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way risk is enacted through an online alcohol and drug screening
intervention
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Medicine, Nursing & Health Sciences, Monash University, Box Hill, Australia
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Commentators view online screening and automated feedback interventions as low-
cost ways of addressing alcohol and other drug-related harms. These interventions
place people into categories of risk based upon scores from standardised screens and
provide automated feedback about a person’s level of risk of developing alcohol and
other drug ‘problems’. In this article, we examine how one particular alcohol and other
drug online screening and feedback intervention enacts risky alcohol and other drug
use and users, and explore how these enactments compare to alcohol and other drug
users’ own accounts of risk. In order to do this, we undertook a qualitative analysis of
intervention content and intervention recipients’ responses (n = 489) to an open-ended
question about their experience of the online screening and feedback intervention. Our
analysis highlights how the online screening and feedback intervention draws on
prevention science to cultivate a sense of expertness and objectivity. Intervention
recipients’ accounts of risk were either overshadowed by the ‘expert’ risk account
provided by the intervention, ‘validated’ by the intervention or were not accurately
reflected by the intervention. In the latter case, intervention recipient comments draw
attention to the way in which the intervention enacts alcohol and other drug use as
inherently risky without accounting for the context and purpose of use. While the
online screening and feedback intervention assumes that people are capable of self-
monitoring and managing their alcohol and other drug use and risk, recommendations
for help provided enact intervention recipients as fragile and in need of professional
help. We suggest that there is a need for the development of interventions that are
better equipped to take account of the complexity of alcohol and other drug use and
risk experiences and subjectivities.

Keywords: risk; risk assessment; risk perception; drugs; alcohol; digitisation

Introduction

Public health, psychology and bio-medical discourses have been influential in the char-
acterisation of alcohol and other drug use as inherently risky behaviour that leads to a
range of health and social harms (Bunton, 2001; Toumborou, 2002). In response to such
characterisations, public health experts and others have developed a number of alcohol
and other drug online screening and automated feedback interventions (referred to in this
article as online screening and feedback interventions) to manage risk (McCambridge &
Cunningham, 2014). While researchers point to the potential for online screening and
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feedback interventions to reduce alcohol and other drug use or problems (Donoghue,
Patton, Phillips, Deluca, & Drummond, 2014; Riper et al., 2014; Sinadinovic, Wennberg,
& Berman, 2012), the assumptions behind these interventions, how they enact alcohol and
other drug use and users and any unintended consequences, have not been subject to
critical analysis. Furthermore, it is not clear how the ‘expert’ categorisations of risk
underpinning online screening and feedback interventions correspond with the accounts
of alcohol and other drug use and risk of intervention recipients. Given the tendency for
‘expert’ accounts of risk to be privileged in drug policy and responses, understanding drug
users’ own accounts of risk is important in ensuring the appropriateness of interventions
and harm reduction responses (Duff, 2003).

In this article, we are not examining the effectiveness of online screening and feed-
back interventions in reducing alcohol and other drug use or problems. Nor are we
questioning the intentions or potential benefits of developing online screening and feed-
back interventions as ways of engaging people who may not otherwise seek help in
discussions about their alcohol and other drug use. Rather we explore how risk, alcohol
and other drug use and users are enacted by an online screening and feedback interven-
tion, and how this relates to users’ own accounts of risk. Drawing on performative
approaches to risk, we view risk in the context of alcohol and other drug use as ‘some-
thing that is done’ (Montelius & Nygren, 2014, p. 433) through practices, objects,
discourse and relations rather than something that exists independently of these. In so
doing, we argue that the online screening and feedback intervention does not just ‘detect’
risky alcohol and other drug use and users, but is also implicated in the ‘doing’,
‘enactment’ or constitution of risk, alcohol and other drug use and subjectivities.

Screening, feedback interventions and risk

Screening and feedback interventions

Screening and feedback interventions have been viewed as an inexpensive way of
addressing alcohol and other drug harms across the population (Babor et al., 2007).
They have historically been conducted by health professionals in primary care services,
and involve a screening component in which standardised tools, developed by researchers,
are used to identify a person’s level of risk of experiencing ‘real or potential’ alcohol and
other drug problems (Babor & Higgins-Biddle, 2001, p. 6). Following screening, the
health professional typically provides feedback on the person’s level of risk and advice
about how they could reduce their alcohol and other drug use, as well as offering referral
options for people who engage in risky levels of use (Babor et al., 2007). This feedback is
thought to ‘motivate an individual to do something about’ their ‘problem’ (Babor &
Higgins-Biddle, 2001, p. 6), although there is uncertainty about the exact mechanisms
through which screening and feedback interventions work (Gaume, McCambridge,
Bertholet, & Daeppen, 2014). The entire screening and feedback process can be relatively
quick (for example, it can be done in a single session) and requires minimal training to
deliver. Given the potential scalability and impact of screening and feedback interven-
tions, they have been increasingly used and evaluated since the late 1980s (McCambridge
& Cunningham, 2014).

There has been increased interest in recent years in the online delivery of screening
and feedback interventions (McCambridge & Cunningham, 2014). Rather than being
delivered by a health professional, online screening and feedback interventions can be
self-administered and completed outside of health service settings by an individual
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gaining direct access to the intervention via the internet (McCambridge & Cunningham,
2014). The user completes the screening test, which uses research-based algorithms to
create a score based on the information inputted by the user. The score places the user into
one of several risk categories graded from low to high risk. The intervention also provides
feedback and specific advice on minimising risk based on another algorithm. The feed-
back content differs between online screening and feedback intervention programmes but
usually includes statements about the person’s estimated level of risk, how this estimated
level of risk compares to the rest of the population (for example to the ‘norm’), advice
about what a person can do to reduce their alcohol and other drug use or level of risk, and
the contact details of services or self-help support they may wish to access.

A number of researchers have studied the impact of online screening and feedback
interventions on alcohol use (see Donoghue et al., 2014; Riper et al., 2014), and to a lesser
extent drug use (Sinadinovic et al., 2012), with some reporting reductions in use as a
consequence of the intervention. Many of these researchers have used randomised con-
trolled trial designs, in which online screening and feedback interventions are compared to
no intervention or screening only controls. The aim of these studies is to examine what
effects these interventions have on alcohol and other drug use and related problems. In
these studies, context and complexity are things to be controlled for, rather than things to
be understood as co-constituting effects. This contributes to a sense that these interven-
tions act in stable and consistent ways irrespective of the particularities of intervention
users and the context in which the intervention is used. As with other digital health
technologies, alcohol and other drug online screening and feedback interventions have not
generally been analysed as ‘sociocultural products’ which play a ‘role in configuring and
enacting concepts and experiences of embodiment, selfhood and social relations in the
context of medicine and public health’ (Lupton, 2014, p. 1349). Very little work has
critically examined the assumptions that online screening and feedback interventions
make about alcohol and other drug use/users and problems, the qualitative experience
of intervention recipients, or any unintended consequences that may arise. In this article,
we examine these issues through an analysis of the content of one particular online
screening and feedback intervention, as well as recipients’ perceptions and experiences
of the intervention.

Neoliberalism, complexity and enacting risk

While commentators have argued that online screening and feedback interventions have
the potential to reach more people than face-to-face screening and feedback interventions
(see Kypri et al., 2014), there are other possible implications of digitisation that are worth
considering. The removal of the health professional from the traditional screening and
feedback intervention process places even greater emphasis and responsibility on the
individual using online screening and feedback interventions. We can therefore situate
online screening and feedback interventions within an increasing tendency for neoliberal
responses to be employed in relation to issues such as alcohol and other drug use (Zajdow
& MacLean, 2014). Instead of being social problems that are subject to social controls and
collectivist responses, neoliberalism has rebadged alcohol and other drug problems as
problems of ‘individual deficit and self-regulation’ (Zajdow & MacLean, 2014, p. 524).
Discourses of risk and self-management have become prominent (Moore & Fraser, 2006;
Zajdow & MacLean, 2014). This rebranding is based on the logic that the inability to
manage alcohol and other drug use (and by extension, the self) is a deficiency of the
neoliberal subject that can be rectified through education and information about
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moderation (Zajdow & MacLean, 2014). Instead of the identification and management of
alcohol and other drug problems being the responsibility of health professionals, online
screening and feedback interventions are based on the assumption that when provided
with ‘scientific’ information about their risk of alcohol and other drug problems and about
what to do, individuals should be able to manage and seek help for their ‘problems’ by
themselves. As a result, responsibility for, and agency over, problems are located within
the individual, which can be experienced as empowering or disempowering (see Moore &
Fraser, 2006). This placing of responsibility on the individual can also result in individuals
being ‘blamed for harm’ (Rhodes, 2009, p. 194). Furthermore, it does not take into
account the array of forces that may act to impede or facilitate risk management beyond
the individual (Moore, 2004; Moore & Fraser, 2006; Rhodes, 2009).

Another related possible shortcoming of online screening and feedback interventions
is their inability to account for complexity. While face-to-face screening and feedback
interventions allow for the possibility of further discussion and clarification between
health professionals and intervention recipients, recipients of online screening and feed-
back interventions typically have no opportunity to discuss their alcohol and other drug
use in the context of their life circumstances, the situations in which their alcohol and
other drug use occurs, and the reasons for their alcohol and other drug use. Instead, the
experience of alcohol and other drug use is reduced to simple categories of risk that are
communicated by means of generic feedback. Online screening and feedback interven-
tions may be viewed as technologies for ‘diagnosing risk as a disease state in and of itself’
(Fosket, 2004, p. 294). As Fosket (2004) notes: ‘within this model, we are all becoming ill
because we are all, to varying degrees, at risk of something’ (p. 294).

However, risk is far from value-neutral and self-evident (Lock, 1998) and there is the
possibility that it may be constituted differently (Montelius & Nygren, 2014). Rather than
viewing risk as ‘an objective measurement of hazards or dangers’ (p. 431), Montelius and
Nygren (2014) view risk as performative, as ‘something that is done’ (p. 433) (and
‘undone’), and entangled with the ‘doing’ of other things (such as gender, class, alcohol
and other drug use). This ‘doing risk’ approach (Montelius & Nygren, 2014; Nygren,
Öhman, & Olofsson, 2015) draws on notions of intersectionality and the performance of
gender (Butler, 1993). Despite drawing on different theory, namely the work of Latour
(2005) and Callon (1986), van Loon (2014) also argues for a performative understanding
of risk in his discussion of ‘cyber risk’. Unlike ‘the constructionist perspective’, in which
risk is framed as a representation of the natural world (Brown, 2014), van Loon (2014)
argues that ‘risk is indistinguishable from the practices through which it comes into being’
(p.447), and that it is mediated through networks of human and non-human actors.
Following this argument, risk (or alcohol and other drug use for that matter) is therefore
not stable but may emerge in different ways depending on the configuration of the
network. However, risk is nested in a pre-existing hinterland (Law, 2004), which refers
to ‘the networks of relations between statements, practices, skills, objects and actors that
are always already in place’ (Dwyer & Moore, 2013, p. 204). This means that ‘undoing’
risk, or constituting risk in ways that don’t conform to the dominant conceptualisation,
can be difficult. The dominant hinterland in relation to risky alcohol and other drug use
might be broadly characterised in terms of ‘prevention science’ (Toumborou, 2002),
which has sought to develop an ‘evidence base’ around strategies to prevent alcohol
and other drug problems (Duff, 2003). This prevention science hinterland may include
national guidelines for safe use, public health messages and responses, drug education,
screening tools, bio-medicine, neuroscience, neoliberalism and alcohol and other drug
related epidemiology among other factors – all of which reinforce the notion of alcohol
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and other drugs as inherently risky irrespective of the way and setting in which they are
used. Through repeated (re)enactment, the inherent riskiness of alcohol and other drug use
becomes ‘fact like’, masking other possible ways in which alcohol and other drug use
might be ‘performed’.

‘Expert’ and ‘lay’ accounts of risk

The prevention science hinterland can be seen as producing ‘expert’ risk assessments,
based on science (Beck, 1992). However, this may contrast with ‘lay’ risk assessments,
which ‘emerge from within the very cultural settings in which this risk behaviour takes
place’ and are managed as a ‘fact of life’ (Duff, 2003, p. 291). In the struggle between the
‘rational’ expert and ‘functional’ lay knowledge of risk, expert determinations of risk in
relation to drug use often prevail (2003). Expert knowledge is considered ‘objective’ in
contrast to lay knowledge, which is ‘subjective’ (Duff, 2003). However, Duff (2003)
shows how young drug users may also come to distrust expert discourses of risk, viewing
government-sponsored drug education campaigns, for instance, as exaggerating the risks
and harms of alcohol and other drugs, and as preaching (Carroll, 2000). This may weaken
the effectiveness of programmes and interventions employing expert notions of risky
alcohol and other drug use. Duff (2003), like Foster and Heyman (2013), highlights the
need to examine alcohol and other drug users’ own perceptions and experiences of risk.

It is important to subject online screening and feedback interventions to critical
analysis because assessing risk has potential implications for how people are viewed
and view themselves. If risk discourses are about identifying and controlling pathologies
concealed within the body (Lupton, 1995), then being diagnosed as ‘at risk’ may lead to
‘an increased sense of unease and distrust with one’s own body’ (Fosket, 2004, p. 294).
Being labelled as ‘dependent’ may come with a certain degree of stigma (Barry, McGinty,
Pescosolido, & Goldman, 2014). Alternatively, a categorisation of risk may enable people
to access health care and treatment more readily than if they were not identified as being
at risk (Fosket, 2004).

Given the potential role of online screening and feedback interventions in the categor-
isation of risky alcohol and other drug use and users, in this article, we subject an online
screening and feedback intervention to critical analysis. We explore how an online
screening and feedback intervention enacts risk in relation to alcohol and other drug
use/users, whether it accounts for complexity, and how alcohol and other drug users’
accounts of risk compare to the way the expert risk assessment of the intervention
characterises them.

Methods

In this article, we analyse the content of an online screening and feedback intervention, as
well as the comments of people who used the intervention, as a way of examining how
risky alcohol and other drug use/users are enacted in and through the intervention, and
how these compare to intervention recipients’ own accounts.

The intervention

The online screening and feedback intervention that is the focus of this article has been
previously described (Wilson, Best, Savic, & Lubman, 2013) and was developed as an
alternative treatment approach for adults who may not necessarily have sought help from a
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face-to-face alcohol and other drug service. Three of the authors of this article (Michael
Savic, Fiona Barker and Dan Lubman) were involved in the development and ongoing
improvement of the intervention. It was made available through the website of Turning
Point, a national alcohol and other drug treatment, research and education organisation in
Melbourne, Australia. The intervention can be completed on a computer, tablet or
Smartphone that has internet access.

The screening component of the intervention was modelled on a screening tool that was
developed for use in face-to-face alcohol and other drug treatment services in Victoria,
Australia (Department of Health, 2013). It contains widely used standardised screening
tools, which categorise people into risk categories based on their total scores (see Table 1). It
also contains demographic questions (including age, gender, postcode) and questions on the
types of substances people use, wellbeing and gambling. No contact details or email
addresses are collected to preserve the anonymity of recipients of the intervention.

Table 1. Screening tools and measures in the OSAFI.

Screening tool Purpose Score range Risk categories

Q2 from the Alcohol,
Tobacco & Substance
Involvement Screening
Test (ASSIST) (WHO
ASSIST Working Group,
2002; Humeniuk et al.,
2008)

Identify substances used
in the past month

Not scored N/A

10-item Alcohol Use
Disorders Identification
Test (AUDIT)
(Babor, Higgins-Biddle,
Saunders, & Monteiro,
2001)

Identifies risky alcohol
use in the past year

0–40 Low risk = 1–7
Moderate risk = 8–15
High risk = 16–19
Dependence likely = 20+
(Babor et al., 2001)

11-item Drug Use Disorders
Identification Test
(DUDIT)
(Berman, Bergman,
Palmstierna, & Schlyter,
2003)

Identifies risky drug
use (not including
alcohol) in the past
year

0–44 Low risk (male) = 1–5
Low risk (female) = 1
Harmful (male) = 6–24
Harmful (female) = 2–24
Dependence likely = 25+
(Berman et al., 2003)

10-item Kessler 10 (K10)
(Kessler et al., 2002)

Identifies level of
psychological
distress in the past
month

10–50 Little or no distress = 10–19
Mild distress = 20–24
Moderate distress = 25–29
High distress = 30+
(ABS, 2012)

3 Wellbeing items (quality of
life, physical health, and
psychological health) from
the Australian Treatment
Outcomes Profile (ATOP)
(Ryan et al., 2014)

Rating of satisfaction
with aspects of
wellbeing in the past
four weeks

0–10 for
each item

Higher scores indicate
higher satisfaction with
wellbeing than lower
scores. No thresholds or
norms determined for
Australia.

Problem Gambling Severity
Index (PGSI) short-form
(Ferris & Wynne, 2001;
Volbert & Williams, 2012)

Identifies problematic
and pathological
gambling in the past
year

0–9 Problematic and
pathological
gambling = 3+

(Volbert & Williams, 2012)
Note: Only included when
the online screen was
updated

6 M. Savic et al.
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After recipients complete the screening component they are provided with automated
feedback (see Appendix 1), which was devised based on guidelines from each of the
respective screening tools and with input from alcohol and other drug clinicians. The
automated feedback communicates the recipient’s level of risk for each of the screening
tools. A statement of where the person sits relative to other people who have used the
intervention is provided for the Alcohol Use Disorders Identification Test (AUDIT), Drug
Use Disorders Identification Test (DUDIT), Kessler 10 psychological distress scale (K10)
and wellbeing items as a way of enabling comparison to ‘similar’ people. For tools where
there is population level data available (such as the AUDIT and K10), normative feedback
is also provided in the form of a statement about how the recipient’s assessed level of risk
compares to population statistics. This is thought to motivate behaviour change (Gaume
et al., 2014). Further information about alcohol and other drug harms is also provided in
the automated feedback. Finally, the automated feedback concludes with suggestions,
links and contact details for further information and support that is commensurate with the
level of risk. These predominantly consist of self-help information, online counselling,
telephone helplines and face-to-face alcohol and other drug treatment services.

Data collection

Prior to beginning the intervention, participants were informed that advancing to the next
screen was considered implied consent for data to be used for research purposes. Ethics
approval was obtained for the use of intervention data via the Eastern Health Human
Research Ethics Committee (11/06/2013, reference number LR85/1213). As well as
collecting responses to each of the individual questions from the screening component
of the intervention, data was collected on recipients’ experience of the intervention via an
optional survey at the end of the intervention. This asked a range of tick-box and rating
type questions about where and when people used the intervention and how useful it was.
There was also an open-ended question in which intervention participants were asked to
describe their experience and perceptions of the intervention in their own words. This was
initially worded ‘Did you find the feedback and recommendations in your results page
helpful?’ and contained a ‘Yes’ or ‘No’ response, followed by an open text box for people
to provide further comments. The question was later revised as part of a minor amendment
to the intervention, and at the time of the research read: ‘Do you have any recommenda-
tions/feedback on how we can improve the questionnaire?’ Similarly, the question was
followed by an open text box for people to enter their response. Responses were typically
a sentence to a paragraph in length, and often contained participants’ reflections on what
they found helpful or unhelpful about the intervention, as well as how the intervention’s
assessment of risk compared to their own experiences and assessment of risk.

Participants

A total of 4041 people completed the online screen and feedback intervention between
December 2012 and January 2015. People typically completed the intervention in their
own homes or in other non-health care environments without the assistance of a health
professional. In this article, we draw on data from the 489 intervention participants who
completed the open-ended question in the optional survey about their experience of
completing the intervention. The characteristics of this group of participants are outlined
in Table 2. The most common ways participants reported hearing about the intervention
were via an internet search (308, 63%), a case worker (28, 6%) or a friend (23, 5%).
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Data analysis

We analysed the text from the automated feedback component of the intervention
(detailed in Appendix 1) as well as the responses (n = 489) to the open-ended question
about experiences and perceptions of the intervention. We extracted the participants’
responses to the open-ended question from a database held by our organisation that
contained all data from the intervention, which we imported into NVivo 10 (QSR
International, 2012) along with the automated feedback text. We analysed the data
using the inductive constant comparison method (Seale, 1999), in which data coding
and analysis occur simultaneously in order to develop theoretically relevant concepts and
themes from the data. As part of this process, the first author coded similar segments of
text together to identify themes and their properties and to develop a coding framework.
We were also interested in divergent or unique perspectives in order to foreground the
range of experiences and tensions that can occur in relation to the intervention. The
process of refining the coding framework was informed by our reading of the literature on
alcohol and other drug use, risk, performativity and subjectivity. The way in which the
online screening and feedback intervention enacted risk in relation to alcohol and other
drug use/users, and how intervention recipients talked about their own alcohol and other
drug use and level of risk, emerged as key themes. By comparing the intervention’s risk

Table 2. Participant characteristics.

Characteristic Statistic

Gender (n = 489) Female: 266 (54%)
Age (n = 488, <1% data missing) <25: 72 (15%)

25–39: 231 (47%)
40+: 185 (38%)

Country of birth (n = 74, 85% data missing) Born in Australia: 61 (82%)
Indigenous status (n = 489) Aboriginal or Torres Strait Islander: 10

(2%)
Highest level of education (n = 489) University: 183 (37%)
Employment status (n = 489) Employed: 366 (75%)
Alcohol and other drug use in past month (n = 489) Alcohol: 439 (80%)

Cannabis: 180 (37%)
Cocaine: 71 (15%)
Amphetamines: 177 (36%)
Inhalants: 28 (6%)
Sedatives: 176 (36%)
Hallucinogens: 59 (12%)
Opioids: 89 (18%)

Alcohol and other drug problem severity
according to AUDIT and DUDIT (n = 489)

Alcohol abstainers: 51 (10%)
Alcohol low risk: 129 (26%)
Alcohol moderate to high risk: 138 (28%)
Alcohol dependence likely: 171 (35%)
Drug abstainers: 218 (45%)
Drug use low risk: 20 (4%)
Drug use harmful: 116 (24%)
Drug dependence likely: 135 (28%)

Ever accessed alcohol and other drug treatment
(n = 489)

122 (25%)

Psychological distress (n = 489) High psychological distress: 173 (35%)

8 M. Savic et al.
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assessment and recipients’ own accounts of risk, we identified points of consistency and
divergence. We use pseudonyms in this article when referring to intervention participants.

Findings

The intervention as the ‘expert’

Many participants in our study thought that the intervention provided an expert and
objective assessment of their risk of alcohol and other drug problems. Terms such as
‘objective, ‘unbiased’, ‘honest’ and ‘independent’ were used to describe the feedback
recipients received. For these people the intervention held up a ‘mirror’ to their lives and
was considered to be ‘the truth’ or ‘reality’, or as Larry commented:

The information helped me to review my honesty about my drug and alcohol use.

The assumption here is that the intervention held ‘the objective and infallible truth’,
against which Larry could compare ‘the honesty’ of his own ‘subjective’ account of
alcohol and other drug use. For these participants, the intervention created a sense of
‘objectivity’ and ‘expertness’ by being situated within the prevention science hinterland. It
enabled participants to identify ‘quantifiable’ risks to health and wellbeing as a result of
their alcohol and other drug use, through the use of screening tools. For instance, Marko
commented that the screening tools:

Lets me know the level of harm I am doing to myself.

Prior to starting the intervention, participants were presented with information on the screen-
ing tools contained within, and were provided with links to manuals and scientific articles
related to the ‘validation’ of each. This helped establish the credibility of the online screening
and feedback intervention from the outset as an ‘evidence-based’ intervention, which contains
screening tools developed by ‘experts’, and which, therefore, provides ‘expert risk assess-
ment’. Indeed, Sandra, who was classified in the ‘dependence likely’ category, commented
that the screening tools provided ‘more evidence’ of her drug problem. Other participants
similarly commented on the screening tools as providing them with evidence of ‘their
situation’, ‘dependence’, or ‘addiction’ or the absence of a ‘problem’.

The automated feedback cited other high profile sources of prevention science. For
instance, the intervention quoted the National Health and Medical Research Council’s
Australian Guidelines to Reduce Health Risks from Drinking (NHMRC, 2009). These
‘evidence-based’ and expert-developed guidelines specified how much an individual
could safely drink to reduce the risk of short- and long-term alcohol harms, and also
specified circumstances when ‘not drinking alcohol may be the safest option’. Frank
considered the feedback to be an:

Unbiased commentary of my alcohol and drug consumption.

Like other participants, he evoked the sense that ‘the expert’ feedback provided was
‘unbiased’ in comparison to the partiality of other commentaries on his alcohol and other
drug use.

The use of numbers, statistics and the quantification of risk, tended to bolster the
objectivity and credibility of the intervention. Numeric rating scales are used throughout

Health, Risk & Society 9

D
ow

nl
oa

de
d 

by
 [

U
ni

ve
rs

ity
 o

f 
A

lb
er

ta
] 

at
 0

9:
07

 2
6 

Ja
nu

ar
y 

20
16

 



the screening component of the intervention, and one intervention participant noted how
this increased the credibility of the system:

The idea of a number on a scale is a good indicator of how severe a particular case may be.

The participants received a final ‘risk’ score based on their responses to questions in the
screening tool. This score was an indicator of the level of risk and severity of alcohol and
other drug problems they were experiencing. The intervention then provided feedback on
how the user’s risk rating compared to that of the general population. For instance Jane,
whose alcohol use was categorised as high risk on the AUDIT, evoked this percentage in
her comments about the intervention:

‘5% of the population drink at this level’. Holy shit, didn’t realise my drinking was high risk
– that was a real shock.

Jane’s surprise at learning that her alcohol use was riskier than she had thought (and
riskier than other peoples’ drinking), according to the intervention, highlighted the
potential effects of the use of numbers in shaping how people come to understand risk
in the context of alcohol and other drug use. It also focuses our attention on what happens
to lay accounts of risk in the presence of expert accounts.

Expert versus lay accounts

Just over a quarter of participants stated that ‘the objective reality’ which the intervention
enacted carried more weight than their own perceptions of risk. For instance, Sally scored
12 on the AUDIT and was categorised in the moderate risk category for alcohol, and
similarly scored 12 on the DUDIT, which placed her drug use in the harmful category.
Sally commented that:

Well I guess I wasn’t sure if I had a problem or not and judging by the self test I do. It was
indicated in more than one area.

Sally’s uncertainty about whether her alcohol and other drug use was ‘problematic’ was
overridden by the perceived certainty of the results of the online screening, which
‘revealed’ that her alcohol and other drug use was potentially harmful.

In over half of cases, participants reported that the intervention’s assessment of risk
confirmed their own understanding of the riskiness of their alcohol and other drug use.
Some participants talked about the intervention as reinforcing ‘what I already know’,
‘validating my own thoughts’ and as ‘confirming risk levels’. This group of participants
problematised the intervention’s assumption that people simply need information in order
to moderate their alcohol and other drug use, as they already possessed information about
the ‘risks’ associated with their alcohol and other drug use. Some participants noted that
prior awareness of the prevention science literature and messages had shaped their
responses to their risk assessment and associated information. As Sam said:

[I] already knew most of the information as I researched and read a lot for my health and
wellbeing and recovery issues, detoxification and finally side effects.

10 M. Savic et al.
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For these individuals, there was congruence between their ‘lay’ account of risk and the
expert assessment.

However, in just under a quarter of cases, participants felt their assessment and
understanding of the riskiness of alcohol and other drug use conflicted with the expert
assessment and account. These individuals challenged the ways in which the intervention
categorised their alcohol and other drug use as being risky, disregarding its context; that is
the time, place and reasons they used alcohol or other drugs. For instance, Charlie was
categorised as being in the ‘harmful’ drug use category but commented that:

It’s prescription drugs I am mostly on due to a car accident but it doesn’t ask about which
type of drug. For example is it recreational or prescription?

As Charlie’s comments intimate, the screening tool cannot acknowledge his life history
and the circumstances that have led to his drug use, the benefits he might derive in terms
of coping after his accident, or the different reasons why people use drugs as it treats all
drug use the same, reducing it to a single score and category.

Another manifestation of discontent with the inability of the tool to acknowledge
the complexity of their alcohol and other drug use was its medicalisation of their
alcohol and drug use as ‘dependence’. For these participants, the intervention failed to
take into account the reasons why they engaged in alcohol and other drug use, and in
particular, the other risks it helped them minimise. For instance, Tom scored 14 on the
DUDIT placing his drug use in the ‘harmful’ category, but he contested this categor-
isation. He argued that his cannabis use enabled him to deal with the stresses of
everyday life:

I only use cannabis, nothing else, which I find settles me and my anger down a fair bit as I
stay stressed out most of the time daily.

Tom, along with several other participants argued that people could use drugs for
therapeutic purposes, such as ‘self-medicating’ or ‘self-managing’ but there was no way
the online screening tool could identify such use as there were no questions on why
individuals used drugs, just questions on the quantity and frequency of use. The way in
which the intervention disregarded the context of Tom’s cannabis use and classified it as
high risk is consistent with prevention science’s ‘acontextual’ enactment of cannabis and
its effects (Duff, 2003). Other participants commented on the recreational and social
reasons they used alcohol and other drugs. Sarah, whose alcohol use was categorised
by the intervention as ‘moderate risk’ and whose drug use was considered to be ‘harmful’,
pointed out that the intervention:

. . . didn’t address the fact that substances make me feel good and I want to keep doing them.

Indeed, there are no questions in the standardised screening tools that ask about pleasure,
nor is there acknowledgement of the potential for the positive impacts of alcohol and other
drug use in the automated feedback text.

Some participants noted the ways in which the online screening and feedback inter-
vention drew on conventional wisdom that links alcohol and other drug use to poor
physical health, mental health and quality of life (see Laudet, 2011). They noted that the
intervention’s feedback in relation to quality of life was based solely on drug use, as it
stated:
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It is possible that your substance use is affecting your psychological health, your physical
health and even your quality of life.

As Anna noted, this completely failed to consider the impact of other aspects of her life.
The intervention placed Anna in the harmful drug use category as well as in the
experiencing ‘mild psychological distress’ category. Anna agreed that she was experien-
cing ‘psychological distress’ but argued that this ‘distress’ was not a product of her drug
use but of other factors in her life:

Questions [in the online screening tool] did not ask why I was feeling those things. I have
actually cut down drug use to once in the last 3 months, yet feel depressed about my husband
having an affair. This tool is too primitive to separate these things.

Some participants commented negatively on the generalised nature of the automatic
feedback, which was not particularly tailored to their specific experiences. Participants
described it as ‘stock standard’, ‘not personalised’ and ‘general’. Tony said that the
experience of using the intervention was:

. . . more like talking to a machine that gives you pre-planned answers, like Chinese cookies.

Some participants felt that the intervention lacked a human or personal quality and
therefore could not provide a personalised response, nor acknowledge the complexity of
alcohol and other drug use. Jim, for instance, was categorised as likely to be dependent on
alcohol and other drugs and scored the highest possible psychological distress score on the
K10. While completing the intervention provided information, it did not provide the help
he desired, and this is evident in his comment, in which he also included his phone
number:

I need someone to contact me.

Fragile subjects in need of professional help

While most of the participants liked the range of help and support options provided in the
automated feedback, some recipients felt the advice provided was too focused on profes-
sional solutions to addressing risk. For instance, Gemma’s alcohol and other drug use
were categorised as low risk by the intervention but she was still advised to seek expert
help. She commented that:

It advised me to seek help when there was no risk level. I know AOD [alcohol and other
drug] services would baulk at the idea of someone with this low level risk contacting them
and it came across as a bit clinical/cold/labelling/medicalised in its process of advice.

Some participants rejected the assumption underlying the intervention that problematic
alcohol and drug use could only be managed using expert advice and guidance. They
wanted to manage risk themselves. For example Dino, who the intervention categorised as
likely to be drug dependent, wanted more information on how he could manage his use
himself:
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Mostly recommended to call a number and really does not give me a chance to work with
myself and try to get drug free on my own hand. More suggestions and more information how
to stop using drugs all by yourself would be great.

Dino’s comments might be seen as fitting within a neoliberal framework of self-manage-
ment and indeed, the prevention science hinterland, but his desire or ability to self-manage
was not acknowledged within the intervention, which suggested that he seek professional
support.

Discussion

Our analysis of the way in which an online screening and feedback intervention enacts
risk in relation to alcohol and other drug use/users suggests that interventions, like online
screening and feedback interventions, act in ways that may not be intended or routinely
considered by prevention science researchers. By drawing on existing prevention science
resources, knowledge and practices, such as standardised screening tools, national guide-
lines, algorithms and quantification into categories of risk, the online screening and
feedback intervention cultivated a sense of ‘expertness’ and objectivity.

However, Dwyer & Fraser’s (2015) critical analysis of addiction screening and
diagnostic tools highlights the tenuousness of validity claims these tools make and
shows that they ‘make certainty where there is none’ through scientific validation
techniques (p. 1). Lupton and Jutel (2015) also illustrate how self-diagnosis applications
(apps) draw on algorithms and discourses of healthism to cultivate a sense of authority,
power and objectivity, which is undermined by their own disclaimers about not being
substitutes for medical practitioner diagnosis.

The use of numbers was implicated in the sense of authority and validity that the
online screening and feedback intervention cultivated. The complexity of peoples’ alcohol
and other drug use experiences were reduced to a simple number, which provided
‘evidence’ of a person’s level of risk. Numbers carry weight because they are ‘eminently
mobile, decontextualised, and fact like’ (Fosket, 2004, p. 297), even though the meaning
of numbers are subject to interpretation and are the result of a number of conscious
decisions. The development of different systems of cut-off scores, used to allocate people
into categories of risk on the same screening tool (Australian Bureau of Statistics [ABS],
2012), illustrates this and draws the ‘fact like’ appearance of the online screening and
feedback intervention into question.

In unsettling the ‘objectivity’ of screening tools, Dwyer and Fraser argue that such
tools ‘actively participate in the creation of social objects and social groups, and in
shaping affected individuals and their opportunities’ (Dwyer & Fraser, 2015, p. 1).
Similarly, our analysis highlights the role of the online screening and feedback interven-
tion in how intervention recipients come to know themselves as risky alcohol and other
drug users or not. This point is particularly borne out in the first of the three modes of
interaction between expert and alcohol and other drug user accounts of risk that we
identified.

Consistent with Duff’s (2003) discussion, the first mode of interaction involved the
expert risk assessment overshadowing alcohol and other drug users’ own accounts of risk
and being considered a more ‘valid’ assessment of risk. Intervention recipients’ under-
standings of themselves, their alcohol and other drug use experiences and bodies are likely
to be altered in the process of deferring to the expert risk assessment, particularly when
the intervention categorised their alcohol and other drug use as riskier than they had
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otherwise thought. The shock and despair that some intervention recipients expressed
when faced with diverging accounts of risk and the discovery of ‘being a risky alcohol
and other drug user’ reiterates the role of digital health technologies in co-constituting
subjectivities and experiences of the body (Lupton, 2014). This mode of interaction also
highlights the potential for online screening and feedback interventions to encourage
anxiety and/or distrust of one’s own assessment of risk, which may further enshrine the
dominance of an expert prevention science discourse about alcohol and other drug risk
(Duff, 2003). Deferring to the expert risk assessment discourse rather than trusting one’s
own risk assessment may also act counter to the neoliberal framework of self-monitoring
and regulation.

The second mode of interaction between alcohol and other drug user and expert
accounts of risk was where the intervention’s assessment ‘validated’ alcohol and other
drug user’s own pre-existing risk assessment. Some of the intervention recipients whose
comments conformed to this mode of interaction had been exposed to prevention science
messages and information. These intervention recipients might be seen as embracing
prevention science’s focus on leading a healthy lifestyle (Burrows, Nettleton, & Bunton,
1995) and the neoliberal imperative of self-care (Moore & Fraser, 2006). The fact that
intervention recipients sought out the online screening and feedback intervention might
further indicate their possible openness to a neoliberal subjectivity, and/or reflect their
willingness to trust digital health technologies in general, given their increasing avail-
ability (Lupton, 2014). This group also problematises the binary opposition between
expert and lay accounts of risk in that their comments do not conform to the contextua-
lised and ‘subjective’ lay accounts of risk previously discussed. Instead, they valorise the
expert assessment of risk provided by the intervention, and reiterate the dominance and
reach of the prevention science paradigm.

Finally, the participants for whom the intervention’s determination of risk did not
accurately reflect their own experience of alcohol and other drug use and risk, might be
seen as resisting ‘expert’ prevention science enactments of alcohol and other drug use as
inherently risky. Given the lack of questions in the intervention on the context of drug
use and the potential benefits such as pleasure or feeling better, the intervention could
not, and showed no capacity to, deal with nuanced understandings of pleasure and harm,
which highlight that harms may not be typically experienced without pleasure and vice
versa (Pennay, 2015). The participants in our study commented on the multiplicity of
possible realities and effects that can be associated with alcohol and other drug use, few
of which were asked about in the screening tools and thus were not accounted for in
providing feedback. Far from ‘passive recipients of information’, these participants
actively and critically engaged with risk information (Alaszewski, 2005, p. 104). They
provided nuanced and contextualised accounts of the multiple reasons why people
engage in alcohol and other drug use, and took issue with the reduction of the complex-
ity of their experiences to simple categories of risk; an act that re-enacts alcohol and
other drug use as singularly and predictably dangerous or harmful, to the exclusion of
any benefits or other effects. Their accounts encourage us to view alcohol and other
drug use and risk in contextualised ways (Keane, 2009). For instance, Rhodes (2009)
focuses attention on the ‘risk environment’, which ‘envisages drug harms as a product
of the social situations and environments in which individuals participate’ (p. 193). Like
Duff (2007), we might consider alcohol and other drug use and risk as embedded in a
complex assemblage of interacting and co-constituting relations, actors, use-values,
practices and settings. When alcohol and other drug use is isolated from this complex
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assemblage of forces, our understanding of people’s experience of alcohol and other
drug use and risk is limited.

Our analysis also highlights the way in which the intervention medicalises risk and
enacts recipients as fragile and in need of professional help. It is here that the tension
between neoliberalism and the expert prevention science discourse is most explicit. On
the one hand, the intervention assumes that recipients are neoliberal subjects who are
capable of managing risk and changing their alcohol and other drug use when
provided with feedback on their level of risk. However, the advice provided to
intervention recipients overwhelmingly points people in the direction of professional
support options rather than self-help. Lupton and Jutel (2015) note a similar tension in
relation to self-diagnosis apps. These apps configure people as ‘empowered consumers
of health information’ (p. 133), but by encouraging people to seek further advice from
medical practitioners they place clear limits on people’s capabilities and
empowerment.

Given the tensions and multiple modes of interaction with the ‘expertness’ of the
online screening and feedback intervention outlined, we suggest that online screening and
feedback interventions should ideally be flexible enough to accommodate a diversity of
modes of lay-expert risk assessment interaction, the subjectivities that people subscribe
too – whether these conform to neoliberal ideals or not – and the complexities of alcohol
and other drug use and risk. As numerous alcohol and other drug online screening and
feedback interventions have been developed, often with more sophisticated functionality
than the intervention we have discussed in this article (see HAGA, 2015), there are likely
to be some that exemplify these ideals.

Online screening and feedback interventions may be better positioned to acknowledge
complexity and context if they ask questions about the reasons, time, place and meanings
of alcohol and other drug use and risk. However, online screening and feedback inter-
ventions may have difficulty in dealing with this sort of contextual data and complexity,
especially if the data is qualitative. Algorithms may not be able to compute or adequately
factor qualitative data into risk assessment. If context was elicited through quantitative
data it would presumably require numerous different algorithms to account for all possible
scenarios, and even then the degree to which it would be able to accurately ‘account for
all permutations’ is doubtful. Consistent with other research (Klein et al., 2010), this is
where we feel human contact may be helpful.

One of the ways in which online screening and feedback interventions might become
more useful, particularly for those who are shocked by results or those whose own
accounts of risk do not conform to the intervention’s expert risk assessment, would be
to provide greater opportunity for intervention users’ own accounts of risk and risk
management to be heard. For example, at the beginning or end of an online screening
and feedback intervention, intervention users could be asked to comment on their alcohol
and other drug use experiences and own accounts of risk, which they would then be able
to compare with the intervention’s assessment of risk. They could then be provided with
the option of engaging in web chat with a counsellor instantaneously in order to discuss
any divergence in accounts of risk, as a way to resolve this and better account for alcohol
and other drug related pleasure and benefits and the complexities of alcohol and other
drug use. This is consistent with a study of the content and functionality preferences of
visitors to alcohol and other drug websites, which found that being able to ask a question
was one of the most common interactive features that visitors endorsed as being important
(Klein et al., 2010).
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Similarly, intervention users could be invited to share strategies they have
employed to manage alcohol and other drug related risk, which could then be made
available to other intervention recipients as part of the automated feedback. This kind
of ‘see what other people have done to manage their alcohol and other drug use’
capacity would act as another source of self-help information for people who find a
neoliberal subjectivity empowering. One example of this is evident in the ‘Don’t
Bottle it Up’ online screening and feedback intervention in which people are invited
to share their ‘experiences, thoughts and tips with others who are thinking about their
drinking’ in one section of the website (HAGA, 2015). The inclusion of online self-
help tools, such as self-help strategies, drink-diaries, plans for reducing consumption
and links to additional information may provide more options for self-management,
which users of alcohol and other drug websites may desire (Klein et al., 2010). The
problem that researchers may encounter when greater options for drawing on lay
accounts and sharing recipients’ own risk management strategies is the risk that
these strategies do not conform to, or even contradict, prevention science ‘evidence’.
Many institutions would presumably be concerned about the risk to themselves of
proliferating ‘non-evidence-based’ material that they may see as ‘harmful’. This is
where further research to understand alcohol and other drug users’ lived experiences
and strategies for risk management would be useful. Using a researcher or clinician to
moderate risk strategies shared by recipients may also mitigate this risk, although this
still reinforces the expertness of the intervention. Ensuring the language used in
automated feedback is not paternalistic, as well as pointing out the limitations of
screening tools and of the expert prevention science enactment of risk, may also be
useful.

This analysis is restricted to the content of one online screening and feedback
intervention. Different online screening and feedback interventions are likely to have
different content and functionality, which may impact on recipient experiences and
enactments of risk. Our analysis was also limited to recipient comments provided in
response to an open-ended question in an optional survey at the end of the intervention.
The majority of intervention recipients did not respond to the open-ended question, and
thus may have had different experiences of the intervention and different accounts of risk
to those participants who did respond. Analysing responses to the open-ended survey
question meant that we could not probe further as we might have done had we interviewed
intervention users. For instance, we do not know how recipients actually used the
automated feedback information they were provided with. Research employing in-depth
qualitative interviews with users of online screening and feedback interventions is likely
to generate rich data and further insights about how risk and subjectivities are performed
and negotiated through online interventions.

Conclusion

Concern about the effectiveness of digital health technologies has relegated their
assumptions and logics to the background (Lupton, 2014). In making the assumptions
and workings of an online screening and feedback intervention visible, along with the
experiences of intervention recipients, we have shown how the intervention is
implicated in the enactment of risky alcohol and other drug use/users. As our
analysis suggests, and as others have noted (Dwyer & Fraser, 2015), interventions
and tools can shape how alcohol and other drug users understand themselves and
their experiences of alcohol and other drug use and risk. Drawing on prevention
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science discourses about the inherent riskiness of alcohol and other drug use and
neoliberal discourses of individual responsibility, the intervention is established as
providing an authoritative and objective assessment of risk, which sometimes over-
shadows recipients’ own accounts of risk. However, the nuanced and contextualised
accounts of intervention recipients’ who didn’t agree with the intervention’s ‘expert’
assessment of risk highlight how risk in relation to alcohol and other drug use might
be ‘done’ differently; how it might emerge differently in different situations and with
different effects, and therefore provoke different responses. We suggest that subject-
ing online alcohol and other drug tools and interventions to critical analysis may be a
useful step in unsettling problematic assumptions about alcohol and other drug use/
users and risk and more sensitively attending to complex alcohol and other drug use
experiences.
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Appendix 1: Automated feedback text

Your Results

ALCOHOL

Your score for the drinking assessment is xxx out of a possible score of 40, where higher
scores indicate higher levels of risk of harm from drinking.

DRUGS

Your score for the drugs-other-than-alcohol assessment is xxx out of a possible score of
44, where higher scores indicate higher levels of risk of harm from drug use.

Score Feedback

0 This indicates that you have not drunk alcohol in the last year.
1–7 Based on your answers, this result suggests that your current drinking level is low risk.

Around 80% of the Australian population drink at this level, while 29% of people who
recently used this screen got a similar score. If your drinking increases or you start to
notice problems you may like to repeat this screen to see if your risk has changed.

Click here for more information.
8–15 Based on your answers, this result suggests that your current drinking level is moderate

risk and you may be at risk of an alcohol related illness or injury. Around 80% of the
Australian population drinks less than you, while 20% of people who recently used
this screen got a similar score.

Click here for more information.
16–19 Based on your answers, this result suggests that your current drinking level is high risk

and you are at risk of an alcohol related illness or injury. Around 96% of the
Australian population drinks less than you, while 11% of people who recently used
this screen got a similar score.

Click here for more information.
20+ Based on your answers, this result suggests that your current drinking level is very high

risk and that you might be dependent on alcohol. Around 98% of the Australian
population drinks less than you, while 40% of people who recently used this screen
got a similar score.

Click here for more information.

Score Feedback

0 This indicates that you have not used drugs in the last year.
Male = 1–5 Based on your answers, this result suggests that your current patterns of substance

use are low risk. Around 53% of people who recently used this screen got a
similar score. Click here for more information.

Female = 1

Male 6–24 Based on your answers, this result suggests that your current patterns of substance
use may be harmful. Around 22% of people who recently used this screen got a
similar score. Click here for more information.

Female 2–24

>24 Based on your answers, this result suggests that your drug use patterns are harmful
to your health and that you may be dependent. Around 25% of people who
recently used this screen got a similar score. Click here for more information.
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ASSIST score >0:
Your answers indicate that you have used the following drugs within the last month:

(1) [insert list of each drug type where response was >0 ‘never’]

Click here for more information.

If score of 3+ to gambling questions:

GAMBLING

You have indicated that gambling may be causing problems in your life. Click here for
more information.

PSYCHOLOGICAL DISTRESS

Your score for the psychological distress assessment is xxx out of a possible score of 50,
where higher scores indicate higher levels of distress.

WELLBEING

Psychological

You rated your psychological health to be xx out of 10, where higher scores indicate
better psychological health. The average psychological health rating amongst people
who have recently completed this screen is 4.5. This means that you are above/below
the average.

Physical

You rated your physical health to be xx out of 10, where higher scores indicate
better physical health. The average physical health rating amongst people who have
recently completed this screen is 5.6. This means that you are above/below the
average.

Score Feedback

10–19 This score suggests you are experiencing little or no psychological distress. Around 70% of
Australians have a similar level of distress, while around 30% of people who recently
used this screen got a similar score.

20–24 This score suggests you are experiencing mild psychological distress. Around 20% of
Australians have a similar level of distress, while 16% of people who recently used this
screen got a similar score.

25–29 This score suggests you are experiencing moderate psychological distress. Around 7% of
Australians have a similar level of distress, while around 17% of people who recently
used this screen got a similar score.

30+ This score suggests you are experiencing high psychological distress which indicates a very
high likelihood of an anxiety and/or depressive disorder. Around 3% of Australians have
a similar level of distress, while around 36% of people who recently used this screen got a
similar score.
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Quality of Life

You rated your quality of life to be xx out of 10, where higher scores indicate better
quality of life. The average quality of life rating amongst people who have recently
completed this screen is 4.9. This means that you are above/below the average. It is
possible that your substance use is affecting your psychological health, your physical
health and even your quality of life.

What can I do?

If any of your scores suggest that your substance use is at a risky level of harm, or that
you are experiencing poor mental health and wellbeing, we recommend that you seek
professional support to help you manage your problems.

Substance Use Problems

You can talk to a specialist substance counsellor either on the phone or online to discuss
this further and to obtain referral for additional help if you want. Counsellors can provide
confidential advice and guidance about the most appropriate support for your needs. For
help with alcohol or other drugs we recommend:
DirectLine (1 800 888 236)

Provides telephone-based confidential alcohol and drug counselling and referral.
Counselling Online www.counsellingonline.org.au

Provides live online text-based counselling, information and referral for alcohol and other
drug issues.
If you would like additional self-help advice, you may find the following websites
useful:

Mental Health Problems

If you need immediate help please call Lifeline:
Lifeline (13 11 14)
There are also online and telephone support options for mental health and we
recommend:
Mental Health Online
www.anxietyonline.org.au
Beyond Blue (1 300 22 4636)
www.beyondblue.org.au
Telephone support and web chat

JustAskUs http://www.justaskus.org.au/
Online assessments and self-help information about
alcohol and other drugs.

Australian Drug Foundation http://www.druginfo.adf.org.au/drug-facts/drug-
information

Facts and resources about alcohol and other drugs.
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Mensline (1 300 78 99 78)
www.mensline.org.au
Telephone, online and video support
MindSpot (1 800 61 44 34)
www.mindspot.org.au
Online and telephone treatment for anxiety and depression
MindHealthConnect
www.mindhealthconnect.org.au
Factsheets and links to services and resources.

Alternatively, you can contact your GP to discuss how you feel. Your GP will refer you to
a service that best meets your needs and give you information on the impacts on your
health. If you would like access to an alcohol and drug service in your local area, have a
look at the help section at the bottom of the page. They will offer help and advice and
refer you to a specialist if that is your choice.

Need help?

If you need more information on services available in your area, select your state or
territory below to find a listing of services available to you or look at this website www2.
betterhealth.vic.gov.au/saywhen/gethelp for links to other services.

More Information

AUDIT Score 1–7

Based on your responses, you do not need to change your current drinking level as you do
not exceed the recommended drinking guidelines. To find out more information on what
the recommended Australian drinking levels are and what a standard drink is, please click
on the links to information from the Australian Drug Foundation. We also recommend the
SayWhen website, which has a range of tools and calculators to help you make decisions
about your drinking.

How can I avoid risks from drinking?
To minimise your risk of harm from drinking, the National Health and Medical Research
Council of Australia recommends the following guidelines:

For healthy men and women:

(1) drinking no more than two standard drinks on any day reduces the lifetime
risk of harm from alcohol-related disease or injury

(2) drinking no more than four standard drinks on a single occasion reduces the
risk of alcohol-related injury arising from that occasion.

Not drinking alcohol is the safest option if you:

(3) drive or operate heavy machinery
(4) are pregnant, planning a pregnancy or breastfeeding
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(5) are under 18 years of age

Not drinking alcohol may also be the safest option if you:

(1) are taking other medications or drugs
(2) have a history of brain injury or liver disease

Please check with your doctor if you are not sure.

AUDIT Score 8–15

Based on your responses, you could think about monitoring your drinking behaviour
and identify ways to reduce your drinking to low risk levels. To find out more
information on what the recommended Australian drinking levels are and what a
standard drink is, please click on the highlighted links to information from the
Australian Drug Foundation. We also recommend the SayWhen website where you
can find more information on the effects of drinking and tools to further assess your
drinking and assist you with problems you may be having with your drinking.

Here are some tips you might like to try:

(1) Keep a record of when and where you tend to drink alcohol – this can help you to
avoid problem areas.

(2) Have a couple of alcohol-free nights a week.
(3) Try activities that are less likely to involve alcohol, such as going to a movie.
(4) Eat before you drink and while you are drinking.
(5) Alternate your drinks by making every other drink a non-alcoholic one.

How can I avoid risks from drinking?
To minimise your risk of harm from drinking, the National Health and Medical Research
Council of Australia recommends the following guidelines:

For healthy men and women:

(6) drinking no more than two standard drinks on any day reduces the lifetime
risk of harm from alcohol-related disease or injury

(7) drinking no more than four standard drinks on a single occasion reduces the
risk of alcohol-related injury arising from that occasion.

Not drinking alcohol is the safest option if you:

(8) drive or operate heavy machinery
(9) are pregnant, planning a pregnancy or breastfeeding

(10) are under 18 years of age.

Not drinking alcohol may also be the safest option if you:

(11) are taking other medications or drugs
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(12) have a history of brain injury or liver disease.

Please check with your doctor if you are not sure.

AUDIT Score 16–19

Based on your responses, we recommend that you seek advice and support on how to
reduce your drinking levels. Further information about risky drinking and the harms to your
health can be found on the SayWhen website here. If you would like access to an alcohol
and drug service in your local area, have a look at the help section at the bottom of the page.

How can I avoid risks from drinking?
To minimise your risk of harm from drinking, the National Health and Medical Research
Council of Australia recommends the following guidelines:

For healthy men and women:

(13) drinking no more than two standard drinks on any day reduces the lifetime
risk of harm from alcohol-related disease or injury

(14) drinking no more than four standard drinks on a single occasion reduces the
risk of alcohol-related injury arising from that occasion.

Not drinking alcohol is the safest option if you:

(15) drive or operate heavy machinery
(16) are pregnant, planning a pregnancy or breastfeeding
(17) are under 18 years of age.

Not drinking alcohol may also be the safest option if you:

(18) are taking other medications or drugs
(19) have a history of brain injury or liver disease.

Please check with your doctor if you are not sure.

AUDIT Score 20+

Based on your responses, we strongly recommend that you speak to a specialist alcohol
counselling service over the phone or online to discuss this further and to obtain referral
for additional help. Further information about risky drinking and the harms to your health
can be found on the SayWhen website here. If you would like access to an alcohol and
drug service in your local area, have a look at the help section at the bottom of the page.

How can I avoid risks from drinking?
To minimise your risk of harm from drinking, the National Health and Medical Research
Council of Australia recommends the following guidelines:
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For healthy men and women:

(20) drinking no more than two standard drinks on any day reduces the lifetime
risk of harm from alcohol-related disease or injury

(21) drinking no more than four standard drinks on a single occasion reduces the
risk of alcohol-related injury arising from that occasion.

Not drinking alcohol is the safest option if you:

(22) drive or operate heavy machinery
(23) are pregnant, planning a pregnancy or breastfeeding
(24) are under 18 years of age.

Not drinking alcohol may also be the safest option if you:

(25) are taking other medications or drugs
(26) have a history of brain injury or liver disease.

Please check with your doctor if you are not sure.

DUDIT Score MALES: 1–5, FEMALES: 1

You may not need self-help advice, but if you are interested to know more about the
effects of different drugs, we recommend the JustAskUs website and the information
provided by the Australian Drug Foundation. If your substance use changes or you
start to notice problems, you may like to repeat this screen to see if your risk has
changed.

DUDIT Score MALES: 6–24, FEMALES: 2–24

You current substance use may be harmful to your health. You may find self-help advice
useful – the JustAskUs website and the information provided by the Australian Drug
Foundation might be helpful. We also recommend you speak to a specialist substance
counsellor to find out more about your substance use and ways to manage any problems
you are experiencing.

If you would like access to an alcohol and drug service in your local area, have a look at
the help section at the bottom of the page.

DUDIT Score >24

We strongly recommended that you seek professional support to help you manage the
problems you are experiencing with your substance use.

If you would like additional self-help advice, you may find the following websites useful:
JustAskUs website and Australian Drug Foundation.

If you would like access to an alcohol and drug service in your local area, have a look at
the help section at the bottom of the page.
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GAMBLING

You may find the self-help advice on this site useful. There are also online and telephone
support options that we recommend:

Gambling Help Online (www.gamblinghelponline.org.au)

Free 24 hour online support.

Also, you can further explore the impact of your gambling using this calculator: www.
gamblinghelponline.org.au/regaining-control/gambling-calculator/

ASSIST

All drug use carries some level of risk – even medications can produce unwanted side
effects. To find out more about each of the drugs you have used, please look at the
information here. For some quick statistics on drug use in Australia, have a look at the
information on the Australian Drug Foundation website.

It is important to remember that mixing drugs, especially with alcohol, can be unpredict-
able, dangerous and even fatal. This includes mixing alcohol with over-the-counter or
prescribed medications. For example:

(1) Alcohol + cannabis may cause nausea, vomiting, panic, anxiety and paranoia.
(2) Alcohol + energy drinks (with caffeine), ice, speed or ecstasy may cause more

risky behaviour, may place your body under great stress and may make an
overdose more likely.

(3) Alcohol + benzodiazepines may increase the risk of becoming unconscious and
stopping breathing.

To find out more about the risks of specific drugs and drug combinations, we recommend
that you look at the information provided here and here.
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