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EXECUTIVE SUMMARY 

The National Centre for Education and Training on Addiction (NCETA), Flinders University, 

was funded by SafeWork SA under the WHS Innovative Practice Grant Program to conduct 

a 12-month project designed to improve psychological wellbeing and reduce alcohol and 

drug related harm among young workers. 

The aims of the research project were to: 

1. Assess the initial level of psychological wellbeing and alcohol and other drug (AOD) 

use among young construction trainees 

2. Monitor changes to wellbeing and AOD use over the duration of their first year of 

training (hypothesising that it may deteriorate over time) 

3. Undertake a randomised controlled trial (RCT) of a brief intervention to improve 

wellbeing and AOD use patterns. 

A total of 169 young South Australian trainee construction workers participated in the study. 

All were male and most (87%) were aged under 24 years of age. Participants worked in the 

housing (n=68, 40.2%) and commercial (n=45, 26.6%) sectors, or both sectors 32.5% 

(n=55). More than a third (n=60, 35.5%) were carpentry apprentices, 27.8% (n=47) were 

electrical or refrigeration apprentices, 18.9% (n=32) plumbing, and 17.8% (n=30) wet trades 

(bricklaying, plastering, and tiling).  

At the commencement of their training, the majority of participants rated their health as 

excellent/very good/good (97%), quality of life as good/very good (94%) and ability to cope 

with work stress as good/very good (84%). Most had moderate levels of social support, 

workplace social support, and work engagement. 

Compared to young people the same age and to the national average this group of young 

construction trainees had high to very high levels of AOD use. 

Over 70% were hazardous drinkers, a quarter had used cannabis in the last month and 

almost 10% had used meth/amphetamine in the past year. More than a third (36%) 

perceived regular heavy drinking to be a high risk to their health and while most (93.5%) 

believed regular meth/amphetamine use to be a high health risk, a much smaller proportion 

(43.8%) believed regular cannabis use was a high health risk. Using alcohol, cannabis, or 

meth/amphetamine at work was perceived to be a high safety risk by the majority of 

participants (90.0%, 81.6% and 95.3%, respectively). Working with a hangover from alcohol 

or using cannabis or meth/amphetamine before work was also believed to be a high safety 

risk by most participants (50.3%, 79.9% and 94.1%, respectively). However, a smaller 
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proportion believed using alcohol, cannabis, or meth/amphetamine the night before work 

was a high safety risk (20.7%, 40.3% and 82.9%, respectively). 

While most reported their quality of life, health and ability to cope with work stress as 

good/very good, approximately one in seven reported high levels of psychological distress, a 

quarter experienced high levels of job stress, and 12% high levels of workplace bullying.  

Frequency of meth/amphetamine use in the last month was significantly associated with 

workplace bullying and job stress.  Workplace bullying and job stress were positively 

associated with psychological distress, while social support and work engagement were 

negatively associated with psychological distress. 

During their first year of training, participants experienced a deterioration in their overall 

health and psychosocial wellbeing. There were significant increases in job stress, and 

absenteeism and presenteesim (e.g., being at work whilst under the influence of AOD).  This 

finding highlights the need for appropriate interventions for this group of young workers. 

The RCT of a brief psychosocial intervention comprised two sessions of one hour and two 

hours duration with data collected at baseline (T1) and at 4-6 months followup (T2). A 

planned third data collection phase did not take place due to delays encountered in 

collecting T2 data. The RCT did not result in improved outcomes for the intervention group. 

Whilst the brief intervention aimed at improving health, wellbeing and AOD use did not have 

the desired impact, there is nevertheless a need for a targeted, appropriate and supportive 

interventions to address high levels of problematic AOD use and mental health issues 

among this high-risk group of apprentices. 

In view of the findings that young construction workers are a high risk group for AOD use 

and mental health related issues there is a need for further examination of the type of 

targeted and supportive interventions that could be developed and implemented for this 

group of workers. 

There was a high level of cooperation and acceptance by TAFE SA personnel, private 

training organisations and apprentices of the importance of addressing these issues and of 

NCETA’s approach to wellbeing and AOD use amongst construction industry apprentices. 
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INTRODUCTION 

The National Centre for Education and Training on Addiction (NCETA), Flinders University, 

was funded by SafeWork SA under the WHS Innovative Practice Grant Program to conduct 

a project aimed at improving psychological wellbeing and preventing alcohol and drug 

related harm among young workers. 

The project built on NCETA’s innovative brief psychosocial skills program initially designed 

to reduce psychological distress and alcohol and drug related harm among first year 

commercial cookery apprentices [1]. 

The current study involved a randomized controlled trial (RCT) to examine whether NCETA’s 

brief psychosocial skills program could be successfully applied to construction industry 

apprentices. The target group were first year apprentices enrolled in construction-related 

trades courses (e.g., building, carpentry, plumbing, tiling, bricklaying, electrical and 

refrigeration). 

Background 

Australians aged 16-24 years are the most ‘at risk’ population group for developing mental 

health and alcohol and other drug (AOD)-related problems [2]. The critical school-to-work 

transition period is a pivotal developmental point for young workers’ psychological wellbeing.  

While employment can be a protective factor, workforce entry can also negatively impact a 

young person’s mental health and increase risk of AOD-related harm [3]. For many young 

people, entering the workforce can be demanding, and the challenges of workforce entry can 

be compounded by stressful working conditions. Compared to older workers, young workers 

are more susceptible to psychosocial stressors such as bullying and harassment [4], low job 

control [5], conflict with supervisors or co-workers [6], and work stress which in turn is a risk 

factor for anxiety and depression [7].  

In addition, young people have an increased vulnerability to AOD-related harm and/or poor 

mental health during the school-to-work transition period. Risky AOD use is more prevalent 

among those under 25 years of age compared to older workers [8-11], but there are 

significant occupational variations. Male dominated ‘blue collar’ industries and occupations 

such as construction and tradespersons have the highest prevalence of risky alcohol and 

drug use [8, 12], with workplace physical, structural and psychosocial factors influencing 

patterns of consumption [13]. Similarly, workers in the construction industry have been found 

to have a high prevalence of psychological distress and associated risk factors [14], such as 

work stress, anxiety and depression [7]. 
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Workforce entry involves unique socialisation processes that may place young workers at 

particular risk of harm. These processes involve new workers acquiring the cultural attitudes, 

values and behaviours necessary for integration into their work organisation and roles, 

including AOD use [13]. Young workers employed in occupations or industry groups with 

high levels of risky AOD use often adopt these behaviours and attitudes in an attempt to ‘fit 

in’. In addition, many industry groups with a high prevalence of mental health and AOD 

problems are male dominated [8, 12, 14-18]. Men often delay or avoid seeking help, 

especially for mental health problems [19, 20], compounding the potential for harm. 

While there is increasing recognition that the workplace has potential as an intervention 

setting to address mental health and AOD-related harm, such potential is largely 

underutilised in regard to young workers. This may be due to barriers such as lack of 

management support, time constraints, lack of resources, and work demands. However, a 

unique and invaluable opportunity exists to target young new entrants to the workforce via 

occupational training settings in the Australian Vocational Education and Training (VET) 

sector. 

Occupational training settings offer convenient, timely, and cost effective access to more 

than 450,000 Australians aged 15-19 years who commence occupational training each year 

[21]. In 2013, more than 125,000 15-24 year olds were undertaking their first year of trade-

related training in classroom groups at centralised training locations [22]. Intervention 

strategies targeting high-risk young workers delivered in occupational training settings may 

not only improve mental health and reduce AOD-related harm, but also improve training 

retention, employment, and productivity rates. Training delivered in occupational training 

settings is also more likely to transfer to the workplace and result in sustained long-term 

behaviour change, compared to training delivered in other settings [23].   

Despite the scope for intervention strategies to target young workers in occupational training 

settings, few such strategies have been implemented to-date. To address this, NCETA 

conducted a comprehensive research program in collaboration with NSW TAFE during 

2010-2015 that explored the potential of occupational training environments as a mental 

health and substance use intervention setting. Following a detailed needs assessment and 

feasibility study [1], we developed, implemented and evaluated a psychosocial skill 

enhancement strategy tailored to meet the identified needs of young workers undergoing 

occupational training in a high-risk industry [24].  
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Intervention  

That research commenced with a qualitative study comprising focus groups with second 

year commercial cookery trainees and interviews with industry key informants (trainers and 

employers) to identify specific work-related contributors to mental health and AOD 

consumption. Commercial cookery was chosen as it is a male dominated industry with high 

prevalence of risky AOD use and poor mental health [1]. The results identified high levels of 

work stress and bullying, with AOD use a common coping strategy. Trainees were largely 

unaware of the interplay between working conditions and AOD use, and had difficulty raising 

stress and bullying issues with supervisors and co-workers. Social networks were important 

sources of support. 

A review of the literature revealed training in psychosocial skills could improve stress 

management, coping skills, workplace communication, and work-related AOD problem 

solving skills among young people. Workplace psychosocial skills training has been shown 

to reduce risky alcohol use [25] and work-related stress [26]. It typically involves problem 

solving, goal setting, social skills training, and coping strategies that target individual beliefs, 

behaviours and relevant social contexts. Informed by that evidence, NCETA developed and 

evaluated a pilot training program aimed at young workers.  

The program comprised two training modules delivered over two sessions (1 x 2 hour and 1 

x 1 hour). Module 1 focused on enhancing stress management and workplace 

communication skills and Module 2 focused on understanding and reducing AOD use and 

related harm. Both modules were delivered to classroom groups during normal training 

times. 

The program content comprised the following key elements: 

 Stress management: 

o Recognising and dealing with workplace abuse and bullying 

o Recognising signs of stress 

o Assessing one’s stress level and coping style 

o Understanding and practising stress management techniques. 

 Workplace communication: 

o Understanding submissive, aggressive and assertive behaviour 

o Verbal and non-verbal aspects of submissive, aggressive and assertive 

behaviour 

o Understanding and practising ‘I’ statements. 

 Alcohol and other drug harm: 
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o Recognising/dealing with workplace conditions associated with AOD use 

o Recognising potential health, safety and career implications of risky AOD use 

o Developing decision-making skills about AOD use. 

Overall, the program aimed to reduce levels of psychological distress by improving young 

workers’ knowledge and skills in relation to: 

 adopting effective stress management strategies 

 developing effective workplace communication strategies 

 preventing AOD-related harm and responding to associated workplace/social factors 

that can affect consumption. 

A pilot trial of the program was conducted at two NSW TAFE colleges in 2013 with 

commercial cookery trainees. A total of 70 first year trainees, randomly allocated by 

classroom group into an intervention (n = 50) or control (n=20) group, were recruited in the 

first week of semester one with the intervention delivered in weeks two and three. At four 

months follow up the intervention group showed significant improvements in psychological 

distress, workplace communication, stress coping skills, and attitudes toward work-related 

drug use, while levels of risky alcohol use had significantly decreased [9].  

Given the success of the pilot trial with commercial cookery trainees, the present study was 

developed to evaluate the program’s effectiveness with construction industry apprentices.  
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DESIGN AND METHOD 

The aims of the study were to: 

1. Assess the initial level of psychological wellbeing and AOD use among young 

construction trainees 

2. Monitor changes to wellbeing and AOD use over the duration of their first year of 

training (hypothesising that it may deteriorate over time) 

3. Assess the impact of a brief intervention to improve wellbeing and AOD use patterns. 

The study comprised a two-arm randomised controlled trial (RCT) conducted over a 12-

month period, with the unit of randomisation being training establishment sites. Data were 

collected at pre-intervention (T1) and 4-6 months post-intervention (T2).   

Ethics approval was obtained from Flinders University Social and Behavioural Research 

Ethics Committee (SBREC) and consent was sought from both training establishments and 

individual trainees. 

Variations to original project design 

The initial project design involved three data collection time points (with Time 3 data 

collection scheduled to occur after T2). However, due to a number of unforeseen delays in 

recruiting participants at T2, we did not proceed with Time 3 data collection. These delays 

were caused by: 

 Erratic and unpredictable changes to course schedules by TAFE SA and private 

registered training organisations (RTOs)  

 Employer-imposed constraints on releasing apprentices to attend classes. 

A progress report explaining the delays was submitted to SafeWork SA on 26 November 

2016. SafeWork SA agreed to forego the Time 3 data collection on the understanding it did 

not compromise the project’s data integrity or outcomes. An amended Agreement, reflecting 

this change to the original methodology, was signed by Flinders University and SafeWork SA 

on 12 December 2016. 

Sample size 

Our previous research with young commercial cookery apprentices identified pre-

intervention mean psychological distress (K10) scores of 18.2 (SD=6.2). Based on this 

finding and a desired 15% reduction in K10 scores, standard RCT sample size calculations 
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indicated a total sample of 70 participants for each group was necessary at a significance 

level of 0.05 with a power of 80%, assuming equal group standard deviations between 

groups. Allowing for a 20% attrition rate, a total target sample of 170 apprentices was 

calculated. With approval from all training establishments, classroom groups were 

approached randomly at each location until sufficient numbers had been recruited. 

RCT design 

The two arms of the RCT (Figure 1) comprised:  

1. Information only (control group) 

2. Psychosocial skills training (intervention group). 

The control group participants were primarily based at the following private training 

organisations: PEER VEET, Adelaide Training and Employment Centre (ATEC) and Flexible 

Construction Training and Assessment (FCTA). Apprentices enrolled in signwriting, 

bricklaying and solid plastering at the Tonsley TAFE SA campus were also included in the 

control group. The intervention group participants were all located at the Tonsley TAFE SA 

campus and comprised apprentices enrolled in carpentry, plumbing, electrical and tiling. 
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Program (intervention) delivery 

Control group participants received ‘usual treatment’ delivered as part of the normal 

training/trainee orientation process (e.g., information sheets concerning mental health, 

workplace bullying, AOD use, and TAFE counselling services contact details). 

 Intervention group participants received the same usual treatment as controls, plus the 

psychosocial skills training program delivered during normal classroom training times in two 

sessions (1 x 2 hour and 1 x 1 hour) over two-week blocks during February to May 2016.  

Measures 

A purpose designed anonymous and confidential pen and paper survey was administered 

and completed by all participant trainees during classroom training times at T1 (pre-

intervention) and T2 (post-intervention).  

Survey measures included:  

 demographic characteristics (gender, age, job role, current living arrangements, and 

industry sector) 

 health status 

 number of days off sick in the past three months (absenteeism) 

 number of days at work despite being unwell in the past three months 

(presenteeism) 

 quality of life  

 alcohol use  

 cannabis and meth/amphetamine use 

 attitudes toward AOD-related risk to health and safety 

 psychosocial factors (psychological distress, job stress, work engagement, 

workplace bullying, social support, and communication skill level).  

More detail about the scales used to assess these measures is provided below.  

Participants were also asked to create a unique identifying code when completing the survey 

to enable their responses to be matched over time. A full copy of the survey instrument is 

attached (see Appendix A). 
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Scale details and scoring 

Health and wellbeing 

Single item measures assessed:  

 health status (excellent/very good/good/fair/poor) 

 quality of life (very good/good/neither poor nor good/poor/very poor) 

 work stress coping skills (very good/good/unsure/poor/very poor). 

Absenteeism and presenteeism 

Two questions assessed number of sick days off work and number of days attending work 

despite being unwell in the past three months. 

Communication 

Three specifically developed items assessed respondents’ quality of communication with 

their boss, colleagues, and family and friends regarding issues or problems at work. 

Responses were measured on a 5-point Likert scale from 1 (very poor) to 5 (very good). 

Item scores were tallied to get a total score, with high scores indicating good communication. 

Work engagement 

Work engagement was assessed using the 9-item Utrecht Work Engagement (UWES-9) 

scale. The UWES-9 is designed to measure three elements of workplace engagement: 

dedication, vigour, and absorption, as well as overall engagement [27]. Responses were 

measured on a 7-point Likert scale from 1 (never) to 7 (always). A mean score was 

computed from a total score, with high scores indicating high levels of engagement. 

Job stress 

The five-item Job Stress Scale [28] measured work stress. Responses were measured on a 

5-point Likert scale from 1 (strongly disagree) to 5 (strongly agree). Relevant items were 

recoded or reversed scored and summed to determine a total score, with high scores 

indicating high levels of job stress.   

Social support 

Eleven items from the MOS Social Support Survey assessed emotional/informational 

support and positive social interaction [29]. Responses were measured on a 5-point Likert 

Scale from 1 (never) to 5 (always). Item scores were reversed coded (so high scores 

indicated high social support) and summed to determine a total score. The mean of the total 

score was used to indicate levels of social support. 

 



12 
 

Workplace social support 

Four items from the resources/demands scale of Karasek’s Job Stress Measure [30] 

assessed workplace social support. Responses were measured on a 5-point Likert Scale 

from 1 (never) to 5 (always). Item scores were reverse coded (so high scores indicated high 

levels of support) and summed to determine a total score. 

Workplace bullying 

Nine items adapted from the Negative Acts Questionnaire – Revised (NAQ-R) [31] assessed 

both overall workplace bullying and specific types of bullying, including work-related bullying, 

person-related bullying and physical intimidation. Responses were measured on a 5-point 

Likert scale from 1 (never) to 5 (daily or nearly daily). Scores for each item were tallied for a 

total score, with high scores indicating high levels of workplace bullying.  

Psychological distress 

Psychological distress was measured using the 10-item Kessler-10 (K10) scale. The K10 is 

designed to quantify the frequency and severity of anxiety- and depression-related 

symptoms experienced in the past four weeks [32]. Ranking of K-10 scores: (low (10-15), 

moderate (16-21), high (22-29), very high (30+)) was based on the ABS Australian Health 

Surveys [33]. 

Hazardous drinking 

The 3-item Alcohol Use Disorder Identification Test (AUDIT-C) scale assessed hazardous 

drinking patterns and alcohol use disorders. For males, a score of ≥ 4 indicates at-risk 

drinking or active alcohol abuse or dependence [34]. 

Cannabis and meth/amphetamine use 

Questions from the National Drug Strategy Household Survey [35] were adapted to assess 

frequency of cannabis and meth/amphetamine use. Respondents were asked to indicate 

how many times they had used cannabis or methamphetamine during the past month and/or 

past year.  

Workplace AOD policy and drug testing 

Two single items asked respondents to indicate whether their workplaces had a drug and 

alcohol policy or utilised alcohol and drug testing. 

AOD safety/health risk attitudes 

Fourteen specifically developed items assessed the extent to which participants considered 

the following behaviours to be risky: 
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 using alcohol, cannabis, and meth/amphetamine regularly 

 using alcohol, cannabis, and meth/amphetamine during work 

 using cannabis and meth/amphetamine before work 

 attending work with a hangover 

 heavy drinking or using cannabis or methamphetamine the night before a work day.  

Responses were measured on a 6-point Likert scale from 0 (don’t know) or 1 (no risk) to 5 

(extreme risk). Item scores were summed to give a total score with high scores indicating 

perceptions of high risk.  

Stakeholder Input 

Prior to the development and implementation of the intervention, informal discussions were 

held with key stakeholders to explore the potential of embedding a brief psychosocial skills 

training component within ongoing occupational training curricula. Stakeholders included 

representatives from TAFE SA, private Registered Training Organisations, the Master 

Builders Association, and the Construction Forestry Mining and Energy Union.   

Analysis 

Post-intervention, both matched and unmatched analyses were conducted of the 

intervention and control group samples. Where available, samples were matched using 

unique identifiers. However, this matching was only possible for 66 participants (39 

intervention and 27 control).  

Data were analysed using Statistical Package for the Social Sciences (SPSS) V22.0 

software. One entry was deleted due to largely incomplete responses, leaving 169 

respondents for subsequent analyses. Missing values were dealt with using the Maximum 

Likelihood Estimation method. Less than 2% of the data were missing. Means and standard 

deviations were computed for continuous variables and frequencies and percentages were 

calculated for categorical variables. Inferential analyses such as correlations and multiple 

regressions were conducted to examine associations between key variables. 

Between group differences at T1 and T2 and within group differences T1 to T2 were 

examined. Independent t-tests examined between and within group differences in 

continuous variables. Chi-square tests examined between group differences in binary 

variables for both matched and unmatched samples. McNemar’s Chi-square tests was used 

to examine T1 to T2 changes in binary variables for matched samples, while two sample z 

tests examined T1 to T2 changes for unmatched samples. 
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RESULTS 

Demographics 

A total of 169 trainees participated in the study. Respondents were all male. More than half 

were aged less than 20 years (n=94, 55.6%) and most lived at home with their family 

(n=121, 71.6%) (Table 1). The largest proportions worked in the housing (n=68, 40.2%) and 

commercial (n=45, 26.6%) sectors, and 32.5% (n=55) worked in both sectors. Most (71.0%, 

n=120) reported their workplace had an AOD policy and 13.6% (n=23) reported workplace 

drug testing.  

More than a third (n=60, 35.5%) were undertaking a carpentry apprenticeship, 27.8% (n=47) 

were undertaking electrical or refrigeration apprenticeships, 18.9% (n=32) plumbing, and 

17.8% (n=30) wet trades (bricklaying, plastering, and tiling) (Figure 2). 

 

 

Figure 2: Respondents’ occupations  

 

There were no significant demographic differences between intervention and control group 

participants, apart from the number of plumbing and wet trades apprentices (Table 1). After 

adjusting for multiple comparisons, these differences were not significant. 
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Table 1. Pre-intervention (Time 1) baseline demographic characteristics 

 
All  

(N=169) 
Intervention  

(n=97) 
Control  
(n=72) 

Difference 

Age (years) (missing =2) 

Less than 20 94 (55.6%) 55 (56.7%) 39 (54.2%) NS 

20-24 53 (31.4%) 33 (34.0%) 20 (27.8%) NS 

Older than 24 20 (11.8%) 8 (8.2%) 12 (16.7%) NS 

Living arrangement  

Lives with family 121 (71.6%) 72 (74.2%) 49 (68.1%) NS 

Lives with partner 30 (17.8%) 17 (17.5%) 13 (18.1%) NS 

Lives alone/with flatmates 18 (10.7%) 8(8.2%) 10 (13.9%) NS 

Apprenticeship Trade 

Carpentry 60 (35.5%) 40 (41.2%) 20 (27.8%) NS 

Electrical/refrigeration 47 (27.8%) 22 (22.7%) 25 (34.7%) NS 

Plumbing 32 (18.9%) 27 (27.8%) 5 (6.9%) Χ2=11.7, p<.001 

Wet Trades1 30 (17.8%) 8 (8.2%) 22 (30.6%) Χ2=14.1, p<.001 

Industry Sector (missing = 1) 

Commercial/industrial 45 (26.6%) 20 (20.6%) 25 (34.7%) NS 

Residential/housing 68 (40.2%) 44 (45.4%) 24 (33.3%) NS 

Both sectors 55 (32.5%) 33 (34.0%) 22 (30.6%) NS 

Workplace controls 

Exposed to workplace AOD policy 120 (71.0%) 69 (71.1%) 51 (70.8%) NS 

Exposed to drug testing  23 (13.6%) 11 (11.3%) 12 (16.7%) NS 

1 Wet trades = Bricklaying, Tiling, Painting & Signwriting 

Note. NS – Not Significant 

Psychological wellbeing and AOD use 

Health and wellbeing 

The overwhelming majority of participants (n=159, 94.1%) rated their quality of life as 

good/very good and their health as good, very good or excellent (n=164, 97.0%) (Table 2). 

Despite this, during the last three months, 30.8% (n=52) had taken at least one day off work, 

7.1% (n=12) had taken three or more days off work (absenteeism), and 36.7% (n=62) had 

gone to work at least three times while sick or not feeling well (presenteeism).   

Most (n=142, 84.0%) thought their ability to cope with work stress was good/very good. 

Relatively high levels were reported for social support (M=4.1, SD=0.8), work engagement 

(M=4.2, SD=0.8), and workplace communication ability (M=13.0, SD=1.9), with moderate 

levels of workplace social support (12.9, SD=3.4). However, a quarter (24.8%, n=42) 

reported moderate to high levels of job stress (scores of more than 14), 15.4% (n=26) 

reported high/very high levels of psychological distress (scores of 22 or more) and 11.8% 

(n=20) reported high levels of workplace bullying (score of 31 or more).  
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There were no significant T1 differences between intervention and control group participants 

on wellbeing measures (Table 2). 

Table 2. Pre-intervention (Time 1) baseline wellbeing measures 

 All 

(N=169) 

Intervention  

(n=97) 

Control  

(n=72) 
Difference 

 N (%) 

Health (excellent/very good/good)1 164 (97.0) 93 (95.9) 71 (98.6) NS 

Quality of life (good/very good)2 159 (94.1) 89 (91.8) 70 (97.2) NS 

Work stress coping ability (good/very good)3 142 (84.0) 79 (81.4) 63 (87.5) NS 

Absenteeism ≥ 1 day (last 3 months) 52 (30.8) 32 (33.0) 20 (27.8) NS 

Absenteeism ≥ 3 days (last 3 months) 12 (7.1) 8 (8.2) 4 (5.6) NS 

Presenteeism ≥ 1 day (last 3 months) 95 (56.2) 56 (57.7) 39 (54.2) NS 

Presenteeism ≥ 3 days (last 3 months) 62 (36.7) 40 (41.2) 22 (30.6) NS 

 M (SD) 

Workplace communication4 13.0 (1.9) 13.1 (1.7) 12.8 (2.0) NS 

Work engagement5 4.2 (0.8) 4.1 (0.8) 4.2 (0.8) NS 

Workplace social support6 12.9 (3.4) 12.8 (3.3) 13.0 (3.5) NS 

General social support7 4.1 (0.8) 4.1 (0.8) 4.1 (0.8) NS 

Workplace bullying8 18.1 (8.2) 17.2 (6.2) 19.4 (10.2) NS 

Job stress9 11.5 (3.3) 11.5 (3.2) 11.4 (3.4) NS 

Psychological distress10 17.0 (5.8) 17.0 (5.4) 17.1 (6.3) NS 

Note. NS – Not Significant 

1. Single item: 5-point Likert scale (1=excellent, 5=poor).  
2. Single item: 5-point Likert scale (1=very good, 5=very poor).  
3. Single item: 5-point Likert scale (1=very good, 5=very poor).  
4. Three-item custom scale: 5-point Likert scale (1=very poor, 5=very good). Max score: 15 
5. Nine-item Utrecht Work Engagement Scale: 7-point Likert scale (0=never, 6=always). Max score: 6 (mean total score used) 
6. Four items from the Job Stress Measure: 5-point Likert scale (1=never, 5=always). Max score: 20 
7. Eleven-item MOS Social Support Survey: 5-point Likert Scale (1=never, 5=always). Max score:  5 (mean total score used) 
8. Nine items from the Negative Acts Questionnaire-Revised: 5-point Likert scale (1=never, 5=daily or near daily). Max score: 45 
9. Five-item Job Stress Scale: 5-point Likert scale (1=strongly disagree, 5=strongly agree). Max score: 25 
10. Ten-item Kessler-10 Scale: Low=10-15, moderate=16-21, high=22-29, very high=30+. Max score: 50 

 

Alcohol and drug use  

The majority of respondents had high AUDIT-C scores (M=5.5, SD=3.0) indicating risky 

drinking levels with 122 (72.2%) respondents reporting a score indicative of problem drinking 

(≥4) (Table 3). More than one in three (39.6%) drank at least weekly and 50.9% usually 

drank five or more standard drinks when they did drink. Nearly one in four participants 

(24.9%) had used cannabis and 3.6% had used meth/amphetamine in the past month.  

There were no significant T1 differences between intervention and control group participants 

in baseline AOD measures (Table 3). 
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Table 3. Pre-intervention (Time 1) baseline alcohol and drug related measures 

 All 

(N=169) 

Intervention  

(n=97) 

Control  

(n=72) 
Difference 

 N (%) 

Drink weekly or more often 67 (39.6) 35 (36.1) 32 (45.1) NS 

Usually drink 5 or more std drinks 86 (50.9) 48 (49.5) 38 (52.8) NS 

Used cannabis in past 12 months 75 (44.4) 46 (47.4) 29 (40.3) NS 

Used cannabis in past month 42 (24.9) 27 (27.8) 15 (20.8) NS 

Used meth/amphet in past 12 months 14 (8.3) 9 (9.3) 5 (6.9) NS 

Used meth/amphet in past month 6 (3.6) 4 (4.1) 2 (2.8) NS 

 M (SD) 

AUDIT-C  5.5 (3.0) 5.4 (3.0) 5.6 (3.1) NS 

Regular heavy alcohol use health risk 3.1 (1.0) 3.1 (1.1) 3.1 (0.9) NS 

Regular cannabis use health risk 3.2 (1.2) 3.2 (1.2) 3.4 (1.3) NS 

Regular meth use health risk 4.7 (0.6) 4.7 (0.7) 4.7 (0.6) NS 

Alcohol use safety risk 3.5 (0.8) 3.5 (0.7) 3.5 (0.8) NS 

Cannabis use safety risk 3.9 (0.9) 3.9 (1.0) 3.9 (0.9) NS 

Meth/amphetamine use safety risk 4.6 (0.7) 4.6 (0.7) 4.5 (0.6) NS 

Note. NS – Not Significant 

In comparison to national prevalence rates of AOD use among 17-24 year olds ,the 

respondents in this study had higher than national average levels of risky drinking (50.9% in 

the current study vs 40.7% nationally); monthly methamphetamine use (3.6% vs 1.4%) and 

monthly cannabis use (24.9% vs 11.8%) (Figure 3). 
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  Figure 3: Drug use frequency of TAFE SA construction apprentices compared to the 

Australian prevalence 

Source of comparison data: Australian Institute of Health and Welfare (AIHW). 
2013 National Drug Strategy Household Survey (NCETA secondary analysis, 2017). 
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AOD related health and workplace safety attitudes/beliefs 

More than a third of participants (35.5%) believed that regular heavy drinking constituted a 

high risk to their health, with larger proportions believing that regular cannabis and 

meth/amphetamine use were a high health risk (43.8% and 93.5%, respectively).  

Using alcohol, cannabis, or meth/amphetamine at work was perceived to be a high safety 

risk by the majority of participants (90.0%, 81.6% and 95.3%, respectively). Working with a 

hangover from alcohol or using cannabis or meth/amphetamine before work was also 

believed to be a high safety risk by most participants (50.3%, 79.9% and 94.1%, 

respectively). However, a smaller proportion believed using alcohol, cannabis, or 

meth/amphetamine the night before work was a high safety risk (20.7%, 40.3% and 82.9%, 

respectively) (Table 4).  

 

Table 4: Workplace AOD safety related attitudes/beliefs 

 Workplace safety risk (%) 

Alcohol None Low/moderate High 

Drinking at work 0.0 9.5 90.0 

Work with a hangover 1.2 47.9 50.3 

Heavy drinking night before (≥ 5 std drinks) 11.2 67.4 20.7 

Cannabis    

Use at work 0.0 17.8 81.6 

Use before work 0.0 19.5 79.9 

Use the night before work 19.5 39.7 40.3 

Meth/amphetamine    

Use at work 0.0 4.1 95.3 

Use before work 0.0 5.9 94.1 

Use the night before work 0.0 15.4 82.9 

 Health risk (%) 

Regularly drinking ≥ 5 std drinks 5.9 58.0 35.5 

Regular cannabis use1 9.5 46.2 43.8 

Regular meth/amphetamine use1 0.6 5.9 93.5 

 

Inferential analyses (Table 5) indicated that for all participants, methamphetamine use, 

cannabis use, and high AUDIT-C scores were significantly related. Frequency of 

meth/amphetamine use in the last month was significantly associated with workplace 

bullying and job stress.   

Workplace bullying and job stress were positively associated with psychological distress, 

while social support and work engagement were negatively associated with psychological 

distress.   
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Table 5: Correlation coefficients for AOD use, psychological distress and workplace 
psychosocial factors 

 Audit-
C 

Psych. 
Distress 

Social 
support 

Work 
bullying 

Job 
stress 

Work 
engagement 

Cannabis1 
Meth/ 

amphet1 

Audit-C -        

Psych. distress NS -       

Social support NS -.411** -      

Work bullying NS .482** -.307** -     

Job stress NS .566** -.385** .544** -    

Work 
engagement 

NS -.237** .367** -.262** -.409** -   

Cannabis1 .375** NS NS NS NS NS -  

Meth/amph1 .260** NS NS NS NS NS .347**  

Cannabis2 .267** NS NS NS NS NS .835**  

Meth/amph2 .198* NS NS .172* .171* NS .293** .711** 

1 Frequency of use in last 12 months  
2 Frequency of use in last month 
**Correlation is significant at the 0.01 level (2-tailed).     
*Correlation is significant at the 0.05 level (2-tailed).      
Note. NS – Not Significant      

 

Wellbeing and AOD use over time (T1-T2) 

A total of 106 participants completed the post-intervention (T2) survey (66 intervention and 

40 control participants). There was a significant T1-T2 decrease in self-rated health (z=7.6, 

p<0.001) for the total sample, and a significant increase in job stress (t=3.6, p<.001). 

 

There was also a significant increase in presenteeism (one or more days; z=2.7, p=0.006: 

three or more days; z= 2.2, p=0.03) and absenteeism (z=2.0, p=0.05: at least one day off 

work) between T1 and T2 (see Table 6). 

 

For all other variables there were no significant T1-T2 changes among the total sample.   
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Table 6. T1-T2 differences in wellbeing measures (total sample) 

 T1 

(N=169) 

T2  

(N=106) 
Change Significance 

 N (%) 

Health (excellent/very good/good)1 164 (97.0) 66 (62.3) -34.7% z=7.6, p<0.001 

Quality of life (good/very good)2 159 (94.1) 98 (92.5) -1.6% NS 

Work stress coping ability (good/very good)3 142 (84.0) 91 (85.8) +1.8% NS 

Absenteeism ≥ 1 day (last 3 months) 52 (30.8) 45 (42.5) +11.7% z=2.0, p=0.05 

Absenteeism ≥ 3 days (last 3 months) 12 (7.1) 12 (11.3) +4.2% NS 

Presenteeism ≥ 1 day (last 3 months) 95 (56.2) 77 (72.6.) +16.4% z=2.7, p=.006 

Presenteeism ≥ 3 days (last 3 months) 62 (36.7) 53 (50.0) +13.3% z= 2.2, p=0.03 

 M (SD) 

Workplace communication4 13.0 (1.9) 13.1 (1.7) +0.1 NS 

Work engagement5 4.2 (0.8) 4.2 (0.8) 0 NS 

Workplace social support6 12.9 (3.4) 12.8 (3.1) -0.1 NS 

General social support7 4.1 (0.8) 4.3 (0.6) +0.2 NS 

Workplace bullying8 18.1 (8.2) 17.7 (6.8) -0.4 NS 

Job stress9 11.5 (3.3) 12.8 (2.6) +1.3 t=3.6, p<.001 

Psychological distress10 17.0 (5.8) 17.2 (5.9) +0.2 NS 

 

Note: NS – Not significant 

1. Single item: 5-point Likert scale (1=excellent, 5=poor).  
2. Single item: 5-point Likert scale (1=very good, 5=very poor).  
3. Single item: 5-point Likert scale (1=very good, 5=very poor).  
4. Three-item custom scale: 5-point Likert scale (1=very poor, 5=very good). Max score: 15 
5. Nine-item Utrecht Work Engagement Scale: 7-point Likert scale (0=never, 6=always). Max score: 6 (mean total score used) 
6. Four items from the Job Stress Measure: 5-point Likert scale (1=never, 5=always). Max score: 20 
7. Eleven-item MOS Social Support Survey: 5-point Likert Scale (1=never, 5=always). Max score:  5 (mean total score used) 
8. Nine items from the Negative Acts Questionnaire-Revised: 5-point Likert scale (1=never, 5=daily or near daily). Max score: 45 
9. Five-item Job Stress Scale: 5-point Likert scale (1=strongly disagree, 5=strongly agree). Max score: 25 
10. Ten-item Kessler-10 Scale: Low=10-15, moderate=16-21, high=22-29, very high=30+. Max score: 50 
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There were no significant changes over time for the full sample on any measures in regard 

to alcohol and drug use for the full sample (see Table 7). 

Table 7. T1-T2 differences in alcohol and drug related measures (total sample) 

 T1 

(N=169) 

T2  

(n=106) 
Change Significance 

 N (%) 

Drink weekly or more often 67 (39.6) 39 (36.8) -2.8% NS 

Usually drink 5 or more std drinks 86 (50.9) 49 (46.2) -4.7% NS 

Used cannabis in past 12 months 75 (44.4) 45 (42.5) -1.9% NS 

Used cannabis in past month 42 (24.9) 23 (21.7) -3.2% NS 

Used meth/amphet in past 12 months 14 (8.3) 8 (7.5) -0.8% NS 

Used meth/amphet in past month 6 (3.6) 3 (2.8) -0.8% NS 

 M (SD) 

AUDIT-C  5.5 (3.0) 5.6 (2.6) +0.1 NS 

Regular heavy alcohol use health risk 3.1 (1.0) 3.1 (1.1) 0 NS 

Regular cannabis use health risk 3.2 (1.2) 3.2 (1.4) 0 NS 

Regular meth use health risk 4.7 (0.6) 4.4 (1.3) -0.3 NS 

Alcohol use safety risk 3.5 (0.8) 3.6 (0.9) +0.1 NS 

Cannabis use safety risk 3.9 (0.9) 3.8 (1.1) -0.1 NS 

Meth/amphetamine use safety risk 4.6 (0.7) 4.5 (0.8) -0.1 NS 

Note: NS – Not significant 

 

Separate within group analyses of the intervention and control group also indicated no 

significant changes in any alcohol or drug use measures for either the unmatched 

intervention or control group (see below).   

Matched sample 

A total of 66 participants could be matched on their responses over time. 

Similar T1-T2 results as those shown above were obtained for the matched sample analysis. 

Paired sample analysis of the total matched sample indicated a significant T1-T2 decline in 

self-rated health status (X2=20.0, p<0.001) and a significant increase in absenteeism 

(X2=7.4, p=0.007) and job stress (t=5.1, p<.001) (Table 8).  
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Table 8. T1-T2 differences in wellbeing measures (matched sample) 

 T1 

(N=66) 

T2  

(N=66) 
Change Significance 

 N (%) 

Health (excellent/very good/good)1 64 (97.0) 44 (66.7) -30.3% X2=20.0, p<0.001 

Quality of life (good/very good)2 63 (95.5) 62 (93.9) -1.6% NS 

Work stress coping ability (good/very good)3 54 (81.8) 60 (90.9) +9.1% NS 

Absenteeism ≥ 1 day (last 3 months) 13 (19.7) 26 (39.4) +19.7% X2=7.4, p=0.007 

Absenteeism ≥ 3 days (last 3 months) 3 (4.5) 6 (9.1) +4.6% NS 

Presenteeism ≥ 1 day (last 3 months) 38 (57.6) 44 (66.6) +9.0% NS 

Presenteeism ≥ 3 days (last 3 months) 27 (40.9) 26 (39.4) -1.5% NS 

 M (SD) 

Workplace communication4 12.9 (1.9) 13.0 (1.7) +0.1 NS 

Work engagement5 4.2 (0.9) 4.2 (0.8) 0 - 

Workplace social support6 12.9 (3.2) 12.7 (3.1) -0.2 NS 

General social support7 4.1 (0.8) 4.3 (0.6) +0.2 NS 

Workplace bullying8 18.3 (7.7) 18.1 (7.3) -0.4 NS 

Job stress9 11.3 (3.5) 12.8 (2.5) +1.5 t=5.1, p<.001 

Psychological distress10 17.0 (5.7) 16.2 (4.6) -0.9 NS 

Note: NS – Not significant 

 

1. Single item: 5-point Likert scale (1=excellent, 5=poor).  
2. Single item: 5-point Likert scale (1=very good, 5=very poor).  
3. Single item: 5-point Likert scale (1=very good, 5=very poor).  
4. Three-item custom scale: 5-point Likert scale (1=very poor, 5=very good). Max score: 15 
5. Nine-item Utrecht Work Engagement Scale: 7-point Likert scale (0=never, 6=always). Max score: 6 (mean total score used) 
6. Four items from the Job Stress Measure: 5-point Likert scale (1=never, 5=always). Max score: 20 
7. Eleven-item MOS Social Support Survey: 5-point Likert Scale (1=never, 5=always). Max score:  5 (mean total score used) 
8. Nine items from the Negative Acts Questionnaire-Revised: 5-point Likert scale (1=never, 5=daily or near daily). Max score: 45 
9. Five-item Job Stress Scale: 5-point Likert scale (1=strongly disagree, 5=strongly agree). Max score: 25 
10. Ten-item Kessler-10 Scale: Low=10-15, moderate=16-21, high=22-29, very high=30+. Max score: 50 

 

There were no significant changes over time for any measures in regard to alcohol and drug 

use for the total matched sample (see Table 9). Separate within group analyses of the 

matched sample intervention and control group also indicated no significant changes in any 

alcohol or drug use measures. 
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Table 9. T1-T2 differences in alcohol and drug related measures (matched sample) 

 T1 

(N=66) 

T2  

(n=66) 
Change Significance 

 N (%) 

Drink weekly or more often 22 (33.3) 23 (34.8) +1.5% NS 

Usually drink 5 or more std drinks 33 (50.0) 31 (47.0) -2.0% NS 

Used cannabis in past 12 months 25 (37.9) 25 (37.9) 0% - 

Used cannabis in past month 12 (18.2) 10 (15.2) -3.0% NS 

Used meth/amphet in past 12 months 5 (7.6) 5 (7.6) 0% - 

Used meth/amphet in past month 1 (1.5) 2 (3.0) +1.0% NS 

 M (SD) 

AUDIT-C  5.7 (3.0) 5.6 (2.8) -0.2 NS 

Regular heavy alcohol use health risk 3.1 (0.9) 3.1 (1.0) 0 - 

Regular cannabis use health risk 3.4 (1.3) 3.4 (1.3) 0 - 

Regular meth use health risk 4.7 (0.6) 4.5 (0.9) -0.2 NS 

Alcohol use safety risk 3.5 (0.8) 3.6 (0.8) 0 - 

Cannabis use safety risk 3.9 (1.1) 3.9 (0.9) 0 - 

Meth/amphetamine use safety risk 4.6 (0.5) 4.6 (0.6) 0 - 

 
Note: NS – Not significant 
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RCT Results 

To assess the impact of the intervention, delivered between T1 and T2, differences in scores 

on key measures were examined for the intervention and control groups.  This was done in 

two ways.   

First, scores for the two groups were examined using ‘unmatched’ data. Then, where data 

was available for participants’ scores that could be individually matched at T1 and T2 

‘matched’ data analyses were undertaken. Only 66 participants (39 intervention and 27 

control) could be matched at T2 using unique identifiers.  As a result, analyses were 

conducted for both matched and unmatched sample data. Matched sample baseline 

demographics indicated no significant differences between intervention and control group 

participants, with the exception of trade. There were no significant T1-T2 differences 

between intervention or control group participants for the matched sample (data not shown).  

 
Presented below are the findings for the unmatched data analyses. 

Unmatched analyses 

Post-intervention analysis of the total (unmatched) sample revealed no significant T2 

differences in wellbeing (Tables 10 and 11) or AOD (Tables 12 and 13) measures between 

intervention and control group participants.  

Within group analyses of the intervention and control groups (Tables 10-13) indicated a 

similar significant decrease in self-rated health and increase in job stress for both groups.  

However, significant increases in absenteeism and presenteeism for the intervention group 

were restricted to one day, while significant increases in absenteeism and presenteeism 

were for 3 or more days among the control group. For all other variables there were no 

significant T1-T2 changes among the unmatched intervention or control group samples. 
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Table 10. T1-T2 differences in wellbeing measures intervention group (unmatched 

sample) 

 T1 

(N=97) 

T2  

(N=66) 
Change Significance 

 N (%) 

Health (excellent/very good/good)1 93 (95.9) 39 (59.1) -36.8% z=5.9, p<0.001 

Quality of life (good/very good)2 89 (91.8) 59 (89.4) -2.4% NS 

Work stress coping ability (good/very good)3 79 (81.4) 55 (83.3) +1.9% NS 

Absenteeism ≥ 1 day (last 3 months) 32 (33.0) 27 (40.9) +7.9% z=2.1, p=0.04 

Absenteeism ≥ 3 days (last 3 months) 8 (8.2) 5 (7.6) -0.6% NS 

Presenteeism ≥ 1 day (last 3 months) 56 (57.7) 48 (72.7) +15.0% z=2.0, p=0.05 

Presenteeism ≥ 3 days (last 3 months) 40 (41.2) 36 (54.5) +13.3% NS 

 M (SD) 

Workplace communication4 13.1 (1.7) 12.9 (1.7) +0.2 NS 

Work engagement5 4.1 (0.8) 4.1 (0.8) 0 NS 

Workplace social support6 12.8 (3.3) 12.5 (3.3) -0.3 NS 

General social support7 4.1 (0.8) 4.2 (0.6) +0.1 NS 

Workplace bullying8 17.2 (6.2) 18.4 (7.3) +0.9 NS 

Job stress9 11.5 (3.2) 13.0 (2.5) +1.5 t=3.4, p<0.001 

Psychological distress10 17.0 (5.4) 18.0 (6.6) +1.0 NS 

Note: NS – Not significant 

1. Single item: 5-point Likert scale (1=excellent, 5=poor).  
2. Single item: 5-point Likert scale (1=very good, 5=very poor).  
3. Single item: 5-point Likert scale (1=very good, 5=very poor).  
4. Three-item custom scale: 5-point Likert scale (1=very poor, 5=very good). Max score: 15 
5. Nine-item Utrecht Work Engagement Scale: 7-point Likert scale (0=never, 6=always). Max score: 6 (mean total score used) 
6. Four items from the Job Stress Measure: 5-point Likert scale (1=never, 5=always). Max score: 20 
7. Eleven-item MOS Social Support Survey: 5-point Likert Scale (1=never, 5=always). Max score:  5 (mean total score used) 
8. Nine items from the Negative Acts Questionnaire-Revised: 5-point Likert scale (1=never, 5=daily or near daily). Max score: 45 
9. Five-item Job Stress Scale: 5-point Likert scale (1=strongly disagree, 5=strongly agree). Max score: 25 
10. Ten-item Kessler-10 Scale: Low=10-15, moderate=16-21, high=22-29, very high=30+. Max score: 50 
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Table 11. T1-T2 differences in wellbeing measures control group (unmatched sample) 

 T1 

(N=72) 

T2  

(N=40) 
Change Significance 

 N (%) 

Health (excellent/very good/good)1 71 (98.6) 27 (67.5) -31.1% z=4.8, p<0.001 

Quality of life (good/very good)2 70 (97.2) 39 (97.5) +0.3% NS 

Work stress coping ability (good/very good)3 63 (87.5) 36 (90.0) +2.5% NS 

Absenteeism ≥ 1 day (last 3 months) 20 (27.8) 18 (45.0) +17.2% NS 

Absenteeism ≥ 3 days (last 3 months) 4 (5.6) 7 (17.5) +11.9% z=2.0, p=0.04 

Presenteeism ≥ 1 day (last 3 months) 39 (54.2) 29 (72.5) +18.3% NS 

Presenteeism ≥ 3 days (last 3 months) 22 (30.6) 18 (45.0) +24.4% NS 

 M (SD) 

Workplace communication4 12.8 (2.0) 13.4 (1.5) +0.5 NS 

Work engagement5 4.2 (0.8) 4.4 (0.8) +0.2 NS 

Workplace social support6 13.0 (3.5) 13.3 (2.8) +0.3 NS 

General social support7 4.1 (0.8) 4.3 (0.7) +0.2 NS 

Workplace bullying8 19.4 (10.2) 16.4 (5.7) -3.0 NS 

Job stress9 11.4 (3.4) 12.6 (2.8) +1.2 t=2.0, p=.02 

Psychological distress10 17.1 (6.3) 15.8 (4.2) -1.3 NS 

Note: NS – Not significant 

1. Single item: 5-point Likert scale (1=excellent, 5=poor).  
2. Single item: 5-point Likert scale (1=very good, 5=very poor).  
3. Single item: 5-point Likert scale (1=very good, 5=very poor).  
4. Three-item custom scale: 5-point Likert scale (1=very poor, 5=very good). Max score: 15 
5. Nine-item Utrecht Work Engagement Scale: 7-point Likert scale (0=never, 6=always). Max score: 6 (mean total score used) 
6. Four items from the Job Stress Measure: 5-point Likert scale (1=never, 5=always). Max score: 20 
7. Eleven-item MOS Social Support Survey: 5-point Likert Scale (1=never, 5=always). Max score:  5 (mean total score used) 
8. Nine items from the Negative Acts Questionnaire-Revised: 5-point Likert scale (1=never, 5=daily or near daily). Max score: 45 
9. Five-item Job Stress Scale: 5-point Likert scale (1=strongly disagree, 5=strongly agree). Max score: 25 
10. Ten-item Kessler-10 Scale: Low=10-15, moderate=16-21, high=22-29, very high=30+. Max score: 50 

 

Table 12. T1-T2 differences in alcohol and drug related measures intervention group 

(unmatched sample) 

 T1 

(N=97) 

T2  

(n=66) 
Change Significance 

 N (%) 

Drink weekly or more often 35 (36.1) 23 (34.8) -1.3% NS 

Usually drink 5 or more std drinks 48 (49.5) 32 (48.5) -1.0% NS 

Used cannabis in past 12 months 46 (47.4) 30(45.5) -1.9% NS 

Used cannabis in past month 27 (27.8) 18 (27.3) -0.5% NS 

Used meth/amphet in past 12 months 9 (9.3) 6 (9.1) -0.2% NS 

Used meth/amphet in past month 4 (4.1) 3 (4.5) +0.4% NS 

 M (SD) 

AUDIT-C  5.4 (3.0) 5.6 (2.7) +0.2 NS 

Regular heavy alcohol use health risk 3.1 (1.1) 3.1 (1.1) 0 NS 

Regular cannabis use health risk 3.2 (1.2) 3.1 (1.4) -0.1 NS 

Regular meth use health risk 4.7 (0.7) 4.3 (1.3) -0.4 NS 

Alcohol use safety risk 3.5 (0.7) 3.6 (0.8) +0.1 NS 

Cannabis use safety risk 3.9 (1.0) 3.8 (1.1) -0.1 NS 

Meth/amphetamine use safety risk 4.6 (0.7) 4.5 (0.8) -0.1 NS 

Note: NS – Not significant 
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Table 13. T1-T2 differences in alcohol and drug related measures control group 

(unmatched sample) 

 T1 

(N=72) 

T2  

(N=40) 
Change Significance 

 N (%) 

Drink weekly or more often 32 (45.1) 16 (40.0) -4.9% NS 

Usually drink 5 or more std drinks 38 (52.8) 17 (42.5) -10.3% NS 

Used cannabis in past 12 months 29 (40.3) 15 (37.5) -2.8% NS 

Used cannabis in past month 15 (20.8) 5 (12.8) -8.0% NS 

Used meth/amphet in past 12 months 5 (6.9) 2 (5.0) -1.9% NS 

Used meth/amphet in past month 2 (2.8) 0 (0.0) -2.8% NS 

 M (SD) 

AUDIT-C  5.6 (3.1) 5.5 (2.6) -0.1 NS 

Regular heavy alcohol use health risk 3.1 (0.9) 3.1 (1.0) -0.2 NS 

Regular cannabis use health risk 3.4 (1.3) 3.3 (1.4) -0.1 NS 

Regular meth use health risk 4.7 (0.6) 4.6 (0.8) -0.1 NS 

Alcohol use safety risk 3.5 (0.8) 3.4 (0.1) -0.1 NS 

Cannabis use safety risk 3.9 (0.9) 3.8 (1.1) -0.1 NS 

Meth/amphetamine use safety risk 4.5 (0.6) 4.6 (0.9) +0.1 NS 

Note: NS – Not significant 

 

Stakeholder input 

Overall stakeholders recognised that construction industry apprentices were a high risk 

group for AOD-related harm and poor mental health, and expressed support for programs 

that would minimise risk of harm. Stakeholders were also of the opinion that any information 

or skill-based program would be most effective if embedded within the existing training 

curricula. However, stakeholders identified several potential barriers to the implementation of 

such programs. These potential barriers included: 

1. Time and resource implications: Stakeholders believed that classroom training times 

were limited and training organisations were under pressure to deliver training within 

tight timeframes. The addition of extra training curricula would place further pressure 

on training times. 

2. A focus on trade-based training: Stakeholders were of the opinion that there was 

substantial employer and industry pressure to ensure that training content focused 

specifically on trade-related training. Health and wellbeing programs were often 

regarded as ‘non-trade’ related. 

3. Lack of control over training attendances: Stakeholders identified that employers had 

substantial control over when apprentices attended training.  While training 

organisations scheduled attendance times, employers often rescheduled training 
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attendance at short notice to fit with workload fluctuations. This makes it difficult to 

schedule health and wellbeing programs that target apprentices at similar times.  
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DISCUSSION 

This study was undertaken to assess the initial level of psychological wellbeing and AOD 

use among young construction trainees and to monitor changes in these workers over their 

first year of training. The study also included a randomised controlled trial (RCT) which 

sought to assess the impact of a brief intervention on wellbeing and AOD use patterns. The 

brief intervention was based on NCETA’s previous work in the TAFE sector in New South 

Wales with high-risk youth employed in cookery courses. It was also informed by other 

relevant research on worker wellbeing and improving wellbeing and AOD use. 

A High Risk Group of Young Workers 

The findings of this study confirm previous research indicating that young construction 

industry workers are a high-risk group for harmful AOD use and poor mental health. This 

group of young workers were found to have higher than national average levels of risky 

drinking (50.9% vs 40.7%), methamphetamine use (3.6% of the current sample vs 1.4% of 

17-24 year olds nationally had used in the past month) and cannabis use (24.9% of the 

current sample vs 12% of 17-24 year olds nationally had used in the past month). 

Among all participants, risky drinking and use of illicit drugs (methamphetamine and 

cannabis) were significantly associated. That is, these behaviours tend to cluster together 

and may therefore benefit from interventions designed to address all three activities. 

However, risky alcohol use did not appear to be related to psychological distress, whereas 

this was not the case for the use of illicit drugs. Recent methamphetamine use was also 

significantly associated with workplace bullying and job stress. There could be a number of 

reasons for these associations. It is recommended that future work be undertaken to explore 

this. In addition, any future interventions targeting this group of young workers is advised to 

address these complex relationships. 

The present findings indicate that workplace psychosocial factors play both a direct and 

indirect role in AOD use and mental health, as evidenced by the relationships between 

workplace bullying, job stress and drug use; and the relationships between workplace 

bullying, job stress, and psychological distress.  

Deteriorations Over Time 

A number of important indicators of the participants’ overall health and wellbeing were found 

to have deteriorated over time. For example, there was a significant decrease in young 

construction apprentices’ general health during the course of this study. In addition, their 
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levels of job stress, absenteeism and workplace presenteeism increased significantly during 

the same period.  

The study found that young workers employed in the construction industry experienced high 

levels of negative physical and psychological wellbeing.  Baseline data indicated that 

psychosocial factors such as workplace bullying and work stress were associated with 

psychological distress, while workplace bullying was also associated with drug use. 

Moreover, within-subject analyses indicated that between the early stages of their training 

(T1) and several months later (T2) there were: 

1. Increases in work stress and absenteeism  

2. Decreases in subjective physical wellbeing and an increase in the number of intervention 

group participants who had taken at least one day off in the past three months. 

That is, these problems experienced by young construction workers got worse over time 

during the course of their first year of training. These findings further highlight the imperative 

of providing appropriate and supportive interventions to address high levels of problematic 

AOD use and mental health issues. 

Absenteeism Impact 

AOD-related absenteeism in particular can place a substantial cost on workplaces and on 

workers who are required to cover for their absent colleagues [36]. This finding underscores 

the need for and importance of supportive interventions early in the training career of young 

construction workers. Research in general suggests that such interventions, if designed and 

implemented appropriately, can have a positive impact on drinking behaviours and attitudes 

among workers [37]. 

Need for Intervention 

Heavy alcohol/cannabis use away from the workplace was not considered to be a major 

health or workplace safety risk by a substantial proportion of apprentices. This, together with 

high baseline levels of AOD use and mental health measures that continued to deteriorate 

over time, indicate that psychosocial wellbeing interventions and harm reduction strategies 

are warranted for this group of young workers. Strategies that have the potential to reach 

vulnerable and reluctant help-seekers include brief interventions, peer interventions and 

organisational culture change [38]. 

However, the results of the present study also indicated that a brief psychosocial 

intervention, designed to address these issues, was not effective. Over the study period, no 
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differences in alcohol or drug related harm, or psychological wellbeing, were observed 

between apprentices who received the intervention and those who did not. This is in contrast 

with previous research undertaken by Pidd and colleagues that found similar psychological 

interventions were effective in addressing risky alcohol and drug use and poor psychological 

wellbeing among apprentice trainees [9].  

There are several reasons why the findings from the current research may have been 

inconsistent with previous research. First, limited participant follow-up may have impacted 

the intervention outcomes. A lower level of participant retention was achieved than 

anticipated. A number of unexpected developments occurred in the TAFE SA training 

program schedules in 2016 that affected intervention delivery and post intervention follow up 

including:  

 Inability to access classes with large numbers of apprentices 

 Unexpected changes to course schedules 

 Greater employer-imposed constraints on releasing apprentices to attend scheduled 

training classes.  

These developments resulted in a lower than anticipated number of apprentices able to be 

accessed for T2 follow-up and also precluded T3 followup. Initial sample size calculations 

indicated a minimum of 170 T1-T2 matched participants would be necessary to detect a 

clinically significant reduction in psychological distress, allowing for a 20% loss at follow-up.  

However, only 66 participants could be matched at T2, resulting in a substantial loss of 

statistical power. This may have affected our ability to detect any changes in outcome 

measures.  

Second, the intervention administered in this study was a replication of an intervention 

previously used by Pidd et al. [9]. However, the previous intervention was specifically 

designed to address AOD-related harm and psychological wellbeing among commercial 

cookery apprentices. Commercial cookery is also an industry with high levels of work stress, 

bullying and harassment, and risky AOD use, with young workers at highest risk [9]. The 

intervention utilised by Pidd et al. [9] was informed by a preliminary qualitative study 

comprising focus groups with second year apprentice chefs and commercial cookery key 

informants [1]. Thus, the intervention was specifically tailored to address issues directly 

relevant to commercial cookery apprentices and may not have been transferable to 

construction industry apprentices. 



33 
 

Hence, it may be concluded that any intervention delivered to young construction workers 

requires preliminary investigations, such as those undertaken previously with the TAFE 

cookery course participants, to ensure its relevancy and applicability to the unique features 

of this particular group of trainees. It may also be speculated that the duration and intensity 

of the intervention implemented in the current study was insufficient to achieve the desired 

outcomes. That is, a more intensive program may be required. 

The construction industry also tends to be quite diverse and comprises a range of distinct 

workforces e.g., builders, carpenters, electricians, plumbers, tilers, and bricklayers. Each of 

these workgroups may also have specific issues that need to be addressed in a more 

targeted way.  

Policy Implications 

Previous research has shown that workplace AOD policies provide an important opportunity 

for workplaces to promote healthy behaviours and are a key strategy for preventing and 

managing employee AOD use [39]. Additionally, comprehensive and appropriately 

implemented workplace AOD policies are more likely to change worker AOD use and 

attitudes than random workplace drug testing [40]. While the majority of participants in the 

current study were aware that their workplace had an AOD policy, it was not clear how 

comprehensive these were and to what extent they had been disseminated and/or 

implemented. The low sample size also precluded an examination of the relationship 

between participants’ AOD use and mental health and the presence of AOD policies in their 

workplaces: this is flagged as a pivotal issue for future work. 

Industry Support 

A key positive outcome from this study was the high level of cooperation and acceptance of 

NCETA’s approach to addressing wellbeing and AOD use among first year construction 

apprentices. TAFE SA and private RTO teachers and program coordinators acknowledged 

the importance of and fully supported the use of brief and early interventions for this high-risk 

group. Apprentices in both the intervention and control groups engaged in the study in a 

positive way, were willing to ask questions, and interacted with the researchers 

constructively. This augurs well for future strategies and initiatives along similar lines. 

Conclusions 

The current study found that young construction workers are a high risk group for AOD and 

mental health issues and that workplace psychosocial factors play a role in shaping this risk.  

Moreover, their health deteriorated over their first year of training while job stress, 
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absenteeism and presenteeism increased. A brief 3-hour psychosocial intervention, 

previously found to be effective with different groups of young trainees, did not improve the 

wellbeing of young construction industry workers. The lack of effectiveness of the brief 

intervention may have been due to transposing a program not specifically designed for the 

construction industry. Evidence suggests the need for a tailored intervention to meet the 

needs of this particular group of high risk young males. 

Future work is required that addresses the high risk nature of this group and that examine 

intervention strategies that are specifically designed to meet the needs and working 

conditions of this high risk group. 
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APPENDIX A 



 

   
This research project has been approved by the Flinders University Social and Behavioural Research Ethics Committee 
(Project Number 6800).  For more information regarding ethical approval of the project the Executive Officer of the 
Committee can be contacted by telephone on 08 8201 3116, by fax on 08 8201 2035 or by email 
human.researchethics@flinders.edu.au. 

 
 

 

 

 

SA Construction Apprentices Wellbeing Project 

HEALTH AND WELLBEING SURVEY 

 

 

Thank you for volunteering to complete this survey.   
 
 
 
To ensure that your answers remain anonymous we would like you to create a unique code.  
 
Use the first two letters of your mother’s first name (or a significant person in your life) and the 
day & month of your birth. 
 
For example, if your mothers’ name is Mary and you were born on the 1st January the code 
would be: 
 
 
 
 
 
 
 

 
Please complete the following: 

 
ID code: 

   
        (don’t leave any box blank) 

 
 
 

Today’s date:  ___/____/2016   
 
 
 
 

 

 

 

 
 
 
GPO Box 2100 
Adelaide SA 5001 

Tel: 08 8201 7535 
Fax: 08 8201 7550  
Email: nceta@flinders.edu.au  

M A 0 1 0 1 
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Please answer each question according to the instructions provided.  
 

This survey will ask about your general wellbeing, your wellbeing at work and about 
alcohol and drug use.  Please remember that your answers to these questions are 
confidential and anonymous.  No-one will know it was you who filled it out.   
 
1. What is your age? (please tick one) 

 17 years 

 18 years 

 19 years 

 20 years 

 21 years 

 22 years 

 23 years 

 24 years 

 Older than 24 years 
 
 

2. What is your sex? (please tick one) 

 Male       Female
 
 
3. Which sector of the construction industry do you mainly work in? (please tick one) 

Commercial/industrial    Housing    Both    Don’t know 
 

Other………………………………………… 
 

4. What sort of work do you normally do? (please tick one) 

Building/construction    Maintenance    Both    Don’t know 
   
Other………………………………………… 
 
 
5. Approximately when did you start your apprenticeship? 

 
Month………………………………Year………… 

 
 
6. In the past 3 months, how many sick days have you taken off work? 
 

Number of 
days 

  

 
 
7. In the past 3 months, how many days did you go to work even though you were sick 

or not feeling well? 
 

Number of 
days 
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8. How would you rate your ability to talk with the following people about issues or 

problems you may be having at work? 
(for each person please circle one number that best matches your ability) 

 

 Very 
poor 

Poor Unsure Good Very good 

Your supervisor/boss   1 2 3 4 5 

Your co‐workers  1 2 3 4 5 

Your family or friends  1 2 3 4 5 

 
 
9. How would you rate your ability to cope or deal with work stress? (please tick one) 

 Very poor 

 Poor  

 Unsure 

 Good  

 Very good 
 
 
10. What best describes your current living arrangements? (please tick one) 

 I live alone  

 I live with my partner  

 I live with flat/housemates  

 I live at home with my family 
 
 
11. In general, would you say your health is …? (please tick one) 

 Excellent 

 Very good 

 Good 

 Fair 

 Poor 
 
 
12. How would you rate your quality of life? (please tick one) 

 Very good  

 Good 

 Neither poor nor good 

 Poor 

 Very poor  
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13. Below are statements that describe how you might feel at work. 
(For each statement, please circle one number that matches how often you feel that way). 

 

 Never 
Almost 
never 

Rarely 
Some 
times 

Often 
Very 
often 

Always 

At my work, I feel full of energy  1 2 3 4 5 6 7 

In my job, I feel strong & vigorous  1 2 3 4 5 6 7 

I am enthusiastic about my job  1 2 3 4 5 6 7 

My job inspires me  1 2 3 4 5 6 7 

When I get up in the morning, I feel like 
going to work 

1 2 3 4 5 6 7 

I feel happy when I am working intensely  1 2 3 4 5 6 7 

I am proud of the work that I do  1 2 3 4 5 6 7 

I am immersed in my work  1 2 3 4 5 6 7 

I get carried away when I’m working  1 2 3 4 5 6 7 

 
 
14. Below are five statements about how you may feel at work. 

(For each statement, please circle one number that matches how much you agree or 
disagree with each statement). 

 

 
Strongly 

agree 
Agree 

Not 
sure 

Disagree 
Strongly 
disagree 

A lot of the time my job makes me frustrated or angry  1 2 3 4 5 

I am usually under a lot of pressure at work  1 2 3 4 5 

At work, I often feel tense or uptight  1 2 3 4 5 

I am usually calm & at ease when working  1 2 3 4 5 

There are a lot of things about my job that upset me  1 2 3 4 5 

 
 

15. Below are questions about your work. 
(For each statement, please circle one number that matches how frequently these things 
happen to you). 
 

 Never 
Some 
times 

Often 
Very 
often 

Always 

How often do you get helpful feedback about your job 
performance? 

1  2  3  4  5 

How often do you get praised for your work?  1  2  3  4  5 

How often do you get help & support from your co‐workers  1  2  3  4  5 

How often do you get help & support from your supervisor  1  2  3  4  5 
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16. Below are statements about things that may happen to you at work.  (For each 
statement, please circle one number that matches how often these things happen to you). 

 

 Never 
Now & 
then 

Monthly Weekly 
Daily or 

nearly daily 

Having your opinions ignored  1 2 3 4 5 

Being given tasks with unreasonable deadlines  1 2 3 4 5 

Being exposed to an unmanageable workload  1 2 3 4 5 

Being ignored or excluded   1 2 3 4 5 

Spreading of gossip & rumours about you  1 2 3 4 5 

Being humiliated or ridiculed in connection with 
your work 

1 2 3 4 5 

Having insulting or offensive remarks made 
about you or your private life 

1 2 3 4 5 

Practical jokes carried out by people you don’t 
get along with 

1 2 3 4 5 

Being the subject of excessive teasing & sarcasm   1 2 3 4 5 

Being shouted at or being the target of 
spontaneous anger 

1 2 3 4 5 

Intimidating behaviours such as invasion of 
personal space, shoving, or blocking your way 

1 2 3 4 5 

Threats of violence or physical abuse or actual 
violence/abuse 

1 2 3 4 5 

 
17. Below are questions about your work.  (For each statement, please circle one number 

that matches how frequently these things happen to you). 
 

 Never 
Some 
times 

Often 
Very 
often 

Always 

How often do you have to work more overtime than you 
would like? 

1 2 3 4 5 

How often are you unclear about what you have to do at 
work? 

1 2 3 4 5 

How often do you have to work too hard?  1 2 3 4 5 

How often do you have too much work to do everything 
well? 

1 2 3 4 5 

How often is your work physically hard?  1 2 3 4 5 

How often do you get dirty at work?  1 2 3 4 5 

How often are you exposed to very loud noise, excessive heat 
or cold? 

1 2 3 4 5 

How often do you work with dangerous machinery, 
chemicals, paints or poisons? 

1 2 3 4 5 

  



6 
 

18. People sometimes look to others for help, assistance, or other support.  How often is 
each of the following kinds of support available to you if you need it?  (For each 
statement, please circle one number that matches your response.) 

 

 Always 
Most 
times 

Some 
times 

Rarely Never 

Someone you can count on to listen to you when you 
need to talk 

1  2  3  4  5 

Someone to help you understand a situation  1  2  3  4  5 

Someone to give you good advice about a crisis  1  2  3  4  5 

Someone to confide in about yourself or your problems  1  2  3  4  5 

Someone whose advice you really want  1  2  3  4  5 

Someone to share your most private worries & fears with  1  2  3  4  5 

Someone to turn to for help about how to deal with a 
personal problem 

1  2  3  4  5 

Someone who understands your problems  1  2  3  4  5 

Someone to have a good time with  1  2  3  4  5 

Someone to get together with for relaxation  1  2  3  4  5 

Someone to do something enjoyable with  1  2  3  4  5 

 
 
19. The following questions ask about how you have been feeling in the last four weeks. 

(For each question, circle one number that best describes how often you felt that way). 
 

About how often did you feel … 
All of 

the time 
Most of 
the time 

Some of 
the time 

A little of 
the time 

None of 
the time 

tired for no good reason?  1  2  3  4  5 

nervous?  1  2  3  4  5 

so nervous nothing could calm you 
down? 

1  2  3  4  5 

hopeless?  1  2  3  4  5 

restless or fidgety?  1  2  3  4  5 

so restless you could not sit still?  1  2  3  4  5 

depressed?  1  2  3  4  5 

so depressed that nothing could cheer 
you up? 

1  2  3  4  5 

that everything was an effort?  1  2  3  4  5 

worthless?  1  2  3  4  5 

  



7 
 

The following questions concern alcohol and other drug use.  Any information you provide is 
confidential and anonymous. No individual will be identified by this research and mandatory 
reporting requirements do not apply.   

 
ALCOHOL 
20. How often do you have a drink containing alcohol?  (please tick one) 

 4 or more times a week 

 2-3 times a week 

 2-4 times a month 

 Monthly or less 

 Never 
 
 

21. How many drinks containing alcohol do you have on a typical day when you are 
drinking?  (please tick one) 

 None, I don’t drink 

 1 or 2 

 3 or 4 

 5 or 6 

 7 to 9 

 10 or more 
 
 
22. How often do you have SIX or more drinks on one occasion?  (please tick one) 

 Daily or almost daily  

 Weekly  

 Monthly  

 Less than monthly 

 Never 

 None, I don’t drink 
 
 

23. To what extent do you approve or disapprove of alcohol use during work hours 
(including lunch & other breaks)?  (please circle one) 

 
Strongly 
approve 

Approve 
Neither approve 
nor disapprove 

Disapprove 
Strongly 

disapprove 

1 2 3 4 5 

 
 
24. To what extent do you think your co-workers would approve or disapprove of 

alcohol use during work hours (including lunch & other breaks)?  (please circle one) 
 
Strongly 
approve 

Approve 
Neither approve 
nor disapprove 

Disapprove 
Strongly 

disapprove 

1 2 3 4 5 
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CANNABIS 
25. How many times have you used cannabis (marijuana, skunk, ganja, grass, dope, 

pot, weed) or hashish (hash, hash oil)?  (please circle only one number in each line). 
 

 None 
1-2 

times 
3-5 

times 
6-9 

times 
10-19 
times 

20 or more 
times 

In last 12 months  1 2 3 4 5 6 

In last month  1 2 3 4 5 6 

 
 
26. To what extent do you approve or disapprove of cannabis use during work hours 

(including lunch & other breaks)?  (please circle one) 
 

Strongly 
approve 

Approve 
Neither approve 
nor disapprove 

Disapprove 
Strongly 

disapprove 

1 2 3 4 5 

 
 
27. To what extent do you think your co-workers would approve or disapprove of 

cannabis use during work hours (including lunch & other breaks)?  (please circle one) 
 

Strongly 
approve 

Approve 
Neither approve 
nor disapprove 

Disapprove 
Strongly 

disapprove 

1 2 3 4 5 

 
 
METH/AMPHETAMINE 
28. How many times have you used meth/amphetamine (ice, speed)?  

(please circle one number in each line) 
 

 None 
1-2 

times 
3-5 

times 
6-9 

times 
10-19 
times 

20 or more 
times 

In last 12 months  1 2 3 4 5 6 

In last month  1 2 3 4 5 6 

 
 
29. To what extent do you approve or disapprove of meth/amphetamine use during 

work hours (including lunch & other breaks)?  (please circle one) 
 

Strongly 
approve 

Approve 
Neither approve 
nor disapprove 

Disapprove 
Strongly 

disapprove 

1 2 3 4 5 

 
 
30. To what extent do you think your co-workers would approve or disapprove of 

meth/amphetamine use during work hours including lunch & other breaks)?  (please 
circle one) 

 
Strongly 
approve 

Approve 
Neither approve 
nor disapprove 

Disapprove 
Strongly 

disapprove 

1 2 3 4 5 
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31. Does your workplace have a drug and alcohol policy?   

 

Yes       No       Don’t Know 
 
 
32. Does your workplace test for drug use?   
 

Yes       No       Don’t Know 
 

 
29a. If you answered YES to the above question, what type of test does your 
employer uset?  

 Urine 

 Saliva/oral fluid 

 Other (describe) __________________________________________    

 Don’t know 
 
 
 
 
 
33. To what extent do you think the following behaviours are a risk to workplace safety 

(for each behaviour please circle one response) 

 
 
 
 
 

 Extreme 
risk 

High 
risk 

Moderate 
risk 

Low 
risk 

No  
risk 

Don’t 
know 

Drinking alcohol during work hours 
(including lunch & other breaks) 

1 2 3 4 5 6 

Coming to work with a hangover  1 2 3 4 5 6 

Drinking more than 4 standard drinks on the night 
before a work day 

1 2 3 4 5 6 

Using cannabis during work hours 
(including lunch & other breaks) 

1 2 3 4 5 6 

Using cannabis before starting work  1 2 3 4 5 6 

Using cannabis the night before a work day  1 2 3 4 5 6 

Using meth/amphetamine during work hours 
(including lunch & other breaks) 

1 2 3 4 5 6 

Using meth/amphetamine before starting work  1 2 3 4 5 6 

Using meth/amphetamine the night before a work day  1 2 3 4 5 6 
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34. To what extent do you think the following behaviours are a risk to your 
health  
(for each behaviour please circle one response) 

Regularly* = at least once a week 

 
 
 
 

 
 
 
 
 
 

THANK YOU FOR COMPLETING THIS SURVEY 

 

PLEASE PLACE YOUR COMPLETED SURVEY INTO THE ENVELOPE 

THEN HAND THE SURVEY TO THE RESEARCHER  

 Extreme 
risk 

High 
risk 

Moderate 
risk 

Low 
risk 

No  
risk 

Don’t 
know 

Occasionally drinking more than 4 standard drinks in 
one drinking session 

1 2 3 4 5 6 

Regularly* drinking more than 4 standard drinks in one 
drinking session 

1 2 3 4 5 6 

Drinking on average more than 2 standard drinks a day  1 2 3 4 5 6 

Regularly* using cannabis   1 2 3 4 5 6 

Regularly* using meth/amphetamine  1 2 3 4 5 6 
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