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SUMMARY

Both chronic and acute alcohol or drug consumption have severe health consequences, alter the subject’s cognitive
functions and work performance and increase the risk of work-related accidents, for the worker and for third parties
(e.g., co-workers and other people subject to negative impact of worker’s actions). Limited scientific evidence has
suggested that some working conditions present in the health care sector (e.g., high levels of responsibility, competi-
tiveness, burnout, shiftwork, work-related stress) may favour alcohol and drug abuse. The aim of the present report
is to describe the problem of alcohol and drug consumption among health care professionals and to evaluate the prob-
lem of related fitness for work. The magnitude of this problem remains unclear; recent estimates have reported alco-
hol abuse and addiction problems in 1-14% and psychotropic, illicit and non-illicit, substance abuse in 6-15% of
health care workers. The prevalence of tranquilizer and sedative/hypnotic drug use is high, particularly among
physicians. However, it remains unclear whether the incidence of workplace accidents and injuries is higher among
drug abusers, and whether the statutory introduction of prevention programmes has led to actual control of this
problem in the workplace. Italian legislation identifies the occupational physician as a key figure to prevent psy-
chotropic substance abuse in some work activities, but some difficulties in its application remain. Legislators should
issue simple norms that clearly define the responsibilities and skills of each actor involved in safeguarding workplace
health and safety, as well as clearly outlining workplace monitoring procedures.

RIASSUNTO

«Il giudizio di idoneità nei lavoratori della sanità: stato dell’arte e suggerimenti operativi per la sua formu-
lazione e gestione in relazione all’assunzione di alcol e stupefacenti». L’assunzione cronica di alcol e sostanze stu-

Pervenuto il 14.12.2011 - Accettato il 27.2.2012
Corrispondenza: Dr. Luciano Riboldi, Clinica del Lavoro “Luigi Devoto”, Fondazione IRCCS Ca’ Granda Ospedale Maggiore Po-
liclinico, Via San Barnaba 8, 20122 Milano - Tel. 0255032651 - Fax 0250320131 - E-mail: luciano.riboldi@unimi.it

La Medicina del Lavoro

08-riboldi:08-riboldi  18-04-2012  11:30  Pagina 203



RIBOLDI ET AL

WHY FOCUS ON THE PROBLEM OF ALCOHOL AND

DRUGS CONSUMPTION IN THE WORKPLACE?

The chronic consumption of alcohol and drugs
is correlated directly or indirectly with a higher risk
of contracting a variety of diseases, including infec-
tious diseases [human immunodeficiency virus
(HIV), hepatitis B and C viruses (HBV, HCV),
tuberculosis (TBC)], psychiatric diseases, disorders
of the nervous system and sensory organs, respira-
tory and cardiovascular diseases, digestive system
diseases, and cancer (29, 32). The latest “Report by
the Ministry of Health to the Italian Parliament on
actions taken in accordance with Law 3.30.2001 n.
125 “Framework Law Dealing With Alcohol and
Alcohol-Related Problems” (Rome, 12.13.2010)
indicated that 20,000 fatalities per year (12,700
men, 4.4%; 7,300 women, 2.4%) in Italy are fully
or partially ascribed to alcohol consumption; 4.71%
and 2.79% of these fatalities, respectively in men
and females, are from cancer, 21.33% and 13.7%
from digestive system diseases, 31.54% and 21.67%
from unintentional accidents, and 17.24% and
14.34% from intentional accidents (24). To address

this problem, international organizations [e.g., the
European Regional Office of the World Health
Organization (WHO), the International Labour
Organization (ILO)] and national authorities
[Ministry of Health, Health Service Institute
(ISS), Anti-drug Policies Department (DPA)]
have allocated significant professional and eco-
nomic resources to the development, promotion,
and support of new campaigns for health promo-
tion, awareness, and education.
However, the high morbidity and mortality rates

do not constitute the first and only one reason for
the recent and formal involvement of Italian occu-
pational health physicians in these field even if
this would have been actually the most appropriate
one. In fact although smoking is a well-known dis-
ease and related mortality determinant and is even
more damaging to health than alcohol or drugs,
occupational physicians have not been involved to
the same extent and in only a few cases have they
addressed this problem in the workplaces. The rea-
son why the problem of alcohol or drug consump-
tion was drawn to the attention of occupational
physicians in Italy is because the chronic or occa-
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pefacenti è correlata ad un maggior rischio di contrarre diverse patologie ma altera anche le funzioni cognitive ed
operative della persona determinando condizioni di aumentato rischio di accadimento di infortuni non solo per il
lavoratore stesso ma anche per coloro che possono subire le ricadute negative delle sue azioni. Vi è evidenza scientifi-
ca, ancora limitata ma suggestiva, che alcune condizioni lavorative quali l’elevata responsabilità e competitività,
condizioni lavorative usuranti, lavoro a turni, stress, condizioni particolarmente rappresentate nel settore della
sanità, possano favorire l’uso di alcol e di sostanze stupefacenti. Sebbene il problema sia noto da tempo, gli studi fi-
nalizzati a definirne la dimensione sono pochi e con limiti metodologici: le stime più recenti indicano la percentuale
del personale addetto all ’assistenza con problemi di abuso o di dipendenza variabile dall ’1 al 14% per quanto
riguarda l’alcol, e dal 6 al 15% per quanto riguarda le altre sostanze psicotrope, illecite e non. Tra queste ultime va
considerato anche il consumo di ansiolitici e sedativi-ipnotici, risultato elevato in molte casistiche soprattutto nella
categoria dei medici. Non è ancora del tutto chiaro però se vi sia una dimostrata maggiore propensione tra coloro che
abusano di droghe ad incorrere in incidenti ed infortuni sul lavoro e se l’introduzione per legge di programmi di
prevenzione si traduca in un effettivo controllo del problema, almeno in ambito occupazionale. In entrambi i casi
l’esiguità dei dati ad oggi disponibili e la difformità con cui gli studi sono condotti rendono non agevole un confron-
to a posteriori sulla loro effettiva efficacia. La normativa italiana che regola gli interventi da attuare in alcune
particolari attività lavorative per contrastare l’abuso di sostanze psicotrope presenta ancora incertezze interpreta-
tive ma identifica comunque nel medico del lavoro una figura cardine per l’attuazione degli interventi preventivi.
Sarebbe però opportuno che il Legislatore definisse una normativa semplice ed armonica individuando con chiarez-
za responsabilità e competenze per ognuna delle figure coinvolte, definendo anche in modo chiaro le procedure da
applicare per effettuare i controlli all’interno delle realtà lavorative.
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sional consumption of these substances alters an
individual’s cognitive and operative functions, and
may produce conditions that increase the risk of
accidents. These accidents may impair a worker’s
safety and health, and negatively impact on third
parties (e.g., colleagues, direct or indirect service
users). It is the duty of employers to protect work-
ers’ and third parties’ safety and health by mini-
mizing job-related risks and the potential negative
effects of workers’ actions. The employers rely on
occupational physicians to assess such risks, to en-
sure the distribution of relevant information and
worker education, and to perform health surveil-
lance for the evaluation of job fitness.
Limited but suggestive scientific evidence has in-

dicated that a variety of working conditions, espe-
cially those in the health care sector, may favour the
use of alcohol and drugs because they are associated
with high levels of responsibility, competitiveness,
psychological demands, burnout, and psychosocial
organizational factors (e.g., rotating and/or overnight
shiftwork, extra work). Occupational physicians have
always addressed these issues by establishing a trust-
ing relationship with individual workers and seeking
to achieve the protection of both workers and third
parties, while also implementing health promotion
actions. These efforts may exceed the physician’s in-
stitutional obligations but are in accordance with his
professional function and competence.
Although specific legislative obligations concern-

ing alcohol and drug assumption control in the work-
places have been formalized in Italy (1, 6, 15), they
have not fully clarified the best approach to this prob-
lem; some issues of this legislation have not been
thoroughly defined and remain subject to differing
interpretations. Uncertainty is especially evident in
the health care sector; although health care workers
are forbidden to consume alcohol during work, health
surveillance is not mandatory. Employees’ blood alco-
hol concentrations can be monitored at an employer’s
request, but such data cannot be used in assessing the
job fitness of any health or social worker.
In the same way, although the monitoring of

drug consumption through health surveillance in
the workplace has been legislated in greater detail
for different work activities, such monitoring is not
mandatory for health care workers.

Article 41 of Law Decree 81/08, amended by
Law Decree 106/09 (7), introduced the mandatory
control of alcohol addiction and psychotropic or
other drug consumption, but has not defined the
conditions and modalities of such control.
In conclusion, considering the national legislative

regulations and application guidelines issued by re-
gional authorities (though the latter have differed
slightly from one another); in Italy at present health
surveillance with respect to alcohol and drug use is
neither mandatory nor admitted for health care
workers, and hence no fitness for work is requested
from the occupational physician for these workers
under these conditions. However we know that
such problems exist and that occupational physi-
cians have always dealt with them although they are
not allowed to use appropriate tools for their man-
agement, such as drug testing for example.

MAGNITUDE AND CHARACTERISTICS OF

ALCOHOL AND DRUG CONSUMPTION AT THE

WORKPLACE

Despite an increasing number of regulations, oc-
casional and/or habitual drug consumption contin-
ues to have a major social impact. The only interna-
tional estimate of the social and economic impacts
of such behaviour was made in the United States,
where the annual expense (including direct and in-
direct costs) was approximately $100 billion (17).
The United Nations Office on Drugs and

Crime (UNODOC) has reported a fairly steady
level of drug consumption internationally between
2006 and 2011 (29). In Italy, an estimated 6.2%
and 4.7% of the population aged 15-64 years uses
drugs on yearly and monthly bases, respectively (8):
1.3% of subjects have used heroin at least once in
their life, 4.8% have used cocaine, 22.4% have used
cannabis, 1.9% have used hallucinogens, and 2.8%
have used stimulants. Survey responses have indi-
cated that 0.35% of subjects used heroin, 0.9% used
cocaine, 5.3% used cannabis, and 0.22% used hal-
lucinogens and stimulants within the previous year
(8). Polyconsumption, or the simultaneous use of
different drugs and/or alcohol, should also be con-
sidered; for example, more than 50% of polycon-
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sumers use cannabis in addition to cocaine or hero-
in, and more than 90% of those who use cocaine or
cannabis also consume alcohol (8).
The prevalence data collected by the Anti-drug

Policies Department include workplace drug test
results. In a sample of 86,987 workers from differ-
ent sectors (not health care professionals) who took
first-level tests in 2010 the prevalence of positive
results was 0.63% (n=551). Second-level testing
confirmed drug use in 26.3% (n=145) of workers
with positive first-level test results, and 15.9%
(n=23) of these subjects were diagnosed as drug ad-
dicted. Cannabis was detected most frequently in
both first- and second-level tests (~66% of positive
cases), followed by cocaine (20-25%).
However, it remains unclear whether the inci-

dence of workplace injuries and accidents is higher
among drug abusers and whether the statutory in-
troduction of prevention programmes has led to
actual control of this problem in occupational set-
tings. These issues cannot be readily addressed
based on the currently available literature. Report-
ed results are often influenced by the different
laws regulating drug use in the countries under
study, and the conclusions reached by different au-
thors are often inconsistent. The number of acci-
dents attributed to alcohol or drug abuse (8-47%
of all accidents/year) has not been clearly demon-
strated to be a direct consequence of substance
consumption (11, 31). A direct causal link be-
tween substance abuse and workplace injury is
thus extremely difficult to establish. Anyway inter-
national data indicate that at least half of the acci-
dents that might result from substance abuse be-
haviour occur during driving, often with lethal
consequences; in the remaining 50% of cases, the
injuries are less serious (e.g., body trauma, colli-
sion with static objects) (5).
In a recent review that examined the impact of

substance use on occupational accidents (23) an as-
sociation between psychotropic substance use and
increased accident risk emerged. This association
was stronger for males and in some particular in-
dustries such as construction and manufacturing.
However, these studies have suggested that risk de-
terminants, such as a subject’s inclination to haz-
ard, are simultaneously a primary cause for sub-

stance abuse and for the hazardous behaviour. If
this proposed conflation is confirmed by further
investigations, the role of drug consumption must
be reconsidered within the wider scope of a sub-
ject’s behaviour, not solely as a risk factor for acci-
dents. On the other hand some authors have indi-
cated that abuse behaviour characterized by even
moderate substance consumption did not reduce
subjects’ working performance, but exposed them
to a higher risk of accidents only in the execution
of simple and repetitive tasks (9, 16).
The effectiveness of preventive programmes im-

plemented in the workplace on a company’s initia-
tive or by law must also be assessed. However, few
data are currently available and differences in study
procedures make the post hoc comparison of pro-
gramme effectiveness difficult. No reliable evidence
has established the ability of test-based monitoring
to achieve acceptable and permanent results in terms
of risk reduction (4, 28), although multidisciplinary,
company-mandated, preventive campaigns [employ-
ee assistance programmes (EAPs)] have demon-
strated a reduction in adverse events (20, 21, 30).
Thus, accumulating evidence suggests that si-

multaneous action on several fronts, including de-
terrent and prevention/education approaches (3,
27), can achieve a reduction in workplace accidents
due to substance abuse more effectively than a
merely deterrent approach, such as biological mon-
itoring (e.g., urine testing) (18). A multidiscipli-
nary approach would have a major impact because
it could also focus on subjects’ behavioural inclina-
tions. Moreover, some authors have argued that
such an approach would allow the effective and
structured management of problems identified at
the workplace but originating in a subject’s behav-
iour outside the workplace (19). To assess the ef-
fectiveness of such multidisciplinary experiences, a
sufficient observation period and an adequate
number of subjects are necessary.
Similar considerations can be applied to alcohol

consumption, which is widespread in Italy; in
2007, 3,300,000 males [20% of working-aged sub-
jects (25-65 years)] and 850,000 females (5%) ex-
hibited at-risk consumption patterns (non-moder-
ate consumption, binge drinking) according to
WHO criteria (32).
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THE PROBLEM OF ALCOHOL AND DRUG

CONSUMPTION IN THE HEALTH CARE SECTOR

Three issues must be considered to define the
real dimension and consequences of alcohol and
drug consumption in the health care sector: the
size of the population at risk, the probability of
event (work accident) occurrence, and the severity
of damage to oneself (biological or other injury)
and to others (diagnostic or therapeutic error). Es-
pecially in English-speaking countries the problem
of substance abuse among health care workers has
been well known for a long time (the first reports
date from the early 20th century ) (2, 12), but sys-
tematic investigations addressed to define its mag-
nitude are quite few and with methodological limi-
tations (2).
In 1984, Keeve (12) reported estimates varying

between 1% and 15% of physicians with addiction
problems, 10% of whom committed suicide be-
cause of this condition. The same author refers that
of 116 physicians treated in ad hoc detoxification
centers in California from 1972 to 1982, 92% were
men (modal age, 50 years), 57% were addicted to
alcohol, 27% were addicted to drugs, and 16% were
addicted to both. More recently other authors (22),
resuming also previous studies, estimated that 6%
of physicians had abused alcohol at least once in
their life, and 1.6% had done so in the past year.
Data on illicit substance abuse among physicians
have not been reported, but the rates of such abuse
have been stated to be similar to those in the gen-
eral population. They refer also a non-negligible
frequency of benzodiazepine (11.4%) and opiate
(14.6%) self-prescription within the past year,
which suggests the risk of abuse. A study of sub-
stance addiction among health care staff found al-
cohol addiction or abuse in 14% and drug addic-
tion or abuse in 7.5% of subjects; 26% of alcohol-
abusing subjects also used illicit substances (10).
These rates are similar to those observed in the
general population.
A recent study (14) compared the prevalence of

alcohol consumption among different health care
professionals, including physicians, dentists, nurses,
and pharmacists. Alcohol abuse was less prevalent
among these professionals than in the general pop-

ulation. Dentists had higher rates of alcohol con-
sumption than did other professionals, but alcohol
abuse by nurses may have a wider impact on the
population. The same authors published a subse-
quent study (13) that assessed illicit substance con-
sumption among physicians and dentists. A larger
proportion of dentists (9.8% in the past year, 6.2%
in the past month) than physicians (6.7% and
3.8%, respectively) consumed illicit substances; the
consumption rates among physicians were compa-
rable to those in the general population (6.5% and
3.4%, respectively). In particular, the prevalence of
marijuana consumption was much higher among
dentists than among physicians, and lower among
physicians than in the general population. Howev-
er, the prevalence of tranquilizer and sedative/
hypnotic drug consumption was clearly higher
among physicians.
In 2007, Baldisseri (2) reviewing the available

data from the literature emphasized that the exact
prevalence of substance abuse among health care
workers remained unknown. It is estimated that
approximately 10% to 15% of these workers have
probably used alcohol or drugs at some time during
their careers and approximately 6% to 8% of physi-
cians have substance use disorders and up to 14%
an alcohol use disorder (these frequencies are simi-
lar to those observed in the general population). In
contrast, physicians’ use of medicines, especially
opiates and benzodiazepine, is five times more
prevalent than in the general population. Substance
abuse is more frequent among men than among
women, who rather consume more alcohol than
medicines. Some areas of specialization (anesthe-
sia, emergency medicine, psychiatry) may be asso-
ciated with a three-fold higher risk of substance
abuse. The prevalence of benzodiazepine use is
higher among psychiatrists, while the prevalence of
marijuana and cocaine use is higher among emer-
gency workers.
No data are available for health care workers in

Italy. If we apply the prevalence of drug and alco-
hol consumption in the general population (aged
25-65 years) to the estimated 815,000 health care
workers in Italy (using data compiled from the ros-
ters of professional associations) and assume a
male:female distribution of 40:60, approximately
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90,000 workers may have alcohol-related problems
and approximately 55,000 workers may have drug
consumption problems. Similar values are obtained
when the estimates from the United States are ap-
plied: 114,400 (14%) for alcohol consumption and
49,000-65,000 (6%-8%) for drug consumption. In
both scenarios the number of involved workers is
not negligible.
Information on the possible impact of substance

abuse or addiction among health care professionals
in terms of injury to oneself and to third parties is
even more limited. Several cases of infection
(HBV, HCV, HIV) transmission from drug-using
health care workers (mainly anesthetists) to pa-
tients have been reported (25, 26), mainly during
surgical operations or exposure prone procedures.
However, these reports prompt thought and dis-
cussion about biological injury risk prevention
rather than opposition to substance use, because
drug addiction was the condition favouring the op-
erator’s infectious state rather than the cause of in-
jury and infection transmission. Thus, no currently
available evidence allows the assessment of the
probability of harmful event occurrence and the
severity of injury to oneself or others as a direct
consequence of psychotropic substance use.

POSSIBLE OPERATIONAL RECOMMENDATIONS FOR

THE FORMULATION AND MANAGEMENT OF

FITNESS FOR WORK OF HEALTH CARE

PROFESSIONALS

At present, in Italy occupational physicians are
not formally required to take any action regarding
alcohol and drug consumption among health care
workers, with the possible exception of blood alco-
hol concentration testing to monitor compliance
with the prohibition of alcohol consumption at
work. Further actions could be justified and sup-
ported by Article 41 of Law Decree 81/08, amend-
ed by Law Decree 106/09, which provides for
monitoring to eliminate alcohol addiction and psy-
chotropic and narcotic substance consumption
among workers. However, occupational physicians
find themselves caught between two strong argu-
ments, both in favour of protecting civil rights but

antithetical to one another: the maximization of
protection for workers and third parties, and the
protection of the operator’s privacy and profession-
al security.
Generally, legislation is assumed to solve such

problems by outlining clear, unequivocal, and bind-
ing behaviour. In this case, however, the legislation
is rather confusing and disorganized. Moreover, al-
though we have scientific evidence for the exis-
tence of the problem, we lack sound knowledge
about its magnitude and seriousness. We are thus
convinced that a realistic and effective solution
should not be sought by developing excessive legis-
lation, but by improving occupational physicians’
functions and practice. These professionals are in a
position to address a variety of problems by provid-
ing all involved parties (employers, workers, third
parties) with the tools and appropriate responses to
fulfill their personal and individual responsibilities.
Legislators must issue substantial and simple

norms forbidding the use of alcohol and psy-
chotropic and narcotic substances at work and the
performance of work duties under the effect of
such substances. They must also provide for the de-
tection of the presence of abuse and/or addiction to
protect workers and third parties by clearly identi-
fying and allocating the responsibilities involved
and the skills and procedures to be applied.
Here, we offer some suggestions for the revision

of the present Italian legislation. First, the legisla-
tion must provide a single list of work activities for
which the consumption of all psychotropic sub-
stances must be controlled. This list must account
for the real incidence and characteristics of injury
ascribable to such consumption by defining differ-
ent hazards for workers and third parties, and de-
fine different extents and frequencies of monitor-
ing based on these differences. Second, the legisla-
tion must clearly state that the employer shall pre-
pare a special document (possibly combined with
the risk assessment document) identifying all work
activities on the above-mentioned list that are pre-
sent in the workplace, and describing the monitor-
ing procedures implemented within his/her com-
pany. These procedures should include not only
testing, but also appropriate information distribu-
tion, education, and training. Third, the legislation
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must provide a list of specific jobs and activities,
carefully identified, for which the occupational
physician can decide (even though he is not bound)
to carry out biological tests; workers when request-
ed by occupational physician must undergo con-
trols. Fourth, the legislation should outline differ-
ent procedures for the assessment of alcohol or
drug addiction and alcohol or psychotropic/
narcotic substance consumption. The diagnosis of
addiction is necessarily constrained by strict
medico-legal definitions, whereas the assessment of
substance consumption requires the establishment
of a trusting relationship between the occupational
physician and the worker. Fifth, the legislation
should require the disclosure of a company’s moni-
toring procedures and the collection of monitoring
documentation from former employers before hir-
ing a new worker. Finally, self-employed workers
should be obligated to perform the same monitor-
ing as used for workers employed in the same sec-
tor, and to keep related documentation and present
it during official inspections.
These legal provisions should be supplemented

by instructions for implementation (guidelines
from national scientific organizations); the instruc-
tions related to alcohol and drug consumption
should be separate, updated periodically, and allow
occupational physicians to fully carry out their pro-
fessional duties according to scientific and ethical
principles. Under such legislation, occupational
physicians would not be required to conduct moni-
toring, but to assess (possibly including the use of
tests) the worker’s condition with respect to alcohol
and drug consumption. In this way, they could as-
sess workers’ job fitness according to criteria devel-
oped by scientific consent, and address problems
using approaches that protect mainly workers or
third parties according to the activities and jobs
considered.
At the same time, it is also important that occu-

pational physicians be allowed to implement vol-
untary health promotion programmes within the
framework of social responsibility. The European
Alcohol Action Plan 2000-2005 (WHO European
Regional Office) (32) advocates the promotion of
“anti-alcohol policies in the workplace, based on
education, prevention, early identification and

treatment.” However, such programmes can only
be implemented successfully if they are clearly de-
fined, shared with employers and workers, and ac-
tivated collaboratively and synergistically (not only
by the occupational physician) with the structures
concurring to its success, such as the Prevention
and Addiction Services of National Health Units
and the Occupational Health Hospital Services
(31). In this context, the primary aim is not merely
the designation of a specific section in the risk as-
sessment document, but rather the proposal and
implementation of an action plan that specifically
seeks to control and prevent substance abuse at
work.
The issue then becomes the appropriate design

of a health surveillance programme that meets
these specific requirements, keeping in mind that
the occupational physician’s role is not the investi-
gation and control of possibly illegal behaviour, but
rather the establishment of a trusting relationship
with the worker that targets prevention and health
promotion among workers and third parties.
Although many detailed operational plans are

available for the control of narcotics, few such
plans are designed to assess hazardous or harmful
alcohol consumption or alcohol addiction. In our
opinion, it would be useful to consider at least the
following factors in the development of such plans.

Alcohol case history supplemented by the
Alcohol Use Disorders IdentificationTest C

The Alcohol Use Disorders Identification Test
(AUDIT) is a 10-item questionnaire; the first three
items (AUDIT C) are sufficient to assess whether
the subject’s condition suggests hazardous drink-
ing. AUDIT C scores indicate whether the indi-
vidual’s consumption places them at risk; a score of
≥5 for men and ≥4 for women indicates possibly
hazardous alcohol consumption that requires the
evaluator to proceed with a brief intervention and
the administration of a full AUDIT.

Brief intervention

The brief intervention is a motivational inter-
view addressed to subjects with high or harmful
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levels of alcohol consumption. It provides informa-
tion about the hazardous or harmful risks associat-
ed with alcohol and allows the interviewer to make
ad hoc personal suggestions. The aim of the brief
intervention is to increase the subject’s awareness
of risks associated with alcohol consumption and
to provide him/her with tools that increase the
likelihood of and motivation for making changes in
his/her lifestyle and behaviour. A short follow-up
meeting may be necessary to monitor and support
the change.
During a brief intervention with a worker, it is

important to discuss the professional risks that may
develop due to alcohol consumption; the worker
should understand that alcohol, even in small dos-
es, increases the rate of workplace accidents and
morbidity and alters work ability. The interviewer
should also emphasize that recently implemented
norms for workers’ health and safety, which provide
for the assessment of blood alcohol concentration,
are based on our increased epidemiological knowl-
edge of the seriously harmful effects of alcohol
consumption, even in the absence of addiction.

Objective examination and biological testing

An objective clinical examination that includes
biological testing should always be performed to
evaluate medically detectable signs and symptoms
of alcohol consumption or addiction, regardless of
AUDIT C outcome. At present, no single labora-
tory test is sufficiently specific and sensitive to be
considered reliable (table 1). Thus, it is more accu-
rate to evaluate several biological markers, and to

understand the need to adjust the use of laboratory
tests in response to new scientific evidence.
Although the performance of these examinations

increases the work commitment and responsibility
of the occupational physician, it also offers an op-
portunity to better fulfill his/her professional func-
tion. The physician should not limit his/her action
to bureaucratic/administrative issues, but should ex-
pand his/her practice of modern occupational
health to include activities such as risk assessment,
health surveillance, fitness for work, informa-
tion/education provision, and management. An oc-
cupational physician must develop his/her technical
and scientific role as a global consultant to the em-
ployer and as a health promoter, and must take the
responsibility of addressing major ethical and social
issues pertinent to his/her profession for the benefit
of workers, companies, and society as a whole.

NO POTENTIAL CONFLICT OF INTEREST RELEVANT TO

THIS ARTICLE WAS REPORTED
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