in the clinical setting 

Low intervention rates by hospital staff are explained by lack of professional 

skills and knowledge about alcohol abuse treatment and lack of appropriate 

communicative skills concerning life style matters (Mundt et al., 2003; Lock et 

al., 2002; Griffiths, Stone, Tran, Fernandez, & Ford, 2007; Burns, 1994).  

Personal attitudes towards excessive use of alcohol on the part of the clinical 

staff may cause problems to be ignored or expose the patient to judgmental 

behaviour (Mundt et al., 2003; Howard & Chung, 2000). Personal attitudes may 
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originate from one’s own alcohol consumption habits, alcohol abuse problems 

in one’s own network or genuine consideration for the child, lack of time, 

insecurity, or fear of reactions when discussing alcohol habits (Hadida, Kapur, 

kway-Jones, Guthrie, & Creed, 2001; Beich, Thorsen, & Rollnick, 2003). In a 

survey of hospital staff, Raistrick, et al (Raistrict, Russel, Tober, & Tindale, 2008) 

found that doctors and nurses did not consider it their role to deal with 

patients’ substance misuse problems. 

Monras, et al (Monras, Mondon, Ortega, & Gual, 2005) found that Identifying 

hazardous drinkers could result in earlier detection, as patients are usually 

referred for treatment at a very late stage of addiction, causing more severe 

consequences for the patients and their families and personal networks. 

 

Aim 

The aim of this study is to explore and interpret the staff members’ perception 

and experience of the process of training and performing opportunistic SBI with 

parents of hospitalised children. In addition, it attempts to gain knowledge of 

how to reinforce health-promotive and alcohol abuse preventive initiatives 

regarding behaviour changes on lifestyle problems in a paediatric clinical 

setting.  

 

Design 

To explore the purpose of the study, a p qualitative approach was applied by 

use of  phenomenological and hermeneutic inspired research methods.  

Through interviews with 12 staff members who delivered Screening and Brief 

Alcohol Intervention, knowledge of their understanding, experience of and 

attitudes towards the delivery of the intervention was obtained, including a 

reflection on factors causing personal reservations or reluctance towards the 

intervention.  

 

Methods  

 

The intervention 

The study was performed in two paediatric units at a University Hospital. The 

participants were all parents with a child admitted to the Department of 

Paediatrics, H. C. Andersen Children's Hospital, Denmark, in the period 1 

September 2007 to 31 November 2008. The children were admitted either to the 

neonatal care unit for infants below one month of age or to the general medical 

unit for children aged 1 - 16 years.  During one year, all parents with a child 

admitted were offered a brief alcohol intervention focusing their alcohol habits, 

and were subsequently screened for risky alcohol behaviour. 

The staff members performed the Intervention based on the Motivational 

Interview (MI) principles (Miller & Rollnick, 2002) and screened the parents for 

risky alcohol behaviour using CAGE-C, a 6-item screening tool assessing risky 

alcohol behaviour (Zierau et al., 2005). Prior to the intervention, the project was 
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introduced to the entire children’s hospital staff. All staff members were invited 

to informational meetings that presented facts about use of alcohol and how its 

use by adults affects the physical and psychological health of their children. 

Fifty-six staff members from the two project units received a 5-day training 

course in MI, focusing communication exercises and alcohol-related knowledge. 

They were offered daily supervision and coaching throughout the intervention 

period.  

 

The interviews 

Over a period of 4 weeks at the end of the intervention period, all staff members 

who had been performing SBI were invited to take part in an interview, thus 

selected at purposely due to their experience with SBI.  The staff members were 

given an information sheet containing details and written consent, and by 

returning a signed form with contact information, they agreed to take part in 

the interview. The inclusion continued until data saturation was met, as 

described by Kvale & Brinkman(Kvale & Brinkman, 2009). Qualitative 

interviews were completed with twelve staff members. 

The interviews were carried out in a quiet office at the hospital. Semi-

structured interviews following a thematic interview guide allowing new 

viewpoints to emerge, based on key issues prevalent in the research literature 

and from the theory basis for Motivational Interviewing. The thematic guide 

was also inspired by results from initial focus group interviews with the staff 

before the project started, which disclosed the expectations for the project and 

baseline knowledge. Apart from information on socio-demographics, the 

reflections and experience of the interventions and the staff performing them, 

and reflection on health promotion, alcohol abuse prevention and health 

behaviour in general was discussed during the interviews. The interview 

focused on recollections and reflections regarding the health-promoting 

dialogue and the staff performing it.   

For content of the thematic guide, see box 1. 

The twelve individual interviews were audio-taped; they varied from 55 to 

115 minutes in duration.   

 

Data analysis 

Data was entered into the software programme Nvivo8, for structuring and 

coding of data. The analysis follows the descriptive phenomenological method 

by Giorgi (Giorgi, 2009) and the meaning-condensing method described by 

Kvale & Brinkman (Kvale & Brinkman, 2009). In order to understand the 

informants’ phenomenological reduced statements, hermeneutic interpretations 

of the results of the condensed themes are carried out following Kvale & 

Brinkmans description of interpretation contexts.   

Reliability and validity were attempted throughout the study, including 

interviewer reliability and validity of interpretations. Dialogic validation of the 
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qualitative analysis was performed randomly throughout the analysis. A 

common understanding was established during the interview by the 

interviewer, who asked the informant directly if the content of the conversation 

was correctly understood to prevent misconceptions (Malterud, 2003). In the 

analysis, the validation is performed in the relevant context of interpretation 

according to Kvale and Brinkman’s recommendations.  

 

Ethical issues and approval 

This study follows the recommendations in the Declaration of Helsinki (WHO, 

1964) and was presented to the Ethical Committee of Science of the Region of 

Southern Denmark. 

Informed consent was given by all study participants. All personally 

identifiable data were kept safe and confidential following general 

recommendations (Danish ethical counsil, 1999). The study was not considered 

to strain the parents or children unnecessarily as participation was optional. 

The methods applied are known and acknowledged in Danish clinical practice. 

 

Results 

 

Twelve staff members were interviewed, nine registered nurses, two nursing 

assistants and one pedagogue. They were between 32 and 57 years old (average 

age: 46 years), had been educated for 5 - 36 years (average of 20 years) and been 

employed at the children’s hospital for 2 - 28 years (average of 13 years). 

The staff’s experience of performing the health-promoting dialogue and their 

understanding, experience of and attitude towards the SBI is presented in three 

themes. The themes ‚Personal outcome of the MI training course‛, ‚Reflecting upon 

parents’ reactions to SBI‛, and ‚Personal reservations and reluctance towards the 

project‛, emerged as the most important themes for further analysis and 

interpretation to explain the staff’s perceptions and attitudes.  

 

Personal outcome of the MI training course  

The informants expressed a general impression of having gained personally by 

mastering the MI communication method. A sense of satisfaction resulted from 

the dialogue with the parents, which proceeded in a different, yet much more 

constructive and elaborate way than before. Initially, most members of staff 

experienced a feeling of insecurity and inadequacy performing the dialogues, 

and felt the pressure of high expectations from the project leader and 

colleagues. This feeling declined as the intervention period went on and more 

personal experience in performing the dialogues was obtained.  

A side effect of the training course has been the staff considering and 

reconsidering their own alcohol consumption patterns, they have become more 

aware of their own drinking habits, habits they did not reflect on or give much 

consideration earlier. 

Examples of statements appear in box 1 
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Reflecting upon parents’ reactions in the dialogues 

All informants experienced a positive reaction when invited the parents to take 

part in the dialogue. They reflected that if a parent felt secure, and a trustful 

and confident relation was established, they could bring up any topic and 

discuss it. They experienced that the parents showed interest in the dialogue 

and found it relevant to bring their lifestyle habits into question, as relating to 

the admittance of their child to the hospital.   

Posters informing about the project were located throughout the units, 

making the project very visible. Most parents had read them and were prepared 

for the request by the staff, and many parents were expecting it. Some were 

even asking about it if no one brought the subject up.  

The number of parents who screened positive for risky alcohol behaviour  

(11 %) (Bjerregaard et al., 2010) was surprising for the staff members. The 

overall expectation was that only a few parents with alcohol problems would be 

detected through the screening. Their impression was, that many of the parents 

had relatives or colleagues with risky alcohol habits and that this issue or 

concern turned out to focus the dialogue, for example, how to handle the child 

visiting grandparents that drinks a lot. Some parents did not drink alcohol at 

all, but explained how they were brought up with parents who drank 

excessively, causing many problematic situations and negative consequences 

for them in their childhood.  

Some parents used the dialogue as an opportunity to discuss their teenage 

child’s alcohol debut, or found it relevant to discuss alcohol in more general 

terms according to their own professional status. In that respect, the staff 

members found the brief alcohol intervention to be relevant and rewarding in 

many respects. 

Some parents had problematic alcohol habits that were unknown to the staff 

before the dialogue took place, but was revealed during the dialogue. The 

hazardous alcohol consumption habits in the parents came as a surprise to the 

staff that had no idea of excessive alcohol behaviour in the family prior to the 

dialogue. Experiences like these have caused the staff to reflect upon the fact 

that no one can decide the content of a dialogue beforehand, and that it does 

not make sense to leave it to the staff to decide the limit for sensible topics to 

bring into discussion. That limit should be decided by the individual parent. 

Examples of statements appear in box 1 

 

Initial reluctance and personal reservations towards the project 

Even though a more positive attitude towards the intervention was expressed 

by all interviewees, a number of reservations were disclosed. The informants 

considered the project a good idea and relevant for their clinical practice, but 

also recollected colleagues being hesitant, as they commented on the topic of 

alcohol consumption patterns as being something very private and taboo. Some 
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staff members denied the idea that some parents of admitted children used 

alcohol excessively, and that the project would not be relevant for them to take 

part in.  

The interviewed staff members outlined a range of difficulties experienced 

during the intervention. They agreed that the individual staff member’s own 

social background, childhood and upbringing may cause a person to be reticent 

about participating, or directly avoid performing the dialogues. When 

explaining this lack of personal engagement, some of them were vague about 

their reasons for not engaging more actively in the dialogues. They did, on one 

hand, acknowledge and accept the fact that some staff members did not 

appreciate the MI method, and for that reason performed none or very few of 

the dialogues. On the other hand, some felt embarrassed on behalf of their 

colleagues that consideration for the wellbeing of the children seemed to be less 

important than their own personal attitudes and lack of will to perform the 

dialogues.  

 

Lack of confidence in their own skills turned out to be a major barrier for some 

of the staff members. Some thought they lacked knowledge of alcohol-related 

issues such as drinking limits and treatment, and some felt they had not gained 

enough routine in practicing MI. 

Some informants expressed very humble attitudes and very little faith in 

their own capacity towards discussing alcohol related issues. Even though they 

had performed a large number of dialogues, the fear of hurting fragile parents 

and not knowing how to act if they expressed need for further help was very 

distinct and a great concern. This concern would imply that the staff member 

did not perform the dialogue with a parent considered fragile or frail. 

Some staff members expressed the feeling of not being in control of the 

situation during the dialogue. As the staff members are used to control the 

content of a conversation with parents in informing or counselling, they felt 

themselves in a state of limbo performing MI. Except for the topic alcohol habits 

as the point of departure of the conversation, the content of the dialogue would 

only become apparent in the situation according to evoking the parents’ 

statements. Along with practicing MI in a way that they did not feel they 

mastered satisfactorily, it caused general uncertainty, hesitation and a feeling of 

being exposed to judgement amongst the other staff members. 

Even though all staff members experienced a positive attitude from the 

parents, and a general willingness to participate in the dialogues, a fright of 

negative reactions from parents when introducing the topic alcohol persisted. 

Some staff members felt that alcohol use was a private matter and not 

something they should be asking about. 

Some interviewees admitted to the fact that they avoided asking certain 

types of parents to participate, parents that for some reason were considered 

‛problem parents‛. 



 

131 

 

There was a broad and well-established consensus throughout the units 

about the importance of the project and of giving the intervention high priority.  

Despite that consensus, the intervention was often the first task to be assigned a 

lower priority in case of busyness.  Lack of time and resources to perform the 

dialogues have been the most common explanation as to why a dialogue was 

not performed. Examples of statements appear in box 1. 

 

Discussion 

 

Main findings 

The purpose of this study was to gain knowledge on how motivational 

interviewing would prepare staff to overcome personal and professional 

barriers when dealing with parents’ alcohol consumption habits in a paediatric 

clinical setting. The interviewed staff members considered SBI a legitimate task 

and a convenient nursing role, and of great relevance to their work in the 

children’s unit. The intervention addresses a range of the problems and 

symptoms in the child and fits into the health promotive and preventive access 

to nursing practice. The intervention was systematic and opportunistic, 

meaning that the parents had not complained about or asked for advice or help 

concerning alcohol-related problems when the staff approached them. Contrary 

to what the staff anticipated, most parents agreed to participate in the 

preventive dialogue, after they had received oral and written information about 

the project.  Very few (1,4 %) declined due to the topic of alcohol (Bjerregaard et 

al., 2010). This finding is consistent with similar studies, showing that parents 

do not mind and are generally willing to talk about their alcohol consumption 

habits (Flynn et al., 2006; Wilson et al., 2006; Sharma et al., 1999). In a random, 

controlled trial in a paediatric setting, Ammentorp, et al (Ammentorp, Sabroe, 

Kofoed, & Mainz, 2009) studied the effect of a communication course on 

parents’ perception of care and found indications that parents experienced the 

communication more positive in dialogues with staff who had accomplished a 

communication course. The staff members in this study felt empowered and 

more competent by the training course and from increased knowledge and 

from mastering the communication method MI. This finding is consistent with 

Fitzgerald, et al (Fitzgerald, Watson, McCaig, & Stewart, 2009), who studied the 

impact of a training course in MI for community pharmacists to deliver brief 

interventions on alcohol issues. 

Even though enhanced communication skills seem to affect both staff and 

parents in a positive way, changing professional behaviour does take more than 

just a training course. Applying MI to a clinical setting does represent a 

dramatic shift in the way the staff members usually communicate with the 

patients, namely as providers of information, expert advice and guidance. 

Introducing the method Motivational Interviewing (MI) implies a change in 

professional behaviour. An important component of the efficacy of MI is 
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integrating the spirit of MI, beside the more technical skills of Motivational 

Interviewing (Miller & Rose, 2009). To be collaborative rather than 

authoritarian, evoking the parent’s own motivation instead of installing it, and 

honouring the clients’ autonomy are crucial components that will prompt the 

parents towards feeling genuine interest from the staff, of meeting empathy, of 

being respected as an autonomous and self-(sufficient) person. Achieving the 

whole range of MI skills takes time and extensive training, even though the 

basic MI-skills and strategies can be learned over a few days’ training course 

(Resnicow et al., 2002). 

In order to be able to make change happen in the parents, there needs to be a 

change in the professional behaviour of the staff (see box 3). Change is 

including a process of gaining knowledge, considering own ambivalences, 

reflecting and practicing in order to change attitudes, beliefs and confidence 

levels, induced by willingness and a motivation to enter into the process. To 

enhance staff members to integrate the spirit, Miller and Rose emphasise that 

individual feedback and supervision is important to continuously improve 

communication skills (Miller & Rose, 2009). In this study, the staff members 

were taught MI and general knowledge of alcohol issues through a 25 session 

training course. They had access to daily, continuous feedback and supervision 

throughout the intervention period, based on recommendations from similar 

studies. This was considered important by the authors, as barriers towards 

addressing the topic of alcohol to parents have been an issue in the basic 

training course in MI. Apparent difficulties in changing one’s professional 

behaviour was demonstrated in the skills training sessions of the MI-training 

course. Even though the staff members were offered a range of supportive 

initiatives, they still felt they needed backup when performing MI in the 

dialogues. Lack of role support is crucial and may cause nurses to lose 

confidence in their own capacity to care, even though they possess a broad 

professional experience, education, communication training and increased 

knowledge (Ford, Bammer, & Becker, 2008). However, more interviewees 

admitted to the fact that they had not been aware of or taken advantage of the 

coaching and supervision offered, thus not making it possible to assess the 

outcome of these initiatives. Even though steps were taken to decrease the 

impact of barriers, these issues, combined with the shift in the staff’s traditional 

training in providing expert information and counselling, towards the more 

client-centred approach as described by Resnicow et al (Resnicow et al., 2002), 

might influence the number and quality of the dialogues performed.  

 

Reluctance and personal reservations towards the project 

No staff member rejected the idea of their involvement in SBI even though 

initial doubt and scepticism was expressed about the project and its relevance 

for the children’s unit. They all agreed that health staff members are 

appropriate persons to deliver brief alcohol intervention and that health 

prevention and health promotion is an area that deserves more attention. 
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Although there was a general spirit of positive attitudes towards the 

intervention, a number of personal barriers were detected through the 

interviews. 

Lack of self-esteem seemed to be present somehow in every other interview 

and gave rise to great concern, as it caused the staff to refrain from performing 

the brief intervention in some cases. Even though access to knowledge, to 

coaching and supervision was offered in various ways and in all shifts of the 

working hours throughout the intervention period, this remained a problem 

highlighted by the interviewees. A reluctant attitude may be rooted in a deeper, 

personal, unpleasant feeling when approaching the parents. Some staff 

members were unsure whether they would be able to help the parents with 

their potential problems before even talking to them about alcohol issues. Aalto 

et al (Aalto, Pekuri, & Seppa, 2003) studied health staff attitudes through focus 

group interviews and found lack of self-confidence as one of six obstacles to 

perform brief alcohol interventions. They suggested that strict demands in 

performing the intervention may cause a lack of self-confidence, and suggested 

leeway for health professionals to perform it in a more creative way. The whole 

idea of working more health promotion and prevention into a hospital setting 

calls for different skills that staff members are not used to applying in a clinical 

setting. Using MI in brief interventions implies leaving more room for the 

parent to decide the content of the dialogue, and the staff member may feel a 

loss of control in doing that. The opportunistic approach is more explorative 

and is not based on an actual, present problem. The staff members are used to 

informing, instructing and advising parents, often about difficult topics. The 

difference in this case is that the encounter does not have a fixed starting point. 

The staff members may find it easier and more justifiable to talk to parents 

about alcohol issues if there are symptoms in the child or other findings relating 

more directly to parents’ excessive use of alcohol. This is consistent with 

findings in Aalto el al (Aalto et al., 2003).  

The interviewees expressed the assumption, that a colleague who grew up in 

a family with excessive alcohol habits was believed to have a different 

underlying groundwork for delivering brief alcohol interventions than others. 

They did not assess the difference or consider who would perform better; only 

commented to an assumption that they had experienced great individual 

differences in how the health staff approached the parents and acted in the 

health-promoting dialogues. Selleck et al (Selleck & Redding, 1998) studied 

knowledge and attitudes towards substance abuse of registered nurses 

employed in perinatal nursing. They found the nurses to have limited 

knowledge about perinatal substance abuse, and that they held more punitive, 

negative attitudes than positive, supportive attitudes towards the parents. 

However, nurses having a personal or family history of substance abuse were 

positively correlated with increased knowledge and expressed more positive 

attitudes This indicate that increased experience and knowledge regarding 
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substance abuse in one’s own family or network induces more positive 

attitudes towards parents with like problems. Nurses in non-specialist areas 

were found to have more negative attitudes towards substance abusers than 

nurses who have actively chosen to work with substance abuse (Grafham, 

Matheson, & Bond, 2004). This is a barrier that must be identified and 

processed, as it is essential that staff members have positive attitudes towards 

the addiction area, as well as skills and knowledge (Lock et al., 2002; Aalto et 

al., 2005; Peltzer et al., 2006; Vadlamudi et al., 2008). 

There may also be a gender issue involved. Lock & Kaner (Lock & Kaner, 

2004) found that nurses provide Brief Interventions to patients in a more 

consistent way than general practitioners (GP’s), but were more reticent about 

including and advising female risk drinkers because they felt uncomfortable 

advising patients who are similar to themselves. This issue was not a subject in 

the interviews but would be interesting to explore, as most health staff 

members are female and the parent that more often accompanies an admitted 

child is the mother. Following the hypothesis, the health staff would have many 

opportunities to deliver brief alcohol interventions to even more potential 

hazardous drinkers. As women are the fastest growing group of excessive 

drinkers (Birath, DeMarinis, & af, 2010), action should be initiated to prevent 

future health problems for women and for their children.   

Despite the broad and well-established consensus throughout the units about 

the importance of the project, it was assigned a lower priority in case of 

busyness, lack of time and resources. The staff argued for their abilities to make 

professional assessments and to prioritise, but these were never elaborated or 

further described. A similar paradox is described by Huntley, et al (Huntley, 

Patton, & Touquet, 2004), who studied the attitudes towards alcohol in 

emergency room doctors who were trained in alcohol issues. They found that 

more than 90% considered early intervention important and a part of their job, 

but failed to screen more than 50% of the patients, due to lack of time etc., 

reasons very similar to those found in this study.  Lock, et al (Lock et al., 2002) 

studied nurses’ attitudes and practices regarding brief alcohol intervention. 

They suggested the framework for involving nurses in alcohol-related work by 

promoting an evidence-based approach to nursing practice; the fact that SBI is 

based on a rich evidence base (Rubak et al., 2005) was never a part of the 

arguments and did not seem to be an issue in terms of evaluating or making the 

professional assessment. The good intentions seemed to oppose the daily 

routines, revealing little attention to evidence-based nursing practice or an 

underlying common ambivalence towards the project that becomes an 

unspoken consensus.  A barrier established in the staff in common is probably 

very hard to overcome, as it becomes part of the workplace culture. 

 

Limitations 

This study is explorative and qualitative in nature, is limited in participants and 

the findings are subsequently not to be generalised. Furthermore, it does not 
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reflect the views of all staff members in the two children’s units.  It presents a 

range of individual, subjective opinions and experiences and cannot make 

definite statements about the persons who expressed these attitudes. However, 

the study gives insight to an area that was little known and illuminates areas of 

interest for future studies. 

The demographic profile reveals that interviewees are a group of very 

experienced staff members primarily in the age group of 40-60 years. The 

design of the study allowed only half the employed staff members to take part 

of the training program due to the economic restrictions of the project. To 

respect the daily routines, workload and continuity, the unit leaders decided 

who would participate; the participants turned out to be the older segment of 

the staff members. In that way, the group of interviewees reflects the group of 

staff members delivering the brief alcohol interventions, but does not reflect the 

entire group of staff members. This may have biased the statements in the 

interviews. Steps to further investigate the quality of the dialogues has been 

taken by videotaping dialogues and subsequently analysing them using the 

Motivational Interviewing Treatment Integrity Manual (MITI) version 3.0 

(Moyers, Martin, Miller, & Ernst, 2007) and qualitative interviews have been 

conducted to assess the parents perspective (unpublished data). 

 

Implications for the clinical practice 

In order to realise the beneficial effects for the patients concerning brief 

intervention delivery, nurses are the most cost/effective option in implementing 

SBI for excessive drinkers as a routine task in a clinical setting (Kaner, Lock, 

Heather, McNamee, & Bond, 2003). In doing that, this study implies that it is 

essential and crucial to qualify and upgrade staff’s communication skills and to 

offer supervision when implementing health-promoting initiatives in any 

health care setting. Rassoul (Rassoul, 2005) proposes the use of ‚the model of 

change‛ to change professional practice in the process of implementing new 

evidence-based practices to enhance nursing practice. The model of change by 

Prochaska et al (Prochaska, DiClemente, & Norcross, 1992) is a part the 

theoretical framework in MI.  According to box 3, a change in professional 

practice is a prerequisite for changing parental behaviour. A greater focus on 

the process of how the staff members adhere to Motivational Interviewing and 

subsequently change their professional practice according to ‚the model of 

change‛ may enable us to understand whether nurses have the readiness to 

change, to implement new methods in their clinical practice, and to be more 

accurate in knowing where to enhance the process.  

Even though the results of this study do not allow us to generalise to a 

broader setting, the general structure does transfer to comparable contexts in 

different clinical settings. The qualitative approach has created insight into an 

area that very little was known about, thus offering a more substantial platform 

regarding insight and knowledge into staff members’ opinions that can be of 
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use as a point of departure in future studies. Further research is needed to 

implement standardised procedures for interventions such as Screening and 

Brief Interventions, as well as clinical controlled studies to analyse the effect of a 

standardised procedure for SBI. 

 

Conclusion 

 

In general, the staff members perceived and experienced the project very 

positively, and found the health-promoting initiative regarding parents’ life 

style and habits relevant and important in a children’s hospital setting. They all 

gained new skills and insight from the training sessions and experienced a new 

and more in-depth contact with parents, by employing the skills of Motivations 

Interviewing.  

Mastering the full range of MI-techniques takes time and practice, since this 

way of communicating is very different from that of provider of information, 

the role that staff members are more used to playing.   

Lack of self-confidence turned out to be a possible barrier and should be 

dealt with, as important parental problems or issues may be overlooked. 

Gender issues may be causing distortion, as issues around risky alcohol 

behaviour are more openly discussed in male populations. As risky alcohol 

behaviour is a growing problem in the female population, this should be taken 

into consideration in the clinical practice. The discussion indicates that female 

drinking problems are often disguised and not addressed, as female staff 

members have reservations addressing these issues with mothers of admitted 

children. 

Despite training, coaching and supervision, the difference in personal 

interest or reticence levels among staff members may result in inequality in 

knowledge and skills that are needed to deliver brief alcohol intervention. The 

discussion suggests that more attention should be paid to implementing 

changes in professional attitudes. Before inducing changes in parents’ 

behaviour, changes in the professional attitudes and behaviour must happen. 

Successful experiences will lead to overcoming barriers like lack of self-

confidence; a less restricted and demanding intervention script may allow that 

to happen. 
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Legends 
Box 1 Thematic guide to interview with staff members 

Theme Content 

 
Socio-demographic  Age, education and employment 

 

 
SBI, the training course Description and reflections of training course and of 

implementation of project. What was easier / harder to 
overcome 
 

 
SBI, the dialogue Description of the dialogue, relevance of asking parents 

considering alcohol when child is admitted, knowledge 
gained from SBI, reflections during or after SBI, has SBI 
caused changes in own use of alcohol or is it likely to 
happen, general opinion of the intervention 
 

 
Health behaviour in general Nutrition, physical exercise, smoking, alcohol, own 

experience and attitudes to. 
 

 
Health promotion and prevention What areas are considered most important in general 

and perception of how they influence children in 
particular; what are important areas to focus on in the 
future 
 

 
The staff performing SBI Perception of colleagues adaptation of the project  and 

sharing experiences using MI. Ambience in group of staff 
members performing SBI 
 

 
Comments 
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Box 2 Examples of statements in derived themes 
Theme Statements 

 
Personal  
outcome of the 
MI training 
course 
 

 
”If it can benefit the children, then we must work with our personal opinion... I think” 

"... it is about changing our habits ... when we apply MI we get other matters up, and it has 
been very rewarding ... it's a different approach ... precisely in those difficult situations ... it has 
something to do with finding out, gee, what does the mother think? 

"... it was not exactly the first time, maybe second or third time I used MI, when I felt something 
different happened in the conversation, and I thought "yes!" It was so good because I could tell that 
(laughter) the whole atmosphere, it had completely risen" 

"The training course led people to... including me ... to find out: What do we actually consume 
of alcohol in a week or a month?” 

 

 
Reflecting 
parents’  
reactions of 
SBI 
 

 
"Most have been positive ... I have sometimes been quite surprised that they've wanted to share 
these things with me, as has been incredibly private, and ...So I really thought: This is great ": 

"… the father had a heavy drinking habit, and... I was thinking a lot about how we should go 
about it ... I was afraid that he would refuse to talk to me. But he would like to attend... during the 
conversation, he was a initially opponent, but he was pretty honest and open, I sensed… and there 
was an alright tone. Moreover, it was nice to try…. " 

"I've had conversations where I had no idea that there were problems around alcohol, where it 
suddenly just poured out of a father, about his problems. I thought that there you see what the 
facades can hide… Afterwards, when someone says we are going too close, then I think that we do 
not determine whether it is going too close. That we cannot decide that on behalf of the parent”  

"So the barriers that we thought parents had, we can beat an abundantly clear through. They 
have not! They believe we know what is relevant to the child's hospitalization... they want the best 
for their children ... there is nothing that is too dangerous to talk about. " 

"… to start with they often just watch themselves, because it is taboo… and they may be 
unsure how they are met when they tell about a family secret, which was secret until just now ... 
when they meet us, without preaching or condemning, then they are not lying. But we must be 
present in the conversation and have created the trust and confidence” 

"... it's ... to step over privacy boundaries ... I've probably moved me a little because it's 
thumping important, but ... you're nervous about whether they get angry. " 

 

 
Personal  
reservations 
and reluctance 
towards the 
project 
 

 
"I was very negative; I thought that we will never get the parents to answer. ... If they really had a 
problem ... they would not want to tell us about it ... because maybe they were afraid we would ... 
take the children from them or something. Threaten them as parents. There is a taboo surrounding 
alcohol, thus ". 

“... it was a mouthful ... Some nurses have massive problems themselves, from their childhood 
and upbringing and things like that ... It is not everyone who wants to do it. One thing is that all are 
trained in motivational interviewing, but it is not all that will perform it ... If you do not like it... It 
makes me quite embarrassed… they do not feel experienced and are nervous about getting started 
... so they delay it ... I have done so myself. There are some who barely begun ...” 

"... I thought ... whew ha - what do I really know about alcohol and side effects and what it 
means for a family... Now if they ask about something I cannot answer... And what are the 
consequences when you drink so much? I think that I should have a professional knowledge about 
alcohol, which I do not really think I had... people with such problems are…fragile persons, who 
need help. And here am, an amateur, and they need someone who can really do it the right way... 
There I think ... what an amateur for those who need some decent help.... That kept from doing it, 
yes. " 

 "Many find it hard to cope with this.  It is a barrier to someone that you do not have the answer, 
the solution clear. Feeling exposed and lacking control in such a conversation. " 

 "Some of my colleagues think that it was simply going too close. That it was too private. 
Moreover, how often did we discover problems? I think it is obvious, when we do not ask for it ... I 
think that ... it was my colleagues' own fear of contact, because I've discovered that there is not 
anyone who takes a negative view.” 

"We are professionals, we must give priority in everyday life, sometimes we choose not to 
perform the intervention if time is short… in those cases, the alcohol project is not considered 
important…” 
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Box 3: Where change must happen to change practice 

 

   Staff members qualified by basic training course in MI 

       
   Changed professional behaviour in staff members 

         
   Staff uses MI in dialogues, focusing the parents’ alcohol consumption patterns 

         
  Change in parents’ attitude (reflections) to own use of alcohol  

         
  Change in parental behaviour   

 Inspired by Rubak (2005) 
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14. Annex 

Annex 1:  Detection and intervention for children of parents with alcohol  

abuse [Opsporing og indsats over for børn af forældre med 

alkoholmisbrug] 

Annex 2:  Questionnaire 

Annex 3:  Training Course 

Annex 4:  Information sheet to parents 

Annex 5:  Information, details and written consent form parental interviews 

Annex 6:  Interview and re-interview guide parents 

Annex 7 :  Interview guide staff members 

Annex 8:  Construction of interview guide 
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14.1 Detection and intervention for children of parents with 

alcohol abuse 
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Opsporing og indsats over for børn af forældre med alkoholmisbrug -  
et tværfagligt og tværsektorielt samarbejde mellem Odense Universitets Hospital 

(OUH) og den etablerede alkoholbehandling i Fyns Amt 

 

Baggrund 

I efteråret 2003 besluttede Chefgruppen på OUH at udbygge hospitalets forebyggelses- 

og sundhedsfremme indsats ved etablering af tre forskningsbaserede modelprojekter. 

Projekterne blev udformet i overensstemmelse med OUH’s forebyggelsesstrategi og 

havde det mål at opspore og intervenere overfor negative helbredseffekter af tobak, 

alkohol, usund kost og fysisk inaktivitet  

 

Etablering af modelprojekterne blev yderligere præciseret i OUH’s udviklingsplan 

2005-2007, hvor placeringen af et forebyggelsesmodelprojekt i tilknytning til HC 

Andersen Børnehospital i form af et center for livsstilsbetingede sygdomme blev 

beskrevet. Centret skulle etableres i en projektorganisering og benævnes Forebyggelses- 

og Sundhedsfremme Centret (FSC). Indsatsen vedrørte såvel sygdomsspecifik som 

generel forebyggelse og sundhedsfremme. 

 

I april 2005 åbnede HC Andersens Børnehospital på Odense Universitets Hospital. Her 

blev bl.a. forskningsaktiviteter vedr. forebyggelses- og sundhedsfremme opprioriteret, 

og der blev etableret et ”Forebyggelses- og Sundhedsfremme Center” (FSC), hvor der 

bl.a. skulle satses på at afsøge evidensen for en systematisk indsats overfor den negative 

effekt af livsstilsfaktorerne tobak, alkohol, kost og motion med fokus på at koordinere 

patientforløb imellem hospitalet og kommunerne.  

 

Indsatsen i FSC rettede sig mod livsstilsproblemer. Dels blev der satset på problemer, 

der passivt tilføres barnet, som følge af f.eks. forældres alkoholmisbrug, dels på de 

problemer, som børn og unge aktivt påfører sig selv ved eksempelvis at spise forkert 

eller have et umådeholdent stort alkoholforbrug. 

 

Forebyggelseskonsulent Else-Marie Lønvig (EML) og alkoholkonsulent Lene Sjöberg 

(LS) fra Forsknings- og MTV- afdelingen på Odense Universitetshospital beskrev 

nærværende projekt på baggrund af et systematisk litteraturstudium: Opsporing og 

indsats overfor børn af forældre med alkoholmisbrug (Bilag 1 og 2).   

 

Det var projektets mål, at integrere systematisk screening af forældres alkoholforbrug i 

alle patientforløb i det kommende HC Andersen Børnehospital. Screeningen rettede sig 

mod indlagte børn på børnehospitalets afsnit. De forældre som blev vurderet at have 

alkoholproblemer blev tilbudt en forebyggende samtale med alkoholkonsulenten 

efterfulgt af tilbud om korterevarende terapeutisk intervention med motivationssamtalen 

(MI). Alternativt kunne henvises til behandling i Alkoholbehandlingscentret i Odense. I 

alle tilfælde var det overordnede sigte at styrke forældrenes kompetencer i relation til 

forældrerollen, så børnene indirekte blev støttet ad denne vej. Hos børn med særlige 

behov for støtte blev der lavet underretning til de sociale myndigheder. 
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EML og LS ansøgte om projektmidler og projektet blev støttet med 250.000 kr. og 

600.000 kr. fra henholdsvis Sundhedsstyrelsens restpulje 2004 og Socialministeriets 

Pulje til indsats på alkoholområdet i 2005. LS blev ansat som projektleder og gik 

derefter i samarbejde med EML og ledelsen på Børneafdelingen i gang med at 

introducere ledere og nøglepersoner i Børneafdelingen til projektet (Bilag 3).  

 

I 2006 blev Lene Bjerregaard (LB, den kommende Ph.d-stud.) ansat og sammen med 

EML og LS blev undervisning af personalet iværksat. 

  

LS kompetenceudviklede derefter personalet i motivationssamtalen gennem 

undervisning og supervision (Beskrivelse af hovedoverskrifterne i undervisningens 

indhold i bilag 4).  

 

I alt 59 medarbejdere (læger, sygeplejersker, social- og sundhedsassistenter og 

pædagoger) i Børnehospitalet modtog hver 30 timers undervisning i MI med integreret 

træning og opfølgende supervision.  

 

LS og LB lavede i fællesskab en efterfølgende vurdering af udvalgte kursisters MI.-

kompetencer vha. kodningssystemet MITI.  
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14.2 Questionnaire 

 
 
 
 
 
 
 

Forebyggelsessamtale  
afd. H3 og H6  

2007 - 2008 
 

 

 
 
 
 
Hvis du har spørgsmål eller brug for yderligere information til 
projektet, så ring eller skriv til 
Projektleder Lene Bjerregaard, tel. 6541 xxxx, e-mail 
lene.berit.lydersen.bjerregaard@ouh.regionsyddanmark.dk 
Projektmedarbejder Lene Sjôberg, tel 6541 2023, e-mail 
lene.skov.sjøberg@ouh.regionsyddanmark.dk  
 
Der udfyldes et skema pr. forældre – rød til Mor, Grøn til Far 
 

mailto:lene.berit.lydersen.bjerregaard@ouh.regionsyddanmark.dk
mailto:lene.skov.sjøberg@ouh.regionsyddanmark.dk
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Den motiverende samtale. 

At arbejde sig frem til forandring 

 
 

Motivationssamtalens ånd 

Udforskning, samarbejde, autonomi 

 

Principper 

Udvis empati, tydeliggør diskrepans, gå med modstand, acceptér 

ambivalens, støt mestringskompetance.  

 

Strategier 

 Etabler kontakt og relation. Skitser tidsrammen.  

 Informationsudveksling (udforsk – tilbyd – udforsk).  

 Ambivalensbearbejdning (gode sider / mindre gode sider).  

 Tag emnet op / Bed om lov. (Sig: ‛ her på afd. taler vi med alle 

patienter om deres <.vaner. Er det i orden vi snakker lidt om 

det?) Vær enig om hvad I snakker om. Sig: ‛Jeg vil gerne tale 

med dig om <. Er det OK ? 

 Fremkald selvmotiverende udsagn (brug skaleringer) 

 Støtte til at tage beslutninger 

 Gør opmærksom på uoverensstemmelser mellem patientens 

faktiske adfærd og hans ønsker. 

 Vær nysgerrig, Lyt aktivt med refleksion.  

 

Færdigheder: Brug bekræftelser, åbne spørgsmål, refleksioner, 

opsummeringer.  

 

 

Lyt og reflekter. Opsummer 
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Skema til belysning af alkoholvaner - udfyldes i samarbejde med 
personalet og forældre 
 
Dato  Årstal  Løbenummer 
_________________________________________________________________  

Barn  
ID-kode________________ 
Indlæggelsesårsag_____________________________________________ 
Diagnose_____________________________________________________ 
Tidl. Indlagt af samme årsag?___________________ 
_________________________________________________________________ 

Forældre 
Køn (kryds af) kvinde mand 
Alder_____________ 
Relation til barnet (marker): Mor, far, plejemor/far, stedmor/far, adoptionsmor/far, 
andet? 
_________________________________________________________________ 

 
CAGE-C 
spørgsmål besvares med et kryds i den rubrik som forældre mener passer bedst         

        Sæt kryds 

                   Ja    Nej 

1 
Har du indenfor det sidste år følt, at du burde nedsætte dit 
alkoholforbrug ? 

  

2 
Er der nogen der indenfor det sidste år har "brokket" sig over, at du 
drikker for meget/ f.eks. samlever, børn, chef, arbejdskolleger, venner 
og bekendte) ? 

  

3 
Har du indenfor det sidste år følt dig skidt tilpas eller skyldig pga 
dine alkoholvaner  ? 

  

4 
Har du indenfor det sidste år jævnligt taget en genstand som det 
første om morgenen for at "berolige nerverne" eller blive 
"tømmermændende" kvit ? 

  

        Sæt kryds 

5 
Hvor mange dage om ugen bruger du 
alkohol ? 

0-1dag 2dage 3dage 4dage 5dage 6dage 7dage 

        Sæt kryds 

                 Ja    Nej 

6 Drikker du alkohol udenfor måltiderne på hverdage? 
 

  

7 Uanset dine svar på ovenstående, er du så interesseret i en samtale 
med Alkohol-enheden angående dit alkoholforbrug? 

  

 
Kommentarer___________________________________________________
_____________________________________________________________
_____________________________________________________________  

 

Ønsker ikke at medvirkemedvirke/begrundelse 

_____________________________________________________________   
 

Udfyldt af_________________________________________   Afd_________________________ 
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14.3 Training course 

  

Velkommen til 

Grunduddannelse i Motivationssamtalen (MI)  
- en ny og mere bevidst form for kommunikation 

 

 

 
 

 

Vi glæder os til at se dig til en arbejdsintensiv grunduddannelse i 

Motivationssamtalen. 

Undervisningen foregår alle dage fra kl. 9.00 – 15.00 på Patienthotellet. Der 

serveres let frokost, frugt, kaffe og the i løbet af dagen. 

 

Motivation er en forudsætning for at ændre vaner – og den skal komme fra 

individet selv. Gennem undervisning i den evidensbaserede 

motivationssamtale kan sundhedsprofessionelle kickstarte 

forandringsprocesser og fremkalde motivation for forandring hos andre.   

Motivationssamtalen er en patientcentreret, målstyret vejledningsstil, som 

udøves ved brug af terapeutisk kommunikation udviklet af psykologerne 

William Miller og Stephen Rollnick med henblik på at hjælpe mennesker til at 

motivere sig selv til adfærdsændringer.  
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Udøvelse af MI forudsætter at man tilegner sig simple, men stærke teknikker 

som hurtigt tilvejebringer et produktivt samarbejde med klienter og giver  

dem mulighed for at udforske deres egen motivation, ambivalens og 

modstand overfor forandringer og samtidigt baner vejen for at guide dem 

mod patientens ønskede adfærd. 

 

Mål, indhold og arbejdsformer 

 

Målet med dagene er, at du efter endt grunduddannelse er parat og 

motiveret til at anvende principperne, strategierne og færdighederne i 

Motivationssamtalen (MI). At du som deltager har fået en forståelse for 

‛ånden‛ i MI og kan være opmærksom på forandringsudsagn fra forældrene 

til indlagte børn, med henblik på at støtte dem i deres ambivalens.  

 

Indhold i Uddannelsen 

Præsentation og diskussion af viden om alkohol herunder 

 Forbrugstyper 

 konsekvenser af storforbrug og skadeligt forbrug 

 behandlingsstrategier 

 alkoholbehandlingssteder 

 pjecer og oplysning 

 

Præsentation af motivationssamtalen – historik og nyeste udvikling 

 Forskningsresultater og evidens  

 Motivationssamtalen: muligheder og begrænsninger 

 Grundlæggende færdigheder 

 Træning i kommunikationsfærdigheder 

 Naturlige forandringsprocesser: ’Den transteoretiske model’ 

 At skabe motivation for forandring: lytte, frembringe og forstærke 

forandringsudsagn 

 Diskrepans som baggrund for motiverende feedback 

 Ambivalens – en drivkraft og et centralt element i al forandring 

 Modstandsbegrebet og modstandshåndtering 

 Struktur i samtalen   

 Menu agenda – at definere indhold og struktur i samtalen 
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 Informationsudveksling – dialog i stedet for ’forelæsning’ 

 

Arbejdsformer 

Grunduddannelsen er en intensiv uddannelse med høj grad af egen aktivitet. 

Fokus vil være på at bruge det, du allerede kan i kommunikation og udvikle 

det videre. Vi lover dig muligheden for en alsidig debat, demonstrationer, 

praktiske øvelser og tid til refleksion over egen praksis og egne behov. 

Mellem dag 4 og dag 5 tilbydes deltagerne supervision i brugen af Den 

Motiverende Samtale af Træner Lene Sjöberg. Efter grunduddannelsen 

tilbydes supervision i forbindelse med at der afholdes samtaler med forældre 

i forbindelse med alkoholprojektet.   

 

Du får kursusbevis efter gennemført grunduddannelse.  

Nærmere program gennemgås ved uddannelsens start.  

 

Venlig hilsen  

 

Lene Sjöberg Underviser, Træner i MI og Lene Bjerregaard Ph.d.-stud. I 

alkoholprojektet  

 

Evt. afbud bedes meddelt snarest muligt til  

Lene.skov.sjøberg@ouh.regionsyddanmark.dk eller 

lene.berit.lydersen.bjerregaard@ouh.regionsyddanmark.dk 

mailto:Lene.skov.sjøberg@ouh.regionsyddanmark.dk
mailto:lene.berit.lydersen.bjerregaard@ouh.regionsyddanmark.dk
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14.4 Information to parents 

 

 

 

 

Pamphlet enclosed 
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14.5 Written consent 

Information til forældre 

 

Dette brev er til dig, der har et barn indlagt på afdeling H3 eller H6.  

 

Børneafdeling H på Odense Universitetshospital ønsker at styrke den forebyggende 

indsats indenfor livsstilsområdet, og på afd. H3 og H6 gennemføres i øjeblikket en 

videnskabelig undersøgelse om forældres alkoholvaner. Det er baggrunden for, at 

personalet på børneafdelingen har stillet dig spørgsmål om dine alkoholvaner i en 

forebyggelsessamtale i starten af dit barns indlæggelse.  

 

Som et led i et forskningsprojekt ønskes det belyst, hvordan forældre til indlagte børn 

oplever forebyggelsessamtalen, og om den har nogen betydning for dit aktuelle eller 

fremtidige forbrug af alkohol. For at vide mere om forældres overvejelser og erfaringer 

med at medvirke i forebyggelsessamtalen vil vi spørge, om du vil deltage i et interview 

hvor du har mulighed for at give din mening til kende om forebyggelsessamtalen.  

 

Interviewet kan efter dit ønske foregå før eller efter barnet udskrives; og kan foregå i dit 

hjem eller på Sygehuset.  Interviewet varer ca. 1 time – 1½ time og vil blive optaget på 

bånd for at lette den videre bearbejdning.  

Alle oplysninger behandles fortroligt og kun den person, der interviewer og som er 

ansvarlig for undersøgelsens gennemførelse, vil have adgang til data. Data 

anonymiseres, så der ikke er mulighed for at du på nogen måde kan genkendes, og data 

slettes når undersøgelsen er afsluttet. Personen der udfører undersøgelsen er ikke ansat 

på H3 eller H6 men på Syddansk Universitet. Det er frivillig at deltage, og du skal ikke 

forklare hvorfor du evt. ikke ønsker at deltage. Din beslutning om at deltage eller ikke at 

deltage får ingen indflydelse på den behandling du og dit barn modtager på afdelingen.  

Undersøgelsen er tilmeldt datatilsynet.  

 

Praktiske oplysninger i forbindelse med undersøgelsen: 

Hvis du vil være med i undersøgelsen bedes du skrive under på nedenstående 

bekræftelse og returnerer den i den vedlagte kuvert, der kan lægges i den interne 

postbakke på afdelingen, hvorefter du vil blive kontaktet af undertegnede med henblik 

på at lave en aftale for interviewets afholdelse.  

 

Vi håber du har lyst til at videregive dine erfaringer og oplevelser, da de vil bidrage til 

at yde forældre til indlagte børn en bedre og mere målrettet hjælp på de områder, 

forældre vurderer som vigtige, og til at justere den aktuelle praksis.  

Hvis du har spørgsmål til undersøgelsen er du velkommen til at kontakte os på 

nedenstående telefonnumre eller via E-mail.  
 

Med venlig hilsen 

 

Lene Bjerregaard   Lene Sjöberg   

Ph.d.- studerende, sociolog  Projektmedarbejder 

 

Enheden for Sygeplejeforskning,  

Klinisk Institut,    Telefon 6550 xx xx 

Det Sundhedsvidenskabelige Fakultet   mobil xx xx xx xx 

Syddansk Universitet    E- mail: xx@xxxxx.dk 
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Bekræftelse 

 

Jeg bekræfter hermed at deltage i et interview, efter at have modtaget ovenstående 

information både mundtlig og skriftlig. Jeg er informeret om at det er frivilligt at deltage 

og at jeg til enhver tid og uden begrundelse kan ændre mening om deltagelse, og om at 

min deltagelse i undersøgelsen ikke påvirker den lægelige behandling eller den støtte og 

hjælp mit barn og jeg i øvrigt modtager.  

 

 

Odense den  

 

 

 

Forældreunderskrift____________________________________ 

 

Jeg kan kontaktes på dette telefonnummer__________________, bedst 

kl.___________________ 

 

 

Lene Bjerregaard______________________________________ 
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14.6 Thematic guide to interview with staff members 

 
Theme Content 

 
Socio-demographic  Age, education and employment 

 

 
SBI, the training course Description and reflections of training course and of 

implementation of project. What was easier / harder to 
overcome 

 

 
SBI, the dialogue Description of the dialogue, relevance of asking parents 

considering alcohol when child is admitted, knowledge 
gained from SBI, reflections during or after SBI, has SBI 
caused changes in own use of alcohol or is it likely to 
happen, general opinion of the intervention 

 

 
Health behaviour in general Nutrition, physical exercise, smoking, alcohol, own 

experience and attitudes to. 

 

 
Health promotion and prevention What areas are considered most important in general 

and perception of how they influence children in 
particular; what are important areas to focus on in the 
future 

 

 
The staff performing SBI Perception of colleagues adaptation of the project  and 

sharing experiences using MI. Ambience in group of staff 
members performing SBI 

 

comments  
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14.7  Thematic guide to interview with parents 

Thematic guide to interview with parents 
Theme Content 
 
Socio-demographic  Age, marital status, children, living conditions, network, 

education and employment 

 
 
Alcohol Parents use of alcohol In childhood, own debut, use of 

alcohol in youth, adulthood, considerations of future use 
of alcohol 

 
 
SBI, the dialogue Description of the dialogue, relevance of asking parents 

considering alcohol when child is admitted, knowledge 
gained from SBI, reflections during or after SBI, has SBI 
caused changes in own use of alcohol or is it likely to 
happen, general opinion of the intervention 

 
 
Health behaviour in general Nutrition, physical exercise, smoking, alcohol 

 

 
Health promotion and prevention What areas are considered most important in relation to 

you and your family, what is important in the future 

 
 
The staff performing SBI Relation to staff, ambience of SBI 

 
 
Comments 
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14.8 Construcing interview guide 

Constructing interview guides, example: In light of the purpose of study and 

goals for interviews with parents, the interviews were structured in the 

following overarching themes 
 
Socio-demographic 
factors 

 
In the interview, the informant start to introduce themselves and the families they are 
part of. Launsø and Rieper (2005) and Kvale & Brinkman (1997) recommends that 
this part of the interview is well suited to either start or end with as the content is 
factual, real-life character who will get most people to relax in the interview situation. It 
begins with this part since there will be queried exploring the responses and the 
interview itself thus becomes smooth running. Objective: To create a socio-
demographic profile of the informants. 
 

 
Relationship to alcohol This theme suggests a description of how the parents themselves have grown up with 

alcohol, and their experience, perception, attitude and outlook on the future in relation 
to alcohol. This theme is illustrated on the basis of the available literature where 
excessive use of alcohol has strong cultural, physiological and psychological 
implications and of a impact over generations. (Christoffersen & Soothhill 2003, Mundt 
et al 2003, 2003 Nordli Wilson & Knight 2001). Exploration of this theme can 
contribute to an understanding of how and assumptions on which the informant's 
experience and attitudes are constructed, and to the conditions of life the informant 
living in and to an understanding of any lifestyle issues in the family. 
 

 
Current Health  
Behaviour 

Parents describing how they actually relate to personal and family health in general, 
from diet, smoking, alcohol and exercise, and any previous experience with the health 
care system. This theme will seek reflections on the health promotive dialogue and 
parents will be able to express a possible ambivalence and reflections on change, as 
described by Miller & Rollnick (2002). 
 

 
The Health promotive 
dialogue 

This theme is a continuation of the past, where the informant's experience and 
understanding of prevention conversation desired elaborated. In the background 
section (Nielsen et al 2006, Mundt et al 2003, Mundt and Kann 2000) and from focus 
group interviews, the staff’s personal perceptions of and attitudes toward alcohol was 
described as effective to form barriers and possible prejudices to talk with parents 
about alcohol. The informant's experience of the staff's role in the conversation is 
sought elucidated. Example of this is the theoretical pre-understanding of this theme, 
based on statements that parents do not mind to talk about their alcohol habits, and 
will not be perceived as a taboo if it is asked with respect and autonomy (Wilson & 
Knight 2001Roche et al 2006, Beich et al 2003, Miller and Rollnick 2004). 
Furthermore, searches for evidence of an effect of the SBI, if it has made parents 
reflect their own alcohol consumption and thereby induced motivation to change. 
 

 
Prevention and 
healthpromotion 

This theme gives the informant the opportunity, both on a physical but also on a more 
generalized plan that relate to lifestyle risk factors that may affect the child and thus 
have expressed the informant's practical but also more reflective understanding of and 
attitude towards these. In this theme, and experiences from prevention conversation 
may emerge as social constructions and reflections on past, present and future 
conduct in relation to lifestyle. 
 

 
Debrifing Allows to pursue spontaneous areas revealed in conversation as important to the 

preservation of the purpose of the interview, but was not incorporated as theme(Kvale 
& Brinkman 2009). 
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