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Executive summary 
 

• This study drew on a range of sources and used a variety of methods to evaluate an over 
50’s alcohol helpline.  This included listening to audio-recorded helpline calls.   
 

• The helpline provides a variety of interventions from single-session brief information, advice, 
signposting and crisis management, to multi-session behavioural counselling (the enhanced 
intervention).  It provides a standalone intervention for some and a pathway into treatment 
for others.   
 

• The helpline was accessed by almost 900 individuals including over 50’s calling about 
themselves (the majority of callers), family members and professionals. 
 

• A significant number of hazardous drinkers accessed the helpline, demonstrating its 
potential to reach people at early stages of problematic use.   
 

• A significant number of callers were classified as ‘possibly dependent’, many of whom were 
seeking help for the first time.  Given that this group have delayed seeking treatment until 
their problems are at an advanced stage, this suggests that the helpline might overcome 
barriers to treatment for this group. 
 

• A higher proportion of women and people from ethnic minority groups accessed the 
helpline service compared to traditional in-person alcohol services.  The discrete nature of 
the helpline service may have been particularly attractive to these groups. 
 

• Notable advantages of the helpline include the visual anonymity and perceived privacy of 
the service, people are actively seeking help and therefore motivated to change and help 
can be delivered immediately at the very moment the caller has decided to take action.  It 
can overcome individual barriers to treatment (e.g. time constraints, shame and stigma) and 
structural barriers (e.g. service location, operating hours).   
 

• Limitations of telephone-delivered support are that call handlers don’t have access to 
medical records and are unable to assess for signs of physical deterioration.  It is not 
appropriate for everyone and some people prefer face-to-face support.  Any telephone 
helpline is reliant on people themselves identifying their drinking as a problem. 
 

• The majority of practice we listened to in call recordings could be described as good 
practice.  Call handlers were skilled in developing a therapeutic relationship over the 
telephone.  Many callers gave unsolicited praise and thanks and some felt that the support 
that they received was better than the help they received from their local alcohol service.  
Some people who received the enhanced intervention said that they were drinking less and 
their lives had improved significantly.   
 

• There were some instances of less good practice such as the use of stigmatising language 
and not allowing callers to choose their own treatment goals.  Advice/interventions rarely 
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took account of the age of the caller.   
 

• This study adds to a growing body of literature which suggest that alcohol helplines attract 
people who cannot or will not access traditional in-person alcohol services and are effective 
for people with a wide range of alcohol problems from hazardous to dependent drinking.  
 

• To our knowledge, this is one of the first studies to show that alcohol helplines are effective 
with (and valued by) people aged over 50. 
 

• When considering these findings it is important to note some limitations. We were only able 
to listen to a small proportion of calls and these might not have been representative of all 
the calls.  There was no follow-up so we don’t know if reductions in drinking were 
maintained or callers who were signposted/referred to other services actually accessed 
them. 
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Introduction 
The over 50s alcohol helpline 
In 2014, a strategic partnership of six partners; We Are With You, Addiction NI, Drug and Alcohol 
Charities Wales, the Royal Voluntary Service, the International Longevity Centre and the University 
of Bedfordshire was awarded funding by the National Lottery Community Fund to develop, 
implement and evaluate a programme to prevent and reduce alcohol harm in people over 50.  The 
programme, which was called ‘Drink Wise, Age Well’ was delivered from 2015 to 2020 in 
intervention areas across the UK.  There was a tiered continuum of interventions of increasing 
strength but narrowing reach, ranging from the use of the mass media to educate over 50s about 
the harms of risky drinking, to providing an alcohol service for over 50s experiencing alcohol 
problems [1]. 

In November 2020, as the wider programme was coming to a close, Drink Wise, Age Well introduced 
a UK-wide, telephone helpline for people over 50 “actively looking to make changes to their 
drinking”.  The target groups for the helpline were:- 

• Anyone aged over 50 who was worried about their drinking. 
• Family member/concerned other of anyone aged over 50 problematically drinking. 
• Professionals and frontline staff seeking advice to help support someone aged over 50 

problematically drinking. 
 
The helpline was set up to offer:- 
 

• Alcohol awareness information.  
• Screening and brief intervention. 
• Enhanced intervention for those who wanted to learn behaviour change techniques. 
• Coaching support to help people identify their own goals and solutions. 
• Harm reduction advice. 
• Relapse prevention support. 
• Signposting to other supports and services. 
• Support to facilitate people into [alcohol] services through motivational 

interviewing/preparation. 
• Emotional support and a listening ear. 
• Out-of-hours and weekend support for people receiving alcohol treatment who need help 

when the alcohol service is closed. 
 

To the best of our knowledge, the Drink Wise, Age Well helpline was the first alcohol helpline to 
specifically target this age group.  The over 50’s approach was highly successful in the Drink Wise, 
Age Well programme.  The evaluation concluded that the Drink Wise, Age Well service model was 
“preferable to mixed-age services because it offered a combination of approaches that met age-
specific needs and focused on alcohol rather than alcohol and drugs” [1].   Developing a therapeutic 
relationship was found to be key to achieving a successful outcome for over 50’s with alcohol 
problems. 

The context in which the helpline was introduced 
The helpline opened on the 9th November 2020, at the start of the second wave of the COVID-19 
pandemic.  By this time, England, Scotland, Wales and Northern Ireland had all endured various 
restrictions to mitigate the impact of the pandemic including  legally-enforced Stay at Home Orders, 
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colloquially known as ‘lockdowns’, which lasted many months and banned all non-essential travel 
and contact with other people, shut schools, businesses, venues and gathering places.  The 
restrictions led to changes in the availability of alcohol, most notably the approximately 31-week 
closure of on-trade premises, such as pubs and restaurants, during lockdowns.  Further lockdowns 
and restrictions were introduced in each nation during the second wave, with restrictions easing 
from late February 2021 onwards.   

In July 2021, Public Health England published a review of alcohol consumption and harm during the 
pandemic [2].  It reviewed survey data which suggested a polarisation in drinking. Most people 
reported drinking the same volume and the same frequency as they did before the pandemic. 
Roughly similar proportions of people reported drinking more or more frequently and drinking less 
or less frequently.  People who reported drinking more during the pandemic than before tended to 
be heavier drinkers pre-pandemic.  Two polls of people aged over 50 found a similar pattern.  A poll 
by We Are With You found that 23% of respondents reported drinking more, 44% were drinking the 
same as before and 33% were drinking less or had stopped drinking [3].  A poll by the Centre for 
Ageing Better found that 32% were drinking more, 46% the same as before and 22% were drinking 
less or had stopped drinking [4].  The Centre for Ageing Better poll found that more men than 
women said they had drunk less during lockdown – the authors suggested this may have been 
because men are more likely to frequent pubs and other social spaces which were closed for much 
of the study period.   

A number of studies have sought to explain why some over 50s increased their alcohol use during 
the pandemic.  A qualitative study found that this was most commonly explained by lost 
responsibilities and removal of former constraints on their drinking [5].  Stay at home orders meant 
most of those still in employment began working from home and childcare for grandchildren paused. 
This meant there were more opportunities to use alcohol in their day-to-day lives.  Our own research 
explored the consequences of the pandemic and lockdown for over 50s who had an existing alcohol 
problem through qualitative interviews with people attending Drink Wise, Age Well services and 
staff who worked in them [6].  Interviews with over 50s showed that one of the key impacts of the 
lockdowns was increased isolation, especially among those living alone who did not have a network 
of family and friends. Some people increased their drinking to cope with this isolation while for 
others, it was the change from drinking in social settings (such as pubs) to drinking at home that led 
to an escalation of their drinking.   

Even before the pandemic, alcohol treatment services were considered to be “in crisis” as a result of 
cuts in public funding, rapid re-tendering cycles, loss of qualified staff and lack of political support 
[7]. There has been a reduction in the number of people receiving treatment for reasons that include 
financial pressures, service reconfiguration and reduced capacity [8].   

Remote alcohol service provision for over 50s 
The pandemic forced a rapid move from in-person to remote alcohol service provision.   We 
explored how Drink Wise, Age Well services adapted and supported people aged over 50 who were 
using the programme’s alcohol services during the early stages of the pandemic [9].  Remote support 
most often meant contact via telephone rather than video call support.  Staff said that this was due 
to various barriers to accessing support via video call, including lack of access to the internet or 
technology (i.e. computer, smartphone), not wanting to use or feeling confident in using technology 
and poor internet connectivity, especially in rural areas.  In providing support via the telephone, staff 
reported that the most significant challenge was the lack of face-to-face contact.  Staff said that fully 
assessing service users’ needs and their overall condition by telephone was difficult since much of 
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the assessment relies on visual clues (e.g. presentation, self-care, home environment etc).  
Communication over the phone was not suitable for service users with memory, speech or hearing 
impairments, or serious mental health issues.  Phone contact could also be difficult for service users 
who had not disclosed their engagement with an alcohol service to family members.  Service users 
felt phone support was highly accessible, and some valued the anonymity of phone support. 
Nevertheless, the majority of service users expressed a preference for in-person contact. 

Review of research literature on alcohol helplines 
Alcohol treatment services provide specialist support to people with severe alcohol dependence.  
Yet, there is a much larger population of people with alcohol problems of mild-to-moderate severity 
who account for the greatest proportion of alcohol-related harm and associated costs [10].   People 
with less severe drinking problems are less likely to seek support and are a difficult group to reach 
[11].  Screening and including questions about alcohol in interactions in health settings are 
recommended [12].  However, there have been obstacles to implementation such as lack of 
knowledge and skills and lack of time [13, 14] .  Even among people with alcohol dependence, Public 
Heath England estimates that as many as 82% are not accessing treatment [15].   The median time to 
first treatment contact for alcohol dependence is 18 years [16, 17] .  Delays in seeking treatment are 
associated with poorer outcomes such as increased relapse and poor mental and physical health [18, 
19].  There are various reasons why people delay or don’t seek help for problematic alcohol use 
including shame and stigma, low perceived need for conventional treatment or difficulty attending 
alcohol services for reasons that include being unable to get time off work, childcare/other caring 
responsibilities, problems getting to services because of health or mobility issues, busy lives, 
poor/no public transport options and lack of services in rural areas [20-22]. 

Telephone helplines have the potential to overcome some of these barriers by providing a greater 
degree of privacy and anonymity, convenience and extended opening hours.  The helpline approach 
is gaining traction.   In 2014, Gates [23] conducted a literature review of alcohol and/or illicit drug 
helplines and identified 19 different helplines in the United States, Europe, Australia and Canada.  
22% of the services focused on alcohol use only.  Helplines generally begin with modest call rates, 
but show an increase in call rates over time [24].  In the Gates review, call rates ranged from 3.7 to 
over 23,000 callers per month.  In the UK, there are publicly-funded national alcohol or alcohol and 
drug helplines in England, Scotland and Wales.  They are available to anyone who is concerned about 
their own or someone else`s drinking.  To our knowledge, none of the UK helplines have been 
formally evaluated despite the significant amount of money invested in them.  They operate 
following the prima facie assumption that they are valuable. 

The term ‘helpline’ is a useful descriptive gloss for a range of services and this range is extremely 
diverse [25].  Support provided by alcohol helplines ranges from crisis support/signposting and the 
provision of information where the nature of the caller contact is often anonymous or brief, to multi-
session, appointment-based, structured psychological interventions or behavioural counselling.  
Most helplines are free for callers to use and are open on public holidays, at weekends and after 
hours.  One of the potential advantages of alcohol helplines is that people who initiate contact are 
voluntarily seeking help and are therefore likely to be more ready to change than those who are 
identified during alcohol screening [26] .  Compared to in-person treatment, telephone-delivered 
alcohol interventions can more easily capitalise on fleeting motivation to get help [23].  Telephone-
delivered interventions have been found to be more cost effective than face-to-face treatment [27].  

In comparison with other treatment options, alcohol helplines appear to reach a high proportion of 
females [11, 28].  Hazardous use of alcohol can be regarded as a level of consumption that entails a 
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risk of harmful use of alcohol or alcohol dependence in the future [29].  Helplines attract a significant 
number of hazardous drinkers, indicating they might have the potential to reach people at early 
stages of problematic use [29].  Telephone delivered support can have good outcomes even with 
dependent drinkers [20] .  Some helplines have reported attracting people who had more serious 
drinking problems than originally anticipated, including those with high levels of alcohol dependence 
and associated psychological distress [20].  Given that this group have delayed seeking treatment 
until their problems are at an advanced stage, this suggests that alcohol helplines could overcome 
barriers to treatment  for this group [28].   

There is a growing body of evidence for the benefits of telephone-delivered alcohol interventions.  
Equivalence between telephone-delivered and in-person alcohol and drug treatment has been 
demonstrated using measures of therapeutic alliance [30, 31], engagement and treatment 
satisfaction [20, 30, 32], abstinence [30, 32] and treatment retention rates [33].  People accessing 
helplines find them highly acceptable and valuable and report reductions in alcohol use [22].  They 
value the ability to schedule treatment sessions at a time convenient to them (before work, in the 
evenings after putting the kids to bed) and the sense of relative anonymity and greater privacy.  
However, telephone-delivered alcohol interventions are not for everyone.  Some people feel that 
having telephone rather than face-to-face contact makes it difficult to develop a relationship with 
the person delivering the intervention [22].  They may not be suitable for people with speech or 
hearing impairment, whose first language is not English or who require medical supervision to 
withdraw safely.   

One study found that a greater number of sessions were associated with greater declines in drinking 
[34] and another, that regular contact with the same counsellor was an essential element in 
developing a therapeutic alliance, an important predictor of better treatment outcomes [22].  
However, another study found no difference between AUDIT1 score change in a group that received 
self-help materials and a single counsellor-initiated call compared to a group who received multiple-
session counselling [35].  This is in keeping with broader research literature that indicates that longer 
duration interventions probably have little additional benefit for hazardous and harmful drinkers in 
primary care populations [35].  A qualitative study with people who had received a telephone-
delivered alcohol intervention found that a personalised treatment experience and providers who 
were likeable and who conveyed care and respect, were highly valued [22]. 

Digital health interventions (e.g. web-based, smartphone apps) are becoming increasingly popular as 
a means of providing early intervention to a large number of people, but telephone delivered 
interventions appear to be associated with larger effect sizes [36], are less complex (i.e. ‘low tech’) 
and thus more accessible to the broader population [23] and have the advantage of enabling 
emotional connection and rapport [22]. 

Summary 
• The over 50s alcohol helpline was set up to reduce alcohol harm in over 50s. 
• The helpline targeted over 50s, family members/concerned others and professionals seeking 

specialist advice. 
• It opened during the early stages of the COVID-19 pandemic when some over 50s had 

increased their drinking and it was difficult to access in-person alcohol services. 
• Previous studies have shown that mixed-age alcohol helplines have good outcomes with 

hazardous, harmful and dependent drinkers. 

                                                           
1 AUDIT is an alcohol harm screening tool. 
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• Evaluation of the Drink Wise, Age Well programme suggests that face-to-face alcohol 
treatment services specifically for people aged over 50 are preferable to mixed-age services. 

• Developing a therapeutic relationship was found to be key to achieving a successful outcome 
for over 50’s with alcohol problems. 

• Evaluation of Drink Wise, Age Well alcohol services found that, when in-person support had 
to move to remote support in the early stages of the pandemic, the telephone was used 
more often than video-calls because many service users didn’t have the equipment/internet 
sped or technological confidence for video-calls.   

• In the Drink Wise, Age Well programme, service users found telephone-delivered support 
highly accessible, and some valued the anonymity of phone support.  Nevertheless, many 
service users expressed a preference for in-person contact and staff said that assessing 
people’s physical condition over the telephone was a limitation.   
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Method  
Overview  
The objectives of the evaluation were to explore:- 

• Whether the helpline was achieving what it set out to achieve. 
• Where it fits in existing service provision. 
• Who was/was not accessing the helpline. 
• The reasons that callers accessed the helpline. 
• The strategies and practices used by call handlers. 
• Evidence of good (and less good) practice. 
• Evidence that callers were (or were not) benefiting from the service 
• Evidence of benefits of having a helpline specifically for people over the age of 50 

The research team comprised three females aged over 50.  Between them, they had lived experience 
of using alcohol services in later life and considerable experience of evaluating alcohol services for 
over 50s.  Having a researcher with lived experience of using alcohol services was valuable because it 
allowed us to bring a service user perspective into the evaluation.  

The study was given ethical approval by the Institute of Applied Social Research Ethics Panel at the 
University of Bedfordshire. 

Routinely collected data 
The research team was provided with an Excel spreadsheet containing data captured/collected for 
all incoming and outgoing calls.  Some of the data (e.g. date and length of call) were captured 
automatically for every call by a call handling system.  Other data (e.g. age) relied on call handlers 
asking for the information, but it was only usually collected for people receiving the enhanced 
intervention.  Equality and diversity monitoring questions (e.g. ethnicity and sexual orientation) 
were only captured if the caller chose to complete an automated post-call survey.  This meant that 
there were gaps in the data.   

Analysis of recordings of calls 
Various methods have been used to evaluate telephone-delivered alcohol (and other drug) 
interventions including comparison of measures at baseline and follow-up [20, 28, 29], randomised 
controlled trials with the control group receiving a minimal intervention (e.g. reference materials) 
[24, 37] and semi-structured interviews with people who have received the interventions [22].  
However, what is said and done on alcohol (and other drug) helplines remains largely unknown.   
Therefore, in this study, we listened to audio-recorded, naturally-occurring helpline interactions to 
provide an overview of the helpline, identify some key features of the calls, and identify good (and 
less good) practice.   

Calls were recorded during the period 6th July 2021 to 8th February 2022.  This allowed for an 8 
month ‘bedding-in’ period prior to the start of the evaluation.   

At the beginning of the calls, a recorded message states “we may record all our calls for quality and 
monitoring services.  Our service is confidential and we will not share your details with anyone 
outside unless your life or someone else’s life is in danger”. 

For the purposes of the evaluation, at the end of each call, call handlers were asked to read the 
following statement to every caller: 
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This helpline is being evaluated by researchers from the University of Bedfordshire.  Do you give 
your permission for us to share a recording of this phone call with the researchers for the purposes 
of evaluation?   

However, call handlers said that they did not feel comfortable asking participants if their recordings 
could be shared.  One call handler said in the focus group “to me personally, it doesn’t feel a natural 
thing at the end of a difficult call, it doesn’t feel a good fit and actually depersonalises it when I go, 
oh by the way can I use….”  Another said “that’s my feeling as well.  Initially as we were asked for 
research purposes then we tried to fit in as best we could but you know, you are on a roll with 
someone and you achieve certain things and then all of a sudden, you ask about you know, would 
you be happy about this evaluation, it took something away from it”.   

As a result, we were only provided with 66 (5%) of the 1,420 recordings made during this period.  
Five handlers provided recordings but two call handlers did not provide any recordings.  The 
recordings of phone calls provided may not have been representative of all the helpline users. When 
callers were asked for their consent, most agreed.  Participants were diverse in terms of age (range 
50-74) but were more likely to be female (70%) than male.  Recordings represented the whole 
spectrum of interventions from people seeking the telephone number of their local alcohol service, 
to people receiving the enhanced intervention. 

Two researchers listened to all 66 calls and coded them systematically.  Free text boxes were used 
for researchers to record additional notes and practices which they felt were good and less good.   

Focus group with call handlers 
We carried out an online focus group with six call handlers to capture their experiences and views 
about the helpline.  The focus group was audio-recorded and transcribed. 

Summary 
• The helpline was evaluated by a team which included lived experience of alcohol problems 

after the age of 50. 
• The research team analysed routinely collected data, audio-recorded helpline interactions 

and a transcript of a focus group with call handlers. 
• The approach enabled the researchers to describe the characteristics of callers and helpline 

practices and identify good and less good practice. 
• However, there were gaps in the data and only a small proportion of call recordings were 

shared with the research team.   
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Findings 
Names have been changed to protect the identity of callers. 

Call numbers and length 
Between 9th November 2020 and 8th February 2022, the helpline provided a service to 899 
individuals.  There were 1,289 incoming calls (call rate 86 per month) and 1,385 outgoing calls (call 
rate 92 per month) during this period.   Incoming calls lasted between 1 minute and 1 hour 25 
minutes with a mean of 17 minutes.   

The interventions 
The helpline was free to call and was open from 12-8 pm weekdays and 10-4pm at weekends.  Calls 
were generally answered quickly (mostly after five rings).  Call handlers told us that the helpline 
evolved from a model of providing “advice that will generally take place within the framework of a 
30 minute phone call and would lead to signposting or pushing towards other means of support” to 
a model that fell “between that and a full [alcohol] service”.  One handler said “If you look under the 
old tier system, we are a tier one, tier two and tier three system.  We give out information right up 
to delivering structured treatment within the confines of a telephone call, so we have a much 
greater range than most services do.” 
 
Single session phone calls were the exception, not the norm, and were most likely to be used when 
the caller was a ‘concerned other’.  The majority of callers received multi-session behavioural 
counselling which was described as the ‘enhanced intervention’.  This included practice elements of 
Motivational Interviewing and Cognitive Behavioural Therapy.  The key intervention components 
were goal setting, coping strategies and development of a reduction plan.  There were no rules to 
qualify for the enhanced intervention, except that people had to leave their name and telephone 
number to enable the call handler to call them at a pre-arranged time.  People receiving the 
enhanced intervention received the first session immediately and were phoned by the handler for 
the next session at an agreed time.  Six sessions were routinely available but additional sessions 
could be offered if required.  After the sessions had been completed, people could call the helpline 
again whenever needed.   

Training, experience and qualities of call handlers 
Call handlers felt that people delivering telephone-delivered alcohol support should have at least 
two years’ experience of working in an alcohol service.  They had received training in supporting 
people over the telephone (generic training, not just about alcohol), Cognitive Behavioural 
Interviewing, Motivational Interviewing and Solution-Focused Brief Therapy.  Some handlers had 
been trained in suicide intervention.  They felt that the characteristics of a good call handler were 
good listening skills, the ability to put people at their ease, patience, empathy and respect.   

Who used the helpline 
For 63% of calls, caller type (self, concerned other, professional person, other) was not recorded.  
Where call type was recorded, 69% of callers were calling about themselves, 21% were concerned 
others, 6% were professionals seeking specialist advice and the remaining 4% were categorised as 
‘other’.  Gender was not recorded for 35% of callers.  Where gender was recorded, 54% were 
female.  Age was not recorded for 43% of callers.  Where age was recorded, it ranged from 21-85, 
with a mean age of 58.  

Ethnicity was recorded for 58% of callers of whom, 8 people were Asian (7 Asian/British-Indian, 1 
Asian/British-Pakistani); 3 were Mixed/Multiple Ethnic Groups (1 White and Black African, 1 White 
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and Black Caribbean, 1 ‘other’ Mixed/Multiple Ethnic Group), 3 were ‘other ethnic group; 65 were 
White Irish, 11 were ‘any other white background’, 432 were White (English, Welsh, Scottish, 
Northern Irish or British); and 2 people preferred not to give their ethnicity.  In total, where ethnicity 
was recorded, 3% of callers were from ethnic minority groups2.   

9 people said that English was not their first language.  Nation was not reported for 39% of callers.  
Where nation was reported, 39% of callers were calling from England, 12% from Northern Ireland, 
6% from Scotland and 4% from Wales. Among the 366 individuals where sexual orientation was 
recorded, 4 people (1%) were from sexual minority groups.    

Alcohol risk categories of callers 
Call handlers used AUDIT-C3 to determine the caller’s alcohol risk category [38].  However, the 
questions were not read as written nor in the order indicated.  Instead, the questions were asked in 
a conversational way or by “constantly listening to the narrative about their pattern of drinking”.  
This was because the call handlers found administering a tool in a formal way disrupted the flow of 
the conversation.  This may have reduced the accuracy of the tool in identifying alcohol risk 
category.   

361 individuals were asked all three AUDIT-C questions.  People were more likely to be asked AUDIT-
C questions if they received the enhanced intervention therefore the scores are not representative 
of all callers.  Among the 361 individuals who were asked all three AUDIT-C questions, 9% (n=32) 
were low risk drinkers, 6% (n=23) were hazardous drinkers, 16% (n=57) were harmful drinkers and 
69% (n=249) were ‘possibly dependent’ drinkers.  AUDIT-C was not re-administered at the end of the 
enhanced intervention therefore it was not possible to measure changes in alcohol use. 

Reasons for help-seeking 
People contacted the helpline for both information/advice and psychosocial support.  For some, it 
was their first time seeking help. 

[Very tearful] This is the first time I’ve actually admitted it, but I think I’m an alcoholic….I 
need help and I don’t know how to go about it. Susan 
 
Hi, I’m hoping you can help me, I’ve got an alcohol problem and basically don’t know where 
to start. Brenda 
 
My dad just texted me and said, I’m so sorry, I need help.  And this is the first time in my 
whole life, he’s ever said anything like this.” Janice 
 
Hi, I wonder if you could help me, my name is [name] and I’m here with my family and I’m 
calling about my brother who is 50 and we’re after some advice and support he can get as 
he’s told us he has a serious alcohol problem.  Can you help us?  Christine, family member 
 

Some callers had tried to reduce their alcohol use on their own but had experienced withdrawal 
symptoms.  Others were aware of and concerned about the risks of abruptly stopping drinking. 
 

                                                           
2 Ethnic minority group is defined here as Black/African/Caribbean/Black British; Asian/Asian UK; 
Mixed/Multiple ethnic background or ‘other’ ethnic background. The majority ethnic group is defined as 
White/White Irish/White Other. 
3 A 3-item alcohol screening tool. 
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My mum and dad live together my dad is 74, my mum is late sixties and she’s got early onset 
dementia and things are getting really, really hard. Dad’s started to drink quite a lot. To the 
point where me and my sister are caring for my mum instead.  I just wanted some advice 
about him coming off the alcohol I don’t know if you are able to help.  He’s coming to me 
tonight.  Thinking ahead, I’m thinking he shouldn’t have access to anything but I didn’t know 
about the kind of withdrawal process and whether we need to do something kind of a bit 
more staggered?  Rachel, family member 

 
Another group of callers had already stopped drinking and needed, in the words of one person, “that 
extra help to stick at it.”    
 
Some callers had been given the helpline number by their GP and one had been directed to the 
helpline by the ambulance service. 
 

Hello there, I was given your number by the ambulance service last night because I’m an 
alcoholic.  I woke up this morning, 5 o’clock this morning, I’ve been drinking whiskey ever 
since then.  I’ve been told by the hospital cut down, stop but I can’t…..  When I’m sober I 
want to commit suicide but my sober brain tells me not to, but when I’ve had a drink all of a 
sudden I do, I would kill myself if I could yeah… To be honest with you, the ambulance 
service is getting very fed up with me.  What happens is I am alright now, as the day goes on 
the more I drink the more depressed I get and then I start thinking of taking my own life and 
then I start ringing ambulances out.   Jack 

Some people were calling because they needed support when alcohol services were shut, for 
example at weekends or on bank holidays.  On occasions, this need was urgent.   

 
Caller: My name is Henry, and I’m having a terrible time with alcohol…..I spent 6 days in 
detox a few weeks ago and they put me on diazepam.  That got me sober then I went back to 
drinking again, then on Friday I went back into hospital they said I was fit and healthy so they 
just discharged me.  They did all these tests and they said I was absolutely fine and I didn’t 
need any more detox…I’ve got a number for somebody to ring, I think from [name of alcohol 
service], but unfortunately they are on holiday as it’s a bank holiday. ..I can probably survive 
the rest of the day and give this girl a ring tomorrow. 
 
Handler: What makes you think you might not survive today? 
 
Caller: I just feel like killing myself….I feel quite suicidal to be honest. Henry 

 
Other people called the helpline because they had previously received unsatisfactory treatment or 
had been turned away because they didn’t meet the threshold to access treatment. 
 

I have quite a responsible job, but I’m off sick at the moment and I’m probably going to 
cry….I’ve been to [service provider], when my husband was still alive, quite a while ago.  
They only offer groups.  I don’t want to hear anybody else’s trauma…. I’m not particularly 
impressed with [service provider], very conveyor belt.  I’m not into groups and the group was 
awful, with all sorts of fucked up people, excuse my language, just makes you feel worse. 
Linda 
 
Hi I’m just wondering if you could help me a little bit.  My brother is in a really bad state with 
alcohol.  Me and my sister we have to go and check on him now and again and we are scared 
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to go, that we are going to find him dead, he’s in a really bad way. We’ve tried to get him 
into the local community alcohol service. He’s got a wellbeing nurse at his doctor’s surgery 
and she said we should be going to a community alcohol service so we went there, me and 
my sister took him because he’s disabled, he’s got brain damage as well.  We sat and spoke 
to this woman and she told my brother, he has to go to meetings sober.  Well he can’t stop 
drinking because he fits.  They said he could do a home [detox] but he needs someone to be 
with him for 5 days and he lives on his own and she said to me, because me and my sister 
got upset, teary, she said if we were so scared we could pay the 7,000 for his rehab and she 
said he has to fear death to stop drinking.  I said it’s the fear of death that he can’t stop, he 
has fits.  So she said you’ll have to try the A&E then.  Jane, family member 
 
Because they [local alcohol service] said because I was not dependent, I don’t qualify for the 
service…they just sent me some leaflets.  Debbie 

 
In some cases it was hitting rock bottom or a crisis, such as being arrested for assault or a partner 
threatening to leave, which had prompted the call.  For others, it seemed to be a more gradual 
realisation that they needed help with their drinking. 
 

I don’t know if it’s habit or what but I come straight home from work and into the fridge, 
pour myself a glass of wine and then I just finish the whole bottle…Last night however I was 
sitting here, I was craving a drink, I got in the car and went to the Co-Op brought myself a 
bottle of gin, drank half of it this morning.  I just couldn’t go into work so I had to phone in 
sick.  So I thought, this is getting out of hand, you need to sort something out.  Catherine 

 
For some people, the COVID-19 pandemic had increased their drinking for reasons that included 
losing their job or business, debt, juggling work with childcare, lack of social interaction and working 
from home enabling them to drink all day and “get away” with a hangover.   
 
For many callers, the perceived anonymity of the helpline was important. 
 

I can’t talk to people, I can’t talk to people about my feelings because I’m afraid to share 
them…I’m ashamed of myself…I feel so ashamed of myself, how can I tell somebody else.  
I’ve called you because it’s not on my medical records.  I’m so scared of people knowing, 
especially my doctor….Where do I go from here, how can I get help without them knowing? 
Sonia 

 
I think it’s a lot easier for people to access services over the phone and quite anonymous.  
It’s sort of guaranteed here that their confidentiality is safe and secure, because I’ve worked 
with several professional individuals who would never have accessed, they wouldn’t have 
gone anywhere near [alcohol services].  People quite high up in the NHS or, you know, quite 
high up in various important industries.  They wouldn’t be seen in any local services with 
their confidentiality possibly being broken. Handler B 

 
Anonymity could be preserved even when the person was receiving the enhanced intervention. 
 

[To maintain anonymity when entering a person onto the database] mine never have their 
surnames, just Christian names because of confidentiality and all those things.  Christian 
name, not necessarily date of birth but they tell me how old they are.  We were told with 
the date of birth we could just put 01011901 and that means it’s not an accurate date of 
birth on [name of database system]. Handler E 
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Another important aspect of the helpline was its immediacy and that the intervention can be 
delivered at the very moment the person is motivated to change. 
 

I can’t function anymore…  I just feel that I can’t go on… I’ve got children I’ve got four 
daughters I’ve got five grandchildren and I’m not helping myself I can’t even be bothered 
being around anybody anymore. I can’t be bothered getting washed I can’t be bothered 
doing nothing anymore…I can’t eat I’ve lost about two stone in weight.  I feel like I’m in a 
hole and I just can’t get out of it…. It’s my granddaughter’s birthday today, everyone’s 
downstairs celebrating and I’m upstairs talking to you.  Louise 

There is no wait for an assessment and then an appointment, do you know what I mean, it 
begins straight away…..I had someone in a tent one time.  She was away with the family and 
you don’t get that sort of support the same, it is immediately there.  Handler A 

People do ring us as a helpline so they are so super-motivated at that moment…And I think 
for me, that is how it differs [to treatment in alcohol service], there is no wait for an 
assessment and then an appointment, do you know what I mean, it beings straight away.  
Handler A 

Expressed caller satisfaction 
Among the call recordings we listened to, many callers gave unsolicited praise and thanks.   

I’ve really made serious progress with your help and support, you’ve been an absolute 
lifeline and with your help and support, I have made serious progress for the first time in 
years.  Margaret 

You’re so supportive [name of call taker], thank you so much.  You seem so understanding of 
what is going on, you really listen carefully to what the things that trigger, the stresses and 
strains that I take, so than you very much.  James 

You are very, very good at your job and I appreciate you giving time. Bhupinder 

To be honest with you, you won’t believe how much of a lift you have given me, just talking 
to you….You get to the stage when you just don’t want to talk to anyone.  Thanks very much.  
Rhys 

Some callers said they enjoyed and looked forward to their conversations with the call takers.  
Others felt that the helpline was better than the help provided by their local alcohol service. 

You really, really know what you’re talking about and your advice is really empowering….I 
tried various other services, private services and things like that and I feel pressure, pushy 
pressure and not listening to what I was saying, but your, you’ve been completely different.  
Begum 

He [father] really, really loved your call, he just really felt that he connected, which is very 
not my dad.  He’s very isolated, doesn’t make friends…. He really likes you and he had a call 
from [local alcohol service] and he didn’t like that.  Efa, family member 

Impact 
The accounts of people who received the enhanced intervention suggested that the helpline had a 
positive impact on alcohol consumption and the lives of some people who used it.   
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[Niece said to her] I don’t know what she [caller handler] is doing to you, or what you are 
doing, but you are a different person…You are looking like your old self…. My brother said to 
me yesterday it’s nice to see you dressed instead of that bloody dressing gown ….When I get 
up in the morning I think, Oh God, I haven’t felt like this first thing in the morning for months 
– no headache, no hangover, I get up with the attitude of “what can I do”…I’ve been doing 
little jobs that I hadn’t been bothered…the last 12 months and I’m starting to catch up on a 
lot. Rose 

My son says he can see a big difference in me… [I’’m] not chugging it back as much as I used 
to know what I mean, I’m sort of taking my time with it.  You don’t realise what a difference 
your phone calls make, they really do.  Laura 

It’s the honest truth, I haven’t touched a drop.  Doesn’t mean I haven’t thought about it, it 
has gone through my head, then I think I’m six weeks now and I still haven’t had a drop and I 
go, good for you…I feel better, I don’t get up in the morning like I was feeling, oh God, I can’t 
be bothered to do nothing.  I couldn’t be bothered to do my hair and didn’t care what I was 
looking like.  But now I’ll have a shower, I tidied myself up and do my hair then I think, oh 
well I might as well go down Tesco for a walk.  I think it’s like a load had been lifted off my 
shoulders.  Niamh 

How the intervention led to impact 
The intervention generally contained three elements – assessment (via ‘troubles-telling’ and 
information soliciting questions such as “can you give an insight into a typical day’s consumption”), 
followed by information/advice and action (see Table 1).   

Where an individual was seeking help for themselves and ‘action taken’ was recorded, 45% received 
enhanced sessions, 40% were signposted and 15% were recorded as ‘no further help needed’. 

Table 1 Topics addressed in phone calls.  Some topics were addressed in all the calls, others were 
only addressed occasionally or when they were raised by the caller. 

Assessment Information/Advice Action 
Current alcohol use (AUDIT-C) Reduction plan/tapering Enhanced sessions 
Alcohol history Eat a meal before drinking Send information by email 
Alcohol dependence Switching to lower alcohol 

drinks or smaller bottles 
Signposting to alcohol or other 
services 

Previous alcohol treatment Keeping a drink diary  
Health problems (mental and 
physical) 

Signs/symptoms of withdrawal 
and where to seek urgent help 
if experiencing them 

 

Aspects of life affected Strategies for managing 
cravings 

 

Contact with other professions Pushing back time of day that 
start drinking/pacing  

 

Medications that might 
interact with alcohol 

Having soft drinks in between 
alcoholic drinks 

 

Goals in relation to drinking How to explain to other people 
why no longer drinking 

 

Triggers to drinking Risks of drink driving  
Diet Medical supervision required  
Smoking Changing drinking routines  
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Caring responsibilities Diversionary tactics  
Falls/accidents It takes time and there may be 

setbacks 
 

Suicide risk How to access peer support  
Cognitive impairment What would happen at alcohol 

service 
 

 Contact details of local alcohol 
services and other services 
(e.g. adult social services) 

 

 Taking thiamine  
 Exercise  
 Linking with local social groups  

 

The call recordings gave some insight into how the intervention may lead to impact.  For many, it 
was being provided with a gradual reduction plan and tips and tricks for cutting back that was 
important. 

I took your advice it was really, really, good advice and I started tapering I was drinking 8 
[units] I am now down to 4. I had 4 last night so it’s only 4 a night at the minute….I think if I 
had cut it out altogether I would have been all over the place.  Bianca 

I’ve done what you said, I’ve actually done exactly what you told me and done it.  I have had 
low volume wine because I was drinking 14% we discovered.  I’m now drinking 11% or 11.5% 
wine that’s tasting fine…I’m eeking that [time of day starting to drink] by 15 minutes….I 
remembered you saying, don’t make yourself uncomfortable…. I’m still having a couple of 
glasses of wine I’m not going mad, I’m having ice in the wine and having water and what not 
as well….I know it is early days but I feel as if I have turned a corner.  Lynne 

So, we [her brother who she is staying with and is very supportive] are writing down exactly 
how many units of alcohol I’m having and I can’t hide from it ‘cos it’s on there on the wall in 
the kitchen, so he’ll know if I’ve written down a smaller amount than what I’d said.  Carmen 

Others talked about having a better understanding of what their triggers were and developing new 
coping strategies. 

Now that I’m becoming more aware what triggers it, how I respond, then how I cope with 
things then how I don’t respond in that same way when that pressure is building. Kirsty 

Soon as I got home, I went upstairs, had a shower and put my pyjamas on, so there’s no way 
I’ll get dressed and go out and buy anything.. I sat there with my diet Coke and I was proud 
of myself…first time in 10 years [she hadn’t drunk on a Friday night].  Caroline 

One caller described how speaking to the call handler had helped her to understand for the first time 
that her father could not (and should not) abruptly stop drinking.   

[Talking about her father] what I know has gone out the window. You’ve just helped me a lot 
there actually why am I expecting him to just do that [stop drinking immediately] it’s not 
realistic….I’m with him on Friday this has actually been a really, really good call for me. It’s 
actually boosted the way I feel and it’s made me feel better about Friday and just about 
being positive, when you said about the goals and stuff, I get that now.  Efa, family member 
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Another caller likened helpline ‘check in’ calls to Weight Watchers ‘weigh-ins’ where someone holds 
them “accountable” for their progress and this had helped them to stick to their reduction plan. 

Limitations of telephone-delivered alcohol support 
Call handlers identified a number of limitations to offering support over the telephone. 

I have to be more aware, I mean I have one client, I had got to the third session with him 
before he revealed that he had lost a substantial amount of body weight and, because that 
wasn’t something that I automatically asked him, but if I had been meeting him physically, I 
would have noticed, you know, this bloke is really skinny. Handler B 

There are markers, there are cues when we see people face-to-face, you know, when you 
are in a service you have got access to people’s medical records, you have got an 
understanding of other stuff that might be going on and we haven’t got that…..So there’s 
lots of things with face-to-face we kind of count on.  We recognise people starting to look a 
little dishevelled or they’re not taking care of themselves, you know, or they are starting to 
look unwell.  Handler A 

The use of video-calls may have helped call handlers assess physical signs of deterioration but they 
were not offered routinely.   

The over 50’s approach 
The call handlers felt that there was a need for a helpline specifically for people over the age of 50. 

Because it redresses the balance, and I have worked for other services and they all have an 
LGBTQ lead, they all the BAME lead, they all have a disability lead – nobody has an older-
person’s lead, you know and it is a group that has particular needs and that is not addressed 
by main services and I think that is what the helpline does… I think the issues is, having 
greater impact and greater penetration into the market so that people are more aware of it.  
I think that comes from working with other services.  Handler F 

However, in the calls we listened to, the advice call handlers gave was rarely tailored to the age of 
the caller (e.g. “it can take longer to metabolise alcohol as we age”).  Callers were often not asked 
how old they were.  This is an important omission because a relatively safe level of drinking for a 50 
year old may be different to a safe level of drinking for an 85 year old.  Similarly, call handlers did not 
routinely ask questions about alcohol related problems that are particularly relevant to older adults 
such as medication interactions and falls.   

Quality of the help/advice/support provided 
Our overall impression was that the call handlers were knowledgeable and highly skilled at 
developing alcohol support over the telephone.  By far the majority of the practice we heard could 
be described as good practice.  However, inevitably, during the many hours of call recordings we 
listened to, we identified some examples of less good practice which we have included below so that 
they can inform the continued improvement of the service. 

General aspects of the interaction 
Literature on behavioural change interventions suggests that there are a number of key 
competencies in engaging clients.  These include an ability to show appropriate levels of warmth, 
concern, and genuineness, display empathy, develop rapport and engender trust [39, 40].  These are 
some of the characteristics of a therapeutic relationship which our previous research has shown to 
be key in working with over 50’s with alcohol problems [1].  A therapeutic relationship can be 
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defined as one which is perceived by clients to encompass caring, and supportive non-judgmental 
behaviour, embedded in a safe environment during an often stressful period [41].  These 
relationships can last for a brief moment in time or continue for extended periods [42]. Typically, this 
type of relationship displays warmth, friendliness, genuine interest, empathy, and the wish to 
facilitate and support [43].   

These characteristics of a therapeutic relationship and competencies in engaging clients were 
evident in many of the calls we listened to.  One of the most striking features of the calls was the 
warmth and compassion demonstrated by call handlers.  Unable to communicate by facial 
expressions, call handlers had to rely solely on verbal expression to display empathy.   

Handler: Have you engaged with the Macmillan cancer support? [caller is being treated for 
cancer] 

Caller:  To be honest [starts to cry, call handler soothes], I’ve been too drunk to speak to 
them. 

Handler: It’s alright my lovely, take your time, this is big, this is huge. 

[Later] 

Handler: Oh my lovely, what a terrible time to be going through all this.  It’s never easy to 
handle such a huge diagnosis, but it’s a difficult time [pandemic] and things are getting 
cancelled, it must be so difficult for you. Handler A 

It was only last evening that you’re feeling all that emotion.  It’s no wonder you are feeling 
stressed.  There’s a lot going on and I can only empathise with you, that you sound as if you 
are almost drowning with what is going on.  You’ve got a lot going on to say the least. 
Handler B 

Call handlers used a variety of strategies to develop an emotional connection with callers.  For 
example, they ‘humanised’ the interaction by sharing a little about themselves, such as talking about 
football, recent holidays or their own experience of the pandemic, or articulated their emotions for 
example, in response to a caller’s achievement - “do you know, that makes me so happy”.  At the 
end of a meeting, one caller said she was going to write “talking to [name of handler]” on her 
calendar for her next appointment.  The term ‘talking to’ suggests that the caller perceived her 
interactions with the call handler to be informal and, in general, we felt the interactions seemed less 
formal and more conversational than those that might take place in the context of in-person alcohol 
treatment.  This finding is supported by the literature which has noted that not being in the same 
room as the therapist can be helpful to some people, through offering a greater anonymity, reducing 
anxieties that may be aroused by attending services and eliminating any material indications of 
(differential) social status [44-52], all of which may enable the person to enter into a more open and 
free-flowing dialogue than they might do in a face-to-face setting [53]. 

However, in some cases there appeared to be little attempt to build an emotional connection with 
the caller.  In one call, the call handler had a habit of saying “bear with me” while they typed notes.  
This felt distracting, resulting in a disjointed call that did not seem to have been helpful other than 
perhaps giving the caller the telephone number of their local alcohol service.  In another call, the 
approach seemed a little too directive – “you really need to get control of that [increased 
drinking]…you really need to rein that back in and get some control over your drinking…. you really 
need to start the drinking much later, cos now you are off work, you are just taking full advantage 
and that’s not good.”  A different approach might have been, “have you tried to start drinking later 
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in the day?”  This approach, where the advice is implied in a question, puts the caller (rather than 
the call handler) in a position of authority in terms of deciding the relevance and appropriateness of 
the course of action, giving them the opportunity to resist or reject it [25].  It is therefore in keeping 
with a philosophy of empowerment and person-centred practice. 

Listening 
A recurrent theme in the telephone therapy literature is the need for an enhanced or ‘different’ kind 
of listening in order to accurately detect affect and emotion.  This is said to involve a heightened 
awareness of features such as the caller’s tone of voice, pitch and breath quality [44, 54-58].  In the 
absence of visual signals, empathy and ‘active listening’ must be demonstrated in different, more 
explicitly verbalised ways [56-59].  We found evidence of skilled identification and reflection of 
emotions by the call handlers.  For example, one call handler demonstrated to the caller that they 
were sensing their emotions, even though they could not see them - “I can’t even see you, but I can 
sense the smile on your face”.    

A recurring theme in the alcohol behaviour change literature is the importance of reflective listening 
[40].  By explaining that he or she understands what the client is saying, a therapist is establishing a 
trust and clarifying the client's expression.  We found that call handlers skilfully used reflective 
listening. 

What I’m hearing is someone who was 50 years as a painter and decorator….you’ve done a 
great job providing for your family, bringing up your kids and working really, really hard. 
Handler A 

You have got in the rut of waking up, feeling the way you are, you are hardly eating, you are 
having a couple of drinks, going back to bed and it’s kind of a continuous battle, I think, to 
the end of the day.  Handler C 

Occasionally though, call handlers had not properly listened to what the caller was saying to them.   
For example, one caller stated that she had already been alcohol-free for a few days and had not 
experienced withdrawals symptoms, but the handler said “have a small glass of wine as a reward”.  
On another call, the call handler made a long statement about an increase in calls to the helpline 
because of lockdown and implied that the caller having been isolated, fell into that category.  Yet, 
the caller had not said that their isolation was due to lockdown.  On a number of calls, the call 
handler appeared to jump to the conclusion that the caller was drinking more because of the 
pandemic and this may have hidden the real reason for an increase in drinking. 

Space to talk 
While the helpline focused on advice-giving rather than psychological therapy, providing emotional 
support and a listening ear were objectives of the service therefore in some cases the intervention 
was similar to therapy.  It was clear that some callers needed, and were provided with ample space 
for problem account/troubles-telling.  For example, one caller was distressed as he recounted being 
arrested for assaulting his wife while intoxicated.  The call handler was very empathic and allowed 
the caller a lot of time to describe what had happened, offering the occasional word of 
encouragement such as “ok” or “go on”.   In contrast, there were occasions when call handlers 
seemed to talk too much and were quick to fill periods of silence.  The psychological therapy 
literature notes that if a clinician implements silence skilfully, it can encourage people to reflect, 
connect with their feelings, and continue their train of thought [60].  A recurring theme in the 
telephone-therapy literature is the challenge of negotiating, tolerating and interpreting the meaning 
of silences in the telephone therapy encounter [54, 56, 58, 61].  It is suggested that silence from the 
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person calling may leave the call handler unsure of the ‘meaning’ of that silence, or less able to judge 
when it might be appropriate to employ a ‘skilful silence’ [54].   

Stigma 
Importantly, given the high levels of stigma and low self-worth many people with alcohol problems, 
and especially older adults experience [1], call handlers attempted to reduce self-stigma.   

You’ve got absolutely nothing to be ashamed of, I promise you that.  Handler A 

You must have felt so isolated, I can’t imagine…Don’t worry, don’t worry, no need to 
apologise, it’s really brave reaching out…It’s fine, it’s really fine, that’s what we are here for. 
Handler A 

I can imagine it’s a pretty stressful job, yes the urge to have a drink when you get back….it’s 
a pattern of behaviour for quite a lot of professional people after a really hard day at work.  
Handler B 

By stressing that they understood how difficult it can be to reduce alcohol use, caller handlers 
signalled that people should not blame themselves if they find it difficult to cut back, or had a slip or 
relapse. 

Some days and even weeks you might do better than other times…cos this is life and things 
do change. ….Cos, you know, you’re not going to solve this overnight, it’s a process…It didn’t 
last in the long term [last attempt to cut down] but that’s fine, that’s fine…you motivational 
levels are not always going to stay the same.  Handler B 

You managed a good time afterwards (detox) and then you slipped.  Now sometimes people 
do slip.  Handler A 

Good, good, it’s not always gone as you planned, but it is kind of moving forward just in the 
way that you’re thinking.  Handler B 

What I’m hearing you doing, is you’re taking control….It’s a little journey to get to your goal. 
What you are experiencing is much more than alcohol reduction.  Words like, ‘I’m turning a 
corner’, or ‘I’ve really battled that craving’, that should bring you a sense of achievement, try 
and take those wins.  Handler A 

Very occasionally though, the call handlers used language which can be stigmatising, for example, 
using the word ‘alcoholic’.  One caller told the call handler that they had smoked, and the call 
handler responded by saying “typical addictive nature, definitely”.  Labelling the caller in this way 
may have inadvertently added to their stigma. 

As a result of stigma, people may have concerns about privacy and confidentiality.  We noted that 
some call handlers frequently shared with the caller what other callers had said.  Call handlers might 
want to reflect on whether there is a risk that this could increase callers’ anxieties about privacy and 
confidentiality.   

Increasing self-belief 
Increasing self-belief is an important behaviour change technique [62].  Call handers used a variety 
of techniques to emphasise the clients’ strengths and increase their self-belief.  For example, when 
speaking to callers, call handlers acknowledged how difficult it can be to seek help and praised 
callers for taking this important first step. 
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That’s OK, don’t worry, you’re absolutely fine, please don’t apologise.  It’s really brave 
you’ve reached out.  Handler A 

The thing is, the positive thing is, you have reached out and recognised yourself that you 
have to accept yourself first of all that you have got an issue...  You’ve been to therapy 
[counselling for trauma], you’ve been to your GP, that tells me that you actively want to help 
yourself….The fact that you’re still here fighting today is something to be proud of.  Handler 
D 

Well done for using our online form, that’s brilliant…It’s took a lot of courage to book the 
appointment, well done… Handler A 

Call handlers also went to great lengths to identify and celebrate the callers’ achievements.   

That’s great, it sounds like you’ve developed a bit more purpose….that’s really good….you’re 
dealing with a lot, you have a lot on your plate, so give yourself a pat on the back for that… 
Handler D 

You should be proud of your achievements…Fair play, fair play, you’ve done a lot of changes 
you know, you have put a lot of effort into this.  Handler B 

You coped with that so well…I’m proud of you, I’m really proud of you….Things are falling 
into place for you.  Handler B 

Look how much you’ve changed, look how much you are doing, look how much happier you 
are in yourself…I think it’s really good you are feeling so much better about life.  Handler B  

Emphasising choice 
Ensuring that people receiving alcohol interventions have as much choice and control as they want is 
a good thing in itself but it may also improve the prospects of a successful outcome.  People seeking 
help with alcohol problems have been shown to prefer choosing their own drinking goal [63] and 
often reject a goal which is decided by a professional [64, 65].  Furthermore, there is evidence that 
people have better outcomes when the decision is a collaborative one [66-68].   

Call handlers sometimes sought to identify the caller’s goals and preferences. 

Do you think you would prefer to do a reduction plan at home, or find a local service, what 
do you think would be better?  Handler D 

What kind of things do you want to work on in the next few days, we’ll set a goal for Friday, 
what sort of things work to keep you motivated and those triggers away?  Handler D 

Do you think you will want to become abstinent?  What are your thoughts on it?  Handler B 

However, callers were often not asked about their preferences or what their goal was. 

Helping people to engage in alcohol (and other) services 
40% of callers were signposted/referred to other services.  Providing support to facilitate people into 
services was an objective of the helpline.  However, at times, people who called the helpline were 
simply given the number of their local alcohol service to phone.  This may be appropriate in some 
circumstances, for example, if a caller phones the helpline specifically to get the number of their 
local alcohol service.    
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More often than not though, it was the call handler that decided that the person required referral to 
an in-person alcohol service because their alcohol problem was too severe or their needs too 
complex to be met by telephone-delivered support.  At the point of referral to treatment services, 
there is a danger of losing the person.  People may be reluctant or ambivalent about attending an in-
person alcohol service or simply forget/not call the service if they are left to make the arrangements 
themselves.  Studies which have reported the rate at which participants who had called and alcohol 
or drug helpline made use of external treatment referrals found that this ranged from 43-64% [69, 
70]. 

Provided the caller consents, the best way to ensure that callers access the service they are being 
signposted/referred to, is for the call handler to address any concerns the caller might have (e.g. 
confidentiality) and make contact with the alcohol service on their behalf.  Ideally, this should be 
followed up with a phone call at a later date to make sure that the person actually attended the 
service. 

Ethical dilemmas 
Call handlers sometimes had to act quickly and effectively in the face of difficult ethical dilemmas.  
Importantly, there were occasions where callers were drinking very heavily but they made it clear 
that under no circumstances would they seek help from a doctor or alcohol service.  This left the call 
handler with a dilemma – should they provide a reduction plan knowing that this was potentially 
risky or should they insist that the person should not try and cut back without medical supervision.   
In one call we listened to, the call handler, clearly somewhat reluctantly, provided a reduction plan.  
They explained the risks of cutting back without medical supervision, recommended a very gradual 
withdrawal, described withdrawal symptoms and at what stage in the withdrawal process they are 
most likely to occur and stressed that the caller should call 1114 if they were experiencing 
withdrawal symptoms.  This was an appropriate course of action when the alternative was that the 
caller was going to cut back or stop drinking anyway, with or without advice from the handler.   

Summary 
• Over a 15 month period, the alcohol helpline provided a service to 899 individuals. 
• Interventions ranged from providing advice and information to brief interventions and multi-

sessional behavioural counselling (the enhanced intervention). 
• Advice and interventions rarely took account of the age of the caller. 
• Many people who contacted the helpline said it was their first time seeking support. 
• Alcohol use ranged from hazardous to dependent drinking.  Among those receiving the 

enhanced intervention, the majority were ‘probably dependent’. 
• Some people said they would not seek advice or support anywhere other than the helpline; 

they were attracted by the anonymity and privacy the helpline provided.   
• Other important aspects of the helpline included out-of-hours accessibility and that it could 

be delivered immediately, at the very moment the person was motivated to take action.   
• Many callers gave unsolicited praise and thanks and their accounts suggested that the 

helpline had a positive impact on their alcohol use and improved their lives.  
• The majority of the practice could be described as good practice.  However, there were 

some examples of less good practice that warrant attention.   

  

                                                           
4 An NHS service for people who have an urgent medical problem and are not sure what to do. 
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Discussion 
This study adds to a growing body of literature which suggests that telephone-delivered support can 
be effective for people with a wide range of drinking problems from hazardous to dependent 
drinking.  To our knowledge it is one of the first to show that telephone-support can be effective 
(and valued by) people aged over 50.  The helpline may be particularly beneficial for people who 
cannot or will not access other forms of help.  For example, individuals who don’t meet the criteria 
for traditional alcohol services, those who feel uncomfortable approaching and engaging with 
alcohol services because of shame and stigma or people who are unable to get time off work or have 
problems getting to an in-person alcohol service.  Interestingly, 54% of calls (where gender was 
recorded) were from women.  This compares to 42% of women who access in-person alcohol 
services [71].  Previous research has also found that, in comparison with other treatment options, 
alcohol helplines reach a higher proportion of females, perhaps because of greater social stigma, 
complex trauma, caring responsibilities or child custody concerns associated with traditional in-
person services [28].   

A previously unreported finding is that alcohol helplines may be more attractive than in-person 
services for ethic minority groups.  While the numbers were small, the proportion of helpline service 
users who were from ethnic minority groups5 was almost double the proportion of people from 
ethnic minority groups who accessed the in-person Drink Wise, Age Well services (3% vs. 1.6%).  
Some minority groups such as White Irish men and Indian men experience disproportionately high 
levels of alcohol harm [72].  Ethnic minority groups are less likely to access alcohol services, and may 
be less likely to seek help for alcohol use until they have experienced serious health consequences 
[72].  Lack of trust in the confidentiality of services, and community shame and stigma, especially 
among communities where there is a religious restriction on alcohol have been identified as barriers 
to accessing treatment [72].  The anonymous and discrete nature of telephone-delivered support 
may help to overcome these barriers but further is research required.   Although data on rurality and 
socio-economic group were not collected, it is possible that telephone-delivered alcohol support 
might also improve access to treatment for people in other health inequality groups including those 
living in rural areas (anonymity may be harder to achieve in smaller communities, and there may be 
poor/no public transport options) or deprived areas (people living in deprived areas may be less 
likely to be able to get time off work or afford transport to treatment services).  

Our previous research has shown that developing a therapeutic relationships is key to working with 
over 50’s with alcohol problems [1].  This study found that a therapeutic relationship can be built 
with over 50’s over the telephone.  A systematic review of studies of interactional differences 
between telephone and face-to-face psychological therapy found that there is no empirical evidence 
to corroborate perceptions that telephone-delivered support, specifically its absence of visual and 
physical co-presence, is detrimental to a therapeutic relationship [53].  Likewise, the review did not 
find any evidence that empathy, attentiveness or engagement suffer through telephone 
communication.  Studies of client-rated importance of various factors in the formation of 
therapeutic relationship reveal that, whilst eye contact is considered among the most important 
factors, non-verbal gestures and body language as a whole are rated as significantly less important 
than therapist validation of the experience [73, 74].  Validation involves therapist actions such as 
normalising the patient’s experience, framing it as reasonable or understandable, identifying and 
reflecting back feelings, paraphrasing, agreeing, and making encouraging comments [73]; 
                                                           
5 Where ethnic minority group is defined as Black/African/Caribbean/Black British; Asian/Asian UK; 
Mixed/Multiple ethnic background or ‘other’ ethnic background. The majority ethnic group is defined as 
White/White Irish/White Other. 
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significantly, none of these are reliant on visual co-presence and all were evident in the telephone 
calls we listened to.  Webb [75] noted a perception among therapists that the ‘task’ dimension of 
the therapeutic relationship may be magnified in telephone therapy, and may in some way be 
compensating for any reduction in (traditionally conceptualised) ‘bond’.  Furthermore, Lingley-Pottie 
and McGrath [76] propose that the visual anonymity of the telephone should be conceptualised as 
an additional, unique and beneficial dimension of therapeutic alliance.   

This study has shown that compared to in-person treatment, telephone-delivered support has many 
advantages including that people are actively seeking help and therefore motivated to change and 
help can be delivered immediately at the very moment the caller has decided to take action.  
Helplines can help overcome individual barriers to alcohol treatment (e.g. time constraints, shame 
and stigma) and structural barriers (e.g. service location, operating hours).  Equivalence between 
telephone-delivered and in-person alcohol and drug treatment has been demonstrated using 
measures of engagement and treatment satisfaction [20, 30, 32], abstinence supported by urinalysis 
[30, 32] and treatment retention rates [33].  People accessing helplines find them highly acceptable 
and valuable and report reductions in alcohol use [22].  Telephone delivered treatment has been 
found to be more cost effective than face-to-face treatments [27].  Together, these findings may 
lead some to conclude that in the face of increasingly constrained resources, telephone delivered 
interventions for problematic alcohol use offer a viable alternative to in-person services. 

However, telephone-delivered support should be considered complementary to, not a replacement 
for in-person services.  Any telephone helpline is reliant on people themselves identifying their 
drinking as a problem.  Yet, our community study of over 50’s found that the majority of hazardous 
and harmful didn’t think they needed help or advice with their drinking [77] .  Some over 50’s 
express a preference for face-to-face treatment [6].  A minority of people experience difficulties 
developing an adequate therapeutic relationship in the absence of face-to-face interaction [22].  
Telephone-based support may be less suited to some individuals including people with 
communication or hearing impairment, who require more intensive treatment or medical 
supervision to withdraw safely, whose first language is not English or who have not revealed to their 
families they are receiving support for their alcohol use.  For some people remote support is simply a 
pathway into in-person treatment.  In an evaluation of a live webchat service, the authors observed 
that, for some, the service allowed them to ‘test-the-water’ before committing to a traditional 
alcohol service and others required support to build them to a point where they felt more ready and 
better able to meet people in person [78].    

When considering these findings it is important to note some limitations.  We were only able to 
listen to a small proportion of calls and these might not have been representative of all the calls. 
Selection of calls by call handlers might have biased the results.  There was no follow-up so we don’t 
know if reductions in drinking were maintained or callers who were signposted/referred to other 
services actually accessed them.  As data on age, gender and type of caller were not routinely 
recorded, it is difficult to say with confidence who is/is not accessing the helpline.   
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Recommendations 
• Age, gender and type of caller (self, family/concerned other, professional) are not routinely 

recorded.  This information is required to identify who is/is not accessing the helpline.  The 
caller’s age is also important to ensure that advice is tailored to the individual.  Age, gender 
and type of caller should be recorded for every call. 

• No outcome measures are built into routine data collection for the enhanced intervention.  
Therefore it is difficult to tell whether it is working and if so, for whom.  AUDIT-C should be 
administered at the start of the intervention, again at the end of the last session and ideally 
at a 6-month follow up to assess change in AUDIT-C risk level.  AUDIT-C questions should be 
read as written and in the order written to ensure accuracy and replicability.   

• The procedure for signposting and referral was variable.  In some cases callers were simply 
given the number of their local alcohol service to phone.   Practice guidance should be in 
place explaining best practice in signposting and referring a client.  This might include, calling 
the local alcohol service on the caller’s behalf (with their consent), explaining to the caller 
what they can reasonably expect from an alcohol service and addressing any concerns they 
might have (for example confidentiality). 

• Call handlers sometimes appeared uncomfortable with periods of silence.  The challenges of 
negotiating, tolerating and interpreting the meaning of silences should be explored and 
addressed through training and/or supervision.  

• Some call handlers frequently shared with callers what other callers had said.  Call handlers 
might like to reflect on the benefits and risks of sharing content from other calls – might this 
raise/reinforce caller’s concerns about privacy/confidentiality? 

• Callers were often not asked about their preferences or what it was that they wanted to 
achieve.  Ensuring that people have as much choice and control as they want is important in 
itself and may improve the prospects of a successful outcome.  The caller’s choice and 
preferences should be at the heart of the intervention. 

• There are occasions when callers are drinking heavily and say that they will not seek help 
from a doctor or alcohol service.  This leaves the call handler with a dilemma – should they 
provide a reduction plan knowing that it is potentially risky or should they insist the person 
should not try to cut back without medical supervision.  It may be useful to rehearse this a 
scenario in training and/or supervision. 

• A particular draw of the helpline appears to be the visual anonymity and privacy compared 
to in-person services.  It might be worthwhile raising awareness of the helpline among 
groups who may be particularly concerned about preserving their anonymity. 

• The service was under-used by professionals.  Consider raising awareness particularly among 
professionals working in services for older adults such as care homes who often don’t 
receive alcohol training.   

• Call handlers said that one of the limitations of telephone-delivered support is that it is 
difficult to assess the physical condition of call handlers.  Some callers may find it difficult to 
build a connection with the call handler without being able to see them.  Therefore all callers 
should be offered the option of supplementing telephone sessions with video-calls.   
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