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Preface

Dear Reader, 

The Manual for the European project TaKE CaRE is a lively example for how European 
cooperation in the area of addiction care and prevention can work in practice. Experts 
from ten European countries identified a field of problems together – in this case: the 
risky consumption of alcohol among adolescents – and they have been searching for 
answers. Selecting the multilevel approach that is related to social environments has  
not been the easy way. But after decades of work in the area of prevention, we know 
that there are no easy solutions. 

However, it is not as complicate as it might look in the first place. after an analysis of 
the current situation, approved methods and forms of interventions are connected with 
each other conceptually and implemented in a defined period of time. Here, it should  
be kept in mind that the target groups should participate appropriately, because  
participation should not be on paper only. This all happened in the European project 
TaKE CaRE.

This challenge leads to a presentable and sustainable result, thanks to many  
contributors. The project managers and experts for prevention from the institutions in 
the countries, the collaborating partners and the steering group, but also the overall 
organisers shall be mentioned explicitly.
This manual is structured in a way, which makes it possible for you, as an expert in  
the area of prevention, to understand step by step how TaKE CaRE works. Concrete 
working materials in the attachment make it easier to prepare the different interven-
tions. Still, there is always room for improvements. Pilot projects remain models; the 
further development takes place by the practical implementation.

Being responsible for this project, we are of course interested in your experiences during 
the implementation. That is why we are happy about any feedback and suggestions for 
professional improvement. 

We wish you all success – and … TaKE CaRE!

Wolfgang Rometsch     nadja Wirth
Director of the Project     Project Coordinator



  

Strategies, which encourage the responsible handling of alcohol by adolescents, were 
developed and implemented in the project, TaKE CaRE. The innovative element of  
TaKE CaRE is specifically the multilevel approach. Here, the basic assumption is that 
interventions are more effective and reinforce each other, if the intervention takes place 
in a defined social environment (urban quarter, district, community) and with different 
target groups simultaneously (cf. chapter 2.1.1 and 2.1.2). 
TaKE CaRE was conducted with prevention experts in the field of addiction from  
organisations in 10 European countries (cf. chapter 7.3) and had a run-time from 
March 2010 to november 2012. 

Target Groups and Targets

The overall goals of this project are 
(1)  the compliance with youth protection regulations on  

the sales of alcoholic beverages,
(2)  the reduction of the consumption of alcohol and 
(3)  the prevention of consumption-related harm among adolescents and  

young adults (cf. chapter 2.4).
The main target group are young people at the age of 12 to 21 years, were  
noticed to have risky patterns of consumption of alcohol. They can be divided into  
two subcategories: 

12 – 16/18-year-olds, who are legally not allowed to buy and consume alcoholic  
beverages, 
above 18 to 21-year-olds, who can drink alcohol legally, but who were noticed to 
have risky patterns of consumption of alcohol. 

In addition, further target groups, who have an important impact on the consumption 
behaviour of adolescents are addressed: parents, important attachment figures of 
adolescents (“key-persons”) and employees in retail (cf. chapter 2.3). 
These target groups are incorporated in the intervention strategy because of the  
multilevel approach. 

Methods

In order to increase their risk competence, adolescents participate in a four-day 
ro.pe-Training© with risk-optimization (adventure-based) and psycho-education  
as key aspects. 

1. Summary and Conclusions
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Parents and so-called key-persons (important attachment figures of adolescents) receive 
support in order to develop a clear and reflective attitude towards the use of alcohol. 
 
a two-three hour “Homeparty” is conducted with parents. Key-persons learn  
communication techniques in a two-day “Key Training” (based on Motivational Inter-
viewing), so that they can motivate adolescents to deal with their personal consumption 
of alcohol.

Employees in retail in the social environment receive information materials and coach-
ing on everyday sales-situations regarding alcohol and the compliance with the law on 
the sales of alcohol through “First-Rate Retailer Tools” (cf. chapter 4: Concepts and 
chapter 7: Implementation into Practice).

Recommendations

against the background of the experiences of national and international expert  
institutions, the following results1 are presented and recommendations, which might 
contribute to the success, are given below:

1.  Multilevel approach oriented towards social environment: locally effective! 
 
In TaKE CaRE, different environments in terms of life-style were tested successfully 
for the implementation of the interventions – from a small community, over a special 
urban quarter (“entertainment district”) to an area in a major city. In principle, TaKE 
CaRE can be applied in multiple social environments. However, for reasons of public 
health it might make sense to target social environments with a lower socio-economic 
status.  
Ensuring activities at multiple levels and for different target groups in an urban quar-
ter or district for the prevention of addiction in a coordinated way is a challenge, but 
an increase in effectiveness as a result of synergy is beneficial. Combining different 
activities into a joint intervention, such as on TaKE CaRE, in a social environment, also 
opens up new ways of access and options of influence for the players in prevention.

2.  Access to the different target groups: Cooperation is the key to success!  
 
The actual challenge of offering programmes in the area of prevention of addiction is 
not as much the implementation of an approved method, but more finding appropri-
ate ways of access to the favoured target group as well as their motivation to accept 
the offer. Here, an important strategy is running a careful analysis of the situation and 
needs, which incorporates members of the target group and central key-persons (for 
instance, in politics, expert institutions and associations). If possible, a steering group 
should be established (cf. Chapter 3.2.). This creates a network; through which the 
participants can be recruited into the interventions. It also produces alliances between 
different social groups, politics and public health institutions, so that the demand for 
the “prevention of addiction as a shared task” can be met. 
 
This requires the skill to initiate links of cooperation and keep them alive – it should 
not be taken for granted that experts have this skill, thus training should be provided.

1   The scientific monitoring of TaKE CaRE has been carried out by the Teachers Education university,  

Zurich/Switzerland.
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3.  Young people with risky patterns of consumption of alcohol as well as  

 parents, key-persons and retailers can be accessed by TAKE CARE. 
 
Young people can be accessed using this approach (networks) to the intervention:  
Of the 440 adolescents and young adults, who took part in TaKE CaRE, 59 %  
were male and about 50 % under 16 years old. 80 % had a risky pattern of 
consumption of alcohol. This approach to the intervention was also used to  
access parents, key-persons and employees in retail.  
 
The intervention had a high level of acceptance among the different target  
groups: The rates of satisfaction with the interventions for adolescents,  
parents, key-persons and employees in retail was high. 94 % of the  
adolescents who took part completed  
the 4 day training.  

4.  Adolescents: The ro.pe-Training© contributes to an improvement in  
risk competence and a reduction of the consumption of alcohol. 
 
 The ro.pe-Training© is effective for adolescents, who have risky patterns of  
alcohol consumption, in the sense that their risk competence is improved and  
the amount of consumption is reduced. The training is specifically designed for  
this target group. Particular attention should be paid  to reaching  this group  
specifically and not young people, who consume alcohol within their 
ecommended limits. 
 
about three months after the end of the ro.pe-Trainings© ca. 45 % of the participants, 
whose consumption behaviour was categorised as risky at the start of the training, 
drank less alcoholic beverages (in terms of amount and /or frequency). In addition,  
the level of acceptance of the national laws concerning alcohol consumption and 
young people among the participating adolescents increased. So, the ro.pe-Training©  
promotes and encourages a more responsible and low-risk consumption of alcohol.

5.  Parents: This has to be target-group specific and adapted culturally. 
 
Parents may profit from the Homeparty, for example by feeling empowered by the 
event as well as feeling competent in handling the consumption of alcohol by their 
children constructively.   
The needs and requirements of parents for support are widespread. Depending on 
the socio-economic situation, the consumption behaviour of the child and the cultural 
background of the individual as well as of the respective country; access, method and 
content of this intervention has to be adapted.  
 
as the experiences during the project show, the offer of the Homeparty is accepted 
more by parents, who live in a culture, in which it is common to invite each other to 
one’s home; who have an intermediate status in terms of education and income and 
whose children (and maybe also themselves) have less psycho-social problems. In  
principle, other parents can be accessed by this approach as well. However, it is re-
commended to reserve alternative approaches for this target group (cf. chapter 4.2.).
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6.  Key-persons: Use volunteers to motivate adolescents, who have risky  
patterns of alcohol consumption, to reflect on their drinking pattern.  
 
Within the TaKE CaRE – in addition to experts with professional contacts with  
young people, who have risky patterns  of consumption of alcohol –, volunteers  
were allowed to participate in the Key Training (27 % of participants) (cf. chapter 5). 
This group, so far, are rarely perceived as a target group in the prevention of addicti-
on. In the future, they should be motivated to participate more in programmes on the 
prevention of addiction. Yet, attention should be paid to avoiding excess demand.  
(cf. chapter 4.3).  
after the Key Training, key-persons got to talk with adolescents in their workplace 
individually (66 %) and during leisure-time with small/larger groups (27 %/20 %). The 
key-persons reported that the Key Training helped them to improve their strategies in 
handling adolescents, with risky patterns of alcohol consumption (cf. chapter 5).

7.  Employees in retail: Short training, but not too short!  
 
Where possible, a training of about two hours is preferred to a short intervention  
(ca. 15 minutes). The longer intervention is significantly superior to the shorter one  
in terms of results of “improved knowledge”: 95 % of the participants of the long 
intervention knew the legal basis for the sales of alcohol to young people while only 
77 % of those who took part in the short intervention did.  (cf. chapter 5). 
Young sales staff have been identified as a target group, which deserves special  
attention. They can be qualified as a “double target group”, because on the one 
hand, at this age they learn how to deal with alcohol themselves, and on the other 
hand, it might be more difficult for them to refuse their peers buying alcoholic bever-
ages than adults.

8.  Behaviour-related prevention, such as TAKE CARE, should be  
supported by structural measures of youth protection.   
 
TaKE CaRE predominantly uses behaviour-related interventions (cf. chapter 2.2.3). 
However, compliance with youth laws/regulations requires structural measures in  
addition to awareness and information (behavioural level), for example in form of  
(regulative) controls. The incorporation of mass media can be helpful for creating 
awareness among responsible agents, but also among the general public.  
 
Ideally, TaKE CaRE should be linked to the development of the local strategies  
regarding alcohol – for example with support of the steering group.

9.   Quality Control: Necessary for TAKE CARE as well. 
 
In order to secure the sustainability and appropriate dissemination of TaKE CaRE,  
It was necessary to draft quality guidelines. They contain statements on goals,  
target groups, structure, methods and ethical principles, responsibility of the  
national partner organisations and on the required qualification of the experts  
for TaKE CaRE (cf. chapter 2.5).
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10.  TAKE CARE: The idea of a European social environment,  
filled with life on a practical level 
 
Similar to the project TaKE CaRE itself, the implementation took place on multiple 
levels:  
•  Through the professional exchange, partners from countries with different  

economic, social and cultural systems were able to learn from each other.
      •  Through meeting in person, professional and cultural attitudes, as well as  

differences and similarities were better understood. 
      •  Through looking “beyond the tip of my own nose” personal professional and  

cultural blind spots became obvious. 
       It is unanimous among all involved that practice-based projects, such as TaKE CaRE, 

are necessary in order to further support European integration. 
 



 
 

2.1 Initial Situation  

2.1.1 Consumption of Alcohol by Adolescents in Europe  

according to the World Health Organisation (WHO), Europe with a per-capita consump-
tion of 12,18 litres of pure alcohol in 2005 is the alarming front-runner of the regions 
of the world. For a comparison: In africa 6,14 litres per adult are consumed in one year 
and in the East-Mediterranean region it is 0,65 litres (WHO, 2011, p. 5). 

Globally, for men between the age of 15 and 59, the damaging consumption of alcohol 
represents the leading risk factor as the cause of death (ibidem, p. 20). In addition to 
chronic and acute health effects, the risky consumption of alcohol can result in a number 
of psychosocial consequences, such as violence, negligence of children or incapacity for 
work. according to the opinion of the WHO, public policy does not pay enough atten-
tion to the health risk that excessive alcohol consumption can mean to the population 
(ibidem, p.  31). 

There is some value as such inherent in the individual heath. One the one hand, the pre-
vention of addiction can avoid individual damages and negative consequences for the 
social environment of the respective people, and, on the other hand, contain the high 
costs for the national health system, which are caused by risky consumption of alcohol 
for emergency measures and the treatment of primary and secondary long-term-effects. 

If you look at the health of a nation from an economic perspective, it becomes obvious 
quite fast that the healthier a society is, the better it can exhaust its economic potential 
(productivity and competitiveness). Therefore, it is efficient to invest in health. By the Eu-
ropean Commission health promotion is considered to be a vital element of the growth 
objectives for Europe. Therefore, the third health programme of the European union 
(Eu), which is currently underway, is titled “Health and Growth” (European Commission, 
2011, p. 2).

adults and young people in Europe drink too much alcohol. There are key studies, which 
in four-year-intervals report amongst others on the consumption behaviour especially of 
adolescents in the Eu:

•  Study on Health Behaviour in School-aged Children (HBSC):  
,  11-, 13-, and 15-year-olds in 43 countries or regions are interviewed. 

•  European School Survey Project on Alcohol and other Drugs (ESPAD):  
,  15-/16-year-old pupils with an average age of 15,8 years in 36 countries  

are interviewed.  

2. Background and conception
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Figure1: 11-year-olds, who drink  
alcohol at least once a week in  
selected countries and regions  
(Currie et al., 2012, p. 154).

Figure 2: 15-year-olds, who  
have been “really drunk” at least 

twice in selected countries and  
regions (Currie et al., 2012, p. 157).

 

The recent publications from both studies are from 2012.  

Regarding the alcohol consumption of children, the HBSC-study concludes that, on 
average of all participating countries and regions, 4 % of the 11-year-olds drink alcohol 
at least once a week  (5 % of the boys and 2 % of the girls). The country-specific figures 
are wide-spread. 

The following table lists the numbers for selected countries

Country   Girls (in %) Boys (in %)  
 
average  2  5 
Romania  11  19 
Italy  3  10  
Slovakia 4  7 
Greece  1  5 
Denmark  2  4 
Slovenia  1  3 
Belgium (Flemish)  1  3  
Ireland  0  2  
Germany  0  1  
Portugal  0  1

Risk assessment of individual consumption behaviour requires taking a look into the  
frequency of consumption, but also into the amount. 

The following table contains information on 15-year-olds in selected 
countries, who have stated to have been “really drunk” at least twice

Country   Girls (in %) Boys (in %)  
 
average  29  34
Denmark  56  55
Slovenia  36  45
Slovakia 31  39
Romania  18  47 
Germany  27  35
Belgium (Flemish)  23  32
Greece  19  26
Ireland  28  30
Portugal  18  23
Italy  14  19
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The data from the HBSC-study reveal that there is a significant difference between boys 
and girls in risky consumption of alcohol. Considerably more boys than girls drink alco-
holic beverages too early and/or too massively.

However, the ESPaD-study concludes that the so-called “average gender difference” 
between boys and girls in binge-drinking has been decreasing from 12 % in 1995 to  
5 % in the current report. This means that the female sex can be seen less and less as a 
protective factor against dangerous binge-drinking. Still there is a significant difference 
between the percentage of male and female binge-drinkers in 22 participating countries 
(Hibell et al., 2012, p. 11).

In the ESPaD study, 15-/16-year-old pupils have been asked how often they did binge- 
drinking in the last month. The question was “How often did you consume five or more 
drinks of alcoholic beverages at one opportunity in the last month?”  
a ‘drink’ is:

•  a glass/bottle/can of beer (ca. 50 cl) or cider (ca. 50 cl), 
•  2 glasses/bottles/cans of alcopops (ca. 50 cl), 
•  a glass of wine (ca. 15 cl) or 
•  a glass of spirits (ca. 5 cl or a mixed drink). 

The following chart has been created on the ESPaD-homepage and shows the results for 
all countries, which have been participating in TaKE CaRE, as well as the average figure 
for all countries, which have been participating in ESPaD (take a look at the curve with 
the circle in the following chart – the figure for 2011 is 39 %). 

Denmark has the highest percentage of adolescents, who do binge-drinking. The chart 
there falls moderately from a high level in 2001 to below 60 % in 2011.  In Ireland, the 
number of these adolescents could be reduced massively in the past 10 years (by 20 %).  
It is now, with about 40 %, at the average figure of all countries participating in ESPaD. 
In Slovakia and Slovenia, the trend is more to the opposite; the chart here ascends to 
(more than) 50 %. In Greece, and especially in Cyprus, the more substandard percenta-
ges rise slightly over the general average. For Germany, five federate states have partici-
pated in the study. This country could not be chosen for the chart, but the value was  
53 % and therefore clearly above the European average (Kraus et al., 2011, p.87). The 
by far lowest contingent of adolescent binge-drinkers can be found in Portugal with a 
bit over 20 %. 

% % %%% %%
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The average age for the first use of alcohol  
is at ca. 13 years. This is significantly before  
the legal age for sales (Hibell et al., 2012).  
The following chapter focuses on the special 
risks, which are related to alcohol consumption 
especially by young people as well as on the 
conditions, which abet the early use.
 

2.1.2  Risks of an Early and High-dosed Consumption of  
Alcohol and Determining Factors 

Many studies described the massive risks, which come along with an early and/or 
high-dosed consumption of alcohol. These risks effect different areas, such as: 

•  physical damages: In addition to general  organ damages, injuries and a disrupted  
development of the brain have to be stressed  (Korczak et al., 2011, p.18).

•  violence: young people, who consume riskily, are disproportionately high mixed  
up with acts of violence, as offenders, but also as victims (Kuntsche et al., 2006).

•  sexually risky or violent behaviour: The risk of having unprotected sex or regretting 
sexuality afterwards increases with the amount of alcohol consumed. also, the risk  
of non-voluntary sex is seven times higher (Morrison, 2003).

•  traffic accidents: participating in traffic, which causes damages of uninvolved people. 
In contrast to official statistics, which indicate 11,5 %, according to estimations by  
a work group of the European Commission, its more realistic, that 25 % of all fatal 
traffic accidents in Europe are caused by alcohol (Jost et al., 2010, p.6).

•  psycho-social difficulties, for instance in the family: 12 % of the interviewees in  
ESPaD reported having had serious problems with parents or friends in the past  
12 months (Hibell, 2012, p. 13). 

•  performance problems: 13 % report about difficulties in performing at school or  
at the workplace (ibidem).

among others, the following structural and behaviour-related determining factors 
have an influence on the consumption behaviour of children and adolescents. 

Availability: legal age-limits and their (in-)consequent enforcement 

One key measure in order to limit the availability of alcoholic beverages is legal norms on 
the sales of alcohol to adolescents (structural prevention). Most countries in the world 
draw the line for the sales of all kinds of alcohol at the age of 18. Regarding the age- 
limits spreading around the age of 18, significantly more countries allow young people 
to buy alcohol only at the age of 20 or 21 than with 16 (WHO, 2011, S. 44). In the  
RaR report, which is available as a download from the website www.project-take- 

Figure 3: http://www.espad.org/en/Keyresult- 
Generator, accessed on 17/07/2012
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care.eu, there is an overview about the age-limits for the sales of alcohol in those  
countries, which participate in TaKE CaRE. 

However, in most European countries these rules are not enforced consequently enough. 
Two examples: In the German city of Bremerhaven in 27 out of 43 test purchases  
(62,8 %) retailers sold alcohol to adolescents illegally (Roll, 2012, p. 60). a Dutch  
study found out, that only 18,5 % of the points of retail comply with the legal norms.  
Reasons for employees in retail to comply with the law have been, for example, the  
concern about the physical and mental health of the adolescents or the concern about 
reputational damage, in case the infringements become public. If they do not comply 
with the youth protection laws, retailers give a justification ... 

•   a lack of skills on the one hand (for instance, the age being difficult to guess; concerns 
that adolescents may react aggressive or annoyed when being turned down); 

•  a lack of motivation on the other hand (for instance, laying the responsibility on  
adolescents, their parents or the attitude of the society: “If I don’t do it, my neighbour 
will sell it”; financial reasons) (Gosselt et al., 2012, p. 6).

adolescents confirm these data. The 15-/16-year-old pupils, who have been interviewed 
in the ESPaD study, reported with 81 % that it is (fairly or very) easy to get alcoholic 
beverages. It can be assumed that a large part of these adolescents have not reached 
the legal age for buying alcohol. Still, the availability of alcohol has been quite diverse in 
different countries, as the following figures show: 

,  beer: on average 73 % (range between 44 and 92 % in international comparison)
,  wine: on average 66 % (range between 42 and 83 % in international comparison)
, spirits: on average 53 % (range between 24 and 74 % in international comparison)

Price/affordability of alcohol

Systematic reviews provide the evidence that there is less alcohol consumption – among 
adolescents as well as adults - when the minimum age for the legal purchase of alcohol 
is raised and also when prices for alcoholic beverages are raised (Korczak et al., 2011,  
p. 83, 101).  These and other structural measures, like controls among retailers and  
traffic controls have turned out to be most effective (ibid, p. 142). Yet in the past  
12 years alcohol has become cheaper in almost all Eu member states (Rand 2009).

Attitude of parents and further attachment figures: 

When children reach puberty, parents sometimes feel that only the opinion of peers 
counts for their son/daughter and they themselves can hardly or even not at all influ-
ence them anymore. That this is not true can be shown by several studies. Parents can 
influence the consumption behaviour of their children positively in the following way: by 
turning towards their child more and by signalling interest; even more by an improved 
knowledge about substances (Jiménez-Iglesias, 2012). additionally, it is effective, if they 
agree on rules about dealing with alcohol with their children and enforce these rules 
consequently (Korczak et al., 2011, p. 22).
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TaKE CaRE, with its target-group-specific interventions, picks upon these  
determining factors. The alcohol consumption of adolescents can be influenced  
positively by developing a constructive attitude towards alcohol consumption, the  
promotion of factual knowledge and decision-making skills (cf. chapter 2.3., target 
groups and chapter 4, interventions).

2.1.3  euro net – European Network for Practical  
Approaches in Addiction Prevention

The idea for development and pilot implementation of TaKE CaRE arose within the  
prevention network euro net. It has been founded in 1996. It is a European network  
for Practical approaches in addiction Prevention. It unites organisations, institutions  
and facilities from all over Europe, which work in the field of prevention of addiction   
and are interested in the development and testing of innovative methods.  
actually, organisations from 18 countries are members in euro net.

The objectives of this network are to establish and  
consolidate a European network for drug prevention  
based on collaboration in projects as well as the promo-
tion of the exchange of ideas and experiences. The  
main topics of the members of that network are the 
substantial understanding about central aspects of  
drug prevention in Europe and the implementation   
of innovative prevention concepts and strategies.
Well-known and successfully implemented programmes 

by euro net are e.g. euro peers, euro parents, euro youth and FreD goes net.

During an euro net-workshop in Dortmund in February 2009, on invitation by the 
lWl-Coordination Office for Drug-Related Issues, the network partners discussed the 
situation of alcohol consumption by adolescents in general and binge drinking in their 
countries in particular. 

In that meeting, the idea of adapting the multilevel approach of SeM to the work with 
adolescents, who consume critical amounts of alcohol, has been discussed thoroughly 
and considered promising. In co-operation with all partners, the main features of SeM 
have been amended and enlarged by well-established best practice methods and needs 
in different countries. 

Homepage
www.euronetprev.org
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Figure 4: Multilevelapproach  
in social environment

2.2 Conceptual Approaches

2.2.1 Multilevel approach

The multilevel approach is the innovative  
aspect of the project. This approach  
makes it possible that different target  
groups (adolescents, parents, key-persons, 
retailers) can be addressed by different 
interventions in the selected settings,  
i.e. an urban district or a small town.  
The conduct of community-related  
selective-preventive interventions has  
been enabled by this combination of  
methods. It can be assumed that the  
different approaches cause synergy effects 
and, therefore, are more effective than   
interventions/projects, which are designed 
one-dimensional.  

2.2.2 Orientation towards  
Social Environment

“Social Environment”, in social work, education and urban sociology, comprises a  
geographically defined location, in which the social development processes become  
manifest. Orientation towards social environment means “a conceptual alignment of  
offers and institutions according to the needs, necessities, living conditions and  
resources” of the people living in it (Grimm, Deinet, 2008).
This can be a district, an urban quarter or a village/town. a multilevel-approach can  
be completely efficient, only if the different target groups can influence each other  
positively; this is only possible in a clearly defined, smaller surrounding. notwithstanding 
this definition as a territorial category, a social environment can also be a subjective life 
environment. One partner in TaKE CaRE, for instance, took two institutions for voca-
tional preparation in the focus. Still, even in this choice of a “core target group” the 
regional element should be kept in mind, so that the synergy effects of the multilevel 
approach can come into action. 

TaKE CaRE is a complex project. Therefore the need of a social environment should be 
a decisive criterion when selecting the social environment. This need can be exemplified 
by the following reasons:

• The urban quarter/the district/the community has got only few prevention offers so far. 
• The district has been noticed for a risky consumption (or sales) of substances.
• The social environment is characterised by multiple negative social factors. 
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Studies from different European countries prove that there are links between poverty, 
lack of education and increased health risks. For example, a study from Bremen, a Ger-
man city of ca. 550.000 citizens, showed that of 291 adolescents (age between 12 and 
19 years), who are in care and had problems with substances, around 70 % have been 
grown up in districts with negative social indicators (Schmidt, 2008).

With the orientation towards social environment, TaKE CaRE wants to achieve not  
only a change of the consumption habits among the young people, but also influence 
the social and cultural attitudes regarding the consumption of alcohol towards a more 
responsible handling.

2.2.3 Selective and Behavioural Prevention 

TaKE CaRE pursues approaches of selective and indicated prevention. These are  
especially conducted in behavioural measures. This distinction shall be explained here.

For a structural classification of TaKE CaRE a classification by the uS Institute of  
Medicine may be used:

Figure 5: Distinction of different measures of prevention

Universal Prevention
•  is part of the general health promotion; it shall prevent potential future problems. 
•  has all inconspicuous consumers as a target group; it shall prevent them from  

changing into problematic consumption patterns.

Selective Prevention 
•  is offered for groups with a presumably higher risk of addiction (such as truants,  

children of parents with an addiction, members of the party scene)

indicated prevention
person  
at risk

risk groups

whole population or
certain parts

selective prevention

universal prevention
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Indicated Prevention
•  is designed for people, who obviously consume in a problematic way or show signs of 

addiction; the goal is that they shall consume pleasure-oriented or (certain substances) 
not at all.

Moreover, another distinctive feature of measures for the prevention of addiction is 
the differentiation between behavioural or structural measures. 

Structural measures aim to do something about the “conditions/structures”. In  
order to reduce the availability of alcohol, structural measures may, for example, be ...

• increasing the prices of alcohol,
• raising the legal age at which alcohol can be sold to adolescents,
• running controls of points of retail in order to enforce the youth protection laws,
•  creating attractive leisure facilities for adolescents, so that there are alternatives  

to consumption.

Behavioural measures, in contrast, address the person directly by influencing the  
behaviour positively. This can happen, for instance, by …

• ceating an awareness for the fact that youth protection laws make sense;
• transferring knowledge, which may lead to an attitude change;
•  supporting making self-conscious decisions and finding ways for the different  

target groups, how to behave in an alternative and constructive way.

TaKE CaRE conducts mainly behaviour-oriented interventions. Still, – and this is one  
result of TaKE CaRE – these approaches have to be assisted by structural measures  
(cf. chapter 4.4. First-Rate Retailer Tools).

2.2.4 Motivational Interviewing and Transtheoretical Model

TaKE CaRE’s goal is to stimulate young people, who consume alcohol, to reflect upon 
their consumption habits. This requires a counselling concept and an attitude, which 
takes young people serious and respects them in their often very ambivalent attitudes 
regarding a change of consumption habits.  Motivational Interviewing as well as the 
Transtheoretical Model have been proven effective in several studies, as concepts  
backing autonomy. Both play an important role in the Key Training of key-persons and 
also in ro.pe-Training©. 

The following part is a summary of an article by Georg Kremer on the introduction of 
Motivational Interviewing. This article may be also found on the attached CD and in the 
toolbox of the TaKE CaRE home page (www.project-take-care.eu).

according to Miller & Rollnick (1991, 2002) Motivational Interviewing (MI) is a  
„directive and client-centred counselling approach which seeks to resolve the often 
ambivalent attitudes to behavioural change”  (translated from the preface by Stephen 
Rollnick to the German edition of his book, 1999). according to the authors, and in the 
context of addictive substances, the interviewing process can be adapted so that drug
users do not build up resistance, actually engage with their problem behaviour and ma- 
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ximise their willingness to change. The primary focus of the method is the direct conver-
sation between the professional and the affected person. MI is based on client-centred 
therapy, behavioural therapy and communication sciences. according to the authors MI 
is “not a specific form [...] but rather a characteristic style of treatment” (Demmel 2000).

a core element of this counselling concept is the constructive handling of ambivalences, 
which is always important to transformation processes. With clients, this ambivalence 
can be dealt with in form of scales: Which weight do the single (individually investiga-
ted) aspects have, that are in favour of consumption or that are in favour of a change?

The heart of Motivational Interview is four basic principles:
 
Express empathy 
Empathy means understanding the other one’s feelings, attitudes and opinions –  
without judging, criticising or even ridiculing them.

Develop discrepancies 
“Develop discrepancies” means contributing to the discovery of contradictions or  
“dissonances” in the self-perception of the persons concerned.

Take on the resistance
Dealing with resistance constructively, means keeping contact with the other one and 
not letting disrupt the confrontation with the addiction problem. Sometimes this requi-
res that the counsellor steps back a bit, reduces the tempo of the problem solution and/
or changes the direction.

Encourage Self-efficacy
a general goal of MI is to strengthen the self-believe and self-confidence of the client 
and to establish a sense of self as somebody, who can cope with certain tasks and obst-
acles. 

The Transtheoretical Model

The transtheoretical model of behaviour change (TTM) serves as a basic concept for the 
design of early interventions in the prevention of addiction, as it has been developed by 
the research group around Prochaska and DiClemente (comp. Keller 1999, John et al. 
2002). This model makes it obvious that helpful interventions are possible at a point  
at which the person concerned does not really show interest in help and counselling. 
The change of health-related behaviour is understood as a process that runs through 
different stages. 

Depending if someone shows a higher or lower willingness to change, the interventions 
have to be adapted to accordingly. To recognize the respective stage of willingness to 
change and react correspondingly is of major relevance if people are ready to talk about 
their consumption (or other risky behaviours) or try to block those talks. 
Further explanations about the theoretical background of TaKE CaRE can be found in 
an article on the CD and in the toolbox.
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2.3 Target groups

The TaKE CaRE project addresses four different target  
groups (levels): adolescents and young adults, parents and  
relatives, key-persons and retail employees. 

The main target group are adolescents and young adults between 12 and  
21 years, who have been noticed for risky alcohol consumption. This group is divided 
into two sub-categories:

12 – 16/18-year-olds, who are not allowed to buy and consume alcoholic beverages  
by national law, up to 21-year-olds, who are legal to drink alcohol, but who have been 
noticed for their alcohol consumption. 

a second main target group are parents and relatives. They belong to the most import-
ant people in an adolescent’s life and play a central role. There is a high probability that 
the family can have an influence on the alcohol consumption. 

Key-persons (third target group) are reference persons, who have a special contact to 
adolescents with a risky consumption behaviour and are accepted by them. among the-
se people can be staff of youth centres, street workers, volunteer-students and coaches 
in a sports club.

The fourth target group are employees in retail, who are, so to speak, the link bet-
ween adolescents and alcoholic beverages, which means they are selling them in super 
markets, gas stations and kiosks. 

2.4 Goals 

The goals of TaKE CaRE can be categorised according to different levels of hierarchy, 
which are explained here.
The specific goals of the different interventions can only explain the central direction  
at this place. More details can be found at the respective descriptions of the concepts 
(cf. chapter 4).

The overall goal of TaKE CaRE is 

•  the prevention of addiction and the (physical, psychological and social) damages at 
adolescents consuming alcohol in a risky way. 

Sub-goals, which should be achieved by all interventions, are 

•  the compliance with national regulations/youth protection laws about the sales of 
alcoholic beverages and the inspiration for a constructive social discourse about this 
topic; 

• the support of adolescents and young adults in dealing responsibly with alcohol.
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Specific goals of the different interventions are for...

• adolescents: furtherance of risk-competence and increase of knowledge;
•  parents: developing a reflected attitude regarding the consumption of their children; 

being able to have constructive talks on consumption of alcohol and to set limits;
•  key-persons: inspiring adolescents to constructive-critical talks about their  

consumption of alcohol;
•  employees in retail: optimising the knowledge about the consumption of alcohol and 

establishing  professional confidence when refusing to sell alcoholic beverages below 
the legal age. 

2.5 Standards/Quality Guidelines

Guidelines have been drafted as part of TaKE CaRE in order to guarantee quality. These 
guidelines relate to attributes, which describe the implementation of the approach in the 
strict sense (content-related guidelines), on the one hand, and to the criteria according 
to which the staff for implementing the programme can be selected (personnel frame-
work conditions) on the other hand.

• TAKE CARE works social environment-oriented (community/district, urban quarter). 
•  TAKE CARE pursues a multi-level approach, which means that specific interventions 

are offered simultaneously to different target groups. These target groups are: 
,    children, adolescents, young adults, at the age between 12 to 21 years,  

who have been noticed in a connection with alcohol (or other drugs),
,  (their) parents,
,  key-persons (attachment figures), who enjoy the trust of adolescents, who  

consume alcohol riskily,
,  employees in retail, for example in supermarkets, petrol stations, kiosks, cafés, bars.

• Interventions:
, adolescents: ro.pe-Training©

	 4	 a four-day-training (1 x 4 resp. 2 x 2 days) with risk- and adventu re-based  
as well as psycho-educational focus.

 
, Parents: Homeparty 
	 4	 a two-to-three-hours event on the constructive way of coping with alcohol 

consumption of young people. This takes usually place in the apartments of 
parents, who invite friends and relatives.

, Key-persons: Key Training  
 4	 a two-days training with interactive methods for learning communication 

skills, based  on Motivational Interviewing.

, Employees in retail: First-Rate Retailer Tools, 
 4	  Distribution of information materials to the employees in retail  

(recommended: TaKE CaRE materials). 
 4	Training of employees in retail by a short intervention or a two-hours-training.
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Only if cultural-specific conditions require this, these forms of intervention should be 
diverged from.

• Goals
,    The overall goal of TaKE CaRE is 
	 4		the prevention of addiction and the (physical, psychological and social)  

damages at adolescents consuming alcohol in a risky way. 

,    Sub-goals, which should be achieved by all interventions, are 
	 4		the compliance with national regulations/youth protection laws about  

the sales of alcoholic beverages and the inspiration for a constructive  
social discourse about this topic; 

	 4		the support of adolescents and young adults in dealing responsibly with  
alcohol.

 
,    Specific goals of the different interventions are for...
	 4	adolescents: furtherance of risk-competence and increase of knowledge;
	 4		parents: developing a reflected attitude regarding the consumption of their 

children; being able to have constructive talks on consumption of alcohol and 
to set limits;

	 4		key-persons: inspiring adolescents to constructive-critical talks about their 
consumption of alcohol;

	 4		employees in retail: optimising the knowledge about the consumption of  
alcohol and establishing  professional confidence when refusing to sell  
alcoholic beverages below the legal age. 

• General
,  TaKE CaRE works cooperatively. There are cooperation-structures between the  

organizing body of TaKE CaRE, institutions and people, who may (potentially) 
transfer participants or may propose further offers.

,  The overall responsibility for the quality development and assessment in TaKE 
CaRE is with the lWl-Coordination Office for Drug-related Issues, Münster/ 
Germany. The partner organisations in TaKE CaRE are responsible for the quality 
management and the dissemination of TaKE CaRE in their countries. 

,  Institutions, which do not comply with these guidelines, are not entitled to label 
their project “TaKE CaRE”. 

,  Every new TaKE CaRE location is obliged to contact the organisation in charge  
in the respective country before the implementation in order to get information  
about valid national conditions and quality standards.  If the location is in a  
country, which did not participate the European pilot-project of TaKE CaRE,  
the lWl-Coordination Office for Drug-related Issues/Germany shall be contacted.

,  If the TaKE CaRE sites work according to the guidelines, they shall use the official 
logo for the sake of consistency (free download under www.project-take-care.eu). 

,  If there are questions on single aspects, the national partner, the lWl-Coordination 
Office for Drug-related Issues, Germany, or – especially on the method and  
materials for the First-Rate Retailer Tools – the Centra voor alcohol en andere 
Drugsproblemen vzw (CaD) limburg, Belgium, may be contacted. 
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a list of partners, who are in charge of the project, can be found at the home page of 
the project (www.project-take-care.eu).

• Ethical Principles
,  Qualification: the experts have to be sufficiently qualified in order to run  

TaKE CaRE.
,  Informed consent of participants: before starting the respective interventions, the 

participants should be informed about the goals, principles and rules of the inter-
ventions. They should also know that they can end their participation at any time. 
The participants should be asked to agree to these principles.

,  Equal opportunities: individual participants as well as social groups and genders 
shall have equal opportunities to participate in TaKE CaRE.

, Data protection: the respective national data protection will be met.

In addition to these general aspects, which are characteristic of TaKE CaRE,  
the following recommendations can be given:

Recommendation about personnel framework
•  TAKE CARE should be implemented by at least two experts  

(ideal: female/male and different age).

Qualification of experts for TAKE CARE

TaKE CaRE experts should fit the following profile:

They shall
•  be experts on prevention, health education, education science or qualified addiction 

counsellors,
•  have experience in working with (parts of) the target groups,
•  be motivated to conduct TAKE CARE.

Specific advanced training for TAKE CARE experts,  
maybe certificate programme

In principle, it is possible to implement TaKE CaRE after an intensive self-study of the 
manual. However, the experts are advised to attend the modular advanced trainings 
about the different interventions, in order to guarantee a high-standard implementation 
of TaKE CaRE.
 The modular training consists of the following elements:
•   knowledge transfer regarding theory, structure and conduct of  TAKE CARE, 
•  legal questions, 
•  knowledge about successful cooperation work;
•  training in the methodological foundations, especially in Motivational Interviewing;
•  exercises on the practical conduct of the four interventions and the RAR.



 

3.1 Analysis of Situation and Needs

Before beginning with concrete steps for the implementation of  
TaKE CaRE, there has to be a regional analysis of situation and needs. 

Goals of this analysis

• Selecting of a suitable social environment.
•  Finding cooperation partners (also in order to build a  

steering group later, cf. chapter 3.2).
• Establishing first contacts to the target groups.
• Gaining knowledge about (potential) ways of access to the target groups.
• Finding a suitable time-line for the conduct of TAKE CARE.

The following steps for an assessment of needs are recommended:

• Obtaining advice from experienced locations

The successful conduct of TaKE CaRE often depends on the specific regional  
conditions. Therefore it is helpful to obtain know-how from locations, which already 
have implemented TaKE CaRE. a list of respective institutions can be found on the 
home page www.project-take-care.eu.

•  Collecting information of the current status of offers of  
the own and neighbouring institution

,   Which offers for early interventions do already exist? 
,   Who are the target groups and where can they be accessed?
,  On a scale between universal prevention and therapy,  

how can these offers be classified? 
,   If projects of early intervention already exist: How do they complement with and 

how do they differ from one another? How would TaKE CaRE fit in?
,  are rivalries expected?  If yes, how to cope with them constructively?

•  Figures, data, facts

,  In order to present illustrative facts to potential financiers, it is helpful to point out 
absolute figures for a specific city/region, based on statistic regional data and surveys. 

,   For appropriate decisions for a social environment, the relevant social indicators 
should be provided. 
 Further relevant questions:  
Is any certain quarter mentioned in the newspaper again and again?  
Is any social environment familiar from the personal work? 

3. Implementation of TaKE CaRE
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• Selection of the appropriate social environment

,  If the decision about a specific social environment has not been made yet,  
it is recommended to talk to the key-persons, for example, who have a good  
overview over the city/district/quarter. 

,  (Partially independent) Criteria, according to which TaKE CaRE partners made  
their choice, have been: The social environment ...

 4	 has between 6.000 and 15.000 inhabitants,
 4	 has been noticed for a higher alcohol consumption among young people,
 4	 has been an in-scene district or is well known for its nightlife,
 4	 has received non or little prevention offers so far,
 4	 has shown negative social factors,
 4	 has many points of retail, which have been noticed for the illegal sales  

to alcohol to minors,
 4	 has been known by the partners before and can rely on existing  

cooperation structures,
 4	 has already ways of access to adolescents, who consume alcohol riskily  

(for instance, via schools, youth recreation centres, police, youth and  
family services).

• Asking (potential) cooperation partners

Then, within this social environment, the different institutions,  
people and, preferably, also political representatives, which may support  
TaKE CaRE, should be contacted, for example: 

,  regional political representatives
,  head teachers and/or school social workers
,  staff in the youth recreation centre
,  churches
,  associations
,  police
,  regulatory authorities
,  ...

Then, these shall be consulted on the following information:

,  Where and when in this social environment are young people  
noticed for risky alcohol consumption?

,  Can these adolescents be associated with a certain age or a certain group?
,  are there any points of retail, which have been noticed for illegal sales of alcohol to 

minors?
,  after presentation of the interventions for the four target groups, which have been 

used in TaKE CaRE: In the eyes of the interviewees, can these be transferred to the 
selected region or are (e.g. cultural-specific) adaptions necessary? 

,  Which ideas do the interviewees have about gaining access to the target groups 
successfully? 

L
L
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AA
,  Identifying key-persons: are there persons of whom they know, that they have  

special (constructive) contacts with adolescents, who consume riskily, and enjoy 
their trust? OR: Whom do they know, who could know such a person  
(cf. chap. 4.4 Key Training)?

,  What do the interviewees think about TaKE CaRE? What do they consider being 
the strong points of the programme, where are the obstacles from their point of 
view?

,  are the interviewees ready to contribute to an implementation actively and invest 
time for it (for example, helping to gain access to the target groups, support public 
relation, become member of the steering group)?

• Asking the four target groups

TaKE CaRE is designed participatory and lives from the contributions of different 
 players. Consequently, before the implementation, the target groups have to be inter-
viewed as well (with the same catalogue of questions as the cooperation partners) 
 – through this, cooperation partners might become target groups and vice versa.

There structured talks may also help in establishing first cooperation contacts and, 
furthermore, building up a steering group (cf. chapter 3.2). One advantage is that mem-
bers of such a group often also take over co-responsibility for the success of TaKE CaRE. 

3.2 Steering group

The actual challenge of measures in the prevention of addiction usually is not the  
substantial implementation of the intervention, but the access to the target groups. 
Young people, who consume substances riskily, but who are not addicted, do not see 
any need for support or change for themselves. Parents and other relatives go for  
professional help – because of shame, concerns about stigmatisation, and so on – only, 
if the consumption problems of their children become more massive. That is why experts 
in the prevention of addictions have to rely even more on people, who enjoy the trust  
of the target groups and who can motivate them to accept the respective offers and 
transfer them to them. 
Consequently, competences of the experts do not only have to be in the practical work 
with the actual target group, but also in cooperation and networking. Employers should 
be aware that these skills have to be trained and that there has to be sufficient time for 
the cooperation work. 
Setting up a steering group is a specific strategy for the establishment of structures for 
cooperation. In this, people are represented with a special command of knowledge on 
the target group and how to access it.

Based on the experiences in the TaKE CaRE pilot project, it is recommended to establish 
in the selected social environment a board, which chaperons the implementation and 
conduct of TaKE CaRE. according to the decision of the organisers of the project, this 
board can have more steering or more advising functions. 
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Potential members of this steering  
group or the advisory board: 

• mayor of the urban district
• represents of parents
• adolescents
• represents of retailers
• represents of the authorities
• heads of school
• police
• represents of local administration

Which people should be selected specifically, is according to the cultural and local  
characteristics. However, it makes sense to get represents of the target groups involved. 

Examples for tasks of this board: 

•  act as a contact partner for the experts in TaKE CaRE;
•  spread information on TaKE CaRE and its idea in their professional and social environment;
• spread the “spirit” of TaKE CaRE in the social environment;
•  consider and support appropriate ways of access to the different target groups;
•  find solutions, if obstacles occur during the conduct of the project.

3.3 Public relations

Similar to the network management the accompanying public relation work of  
TaKE CaRE is never finished, but always requires new impulses.

Home page

The home page of the host institution should contain a (short)  
description of TaKE CaRE and its concerns, its target groups,  
the four interventions, the goals and a presentation of the  
cooperation partners. In order to give interested people a deeper 
impression, the host institution of TaKE CaRE could also incorporate  
annual statistics, anonymised photos of events, statements of participants  
and cooperation partners, for example.

Media work   

Especially during the period of implementation of the TaKE CaRE programme, there 
should be articles in the regional daily press and reports and news on the  
local radio, so that the knowledge on TaKE CaRE can be spread out widely. 

according to previous experiences steady press work always requires some new trigger, 
for example, “now I know what to do – a mother talks about her first Homeparty” or 
“Institution XY demands mystery shoppers for youth protection” or “Supermarket chain 
XY campaigns for TaKE CaRE”. 

V
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Journalists talk personally to users of interventions in this context, so that they can  
incorporate quotations in their articles, which then become livelier. If for minors a  
declaration of consent by the parents exists and data protection is complied with, there 
are no complaints about this.  If host institutions share this view, eloquent and reflected 
representatives of the target groups can be addressed and asked, if they are willing to 
give an interview in principle. 
Furthermore, press reports fu lfil the purpose of...

•  creating awareness among the population of the quarter for the topic of risky alcohol 
consumption,

•  motivating to discuss the topic with family, friends or colleagues, but also, 
• lowering inhibition thresholds to make use of offers for counselling and help.

Contact media

There should by special flyers/information leaflets, which describe the respective offer 
briefly and which quote contact details of the institution, for all target groups. However, 
it should be kept in mind that these flyers should preferably be handed over in personal 
contact. In contrast, it is not advised to make use of public announcements of TaKE 
CaRE offers (lectures or information days). On the one hand, these instruments have  
not been proven successful in the pilot project (the target groups of all levels did not 
find this appealing and did not show up), on the other hand, TaKE CaRE is an offer  
of selective prevention of addiction (cf. chapter 2.2.3), which means that the offers  
are tailored specifically to the needs of the target groups (not according the motto 
“Those, who are interested and who have time, show up”).

Examples of the four flyers for participants can be found in the toolbox, partly also in 
the national languages.

Materials for employees in retail

The Belgian partner, the Centra voor alcohol en andere Drugsproblemen vzw (CaD) 
limburg, has drafted several materials, which can be used as accompanying material for 
the First-Rate Retailer Tools (cf. chapter 4.4), but which can also be used independently: 

• Brochure
,  DIn a 5 brochure, 21 pages, consisting of pictures with very short information 

concerning youth protection, risks of alcohol and useful hints for selling alcohol. It 
can be handed out as a complement to the 2-hours training for retailers. It can be 
also useful for explaining important principles in the context of a 15-minutes short 
intervention, e.g. in outreach-work in kiosks.

• Wobbler
,  The wobbler is installed in front of retail shelves and informs about youth  

protection rules concerning the sale of alcohol.
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• Sorry card
,  according to an idea from the German project HalT, retailers can hand out this 

“sorry card” to adolescents to whom they would have refused to sell alcohol.  
On this card, the minors can read again the reasons for this refusal.

• Sticker “We are in!”
,  Selling points which support the spirit of TaKE CaRE, can show this publicly –  

also to improve their reputation.

• Posters
,  Selling points can chose between posters with 4 different images  

and messages, which they want to display in their premises.

These materials are shown in the toolbox.

3.4 Challenges during Implementation, Tips & Tricks 

The multilevel approach like TaKE CaRE is complex and, therefore, quite a  
challenge. not always the implementation succeeds without complications.  
In order to remove these potential obstacles quite fast or not let them occur  
at all, the partners in TaKE CaRE have the following advice:  

• lack of human and financial resources.
,   Finding sponsors, for example trade organisations or companies; 
,  not running the programme alone but together with other organisations,  

so that costs and human resources can be shared. 

•  Difficulties in involving the selected social environment, e.g. because TaKE CaRE  
appears too complex
,  Personally spread out the spirit and philosophy of TaKE CaRE; this means to con-

vince deciders and potential members of the steering group in individual talks that 
the programme makes sense.  It has not been successful to try and win over central 
supports of TaKE CaRE by road shows for a wider audience. 

•  Insufficient qualification of the TaKE CaRE experts
, Obey the recommendations in the guidelines of TaKE CaRE 
, Qualification through TaKE CaRE specific trainings (see chapter 2.5, guidelines)

•  Difficulties in motivating parents for a participation
, Creating flexible offers (see chapter 4.2, “Experiences from the Practice”) 
,  addressing parents as part of the solution of the problem of adolescents,  

who consume riskily

U
U
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   The ro.pe-Training© is tailored to the specific target group of young people,  
who consume alcohol riskily. Yet, tee-totaling adolescents are accepted for the  
ro.pe-Training© as well. 
,  The participation of tee-totaling adolescents should be avoided, because the  

curiosity of these adolescents about the effects of alcohol can be pushed.  
Therefore, it is strongly recommended to run talks with the (potential) participants 
before the training, so that attention of tee-totaling adolescents can be directed  
to other offers than the ro.pe-Training©.

•  Youth protection regulations are not controlled (sufficiently). This reduces the  
effectiveness of the materials and trainings of the First-Rate Retailer Tools.
,  The behaviour-related measures of prevention of the First-Rate Retailer Tools must 

be supported by structural measures, such as controls. If this is not the case in a 
country or a region, the project organisers or the steering group should address 
this structural gap towards politics and authorities. Increasing the awareness and 
encouraging the acceptance of such measures can also be successful, if mass  
media are involved. 

3.5 Duration and Funding of TAKE CARE

as put down in the guidelines, there should be two to three experts for the  
implementation of TaKE CaRE, who can cover up for each other. Generally, about  
20 hours per week have to be calculated for an implementation of TaKE CaRE.
The first period, the set-up of structures of cooperation and a steering group, takes 
about three months. The second period, the (repeated) implementation of the  
intervention, requires about six months. 
after these nine months, it can be considered whether to implement TaKE CaRE in the 
social environment permanently or whether another run in a different district makes 
more sense. 
The human resources can be calculated and allocated quite well. as explained in chapter 
3.4 “Challenges”, there is also the option of running TaKE CaRE in cooperation with 
other organisations, which may save financial and human resources. 
The material costs, which arise from the different interventions, can be found in the  
descriptions of the respective concepts in chapter 4.

In order to decide, when to start TaKE CaRE best, it should be considered when the 
weather conditions for the ro.pe-Training© are good and when the programme can be 
embedded successfully in the course of the year, so that it makes sense regional- and 
culture-specifically. 
It is recommended to start with the Key Training. Then, key-persons can transfer young 
people, who consume alcohol riskily, into the ro.pe-Trainings©. When parents are asked, 
whether they consent that their child may participate in a ro.pe-Training©, they can be 
also asked whether they are interested in a Homeparty. The training of the retailers and 
the hand-out of information material can be incorporated as it fits. 



 
  

This chapter presents the concepts of the individual interventions for the different target 
groups:

• Youths , ro.pe-Training©

• Parents , Homeparty
• Key-persons , Key Training
• Retailers , First-Rate Retailer Tools

The methods of the Homeparty and the ro.pe-Training© are adopted from the German 
project SeM, which had been implemented in Münster, Germany, between 2004 and 
2007 under the direction of the lWl-KS.
The concrete realisation of the interventions (i. e. practical exercises) will be described  
in the appendix (= CD).

4.1 Youngsters: ro.pe-Training©

1. Short description:

The ro.pe-Training© (initial methods: risk optimisation and peer eduction) is mainly  
based on the risflecting©-approach and the results of the project Risk‘n Fun. It is a  
addiction-preventive group offer for young people aged between 12 and 21 years with 
risky amounts of alcohol consumption.
In a four-day training the adolescents learn in a realistic way how to deal with risky  
situations. The target is to improve their personal risk competence in the way they  
deal with alcoholic beverages. The used methods focus mainly on an adventure based 
approach and psycho-education. 

2. Target group:

Young people aged between 12 and 21 with risky alcohol consumption. Children,  
adolescents and young adults may have become conspicuous either as individual or  
as a group or clique. It is also possible that they register for the course with the project 
executing body on their own account.

Age structure

The target group differentiates with respect to the age following the country-specific 
regulations for the sales of alcoholic beverages:

,  Those who consume alcohol despite legal regulations (12- to 15-year-olds and  
12- to 17-year-olds respectively), and 

4. Concepts of the interventions
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,  Those who are allowed to consume any kind of alcohol according to the legal  
regulations, but who show a risky consumption behaviour (16/18- to 21-year-olds). 

The focus in TaKE CaRE is to address the first group (minors).

3. Targets:

Outcome Indicators (quoted from the application)

In this context, mainly the following indicators have to mention:

Being aware of the risks of alcohol consumption, 
a change of risky behaviour, 
The adolescents comply with the legal youth protection regulations.

Main target

Improvement of a responsible alcohol consumption, i. e. concerning age-specific  
aspects on the one hand and personal aspects (abstinence, less risky consumption, 
“pleasure-orientated” drinking patterns (not for auxiliary means)) on the other hand. 
The intervention targets at reducing health damages caused by alcohol with the  
youngsters in question and also in the chosen community/district.

Specific targets

•  Improvement of risk competence in dealing with risky situations,  
especially the consumption of alcoholic beverages. 

• Improvement of knowledge about 
,  the effects and risks of alcohol regarding physical,  

psychological and social factors and
, legal regulations regarding purchase and consumption of alcoholic beverages.

4. Access ways to the target group:

On principal the access to the ro.pe-Training© should be done on a voluntary base by 
means of motivation of each individual person. The young persons may have become 
conspicuous as a group or individually. additionally they may be referred to the training 
or they may contact of their own accord the host institution of the local offer.
The 12 to 21 year olds are to live in the social environment which was chosen for the 
implementation of TaKE CaRE or spend his/her free time there regularly. 
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Access via street work

The target group may consist of cliques or individual persons meeting in special places 
and becoming conspicuous there by their inadequate alcohol consumption; eventually 
this conspicuity goes with disorderly conduct, aggressive behaviour or damage to  
property.

Practical remark: The contact often can be established via street workers who alrea-
dy work in this district and are in contact with these young people.  Free-based street 
workers (e. g. students) may also be engaged especially for this purpose. Ideally not the 
whole clique, but – in the sense of the peer (group) education – their opinion leaders 
take part. If the clique disagrees they may also join the course as a whole group.

Access via institutions or individual persons

• Key-persons

Key-persons are persons having a special contact with adolescents showing risky alcohol 
consumption and who are accepted by them (e. g. the coach of a sports club, represen-
tative of the Church or another form of community, employee of a youth centre, street 
worker). They represent another target group within the multilevel approach of TaKE 
CaRE.

• Parents
Parents know about the ro.pe-Training© from successful publicity work within the project 
TaKE CaRE and refer to this training the child who exhibits inappropriate or excessive 
drinking. Ideally the parents would also join the Homeparty.

• (Children‘s) Hospital 
In case of a hospitalization due to an alcohol intoxication, the attending physician refers 
the young patient to the ro.pe-Training©. In advance, it may be useful to conclude a  
cooperation agreement with the hospital.

• School
Teachers who notice the inadequate alcohol consumption of individual pupils may refer 
those to the ro.pe-Training©. However, access should be on a voluntary base as far as 
possible (see risk plan). The training can be also imposed as compulsory, e.g. for those 
pupils who had been noticed not only with alcohol, but also with other behavioural  
problems, like e.g. truancy.
There should be a cooperation agreement with the school, allowing the child to stay  
off school for the time of the training and respecting data protection regulations.

• (Family, psychosocial and/or drugs and addiction) counselling services
Families or adolescents asking for advice with a counselling or outpatient centre because 
of inadequate alcohol consumption may be referred to a ro.pe-Training© or Homeparty.
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• (Juvenile) courts
The ro.pe©-Training can be also imposed  
by a judge or prosecutor on an adolescent,  
who infringed certain legal regulations.  
In that case, the training is a pedagogical  
reaction and consequence to the  
problematic behaviour.

• Youth club or youth centre
Experts and employees from these institutions may  
also refer youngsters who have become noticed with  
inadequate drinking to the ro.pe-Training©.

Practical remarks

It may be useful to remind the potential participants of a ro.pe-Training© of the start of 
the training by sending them a text message in time.

Referrals to the ro.pe-Training© also bear – like many other preventive offers – the risk 
of stigmatisation. This risk could be minimised (though it cannot be completely avoided)
by placing the focus of the training on  e.g. an “European project” or “XY is active in 
general prevention work” and not on “alcohol consumption”. 

5. Structure of the intervention

Time 

• Individual uptake
• Preliminary meeting
•  Group training (4 days)  

(either on weekdays (making it necessary that the child/adolescent is allowed to stay 
off school, unless the training takes place during holidays, alternatively another date 
including the weekend)

• Follow-up meeting 

Risk plan: 
Instead of a training which takes place at 4 subsequent days it is also possible to split 
the training up into 2 x 2 days (e.g. within a period of 14 days).

Group size

• Max. 15 persons, mixed (boys and girls), if possible homogeneous regarding 
, age
, Stage of personal development
, Consumption pattern

··
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Place 

• Self-catering facility/(youth) educational institution/youth hostel
•  The facility should have a suitable conference room and training ground for  

the adventure-oriented part of the training. This e. g. climbing park should be  
easily to reach.

Costs

The detailed costs can only be determined per country. The following positions,  
however, should be included in the cost calculation:

• Transport to the training ground
• accommodation and catering (three nights)
• fee for the climbing trainer
• Working material (e. g. costs for lending a digital camera, flip chart, pencils, copies).

6. Contents of the intervention:

The experts implementing the training should put groups together which are as homo-
geneous as possible (see „group size) and adopt their interventions according tot he 
participants (e. g. language, methods, structure of discussions, breaks).

as regards contents the ro.pe-Training© consists of three elements:

I.  Training of risk competence:
  (adventure-based module, climbing)
  The youngsters are confronted with risky situations (in a „dry-run“ on the floor, 

subsequently during climbing, i.e. letting each other down on a rope from rocks/
cliffs) and get guidance in these situations. The target is that they become aware 
of feelings like stress, excitement and fear, but also courage, confidence and 
relying on each other. Further they will learn about their limits and are sensitised 
to recognise when a „calculable risk“ turns into “danger”/“incalculable risk”. 
after this the experience itself is reflected. next step is to transfer this experience 
to situations of risky alcohol consumption.

  This part of the training is done in cooperation with a trained/certified climbing 
trainer (amongst others for reasons of liability).

Risk plan: If it is not possible for a partner to conduct the climbing exercises, another 
risk situation can be chosen (e. g. diving).

II.  Interactive perception exercise: 
  By means of self-taken photographs and/or short videos the youths present to 

each other „Things in my environment which have to do with alcohol consump-
tion“. If the required technical conditions are fulfilled the photographs or short 
films can be placed on YouTube or Facebook. Secondary effect: Participating 
youths in different regions or different countries all over Europe get to know 
each other.

_

_



III.  Psychoeducation:
  By means of various (as interactive as possible) imparting methods the youths 

deal with topical issues in the first place (e. g. knowledge on the effects ad risks 
of alcohol as well as legal regulations). Subsequently the connection to their  
personal way of dealing with alcohol is reflected. 

7. Materials:

a.  Contact medium/„Recruitment flyer“ 
For children, adolescents and young adults in order to motivate them to take part  
in ro.pe-Training©; in an attractive design (e. g. printed material instead of copies;  
unusual approaches like messages on toilet paper).

b. Brochures/informationflyers containing ... 
,  information on the effects and risks of alcohol, as the case may be also on  

other drugs (the brochures may also contain MI-aspects, especially the topic of  
ambivalence and unwanted effects);

,   the message „less is more“ or „not yet“ for minors.  
The information given should be appropriate for youths, appealing, concrete as 
regards content and “not preachy”.

8. Experiences from the Practice: 
  

Who actually is the appropriate target group for the ro.pe-Training©?

During the pilot project on European level, it became obvious that there are different 
professional and cultural attitudes. The threshold of when to qualify consumption  
patterns of adolescents as “risky enough” to participate in ro.pe-Training© diverges  
significantly in some cases. 

Two examples: “a 15-year-old boy drank beer in public, even though legally that is 
not allowed.” versus “a 16-year-old girl does binge-drinking several times a week.” 
Respecting cultural differences is good and valuable. Still, the type of intervention has 
to be adapted to the adolescents (and the extent of their psycho-social and consumpti-
on-related conspicuousness respectively) and not the other way round. This may result in 
choosing a short intervention rather than the broader ro.pe-Training© in cases of lighter 
conspicuousness. 

The CD contains material, which tries to define the “risky consumption by adolescents” 
and to assess, for whom the ro.pe-Training© might be right.  This document should not 
be misunderstood as a “law”, but shall offer triggers for a professional debate and ori-
entation for the prevention experts, when they select the “ro.pe©-adolescents”.
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Ways of access

It has been one goal of TaKE CaRE to try out new ways of access to young people,  
who consume riskily. Still, the participants have been pre-dominantly transferred by 
schools, hence a “well-known” partner with programmes for the prevention of  
addiction. However, the principle of the programme, namely trying out new ways, 
should be kept when continuing TaKE CaRE.
The partners recommend, because of their experiences in the pilot project, to choose 
“mediators”, who (may) have some influence on adolescents. In addition to considering 
ro.pe-Training© exciting and fun, adolescents participate, because 

, they trust in the advice of the transferring person 
, (“The training is good for you – just show up there!”); 
,  they consider the relation to this person valuable  

(“It is important for me that you are going to participate.”);
,  the person may impose (social) pressure  

(“If you do not participate, you will have to face consequence XY.”).
 
It is especially positive, if the mediator can combine several of these main “reasons for 
motivation” in him-/herself.

Preliminary and follow-up meetings regarding the ro.pe-Training©

Due to the experiences made, it is strongly recommended to hold one preliminary  
meeting and one follow-up meeting with the participating adolescents. The goal of  
the preliminary meeting is to create at an early stage a positive atmosphere in the group 
and to increase the motivation for participation.
The follow-up meeting serves – in addition to the fact that the youngsters meet again – 
as an exchange among the participants and as a report on what has changed after  
the ro.pe-Training© (for instance, whether they have been addressing the topic of  
alcohol consumption in their family or with friends; which changes have come up in 
their consumption behaviour; which experiences they have been gaining with alternative 
actions to the consumption). 

Notes concerning the preliminary meeting 

, meeting with the complete group for getting to know each other
, duration: ca. 30 minutes
, ontent: What is TaKE CaRE & What is ro.pe-Training©?
	 4	 Why ro.pe-Training© was being implemented?  

(extent of alcohol problem in the area)
	 4	duration of the training;
	 4	information about where the training takes place;
	 4	type of clothes and footwear, which participants should bring along;
	 4	nature of the training: interactive, lots of discussion, having fun, and so on; 
	 4		notes on rules (for example on the consumption of substances during the 

training);
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	 4	notes on evaluation/documentation;
	 4	confidentiality of the trainers;
	 4	fears, concerns and questions of participants; 
	 4	active participation (but also emphasising that participants decide autono	 	

	 4	mously, how much they are willing to reveal about themselves).

Notes concerning the follow-up meeting:

, finding the right locations; 
,  depending on the arrangement  

(for instance, meeting at a climbing wall or for a BBQ, a mere reflection round);
, contents
	 4	depends on the topics that the participants wish to discuss;
	 4		reflection upon what has changed after the training  

(related to the consumption habits, but also in other areas of life);
	 4	maybe using a questionnaire for self-evaluation (see next point);

Documentation/Evaluation

The questionnaires of the pilot project for the four target groups can be found  
in different languages in the toolbox: www.project-take-care.eu.
They can be used as they are for the ro.pe-Trainings© or serve as samples for drafting  
a new instrument for documentation and/or self-evaluation. 

Asking the adolescents, who are their key-persons  
(important attachment figures) 

adolescents shall be asked, before or during the ro.pe-Trainings©, whom they do  
trust and whose opinion they usually appreciate. These people could be potential 
key-persons, who should be contacted for the Key Training.

Optimal group size 

In practise, a group size of 8-12 participants has been proven best. as a rule-of-thumb, 
the group size correlates with the age of the participants: the younger they are, the 
smaller the group should be. The personalities and consumption patterns of the diffe-
rent participants as well as group dynamics also have an influence on the decision about 
the optimal group size.

Age-specific notes  

It is recommended to use homogeneous age groups. Here is some information, what 
can be expected with rather younger or rather older participants: 
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Younger participants:
, are often less concentrated, which means, they need more breaks, 
, require more flexibility and spontaneity,
, group dynamics can be stronger than with young adults,
, consider the topics “cooperation and competition” relevant.  

Older participants:
, shall take on more self-responsibility and tasks,
, have more knowledge about alcohol and more and different experiences with it,
,  consider that topics like partnership, sexuality and effects of alcohol on  

self-confidence are relevant.

Gender-specific notes

The experiences of the pilot project with mixed-sex groups have been positive.  
nevertheless, it can also be fascinating to use mono-sex groups.
Both sexes profit equally from ro.pe©-exercises regarding self-evaluation,  
self-esteem, sense of achievement and happiness.

Night-time “parties”

It can be assumed that quite a number of “ro.pe©-adolescents” prefer talking and  
partying at night to sleeping. Therefore, it will be quite helpful to hire some freelance 
staff, who control the lights off.

Alcohol consumption by parents of participants/group skills 

TaKE CaRE trainers should be prepared to meet among the participants children of 
addicted parents or adolescents, who grew up under any other difficult circumstances, 
who are traumatised or mentally ill. 
Of course it is necessary to get opinion of the transferring person, if that adolescent has 
the sufficient group skills (that means: psychological stabile enough; sufficient language 
skills; ability of controlling aggression sufficiently). For the person in charge of the  
training it is important to get to know the participant before the training in order to 
make a professional judgement about the group skills of that person.
In principle, there should be space to talk about experiences with alcohol in the family. 

Consumption patterns of the participants

The starting point for being transferred to ro.pe-Training© is usually a conspicuousness 
with alcohol. Yet, the trainer should always bear in mind that participants may consume 
other substances (especially tobacco, cannabis or other illegal drugs) as well and address 
that maybe during the training. 
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Dealing with the consumption of substances during the training 

It is strongly recommended to inform the participants prior to the training about the 
rules regarding the handling of substances during the four days. Is it allowed to smoke 
cigarettes or to drink alcohol? What happens, if any of the adolescents breaks the rules? 

Breaking the rules/crossing the line can express a number of things, and in the first place 
the trainers should reflect among themselves, how this can be interpreted individually or 
in the context of the group: Is it, for example ...

, a provocation;
, a signal of habituation or even addiction;
, a call for help;
,  a struggle for positions in the group: “Who is the boss here?”  

(according to group-dynamics, this can typically be expected more at  
the beginning of a training);

,  a test, whether the trainers will react confidently and be able to master difficult 
situations in other contexts as well

,  an attempt by certain participants to appear “cool”; 
,  an (conscious or unconscious) invitation for a confrontation to the trainers  

by the adolescents? 

If the trainers become aware of the consumption by participants, they have to  
react, especially keeping in mind the goal of the training. Figuratively talking, in such  
a case the adolescent threw down the gauntlet – cordially or aggressively. If the trainers 
do not pick up on that, the adolescents may interpret that as disrespect, “lowering 
themselves”, a lack of abilities to protect the participants or even as fear (for instance,  
of conflicts).
It can be an advantage, if the consequences of a violation of rules regarding the 
consumption of substances, has not been displayed as absolute, but more in the sense 
of “We do reserve the right to send home participants, who consumed alcohol in spite 
of this being prohibited.” In this way, trainers can react more flexibly on certain inci-
dents: 

,  Should, for example, the consequence of excluding these adolescents from  
ro.pe-Training© be taken without any further discussion?  

,  Or can the incident be used constructively, in a way that the trainers inspire the 
adolescents to reflect upon how the violation of the rules has happen, such as 

	 4	Who played which role? 
	 4	What was special in that? 
	 4		Whether there have been any doubts in between and how these  

have been overcome?
	 4		What precisely was meant to change by the consumption  

(maybe as a support for the adolescents: in the levels of body, perception, 
feelings, relationship)?
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Ideas and comments

,  Choose the climbing coaches carefully, because  
they have to take on a high responsibility.

, Hand-over a small “souvenir”-gift after the training. 

4.2 Parents: Homeparty

1. Short description:

The method ‘Homeparty’ has been developed in the netherlands in the 90s and was 
intended for the work with migrant parents. It is a low-threshold intervention based  
on the idea of the Tupperware© parties and has proved its worth for parents who are 
difficult to reach by traditional prevention approaches. a method which is quite similar 
to the Homeparty – the Femmes Tische – has been used in Switzerland for more than 
ten years.

Making a Homeparty means that parents (or other relatives and affiliated persons  
respectively) invite other parents (friends, acquaintances, neighbours) and a prevention 
expert to their home. next to the transfer of knowledge their parental skills shall be  
improved by means of interactive methods so that they can deal with their children’s 
alcohol consumption in a constructive way.

2. Target group:

Parents of children, adolescents and young adults aged between 12 and 21 years  
(as well: other relatives and affiliated persons respectively).
Ideally parents whose children take part/have taken part in the ro.pe-Training©  
participate in the home parties.

3. Targets:

Outcome indicators

• Observation of the legal regulations regarding alcohol
• Strengthening of the educational competence and supporting behaviour patterns

General targets

• Improvement of the educational competence
• Deal with their child’s alcohol consumption in a constructive way
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Specific targets
 
•  Reflection of the cultural, social and health-related mechanisms which  

may favour alcohol abuse;
•  Improvement of the awareness of their function as role model and  

„regulative person“);
• Knowledge of the legal regulations regarding the protection of minors;
• Improving knowledge on the effects and risks of alcohol;
• Dealing with the topic “setting limits” concerning their child’s alcohol consumption;
•  Improvement of the competence to communicate with their child about alcohol 

consumption in a constructive way. 

4. Access to the target group:

as a first step the TaKE CaRE prevention expert contacts certain parents and motivates 
them to become host of a Homeparty. Then this parent invites other parents or relatives 
whom they know and who also have children around the same age. In a preliminary 
conversation the prevention expert supports the parent/s whom and how many persons 
they can invite to their Homeparty.
at the end of the Homeparty the next host out of the group of participants is deter-
mined and he/she will invite new parents to his/her home , in turn (snowball system).
Hence, parents (and not TaKE CaRE experts) invite other parents, if possible.

5. Structure of the intervention:

Time 
 
• Preliminary talk with the host parents

• Two to three hours group session/Homeparty
• If necessary, a follow-up meeting

Group size and composition: 

• approx. 10 persons per meeting

Place

• The home of the parents or other relatives

Variation regarding the place: When necessary (e.g. for cultural reasons) the Homeparty 
may also take place at a neutral place (e. g. parish hall, community health centre).
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Costs

The following expenses must be taken into consideration:

• Present for the host parents (value approx. 20 )
• Costs for catering (e. g. cake/cookies and beverages)
• If necessary, working material.

The refund of costs for catering will be offered to the host parents.

6. Contents of the intervention

The content’s focus of the Homeparty depends strongly on the questions and needs  
of the parents.From the TaKE CaRE view the following elements are important for 
the Homeparty:

•  Reflection of the personal attitude regarding (alcohol-) consumption and  
personal function as role model; 

• Knowledge of
,  the effects and risks of alcohol (includes also reasons for consumption) 
 legal regulations regarding the protection of minors; 

• Holding a conversation regarding alcohol consumption;
• Setting boundaries.

7. Material: 

a.  Invitation: Flyer for parents and relatives as information and motivation to take   
part in a Homeparty, either as host or as guest (if possible as print version, no copy)

b.   Information for parents/relatives:  
Brochures/flyer with information on the effects and risks of alcohol, if appropriate 
also other drugs and e. g. development of a dependency,  
Ideas for conversations about alcohol with their own child. 

The material should be appealing, correct with regard to the contents and not be preachy. 

8. Experiences from the Practice: 

Cultural reasons or reservations (e.g. embarrassment) can make it difficult to motivate 
parents to invite their friends for a topic of prevention of addiction to their own home. 
This is especially true of parents, whose children have been participating in the  
ro.pe-Training©. Still, ideally, these parents should be addressed. 

The needs of parents have to be met flexibly. Regarding the structure of the  
intervention, there are the following options: 

a.  Parent(s) of ro.pe©-adolescents or parents of children of the relevant age shall be  
addressed, whether he/she would like to invite to a “classical Homeparty” – this 
will usually be successful with parents from a middle socio-economic class. 

 

_

_
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b.  Parents of ro.pe©-adolescents are invited together by a TAKE CARE  
expert to a “neutral place”, such as a community or health centre. 

c. Parents invite other parents to a “neutral place”.

• Ideas and further comments: 

,  The parents of ro.pe©-adolescents are not invited to a “Homeparty”, but to a 
“Kick-off-Meeting on the ro.pe-Training©”. at first sight, this is about organisation 
matters, but actually it is about substantial matters.

,  The links to organisations, such as local parents’ organisations, parents’ represen-
tatives at schools, and so on, are important, so that a wider access to adolescents 
becomes possible.

,  It can be quite a relief for parents, if they receive some space to exchange on their 
feelings and concerns. Then, this might open up new options for a dialogue with 
their own children. 

,  It makes some sense to stress the topic of “puberty” rather than “consumption 
of alcohol” in the invitation for the Homeparty. Often, this reduces restraints and 
anxieties among the target group. 

,  It is striking that the Homeparty only reached fathers with 18 % in the pilot pro-
ject. Therefore, there should be more attention in trying to get male participants 
involved. 

,  Information about good practice projects: 
	 4		The Dutch project “Happy Parents”. Here, parents are invited to learn about 

the nightlife; a cop shows up and reports.  
Further information: www.happyoulders.nl

	 4		“Help, my child is in puberty!” – a group offer with six meetings for parents 
that is about “Consumption of substances at the young age and other  
challenges”. Further information (in German language):  
http://www.lwl.org/LWL/Jugend/lwl_ks/Praxis-Projekte/ 
Eltern_aktiv_Start/

4.3 Key-persons: Key Training

1. Short description:

Key Training is a training for important attachment figures of adolescents with risky  
alcohol consumption („key-persons“). The training has the target to enable these  
persons to initiate a critical reflection of the youngsters‘ alcohol consumption.  
Furthermore the key-persons are taught to identify youths for the target group of the 
ro.pe-Training©and refer them to a course.
apart from topical issues concerning dependency, substances and youth protection 
regulations, the focus of the training is on the basic principles of the conversation 
technique of Motivational Interviewing.
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2. Target group:

Key-persons are persons having contact with adolescents showing risky  
alcohol consumption and who are accepted by them. This group may consist  
of e. g. experts from youth centers, street workers, teachers, pupils working  
on a voluntary base or sports coaches/trainers and experts focusing on the  
protection of minors.Therefore, key-persons may have close contact to  
youngsters showing risky alcohol consumption because of their professional  
background but also because of their voluntary commitment.

3. Targets:

Outcome indicator

The key-persons are qualified to motivate adolescents to reflect about their risky  
drinking behaviour.

General targets 

•  Improvement of the competence to start a constructive discussion with young people 
about alcohol consumption and are therefore able to initiate a (short) intervention. 

• as a best case: Referral of adolescents from the target group to the ro.pe-Training©.
 

Specific targets
 
• Raising the awareness of their own role (as role model and “regulative”);
•  They are enabled to encourage youngsters to develop a critical attitude towards  

alcohol and motivate them, where appropriate, to change their behaviour by means  
of the conversation technique.

•  They contribute to support legislation regarding the protection of minors (especially 
regarding alcoholic beverages) by means of their intervention/basic attitude.

4. Access to the target group:

In the so-called „snowball effect“ (recommendation from one to another person)  
the prevention experts will come to know who is a key-person in the a. m. meaning  
and consequently motivate them to participate.
 
It is important to offer a benefit to the key-persons for their participation, e. g. 

•  awarding with a certificate, 
•  appreciation in the press, 
•  „compensation“  for the time they invested:  restaurant voucher or cinema  

tickets for his/her family e. a.

¥¥
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5. Structure of the intervention:

Duration 

•  Two days (in total ca. 16 hours) 
The concrete weekdays should be agreed upon together with the paricipants  
(on weekdays or on weekend)

•  One follow-up meeting (at least); at this occasion e.g. a certificate can be handed over.

Group size and composition 

•  up to 15 persons per training
•  In the SeM-project it turned out to be an advantage that the participants were from 

different professional, social and age-specific backgrounds. nevertheless it must be 
decided from case to case whether the key-persons will be “mixed” regarding their 
professional or voluntary background or whether it makes more sense to have  
separate events. 

Place

•  If possible in an attractive boarding house (educational establishment,  
guesthouse, hotel)

•  Important: Sufficiently big, bright and friendly meeting room with the necessary 
technical equipment, good quality of catering 

•  The follow-up meeting may also take place in a “casual and relaxed atmosphere”  
either in a institutions premises or in a bar/restaurant.

Costs

The following costs should be taken in account:

• accomodation and meals 
• Travel expenses
• Working material
• Costs for the follow-up meeting

6. Contents of the intervention:

Important elements

•  Reflection of the own attitude towards the topic of consumption and  
one`s own role as role model



48

• Knowledge transfer about 
,  Effects and risks of alcoholic beverages (also including reasons for consumption)
, legal regulations regarding alcohol/protection of minors

Constructive conversation technique
ambivalence in (consumption) behaviour
Identification of the (phase of) readiness for change with adequate intervention
Successful initial conversation
Recognising and dealing with resistance
„Empathic listening“

7. Material: 

a.  Recruitment: Flyer for key-persons as information and motivation to take part in  
a MI-based training (if possible in printed form, no copy). 

b.  Information for key-persons: Brochures/flyers with information on the effects and 
risks of alcohol, if appropriate, also regarding other substances. 
The information should be appealing, correct with regards to the contents and 
should not be preach. It should reveal as far as possible the basic attitude which  
is expected from the key-persons when they contact adolescents.

c.  Material which facilitates a first contact with the adolescents:  
- Brochures/flyers with the message „less is more“ or „not yet“ for minors.  
The material should be designed in a funny or appealing way so that they will  
be accepted by the adolescents. 
- also possible: an up-to-date newspaper article, charts with relevant/interesting 
statistical data, etc.

d. upon successful participation: Certificate 

8. Experiences from the Practice: 

Finding „real“ key-persons

not every person who deals as a professional or volunteer with risky consuming young 
persons, is a key-person in the sense of the Key Training. The important aspect is,  

that these persons have a special relationship with these adolescents, enjoy their  
confidence and can have a positive influence on them. 

TaKE CaRE experts can identify these key-persons by asking the adolescents  
themselves or adults who know well the social context.

So called “open invitations” to e.g. all school social workers should be 
avoided. The identified key-persons should be contacted by the experts 

and motivated to participate in the Key Training in a personal talk. 
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Involving volunteers

Practice has shown, that it is not always easy to motivate volunteers for a participation 
in the Key Trainings. It is possible, that it’s too time-consuming too challenging  
for them. Experts should make clear, that volunteers do not have to assume additional 
responsibilities by taking part in the training.

Separate trainings for professionals and volunteers

In order to better take in account the different needs and prior knowledge of the  
different target groups, the 2 groups should be trained in separate trainings.

Required qualification of the trainers for the Key Training

The partner in TaKE CaRE emphasise the necessity that the trainers need to be  
sufficiently trained for the Key Training. They should feel competent to convey the  
basics of the motivational interviewing.

4.4 Retail personnel: First-Rate Retailer Tools 

1. Short description:

First-Rate Retailer Tools is a training for retail employees who sell alcoholic beverages. 
This training can be done in groups or individually with retailers. The training provides 
retailers with information on legislation and with instruments for handling situations 
when youngsters try to buy alcohol. Information and tools are provided to discourage 
young people from alcohol abuse. 
We consider the retail personnel as partners to achieve our objective which is; to  
reduce alcohol abuse amongst youngsters . We can only achieve this with their help  
(basic constructive attitude towards retailers).
 
2. Target groups:

The project focuses on young employees and owners of supermarkets, night shops,  
liquor stores, gas stations, small neighbourhood shops selling alcohol. It may also be 
useful to focus on other shops that are open during evenings and the weekends 

  Level 1:  store- managers and pub owners who share TaKE CaRE’s objectives  
sign a commitment statement. 

  Level 2: trainees going to restaurant-school or following a barkeeping course:  
no commitment has to be signed; no materials has to be used. 
  Level 3:  small shop, kiosk-owners or employees. 5 or 10 minute training with  

the possibility of using the TaKE CaRE materials. 
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Special attention needs the training of young employees. They have to be considered  
on one hand as a “double target group”, because they might have themselves risky 
consumption patterns.  On the other hand, it can be particularly difficult for persons of 
(nearly) the same age, to refuse to sell alcoholic beverages to minors.

3. Targets:
 

General targets:

The sale of alcohol to minors is done in accordance with legal regulations. Retailers  
are encouraged to sell alcohol in a responsible way; they know how  to deal with 
youngsters who are too young to buy alcohol or who are already drunk. 

Targets in detail: 

• Retailers know the legislation about alcohol.
• Retailers know the harmful effects of alcohol.
•  Retailers know how to deal with young people who want to buy alcohol  

or are already drunk.

4. Access paths to the target groups:

•  The TaKE CaRE experts should adopt the basic attitude that they come to support  
 the retailers and not to accuse them. This attitude should also be conveyed to them.

•  Contacting and getting the support of organizations or company headquarters to  
implement the training for their members or employees. Supermarket chains have  
training programs for their employees, the TaKE CaRE training could be part of this 
curriculum. an individual approach through the owner is also possible but first you 
should contact the company HQ.  
In some areas there is an organisation for distribution or local entrepreneurs which/
who also organize/s education sessions or trainings for their members like pub-owners 
and offlicences. You may contact them and find out if they can support your training 
by organizing it under their umbrella. 

•  Individual approach stimulated by local policy 
Where there is no organisation or other main structure present a more individual 
approach is needed. The chance of success will be higher if local policy encourages 
participation in our training. This individual approach can also be used with the  
approach above in which organization’s are targetted.  
Possible ways local policy can stimulate the participation of retailers to our training: 
, Signed commitment. 
, Retail shops participating in the training, using the TaKE CaRE materials  
(wobbler, posters) and implementing the legislation can be honored by a sticker  
offered by the city/town.  This can be put out on the window (sticker).  

PR:
Extra publicity is given to retailers participating in the project. This can be done through 
local magazines and newspapers, official communication leaflets of the city/town. 

¥¥
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another initiative is a press conference about the project and participating retailers.  
a local city guide (papers or website) about the participating retailers can be developed. 
This city guide can also be added as a new page to the already existing official city  
website.  

Materials:
local policy could support the distribution of the prevention materials used by the  
retailers. We learned from the TaKE CaRE RaR that retailers are screaming for good 
materials they can use to implement the rules. Materials we want to use are to wobbler 
about the age limit and the ‘funny’ posters pointing out risks of alcohol drinking. 

When there is no support from local policy it’s always possible to go by the kiosks  
and shops and ask if they have a few minutes to talk about alcohol legislation and  
dealing with difficult situations. If the owner is occupied at that moment you can ask 
him when it suits him better and leave him a small card with your name and new  
appointment on it. 

Conclusion:
approach/strategy should be chosen based on the target group,  
local opportunities and the time available.

5. Structure of the Intervention:

Time 

• 10 minutes to 2 hours
• Working days or in the evening according to the target groups
• Individual appointment with shopowner

Group size

max. 20 persons; one on one trainings or group sessions

Place

The training can be organised at the supermarket if possible or at a local  
conference centre when participants from different shops are participating. 

Costs

• The exact cost of the project depends on local settings.  
• These costs should be kept in mind:
   • Renting fee for the locations (e.g. conference room)
   • Presentation materials (flipcharts, pens , prints)
   • Information material (e.g. printing costs)

·

·
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   • Booklets
   • Wobblers
   • Sticker 
   • Sorry-cards
   • Poster

6. Contents of the intervention

The intervention consists of a 2 hour training that can be done in group (powerpoint)  
or individually.

Individual approach:
It is recommended to use the booklet, which is developed for the TaKE CaRE project 
with any others for this purpose. 

Content for a group training (two hours)
• Introduction: get to know each other and the program 
•  legislation (making a mind map); participants draw a mind map of what they  

know about the current legislation. These mind maps are compared with the correct 
legislation on alcohol and minors. 

•  Basic information about alcohol and youngsters: health issues and trends in use  
(by doing a knowledge test: 10 questions). 

•  Dealing with situations (discussing situations). an intervention model on how  
to deal with situations is given and practiced through role play. 
, assess the age
, Check the age
, Be understanding
, Point out the current rules
, Suggest alternatives
, let them react (use sorry card)
 + tips on how to deal with situations where things get out of hand
•  alternative suggestions : the participants brainstorm on how they can discourage  

alcohol sale amongst youngsters who are too young :
, Room layout
, Social control
, Pricing policy/ promotion policy
, Preventive messages 
•  Evaluation: short reflections

Individual approach: 
In a situation where a night shop owner has got language problems you should seek 
him out in his shop individually. a booklet with  12 drawings has been developed to   
explain the 12 basic principles of our training. It works with pictures and short sentences 
to convey topics on legislation and all other topics in the booklet.
Shops can be visited individually and the drawings can be reviewed to explain the basic 
principles. afterwards the prevention worker gives the shop owner some accompanying 
materials like the wobblers and the posters.
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The Information is given to individual shop holders using a booklet that  
explains the basic principles of or group training

1. alcohol drinks like beer and wine are forbidden under the age of 16 ( middle one)
2. Spirits like whiskey and vodka are forbidden under the age of 18
3. alcohol  has a negative effect on the young brain ( on the right)
4. alcohol abuse can lead to alcohol poisoning ( on the left)
5. Check the age  of young people who try to buy alcohol  (ask for proof)
6. Point out the existing regulation/ legislation using the wobbler
7. Suggest alternatives to alcohol drinks. 
8.  Keep your  cool when the situations is getting out of hand and stick to  

the rules (consequent)
9.  Think of room layout to promote other non-alcoholic drinks,  

Think of a price policy 
10. Keep an eye on things ( social control)
11. Put out fun prevention posters/ wobblers 
12. Call 911 (112) in case of an emergency

7. Material:

a. Wobblers for in store use (illustrations 1,2,3, or 4 of the booklet)
b. Sorry-card for retail employees
c. Booklet for  the training: individual approach
d. Posters for in store use ( illustration 1-4 of booklet)
e. Sticker for participating retailers?

These materials can be seen in the toolbox on the TaKE CaRE homepage:  
www.project-take-care.eu
national materials on this topic can also be used.

8. Experiences from the Practice:

Give priority to longer interventions than to shorter ones

Retailers should be motivated for longer interventions, if possible – the results of  
the scientific monitoring show significantly better results with the intensive training, 
compared to the short intervention. 

Retailers are often in a “sandwich-situation”

They are between the youth law on one hand, which (to a certain extent) prohibits the 
sales to minors and their boss on the other hand, who demands good sales rates. In 
this situation, it is beneficial for the employees in retail, if they are addressed by a TaKE 
CaRE expert, who knows about this dilemma and who does not consider the retailers 
“bad boys”. 
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Demand controls of the youth protection regulations

In the eyes of the partners, only in two countries the youth law regulations are enforced 
“rather consequently”; this means, in eight countries “hardly or not at all”. In countries, 
where the regulations are not taken seriously, it is necessary, even with priority, to have 
structural measures (also see chapter 3.4 challenges). 

Before the start: deal with the motivations of the employees in retail

In a study from the netherlands, there have also been telephone interviews about,  
why retailers do (not) comply with the legal norms on the sales of alcohol (Gosselt et al., 
2012). For TaKE CaRE experts it is helpful, first, to deal with the motivations of the  
employees in retail, and only start the training with this background knowledge.
 



With a run-time between March 2010 and november 2012, the practice-based project 
TaKE CaRE has been implemented exemplarily in ten countries of the European network 
for practice-oriented prevention of addiction – euro net. The evaluation of this pilot  
project especially focuses on the effect of this project with its four interventions2.  
Here, the general impact goal of the project has been
a) to improve the acceptance of the youth law regulations and 
b)  to motivate young people, who are legal to consume alcohol, for a responsible 

drinking behaviour. 

The guiding thesis for the development of the project design has been that interventions 
increase  their preventive effects when they are run in a social environment on multiple 
levels and almost at the same time. That is why adolescents and young adults between 
12 and 21 years, who consume riskily, as well as parents and key-persons with a special 
relation to the adolescents, and employees in retail, have been incorporated. In order  
to achieve the overall goal, the risk competences of the adolescents were to be trained 
and the educational competence of parents to be supported by a reflection on their  
attitudes and the transfer of knowledge. Key-persons were to be supported in addres-
sing the consumption of alcohol by adolescents and in running constructive talks on 
this. Employees in retail had to receive information and be trained, so that they become 
aware of the problem and act consequent accordingly. TaKE CaRE mainly relies on  
behaviour-related measures, especially with the adolescents themselves. Simultaneously, 
with the interventions at employees in retail, structural, condition-related measures have 
been integrated. 

Indicators, which can explain the achievement of the goals in the evaluation, have  
been the number of participants, who have been reached, their satisfaction with  
the intervention and – the most important statement – the change of attitudes and  
behaviours. The evaluation relies on surveys with questionnaires in all four target groups 
in the ten participating countries. The participating adolescents, as the main target 
group, have been interviewed at the beginning and the end of the ro.pe-Training©, as 
well as about three months later. This way, potential changes can be traced down. also, 
the key-persons have been re-interviewed about three months after the Key Training. 
Parents and employees in retail have been interviewed at the end of the interventions. 

I. Adolescents/ro.pe-Training©

During the practice period of the pilot project, the partners in the participating countries 
have been successful in integrating 440 adolescents into the training. according to the 
plan of the project, 400 adolescents were to address. This means, the quantitative target 
figure has been exceeded by 10 %. Of these 440, who have been interviewed at the 

5. Results of the Scientific Evaluation

2   The evaluation has been carried out by the university of Teacher’s Education Zurich, Switzerland,  

Department of Research and Development, Research Group Public Health and Special Educational needs,  

Walter Kern-Scheffeldt, Esther Kirchhoff, liliane Pfister, Michael Frais 55
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start of the training (T1) for the first time, 414 (94 %) could be re-interviewed at the 
end of the training (T2). 26 either had dropped out from the training or not filled in the 
questionnaires. 322 adolescents (73 % of T1) filled in the questionnaires three month 
later again. 

altogether, there have been 38 trainings with a 59 %-majority of male participants. 
about half of the participants have been younger than 16, about one third 16- to  
17-years old and about 20 % 18 years and older.

How have adolescents been won over to participate? 
The access to the adolescents has been predominantly via schools. However, during  
the run of the project there has been an increasing share of adolescents, who have not 
been transferred by persons from a professional or institutional sphere, but through 
mouth-to-mouth propaganda among adolescents and by key-persons from their social 
environment. 

note: * namely:  street-workers, prevention centre, sports coaches, and so on;  
multiple answers possible

 
     response rate T1

Country number of usable  female male
  courses questionnaires

Belgium 4 39 20 19
Cyprusa 3 39 10* 25*
Denmark  5 43 19 24
Germany 3 40 14 26
Greece 3 43 26 17
Ireland 6 60 22 38
Italy 2 38 9 29
Portugal  5 49 29 20
Slovakia 3 43 15* 27*
Slovenia 4 46 15 31
Total 38 440 179* 256*

            note: * Difference because of missing information on the sex

Figure 6: ro.pe-Training©:  
number of conducted 
courses and response  
rate of questionnaires  
at T1, sorted by country 
and sex.

 
 at school/ Through other  Through Through Through flyers,  
 at workplace adults* friends/peers my parents Facebook,
     Internet, TV, 
     newspapers, …
 
 280 96 58 14 2

Figure 7: How 
the adolescents 
learned about the 
ro.pe-Training© 

 (self-report) 
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Which adolescents have been accessed? 
The goal of the project has been to access adolescents, who consume riskily. according 
to the self-reports on frequency and amount of drinking, this was the panorama  
at the beginning of the trainings: 

The drinking behaviour has been recorded with two items from the auDIT.3 Inter- 
nationally, there have been no binding definitions of low-risk and risky consumption  
for minors. Therefore,  on proposal by the project coordination, the steering group of 
the project came up with a definition for this project. In analogy to the legal norms in  
all countries and considering the professional knowledge, for the under 16-year-olds 
every consumption of alcohol has been qualified as risky. Between 16 and 17 years,  
any consumption of alcohol of 1-2 drinks max. twice a week has been qualified low- 
isk. any consumption more than that – or if these consumption patterns are repeated 
continuously – has been qualified risky. The limit for low-risk consumption for the 18 -  
to 21-year-olds has been set at 1-2 drinks max. three times per week. These definitions 
have been adopted by the evaluation.  
Therefore, the participating adolescents have been categorised into the three consump-
tion groups: risky, low-risk, tee-totalling. The evaluation now showed that 80 % of the 
adolescents reported risky consumption patterns at the start of the training (cf. table 3). 
This means, that the ro.pe-Training© offered good access to the target group of risky 
consumers. Some adolescents, who reported no or low-risk consumption, also partici-
pated in the training. The reasons given by the organisers of the intervention have been 
that they either came along as friends of a participants and experts did not want to 
exclude them, or that the self-reports have not been correct for various reasons. 

 

 

Figure 8: Frequency of consumption  
groups at the start of the training

 3   Babor, T.F., Higgins-Biddle, J.C., Saunders, J.B., & Monteiro, M.G. (2001). auDIT – The alcohol use  

Disorders Identification Test (2nd ed.). Geneva: World Health Organization.
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note: Only 425 questionnaires on the consumption behaviour could be evaluated.  
* according to the definition for this age-group low-risk consumption is impossible.
Overall, male participants reported a higher consumption than female ones.  

How satisfied have the participants been with the ro.pe-Training©?
414 adolescents and young adults, who completed the training regularly and filled in 
the questionnaire again, reported their satisfaction with the intervention. The questions 
have been referring to general statements on how much the participants have been 
profiting from the intervention, whether they trusted the organising team and to which 
extent they would recommend the training to friends. On a scale from 1 (not satisfied 
at all) to 4 (completely satisfied) the average has been at 3.58 with a relatively narrow 
spread (SD = 0.46). 77 % of the adolescents and young adults also reported that the 
training has been topic among friends. Key-persons, who had contacts to juvenile  
participants after the training, reported, that the adolescents have been talking about 
the training positively.

Has the competence of the adolescents in handling risky situations changed?
a couple of questions to the adolescents dealt with the handling of risky situations, 
especially with the risky consumption of alcohol. additionally, the questions have been 
on the general risk-competence, which understands the search for risks as an option 
to experience intensity and a reflected confirmation of life-competence in terms of a 
flow-experience. This risk- competence, on average, increased significantly on a four- 
level scale from the start to the end of the training, and remained on a more positive  
level, compared to the initial value (n=304, T1: M=3.03, SD=0.59, T2: M=3.29, 
SD=0.56, T3: M=3.22, SD=0.57). 
Right at the end of the training, the adolescents have been asked, whether the  
training has helped them in becoming more aware of their individual drinking habits,  
in developing better strategies in dealing with alcohol responsibly and in increasing their 
knowledge about alcohol. These three levels are key to a responsible and successful 
handling of alcohol and a more reflected attitude towards risky drinking situations.  
The adolescents agreed that these competences have been improved, also in the  
reinterviews – yet then partly more hesitant (M = 3.27, SD = 0.85).

Figure 9: Frequency of consumption groups atthe start of the training

 
  Consumption groups

Age-group risky low-risk tee-totalling
  (n=340, 80.0 %) (n=57, 13.4 %) (n=28, 6.6 %)

Younger than 16 years 41.9 % 0.0 %* 4.5 %
(n = 197, 46.3 %) (n = 178)  (n = 19) 
 
16 – 17 years 24.9 % 9.9 % 0.5 %
(n = 150, 35.3 %) (n = 106) (n = 42) (n = 2)

18 years and older  13.20 % 3.5 % 1.6 %
(n = 78, 18.4 %) (n = 56) (n = 15) (n = 7)
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Has the ro.pe-Training© been able to encourage the readiness  
to comply with the laws on the consumption of alcohol? 
The adolescents have been assessing the appropriateness of the laws on the consumpti-
on of alcohol before the training on a scale between 1 and 4 with M = 3.04 (SD = 0.68); 
after the training this figures increased relevantly to M = 3.27 (SD = 0.67). This does not 
contain any information whether the legal norms are considered too strict or too lenient. 
Still, the willingness to try to comply with the laws increased significantly among the 
adolescents. For sure, one reason has been the increase of the knowledge on alcohol. 
Only among the adolescents the figure for the willingness to comply with the laws has 
been lower than that for the appropriateness of the norms. With all other target groups 
this has been the other way around. 

Has the consumption of alcohol been reduced  
as a consequence of the interventions? 
310 adolescents and young adults reported on their current consumption of alcohol  
in the re-interviews about 3 months after the ro.pe-Training©. Of these 250 (= 71.1 % 
from T1) had been qualified as consuming riskily at the start of the training. a similar 
share of 71.7 % could be reached of the consumers, who had been tee-totalling or  
low-risk consumers at T1. 

Especially those adolescents and young adults, who reported a risky consumption  
at the start of the training, showed a relevant reduction of drinking. The higher the 
consumption at the start of the training, the more the reduction has been. The figures 
of stable drinking patterns have been relatively high among the low-risk or non- 
consuming adolescents. also, it became obvious that the higher the self-esteem  
and the readiness to comply with the laws have been at the start of the training,  
the higher has been the reduction of the consumption of alcohol three months later. 

Figure 10: Stability or changes of the drinking behaviour between T1 and T3, related to 
the three consumption groups at the start of the training, longitudinal sample (n=310).

 
 Categories of consumption groups at the start of the training

  Risky consumption  low-risk consumption Tee-totalling

Reduction of drinking  112 (36.1 %)  8 (2.6 %) 0 (0 %)
(n=120, 38.7 %)

Stability of drinking   84 (27.1 %) 23 (7.4 %) 13 (4.2 %)
(n=120, 38.7 %)

Increase of drinking  54 (17.4 %) 8 (2.6 %) 8 (2.6 %)
(n = 70, 22.6 %) 

Total (100 %)  250 (80.6 %) 39 (12.6 %) 21 (6.8 %)
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The relation between the age of the target group – for the sub-category of the risky or 
low-risk consuming adolescents and young adults – is presented in the following table.

The figure on the next page gives a more specific overview on the changes. The  
increase of drinking is mainly in the group of adolescents, who have been qualified  
as risky consumers, and who, in the re-interview, reported drinking 1-2 or 3-4 glasses  
1 x months or less or 2-4 x months. also, there has been an increase among those,  
who, at the time of the re-interview, only had been drinking 1-2 glasses at all.
This increase can be explained by an actual rise or by a more honest self-report,  
compared to the initial survey (T1). European studies, such as the HBSC4 Study show  
a linear rise of the consumption of alcohol especially in the age-range between 13 
and 17 for representative samples of the population. according to the recent study 
2009/2010, 8 % of the 13-year-olds reported consuming alcohol at least once a week; 
among the 15-year-olds it is already 21 %. 32 % of the 15-year-olds reported having 
been heavily drunk at least twice. Consequently, the rise of consumption in the project 
could indicate a development, which is typical of this age and which might have been 
attenuated by the training. However, this cannot be answered finally as part of this 
evaluation. 

 

Figure 11: Changes in the consumption of alcohol, sorted by age-group,  
only participants with risky consumption in T1 (n= 250)

Age group  Reduction  Stability Increase

under 16 years 57 52 32
(n = 141, 56.4 %) (22.8 %) (20.8 %) (12.8 %)

16 – 17 years 31 20 13
(n = 64, 25.6 %) (12.4 %) (8.0 %) (5.2 %)

18 years and older 24 12 9
(n = 45, 18.0 %) (9.6 %) (4.8 %) (3.6 %)

Total  112 84 54
(n = 250, 100 %) (44.8 %) (33.6 %) (21.6 %)
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Figure 12: Frequency of reduction  
(--, green pillars), stability (0, orange  
pillars) or increase (++, blue pillars) by the 
cumulative value of self-reported drinking  
behaviour, sorted by drinking behaviour at 
the start of the training (T1), longitudinal 
sample (n=310). 

Overall, these figures confirm that the 
consumption of alcohol has been reduced  
as a consequence of the intervention.  
44.8 % of the adolescents, who have been 
qualified as risky consumers at the start of 
the training, reduced their consumption of 
alcohol. With 33.6 % among this group, 
the consumption remained stable, at an age 
in which the consumption of alcohol in the 
whole population increased significantly.

II. Parents

474 parents participated in the homeparties and the following survey. This means,  
that the quantitative target figure from the plan of the project, which has been at 500, 
has not been reached completely (94.8 % target value). 79.4 % have been women and 
20.6 % men. The average age has been 44 years. 85 % reported living in a relationship. 
27 % of the parents had children, who also participated in the project.
The number of participants per country varied between 26 and 80 parents. On average, 
eight people participate in a Homeparty. 59 Homeparties have been organised, of which 
24 took place in private and 35 in public spaces, which is a change compared to the 
original setting. 

Have the parents been supported in their educational  
competence by the Homeparties?
a prerequisite of gaining a distinct attitude towards the compliance with the youth  
protection law on the consumption of alcohol is to know these laws. 88 % of the  
parents knew the laws at the end of the intervention, 10 % partially and only 2 % not 
at all. On the four-level scale, parents considered the laws appropriate with an average 
value of 3.04 (SD = 0.89). When being asked, to which extent they also tried to make 
their children comply with these laws, the approval has been higher with an average 
value of 3.55 (SD = 0.60). 
The questionnaires for the parents contained six questions on factual knowledge on the 
effects and risks of alcohol. On average, five questions have been answered correctly. 
On the four-level scale, the general satisfaction with the Homeparty has been on aver-
age of 3.52 (SD = 0.47). also, on a scale between 1 and 4, the parents assessed their 
increase of competence on average with 3.24 (SD = 0.57). These figures prove that  
parents feel invigorated in their attitudes and competences regarding the consumption 
of alcohol by their children. 
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III. Key-persons 
 
In a two-days-training, key-persons, who had contacts to consuming adolescents, have 
been trained, among others in the basics of “Motivational Interviewing”. altogether, 
176 people participated in these trainings. The quantitative target figure according to 
the project plan has been at 150. This means, the goal has been exceeded by 17.3 %. 
14 coursed have been conducted; with a ratio of 74 % to 26 % there has been a ma-
jority of women. a large majority learned about the Key Training by a recommendation 
at the workplace, about one third of the participants became aware of it because other 
people. a majority of about 75 % reported having contacts to adolescents and young 
adults professionally. about 27 % worked with adolescents as volunteers. among the 
key-persons, the laws on the sales and consumption of alcohol by adolescents were  
familiar, with 88 %, with 8 % partially familiar, with 3 % not familiar at all. 

Did the key-persons feel more secure after the intervention in  
addressing the consumption of alcohol and having constructive talks  
with adolescents about it?
132 key-persons participated in a re-interview, about three months after the end of  
the course. In specific, it has been analysed, if and where they have been addressing 
adolescents after the training. The results can be found in the next table. 

note: Multiple answers possible. 

With an average value of 3,25 (SD = 0.56) on the four-level scale, the key-persons  
described an increase in communication skills for addressing the consumption of  
alcohol with adolescents. Their satisfaction with the Key Training has been at an  
average of 3.50 (SD = 0.45); similarly high as with the parents. With an average figure 
of 3.56 (SD = 0.42), the key-persons confirmed that they thought the project goals  
of TaKE CaRE and their role in this project make sense. 

 
Location of meeting Frequency

Individually, at my work 87 (66 %)
Outdoor, in small groups(2-4 persons) 36 (27 %)
Outdoor, in larger groups(> 4 persons) 27 (20 %)
Outdoor, individually (e.g. in a park, in the street) 22 (17 %)
at an event with many people (e.g. party, disco) 21 (16 %)

Figure 13: Experiences of the key-persons in the area: Where and how they  
did have talks with young people after the Key Training? (n=132 for 100 %)
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IV. Employees in Retails 
 
With this intervention, specifically designed for employees in retail, 500 people should 
have been reached during the practice period of this project. This quantitative goal  
has been exceeded by 20 %. 364 people (60.7 %) have been participating in a short 
intervention of, on average, 17 (min. 5, max. 45) minutes. The talks lasted between  
5 and 45 minutes. longer interventions of one to two hours, for employees in retail with 
131 people usually took place in larger shopping centres, as well as for the staff in pubs, 
discos, cafés or restaurants, with 81 people. Short interventions of about 15 minutes, 
predominantly, have been held at kiosks, petrol stations and inns, with 149 people. 
The contents of these interventions have been an explanation of the TaKE CaRE  
materials for retailers, information on the country-specific legislation regarding the 
consumption of alcohol, information about health risks of the consumption of alcohol  
at the young age and about juvenile trends of consumption. less often it has been  
possible to address the handling with difficult sales situations and very rarely the  
handling of these situations has been practised with a role play. 
Only the participants of the longer interventions filled in a questionnaire at the end  
of the training themselves. With an average of 3.14 (SD = 0.82) they considered the 
existing legislation appropriate and with an average of 3.28 (SD = 0.67) they have been 
ready to comply with it. a majority realised a gain of good image, if the legislation is 
complied with (M = 3.36, SD = 0.76). 

Did the employees in retail feel more secure in handling situations regarding 
the compliance with the national youth law adequately?
The personal gain of competences has been considered lower, with an average of 3.03 
and a wide spread (SD = 0,76), than those of parents and key-persons. Yet, the delivered 
material has been regarded positively with 90 %.
The general satisfaction with the intervention among the employees in retail has been 
at M = 3.25 (SD = 0.55); this is slightly below the figures of adolescents, parents and 
key-persons, which have been between 3.50 and 3.58.

V. Summary and conclusion

1.   The acceptance of the national youth law has been improved among adolescents.  
The willingness to comply with the laws has been on a high level among the other  
target groups after the interventions.

2.   The consumption of alcohol has been reduced considerably, especially at the group, 
which at the start of the training has been qualified as adolescents, who consume 
riskily. 44.8 % of them reduced the amount and/or frequency of drinking alcohol. 
With 33.6 % the consumption remained stable on a low level. 21.6 % drank more, 
of which 12.8 % have been younger than 16, who, at the time of the re-interview, 
for example had drunk only 1-2 glasses at all.

3.   according to the application of the project, in total 1.550 people (400 adolescents, 
500 parents, 150 key-persons and 500 retailers) should have been participating  
in the interventions. The actual number has been at 1.690 (440 adolescents, 474 
parents, 176 key-persons and 600 retailers). This means that 9 % more people  
than planned have been won over for participating in the project.
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4.   The satisfaction of the adolescents, the parents, the key-persons and the employees 
in retail with the interventions has been high. This is confirmed by the high cohesion 
rate with the training among the adolescents of 94 %. Cohesion rate means the 
number of participants, who remain in the intervention, for a defined period of time. 
Only 6 % have either been not attending at the end of the training any more or  
did not fill in the questionnaire. These data confirm a high acceptance of the  
interventions among all target groups. 

5.   Parents, key-persons and employees in retail have been able to increase their  
competences in handling the consumption of alcohol by adolescents as a  
consequence of the interventions. 

 
Overall, the evaluation showed that the interventions, which have been developed,  
and the methods, which have been applied, are adequate in getting a good access  
to the target groups and increasing their competences in handling consumption of  
alcohol among adolescents. The interventions have been implemented successfully,  
even with minor national adaptions. The multilevel approach of TaKE CaRE is ambitious 
and complex. It requires a careful analysis of situations and needs in the selected social 
environment and a good cooperation on site. a substantiated project management  
and sufficient human resources are prerequisites for this. It can be expected that the  
attitudes and the behaviour regarding a juvenile – and maybe personal – consumption 
of alcohol towards a more health-conscious handling can be improved further, by a  
positive mouth-to-mouth propaganda in the defined social environment. However,  
this requires a sustainable implementation of the tools for a reliable offer. against  
this background, the joint quality guidelines of TaKE CaRE have been developed  
(cf. chapter 2.5).  

  





 
  
 

6. Bibliography

Currie C et al. eds.: Social determinants  
of health and well-being among young 
people. Health Behaviour in School-aged 
Children (HBSC) study: international report 
from the 2009/2010 survey. Copenhagen, 
World Health Organisation, Regional  
Office for Europe, 2012

European Commission (2011): Proposal  
for a Regulation of the European  
Parliament and of the Council on  
Establishing a Health for Growth  
Programme, the third multi-annual  
programme of Eu action in the field  
of health for the period 2014-2020.  
Brussels, 9.11.2011

Europäische Beobachtungsstelle  
für  Drogen und Drogensucht (EBDD):  
Jahresbericht 2011. Stand der Drogen- 
problematik in Europa. lissabon, 2011

Jordy F Gosselt, Joris J Van Hoof and  
Menno DT De Jong: Why should I comply? 
Sellers’ accounts for (non-)compliance with 
legal age limits for alcohol sales. Substance 
abuse Treatment, Prevention, and Policy, 
2012, 7:5

Jost, Graziella; Popolizio, Marco; allsop, 
Richard; Eksler, Vojtech: Road Safety Target 
in Sight: Making up for lost time. ETSC 
4th Road Safety PIn Report, Brussels, June 
2010

Björn Hibell, ulf Guttormsson, Salme  
ahlström, Olga Balakireva, Thoroddur  
Bjarnason anna Kokkevi, ludwig Kraus: 
The 2011 ESPaD Report - Substance  
use among Students in 36 European 
Countries. Stockholm, 2012

Korczak Dieter; Steinhauser, Gerlinde; 
Dietl, Markus: Prävention des  
alkoholmissbrauchs von Kindern,  
Jugendlichen und jungen Erwachsenen. 
Deutsches Institut für Medizinische  
Dokumentation und Information  
(DIMDI), Köln, 2011

Kraus ludwig, Pabst alexander, Piontek 
Daniela: Europäische Schülerstudie  
zu alkohol und anderen Drogen 2011 
(ESPaD). Befragung von Schülerinnen  
und Schülern der 9. und 10. Klasse  
in Bayern, Berlin, Brandenburg, 
Mecklenburg-Vorpommern und Thürin-
gen. IFT-Berichte Bd. 181. München, 2011

Kuntsche et al.: alkohol und Gewalt  
im Jugendalter: Gewaltformen  
aus Täter- und Opferperspektive.  
Eine Sekundäranalyse der ESPaD- 
Schülerbefragung. lausanne, 2006

lWl-Koordinationsstelle Sucht: Sekundäre 
Suchtprävention im Mehrebenenansatz 
für ausgesiedelte Jugendliche. Handbuch, 
Münster, 2007

65



 
 

lWl-Koordinationsstelle Sucht:  
FreD – Frühintervention bei erstauffälligen 
Drogenkonsumenten. Handbuch,  
Münster, 2003

Morrison, Gillmore, Hoppe et al.:  
adolescent Drinking and Sex: Findings 
from a Daily Diary Study. Perspective on 
Sexual and Reproductive Health, 2003; 
35(4): 162-168

Jiménez-Iglesias a, Moreno C,  
Granado-alcón MC, lópez a:  
Parental knowledge and adolescent  
adjustment: substance use and  
health- related quality of life. Span 
J Psychol 2012 Mar;15(1):132-44

Grimm, Manfred und Deinet, ulrich:  
Sozialraumorientierung macht Schule.  
Institut für soziale arbeit e.V. ,  
Heft 8., Münster, 2008

Orth B, Töppich J.: Rauschtrinken und 
durchschnittlicher alkoholkonsum bei  
Jugendlichen und jungen Erwachsenen  
in Deutschland. Suchttherapie 2012; 
13:6–14

RanD Corporation: The affordability of 
alcoholic beverages in the European union
understanding the link between alcohol 
affordability, consumption and harms. 
Technical Report, 2009

Roll, Sigmar: Praxistest für den Test- 
kauf KJug, 57. Jg., S. 59 – 63 (2012). 
Bundesarbeitsgemeinschaft Kinder-  
und Jugendschutz e.V.

Schmidt, Frank: untersuchung über  
hilfebedürftige Jugendliche mit Sucht-
mittelproblemen in der Stadtgemeinde 
Bremen. Gesundheitsamt Bremen (Hrsg.), 
Sozialpsychiatrische abteilung, Kommuna-
le Gesundheitsberichterstattung, 2008

WHO (2010): mhGaP Intervention Guide 
for mental, neurological and substance  
use disorders in non-specialized health- 
settings. Mental Health Gap action  
Programme. Version 1.0.

World Health Organisation:  
Global status report on alcohol and health. 
Geneva, 2011

66



 
  
 

7.0 Overview on the Contents of the Attachments

The attached CD contains exercises for the practical implementation of the four  
interventions, but also additional information. 
additionally, on the TAKE CARE Homepage www.project-take-care.eu, at the  
button “Toolbox”, documents are available for download, which have been contributed 
by the partners of TaKE CaRE, for example 

,  reports on the analysis of situation and needs in the different countries and regions 
before the actual start of the project;

,  report on the practical conduct of TaKE CaRE in the respective selected  
social environment

,  information materials for employees in retail; 
, more exercises and games for the implementation of the different interventions; 
, invitation flyer for the respective target groups;
, questionnaires for the four target groups for evaluation. 

Contents of the attached CD:
In chapter 7.1.1, detailed instructions can be found for the implementation of  
the ro.pe-Training©. Firstly, there is an overview of the conduct, then regarding the  
different days. 
Concerning the Homeparty, the conduct should be according to the needs of the  
parents. Therefore, the exercises listed in chapter 7.1.2 can be put together individually. 
The presentation of the Key Training in chapter 7.1.3 follows the principles of the  
ro.pe-Training© (overview, then single exercises). 
a Power Point presentation is planned for the First-Rate Retailer Tools. The contents  
can be found in the running text in chapter 7.1.4. Yet, it is recommended to ask for  
the existing presentation in the national language at the TaKE CaRE partner in the  
own country. This may save a lot of work.
The second chapter in the attachment (7.2.) deals with the Motivational Interviewing 
and the Transtheoretical Model (cf. chapter 2.2.4).
In chapter 7.3., the partner organisations participating in TaKE CaRE can be looked up, 
as well as their contact details. 
as part of the analysis of situations and needs in the participating regions, in the  
beginning of TaKE CaRE, good practice projects, which deal with a risky consumption  
of alcohol by adolescents, have been compiled. They are outlined in chapter 7.4.
Target group for the ro.pe-Training© are adolescents who have been noticed for their 
risky consumption of alcohol. During the practice period of TaKE CaRE, it has become 
obvious that there are cultural, professional and personal differences in determining, 
which forms of consumptions can be qualified as “risky”. Therefore, a proposal has been 
worked out, how to define risky consumption of alcohol by adolescents and whom to 
consider a target group of the ro.pe-Training©. This definition is attached in chapter 7.5.

7. annexe (on CD)
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Chapter 7.1.1 

 

Practical realisation of the  

ro.pe-Training© 
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7.1.1. ro.pe-Training©
 

 

7.1.1.1. Schedule  
 
Total overview 
 

Time Day 1 Day 2 Day 3 Day 4 

In the 
morning 
 
 
 
 
 
 
 

Welcome and round 
of                  (A) 
introductions 
 

Organisational issues 
 

Roles and functions / 
training program 
 

Presentation of the 
project 
 
 

Climbing 1 
 

Tour to the climbing 
area 
 

Exploring the area 
 

Information on 
climbing equipment 
and handling                                                   
(D) 
 
 
 

Climbing 3 
 

Tour to the climbing 
area 
 

Preparing the climbing 
equipment 
 

Abseiling  / belaying                          
(F1-3) 
Climbing / belaying 
 
 
 
 

Reflection of the 
climbing unit         (J) 
                                  
Knowledge and self-
assessment 
 

„Instruction leaflet 
alcohol“            (K) 
                                     
Development of 
dependency / 
addiction (definition 
of consumption 
patterns)                                       
(L1+2) 
 

Alternatives to 
consumption („piano 
model“)                                              
(M) 

In the 
afternoon 

Cooperation exercise                     
(B) 
(floating egg)          
 

Theory (risk 
optimisation) 
 

City walking tour with 
a digital    (C) 
camera 
 

Work with the 
collected material 

Climbing 2 
 

Group exercise (circle 
/ ritual) „Protective 
link“                                      
(E) 
 

Abseiling  / belaying                          
(F1-3) 
Climbing / belaying 
 

Exercise „risk fall“ & 
Reflection           (G)                      

Risk scale                                                 
(H) 
 

(self-assessment of 
the individual 
readiness to take a 
risk) 
 

Risk run                                                     
(I) 
(individual risk 
perception) 
 
 

Self-perception 
 

Legal aspects:                                    
(N) 
Regulations on the 
protection of minors 
and driver’s license 
 

Evaluation / closure                         
(O) 
(five-finger-method) 
 

In the 
evening 

Presentation of 
photographs 
(digital camera) 
If desired, put them 
online with YouTube / 
Facebook 

Preparation of a 
“party of enjoyment” 
(e. g. preparing a 
shashlik) 
 

Party 
(adolescents have a 
barbecue, play music, 
etc.)  

 

 
 
  



Overview showing the individual days 1st day of training 
 
Time Place Topic Contents and targets Method Working 

method 
Material Tips 

10:00 
 
 
 
 
 
120    
min. 

Seminrar room Welcome 
 
 
Round of 
introductions 
 
 
 
 
Roles and functions/ 
Training program 
 
 
 
 
 
Organisational issues  
 
 
 
Project TAKE CARE 

Short presentation of the participants 
 
 
Building up a relationship and trust 
 
 
 
 
 
Task description, expectiations from and 
towards the adolescents 
Expressing expectations and fears 
„What should happen ...“ 
„What may not happen …“ 
 
 
Checking in (rooms, conference room) 
Rules, keys, etc. 
 
 
Presentation of the project context and answers 
to open questions 
 

Open round of introductions, 
individual presentation (group) 
 
Interactive exercises of 
introduction, e. g. „I am 
laughing Ludmilla, I am nibbling 
Nadja“ with gestures – license 
to become curious 
 
 
 
 
 
 
 
 
Presentation by trainer 
 

Whole group Flipchart, pencils 
 
 
 
 
 
 
 
 
Presentation of the 
program on a chart 

Name, age, place of 
living, hobbies, attitude 
towards life, education 
 
 
 
 
 
 
Emphasis on the work 
relation (common work, 
no school) 
 
 
 
Organisational issues; 
checking in to feel home 

12:00  Lunch      

13:00 
 
30 
min. 
 
 

Outside Cooperation exercise 
(participants lean to 
act as a group) 
 

Creating group energy/success oriented working „Floating egg“ 
 

Whole group Metal ring linked to 8 
– 16 cords, 1 
uncooked egg 

 

13:30 
 
30 
min. 
 

Seminar room 
 

Working structure 
and definition of 
terms 

Risk optimisation/Three-pillar-model 
Building the bridge from the theoretical to the 
practical part of the exercise: 
What do you need? What is your part? Where 
do you get information? 

Presentation by trainer Whole group Blank on flipchart 
paper 
 
Flipchart , Stifte 

Basis of the training! 

14:00 
 
180 
min. 
 

Town Observations related 
to the topic of 
addiction 

Focus: Which factors in our environment 
influence / manipulate our consumption 
behaviour?  
Becoming aware of the individual contribution, 
feelings and concerns, 

„City walking tour with a digital 
camera“ 

3 small groups 3 digital cameras plus 
accessories 
 

The number of 
photographs may be 
increased if it is expected 
that the presentation will 
be held without much 
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 words.  

18:00  Dinner      

19:00 Seminar room Oberservations in 
connection with the 
topic addiction 

The participants present their photographs 
 
 
 
 
If desired and possible: 
Adolescents exchange their experiences across 
the country borders / feel part of a European 
projects 

Computer work 
Presentation of results 
Reflection 
 
 
Uploading the photographs with 
Youtube or Facebook 

3 small groups 
 
 
 
 
Whole group 

3 laptops 
3 digital cameras, 
beamer, screen 
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2nd day of training 
 
Time Place Topic Contents and targets Method Working 

method 
Material Tips 

8:00  Breakfast     Prepare packed lunch for 
lunchtime 

8:30  Departure      

9:00 Climbing area Perception 
 

Exploring the area Letting the impressions sink in Individually   

 
 
 
180 
min. 

 Climbing equipment 
 
Judgement 
competence 

Knowledge of materials, equipment and its 
handling, belaying techniques, tying a knot, 
putting on a harness, learning about the 
equipment, creating common basic knowledge, 
building confidence in the material 

Knowledge of materials Whole group Climbing equipment 
Ropes, hooks, etc. 
 

It is imperative to involve 
a certified climbing 
trainer 

12:00 Climbing area Lunch (packed lunch)      

12:30 
 
15 
min. 

 Warming up Stimulate individual and group energy, building 
confidence 

Group exercise in a circle, ritual  
„Protective link“ 
 

Whole group  Implement the ritual 
consequently! 

12:45 
 
195 
min. 

 „Abseiling/belaying“ 
„Climbing/belaying“ 
„Climbing blind“ 

Climbing rules, climbing technique 
Competence/sensitivity regarding the personal 
behaviour with regard to the necessary safety 
standards, building confidence, „increasing the 
dosage“ and experiencing limits 
 

Tour at an “easy rock” Roped parties Climbing equipment 
Ropes 
Blindfold 

„Check“ 
 
„Increase of dosage“ 
 
Reflection is done later – 
Incentives are offered „on 
site”  

16:00 
 
60 
min. 

 Risk Linking risk and information „Risk fall“ Whole group Area with 3 facilities 
to jump off (approx. 
0.80 m / 1.30 m / 1.80 
m high) 

Not higher than 1.80 m! 
Choose a quiet place. 
Consider physical 
condition and gener-
specific aspect (individual 
limits) 

17:00 Return trip Going to a 
supermarket 

 Buying ingredients   Have time for dinner in 
mind 

18:00  Dinner      

18:00 Kitchen Preparing the 
barbecue or another 
special event 

„Preparing a shashlik“  
Culture of pleasure, participation 

Active participation Whole group or 
small groups 

Meat, sticks, coal, 
barbecue, etc.  

The participants should 
prepare for this topic at 
an early stage (1st day) 
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3rd day of training 
 
Time Place Topic Contents and targets Method Working 

method 
Material Tips 

8:00  Breakfast     Lunchpakete für mittags 

8:30 Departure       

9:00 
 
210 
min. 

Climbing area Warming up Stimulate individual and group energy  Group exercise in a circle, ritual Whole group  Presence of the individual 
participants is achieved – 
being awake for the 1st 
exercise!  
 

 Climbing area Start Putting on the harnesses 
 
Consolidate attained knowledge 

Knowledge of materials, 
equipment and handling, 
belaying techniques, tying 
knots, putting on a harness 
 

Everybody on his 
own, whole 
group 

 „Check“ and ritual  
„Protective link“ 

  Abseiling Experience limits Abseiling from an overhang 
(approx. 20 m high) 
 

Individually with 
belaying 

 Short reflection directly 
after the practical 
experience  
„Reframing“ as open 
questionnaire 

  Climbing / belaying Competence/sensitivity regarding the personal 
behaviour with regard to the necessary safety 
standards, building confidence, „increasing the 
dosage“ and experiencing limits 
 

„Difficult“ tour at a steep slope 
 
Abseiling following instructions 
(success-oriented) 
 

Roped parties  Reflection is done later – 
Incentives are offered „on 
site” 
Tour must be „difficult“, but 
manageable 

  Short reflection of 
the climbing unit 

Giving impulses for reflection,  
encourage discussion 

Reflection Whole group   

12:30 Climbing area Lunch      

13:00 
30 
min. 

 Readiness to take a 
risk 

Self-assessment regarding the individual 
readiness to take risks 
 

„Risk scale“ Individually / 
Whole group 

10 loops or cards Are there any differences 
between girls and boys? 
Which differences are 
gender-specific? 

13:30 
60 
min. 

 Risk perception Individual readiness to take a risk „Risk run“ Individually / 
Whole group 

Blindfold Increase of dosage if the 
exercise is repeated 

15:00 Departure       

  Party Participation 
Non-alcoholic cocktails 

Participants / group prepare/s 
the evening according to their 
ideas 

Whole group  The adolescents are the 
main actors. 
 

  Campfire      
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4th day of training 
 
Time Place Topic Contents and targets Method Working 

method 
Material Tips 

8:00  Breakfast      

8:30  Packing Checking out     

9:00 
 
60 
min. 

Seminar room „Reflection o the 
climbing unit“ 

Statement  (in the sense of a summary) 
 
Reflection 
 
Reflection und Recapitualation 

What did we done? 
What did I feel? 
What is the connection with 
regards to flush / addiction / 
risk? 
What do we overcome in both 
cases? 
 
Presentation of results, 
reflection 

Work in small 
groups 

Paper, pencils Climbing steps as 
increase of competence / 
increase of dosage 
Higher pleasure by 
stepwise approach 
 

10:00  Coffee break 
 

     

10:20 
 
40 
min. 

Seminar room Effects and risks of 
alcohol 
 

Improving knowledge of alcohol 
 
Improving the assessment skills regarding the 
risk potential of alcohol 
 

„Instruction leaflet alcohol“ 
Desired and undesired effects 
of alcohol as well as risks of 
continued consumption are 
discussed – based on own 
experiences and information 
from “hearsay“ 
 

Forming two 
smaller groups 
(one with male and 
the other with 
female 
participants), if 
possible 

Flip charts with 
prepared headlines 
 
Pencils 

Probably other drugs 
than alcohol play a role 
within the group – in that 
case this should also be 
referred to 

11:00 
 
60 
min. 

Seminar room Development of 
dependency 

Understanding the difference between 
„consumption as a natural stimulant“ and 
„consumption as an auxiliary means “ 
 
Being able to classify the individual 
consumption pattern 

„Definition of consumption 
patterns“ 
(individual aspects are 
allocated to the following 
groups: Pleasure, abuse, 
habituation, dependence) 
„Individual consumption 
pattern along a rope“ 
The adolescents position 
themselves at a certain point 
of the rope = their “hardest” 
consumption pattern 

Whole group Definitions cut into 
pieces 
 
 
rope 

Link to climbing 
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12:00 
 
30 min 

Seminar room Alternatives for 
consumption 

- Explaining the development of a 
dependency in easy words 

- Showing alternatives to consumption 

„Piano model“ 
Everything that makes you feel 
good (or makes you feel better 
again) is written into a picture 
of a piano keyboard 

Individual work, 
then group work 

Poster, flip chart Do girls and boys have 
similar or different ways 
to react? 

12:30 Youth hostel Lunch      

13:00 
 
60 
min. 

Seminar room Self-perception 
„self-reflection“ 
 
 
 
 
Evaluation 

Participants reflect their alcohol consumption 
and report about their oberservations 
regarding alcohol consumption of youths in 
their district 

Individual work on cards 
1. When do I consume alcohol 
and when not? 
2. When is it good? – Why? 
When is it bad? – Why? 
 
Presentation of the results of 
all participants 

Individually 
 
 
 
 
 
Individually, whole 
group 
 

Cards, pencils Classification 

14:00 
 
45 
min. 

Seminar room Legal aspects / 
regulations on the 
protection of minors / 
traffic 

Improvement of knowledge on aspects oft he 
regulations on the protection of minors and 
consumption of alcohol (and other drugs) in 
traffic 

„Statement cards“  
Adolescents draw a card blind 
and say if it is true or not 

Whole group Laminated cards 
 

 

15:00 
 
60 
min. 

Seminar room Evaluation Analysis and evaluation of the training, 
participation 
 

„Five-finger-method“ Whole group   

16:00 Outside Good-bye      
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7.1.1.2. Exercises for ro.pe-Training©  
 
Warm-ups 

Especially on the fourth day, warm-ups should be filled in between the single exercises, to care for 
relaxation and fun. In the following three examples:  
 
 

Exercise Cushion Race 

Objective action and fun 

Material two cushions or large soft balls or similar 

Duration approx. 5-10 min 

Procedure The group forms a circle. The course leader hands out two cushions to two 
participants sitting opposite each other. The group decides whether the cushions 
go clockwise or anticlockwise. Participants then pass the cushions to the one but 
next person in the circle as quickly as possible.  

The warm-up is completed as soon as one of the cushions overtakes the other one. 

 

 

Exercise Habit Salad 

Objective action and fun 

Material - 

Duration approx. 5-10 min 

Procedure Three participants are asked to name one habit each (e.g. nail-biting, watching TV, 
doing sports etc.). Each participant in the group is then assigned one of these 
habits. Next, the group assembles in a chair circle, with enough chairs for everyone 
to sit except for one who stands in the centre. The one standing in the centre calls 
out a habit, and everyone who “has” this habit has to get up and find a new seat 
(including the person in the centre). The person left without a seat becomes the 
next “announcer” and moves to the centre. Whenever “habit salad” is called, 
everyone has to get up and try to find a new seat. 

 

 

Exercise Vomiting Kangaroo 

Objective action and fun 

Material - 

Duration approx. 5-10 min 

Procedure One participant is given a term (toaster, bull, washing machine, vomiting 
kangaroo…). Together with the persons standing to their right and left, they now 
have to act this term within 2 seconds. Participants who do not react quickly 
enough have to take the position in the centre etc. 
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Exercises A to O 
 

Exercise A Licence to be curious 

Objective To get to know one another and develop a first sense of each other with respect 
to: 

 their motivation to participate in the course,  
 past experiences with alcohol (and other drugs if needed),  
 commonalities,  
 basic attitude to consumption. 

Material Masking tape 

Duration 5  min 

Procedure Before the group arrives, course leaders stick a long strip of masking tape to the 
floor. The field on the left side of the tape is marked YES, the one on the right NO. 
After a brief introduction, a series of questions are read out, which participants 
answer by standing in the respective field. If possible this is a quiet exercise – no 
discussion takes place at this stage. 

Examples I was born in (XXX) Luxemburg. 

I like going to school / work. 

I grew up with brothers and sisters.  

It is important to me to wear hip clothes.  

I’ve been in a fight before.  

I ran away from home.  

I’ve been called a coward.  

I’ve had a blackout because of too much alcohol drinking. 

I’ve been in love.  

I am in love.  

I’ve tried illegal drugs.  

I spend more than 2 hours a day watching TV/on the computer/playing games 

I often spend more money than I’ve got. 
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Exercise B Floating egg (based on risk `n` fun) 

Actors 8 – 16 participants, trainer 

 
 

Place / 

required space 

In- or outdoor; free space of min. 10 x 10 meters 

 

Material A metal ring with a circumference of 4 – 5 cm, linked to 8 – 16 cords of at least 3 
m length, one egg and a suitable “egg cup” (the ring should fit onto the egg cup 
so that it will drop down as soon as the egg is in the right position), one 
uncooked egg (plus another egg as reserve) or similar. 

Required time 15 – 30 minutes 

Implementation / 
characteristics 

The trainer puts the uncooked egg onto the ring which is held up in the air by 
means of the cords. The “egg cup” is placed approx. 5 meters away. The task of 
the group is to place the egg onto the egg cup so that the ring drops down from 
the egg cup and the cords can be put down onto the ground like a star. 

Preparation The trainer looks for a suitable place, provides the material and prepares the 
“apparatus”. 

Instructions The cords may only be held at their ends and must always be under tension. 
Every participant may only hold one end per hand. The distance between the 
individual participants should be about the same. 

Observation tasks None 

Moderation and 
interventions 

The moderation points out that the group is in the beginning phase and that all 
participants must now work together on an issue or pass a training. The exercise 
should end with a positive result, therefore several trials are possible. However, 
this does not mean that the rules are not observed. 

Evaluation The picture in the end can be used for the trainer’s closing words. 

The linkage of the individual participants symbolises working together on one 
issue. 

Target Opening of the training and making clear that all participants  “pull together”. 
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Exercise C City walking tour with a digital camera (based on risk `n` fun) 

Actors 8 – 18 participants, trainer 

Place / 

required space 

A town or village. 

A suitable seminar room for the evaluation. 

Material Several digital cameras, several PC’s (according to the number of groups), 
loaded batteries, beamer, screen 

Required time 3 – 4 hours 

Implementation / 
characteristics 

For the city walking tour with a digital camera the participants are divided into 
small groups. They go into the city and concentrate on influencing factors in 
their environment which manipulate us unknowingly. The focus is on “The 
relationship between consumption and addiction”. The participants register 
their own participation, feelings and affliction. 

Preparation The city should be on walking distance. 

Instructions The participants may take as many photographs as they like. However, the 
presentation consists of only 5 photos per person. 

Observation tasks None  

Moderation and 
interventions 

Describe the task clearly! 

It is possible to increase the number of photos if you expect that the 
presentation will be held without many words. 

The trainer moderates the process. The group reflects the contents widely on 
their own initiative. 

Evaluation The participants work on the collected information and prepare a presentation 
in order to present their results to the plenum.  

By means of the results their feelings and experiences are reflected regarding 
their perception competences. 

Target Improving the perception competence, especially with regards to the topic of 
addiction. 
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Exercise D Knowledge of materials 

Actors Certified climbing trainer 

max. 10 participants  

Place / 

required space 

Area of a reasonable size in a climbing garden  

Material Harnesses, helmets, HMS-carabiners, figure 8 descenders, ropes 

Required time Approx. 2 hours 

Implementation / 
characteristics 

All climbing materials are put on a blanket. The participants tell what they think 
the materials are used for. The trainer explains the different materials and 
briefly demonstrates their handling. 

First the participants are taught how to put on the harness and helmet. A 
partner check is done for mutual control. 

After this the following steps are taught: 

- tie in with descender 

- clip the rope into the descender 

- Italian hitch (= special knot). 

Various exercises on the ground with rope and carabiner help to develop a 
feeling for the rope and the stability of the knots. 

Preparation Before the training the important elements of the climbing unit are discussed 
with the certified trainer. He / she should be familiar with the basic principles of 
risk optimisation and rope-training. 

Instructions Every participant receives: 

- 1 helmet, 

- 1 harness, 

- 1 descender 

- 2 HMS-carabiners. 

Everyone is responsible for his / her material and must treat it carefully. 

Observation tasks Have the participants learned the individual knots and how to put on the 
climbing equipment? 

How do the participants behave during the handling of the protection 
equipment? 

Moderation and 
interventions 

The certified climbing trainer moderates the exercise and makes sure that safety 
rules are observed and taught to the participants as far as needed. 

For reasons of risk optimisation and the reflection of risky situations the 
climbing sport should be presented as a risk sport. 

Evaluation Evaluation is done during the reflection of the different climbing units. 

Target - Gaining knowledge of the climbing equipment and how to handle it 

- Learning to do the different kinds of knots 

- Being able to put on a harness on one’s own 

- Gaining confidence in the material 

- Creating a common basic knowledge 

 

 Learning assessment skills 
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Exercise E Protective link as ritual   

Actors 8 – 16 participants, trainer 

 

 
Place / 

required space 

Approx. 10 x 10 meters in a climbing park 

 

Material None 

Required time 10 – 15 minutes 

Implementation / 
characteristics 

Participants and trainer hold each other’s hands as a “protective link” (see 
picture), they look into the other’s eyes trustfully and nod to each other. 

The protective link should be done by every participant after every partner 
check. 

Preparation None 

Instructions Every participant should give and receive confidence to and from the other 
group participants for the climbing exercises. 

The exercise should be done slowly and without words. 

Observation tasks The moderator should make sure that the participants perform the exercise in a 
serious way. 

Moderation and 
interventions 

The moderation puts emphasis on the importance of mutual trust regarding to a 
risk situation that all participants experience. 

Because of the unusual physical contact some adolescents may find the exercise 
funny or ridiculous as a compensation for their feelings of shame. 

In such cases the moderator should intervene in a calm way and make clear that 
the approach is serious. 

Evaluation Evaluation may be effected during the reflection of the climbing unit. 

Target - Stimulating group energy 
- Building up confidence  

- Strengthening the group 
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Exercise F1 Abseilen / belaying  

Actors Certified climbing trainer 
max. 10 participants 

Place / 
required space 

Climbing park with well-secured routes, preferably a platform. 
There should be several routes next to each other so that the group can stay 
together. 

Material Climbing equipment (in good order) 

Required time 1.5 days 

Implementation / 
characteristics 

The participants abseil with the figure 8 descender and belay at the rope end. 
They pass several levels of difficulty: 

1. Abseiling from a platform 
2. Abseiling from a steep face 
3. Abseiling from an overhanging rock 

Preparation Prior to the training the trainer looks for a suitable area with well-secured 
routes and mountain sides. The trainer makes sure that the quickdraws are in 
good condition and clips in the ropes for abseiling. 
An extra abseiling system offers additional safety and is recommended in case 
of insecure participants.  

Instructions The participants try the different difficulty levels step by step. It is advisible to 
repeat the exercises several times, especially abseiling from a platfrom → 
increase in dosage. 

Observation tasks If the participants do the abseiling exercise from the platform a second or third 
time they may become big-headed or careless. Unless safety is threatened the 
trainer should tolerate this misbehaviour and discusses it a later time. 
Misbehaviour is a „fertile moment“ in the ro.pe-Training© and it should be used 
as a transition to the topic of addiction in the reflection phase.  

Moderation and 
interventions 

- Moderation should be unobstrusive in order to allow a free decision for 
or against this exercise. The belaying person must be aware of the 
special situation of the climbing person; trainers should intervene in 
case of dangerous situations or if confidence is being offended.  

- The trainers must make sure that the group stays together in the 
mostly wide area (e.g. by delegation of tasks) 

Evaluation The trainers stimulate the participants to reflect the experiences (fertile 
moments), evaluation is done during the reflection of the climbing unit. 

Target In principle the target of the abseiling/climbing exercise is to create a pool of 
experience which the particpants can use in the course of the training. 
It is an important target of the exercises that the participants experience the 
model of risk optimisation with ist three pillars. 
 
Further targets are: 

- Gaining competence 
- Developing sensitiveness for one’s own behaviour regarding safety 

standards 
- Creating trust 
- Experiencing boundaries 
- Experiencing increase of dosage 
- Experiencing risky moments  
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Exercise F2 Climbing / belaying   

Actors Certified climbing trainer 

max. 10 participants 

Place / 

required space 

Climbing park with well-secured routes, preferably a platform. 

There should be several routes next to each other so that the group can stay 
together. 

Material Climbing equipment (in good order) 

Required time 1.5 days 

Implementation / 
characteristics 

Secured in „the top rope“ the participants climb in different difficulty levels: 

1. At a platform 

2. Easy route with platform and steep face 

3. More difficult route at a steep face 

4. If desired, a more difficult route for “struggling” 

Preparation Prior to the exercise the trainer looks for a suitable area with well-secured 
routes. 

Instructions Especially during the first trials belaying and climbing participants are in 
continuous communication. Confidence to the belaying person is very 
important in the beginning and must be strengthened by continuous 
communication. 

Observation tasks The trainer observes to which extent the handling of safety devices works. At 
the same time he / she is sensitive regarding the „fertile moments“ (see 
exercise abseiling). 

Moderation and 
interventions 

- Moderation should be unobtrusive in order to allow a free decision for 
or against this exercise. The belaying person must be aware of the 
special situation of the climbing person; trainers should intervene in 
case of dangerous situations or if confidence is being offended.  

- The trainers must make sure that the group stays together in the 
mostly wide area (e.g. by delegation of tasks) 

Evaluation The trainers stimulate the participants to reflect the experiences (fertile 
moments), evaluation is done during the reflection of the climbing unit. 

Target In principle the target of the abseiling/climbing exercise is to create a pool of 
experience which the particpants can use in the course of the training. 

It is an important target of the exercises that the participants experience the 
model of risk optimisation with ist three pillars. 

 

Further targets are: 

- Gaining competence 

- Developing sensitiveness for one’s own behaviour regarding safety 
standards 

- Creating trust 

- Experiencing boundaries 

- Experiencing increase of dosage 

- Experiencing risky moments 
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Exercise F3 Blind climbing (based on risk `n` fun) 

Actors Certified climbing trainer 

max. 10 participants 

Place / 

required space 

Climbing park with well-secured routes, preferably a platform. 

There should be several routes next to each other so that the group can stay 
together. 

Material Climbing equipment (in good order), 2 blindfolds 

Required time 60 – 90 minutes 

Implementation / 
characteristics 

Secured in the „top rope“ the participants climbing climb on routes of various 
difficulty levels. 

Preparation Prior to the exercise the trainer looks for a suitable area with well-secured 
routes. 

Instructions First the belaying persons announce their actions (grips and footsteps). Further 
trials are done without communication so that the climbing person is able to 
focus on his / her self-perception. 

Same as for all exercises the principle of voluntariness. 

Observation tasks The belaying persons observe the body language of the climbing person. 

Moderation and 
interventions 

Moderation should be unobtrusive in order to allow a free decision for or 
against this exercise. The belaying person must be aware of the special situation 
of the climbing person; trainers should intervene in case of dangerous situations 
or if confidence is being offended.  

Evaluation The trainers stimulate the participants to reflect the experiences, evaluation is 
done during the reflection of the climbing unit. 

Target Intensified body perception by the lack of visual information. 

Development of the awareness of the relationship between situation 
assessment and fear and visual information respectively.  

Making clear factors for fear and the function of fear  
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Exercise G Risk fall (based on risk `n` fun) 

Actors 9 – 16 participants, trainer 

 

Place / 

required space 

Outdoor, area (as even as possible) with three facilities in different heights 

 

Material Three facilities to jump off (approx. 0,80 m, 1.20 m and 1.60 m high) 

Required time 45 – 60 minutes 

Implementation / 
characteristics 

The exercise starts at a height of 0.80 m: 

One person is standing on top of a platform (rock, stump or similar) with his 
back towards the “catchers” (at least 8 catchers/according to the weight-
strength-ratio). The catchers are positioned in two rows and are standing 
opposite to one another, shoulder to shoulder. The distance between the rows 
is approx. 60 – 80 cm. The catchers hold their arms in a zip-like pattern (see 
above sketch). They are standing in a stable position, i. e. knees slightly bent, 
their body showing towards the falling person. The falling person crosses his 
arms in front of this breast or puts his hands into his trouser pockets so that the 
catchers are protected against possible strikes. Now the person on the platform 
lets himself fall into the arms of the catchers. 

After that the exercise is continued from the medium-sized platform (1.20 m) 
and finally from the highest platform (1.60 m) – on a voluntary base, of course. 
It takes some courage to stop an attempt and admit that you reached your own 
boundaries. 

Preparation The trainers must look for a suitable field in advance. 

Instructions All participants may have a try – as long as there is enough time and 
concentration. For the subsequent evaluation it would be good if all participants 
had the opportunity to do the exercise. 

Observation tasks None 

Moderation and 
interventions 

Normally the course of action should be determined in advance and the actors 
(falling person and catchers) should agree upon rules (for safety reasons). A 
“ritualised” way is agreed upon if someone decides not to jump. 

The exercise in the frame of the ro.pe-Training©, however, is meant to find out 
who asks the catchers for which information. Therefore a ritualised course is 
done without. 

Nevertheless the trainer must intervene if safety is not guaranteed any longer. 

Evaluation Evaluation of this exercise can be done at several levels: 

1. How did you experience the exercise? 
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2. Discuss about the different steps – 1, 2, 3 / Were there any differences? 
Would you have managed to do the 3rd step in the beginning? 

3. Communication during the positioning of the participants / What about 
the physical contact? 

On the one hand the self-assessment can be opposed to the number of “jumps” 
and the perceived feelings on a risk scale. 

On the other hand the exercise shows quite clearly that the need for 
information is closely linked to the need for safety. 

 

Raising the step height will lead to an increasing need for consultation for the 
part of the falling person, although it is quite clear that the catchers will hold 
him / her in all three cases. This is already obvious because otherwise the 
trainers would intervene. 

 

An analogy can be drawn with the dosage: 

- A risk seems to be subjectively low (low step height = low dosage = few 
reflection) and it is quite easy to take the risk 

- A risk seems to be subjectively higher (higher step height = higher 
dosage = more reflection) and the risk will only be taken if information 
is sufficient or if you have overcome the first two heights 

Target Raising awareness of the close relation between risk and information: 

- between the readiness to assume a risk and the assessment of 
information 

- between risk level and need for information 

between risk possibility and information level 
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Exercise H Risk scale (based on risk `n` fun) 

Actors 8 – 16 participants, trainer 

 

Place / 

required space 

In- or outdoor, approx. 5 x 15 meters 

Material 10 rings or 10 signs from 1 till 10 

Required time 30 – 40 minutes 

Implementation / 
characteristics 

10 signs lying on the ground form the “risk scale”. The signs symbolise the risk 
levels 1 till 10. 1 stands for a “very low” and 10 for a “very high” willingness to 
take a risk. Task: Everybody must class on this scale and find a suitable place. 
Further he / she must explain his choice by stories, etc. 

Preparation The signs are put on the ground. The distance between all signs is about the 
same. 

Instructions The participants are asked to include also other experiences (next to the 
climbing exercise) into their reflections. 

Observation tasks None  

Moderation and 
interventions 

It is important not to value the individual risk levels when moderating the 
activity so that the participants will not be manipulated in their choice. 

As a supporting measure questions regarding the self-assessment may be posed 
by the group or trainer, however, they should remain uncommented. 

If the group does not pose any questions, the trainer should do this. 

Evaluation The explanation for the self-assessment makes the transition to the risk run. 

Target Reflection of the own willingness to take a risk and direct introduction exercise 
for the risk run. 
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Exercise I Risk run (based on risk `n` fun) 

Actors Runner, trainer, 8 – 10 assistents 

 

Place / 

required space 

Outdoor, a meadow of approx. 10 x 30 meters, as flat as possible 

Material Blindfold 

Required time 40 – 50 minutes 

Implementation / 
characteristics 

The runner stands at one end of the meadow and the other participants form an 
“honour guard” of approx. 10 m width. They are the assistants who will put the 
runner back on the track (if he / she leaves the course). The catcher stands at 
some distance approx. at the middle of the track and is waiting for the runner to 
arrive.  

The runner checks the situation exactly and goes through the individual steps of 
risk optimisation. After he has decided how fast he / she will run he / she puts 
the blindfold on and runs towards the catcher. 

The catcher moves backwards. He / she leaves his original position and 
increases the distance towards the runner. At the end of the distance the 
catcher catches the runner with one hand on the waist and the other hand on 
the back to absorb the shock. 

Preparation Look for a flat track. 

Instructions The assistents should stand at the edge of the field and be attentive. They 
should hold their arms stretched to avoid that the runner leaves the track. 

 

The runner should go through the steps of risk optimisation: 

1. Perception of the situation 

2. Assessment of the situation 

3. Decision how fast I will run 

 

and consequently run as fast as he has decided before. 

Observation tasks How do the runners behave during the run? 

Moderation and 
interventions 

 

 

It is important that the participants have confidence in the catcher and in the 
group. Should there be someone who does not dare to do the risk run this is 
accepted (as with any other exercise before). 

Who likes to repeat the run may do so (if there is sufficient time). 
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Evaluation This exercise also has serveral evaluation levels. 

After the first run: 

- Was the planned speed identical with the actual speed? 

- What did you feel when the catcher moved backwards? 

After the second run: 

- What was different from the first run? 

- Could you take a higher risk? 

- The term „increase in dosage“ 

Target Individual check of one’s self-assessment concerning the readiness to assume a 
risk. 

Test of the individual readiness to take a risk. 

Link between the readiness to assume a risk and information. 

Experience loss of control. 
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Exercise J Reflection of the climbing unit 

Actors Work in small groups (min. 2, max. 3 persons) 

Place / 

required space 

Seminar room 

 

Material Paper, pencils, paper for flip chart 

Required time 50 – 60 minutes 

Implementation / 
characteristics 

The participants form small groups and reflect the elements of the climbing unit 
in a calm atmosphere. 

The results are written on a cardboard or flip chart and illustrated. 

Preparation None 

Instructions The target of this exercise is to reflect  one‘s experiences during the climbing 
unit and think of possible relations. Reflection may be easier using the following 
questions: 

- What did we do? 

- What did I feel? 

- Where is the relation with flush-addiction-risk? 

- What do we overcome in doing so? 

Observation tasks None 

Moderation and 
interventions 

Describe the task clearly and let the participants present their result afterwards. 

If a presentation is too short or incomprehensible, the moderator should 
encourage the participants to discuss their experiences by putting questions. 

Evaluation If the group is open for it the following aspects may be discussed in the meeting:  

- Climbing steps as increase of competence → increase of dosage 

- Higher pleasure by approaching a target in steps. 

The results should be displayed in the seminar room so that they can be used in 
the further course of the training.  

Target - Documentation of results 

- Develop a link to addiction and risky consumption and make it clear 

- Laying the cornerstone following theoretical and practical exercises. 
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Exercise K “Package slip”: Knowledge on the effects and risks of alcohol 

Objective  To learn more about the effects and risks of alcohol 
 To learn to weigh up between the positive and negative aspects of alcohol 

Material Brown wrapping paper or flip chart, pens 

Duration 35 min 

Procedure Three pages on a flipchart are prepared with the headings “desired effects”, 
“undesired effects” and “risks of continuous consumption”.  

 

A course leader or participant then writes down catchwords that are called out. 
Participants are asked to shout out anything they have ever read or heard about 
the substance or know from their own experience.  

 

Sometimes there will be discussion on whether effects are desired or undesired (e. 
g. “getting tired”). Course leaders may need to probe a bit for catchwords (e.g. 
“what happens when you crash”), and add or correct information.  

 

If participants have difficulties calling out catchwords, course leaders can ask 
targeted questions, e.g. what effect does alcohol have on the body, emotions, 
interpersonal relations or perception? 

Suggestions 
for reflection 

 Any thoughts now you see the desired effects and risks of alcohol at a glance? 
 Which aspects – on the positive as well as on the negative side – carry the 

greatest weight? 
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Exercise L1 Drugs for pleasure and as aids/props:  

         Definition of pleasure, abuse, habituation and addiction 

Objective to learn to distinguish various forms of drug use (pleasure, abuse, habituation, 
addiction) and functions of psychotropic substances (and their use for pleasure and 
as a prop) 

Material  4 DIN A 4 sheets labelled pleasure, abuse, habituation, addiction 
 Some key words, cut and jumbled, that describe different forms of 

consumption (see below) 

Duration 45 min 

Procedure Begin by asking participants to imagine the difference between different types of 
drug use.  

 

 Drug use (or particular forms of behaviour) for pleasure:  

Drug use on special occasions, to reinforce positive feelings. There are alternatives 
for making yourself feel good.  

 

 Drug use (or particular forms of behaviour) as a prop/aid:  

Taking drugs in order to cope with unpleasant emotions (stress, boredom, fear, 
anger etc.). The longer this is done the more the drug becomes a crutch and the 
less you rely on yourself. 

 

Assumption: the more negative consequences of drug use are tolerated (financial 
problems, problems at school and with parents, difficulties concentrating, etc.) the 
greater the emotional stress experienced.  

 

The following serves to further differentiate between different forms of drug use. 
The headings “pleasure”, “abuse”, “habituation” and “addiction” are put on the 
floor together with a range of cut-up jumbled-up key words that define these 
forms. Participants are asked to place the key words under the respective 
headings. 

Suggestions 
for reflection 

This exercise is meant to demonstrate that it is easy to slip from one pattern of 
drug use into another. Drug use can occur in phases and often cannot be assigned 
to a clear-cut pattern.  
 
Focus is on the following:  
 whether drugs are used on account of positive or negative emotions,  
 how much is being consumed and how often, and  
 whether any alternatives exist to making oneself feel good.  
 
In order to keep things practical, participants should be asked to give examples for 
each pattern – real or imagined – to show when somebody has used drugs for 
pleasure, out of habit, abused drugs or out of addiction. For example “Mr Jones 
drinks two bottles of beer every night. He goes to the supermarket without fail 
even in the foulest of weathers”, or “Alex failed his finals. Normally he talks to his 
girlfriend when he has a problem. Tonight  
he can’t be bothered and just wants to get drunk.”   
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Depending on the level of trust within the group course leaders can also address 
participants directly and ask where they would see themselves, whether they are 
happy there or whether they would rather be in another pattern. As an alternative 
to this step, you can use the following exercise (consumption patterns along a 
rope”). 

Comment this exercise is effective in principle, but unsuitable for youths with poor 
education. Definitions will either have to be re-phrased in simpler language or 
another exercise chosen. 

 
 
(copy key words in your language onto coloured paper and laminate before cutting up) 

 
 
 

Addiction: 
 
 

• Drugs are taken to avoid unpleasant feelings or to create  
 a state of “normality” 
 
• The person has no other ways to relax or enjoy themselves 
 
• Despite negative consequences (e.g. girlfriend leaves), the person does 
 not cut back or quit.   
 
• Usually development of high levels of tolerance and increase 
 in dosage. 
 
• With some substances, physical dependency develops 
 
 
 
 

Habituation: 
 
 

• Drug use is very regular, but the person does not neglect their duties 
 (e.g. school) 
 
• The person has few other ways to relax or enjoy themselves  
 
• Mostly development of tolerance  
 



 
  p a g e  |  27  

 

Abuse / Avoidance: 
 
 
 

• Drugs are taken to reduce negative feelings (e.g. irritability, tension, 
 boredom) – but this is the exception rather than the rule.  
 
• When tolerated dose is exceeded (e.g. getting a hangover after drinking 
 alcohol)  
 
• The person has some other ways to relax or enjoy themselves 
 
 
 
 

Pleasure/ recreational / enjoyment: 
 

 
• Drugs are taken on special occasions  
 
• Drugs are taken to enhance positive feelings; before taking drugs the 
 person feels good and has no worries.  
 
• Dosage is limited 
 
• The person has other ways to relax or enjoy themselves 
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Exercise L2 Consumption patterns along a rope 

Objective  To show a range of consumption patterns on a scale  
 To enhance expectations of self-efficacy as an element of salutogenesis 

Material  A long rope  
 11 moderation cards labelled 0 to 10 

Duration 30 min 

Procedure A curved rope on the floor is used as a scale. Moderation cards are put on the 
floor, with 0 representing abstinence and 10 addiction. Abuse and habituation are 
somewhere in between.  

Participants are asked to position themselves on the scale at the point that reflects 
their highest ‘score’ in life so far.    

Suggestions 
for reflection 

At the end of the exercise course leaders can ask:  
 
 Why did you put yourself at this particular point of the scale? 
 What personal experience do you associate with this value?  
 Where on the scale do you see yourself today?  
 How would you know that you are moving up the scale?  

 
It seems particularly important to get youngsters to talk about real experiences 
related to abstinence, abuse, habituation and addiction. 
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Exercise M „Keyboard model“ 

Objective  To learn how addiction develops using a simple model    
 To collate many different ways of obtaining pleasure and highlight alternatives 

to drug use 

Material  Photocopies of keyboard model (see below) 
 Brown wrapping paper with a piano keyboard painted on it 

Duration 30 min 

Procedure The analogy of a piano keyboard is a simple way of explaining how addiction can 
develop.  

The keys represent the individual resources a person can access in situations of 
conflict or crisis. Taking drugs or excessive forms of behaviour represents one of 
these keys.  

 

The greater the number of available keys (= resources), the more ‘melodious’ life 
is.  

It is possible to resort to drugs on occasion, but there is no need to rely on them 
because there are plenty of alternative keys to produce a melody. The more keys 
are missing around the “substance” or “excessive behaviour” key (= the fewer 
alternative resources), the greater the risk of becoming addicted.   

 

Once this explanation has been given, each participant receives a photocopy of a 
blank keyboard and is asked to label their keys.  

 

 What do they do for kicks when in ‘normal mode’?  
 What do they really like doing/enjoy?  
 What do they do when they feel bad?  

 

When they are done they come together and draw a huge keyboard onto the 
brown wrapping paper. This also serves as a source of ideas on how to obtain 
pleasure and alternatives to drug taking. Drinking (alcohol) and drug use can of 
course be one of the keys. Participants take it in turns to write their resources on 
the keys (or mark the keys with a symbol), taking care to avoid duplication. 

Suggestions 
for reflection 

At the end of the exercise course leaders can ask:  
 Which keys or activities have a calming or stimulating effect?   
 How “reliable” are your personal keys in letting you deal with emotions? 
 Which keys are more about consumption (e.g. watching TV), and which are 

more about production (e.g. making music, painting)? 
 Are there any keys you would like to test for yourself? 
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Keyboard model 
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Exercise N Statement cards on legal aspects 

Objective To gain factual knowledge and confidence with respect to the legal aspects 
surrounding drugs (those aspects that are important to youths). 

Material Statement cards (see below). Copying the statements onto coloured card and 
laminating them is useful if the cards are to be used several times.   

Duration 30 min 

Procedure Participants sit in a circle with the cards face down in the centre. Two participants 
draw  

a card and discuss whether the statement on the card is true or not. Cards are read 
out  

one after another, with two people giving their opinion on true or false each time. 
Other participants or the course leaders can add information and correct any 
mistakes. Once  

all the cards have been read out participants can ask their own questions regarding 
the law.   

 

 The statements and solutions in the Appendix merely serve as suggestions and 
will need to be adapted to each country context.  

 Cards should be selected to suit specific groups, taking into account the age of 
participants and patterns of drug use. See examples below. 

Suggestions 
for reflection 

 Did you learn anything new?  
 Any unanswered questions?  
 Which statement(s) should be remembered? 

 
 
 
Statement cards on legal aspects of drug use 
 

 Solutions and master copy 
 
 
Note: 
The following statements and solutions are specific to the German context. They  
are only suggestions and will need to be adapted to each country context.  
A selection should be put together according to the specific group and the age and drug use 
patterns of the participants. 
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Solutions 
 
You must be 16 to buy beer and alcopops 
True for beer (and sparkling wine/wine). Alcopops, however, contain hard liqueur such as vodka or 
brandy and must not be sold to anyone under 18.   
 
 
Aged 16 you can go to a disco unaccompanied 
Yes, but only up to midnight. You also need to be accompanied by a “guardian” appointed  by your 
parents (these can be relatives or friends over 18 – often, written confirmation/consent by the 
parents is required, in particular if the guardian is also a young person) 
 
 
Buying or owning three grams of cannabis is legal  
Wrong. Possession and purchase of cannabis are always illegal, irrespective of the amount. If you are 
caught the police are obliged to report this. Under § 31 of the German Narcotics Act the prosecutor 
can (!) drop proceedings if certain conditions apply:  

 with respect to the amount, the legal limit was not exceeded (what constitutes the legal limit 
depends on the Federal state; in North Rhine Westphalia the legal limit is 6g of cannabis)  

 you have never come to notice on account of illegal drugs before (in some towns and Federal 
states you have not come to notice too often)  

 Cannabis was intended for personal use and no third parties were affected (i.e. illegal drugs 
were not passed on to others, sold or used in public places such as school yards)  

In some Federal states this paragraph does not apply to minors.  
 
 
From the age of twelve, one has a legal right to pocket money  
No. It is recommended that children and youths be given adequate pocket money so that they learn 
how to use money, but there is no legal right to pocket money.  
 
 
If a fourteen-year-old is out with friends all of the same age, they have to be home by 21.30.  
There is no legal curfew for children and youths. When to be back home is something that children 
and parents need to agree on individually (or that is set by parents).  
 
 
Those who slap their children hard commit an offence 
Yes. §1631 of the German Civil Code states that children have a right to non-violent upbringing. 
Physical punishment, mental cruelty or other humiliating treatment is unlawful.  The German Penal 
Code implements this through § 225 StGB (Maltreatment of children/charges).  
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Anyone getting caught with cannabis e.g. at the station may lose their driving licence 
Yes, although different Departments of Motor Vehicles have different rules for substances depending 
on the permissible limits in the blood. In North Rhine Westphalia, for example, the police pass on 
information to the Department of Motor Vehicles, which then orders a drug screen. If there is 
evidence of regular drug use (exceeding 75 ng/ml THC-COOH), you will be classed as unfit to drive 
and immediately lose your licence. To regain your licence, you have to pass a medical and 
psychological test with unannounced drug screens taking place over a period of six to twelve months. 
In terms of illegal drugs, only cannabis has an admissible limit. In all other cases you will lose your 
licence immediately, even when your being noticed has nothing to do with being on the road.  
 
 
During a police interview it is better to remain silent than to lie 
Yes. It will not be to your disadvantage if you stay silent and just give your personal details. Lying, 
however, or getting caught in contradictions and/or revising previous statements will reduce your 
credibility.  
 
 
If you’re not dealing in genuine drugs but passing off e. g. harmless milk powder as amphetamines, 
you are not committing an offence  
Wrong. According to § 29 Sect. 6 German Narcotics Law (BtmG) no substance may be passed off as 
an illegal drug.  
 
 
Taking a bicycle when drunk rather than driving prevents you from losing your licence.  
No. If you’re caught on your bike with a blood alcohol level of 1.6 or over, you will lose your licence 
all the same.  
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Statement cards on legal aspects 
 

 

You must be 16 to buy beer or alcopops 

 

Aged 16 you can go to a disco unaccompanied 

 

 

Buying or owning three grams of cannabis is legal. 

 

 

From the age of twelve, one has a legal right to pocket 

money. 

 

 

If a fourteen-year-old is out with people all of the same age, 

they have to be home by 21.30.  
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Those who slap their children hard commit an offence. 

 

 

Anyone getting caught with cannabis e.g. at the station may 

lose their driving licence.   

 

 

During a police interview it is better to remain silent than to 

lie. 

 

 

If you’re not dealing in genuine drugs but passing off e. g. 

harmless milk powder as amphetamines, you are not 

committing an offence.  

  

 

Taking a bicycle when drunk rather than driving prevents 

you from losing your licence. 
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Exercise O Five-finger-method (based on risk `n` fun) 

Actors 8 – 16 participants, trainer 

 

Place / 

required space 

Seminar room 

Material Flipchart, pencils 

Required time 20 – 40 minutes 

Implementation / 
characteristics 

The adolescents are asked to comment on the following five questions: 

 

- Thumb – What was good? 
- Forefinger – Where do we go? 
- Middle finger – What was shit? 
- Ring finger – Which ties were established? 
- Little finger – What was neglected? 

 

This method is well accepted, uncomplicated, but quite effective. 

Preparation Draw an oversized hand and the questions on a flipchart. 

Instructions A constructive feedback is necessary in order to develop the trainings. 

Observation tasks None 

Moderation and 
interventions 

The tainer takes notes on the flipchart.  

Evaluation Summary and  conclusions by the trainer. 

Target Reflection of the training 

Create a general opinion by the whole group 

Gauge for the design of further trainings  

 

What was bad? 

 

Where do we go? 

 

   

What was neglected? Which ties were established? 

What was good? 

 



Schedule of external evaluation TAKE CARE
month who Okt 10 Nov 10 Dez 10 Jan 11 Feb 11 Mrz 11 Apr 11 Mai 11 Jun 11 Jul 11 Aug 11

Whole project Workshop I 
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trainers"
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parents

Key persons
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milestones evaluation
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Countries: translating pilot 

version of questionnaires; 

then printing and sending 
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Feedbacks of pilot 

versions of 

questionnaires
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definite 

versions of 

question-
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parents
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retailer employees
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Checking and 

discussing drafts of 

questionnaires
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Final conference in 
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first phone interview: 
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interventions; access 

towards target groups; 

perceived impact of 

project

presenting data 
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writing report writing report; 
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7.1.2. Homeparty 

 
Prior to the presentation of practical proposals for exercises how to communicate contents and 
targets of a Homeparty, the course of a Homeparty in the project SeM will be presented: 
 
 

7.1.2.1. Example of a Homeparty from the project SeM 
 
The Homeparty described below takes place at the home of a family consisting of the parents and 
two children. The daughter is 2, the son 15 years old. The family lives in a three-room apartment in a 
multi-storey building.  
In the living room of the family’s home there is a sofa plus additional chairs for the invited guests. 
Sweets and cookies are being served.  
The host and the prevention expert welcome the guests. There is no round of introductions, so the 
participants can be sure that the Homeparty is anonymous and the prevention expert can assume 
that the attendees will take an active part in the discussions and bring in their own experiences 
regarding certain topics. After that the method of the Homeparty is briefly presented and the 
participants are invited to a cooperation in partnership.  
 
As a next step the targets of the Homeparty are presented (see 5.2.). 
The prevention expert distributes a quiz (see adapted version in chapter 7.2.) concerning substances, 
their risks and social regulations concerning the handling of substances. This quiz consists of 
questions regarding the topics smoking, alcohol, cannabis, gambling, education and questions about 
their opinion concerning the handling of these topics. The prevention expert collects the forms which 
were completed anonymously and discusses the correctness of the answers together with the 
attendees.  
 
This activity presents paves the way for further discussion and the prevention expert continues with 
the next program item. He/she asks the participants which topic they would like to discuss first. 
There is no clear answer.  
 
He/she suggests to give information on different substances and their effects and risks. In this 
information unit the prevention expert reports on substances and illustrates the facts by means of 
pictures from the brochure „Drugs. Not me! Information on drug use and consequences“ (it is 
advised to use brochures with pictures of the different substances). The prevention expert does not 
give a lecture, but involves the participants in a common discussion: The participants give their input, 
in some cases they also report about own experiences with cannabis they experienced (in the 1970‘s 
and 1980’s). Jokes and humour of the participants make the atmosphere relaxed.  
 
An open discussion about drugs consumption today and the risks for children and adolescents starts. 
Since some of the participants are friends an exchange of education questions develops. The 
prevention expert supports the discussion by explaining the characteristic features and challenges of 
adolescence of adolescence their child has to deal with: 
 

 Detachment from their parents 
 Turning towards peer groups 
 Building up a relation with an erotical and a sexual component 
 Building up a system of own values and orientation 
 Development of a carreer(at school and/or in a profession) 
 Development of individual consumption patterns 
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At this stage of the Homeparty the parents are usually ready for an open discussion and a lively 
exchange of ideas. The comprehensible desire of adolescents to make own risk experiences is also 
discussed. 
 
Now discussion turns to pleasure and abuse of legal drugs. Questions arise like:  „How can I talk to 
my child about substances so that he/she does distance himself/herself? “ or „What can I do so that 
my son accepts support?“ 
 
The participants are also informed about the development of dependency. They report about 
observations in their own social environment and pose questions regarding possible interventions: 
„How do I see that my child consumed drugs? “ – „What is psychotherapy and how does it work? “ – 
„What does treatment in case of dependency look like? “ – „What is detoxification and 
dehabituation? “ – „Which hospitals offer these kinds of treatment? “ – „What can I do when I notice 
that someone of my family is addicted?“ 
 
At this stage the prevention expert gives information about the local support system and distributes 
flyers and brochures. He/she also answers questions from the parents like „Where is the counselling 
service situated? “ – „Who conducts the counselling interview? “ – „How is counselling done? “.  
 
Finally the prevention expert distributes the questionnaires for the evaluation of the course and asks 
the parents to complete them. He/she makes sure that all participants fill in a form (couples often 
think that they can fill in a questionnaire together) and that the questions are answered without 
consulting other participants.  
 
The prevention expert hands a small gift as well as a compensation for drinks and snacks to the host. 
Then a host for the next Homeparty is looked for. The prevention expert distributes flyers for this 
purpose. 

 
7.1.2.2. Exercises for the Homeparty 
 
The contents of the Homeparty focus on the interest of the participating parents. Nevertheless the 
prevention experts should have in mind that the contents and targets as listed in chapter 5.2. are at 
least touched on. This refers to the following aspects: 
  

 Reflection of the cultural and social mechanisms which alcohol abuse can have; 
 Raising the awareness of their own role (model function and „regulative factor“); 
 Knowledge of the legislation regarding the protection of minors;  
 Optimisation of the knowledge oft he effects and risks of alcohol; 
 Dealing with the topic of „setting boundaries“ regarding their child’s alcohol consumption;  
 Improvement of the competence to lead a constructive discussion about alcohol 

consumption with their child. 
 
In the following proposals for exercises are described which help to communicate the contents in an 
interactive way. An example of a „typical“ Homeparty was briefly described before. 
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A. Drugs quiz 

1) Questions 
 
This quiz does not only comprise knowledge questions but also questions regarding one’s own 
behaviour. Per topic and according to the relevance for the target group ten questions can be chosen 
per Homeparty. The questionnaires are completed and discussed together:  
 
Tobacco 
 
1. Smoking increases the risk of dying earlier.      YES/NO 

 
2. Cigarettes, tobacco and cigars have a calmative effect.    YES/NO 

 
3. If you start smoking cigarettes, you will automatically start smoking hash.  YES/NO  

 
4. The younger you are when you start smoking, the more difficult it is to stop. YES/NO 

 
 

Alcohol 
 
5. Alcohol is a drug.         YES/NO 

 
6. There are more people dependent on alcohol than on illegal drugs.   YES/NO 

 
7. You are only allowed to buy beer and alcopops at the age of 16.   YES/NO 

 
8. If children grow up with one parent dependent on alcohol, they are far  YES/NO 

more likely to get problems with alcohol than the average. 
 

9. When you are drunken, taking your bike instead of your car protects you    YES/NO 
from losing your driver’s license.  
 

10. High-proof alcoholic beverages are not healthy for anybody.   YES/NO 
It does not matter whether an adult or adolescent consumes these 
beverages. 
 

11. It is condidered as inoffensive, if adults do not drink more than two   YES/NO 
glases of wine (0.4 l) per day. 
 
 

 
Hash/weed (cannabis) 
 
12. The effect of hash and weed is that you get a lot of energy.     YES/NO 

  
13. Possessing less than 3 grams cannabis is legal.      YES/NO 

 
14. Someone who smokes hash or weed is more likely to take other drugs.   YES/NO 

 
15.  
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Behaviour of gathering information 
 
16. I have already attended an info evening about alcohol, smoking and other  YES/NO 

drugs at school. 
 

17. I have already read a brochure about alcohol, smoking or other drugs.  YES/NO 
 

18. There are telephone numbers where I can get information about alcohol,  YES/NO 
smoking or other drugs. 
 

19. I have already looked for information about alcohol, smoking or other drugs YES/NO  
in the web. 

 
 
Questions of education 
 
20. I have already talked to my child about:  

 
smoking          YES/NO 
 
alcohol          YES/NO 
 
use of computer(games)        YES/NO 
 
illegal drugs         YES/NO 
 

21. I have already talked with other parents about alcohol, smoking and  YES/NO 
other drugs. 
 

22. As parent there is few I can do against the influence of „bad“ friends.  YES/NO 
 

23. If I know that my child has plans to get drunk in the weekend I suggest  YES/NO 
that he/she can do this at home and not outside. So I can least 
watch the situation. 
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2) Answers and additional information on the drugs quiz, questions 1 – 13 
 
[Questions 14 till 21 are no knowledge questions, but questions regarding the personal attitude. 
Therefore no answers will be given.] 
 
Tobacco: 
 
Question 1:  yes 
Tobacco smoke and nicotine can cause damage to lungs and the cardiovascular system. The risk of 
cancer is also increased. This increases the risk to die earlier significantly. (If appropriate, a rating 
question could be added like: How many people in your country die daily due to the effects of 
tobacco – e.g. the figure in Germany is 330 persons per day). 
 
Question 2:  no 
The nicotine contained in these products has a stimulating effect. 
 
Question 3:  no 
It is true that most cannabis consumers smoked cigarettes before, but smoking does not 
automatically lead to toking. 
 
Question 4:  yes 
Nicotine leads to mental and physical dependency very quickly. Especially children and adolescents 
are vulnerable since their body is still in development. 
 
 
Alcohol: 
 
Question 5:  yes  
With regard to the effects alcohol is a drug: It is an intoxicant and you can get dependent on it. 
According to the law alcohol is no illegal drug. 
 
Question 6:  yes 
In Germany (total population: about 82 million inhabitants) there are 1.6 million alcohol addicts 
(people who are physically and/or mentally addicted to alcohol) and 120 till 150,000 opioid addicted 
persons). 
 
Question 7:  no 
You must be at least 18 years old to buy spirits (this also includes the so-called alcopops). From the 
age of 16 you are allowed to buy beverages with a lower alcohol content (beer, wine). (For Germany 
and Belgium) 
 
Question 8:  yes 
Children growing up in families with addiction background face a risk of 30 % to develop alcohol use 
disorder, making their risk up to six times higher than usual. 
 
Question 9:  no 
If police stops you on your bike with a blood alcohol concentration of 1.6 per mill or 0.8 and a 
breathalyser, you will lose your driver’s license in Germany.  
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Question 10:  no 
Consumption of alcoholic beverages generally bears the risk of physical (e. g. organic, cerebral) as 
well as mental damages (e. g. dependency). The risk for children and adolescents is much higher than 
for adults.  
 
Question 11: no 
The amount of alcohol which is considered as inoffensive is for women 10 g and for men 20 g. One 
“normal glass” of an alcoholic beverage contains 10 g alcohol, e.g.: 0.1 l of wine, 0.25 l of beer or 0.04 
l of liquor. In principle there should be some “alcohol-free-days” per week. 
 
 
Hash/weed (cannabis): 
 
Question 11:  no 
The desired effect of cannabis is stress relaxation. Sometimes consumers feel like they are paralysed. 
 
Question 12:  no 
Possession and purchase are always illegal, irrespective of the amount. Police in Germany must 
report the criminal offence. Public prosecution, however, can be refrained from under certain 
circumstances according to § 31a of Narcotics Act (refraining from prosecution). These conditions 
are:.  
 

 The limit is not exceeded (these limits differ per state, e. g. in North Rhine-Westphalia it is 6 
grams cannabis). 

 You have not become conspicuous with illegal drugs before (in some cities or states in 
Germany it is „you have not become conspicuous too often ...“); 

 The cannabis was meant for own use and no third person was endangered, i. e. giving illegal 
drugs away or selling them, consumption at public places like schoolyards. 

 In some states this paragraph does not apply with minors.  
 
Question 13:  yes and no 
Switching from the consumption of cannabis to heavy drugs cannot be explained by the 
pharmacological properties of cannabis. There is no physical disposition to switch to stronger 
substances. It is a fact that most consumers of heavy drugs once started with the consumption of 
alcohol and cannabis. However, cannabis consumption does not automatically lead to the 
consumption of other illegal drugs. 
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B. Opinion questions 
 
Please tick whether you agree or disagree with the following statements: 
 
 
As being mother/father there is few or nothing I can do against the influence of „bad friends“.  
 
 AGREE    DISAGREE 

 
  

It is difficult for me to talk about alcohol and drugs with my children. 
 
 AGREE  DISAGREE 

 
 
A birthday party without alcohol beverages is unimaginable. 
 
 AGREE  DISAGREE 

 
 
I rather accept that my child comes home drunk from time to time than he/she smokes a joint. 
 
 AGREE   DISAGREE 

 
 
It is important to me that my child does not see me drunk. 
 
 AGREE  DISAGREE 

 
 
Education with regard to alcohol and drugs must take place at home in the first place. 
 
 AGREE  DISAGREE 

 
 
I feel so left alone in the education of my children when alcohol and drugs are concerned. 
 
 AGREE  DISAGREE 

 
 
If I suspected that my child was taking drugs, I would search through his/her room. 
 
 AGREE  DISAGREE 
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C. Situation game  

The prevention expert reads the following situations and the parents discuss what would be a 
constructive reaction. 
 
Alternatively: 
Situations are written on small laminated cards and one parent draws a card and reacts 
spontaneously. The parents take turns in drawing cards. 

 
Think of how you would behave towards your child in case of the following situations: 
 

 Your son/daughter tells you that pupils from higher classes secretly toke during breaks. 
 

 Some of your son’s/daughter’s friends drink mixed drinks with alcohol from time to time 
and find them great tasting. 

 
 Your son’s/daughter’s teacher tells you that your child was caught drinking beer with friends 

during a free lesson. 
 

 Your son/daughter barely goes out any more and spends all his/her free time in front of 
his/her computer. 

 
 Your son/daughter smokes in his/her room. 

 
 Your son/daughter comes home drunk from sports on Saturdays.  

 
 Your son/daughter comes home drunk at weekend. 

 
 Your 13-year-old son/daughter wants to go to a party at one of his friends‘ home. 

 
 Your son/daughter drives a moped when he/she has drunk alcohol. 

 
 You find a piece of hash in your son’s/daughter’s trouser pocket  
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D. Example of a promotion card for host parents  
 
Would you like to attend your child/children as good as possible through the often turbulent time 
of puberty? Would you like to exchange experiences with friends about pubescent adolescents 
and inform about drug consumption?  
Become host of a Homeparty! 
 
What is a Homeparty? 
A Homeparty is an information event for parents of adolescent children which takes place at the 
parents‘ home and where topics of education regarding alcohol and other drugs are discussed. 
This event is organised in the form of a Tupperware party. One parent invites friends, relatives 
and acquaintances who also have adolescent children. The prevention expert comes to the 
Homeparty and leads discussions about drugs and education. The topics of the evening are 
aligned with the interests and needs of the parents. A Homeparty presents an excellent occasion 
to talk about the topic in a relaxed atmosphere. It normally takes two hours. The host receives a 
gift at the end of the Homeparty and the costs for catering are refunded. The participants receive 
several brochures. 
 
How can I become a host? 
The only thing that you must do is to invite five or more other parents to your home. This can be 
neighbours, relatives, friends or acquaintances with children aged between 12 and 21. Time and 
program will be determined together with you.  
 
If you are interested, please contact us: 
 
Name of the organisation, 
Name, address, e-mail and telephone number of the prevention expert 
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7.1.3 KEY TRAINING – Training for key-persons 
 
Before explaining the exercises of the Key Training in detail, to begin with, there should be some 
general instructions regarding the implementation of the programme:  
 
 
 Repetitions 
 

In particular, very compact training programmes (like the Key Training) require repetitions, so that 
can be memorised what has been learned. Consequently, it is recommended to use summaries after 
the lunch-break on the one hand and wrap up both days with them on the other hand.  
 
Sample questions for the participants: 
 

 What do you remember especially? 
 What did you not expect? 
 Which aspect do you intend to remember by all means? 

 
These questions may also be asked after central issues have been completed. 
 
Experts will also be able to get an impression by this intervention, whether there have been any 
misunderstandings.  
 
 
 Rituals 
 

Rituals support the process of becoming familiar with each other and the feeling of security. The 
repetition questions mentioned before are such rituals. Similarly, games (see below “fun”) may serve 
as a ritual.  
 
 
 Fun Factor 
 

Keeping in mind that some key-persons participate in the Key Training during their spare-time, the 
“fun factor in and with the programme” should be used consciously.  
Movement games - for instance at the beginning of a break - and other forms of breaking-up create 
joy, which makes learning easier.  
 
 
 Visualise 
 

Important messages of the training (fundamental attitudes in MI, RULE, and so on) should be put on 
flipchart paper and put up successively. It is helpful, in principle, if oral explanations of the experts, 
additionally, are 

 visualised at the flipchart with a picture and/or  
 linked with examples from their daily work, 

so that “memory anchors” can be set for the participants.  
Furthermore, the participants should be able to take handouts with them.  
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 Exemplify the “Spirit” of MI 
 
The key-persons shall experience the “spirit” of MI in the way the TAKE CARE experts interact; this 
means, among other things, to motivate the participants to reflect upon in a respectful atmosphere, 
to strengthen them and to be interested in their personal points of view.  
 
 
 Not Over-Straining the Participants 
 

The content of the Key Training is divided into the “pillars”: 

 knowledge 

 self-reflection 

 communication skills 
 

All of the three pillars can be seen as equal value: expertise is an inevitable tool to be a competent 

dialogue partner to the adolescents; without having reflected upon your own attitudes and your own 

consumption behaviour, it will be difficult to motivate others to do so.  

This training shall enable key-persons to strike up a conversation with adolescents about risky 

consumption behaviour more easily. The conveying of basic attitudes and simple techniques from 

the motivational interviewing (MI) shall be helpful for them at this. There is explicitly no demand that 

key-persons are capable of running “precise MI talks” after the training.  
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Course /overview of the Key Training (date: 16 August 2011) 
 

1. day 2. day 

09:00 
 
 
10:00 
 
10:30 
 
10:50 
 
11:50 

A) Introduction 
(each other and the programme) 
 

B) Personal Attitude Towards Consumption  
 

BREAK 
 

C) Living Environment of Adolescents 
 
D) With Which Kind of Adolescents Do You (not) Like to 

Take about Alcohol Consumption? 

09:00 
 
 
09:15 
 
09:45 
 
 
10:15 
10:30 
 
11:40 
 
11:50 

Repetition: What of yesterday’s aspects do you remember? 
 

I) Legal Aspects 
 
J) Transtheoretical Model 

 
a) Introduction 

BREAK 
b) Appropriate Interventions 

 
BREAK 
 

K) Scaling:  
Confidence and Importance 

12:30  LUNCHBREAK 12:30 LUNCHBREAK 

13.30 
 
13:50 
 
 
15:00 
 
15:15 
 
15:45  
 
16:45 

E)  „Spirit“ of MI 
 
F) Guiding Principles in MI (RULE)                          

Basic Skills (OARS)                                                        
Dealing with Resistance  

BREAK 
 

G) Effects and Risks of Alcohol 
 

H) Ambivalence with Decisional Balance  
 
Short feedback by everyone 

13:30 
 
15:15 
 
15:30  
 
 
16:40 
 
17.00 

L) Establishing Contact and Successful Talks  
 
BREAK 
 

M) Summaries and Clarification of Unsettled  
Questions 

 
Appraisal and Evaluation 
 
End 
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Exercise A Introduction 

Objectives 

 

 

 
 Participants and TAKE CARE experts get to know and get an idea of each 

other. 
 Participants know about TAKE CARE as an overall project. 
 They are aware of the process and objectives of the Key Training 

programme; also they are able to raise their personal expectations and 
questions. 

 In case they are able to transfer adolescents to the ro.pe-Training©, they 
are also aware of the required processes.  

 

Materials 

 

 

 

 If needed, short PowerPoint Presentations (PPP) about TAKE CARE and the 
objectives as well as the Key Training programme, 

 flyer / information material about TAKE CARE, 
 if applicable, materials for a get-together-game, 
 masking tape with the labelling from 1 to 10 for scaling. 

Time 60 min. 

Running  

 

 

 

 

 

 

 

 

 

 

 welcome  
 short introduction of TAKE CARE experts and participants 
 introduction of the TAKE CARE project 
 role and task of key-persons (including answers to the question, how 

adolescents with a risky consumption of alcohol can be transferred by 
them into a ro.pe-Training©) 

 presentation of the Key Training programme (including organisational 
instructions, for instance about time management and designation of the 
objectives) 

 ice-breaker-exercise, also to memorise the names 
 scaling on the floor on a scale from 1 to 10:  

 “How satisfied are you with the programme?”  
 “How motivated are you for participation?” 

 

 

 
  



 
p a g e  | 6 

 

Exercise B Personal Attitude Towards Consumption 

Objectives 

 

 

 To become aware of the personal attitude towards consumption, 
addictions and consuming people (legal and illegal drugs, but also 
dependencies which are not bound to a substance); 

 to put this personal attitude in differentiation and congruence with other 
participants;  

 to test this personal attitude critically and, depending on the result, 
consolidate or revise it.  

Materials 

 

 Masking tape that divides the room into two halves, 
 Prepared statements to be read out loud. 

Time 30 min. 

Running 

 

 

 

 

 

 

 

 

 

The TAKE CARE experts read aloud some statements, which, as a rule, cannot be 
answered with “right” or “wrong”, but express a certain fundamental attitude.  

Masking tape is used to create two sides – one that expresses “Yes, I agree“ and 
one “No, I disagree”.  

The participants position themselves according to their approval or disapproval in 
reaction to the statements that have been read out.  
 

Sample statements (select ca. five): 
 

 “Drinking alcohol simply belongs to our culture.” 
 “Alcohol is a dangerous drug!” 
  “I could never become addicted.” 
 “I can imagine to invite my friends to my birthday in the evening, but not 

to offer any alcohol.” 
 “If I see obvious minors drinking hard liquors in public, I would intervene.” 
 “Sometimes I buy things that I actually do not need – typical frustration 

shopping.” 
 “Young people should be introduced into the consumption of alcohol 

within the protection by the family. It should not be friends, who do that. A 
good age for this is 15 years (or: “A good occasion is the communion / 
confirmation”). 

 “If young people want to get high on something by all means: then better 
with alcohol than with cannabis!” or “Alcohol is more dangerous than 
cannabis.” 

  “The whole discussion about adolescents drinking too early or too much 
alcohol is overrated in my opinion. We have done the same when we were 
young.” 

 “I do not disclose to adolescents how I personally deal with alcohol.” 
  “I find it difficult to discuss about the consumption of alcohol with 

adolescents.” 

 

Reflection 

 

The participants should discuss, why they stand on one or the other side. 
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Exercise C Living Environment of Adolescents 

Objectives 

 

 

 to become aware of the changes in the living environment of adolescents 
in comparison between the own and present-day generation (examination 
with eases/ difficulties and challenges)  

 being able to differentiate between reasons and motives of adolescents for 
consuming alcohol (stimulant or aid)  

 being empathic towards thoughts and emotions of adolescents – as a 
fundament for an easier start of a talk. 
 

Materials 

 

 

 file cards in four colours 
 four flipchart sheets  

(headlines: each topic of the small groups, see “Running”) 

Time 60 min. 

Running 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Participants are requested to build four small groups. Each group receives a pile of 
file cards in a certain colour and with a certain task.  

 

 The “green group” describes aspects, in which adolescents of today have it 
easier compared to the participants when they were at the same age. 

 The “red group”, inversely, concentrates on those aspects that today are 
more difficult than in earlier days.  

 The “yellow group” puts down things that are equally nice or difficult for 
adolescents of any generation.  

 The “blue group” names reasons and motives for adolescents to drink 
alcohol.  

 

Write only one aspect on each file card! Then glue the card on the flipchart sheet. 
Instruction: The small groups, please, shall not discuss that certain aspects may 
have negative as well as positive aspects – only discuss within the own question.  

Handling time in the small group: ca. 20 min. 

 

The small groups present their aspects in plenum. At the respective headlines, 
other groups may add aspects that seem important to them. However, if possible, 
there should be a discussion only after all groups have been presenting their 
results.  

 

  It shall become clear, that certain aspects (for example, Internet and new 
means of communication/virtual networks) may be sorted into the “green 
group” (“anonymous, fast and easy access to information”/ “easy to keep 
in touch”), but also into the “red group” (to be “overwhelmed by 
information”/“bullying”).  

 

 How do the reasons for alcohol consumption match with the aspects of the 
other groups? 
Which reasons (for which age group) are acceptable (for instance, 
curiosity, having fun), which are risky in the sense of the development of 
an addiction (for example, releasing fear, making the pressure to perform 
less perceptible)? 
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 In which way do these aspects become more intense with risk groups, such 
as adolescents with a migration background/mental problems/from 
trouble hotspots or children from single parents? 
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Exercise D  With Which Kind of Adolescents Do You (not) Like to Talk about Alcohol 
Consumption?  

 

Objectives 

 

 

 Reflecting on situations, during which talks about alcohol have been more 
or less successful;  

 Becoming aware of apprehensions that may come along with bringing up 
the alcohol consumption, so that it can be dealt with more actively;  

  Getting aware of “resistance”.  

Materials Two flipchart sheets 

Time 40 min. 

Running 

 

 

 

 

 

 

 

 

 

Participants are requested to create two small groups.  

 

One group receives the task of writing those aspects on a flipchart sheet, in which 
the talk about alcohol consumption did not go well from their viewpoint. The other 
group puts down the opposite, namely, what has been contributing to a good talk.  

TAKE CARE experts may, introducing or accompanying, support at developing 
those tasks with the following questions:  

 

 Which situations was it about? 
 Did you know the adolescents or not? If “yes“ – from private or 

professional contexts?  
 Who initiated the talk? You or the adolescent(s)?  
 With what kind of adolescents did the talk take place (age, sex, scene, 

number)?  
 What exactly apparently (de-)motivated the adolescents to contribute to 

this talk? 
 Did you connect any goal with that talk? If “yes”, which one?  
 What have been your feelings before the talk? Have these feelings 

changed during the talk? If “yes”, how exactly?  
 Has there been a certain point, at which the talk turned either in a positive 

or negative direction?  

 

The small groups shall present their results to each other after ca. 20 min. 

 

Reflection  Are there any central aspects that contribute to the success or failure of a 
talk? 

 Can your own attitude or your own behaviour have a positive impact on 
the talk?  

 

Experts should make some remarks on the subsequent programme by picking up 
some aspects that have been mentioned by the key-persons, which might indicate 
resistance (for example, disinterest, dismissive behaviour, trivialising).  

Resistance is nothing bad, rather, it can be understood as a signal to change the 
own “communication strategy” by the key-persons in the future. This Key Training 
will be precisely about this change of strategy.  
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Therefore, it should become clear to the key-persons that there are no 
“unmotivated adolescents”, but rather “inappropriate ways of addressing”.  

 

Instruction: The completed flipchart sheets will be used in exercise F again. 
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Exercise E  “Spirit” of Motivational Interviewing (MI) 

 

Objective 

 

 Participants get an impression of the fundamental attitudes in MI, so that 
against this background, they can reflect upon their basic attitudes.  

Materials 

 

 PowerPoint-slide with the comparison “Spirit of MI”, 

 This slide as handout for participants.  

Time 20 min. 

Running 

 

 

 

 

 

 

 

 

 

The TAKE CARE experts prepare a table for a PowerPoint slide (see the following 
sheet). 

 

In the beginning, only six headlines will be displayed and the key-persons will be 
asked, which associations come up to their mind, linked to those terms.  

What could be the relevance of them in the context of counselling?  

Then, the experts show the brief explanations and explain them.  

Could those key-persons, for instance, think of sample sentences of an autonomy-
enhancing versus an authoritarian approach to counselling?  

Reflection  Which have been the first impressions of the participants about MI? 

 Could you “sort” selected aspects from the previous exercise D (“Talking 
with which adolescents …”) under the six different headlines”? 

 



 
p a g e  | 12 

 

Ad Exercise E: The Spirit of MI 

 

The “Spirit” of Motivational Interviewing (MI) 

 

Fundamental approach of MI Mirror-image opposite approach to counselling 

Collaboration 

 

 Counselling in partnership 

 Honouring the experiences of the 
adolescent 

 

e.g.: 

 “I would like to reflect together with you. Still, 
you know best about how you handle alcohol.” 

 

Confrontation 

 

 Imposing a “reality” on the adolescent, 
he/she cannot see. 

 

e.g.:  

“You are having an alcohol problem!” 

Evocation 

 

 The motivation of the adolescent is 
enhanced by drawing on his or her own 
perceptions, goals, and values. 

 

 

e.g.:  

“What does being a good friend mean to you?” 

 

Education 

 

 Presumption that the adolescent lacks 
the knowledge, insight, or skills that are 
necessary for a change of behaviour to 
occur.  

 The counsellor wants to provide the 
requisite “enlightenment”.  

e.g.:  

“Don’t you see that those lads only exploit you 
and that they are no real friends?!” 

Autonomy 

 

 The counsellor affirms the adolescent’s 
right and capacity for self-steering and 
facilitates “informed choice”. 

 

e. g:  

“You are responsible for yourself and decide 
how to deal with your friends in the future.”  

 

Authority 

 

 Counsellor tells the adolescent what he 
or she must do. 

 

 
 

e.g.:  

“You must stop drinking. The best will be, if you 
do not meet with these false friends any longer.” 

 

Cf. Miller / Rollnick (2002), p. 35 
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Exercise F Guiding Principles in MI (RULE) 

Basic Skills (OARS)  

Dealing with Resistance 

Objectives Participants should … 

 have understood the principles of MI (“RULE”) and gained an emotional 
access to them; 

 be able to initiate exploration by the adolescents in line with these 
principles (asking open questions) and encourage them (“OARS”);  

 recognise resistance of adolescents and not react conflictual to that.  

 

Materials  PP presentation with a short input regarding … 

o the guiding principles (acronym RULE) 

o the communication skills (acronym OARS) 

o resistance 

 handouts for these topics 

 exercise “open questions” 

 flipchart that has been completed during exercise D (“Talking to 
whom...?”)  

 

Time 70 min. 

Running The TAKE CARE experts explain the four guiding principles in MI with the help of 
the acronym RULE (if required, in a PPP): 

 R – Resist the Righting Reflex 

 U – Understand Your Client’s Motivation 

 L – Listen (empathically) to Your Client 

 E – Empower Your Client 

(cf. amongst others the script Hainz / Koler, 2011 or 
http://www.youtube.com/watch?v=j4MoP32-vPA 

 

 

In a next step, the conversation techniques (the tools to implement these 
principles) are introduced – abbreviated by the acronym OARS:  

 (Open questions)  Ask open questions  

 (Affirmations)       Give affirmation  

 (Reflections)         Listen reflectively 

 (Summaries)        Summarise 

See the worksheet below 

Recommendation: Focus on the first two techniques, touch “Reflections” and 
“Summaries” only briefly (see “General”). 

 

Continue with an exercise regarding the topic “open questions”.  

The TAKE CARE experts read out ca. ten questions successively.  

After each question, the participants state reasons, why a question is closed or 
open.  

http://www.youtube.com/watch?v=j4MoP32-vPA
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The last sub-exercise of this block is about resistance in the behaviour of the 
adolescents. The TAKE CARE experts present the four categories of resistance (see 
worksheet). Subsequently, the flipchart from exercise D is used again. The 
participants sort the different aspects into the categories.  

Continuing from the worksheet, the TAKE CARE experts explain, how participants 
could deal with resistance.  

Instruction: Similar to the part about “OARS”, the participants should not be 
overstrained. Much is achieved, if they recognise resistance prospectively and do 
not react to it with arguing. A two-day training is not enough to learn, for example, 
complex reflections.  

 

Proposal for 
Reflection 

 

After each of the three units, asking whether there are still questions remaining.  
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Ad Exercise F 

Conversation Techniques OARS1 

 

(Open Questions)  Asking Open Questions 

 

 Questions that encourage adolescents to think and reflect, 

 Questions that cannot simply replied by “yes” or “no”.  

 

e.g.: 

 You just mentioned that it is very important for you, to improve at school and 
reach a good school leaving certificate. What would you have to change in your 
everyday life, in order to achieve that?  

  

 

 

(Affirmations) Giving Affirmation  

 

 Showing appreciation of the previous effort,  

 Understanding of ambivalence and potential distress, 

 Compliments!!! 

 

e.g.: 

 It is definitely quite difficult to endure that much stress. I can understand that you 
sometimes feel like just thinking of nothing and letting yourself go.  

 This idea is brilliant! 

 

 

 

(Reflections)      Listen Reflectively 

 

 Showing interest for the other,  

 Understanding the other (also emotionally) and expressing this verbally and non-
verbally,  

 Testing the personal understanding regarding the client’s answers. 

 

                                                           
1 Cf. Lippert, Almut: “Einführung in die Motivierende Gesprächsführung nach Miller und 

Rollnick“, no date; script for the education of FreD-Trainers (Fulda 2011) 
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 Simple Reflection: Repeating what has been said, for instance, with synonymous 
expressions,  

 Complex Reflection: Extensive paraphrasing, for example, elaborating on what has 
been said or reflecting upon the feelings with a focus on the emotional aspects of 
what has been said.  

 

e.g.: 

 “It sounds, as if …” 

 “You feel like …” 

 “My teacher is completely overacting. She thinks that my performance drops 
because of my alcohol consumption.” – “You feel that you can handle it and that 
your performance at school is not suffering from your alcohol consumption.”  

 

 

(Summaries)      Summarise 

 

 Summarising the gist of the talk periodically 

o Emphasise important aspects again and especially clarify the ambivalences.  

 Helpful at structuring “unstructured” adolescents, too. 

 

e.g.: 

 “Regarding the alcohol consumption, on the one hand you enjoy that you can 

relax at the weekend, get on another level with friends and approach girls more 

easily. On the other hand you are concerned, because you have had some 

blackouts already and, every Sunday, you are on the ropes; maybe the fact that 

your performance at school got worse in the previous months is connected to that. 

Which of these aspects is the most important one to you?” 
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Ad Exercise F 

Dealing with Resistance 
 

What does “resistance in the behaviour of adolescents” mean? 

 Arguing 

o For example, doubting the expertise of the counsellor, being suspicious or hostile 

 

 Interrupting 

o For example, cutting off the counsellor 

 

 Negating 

o For example, trivialising the consumption, blaming others for personal problems, 

expressing reluctance, being pessimistic 

 

 Ignoring 

o For example, being inattentive, silent, heading to a new topic  
 

(cf. Miller / Rollnick, 2002, p. 48) 

What does resistance express? 

… a signal sent by the adolescent (similar to a yellow or red traffic light): “Wait a minute; I’m not with you; 

I don’t agree”. 

How to deal with resistance? 

 First of all: Being aware of resistance at all!  

 Try not to dispute and “proof” your own point of view. 

 Stop and re-start the talk calmer: Change strategy! 

 Figuratively speaking: No “fight” like wrestling, but “dancing” with the young person – take on 

the resistance, i.e. the energy and redirect it into a new path constructively.  

Examples: 

“I do not drink more alcohol than my friends. What is wrong with that?“ – “Your alcohol consumption 

seems completely normal to you.” 

“What they write on the cigarette packages these days! My grandpa became 92. He also smoked two 

packs of cigarettes every day and did not get lung cancer.”  – “It seems that for you lung cancer has 

nothing to do with smoking cigarettes. It just happens.” 

(cf. Miller / Rollnick, 2002, pp. 98) 
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Exercise G “Package Inserts“: Effects and Risks of Alcohol 

(borrowed from ro.pe-training©) 

Objectives  Increasing knowledge about effects and risks of alcohol, 

 Being able to evaluate the positive and negative aspects of consumption. 

Materials  Flipchart, pens, 

 Information to take along material about legal and illegal drugs.  

Time 30 min. 

Running There should be prepared flipcharts with three categories: “desirable effects”, 
“undesirable effects while being drunken” und “risk of permanent consumption”.  

 

A TAKE CARE expert or a key-person is going to write key-words into the respective 
category on call. Here, participants should mention anything they read about 
alcohol, have heard about it, or know about it from their own or other 
experiences.  

 

In case the participants are having difficulties naming key-words, TAKE CARE 
experts may ask supporting questions, for instance, which effects a certain 
substance has on the body, emotions, co-operation, and perception.  

 

ATTENTION:  

Maybe, in addition to alcohol, other drugs matter as well to the adolescents with 
whom the key-persons are in contact (such as cannabis or amphetamines). In that 
case, these should be dealt with briefly as well. Have information material ready 
about the most common substances!  

The TAKE CARE experts should go into the maximum limits for alcohol 
consumption as specified by the WHO.  

 

Proposal for 
Reflection 

 What do key-persons think, if they have a glance on the positively perceived 
aspects and the risks of alcohol at the same time? 

 Which aspects – on the positive as well as on the negative side – outweigh all 
the others to them personally? Would the adolescents weight this differently?  
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Exercise H  Ambivalence with Decisional Balance 

Objectives 

 

 

 Participants understand and accept ambivalent feelings as an element in 
the process of behavioural change.  

 Participants are able to support adolescents, so that they become 
conscious of their own ambivalences regarding the consumption of 
alcohol.  

 

Materials 

 

 

 

 PP slides about decisional balance and the respective categories (see the 
following sheet), 

 This slide as working sheet for everybody. 

Time 60 min. 

Running 

 

 

 

 

 

 

 

 

 

For introduction, TAKE CARE experts explain, what the term “ambivalence” means 
in MI (for example, wanting something and not wanting it at the same time, cf. 
Miller/Rollnick, 2002, p. 13). 

Then, there should be a brainstorming with the participants; where they know 
ambivalent feelings from, their own or other’s – the experts take down key-words 
at the flipchart.  

 

As a next step, the experts present the decisional balance.  

The participants should team up in groups of three (one counsellor, one 
“indecisive” and one observer) and fill in the categories of the decisional balance.  

 

Option 1: 

Each group fills in the crosstab according to a personal (real) ambivalence of one of 
the participants.  

 

Option 2: 

The “indecisive” one plays, for instance, a 15-years-old, who has been noticed for a 
risky consumption of alcohol and has to face consequences now. 

 

The “counsellor” shall practise, to explore the ambivalence, amongst others, with 
open questions and compliment and affirm the “indecisive” one.  

 

The groups should find a quiet corner, accomplish the task and return to the 
plenary after ca. 20 min.  

Reflection The experts compliment all those, who dare to practise in public.  

 At which points did the “counsellors” comply with the fundamental 
approach of MI and RULE in their conversational behaviour? 

 The participants describe from their role what struck them: What seemed 
easy or difficult to them?  
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Ad Exercise H     

Decisional Balance 

 

 

 

Benefits of Change             

 

 

                                  

Benefits of Consumption 

 

 

 

 

 

 

 

Costs of Consumption                          

 

 

                                   

Costs of Change    
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Exercise I Statement Cards regarding Legal Aspects 

 (taken from ro.pe-Training©2) 

Objective Gaining knowledge and security in legal questions 

 

Material Statement cards from the ro.pe-Training© with specific additional statements (see 
footnote) 

 

Time 30 min. 

Running The participants sit in a circle; cards are covered in the centre.  

Everybody draws a card and thinks, whether the statement is true or not. 
Successively the cards are read aloud, assessed and amended or corrected by 
others. 

After all cards have been talked through, participants may ask further legal 
questions.  

Proposal for 
Reflection 

 Did the participants learn many new things? 
 Which statement should be memorised as especially important? 

 

  

                                                           
2 Additional statement for the key persons: 

“If adolescents are a danger to themselves, pedagogues and teachers are obliged to inform the 

parents. A risky consumption counts as a self-endangering behaviour.” 

ATTENTION: Feed-back appreciated! … 

Which other questions are discussed in your countries?  
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Exercise J a Transtheoretical Model (TTM):                                                             
Introduction  

 

Objectives  The participants understand that changes of behaviour usually take place 
in a processual way and, in most cases, also involve relapses.  

 They are aware of the different stages of the readiness to change.  
 They are able to recognise these stages within the respective adolescents.   

 

Materials  Power Point slide with an illustration of the stages of change according to 
Prochaska and DiClimente (see next sheet), 

 This slide as handout.  

 

Time 30 min.  

 

Running As introduction, key-persons are asked, whether there is any kind of behaviour 
pattern in their life, which they have changed positively (for example, smoking, 
doing sports, nutrition). If “yes”, how did that happen/how did this change 
develop? 

Then the slide with the different stages is shown and explained (also see TAKE 
CARE draft manual, chap. 4.3.). Here, the examples brought up by the participants 
should be taken into account.  

The participants, supported by the TAKE CARE experts, find a typical sentence that 
might be spoken by persons belonging to the different stages (see worksheet with 
examples).  

 

Proposal for 
Reflection 

Do the key-persons have specific adolescents in mind who “fit” into the different 
stages?  
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Ad Exercise Ja 

 
 

Graph cf: PROCHASKA J.O., DICLEMENTE C.C. (1982) Transtheoretical therapy: Toward a more 
integrative model of change. Psychotherapy, theory, research and practice, 19, 276-288 

 

 

 

Somebody from “precontemplation” 

“The best is to snort a nose of speed before boozing. Then you can drink much more.”  

 

Somebody from “contemplation” 

“Stepping on it at parties is cool, I think. Only the black-out recently and what I did then, that is a bit 
embarrassing to me.” 

 

Somebody from “preparation” 

“What did you say last time – how long does this training with climbing take?” 

 

Somebody from “action” 

“I have registered for the ro.pe-Training©.” 

 

Somebody from “maintenance” 

“Sometimes I miss getting wasted in parties like many of my friends. Yet, I am mostly happier, that I 
can go and play football on Sunday now and not lie in bed with a coma … and school works out much 
better now.” 

 

Somebody from “relapse” 

“I knew I wouldn’t make it…” 
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Exercise J b) Transtheoretical Model:  

Appropriate Interventions according to the Stages 

Objective  Being able to place interventions according to the individual stages of 
change 

Materials  PP- slide with an illustration about the stages of change according to 
Prochaska and DiClemente 

 Table with the respective stage of change and the matching task of the 
counsellor (see next sheet) 

 Handout regarding with tasks of the counsellor in the different stages 

 

Time 70 min.  

 

Running In the next step, there should be instructions, how the key-persons may intervene 
according to the respective stage, after the participants have been practicing to 
detect, in which stage of change somebody is.  

Firstly, the TAKE CARE experts present the brief overview.  

It can be expected that most adolescents, with whom the key-persons are in touch, 
are categorised into the stages of precontemplation and contemplation. 
Consequently, the focus should be on these two stages.  

Certain aspects (for instance “develop discrepancies”) shall be explained by the 
experts more closely.  

Therefore, the key-persons are requested to convert the aspects described before 
into direct speech, i.e. phrase sample sentences.  

 

 

Proposal for 
Reflection 

 Who would like to describe, which “dos” and “don’ts” will be especially 
easy on the one hand or especially difficult on the other hand for him or 
her to put into practise.  

 Who has any idea, how to handle those difficulties?  

 Are there any specific groups of adolescents or specific aspects of the 
personality, of which the participants presume, that they will have to pay 
special attention to the “don’ts”? … 

(for example, young girls)   

 

 

 



 
p a g e  | 25 

 
Ad Exercise J b 

Appropriate Interventions according to the Stages of Change3  
 

Stage Tasks for the Counsellor 

Precontemplation Increasing the awareness regarding problems and risks of the 

currently problematic behaviour 

Contemplation 

 

Cost-benefit-analysis; clarifying and dissolving ambivalences; 

working out relevant motivations for change, so that they can be 

experienced 

Action Working out concrete steps of change 

Maintenance Strategies regarding relapse-prophylaxis; consolidation of the 

successes that have been achieved (for example, complimenting) 

Relapse Decatastrophising and empowering the client, so that the process 

of change can be picked up again  

 

 Dos Don’ts 

 

Precontemplated 

 

 

 Rapport building with much 

empathy 

 Reflecting a lot 

 Checking whether certain pieces of 

information would be of interest 

 In case of resistance: stressing self-

responsibility 

 If resigned regarding change: work 

on strengths 

 If the adolescent argues against 

change: explore counter-arguments, 

but also larger goals in life and try to 

point out first discrepancies 

 

 Wanting to convince an 

adolescent that he has to 

change something 

 Arguing so much that the 

adolescent feels uncomfortable 

 Judging his behaviour or 

condemning it 

 Showing off the expert, who 

knows it better 

 Giving advice 

Ambivalent  Collecting reasons that argue for or 

against a change 

 Giving advice and offering 

potential solutions regarding 

                                                           
3 By kind permission adopted from Almut Lippert: “Einführung in die Motivierende Gesprächsführung 

nach Miller und Rollnick”; no date. Script about FreD-Trainer-Education (Fulda 2011) 
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 Exploring important goals in life and 

stressing discrepancies between the 

current behaviour and these long-

term-goals  

 Exploring confidence (see Exercise K) 

 Working out possible obstacles and 

potential ideas about how to reduce 

them  

 Reinforcing and reflecting all 

statements, in which the 

adolescents talks about the wish and 

confidence of a change  

problems 

 Only talking about the positive 

sides of change 

 Conveying skills to the 

adolescents, he or she might 

need for a change  
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Exercise K Scaling regarding Confidence and Importance 

 

Objectives  Participants gain access to the prerequisites for a behavioural change; they 
consider them meaningful and themselves strong enough for a change.  

 They know how to boost these aspects with the adolescents. 

 

Material Scaling with masking tape labelled 1 to 10  

Time 40 min. 

Running As an introduction, the TAKE CARE experts bring the scaling from the beginning of 
the training back into mind (Exercise A Introduction) and point out this type of 
questioning as one of the central techniques in MI.  

 

Change is only possible, if the conditions for it are met:  

 The change is considered meaningful by the adolescent (importance). 

 The adolescent is confident to be able to implement the changes 
(confidence). 

 

Key-persons can make adolescents aware of these conditions, as a first step, and 
then, as a second step, encourage them:  

 

For practise, some situations from the previous role plays are taken up again... 

The TAKE CARE experts ask the respective person: “How important do you think it 
is to change your consumption behaviour?  Please, express your answer on a scale 
from 1 to 10, “1” meaning “not important at all” and “10” meaning “very 
important.”  

If the adolescent positions himself on the “5”, for example, one could ask, what 
should happen, so that he slides into “7”, and so on.   

The second question is explored upon and the readiness to change is encouraged 
correspondingly.  

 

Proposal for 
Reflection 

The TAKE CARE experts may suggest that, as homework, the participants practise 
these techniques by themselves: for instance, when cleaning up the next time, 
they ask themselves, which of their behavioural manners is the one that is most 
worthy for a change:   

 How is the scale for the importance and for the confidence respectively?  

 What could bring these figures up or down? 
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Exercise L Establishing Contacts and Successful Talks 

 

Objectives  Participants have ideas how to approach adolescents, who consume 
alcohol riskily.  

 They gain security by practising talks about alcohol consumption.   

 

Material None 

Time 90 min. 

Running In a first step, in form of a brainstorming, it should be gathered, how adolescents 
with a risky consumption of alcohol offer to talk about it, namely: 

 Report laughing, that during the last party a friend has been so drunk, that 
he was unable to speak properly.  

 Bottles lying around in the schoolyard.  

 Showing up slightly drunk at the institution.  

 Frequently meeting up for a beer at the petrol station.  

 

Which could be the first sentence of the key-person when approaching the 
adolescents?  

Is there any material the key-person could bring along in order to get an easier 
access into the talk (such as, a quiz, a newspaper article, a survey to be evaluated)? 

 

Afterwards, there is a role play. Structure and process of the role play may differ 
according to the atmosphere and requests of the participants: 
 

 How many persons form one group?  

 One or two persons take on one role?    

 Small groups play by themselves or in front of others?   

 A number of short sequences of a conversation, so that roles in a small 
group can be swapped?  

 

The task is that the key-persons should talk with individuals or a group of 
adolescents about alcohol consumption – fictional or on the basis of “real” 
situations, which they have experienced; “intake interviews” are welcome … 
perfect, if they can put the newly-learned into practise!  

 

Proposal for 
Reflection 

The TAKE CARE experts praise the “players” for their courage!  
 

Firstly, they “players” express their impressions, then the participants and TAKE 
CARE experts discuss after each role play:  

 What did they like (which sentence, which intervention, which attitude 
that has been expressed, and so on)?  

 Where did they perceive obstacles or a need for improvements? 

The “key-person-players” should get feed-back about both aspects.  
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Exercise M Summaries and Clarification of Unsettled Questions 

 

Objectives  Repeating central aspects of the Key Training for better memory,   

 Clarification of unsettled questions of participants. 

 

Materials  slide “Summary” (see next sheet), 

 this slide as handout,  

 (evaluation sheets of the scientific monitoring). 

 

Time 60 min. 

Running  

The PowerPoint slide is worked out together.  

 

Unsettled questions, resulting from that or are unexplained otherwise, shall be 
discussed.  

 

Proposal for 
Reflection 

 

For example, here may be a discussion about the thoughts of the participants 
regarding the change of their future conversation behaviour (about alcohol 
consumption, but also other kinds of behaviour).  

 What has been important and good of Key Training?  

 At which points there should be modifications?  

 

Comment: Do not forget the evaluation sheets of the scientific monitoring as the 
last item!  
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Key Training  

Summary: 

How to initiate a talk with adolescents with a risky consumption? 

 

 Become aware of your own attitude and your own handling of intoxicants or other 

substances – when are they used as stimulants, when as aids?  

 Talk less about hard and soft drugs (legal or illegal, respectively), but more about hard and 

soft consumption patterns.  

 Accept and do not deny, that change means effort:  

Symbol / Metaphor: Two groups make for the top of a mountain to enjoy the panorama-

view. One group takes the chair-lift, the other group walks. (“You can have fun at a party 

without alcohol or other drugs!” – “Yes, but a different one.”) 

 Don’t do “wrestling” in a conversation, better “invite for a dance”.  

 Ask open questions, in particular about the desired effects.  

 Encourage the reflection of the adolescent: “What else … (pleasant effects, goals for the next 

year, obstacles with a change, and so on)?” 

 Praise adolescents and give affirmation.  

 Elaborate the strengths of an adolescent; give feed-back, if necessary: “Which of your 

strength can be useful to reach the interim goal XY?”  

 Don’ts: moralising, warning, threatening, ridiculing, submitting evidence or being self-

opinionated 

 Explore ambivalence (“Which are the advantages, which the disadvantages?”). 

 Perceive resistance (such as, interrupting, trivialising) and accept it as “stop sign” – change 

strategy! 

 Use scaling questions.  

 



Training for Retailers 

First-Rate Retailer Tools 



Introduction 

 

Get to know each other 

About the “TAKE CARE” project 

- Reduce alcohol consumption amongst youngsters 
(12-21) in the EU.  

- 4 target groups: youngsters, parents, keypersons and 
retailers 

 



Introduction 

Program 

-  Legislation (mindmap) 

-  Basic information about alcohol and 

     youngsters (quiz) 

-  Dealing with situations (roleplay) 

-  Alternative suggestions(brainstorm) 

-  Evaluation 



Legislation 

Make a mind map 

 

 18        16
   alcohol                
 €  1500    50mg/100ml 



Legislation 

Make a mindmap 

 

18        16
   alcohol                
 €  1500    50mg/100ml 

Age limit for beers, 

wine and port 

No sales allowed 

under 16.  

The amount of alcohol 

allowed in blood when 

driving a vehicle 

(intoxication).  

 

Maximum fine a retailer can get 

for selling alcohol to minors. May 

ask customer to prove his age (no 

ID) 

 

16 = age limit for 

entering bars and 

disco’s  

Age limit for spirits 

(whiskey, breezers, 

wodka, cocktails…). 

No sales allowed to 

minors.  

Forbidden to 

stimulate drinking or 

sell to a person that 

is already drunk 

 



Alcohol and Young people 
Quiz 



If you drink alcohol for a long 
time, you’ll always need more 

to obtain the same effect. 

A. Right 

B. wrong 



You could get into a coma or 
even die (cardiac arrest) from 

alcohol poisoning. 

A. Right 

B. wrong 



Alcohol has an energizing 
effect. 

A. Right 

B. wrong 



When you are depressed, 
It helps to drink alcohol. 

A. Right 

B. wrong 



Whether you’ll become a 
problem drinker only depends on 

the group of friends you’re in. 

A. Right 

B. wrong 



The younger you start drinking, 
the better you’ll be able to cope 
with alcohol when you’re older. 

A. Right 

B. wrong 



Alcohol has a positive effect 
on the self-esteem of 

youngsters. 

A. Right 

B. Wrong  

 



Using alcohol together 
with other drugs is 

called... 

A. Mix drinking 

B. Combi using 

C.  Binge drinking 

 



Youngsters are much more 
vulnerable to the negative 

effects of excessive alcohol use 
than adults. Why?  

A. They haven’t built up a 
tolerance yet. 

B. Their body isn’t strong enough. 

C. They are smaller and still 
growing. 

 



When do we speak of binge 
drinking? When you drink... 

A. 10 standard drinks in one 
night 

B.  5-6 standard drinks in 
one night 

C.  5-6 standard drinks in 1 
drinking occasion  

 



The answers: 



If you drink alcohol for a long 
time, you’ll always need more 

to obtain the same effect. 

A. Right 

B. wrong 

Answer: A Right. This is called 
tolerance ≠ the amount of alcohol 

in your blood (= intoxication) 



You could get into a coma or 
even die (cardiac arrest) 
from alcohol poisoning. 

A. Right 

B. wrong 

Answer: A right. Alcohol numbs the 
main bodily functions (heart, 

breathing) 



Alcohol has an energising 
effect. 

A. Right 

B. wrong 

Answer: B Wrong. Alcohol has a 
sedative effect. It sedates the control 
mechanism in the brains. That’s why 
we feel uninhibited when we drink to 

much. 



When you’re depressed, It 
helps to drink alcohol. 

A. Right 

B. wrong 

Answer: B Wrong. When you’re 
depressed, alcohol will suppress 

these feelings for only a short while. 
In the long run the alcohol  

intensifies depressive feelings and 
even provokes them . 



Whether you’ll become a 
problem drinker only depends on 

the group of friends you’re in. 

A. Right 

B. wrong 

Answer: B wrong. Your friends can be 
one of the determents along with 
others. We try to explain these 

determents using the Zinberg model 



The younger you start drinking, 
the better you’ll be able to cope 
with alcohol when you’re older. 

A. Right 

B. wrong 

Answer: B wrong. The younger you’ll 
start drinking, the bigger the chance 

that you’ll develop a drinking 
problem. 



Alcohol has a positive effect on 
the self-esteem of youngsters. 

A. Right 

B. Wrong  

 Answer: B wrong. Alcohol gives you a 
sense of self-confidence and creates 

overconfidence, but afterwards 
you’re often ashamed of the things 
you’ve done in an impulsive, drunk 

state. 



Using alcohol together 
with other drugs is 

called... 

A. Mix drinking 

B. Combi using 

C. Binge drinking 

 

Answer: B Combi using. This is very 
dangerous. The effect of combined 

using is always unpredictable.  



Youngster are much more vulnerable 
to the negative effects of excessive 

alcohol use than adults. Why?  

A. They haven’t built up a 
tolerance yet 

B. Their body isn’t strong enough. 

C. They are smaller and still 
growing 

 

 
Answer: C they are smaller and still growing. Their 

body, brains and organs are still in full 
development. Drinking at a younger age is much 
more disastrous for the young body, brains and 

liver. 



When do we speak of binge 
drinking? When you drink... 

A. 10 standard drinks in one 
night 

B. 5-6 standard drinks in one 
night 

C. 5-6 standard drinks in 2 
hours 

 Answer: C 5-6 standard drinks in 
two hours   



Group Discussion 

Buying some booze 

Situation 1: Boy 15 

Situation 2: Girl age?  

 

 



Dealing with situations 

Step 1: Assess the age     

 - Girls might look older at first sight (make-up)  

 

Step 2: Check the age  

 - Can you show me proof of your age? 

 - Documents NOT ID!! 

 - No proof = No sale 



Dealing with situations 

Step 3: Be understanding       

- I understand you want a beer 

- Yes it’s dissapointing, I know 

 

Step 4: Point out the current rules 

- This is not arbitrary  

- National legislation; everybody is equal 

- Use the wobbler to point out the rules 



Dealing with situations 

Step 5: Suggest alternatives 

- suggest something that meets the clients taste 

 

Step 6: Let them react 

- acceptance OR counter reaction 



Dealing with situations 

In case of a counter reaction: 

- Keep being understanding ( difficult to get angry  

  with someone who is understanding) 

- Spend more time explaining the legislation 

- Give them an alternative 

 

If necessary, also point out possible 
consequences of misbehavior in your store  

 



Dealing with situations 

If things get out of hand (heated): 

- Keep at shoulder height, not above  

- Don’t get personal (laughing, personal attacks) 

- Ensure you have some back-up 

- Don’t attack someone in a group (ego) 

- Show respect 

- Maintain eye contact 



Dealing with situations 

In case of aggressive behaviour: 

- Keep distance 

- Safety first 

- Contact police if needed 

- Remove the agressor out of the group 

- Don’t let the agressor block the only exit 

- Avoid eye contact, laughing and threatening language 



Alternative suggestions 

Brainstorm  

Question 1: What 

makes a product sell? 

 

Question 2: What can 
you do to discourage 
alcohol sales amongst 
youngsters?  

  



Alternative suggestions 

Room layout: 
- Use attractive styling 

- slogan  
- posters 
- colorful design 
- eyecatchers 
- lightening…  

 
- To promote alternatives of 
  alcohol  
  



Alternative suggestions 

Social control: 
 
-  Keep an eye on things; legislation! 
- Keep an eye on things; alcohol beverages! 
- Visibility of alcohol beverages to the retailer and 
  employees  
 
  
  



Alternative suggestions 

Pricing policy: 
 

-  price difference between alcohol and other  
  drinks 
- make non-alchol drinks cheaper if possible  
- Promotion  
  
  



Alternative suggestions 

Preventive messages and materials  

- folders and flyers 

- posters  

- stickers 

- wobblers  

- contact : 

  

  



Alternative suggestions 

Talk to: 

Local keypersons (youthworker, street corner 
work)  and police 

- In case of any escalations 

- Structural consultations 

  

  



Evaluation 

What will you take home from this workshop?  

Thanks for taking part! 

Local Contacts: 

 

  

  



  

Chapter 7.2 

Motivational Interviewing 

and 

Transtheoretical Model 
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7.2 Motivational Interviewing (Georg Kremer) and Transtheoretical Model 
 

This text on an introduction to Motivational Interviewing is written by Georg Kremer, originally from 

the handbook of the German model project FreD (LWL-KS, 2003). 

 

According to MILLER & ROLLNICK (1991, 2002) Motivational Interviewing (MI) is a "directive and 
client-centred counselling approach which seeks to resolve the often ambivalent attitudes to 
behavioural change”  (translated from the preface by Stephen Rollnick to the German edition of his 
book, 1999). According to the authors, and in the context of addictive substances, the interviewing 
process can be adapted so that drug users do not build up resistance, actually engage with their 
problem behaviour and maximise their willingness to change. The primary focus of the method is the 
direct conversation between the professional and the affected person. MI is based on client-centred 
therapy, behavioural therapy and communication sciences. According to the authors MI is “not a 
specific form [...] but rather a characteristic style of treatment” (DEMMEL 2000). 
This chapter presents the basic elements of MI and the current status of research with evidence of 
efficacy.  

 

MI: essential elements  

All important decisions in life are accompanied by ambivalence. It is a common side effect of 
psychological problems and disorders and represents a central phenomenon in the context of 
addictive behaviour. PETRY (1998) notes that "[...] the core problem in motivating persons to seek 
treatment and change their behaviour is their ambivalent attitude towards breaking away from the 
addictive substance and the alternative lifestyle associated with this.”. MILLER & ROLLNICK (1991) 
state that the causes for this ambivalence can neither be ascribed to a clearly delineated pathological 
(“addictive”) personality nor to character-based mechanisms of refusal (e.g. denial, rationalisation, 
projection). Persons that are ambivalent towards their drug taking and ambivalent about ending their 
addictive behaviour can be described as being trapped in a conflict of “avoiding reconciliation”: They 
feel torn between the pleasant and unpleasant consequences of drug use, between attraction and 
destruction and continuing with their drug taking and quitting. Miller & Rollnick (ibid.) illustrate this 
conflict with a set of scales. One side holds all the advantages associated with drug consumption and 
the expected disadvantages of change, the other contains all the disadvantages experienced with 
drug consumption and the expected advantages that would result from change.   

 

 

 

 

 

 

 

                
 advantages of change        advantages of consumption    

                   disadvantages of consumption    disadvantages of change 
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Creating such a set of scales – with the counsellor respecting everything mentioned by the drug user 
- usually leads users to a more differentiated view of their behaviour. This creates a solid 
motivational basis for changing that behaviour and allows for personalised and differentiated goal-
setting. The first step in the “motivational” treatment of addiction is therefore to recognise that 
there may be considerable ambivalence towards changing addictive behaviour.  

MI is based on five general principles. Each can be supplemented by relevant strategies and 
‘techniques’.  

 

1. Express empathy  

Empathy, i.e. the readiness and ability to put oneself into someone else’s shoes, is the most 
important aspect of MI. Empathy means to understand the feelings, views and opinions of another 
person without evaluating, criticising or ridiculing them. At the same time, “understanding” does not 
imply agreement or tacit approval. To be emphatic is to attempt to understand the other person’s 
points of view as comprehensively as possible, particularly with respect to ambivalent attitudes.  

Strategies that help to create empathy include:  

 asking open questions (e.g. “You said it was ok to talk about your drug use. What’s a normal 
day like? How important is consumption on a normal day?”)  

 active listening and summarising what the other person said 

 confirmation (e.g. “You’ve taken a big step by agreeing to come to this meeting!”) 

 

2. Develop discrepancy 

It is not the aim of MI to help drug users to accept themselves and then leave things the way they 
are. MI aims to strengthen a person’s motivation to change and find ways to implement that change. 
Users should not be in sole charge of the content, direction and speed of the conversation. On the 
contrary, it is important to feed in (potentially unpalatable) expert knowledge and realities at 
selected points. “Developing discrepancies” means that drug users are supported in detecting 
contradictions or ‘dissonances’ in how they see themselves. For instance, they might notice a 
difference between their current situation and what they had hoped for at some point in the past or 
might like to achieve in future. Discrepancies can be discovered in almost all areas of life such as 
health, family, partnership, friends, work, self-respect, personal goals etc. The role of the expert is to 
highlight these inherent discrepancies to the person concerned and if necessary (and possible), to 
strengthen the user’s sense of them.  

 

3. Roll with resistance  

If confrontation based on evidence is out, what should be done instead? MILLER & ROLLNICK (1991) 
introduce a principle derived from martial arts (e.g. Aikido): An attack is countered not by using the 
same or even greater force (as is the case in boxing), but by taking up the opponent’s force of attack 
and re-channelling it. The principle is to slightly divert the attacker’s force, take a step back and cause 
the opponent to fall. The idea is not to sidestep the opponent, but to maintain constant contact. The 
comparison should not be stretched too far, after all this is not a fight with a winning and a losing 
side. When dealing with resistance, however, some useful guidelines can be drawn from this:  

(1) resistance is an interactive phenomenon that requires counsellors to review their strategies.  
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(2) the force of resistance can be used positively: Counsellors should not suffer passively, become 
aggressive or feel hurt, but make active use of the topic that engenders resistance. (3) Counsellors 
are in constant contact with their clients. The task of the counsellor is to treat resistance as a sign of 
buried ambivalences rather than lacking motivation.  

Strategies that are suitable for integrating resistance in the above sense:  

 reflections  
(simple [1], exaggerated [2] or in a manner that integrates ambivalences [3])  
in the sense of active listening.  
A typical dialogue might go like this:  
"I’m sitting here just killing time. I’ve got to deal with my problems myself anyway.  
I’m not taking anything away with me.”  
>> “You are sitting here just killing time.“ [1] "None of this is anything new. You know 
everything already.” [2]  "On the one hand, you’ve had some problems because of drug use. 
On the other hand you don’t want any support here.” [3] 

 Changing focus and circumventing the (unproductive) resistance-causing issue.  
Example:  
"If cannabis were legalised I wouldn’t have to be here today.“  
>> „You’re probably right that different standards are used here. Unfortunately we can’t 
change this right now. I’d be much more interested in your own attitude to your drug use, 
where you find it entirely ok and where you would draw the line yourself / are not entirely 
happy with yourself.”  

 Constructive agreement. 
Example: 
“Why are you getting at me like that? If your family was like mine you’d also get pissed all the 
time.” 
> > “You said something really important here. It’s about more than your personal (alcohol) 
use. Maybe I didn’t pay enough attention to that. Without a plan for how to deal with stress 
at home, there’s probably no point in thinking about changing anything at all, is there? How 
do you see this?  

Dealing with resistance constructively means to maintain contact to the person and to make sure the 
flow of their thinking about drugs is not interrupted. Sometimes the counsellor will need to take a 
step back, slow down or change direction. If this is the case counsellors should not feel threatened or 
doubt their professional skills. Their primary task is to accompany the client on their road towards 
change.  

 

4. Support self-efficacy  

"Self-efficacy means the belief of a person in their ability to successfully resolve a specific task” 
(MILLER & ROLLNICK, ibid.). A basic aim of MI is to strengthen the client’s belief in themselves, to 
increase their self-confidence and to perceive themselves as someone who can deal with tasks and 
obstacles. The job of the counsellor is to focus on the client’s abilities, strengths and (social) 
resources rather than their deficits and weaknesses or any negative consequences. It is important 
that any increase in self-confidence – which is further supported by an empathic attitude – is applied 
to specific tasks that need to be resolved in the immediate future. Working with the client, the aim is 
to develop the next steps that will enable changes in behaviour or lifestyle to take place. These steps 
should be realistic and tailored to the client’s specific competencies. Even passive and resigned 
persons can successfully begin to take first active steps. It can be encouraging to see that many ways 
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exist to achieve change. Goal-setting is therefore a central element of engendering self-efficacy and 
thereby enhancing the client’s readiness to change.  

MI is based on the philosophy that people with addictive drug problems are themselves responsible 
for change. This fact, which has been confirmed by professionals in sometimes painful clarity, is not 
lamented here, but elevated to a principle of ethics: professionals and counsellors accompany a 
process of growing awareness and change rather than lead this process; they suggest direction, but 
do not direct. They understand that their knowledge and energy is used to support their client’s self-
efficacy. MI should therefore be recognised as a concept that strengthens client emancipation and 
autonomy.  

 

Conclusions regarding the project TAKE CARE 

TAKE CARE aims to motivate young people to reflect their consumption behaviour.  Therefore it 
stands to reason that a counselling concept or basic attitude is chosen which takes the young person  
serious in his / her often very ambivalent attitude towards a change of his / her consumption 
behaviour. 

During the intake interview and later during the course it is important to convey neutral information, 
but also to empathise with the person’s individual situation. The course is not the moment to criticise 
or judge. People who have problems with addictive drugs, in particular young and first-time users, 
decide for themselves what content is important and what lessons to draw.  

Course leaders will engage with young people who have perhaps never openly questioned  
their consumption or considered it a problem. Course leaders will also wish to give information even 
when it is not wanted. Studies show that MI can helpful here: First, to give information from a 
perspective of basic empathy, secondly to discuss the individual significance of that information and 
finally, to discuss possible consequences.  

Early recognition and intervention can only be successful if counsellors take the ambivalent attitudes 
of drug users seriously.  
MI can be very helpful when it comes to maintaining a certain detachment in order to clarify 
individual attitudes in an open process of feedback, information provision and questioning. In this 
sense ‘motivation’ really means ‘clarification’.  
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                                         Stages of change              intervention of                 kind of  

                                        (Prochaska, diClimente)      course leader           support 

 

 

 careless / pre-

contemplation 

action /  

meintenance 

becoming aware / 

contemplation 

 

preparation 

 
relapse  

counselling / advice 

/ preventing a 

relapse 

enhancing 

competencies for 

engendering change 

 

reflexion 

encouraging  

active engagement 

assistance in 

making the change 

 

motivation 

decision to 

change 

7.3. The Transtheoretical Model of Change (TTM) 
 

The Transtheoretical Model of Change (TTM) was developed by the research group around 

Prochaska and DiClemente (see KELLER 1999, JOHN et al 2002). Today it is regarded as a 

fundamental basis for the design of early intervention programmes in addiction prevention. Its basic 

message is that effective prevention is possible at a very early stage, a stage where those affected 

have not yet developed an interest in assistance or counselling. The model views change of health-

related behaviour as a process which runs through several stages.  

 

The first stage is that of pre-contemplation, where the person still has very little or no problem 

awareness. Problem awareness grows as they move towards the contemplation stage, where there 

is still some oscillation between wanting and not wanting to change their behaviour.  Once they 

enter the stage of preparation, they begin to plan concrete steps which are then tested in the action 

stage and maintained over a longer period in the maintenance stage. Change is viewed as a process 

or flow, with can be interrupted at any time leading to the return to a previous stage.   

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 An overview of the process of change and intervention based on the transtheoretical model.  

(with kind permission of the Bundeszentrale für gesundheitliche Aufklärung (Eds):  

from: “Curriculum Anti-Rauchkurs” [“Curriculum for an anti-smoking course“], in-house publication 2007, p.8)  
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The idea of stages can be useful when it comes to structuring processes of drug counselling. The 

model is also important in the planning of early intervention programmes since it allows 

intervention programmes to be tailored to persons who:  

 

 have not indicated a desire to change their problem behaviour,  

 have signalled first doubts concerning their problem behaviour but are still very undecided,  

 are already preparing for change.  
 

A key message is thus that successful intervention does not have to wait for a young drug user to 

contact an advisory centre. Adapted to the respective stages of behavioural change, successful 

intervention is possible much earlier. This can be done by:   

 

 giving neutral information on drugs and food for thought,    

 strengthening a person’s motivation to re-think their drug use,  
 highlighting a person’s consumption patterns, habits, triggers for drug use and the 

advantages and disadvantages associated with taking drugs.    
 

The staged model of change thus allows for a variety of early intervention strategies to be developed. 

They can be specifically tailored to supporting youths, addressing their underlying motivation for 

taking drugs and enhancing their risk competency.  
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7.4  TAKE CARE partners 
Project partners: 

 

Country Organisation 

Germany 

 

Landschaftsverband Westfalen-Lippe 
LWL-Koordinationsstelle Sucht 
Warendorfer Str. 27, D – 48133 Münster 
  +49 251 591 4710 
 

Diakonisches Werk im Kirchenkreis Herford 
Fachstelle für Suchtvorbeugung 
Hämelinger Str. 10, D-32052 Herford 
  +49 5221 165916 

Belgium Centra voor Alcohol en andere Drugsproblemen vzw  
CAD Limburg vzw 
Salvatoorstraat 25, B-3500 Hasselt 
 +32 11 274298 

Denmark SSP & Forebyggelse 
Skolegade 39, DK-6700 Esbjerg 
 +45 7616 5280 

Greece Organisation against drugs OKANA 
21, Averof str., GR-10433 Athens 
 +30 210 8898244 

Ireland Health Service Executive 
Health Promotion Department 
Railway Street, IR-N/A Navan Co. Meath 
 +353 469076401 

Italy Autonome Provinz Bozen-Südtirol 
Amt für Jugendarbeit 
Andreas-Hofer-Str. 18, IT-30100 Bozen 
 +39 0471 413370 

Portugal Instituto Europeu para o Estudo dos Factores des Risco nas nas Criancas e nos 
Adolescents 
IREFREA Portugal  
Urbanizacao Construr, lote 6-7° B,  PT-3030-218 Coimbra 
 +351 969771666 

Slovakia Prevencia V&P 
c/o Research Institute of Child Psychology and Pathopsychology 
Súťažná ul. č. 18, SK-821 08  Bratislava 
  +4212 43414054 

Slovenia Regional Public Health Institute Maribor 
Prvomajska No 1, SI – 2000 Maribor 
 +386 24602317 

Cyprus Centre of Education about Drugs and Treatment of Drug Addicted Persons – 
Kenthea 
41 Eleftherias Avenue, CY-7102 Aradippou-Larnaka 
 +357 26941919 
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Scientific evaluation: 

 

Country Organisation 

Switzerland Pädagogische Hochschule Zürich 
Lagerstraße 2, CH-8090 Zürich 
 +41 43 305 5898 

 

 

Collaborating partners: 

 

Country Organisation 

Austria Österreichische ARGE Suchtvorbeugung 
c/o Institut Suchtprävention pro mente 
Hirschgasse 44, A-4020 Linz 

Germany Gesellschaft für technische Zusammenarbeit 
Potsdamer Platz 10, D-10785 Berlin 
 
MISTEL SPI Forschung gGmbH 
(member of the ICAA board of director) 
Wilhelm-Külz-Str. 8, D-39108 Magdeburg 
 
Bundesministerium für Gesundheit 
Friedrichstr. 108, D-10117 Berlin 

Finland Prevnet Network 
C/o A-Clinic Foundation 
Paasivuorenkatu 2a, FI-00530 Helsinki 
 
The Mannerheim League for Child Welfare 
Toinen Linja 17, FI-00530 Helsinki 

France Observatoire franc. des drogues et des toxicomanies 
3 Avenue du Stade de France, FR-93218 Saint Denis la Plaine Cedex 

Luxembuorg Centre de prevention des toxicomanies 
8-10, rue de la Fonderie, L-1531 Luxemburg 

Latvia Educational Centre for Families and Schools 
Aizkraukles 14, LV-1006 Latvia 

Netherlands Tactus 
Instelling voor Verslavingszorg 
Institutenweg 1, NL – 7521 PH Enschede 
 
Netherlands Institute of Mental Health and Addiction (Trimbos-Instituut) 
Da Costakade 45, NL-3521 VS Utrecht 

Poland State Agency for Prevention of Alcohol-Related Problems 
Familly and Youth Department 
Ul. Szancowa 25, PL-01-458 Warschau 

Romania National Anti-Drug Agency 
Bvd. Unirli 37, RO-030823 Bucharest 

Sweden Stockholms Läns Landsting 
SE-11281 Stockholm 
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7.4 Good practice projects 
The interventions listed in the following table were investigated according to a commonly developed criteria catalogue at the beginning of the project. Hence 
they present best practice examples whose results may deliver important information fort he results oft he project TAKE CARE. They will be inserted into the 
EDDRA database and also be published on the project website. It is for this reason that we will only show an overview of the interventions at this place.  

 

Country Project title Setting Target group 

Youths Parents Key 

persons 

Retail 

employees 

Belgium 100 days Big festivities in the town centre of Sint-Niklaas (70,000 

inhabitants) 

X   X 

Denmark 

Parent – backup School  X   

Safe – Night Life Nightlife X    

Social misunderstandings / Social 

exaggerations 

School (for pupils < 12 years) X    

Germany 

b. free Transcending settings (community, associations, schools) 
/ children and youths 
Adults 

X    

HaLT – Hart am Limit 

(close to the limit) 

Transcending settings (hospital, leisure time, community, 

schools)  

Focus: Youths taken to hospital with an alcohol 

intoxication 

X 

 

  a.o. X 

 

Alkohol? Jetzt lieber nicht! 

(alcohol? – not now!) 

Transcending settings (hospital, free time, community, 

schools) / focus: Youths taken to hospital with an alcohol 

intoxication 

X   X 

Greece Information and sensitisation on the 

implementation of measures regarding 

the provision of alcohol (und 18 years) 

Shops selling alcohol    X 

 

Ireland 
Club cork project / smart serve     X 

Putting the pieces together Local environment X X   
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Country Project title Setting Target group 

Youths Parents Key 

persons 

Retail 

employees 

Club4U  X  X  

Strengthening families program for 

teens 

Local environment X X   

Portugal 

Before you get burnt: University Peer 

Education 

Traditional event for freshmen = students in their 1
st
 year 

(9 days and nights in October); a second event for senior 

students in May (10 days and nights)  

X 

 

 X  

Decide yourself  X X X  

Drinks – it’s your decision School / Young people aged between 14 and 20 years X    

Slovakia 

Age matters 1. Retailers (addressed 8.500 tobacco retailers) 

2. Services (restaurants, bars…) 

3. General public 

   X 

 

 Adventure Way of Upbringing – 

Manual for parents 

Families, media campaign 

1. Parents 

2. Adults 

 X   

Slovenia Alcohol? The adults can influence! School X X X  

Cyprus 
Safer Clubbing Intervention Recreational facilities X    

Safe Alcohol Serving / Distribution Retailers serving and selling alcohol    X 

 



 
 
 

  

Chapter 7.5 

Definition – Risky consumption 

& 

Who is target group for the ro.pe-Training© 
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7.5 Definition – Risky consumption & Who is target group for the ro.pe-

Training©  
 

 

(Inter-)nationally, there have been reference values since many years, about which amounts and  

frequencies of consumption patterns of alcohol should be regarded “risky” for healthy adults.1 

 

Every country has laws, which regulate the sale of alcohol to minors. But these differ already 

significantly between the countries participating in TAKE CARE. Concerning the assessment, from 

when on, the consumption of alcohol by adolescents has to be considered as “risky”, the partners 

stick to the applicable legal regulations in their respective country. Nevertheless, in the following the 

attempt was made to find a common definition. This and the following table have to be understood 

as an orientation and are not valid for all partners.  

 

A general definition, which consumption habits should be considered risky for adolescents, cannot 

exist. Overall, the following determinants have to be taken into consideration for an evaluation (and 

the subsequent decision, whether there is any reason for an intervention by adults): 

 

 age, 

 amount and tempo of drinking (and whether other substances are consumed – exclusively or 

poly drug use)  

 frequency of consumption, 

 individual bio-psychic-social protective and risk factors,  

 intention of consumption (recreational vs. means of compensation) 

 

The intensity of health-related interventions has to be adapted to the needs of the target group (for 

example, level of conspicuousness). The ro.pe-Training©, as part of TAKE CARE, is an „intensive 

measure for prevention of addiction “. A short intervention should be offered to those adolescents, 

who have to be excluded from the target group of TAKE CARE according to the following criteria, but 

                                                           
1 1

 Internationally there is a definition for low-risk consumption of alcohol by the WHO from 2010: Further 

diagnostics of an intervention is recommended, if... 

- Within the past 12 months at one occasion more than five standard drinks (60 g pure alcohol) have 
been consumed 

- On average, more than two standard drinks (= 16-24 g pure alcohol) are taken 
- There is consumption every day (mhGAP Intervention Guide, p. 60) 

 

In Germany, among others, in contrast, there are gender-specific cut-off values for low-risk consumption: The 

Research Board of the German Centre for the Control of Drug Abuse (DHS) defined the cut-off values for 

healthy adults in 2008 like this: max. 24 g (men) resp. 12 g (women) pure alcohol per day, with two days per 

week without any consumption. Men not more than five glasses, women not more than four glasses at one 

occasion (Orth B, Töppich J.: 2012) 
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who nevertheless consume riskily.  

 

age low-risk risky damaging target group for TAKE CARE 

up to 15 

years 

 

tee-totalism 

 

any 

consumption 

Unknown 

(no existing 

research) 

 minimum age: 12 years 
 risky consumption 
 having experienced at least 

two intoxications2  
 at least one bio-psychic-social 

conspicuousness3
 

 

16 and 

17 years 

 

complying with 

VAD guidelines4  

 

exceeding VAD 

guidelines 

unknown 

(no existing 

research) 

 risky consumption since at 
least three months 

 at least three intoxications 
 at least one bio-psychic-social 

conspicuousness 

 

18 to 21 

years 

 less than 24 g 
alcohol (men) 
resp. 12 g 
(women) per 
day 

 four5 days 
without 
consumption/
week 

 

exceeding the 

cut-off values in 

the left column 

 

more than 

60 g (men) 

resp. 30 g 

(women) 

per day 

 risky consumption since at 
least six months 

 regular binge-drinking 
 at least two bio-psychic-social 

incidents of conspicuousness 

                                                           
2
 Intoxication = here: obvious, noticeable symptoms of being drunk, such as an insecure walk, slurred 

pronunciation, nausea (with adolescents commonly at a blood alcohol level of 80 millilitres) 
 
3
 Bio-psychic-social conspicuousness of risk factors, for instance: 

 Problems at school 
 Personal mental disorder or one of an important reference person 
 Personal physical condition, which reduces alcohol-tolerance   
 Relationship problems (with parents, lack of stable friendships) 
 Lack of alternatives to consuming alcohol 
 Low frustration-tolerance 
 Low socio-economic status 
 Current consumption of illegal drugs  

 
4
  Threshold values for a risky consumption of alcohol by adolescents, published by the Belgian Vereniging voor 

Alcohol- en andere Drugproblemen vzw (VAD)  
 

 under the age of 16 no alcohol and under the age of 18 no liquor.  
 

 Youngsters aged 16 and 17:  
o For boys : 

 maximum 2 units each time, not more than 2 days a week and this not every week.   
o For girls:  

 maximum 1-2 units each time, not more than 2 days a week and this not every week. 
 
5
 Instead of two as with adults – this takes into account the development of the brain, which continues beyond 

the age of 18.  
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Executive Summary

Initial Situation

During the past 15 years, a self-contained juvenile drinking culture has been developing in  
European countries, which differs from the drinking cultures of the adults. Whereas with  
adults the consumption of alcohol is integrated in everyday life, the drinking patterns of some  
of the adolescents occur in form of an episodic risky consumption of alcohol. 

This form of risky drinking behaviour at the vulnerable developmental age of children and  
adolescents comes along with multiple negative consequences. That is why the World Health 
Organisation at a Ministerial Conference on Youth and Alcohol in February 2001, as well as  
the EU-Council of Ministers of Health in their recommendations on the consumption of alco- 
hol by children and adolescents recommended in 2001, to reduce the dissemination and  
frequency of highly risky drinking habits among young people significantly, to inform adoles- 
cents better about alcohol and to create a supporting environment.

The European Pilot Project TAKE CARE

The practice-based project TAKE CARE, which has been supported financially by the European 
Union as part of the Public Health Programme, takes on these problems. The project addres- 
ses young people in the age groups of 12 to 21 years, who have been noticed because of a  
risky consumption of alcohol. The young people are to be made aware of their drinking be- 
haviour, learn to estimate risks and be motivated to reduce their alcohol consumption. Also,  
compliance with the national legislation, e.g. with youth laws, should grow. The guiding thesis  
of the project is that interventions in a defined social environment (district, small town…)  
with a systematic approach on four levels and a connexion, which can be experienced in time, 
reinforce each other. Therefore, the adolescents and young adults, who consume riskily, the 
parents and key-persons, who have a special relation with the adolescents, and the employ- 
ees of shops, who sell alcoholics, are incorporated. In order to reach this general goal, the  
adolescents shall train their risk competence and parents shall be boosted in their education 
competence by a reflection of their attitudes and the transfer of knowledge. Key-persons  
shall be supported in addressing the consumption of alcohol at adolescents and run construc- 
tive talks. The employees in retail shall be informed, motivated and trained, so that the prob- 
lem is identified and the legal norms are complied with consequently. TAKE CARE here imple-
ments predominantly behaviour-related instruments, especially at the adolescents. Simulta- 
neously, structural, condition-related instruments are incorporated by the interventions at  
the employees in retail. 

With a run-time between March 2010 and November 2012, this approach has been imple- 
mented exemplarily in ten countries1 of the European Union. 

1 Belgium, Cyprus, Denmark, Germany, Greece, Ireland, Italy, Portugal, Slovakia, Slovenia.
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Data and Methods of Evaluation

The evaluation of the pilot project focuses on the impact of the project and its four interven- 
tions with young people, parents, key persons and retailers. Indicators that should confirm  
the goal-achievement have been the number of participants, who have been reached, their 
satisfaction with the interventions as well as – the most important information – the change  
of attitudes and behaviour. 

The evaluation relies on questionnaires-surveys in all four target-groups of the ten participa-
ting countries. The participating adolescents, as the main target group, have been given  
questionnaires at the start, at the end of the ro.pe-Training© and three months later. Simi- 
larly, the key-persons have been surveyed three months after the key-training. Follow-up sur-
veys have been conducted in order to measure possible changes throughout the intervention.  
Parents and employees in retail have been both interviewed at the end of the intervention. 

Results

According to the project application, in total 1,550 persons should have been participating in 
the interventions (400 adolescents, 500 parents, 150 key-persons and 500 alcohol-retailers). 
With 1,690 participants reached (440 adolescents, 474 parents, 176 key-persons and 600 re-
tailers) there have been 9 % more participants than planned originally.

For the adolescents, the consumption of alcohol has been significantly reduced, especially at 
the group of adolescents, who consumed alcohol riskily at the start of the training. 44.4 % of 
them reduced the amounts of alcohol and/or the frequency of drinking. With 33.6 % the con-
sumption remained stable on a low level. 21.5 % drank more, 12.8% of them have been under 
the age of 16, who at the time of re-interviewing, for example, had drunk only 1-2 glasses  
every once in a while. 

The acceptance of the national youth law among the adolescents has been improved. The  
willingness to comply with the laws has been on a high level after the interventions with the 
other target groups.

The satisfaction of the adolescents, parents, key-persons and employees in retail with the in- 
terventions has been at high values. 

Parents, key-persons and the employees in retail have been able to improve their competen- 
ces in handling the consumption of alcohol by adolescents as a consequence of the interven-
tions. 
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Discussion

Overall, the evaluation showed that the developed interventions and used methods are quali- 
fied for accessing the target groups and for improving their competences regarding the hand-
ling of juvenile consumption of alcohol. The interventions have been implemented success- 
fully, sometimes with small adjustments through the responsible local expert institutions.  
The multilevel approach of TAKE CARE is demanding and complex. It requires a careful analy- 
sis of the situation and the needs in the selected social environment and a good cooperation  
at site. A solid project management and sufficient human resources are basic conditions. Be- 
cause of the high satisfaction with the intervention, it can be assumed that the attitudes and 
the behaviour regarding the consumption of alcohol, in terms of a health-concerned handling, 
can be encouraged further through mouth-to-mouth propaganda in the defined social environ- 
ment. Yet, this requires a continuous implementation of the instruments for a reliable offer. 
This is why the standards and joint quality guidelines for TAKE CARE have been recorded in  
the manual.    
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1 Initial Situation

1.1 Object of the Evaluation 

This final report contains all findings, which have been gathered during the scientific monito-
ring of the practise-based project „TAKE CARE – Strategies for a responsible consumption of 
alcohol by adolescents in Europe“2 by the evaluation team of the Research Group Health and 
Special Pedagogical Needs of the University of Teachers Education Zurich/Switzerland.

The origin of the project TAKE CARE is based on the EU action-plan for the reduction of alco- 
hol-related damages. Two major international studies prove these problems with the con- 
sumption of alcohol at young age epidemiologically: The HBSC-study (2009/2010)3 showed  
that 21% of the 15-year-olds consume alcohol every week. In the ESPAD-Report (2011)4, 45%  
of the 15-year-olds reported, having consumed significant amounts of alcohol in the past 30 
days. Behind these epidemiological figures, there are concrete problems: For example, child- 
ren and adolescents consume at public spaces ensuing disorderly conduct, vandalism and vio-
lence. Furthermore significant acute health impairments arise by the consumption of alcohol. 
The increase of consumption has different reasons: In most European countries the prices for 
alcoholic beverages have decreased drastically, so that even for adolescents larger amounts  
of alcohol are affordable (RAND, 2009)5. Also, the insufficient compliance of the legal age- 
limits by the retailers of alcohol made it easier for the adolescents to purchase alcohol. Here, 
78% of the pupils reported that it is easy to buy beer; with hard liquors it has been 56% of  
the pupils (ESPAD, 2007). 

The concrete idea of the practise-based project TAKE CARE has been developed during a work-
shop of the European Network for practice-oriented prevention of addiction euro net6. The 
initial idea was to combine proven and tested single interventions in different target groups 
and integrate them in a multilevel project. This combination of the target groups in a common 
social environment promised a higher effectiveness. The Coordination Office for Drug-related 
Issues of the Regional Authority Westfalen-Lippe took over the central coordination of the 
international pilot project as the project executing organization. Ten European countries con- 
tributed to the pilot project. In addition to funding from the countries, the pilot project has 
been funded by the Health Programme 2008-2013 of the European Commission. 

During the run-time of the project between March 2010 and November 2012 the project ma-
nual TAKE CARE has been drafted, tested in the partner countries, worked over according to  
the feedback from the countries and intermediate results of the evaluation, and finalized at  
the end of the project. The international collaboration with ten partner countries made it  
possible to create a common base in the project on the EU-level, in order to transfer the pro-
ject approach to other EU-countries after the pilot period.

2 See www.project-take-care.eu (visited 21.09.2012). 

3 WHO European strategy for child and adolescent health and development. Copenhagen, WHO Regional Office for  
 Europe, 2009/2010.

4 ESPAD-Report, Substance Use Among Students in 36 European Countries, 2011.

5 RAND Europe (2009). The affordability of alcoholic beverages in the European Union. Understanding the link between  
 alcohol affordability, consumption and harms. Available at: http://ec.europa.eu/health/ph_determinants/life_style/ 
 alcohol/documents/alcohol_rand_en.pdf (visited 26.09.2012).

6 See http://www.euronetprev.org/ (visited 21.09.2012).
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The overall goal of the practise-based project TAKE CARE is the reduction of the consumption  
of alcohol by adolescents and young adults in Europe. These goals shall be achieved by a  
multilevel approach, as mentioned above, which is related to the social environment. The 
interventions, which have been developed, target the adolescents on the one hand, but also  
parents, key-persons with a meaningful relation to the adolescents and employees in retail 
of the very social environment (small town, urban quarter, etc.), on the other hand. The main 
target group are adolescents at the age between 12 and 21 years, who have been consuming 
alcohol before the legal age or who have been noticed for a risky consumption of alcohol bey-
ond the legal age. TAKE CARE addresses the prevention of the consumption of alcohol before 
the legal age and the support of a responsible handling of alcohol beyond the legal age, so 
that the risk of an addiction of alcohol, damages to the health and deviant behaviour related 
with that can be minimised.

The adolescents are trained in increasing their risk competences. Parents and key-persons 
receive support, so that they can develop a clear and reflected attitude towards consumption 
of alcohol by young people. Retailers, caterers and owners of kiosks as well as their employ- 
ees receive information and training regarding everyday sales situations. Such approach shall 
not only decrease the critical use of alcohol by adolescents and young adults, but also influ- 
ence the social and cultural attitudes of the social environment of young people towards the 
consumption of alcohol; this way the main goal can be achieved in a more sustainable way. 

 
1.2  Task of Evaluation 

The evaluation team went with the pilot project from November 2010 to the end in Novem- 
ber 2012. The task of the evaluation has been to record the effect of the implemented appro-
ach and to answer certain questions (cf. chapter 1.3). 

During the development of the interview design, the expert institutions of the ten countries 
which implemented the project were included; the participants of the interventions were in- 
volved according to a participatory approach. Consequently, the following statements in this 
text rely on the talks and feedbacks from the partners in the ten countries, but also on the 
evaluation of the questionnaire surveys for all four target groups in all ten countries. 

The project goals of the practice-based project as well as the overall satisfaction with the in- 
terventions and the interventional approach are the centre of the evaluation. This results in 
the following questions: 
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1.3 Issues of Evaluation 

The questions that have become relevant to the evaluation derived from the EU application  
of the practice-based project and are as follows:

 1. How have the target groups been accessed? Up to which extent and by which ways  
  of access have the persons specified by the TAKE CARE manual been gained for the  
  interventions? (cf. chapter 4.5)

 2. Did the consumption of alcohol by the adolescents decrease after the ro.pe- 
  Training©? (cf. chapter 5.1)

 3. Is the compliance with the legislation on alcohol encouraged? (cf. chapter 5.2)

 4. Is the knowledge about the effects and risk of alcohol improved? (cf. chapter 5.3)

 5. Is the competence of adolescents in handling risky situations, especially dealing  
  with risky consumption of alcohol, improved? (cf. chapter 5.4)

 6. Are the parents, key-persons and employees in retail empowered for an effective  
  handling of risky consumption of alcohol by adolescents? (cf. chapter 5.5)

 7. What about the satisfaction of participants of the trainings with the interventions?  
  (cf. chapter 5.6)  

1.4 Structure of the Report

After a more detailed description of the practice-based project TAKE CARE (chapter 2) and  
the methods of the evaluation (chapter 3), chapter 4 provides a description of the sampling  
as well as answers to the first questions listed above. Afterwards, the presentation of the eva- 
luation results is divided into two parts: Chapter 5 highlights the results from a superior per- 
spective. In this chapter the ten countries are considered one group. This allows answers to  
the question which effect the TAKE CARE project had on all ten countries in an overall view.  
This chapter is structured according to the questions above and summarises, in sub-chapters, 
the answers from the perspective of the target groups, which have been specifically intervie- 
wed concerning the respective content matter. 

An international project, such as TAKE CARE, becomes vivid, because the testing can take  
place in different country-specific contexts. These differences show in the country-specific  
results. In chapter 6 these results are presented, the differences sometimes are statistically  
relevant. For the evaluation it was not possible to elicit systematically differences in precon-
ditions and implementation. Therefore the results are not interpreted but presented for in-
terested people. 

In chapter 7, there are recommendations and final conclusions.
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2 Practice-based Project TAKE CARE

The practice-based project TAKE CARE consists of interventions for adolescents, parents, key- 
persons and employees in retail. The innovative element in Europe is the combination of the 
different levels (so-called multilevel approach), the close range and concentrated sequence  
of the different interventions and their implementation in a defined social environment, with 
the main goal, namely getting a stronger and sustainable influence on the problematic con-
sumption of alcohol by young people. 

2.1 Multilevel Approach with Orientation towards Social  
 Environment

The project TAKE CARE, as a multilevel approach is designed according to the social environ-
ment of young people7. 

 • Multilevel approach: In this project the concept of the multilevel approach is under- 
  stood as the simultaneous implementation of interventions on four different levels,  
  i.e. four target groups – at adolescents and young adults, parents, key-persons of  
  young people and at employees in retail. This approach relies on the results of the  
  evaluated German project SeM – Secondary prevention of addiction in a multilevel  
  approach. The implementation has been adapted to the local needs by a qualitative  
  best practice analysis in all participating countries. The idea of the interaction of the  
  four levels is to achieve a high effectiveness regarding a responsible handling of alco- 
  hol and a reduction of risky consumption of alcohol among young refugees and asy- 
  lum seekers. It can be assumed that the simultaneous implementation if different  
  approaches with the same message on different levels may result in synergy effects,  
  so that a higher effect can be achieved than with a project, which is designed and im- 
  plemented for only one target group8. 

 • Orientation towards social environment: In order to achieve this impact, a specific  
  social environment is elicited for the implementation of the project – a district, an  
  urban quarter or a community/small town. It shall be tried to reach the target group  
  within the selected social environment in order to increase the likelihood that the  
  effects in the various target groups influence each other positively.

7 Some passages under 2.1 have been taken from the final manual of TAKE CARE. At the time of completing this evalua- 
 tion report, it was not known, it which way the manual of TAKE CARE will be available. We kindly ask readers to find out  
 about this. 

8 Cf. For instance a well-evaluated project with a multilevel approach: http://www.esski.ch/esski-1 (visited 08.10.2012).
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2.2 Interventions

TAKE CARE implements both behavioral interventions as well as structural measures. The 
behaviour-related measures aim to raise the awareness of the target groups for problematic 
elements of the behavior in order to create conditions for a change in behavior, support the 
conscious and responsible decision-making regarding challenging and even risky situations.  
The main goal is to increase the compliance with the legislation on the consumption of alco- 
hol on all levels (in all target groups) and to support an attitude, which respects the consump-
tion of alcohol beyond the legal age, but targets a handling, which is responsible and plea-
sure-oriented instead of damaging. 

Next, the interventions shall be described briefly, in accordance with the manual. 

2.2.1 Adolescents: ro.pe-Training©

The ro.pe-Training© is a group offer in the prevention of addiction for young people between  
12 and 21 years, who consume alcohol in a risky way. The four-days training (in case of need 
2x2 days) with overnight stays teaches adolescents in an experience-based way the handling  
of risky situations and aims to encourage individual competences related to alcohol. In doing  
so, the following methods are used:

 • Adventure-based counselling/training of risk competences: As the name ro.pe-Trai- 
  ning© already reveals, climbing is used as an element of adventure-based counselling.  
  This approach is based on the concept of obtaining competencies while enjoying  
  ecstatic situations and taking pondered risks9. The adolescents are guided into risky  
  situations (with practices on the ground and at climbing, for instance by abseiling  
  from rocks and cliffs) and they should experience their personal feelings consciously,  
  learn about their limits and, become aware of the point, at which a „calculable risk“  
  turns into a „danger“, in an „incalculable risk“. These experiences are reflected and,  
  in a next step, transferred to situations with a risky consumption of alcohol. The inter- 
  ventions, here, intend to improve the self-monitoring of the consumption of alcohol  
  and to make alternative experiences of risks available. It is important at this part of  
  the training, to work together with a certified rock-climbing coach (also, because of  
  liability). If climbing is not possible, other risky situations (for example, diving) can be  
  chosen.

9  Koller. Gerald (2007). Erkenntnisse und Konsequenzen für die Praxis. In: Einwanger, Jürgen (Hrsg.) (2007).  
 Mut zum Risiko. Herausforderungen für die Arbeit mit Jugendlichen. München



14

 • Psychoeducative part: At first, the adolescents deal with some topics (for example,  
  knowledge on effects and risks of alcohol and the relevant legislation) in different, at  
  best interactive communication methods. Subsequently, connections to the personal  
  dealing with alcohol shall be established. With this information and reflections pro- 
  cesses of creating awareness shall be triggered at adolescents and young adults,  
  which then shall have a positive impact on the level of behaviour regarding the con- 
  sumption of alcohol. 

 • Perception of the environment (action-oriented perception exercises): By way of  
  pictures they shot and/or short videos, adolescents show each other findings on the  
  topic „This, in my environment, has something to do with the consumption of alco- 
  hol“. If the technical conditions allow, the pictures and short films can be put on You- 
  Tube or Facebook. 

2.2.2 Parents: Homeparty

At the Homeparty, parents invite other parents (friends, neighbours) and an expert for the 
prevention of addiction to their home. In addition to the knowledge transfer (effects and risks 
of the consumption of alcohol, reasons for consumption, legislation on youth protection), it is 
about reflecting the attitude of parents towards the topic of consumption and role models by 
using interactive methods and encouraging decision-making skills, so that the consumption  
of alcohol by adolescents is dealt with constructively and effectively (discussing consumption  
of alcohol, setting limits). This low-threshold intervention, which was based on the idea of  
Tupperware parties worked well even for parents, who have been difficult to access by tradi- 
tional approaches in the prevention of addiction.

2.2.3 Key-Persons: Key-Training

The key-training is a training for so-called “key-persons”. Key-persons are persons who have 
contact to youngsters with risky alcohol consumption and are accepted by them. This target 
group includes persons like youth workers, streetworkers, teachers, voluntary working pupils 
or trainers and experts with special focus on youth protection. The aim of the key-training is 
to trigger a critical reflection of young people with the consumption of alcohol and be able to 
identify adolescents of the target group of the ro.pe-Training© in order to transfer them into 
the training. 

In addition to factual knowledge on addiction, drugs and law, the key-training also teaches  
basics of the communication method of Motivational Interviewing. This method has been  
adapted to the needs of key-persons for this project. 

The core of this methodological approach is that adolescents and young adults are not addres-
sed in a moralising way about the topic of alcohol, but that the need of experiencing risks is 
included in the rock-climbing and discussed in relation to alcohol in an open way in the group. 
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2.2.4 Employees in Retail: First-Rate Retailer Tools

“First-Rate Retailer Tools” is training for retailers, who sell alcoholic beverages. This training 
can take place in form of a long intervention of 1-2 hours, for example, in professional schools 
or classes of employees in retail. However, the training can also be run individually in form of 
short interventions of 5 to 30 minutes for owners and employees at the spot in their shops. 

This training gives retailers information on laws and tools about handling situations, when 
adolescents want to buy alcoholic beverages. The retailers are seen as partners in reaching  
the project goal, that is to reduce the abuse of alcoholic beverages among youngsters. The 
basic attitude towards the retailers is that this cannot happen without their help.

 
2.3  Implementation of Interventions in different Countries

The practice-based project TAKE CARE has been conducted in ten European countries. 

These have been:

 • Belgium: Centra voor Alcohol- en andere Drugsproblemen (CAD), Limburg.

 • Cyprus: Centre of Education about Drugs and Treatment of Drug Addicted Persons,  
  Kenthea, Paphos.

 • Denmark: SSP & Forebyggelse, Esbjerg Kommune.

 • Germany: Diaconia of the Parish District Herford.

 • Greece: Organisation Against Drugs OKANA, Athens/Kos.

 • Ireland: Health Service Executive Health Promotion Department, Navan/Co. Meat.

 • Italy: Youth Office, Autonomous Province Bolzano/South Tyrol, Bolzano/Brixen. 

 • Portugal: Instituto Europeu para o Estudo dos Factores de Riscos nas Criancas   
  e nos Adolescentes IREFREA, Coimbra.

 • Slovakia: Research Institute for Child Psychology and Pathopsychology,  
  Prevencia V & P, Bratislava.

 • Slovenia: Regional Centre of Public Health and Health Promotion, Maribor.

A first draft of the manual has been drafted by the project coordinators together with the  
partners in the different countries for the pilot project. This manual described the concept of 
the TAKE CARE project and its implementation. The experts from the partner countries have 
been taught the different methods of the interventions in several workshops. To adapt the  
project to the local conditions and implement them successfully, interviews were conducted  
by the method of RAR (Rapid Assessment and Response). RAR is an instrument, suitable to 
explore a problem-setting in the field of public health to get basic information for potential 
interventions.

Through the manual and common trainings a common base was built to implement the pro-
ject in a similar way.
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Yet, for various reasons, there have been differences in the implementation of the interven- 
tions in different countries. Significant differences in the structural implementation of the in- 
terventions, for example, regarding the time concept of certain elements of the interventions 
or the location, are presented in the description of the test sample in chapter 4.

Additionally, some differences became obvious, linked to the complexity of the project and 
limited resources of the evaluation in the partner countries. In the following some differences 
shall be explained, which might have influenced the implementation of the interventions:

 • Other projects and campaigns, which run parallel, have an impact on the fact, how  
  TAKE CARE is perceived and maybe disappears among other offers. 

 • The selection of the social environment is very relevant for the number and charac- 
  teristics of the recruited target persons.

 • The order, when implementing the interventions, lead to differences in the recruit- 
  ment of the different target groups. This concerns the question, which target group  
  opens up the access to which other target group. 

 • Each course for groups has a specific and unpredictable dynamic. This group dynamic  
  has an influence on the implementation of the intervention. For example, some coun- 
  tries have been confronted with a situation, in which adolescents consumed alcohol  
  during the ro.pe-Training©. How the experts in prevention dealt with this situation,  
  has been influenced by their different attitudes and professional background, especi- 
  ally regarding the professional consequences have been drawn from that (for instance,  
  raising the issue, working it through, stopping the training, etc.). 

Because of the variations in implementing the elements of the projects and the whole pro-
ject, this evaluation cannot act on the assumption of a controlled or controllable design (see 
chapter 3.2). 
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3 Methods of Evaluation

3.1 Theoretical Foundation and Starting Point

For the evaluation, well-established methods of social science are taken into consideration, 
in order to meet the demand of high data quality and achieve an adequate description of the 
evaluated object. But at the same time, the evaluation of TAKE CARE is „practice-oriented“,  
so that the circumstances in the participating countries and the needs of the different social 
environments can be taken into account appropriately. 

The evaluation of TAKE CARE has the following starting points and functions10:

 • The goal-oriented approach, which focuses on the identification of project-goals and  
  an evaluation of the achievement of these goals. 

 • The participatory approach, which is characterised by the incorporation of the partici- 
  pating/affected interest groups (stakeholder). 

10 Cf. Stockmann, 2007; and Fitzpatrick, J.L., Sanders, J.R., &  Worthen, B.R. (2004). Program Evaluation: Alternative  
 Approaches and Practical Guidelines. Boston et al.: Pearson Fitzpatrick.

11 Another additional project with a qualitative method of survey has been also funded by the University of Teachers  
 Education, Zurich, but has not been part of this evaluation report and is, therefore, not been used here. 

The evaluation process has been, because if the participatory design, organised in a way that 
the countries have been incorporated into the draft of the questionnaires. Also, the evalua- 
tion during the conduct of the project gave some feedback on the degree to which the target 
groups have been accessed. This interactive process, among others, showed a lack of a bind- 
ing definition of „risky consumption” by children and adolescents under 16 years and a cer- 
tain arbitrariness in interpreting this term, which is very relevant for defining this target group.

3.2 Quantitative Data-Collection

As explained before, it has been a challenge to come up with a survey design, which never- 
theless made a systematic data-collection in all ten countries possible. Therefore, it has been 
agreed to run the quantitative collection of relevant information with questionnaires. This  
questionnaire survey is the basis of the results as presented in this evaluation report11. 

The survey took place in all four target groups of TAKE CARE in all ten participating countries. 
This means, adolescents have been surveyed, who attended the ro.pe-Training©, parents,  
who participated in a Homeparty, key-persons with a special relationship to the local youth, 
who have been trained in the key-training and finally, retailers have been surveyed, who got  
to know the materials and contents of the First Rate Retailer Tools some target groups pro- 
vided longitudinal information through re-interviewing.
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This methodology has been chosen for several reasons: 

 • The quantitative approach, which is supported by closed questions in a questonnaire- 
  format, allows a rather wide survey. Therefore, the effects of the interventions can  
  be investigated from the different perspectives of the different target groups. The  
  closed questions lead to a relatively standardised and, therefore, comparable content  
  of the statements in the countries.

 • The complexity of the approach of the project, with an analysis of the effects of all  
  four interventions, required a streamlined and informative instrument on the one  
  hand, which, on the other hand, was easy to handle administratively and could be  
  implemented easily language-wise (for example, a re-translation of open answer- 
  texts would have increased the input and complexity drastically).

 • The data-collection could only be organised with the help of the heads of the inter- 
  ventions. This „indirect“ way of survey makes it necessary to build instruments that  
  are „test-leader unspecific“, so that the statements can be compared among all sites.

 • A more open, but less systematic approach in data-collection would have reduced  
  the controllability of the data-collection and, consequently, the comparability even  
  more. Yet, more relevant has been that the personal and financial efforts for the  
  translations would have over-stretched the financial resources. The actual funding  
  for the evaluation required a cost-efficient procedure with as little manpower re- 
  quirements as possible, in the data-collection in the ten countries and in the evalu- 
  ation of the data.

This design and the implementation of the data-collection (see chapter 3.3) make it obvious 
that the evaluation of TAKE CARE is all about the scientific monitoring of a practice-based pro-
ject, not about a mere research project with a solid scientific design. For example, because of 
the limited financial and personal resources at the evaluation team, as well as at the partner  
in the countries, it has not been possible to run a control-group design, especially for test  
samples of the adolescent participants of the training. 

This to a certain extent uncontrollable initial point will be the underlying tone in the interpre- 
tation, especially of the country-specific figures. In order to fathom the margin of interpreta-
tion, it has been a major concern of the evaluation team to receive multiple feedback on the 
qualitative level, in constant contact with partners in the countries and the central steering 
group. 
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3.3 Development of the Instruments and Conduct of the  
 Data-Collection

Questionnaires have been drafted for the quantitative part of the evaluation for all target  
groups. It is a condition of the participatory approach of the evaluation, that these instru- 
ments are developed in collaboration of the participating partners in the countries. Therefore, 
during a project workshop before the start of the implementation of the project instruments 
have been proposed and discussed, and also ideas and suggestions of the partner countries 
have been picked up. Additionally, this course of action allowed to train the partners in the 
organisation and implementation on site. Afterwards, the drafted questionnaires have been 
translated into the respective national languages and used in the interventions. After filling 
in the questionnaires anonymously, the participants put them in envelopes themselves and 
closed those, so that these envelopes could be collected by the head of the intervention and 
send to the evaluation team of the PH Zürich for evaluation.

The collaboration with the partners and the central project coordination proved to be utterly 
constructive and productive. It is thanks to the efforts of partners in the countries, that the 
feedback in the re-interviews has been satisfactory high.

3.4 Evaluations Instruments

The idea of the survey design has been to receive information about the behaviour, attitudes 
and knowledge of the participants of the interventions, as well as about any changes, in form 
of a self-report. 

The goal has been to select theoretically well-established and empirically valid instruments, 
which also can be used for all target groups in a comparable way. The instruments are merged 
in a short questionnaire, which can be used in everyday practice and does not require much 
time. Another demand has been to select instruments, with a behaviour-based wording and, 
therefore, reflect the actual behaviour and especially potential changes in behaviour quite 
accurately. Furthermore, it has been important to use an easy language, in order to match the 
assumingly wide-spread levels of language skills of the participants of the intervention.

The selected and relevant instruments are explained in detail in the attachment, in the annex, 
chapter 8.2. Here the origin of the instruments, the wording and the texts for the answers are 
presented. The drafted short questionnaires have been used in the longitudinal survey identi-
cally in large parts. 

The information value and validity of these self-reports is discussed intensively. It would be  
too much for this evaluation report to pick up on this discussion here. Yet, certain arguments 
are mentioned at some places in the chapter on the results, so that the validity of the state-
ments and potential limitations can be thought through. This perspective is indispensable for 
an interpretation of the results and effects especially the self-reports of the adolescents on 
their consumption of alcohol in this report. 
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3.5 Interpretation of Data

With each question, the evaluation and interpretation of the quantitative data material has 
been undertaken in three steps. This way of conduct can be also seen in the presentation of  
the results in this report: 

 • At first, the available data are presented in a descriptive and well-written way and  
  regarding the averaging and spreading (standard deviation) and the percentages in all  
  countries. These results and their interpretation can be found mainly in chapter 5.

 • At questions regarding the extent of changes between the start of the training and  
  the end (T1 to T2) or between training and re-interviewing (T1 or T2 to T3) χ2-tests  
  and analyses of variance with repeated measurement are used. Changes, which are  
  tested in an analyses of variances, are reported in the evaluation report and conside- 
  red significant in practice, if the changes reach the interference-statistically signifi- 
  cance (α < .05) as well as a medium level of strength of effects (η2 ≥ .06, cf. Bortz,  
  2005, p. 25912). These results and their interpretation can also be found mainly in  
  chapter 5.

 • In further steps of the evaluation the country-specific figures are presented descrip- 
  tively. Sometimes, with a multi-factor analysis of variance, it can be examined, whe- 
  ther the nationality or the sex (intermediate subjective factors), the age (covariate)  
  or other factors are relevant for the variance in the averaging or in the figures of  
  changes. These results and their interpretation can be found regarding the access of  
  the target groups in chapter 4, regarding other questions in chapter 5 and 6.

12 Bortz, J. (2005). Statistik für Human- und Sozialwissenschaftler (6. edition). Heidelberg: Springer.
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4 Design of Evaluations and Description  
 of Test Samples 

Next, the evaluation-design of each target group is highlighted. Also, the return figures are 
shown and test samples are described. This description of the test samples is presented in 
detail for the single countries already in this chapter. 

These reports also answer the question, to which extent the partners in the different coun-
tries have been successful in accessing the target groups, quantitatively as well as regarding  
to certain characteristics of the test sample, as mentioned in the manual of the project. 
Chapter 4.5 summarised this.

13 T1 = questionnaire survey at the start of the training or the preliminary meeting;  
 T2 = questionnaire survey at the end of the training;  
 T3 = questionnaire survey at a re-interview, on average 2.6 month after the start of the training or preliminary meeting.

The quantitative target value according to the project application for the EU have been 40 
adolescents in each country, this means 400 adolescents in all 10 countries. This figure has 
been reached or exceeded in seven of ten countries (overall 440 evaluation sheets have been 
returned at the beginning of the training = 10% more than the target value), in three coun- 
tries missed by a margin (38 and 39 participants, cf. Table 1). 

The 440 adolescents have been taken care of in 38 trainings (cf. Table 1). This results in an  
average number of participants of 12 persons per training (minimum: 4 participants, maxi-
mum: 20 participants). In total as well as in seven of ten countries, more young men than 
young women participated in the trainings. In Belgium both sexes have been represented 
almost equally. In Greece and Portugal, on the other hand, there have been more young wo- 
men in the trainings. 

Follow-up meeting or mailing  
(on average 2.6 months  

after T1)

T1 
n = 440

T2 
n = 414 

(94% of T1)

T3 
n = 322 

(73% of T1)

(preliminary 
meeting) 

Training 
(4 days)

Figure 1. Design of survey and return figures in the target group of adolescents/ 
young adults13.

4.1 Ro.pe-Training©: Target Group Adolescents/Young Adults
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Note: * Missing specification of sex: Cyprus 4 persons, Slovakia 1 person.

In total, about half of the participants have been younger than 16 years, this means in all  
participating countries younger than the legal age for the consumption of alcohol. More than  
one third of the participants have been 16 or 17 years old, which means that in six of ten  
countries they have already been legal to consume at least low-percentage alcohol. About  
one fifth have been 18 years or older; from this age on, in all participating countries they have 
been legal to drink high-percentage alcohol. In all three age-groups there have been more 
young men than young women in total (cf. Table 2).

However, the countries differed in the age-groups, which were represented in the trainings  
(cf. Table 2, not analysed with inferential statistics): 

 • Relatively young participants: In Cyprus, Germany, Greece, Italy and Slovakia the  
  age-group of the under 16-year-olds is represented relatively more than the other  
  age-groups. In Cyprus, Germany, Greece and Italy, also the age-group of the 16- to  
  17-year-olds is represented proportionally high; only in Italy, few young adults at the  
  age of 18 and older participated. 

 • Relatively uniformly spread over the ages: In Portugal, both of the two young age- 
  groups are represented equally strong, the oldest group less strong. Denmark addres- 
  sed slightly more 16- to 17-year-olds than younger than 16-year-olds, as well as a  
  little number of over 18-year-olds. 

 • Relatively older participants: In Belgium, Ireland and Slovenia, the age-groups of the  
  16- to 17-years-olds and over 18-year-olds are represented especially well. 

Table 1. ro.pe-Trainings©: number of conducted courses and return of questionnaires at T1, 
sorted by country and sex.

Belgium 4 39 20 19 
Cyprus 3 39   10*   25* 
Denmark 5 43 19 24 
Germany 3 40 14 26 
Greece 3 43 26 17 
Ireland 6 60 22 38 
Italy 2 38 9 29 
Portugal 5 49 29 20 
Slovakia 3 43   15*   27* 
Slovenia 4 46 15 31
Total 38 440 179* 256*

 Number  Usable 
Country of courses questionnaires Female Male

        Return T1
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Table 2. Number of adolescents at T1, sorted by country and sex. 

Note: With 6 adolescents, there is no information about their age.

The adolescents have been interviewed at three times of measurement. A first survey (T1) 
took place at the beginning of the training (sometimes at a preliminary meeting), a second 
survey (T2) immediately after the ro.pe-Training©. The re-interviewing (T3) took place one to 
three months after the end of the training (see above, Figure 1). The following remark about 
the span between training and follow-up survey: The beginning of the implementation has 
been in September 2011, with a run-time to June 2012. This created a situation, in which  
most countries scheduled the ro.pe-Training© to the second half of the project run-time, be- 
cause of the approaching cold season, namely to spring/summer 2012. This timing made it 
impossible to keep the original planned time interval between T2 and T3. Therefore, the longi-
tude has been generally reduced to one to three months between the end of the training and 
the re-interviewing. 

With a response rate of 94% of usable evaluation sheets at the end of the training (T2) and 
73% at the follow-up survey, the response rate was high (cf. Table 3). The missing evaluation 
sheets at T2, 26 in total, have usually been drop-outs and in only very rare cases the received 
evaluation sheets could be simply not analysed. 

The return during the re-interviews varied a lot between different countries. According to the 
opinion of the partners in those countries, the main reason has been the beginning holiday 
season. 

     Minimum legal age for

Belgium (n=39) 3 17 19 16 18
Cyprus (n=38) 22 16 0 17 17 
Denmark (n=42) 13 21 8 16 18 
Germany (n=40) 31 9 0 16 18 
Greece (n=43) 28 15 0 18 18 
Ireland (n=60) 15 24 21 18 18 
Italy (n=36) 22 8 6 16 16 
Portugal (n=48) 19 18 11 16 18 
Slovakia (n=42) 41 1 0 18 18 
Slovenia (n=46) 8 23 15 18 18
Total (n=434) 202 (47%) 152 (35%) 80 (18%) 

    Low- High- 
 Younger than  16 to 17 18 years percentage  percentage  
Country 16 years  years and older alcohol alcohol
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Table 3. Adolescents: Return of questionnaires at T2 and T3.

Note: *Missing information about sex: Slovakia 1 person. 

4.1.1 Ways of Access to Adolescents

The draft manual suggested to gain access to adolescents and young adults, who have been 
noticed because of their consumption of alcohol, via key-persons, for example via street wor-
kers, who addressed the adolescents in public/during their leisure-time; via institutions, such 
as (children’s) hospitals, schools or counselling centres; via individual persons, who had been 
trained in key-training and who had special contacts with adolescents (for instance, coaches 
in a sports club, representatives of communities (church), staff of youth facilities; via parents, 
who became aware of the offer through PR work. 

                       Return T2                       ReturnT3

Belgium  38 97% 25 64% 15 10 
Cyprus 39 100% 6 15% 4 2 
Denmark 40 93% 37 86% 19 18 
Germany 39 98% 25 63% 8 17 
Greece 43 100% 39 91% 25 14 
Ireland  54 90% 45 75% 13 32 
Italy  37 97% 29 76% 7 22 
Portugal  41 84% 36 73% 21 15 
Slovakia 43 100% 41 95%   15*   25* 
Slovenia 40 87% 39 85% 15 24
Total 414 94% 322 73%   142*   179*

 Usable  Ratio  Usable  Ratio   
 question- compared question- compared 
Country naires to T1 naires to T1 Male Female

4.1.2 Self-reports of the Adolescents at the Beginning of the Training  
(cf. Table 4) 

now showed that a significant part of the adolescents have been transferred by an institutio-
nal-professional way of access: A majority of participants (n=280) learned about this offer at 
school, another part through „other adults“ (n=98), who might also be assumed to be key- 
persons working in institutions, on the one hand, but also key-persons, who work outside of  
established institutions and who might have been trained in a key-training. But also the 
mouth-to-mouth propaganda via participating adolescents already showed some effect, be- 
cause 58 participants reported to have learned about the training from friends or other young 
people. A small majority reported that they became aware of the offer through parents  
(n=14) or media (flyers, newspapers, TV, …, n=2).
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Table 4. How adolescents learned about the ro.pe-Training© (self-report, multiple  
answers possible).  

Note: *in particular: streetworkers, prevention centre; sports coach, and so on. 

4.1.3 Main Activities/Educational Background

With about 80% of the test sample of adolescents, their main activity was known. Because of 
the importance of the way of transfer via schools, it is not surprising that almost all adoles-
cents, at the beginning of the training, reported to attend a school (general education or extra- 
occupational vocational training school, in few cases university): This has been true for 191 
participants of the total test sample of the under 16-year-olds (94.6% in this age-group), 127 
participants in the age-group of 16- to 17-year-olds (83.6%) and 61 young adults older than 
18 years (76.3%). Only very little participants, namely 8 participants, spread over all the age-
groups, reported being unemployed. For 20%, there has been no information about the cur-
rent educational or professional background.

Because of the format of the questions, the educational background during the mandatory 
time at school unfortunately could not be analysed enough. For the post-mandatory time at 
school, the set-up of the categories would allow a differentiation into vocational education 
(vocational training, vocational training school) vs. general education (secondary school) for 
some countries; however, as this option of differentiation is not available through all coun-
tries, the evaluation report abstains from using the educational variable as a criterion for eva- 
luation.

Belgium 37 2 0 0 0 
Cyprus 17 5 21 2 1 
Denmark 22 25 1 0 0 
Germany 36 0 3 0 0 
Greece 19 7 15 2 0 
Ireland  29 23 6 2 0 
Italy 31 3 3 0 1 
Portugal 37 10 2 0 0 
Slovakia 35 2 1 4 0 
Slovenia 17 19 6 4 0
Total  280 96 58 14 2 

     Through flyer, 
 Through  Through Through  Facebook, 
 schools/at  other  friends/ Through Internet, TV, 
Country workplace adults* peers  my parents newspaper, …
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4.1.4 Migration Background of Adolescents

Only a small minority reported, speaking another language than the dominating national lan- 
guage at home (n = 31, this is 7% of the participants at T1; for 8 countries, none in Portugal  
and Slovakia). The chosen format of questions does not allow concluding, whether the migra-
tion background in the test sample is represented in a valid way and, consequently, only this 
small number of participants has been of foreign origin, or whether a different format of  
questions would have come up with different numbers. Therefore the evaluation report re-
frains from using the origin variable as a criterion for evaluation.

14 At the time of conducting the project, especially for the age-group of the 12– 16/18-year-olds, there has been no  
 definition by WHO or other organisations, what “low-risk” or “risky” consumption actually means.

15 During the duration of the project, the definition of the target group of the adolescents has not only been specified  
 regarding the consumption of alcohol, but it has also been proposed to incorporate as criteria the experience of  
 intoxication as well as bio-psycho-social characteristics (for instance, problems at school, low socio-economic status,  
 consumption of illegal drugs, personal mental diseases or those of an important attachment figure). The questionnaire  
 for the adolescents does not ask for these criteria. Therefore, the evaluation does not take them into account.

16 Items from: Babor, T.F., Higgins-Biddle, J.C., Saunders, J.B., & Monteiro, M.G. ( (2001). AUDIT – The Alcohol Use  
 Disorders Identification Test (2nd ed.). Geneva: World Health Organization.

17 A few adolescents could not be classified, because of data that were missing or could not be interpreted.

4.1.5 Alcohol Consumption: Categorising the Adolescents into Groups  
 of Consumption and Cumulative Value

At this point the alcohol consumption of the participating youngster is described, because  
this allows to show to which extent the target group has been reached. This description is  
done by the categorisation of the adolescents into groups of consumption and by analysis of 
the so-called cumulative value (the description follows below).

The target group of adolescents has been defined in the draft manual as „adolescents, who 
have been noticed for a risky consumption of alcohol.“ This is in accordance with the selec- 
tive-preventive approach of intervention of the project. During the project it became obvious 
that both, at the project and the implementation level as well as at the scientific level it was 
unclear what is meant by “risky consumption”14. A definition for these different age-groups 
had to be specified. The project-coordinators set up age-specific limits for low-risk and risky 
consumption (details in annex chapter 8.1.1)15. 

The evaluation adopted this suggestion of a definition and divided the adolescents, who parti- 
cipated in a ro.pe-Training© into the three consumption-groups of tee-totalling, low-risk and  
risky consuming adolescents, based on two statements on the amount and frequency of drin- 
king16 shows the frequency of the three consumption patterns at the start of the training (T1), 
classified by the three age groups17. 
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Figure 2. Number of adolescents/young adults in the three consumption-groups in each  
age-group, total test sample at T1 (n=425)18.

Other adolescents, at the beginning of the training, reported a drinking behaviour that has 
been defined as low-risk. This consumption-group has been set up for the two age-groups of 
the older that 16-year-olds, and contained among the 16- to 17-year-olds 28% of the partici- 
pants, at the over 18-year-olds a percentage of 19%. Finally, there has been a small percent- 
age of participants, who, at the beginning of the training, reported not drinking any alcohol  
at all. This affects 10% of the under 16-year-olds, 1% of the 16- to 17-year-olds, as well as 9%  
of the over 18-year-olds. This means, that about 20% of the participants have been taken  
into the training, who should have never been noticed for their risky consumption of alcohol 
according to their self-reports19. 

0% 20% 40% 60% 80% 100%

Under 16 years old (n=197)

16-17 years old (n=150)

18 years and older (n=78)

19                                      178

2           42                                           106

7           15                                           56

  Tee-totalling (n=28)       Low risk (n=57)       Risky (n=340)

18 Total sample = All adolescents who participated in the respective questionnaire survey;  
 longitude sample = All adolescents who participated in both questionnaire survey T1 and T3;  
 sample of the adolescents, who consume riskily = Reduction of the total sample to those adolescents who showed  
 a risky consump-tion pattern at the start of the training (T1).

19 The percentages in the longitude test sample at T1 have almost been identically with the percentages of the total test  
 sample. Therefore, the longitude test sample regarding alcohol consumption can be considered representative for  
 the total test sample.

It became clear that the heads of the interventions in the ten countries have been majorly 
successful in bringing adolescents, who consume riskily, to the ro.pe-Training©: A major part  
of 90% of the adolescents in the age-group of the under 16-year-olds reported a drinking be-
haviour that has been defined as risky. In the age-group of the 16- to 17-year-old participants, 
this percentage has been at 72%. In total there has been a percentage of 80% of adolescents 
(340) in the training, who consume riskily. 

Note: A few young people could not be assigned due to missing or non-interpretable information.
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It should be critically noticed, regarding these self-reports, that incorrect answers may occur, 
with too low, but also, too high answers. Such bias can be explained by different factors.  
These may be no clear idea about the individual amount of drinking, as a joke or because of  
a personal background (such as religion), when the report on the consumption of alcohol is, 
even in an anonymous survey, put into the context of a strongly sanctioned infringement of 
rules. 

When asked, the partners in the different countries reported that they have been or become 
aware during the training, that adolescents participated in the training, who drank none or 
little alcohol and who, therefore, did not belong to the original target group. Yet, the heads 
of those interventions decided to keep those adolescents in the training, because very often 
there has been a peer effect behind it: A friend of the adolescent brought her/him along.

Figure 3 shows the frequencies of different drinking behaviours at the beginning of the train-
ing in detail, for the three-age-groups and divided by gender. It becomes obvious, that young 
men for all countries report drinking more than young women: The areas of risky consump- 
tion are covered more by men (higher pink columns) than by women (few high orange co- 
lumns). This image also supports the finding that the consumption among the participants  
of the training is higher in the older age-groups than in the under 16-year-olds: The partici-
pants, who are older than 16 years, spread out relatively even over all areas; the participants 
under 16 years have larger parts in the fields at the bottom left.
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Figure 3. Self-reported frequency and amount of drinking on a typical day  
at the start of the training (T1): numbers of mention, for the total test sample,  
sorted by age-groups and sex.

Note: f = female (orange  
columns), m = male (pink  
columns); number of people  
with the respective drinking  
behaviour shown in form of  
columns within different cells;  
the maximum height of a  
column within a cell would  
represent the number of 30  
people. The field „frequency: 
never“/„amount: 1 or 2 glasses“ 
has been interpreted as unique, 
non-repeating drinking expe- 
rience and, therefore, incor- 
porated into the evaluation;  
white fields could not be inter- 
preted and have not been  
classified into any pattern of  
consumption. 
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Table 5. Frequency of consumption-groups at the beginning of the training (T1),  
in each country. 

Note: bold = corrected residua in χ2- test over +2/under -2 as a hint for a significant deviance of  
certain countries from the overall percentage. 

The countries differed regarding the share of the three consumption patterns at the begin- 
ning of the training significantly (total test sampleT1: χ2 (18) = 127.811, p < .001): Denmark  
and Greece showed a very high percentage of adolescents, who consume riskily. In Italy and 
Slovenia, on the other hand, these consumption-groups have been represented comparati- 
vely little. Belgium and Slovenia showed a comparatively high percentage of adolescents with 
low-risk consumption, Italy, finally, stands out because of a comparatively high percentage of 
tee-totalling adolescents. Overall, the countries had a different success in getting adolescents, 
who consume riskily, for the ro.pe-Training©. Potential reasons are named in chapter 2.3.

Eventually, one last way of evaluation has to be introduced. This is about the so-called cumu-
lative value of the drinking rate, which is calculated per person with the two items of drinking 
frequency and amount on a typical day (more specific information in the attachment, chapter 
8.1.2). These cumulative values make it possible, to represent the drinking rate in only one 
figure, so that there is an easy way to measure the changes later.

In the following figure, country-specific figures are presented for the main target group, that  
is risky drinking youngsters, divided into young women and young men.

Belgium 2 (5%) 10 (27%) 25 (68%) 
Cyprus 1 (3%) 5 (13%) 33 (85%)  
Denmark 0 (0%) 2 (5%) 41 (95%) 
Germany 5 (14%) 4 (11%) 28 (76%) 
Greece 0 (0%) 2 (5%) 40 (95%) 
Ireland 1 (2%) 6 (10%) 52 (88%) 
Italy 13 (42%) 2 (7%) 16 (52%) 
Portugal 2 (4%) 7 (14%) 40 (82%) 
Slovakia 5 (12%) 0 (0%) 37 (88%)  
Slovenia 0 /0%) 19 (41%) 27 (59%) 
Total 29 (7%) 57 (13%) 339 (80%) 

Country Tee-totalling Low-risk Risky

The following Table 5 shows, how the participants have been spread over the three consump-
tion groups in the different countries. 
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Figure 4. Cumulative values of the drinking behaviour of the risky consuming  
adolescents (n=334), at T1, sorted by country and sex.

The average values and their standard variations in Figure 4 show a relatively wide variation  
of the drinking rate, which existed, at the beginning of the training, for the risky consuming 
adolescents and young adults when comparing the different countries, but also within the 
countries20,21. The variance-analytical evaluation brought up a significant and strong main 
effect of the nationality (F(9,313) = 7.199, p < .001, partially η2 = .171) as well as an signifi- 
cant and approximated medium main effect of the sex (F(1,313) = 19.005, p < .001, partial  
η2 = .057): It has been Denmark and Ireland that stood out with their higher amounts of drin-
king of the participants in the training, who consumed riskily. The young men reported signi- 
ficantly more drinking than young women (also, within the different countries, with the ex- 
ception of Denmark). The covariate of age, similarly, showed a significant effect of medium 
strength (F(1,313) = 41.465, p < .001, partial η2 = .117): The cumulative value increased with 
the age, this means, older participants, at the beginning of the training, drank significantly 
more than the younger participants. 

20 The values of the longitude sample at the beginning of the training is presented in the next chapter, which picks on the  
 changes of behaviour between beginning of the training and re-interviewing. In seven out of ten countries the cumula- 
 tive averages values remained similarly high as shown here, even if only the longitude sample is taken into considera- 
 tion. Only in Germany and Greece, the cumulative values for the longitude sample at the beginning of the training have  
 been slightly lower. This is, because the adolescents in these countries, who participated in the re-interviewing, showed  
 statistically significantly low cumulative values, compared to their colleagues, who did not participate any more.  

21 Additional remark: The figure of the cumulative values has to be looked at age-specific, for the classification of the con- 
 sumption-groups. For instance, the participants from Slovenia on average report a comparatively high cumulative value;  
 yet, these participants are 18-year-old or older to a large part; therefore the reported drinking behaviour for a significant  
 part of young adults counts as low-risk.

Note: The first figure in brackets is the sample size of young men, followed by the sample size  
of young women. 
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4.2 Homeparties: Target Group Parents

The aspired quantitative target value for parents, which is 50 parents and other relatives per 
country or 500 parents in total, has been missed for all countries by 5 % with 474 people. The 
number of participants per country differed between 26 and 80 people (cf. Table 6). The ave- 
rage number of participants per Homeparty has been 8 people. 

n = 474

Homeparty (2-3 hours)

Figure 5. Survey design and returns of the parents group.

Note: *Missing information about gender: Denmark 3 persons, Ireland 1 person. 

Table 6. Parents at Homeparties: Number of organised meetings and return of  
questionnaires, for each country. 

The average age of parents has been 44 years (SD = 6 years; Min = 21 years, Max = 72 years). 
85% of the parents reported to live with a partner, 10% explicitly said that they do not live 
with a partner (both sex with similar percentages; 20 missing answers). 

Belgium  5 0 50 31 19 
Cyprus 4 4 43 43 0 
Denmark  5 3 50   36*   11* 
Germany 8 5 80 63 17 
Greece 7 5 52 46 6 
Ireland  6 0 36   31*   4* 
Italy  6 0 26 20 6 
Portugal 5 0 33 28 5 
Slovakia 6 2 50 36 14 
Slovenia 7 5 54 39 15
Total  59 24 474   373*   97* 

  on invitation  
  of parents  
 Number of  in private Usable    
Country Homeparties rooms sheets Women Men

                                                      Meetings  Return of questionnaires
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4.2.1 Ways of Access to Parents 

According to the draft manual and the multilevel approach the target group ideally consisted  
of parents, whose children/adolescents had participated in the ro.pe-Training©. According to 
the feedback of half of the partners this group has a percentage of 27% in the pilot project. 

Table 6 also shows the frequency, how often the intervention has been implemented in a way 
loyal to the manual, which means a meeting by invitation of parents in their private rooms.  
This has been successful with 24 meetings. In the other 35 meetings, at least one structural 
element has been not complied with, may it that the invitation did not come from the parti- 
cipating parents, but from the experts centre, may it that it was held in a public space (for  
example, classroom, premises of experts centre).

4.3 Key-Trainings: Target Group Key-Persons 

Figure 6. Survey design and return numbers in the target group of key-persons.

The aspired number of 150 participants in total or 15 participants in each country has been 
exceeded with 176 persons for all countries by 17%. The number of participants in each coun- 
try has been at least 14 people; sometimes these people took part in two courses of the 
key-training.

Follow-up meeting or mailing  
(on average 2.6 months  

after T1)

T1 
n = 176

T2 
n = 132 

(75% of T1)

Training 
(2 days)
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Table 7. Key-persons in key-training: number of organised courses and return of evaluation 
questionnaires for each country, at the end of the training (T1).

Note: *Missing information about sex: Denmark, Greece, Italy, 1 person each.

The average age of participants has been 37 years (SD = 11 years). There has been no diffe- 
rence in age between women and men. 

A vast majority of participants learned about the key-training through a recommendation at 
their workplaces (cf. Table 8), whereas about one third of the participants (sometimes addi- 
tionally) have become aware of it through other people in their environment. A minority lear- 
ned about this offer from electronic media, such as Internet or Facebook, or from TV or news- 
papers.

Table 8. Key-persons: place of becoming aware of the key-training, in each country.

Belgium  12 3 0 1 0 
Cyprus 15 1 0 0 0 
Denmark  10 2 0 1 2 
Germany  6 16 0 2 2 
Greece 8 7 2 2 1 
Ireland  18 0 0 1 0 
Italy 5 8 0 2 4 
Portugal 17 2 1 0 0 
Slovakia 7 7 0 0 1 
Slovenia 7 2 4 0 1 
Total 105 48 7 9 11 

 Recommen- Recommen- Internet,   
 dation at the  dation of   Facebook,  Newspaper,   
Country workplace other people TV, etc. magazine Other

Belgium 1 15 15 0 
Cyprus  2 17 15 2 
Denmark 1 16   5*   10* 
Germany 2 30 26 4 
Greece 2 16   9*   6* 
Ireland 1 19 11 8 
Italy 1 15   7*   7* 
Portugal 2 19 17 2 
Slovakia 1 15 9 6 
Slovenia 1 14 14 0
Total 14 176   128*   45*

 
 Number  Usable 
Country of courses sheets Women Men

   Return of questionnaires
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Similarly, a majority of 75% (n=134) reported, that they have contacts with adolescents and 
young adults in their professional function. Much smaller is the percentage of 27% (n=48), 
who have to do with adolescents as volunteers.

The re-interviewing (T2) collected information about the experiences of the key-persons with 
applying the techniques that they had learned. The re-interviewing took place on average 2.6 
months after the training (SD = 1.6 month, n =121). Table 9 shows the re-turn numbers, sepa-
rately for each country.

Table 9. Key-persons in key-training: Return of questionnaires in the re-interview (T2),  
for each country. 

The answers in the re-interview again confirmed the picture that the key-persons, trained in  
the pilot project, chiefly initiated to talk with young people about the consumption of alcohol  
in the professional environment (cf. Table 10): About two thirds of the interviewees stated  
that they have contacts with young people during their work, and usually more in form of in- 
dividual talks, so that they could apply the techniques of Motivational Interviewing. About  
20-25% reported having approached young people also out there, in the street, in a park or  
during leisure activities. These open, unplanned contacts are part of the concept of TAKE  
CARE, i.e. approaching adolescents and young adults in a non-institutional space and then, if 
possible, address the topic on consump-tion of alcohol. 

Note: *Missing information about sex: 1 person from Greece.

Belgium 11 73% 11 0 
Cyprus  6 35% 5 1 
Denmark 13 81% 4 9 
Germany 23 77% 19 4 
Greece 16 100%   9*   6* 
Ireland 12 63% 7 5 
Italy 6 40% 2 4 
Portugal 19 100% 17 2 
Slovakia 13 87% 8 5 
Slovenia 13 93% 13 0
Total 132 75%   95*   36*

 Usable Return 
Country Sheets compared to T1 Woman Men
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Table 10. Experiences of key-persons out there: Where and how did you approach young  
people after the key-training? (n=132 for 100%).

Note: Multiple answers have been possible. 

Further analyses show (not explained in detail here), that more than half of the answering 
key-persons have been able to talk with up to five young people about their consumption of 
alcohol, between the key-training and the re-interviewing, 25% with up to 10 young people  
and another 25% with more than 10 young people. Overall, the dialogue has been more with 
young men than with young women. More than 75% of the key-persons reported of having 
approached adolescents, who had not yet reached the legal age for the consumption of alco-
hol; however, more than one third of the key-persons also talked to young people, who had 
already exceeded this age.

For about half of the key-persons, their young dialogue partners have only been noticed for a 
risky consumption of alcohol to a certain extent. For the other half of the key-persons, at least 
half or even more of the conversations have been triggered by a risky consumption of alcohol 
by the young people. About 75% of the key-persons have been successful in sparking some 
interest for the ro.pe-Training© with up to five young peo-ple; 25% even with more than five 
young people. 

Unfortunately, the key-training has been conducted often only in the middle or towards the 
end of the practice period in the different countries, after some parts of the ro.pe-Trainings© 

had already taken place. Therefore, the key-persons could only be used to a certain extent for 
the recruitment of adolescents during the run-time of the project.

Location of meeting Frequency
Individually, at my workplace 87 (66%) 
Outdoor, in small groups (2-4 people) 36 (27%) 
Outdoor, in larger groups (> 4 people) 27 (20%) 
Outdoor, individually (for example, in a park, in the street) 22 (17%)
At an event with many people (for example, party, disco) 21 (16%)
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4.4 First-Rate Retailer Tools: Target Group Retailers

These interventions could be conducted as short interventions, right in the shops (small 
shops, kiosks, pubs, supermarkets, …) or as a long intervention, as part of the continuous lear- 
ning in form of a 2-hours-training. For those two interventions, two questionnaire-formats 
have been developed and used by the prevention experts differently:

 • At the long intervention, the participants filled in the questionnaires as a self-report.

 • At the short interventions, an abbreviated form of the questionnaire has been used.  
  The expert asked those questions orally and wrote down the answers of the partici- 
  pants on the sheet.

 • If due to the situation of the intervention, it has not been possible or reasonable to  
  ask those questions, the prevention experts just filled in the form, where they descri- 
  bed the locations, which they have been visiting (type of shop, content and duration  
  of intervention).

Figure 7. Survey design and return numbers at the target group of retailers and  
employees in retail. 

Short intervention (on average 17 minutes)   
or  

Long intervention (1-2 hours)

Short intervention:  n = 364 
Long intervention:  n = 236

The aspired number of 500 participants all together or 50 participants in each country has 
been exceeded by 20 % with 364 people per short intervention and 236 people per long inter-
vention. The countries varied in, whether they concentrated on long or short interventions or 
conducted both. 

Table 11 shows the return of questionnaires, separately for each country and for both formats. 
This target group has been slightly more accessed with the short interventions than with the 
long interventions. The main difference between the countries has been, which type of inter- 
ventions they used: Germany and Cyprus focused mainly, on organizing long interventions for  
groups. Belgium, Portugal and Slovakia organized long interventions and also approached the  
target groups with short interventions in their shops. Denmark, Greece, Ireland, Italy and Slo-
venia mainly approached the retailers and their sales staff with short interventions directly in 
their shops. 
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The average age of the female participants at the long interventions has been at 30 years  
(SD = 12 years), with the short interventions at 36 years (SD = 12 years). The average age of 
the male participants at the long interventions has been at 23 years (SD = 9 years), with short 
interventions at 33 years (SD = 12 years).

Long interventions have been usually held as part of continuous learning events in shops or  
as a school lesson in vocational schools. A major part of the repertoire of the manual could  
be implemented in these trainings. The participants of the long interventions have been 
majorly sales staff from larger shopping centres (in all countries: n = 131), or from pubs, night 
clubs or other restaurants (n = 81), but comparatively less employees in retail from small 
shops, such as kiosks or petrol stations (n = 20). 

Table 11. Interventions for First-Rate Retailer Tools: number of organized trainings  
(in terms of long interventions) and return of evaluation questionnaires (long and short  
interventions), for each country. 

Note: Long I. = long intervention of 1 to 2 hours; Short I. = short intervention of 5 to 30 minutes;  
*in part missing information about sex; **Unfortunately lost in the mail, therefore also missing  
numbers for the sex. 

Short interventions lasted on average 17 minutes (SD = 8 minutes, Min. = 7 minutes, Max. =  
45 minutes). The sales staff in small shops has been more accessed with short interventions  
(n = 69), the same is true for pubs of different types (n = 149); the employees in retail of lar- 
ger shopping centres could be accessed with short interventions to a certain extent (n = 56).  
At this, the TAKE CARE repertoire from the manual has been explain differently often, namely  
the especially created TAKE CARE material in 94% of the meetings (n=283), the information 
about the country-specific legislation regarding the consumption of alcohol in 85% of the  
meetings (n=257), and information about health risks of the consumption of alcohol in the  
young age and about consumption trends in 75% of the meetings (n = 226). 

Belgium 3 49  30   13*  11 35*  19 
Cyprus  2 39  13 30  3 9  10 
Denmark 0 0     51** 0  --** 0  --** 
Germany 2 72  0   41*  0 30*  0 
Greece 1 7  44 3  12 4  32 
Ireland 0 0  51 0  25 0  26 
Italy 1 4  57 2    30* 2    16* 
Portugal 6 38  36 8  8 30  28 
Slovakia 2 22  31 21  19 1  12 
Slovenia 1 5  51 2    30* 3    20*
Total 18  236    364* 120    138*  114    164*

 Number                      
Country Long I. Long-I.  Short I. Long-I.  Short I. Long-I.  Short I.

                   Usable   
               Evaluation Sheets  Women*   Men* 
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Potential options for handling difficult sales situations have been explained in 64% of the  
meetings (n = 192), but only with 8 persons (3%) explored and practiced in a role play. Finally, 
in 47% of the meetings (n = 143) alternative measures for avoiding difficult sales situations 
have been presented (changing the room layout, pricing, advertisement, etc.). 

Employees and temporaries have been trained in short and long interventions relatively even- 
ly (nshort = 185, nlong = 208). For owners and branch managers, there have been pre-domi-
nantly short interventions (for all countries: nshort = 117, nlong = 17). 

4.5 Evaluation of the Achievement of the Target Group 

The heads of the interventions in the ten countries have been successful in reaching or even 
exceeding the aspired target figure for the pilot project in three out of four target groups. For 
the target group of parents the intended number was slightly below. After all, the quantita- 
tive goals have been majorly achieved, sometimes with major efforts. 

Within certain target groups, there have been different criteria, which persons should be 
gained for the interventions. Next, there will be an intermediate upshot about these criteria:

4.5.1 Adolescents/Young Adults

According to the selective-preventive project approach, adolescents and young adults, who 
drink riskily, shall be gained for the ro.pe-Training©. The definition, which consumption of al- 
cohol, regarding amount and frequency, in different age-groups of adolescence and young 
adulthood could be regarded as “risky”, has become more precise during the run-time of the 
project. At the end of the project it can be summed up that based on the provisional defini- 
tion, it was successful in 80% of the cases, to gain for the training adolescents, who consume 
riskily. The statements on the consumption of alcohol have been taken from the self-reports  
of the adolescents.  

Preliminary meetings can be helpful in getting a clearer picture of the initial situation of 
the adolescents. 

According to the approach of the project, adolescents should be gained for the training via 
different institutional and non-institutional ways. Through the multilevel approach, which also 
trains parents and key-persons about handling the consumption of alcohol by adolescents, 
especially the non-institutional way of access should be improved. It became clearer that ado- 
lescents have been more and more attracted at meetings in their leisure-time, for example, at 
evening events, at a youth club or in the street, or by mouth-to-mouth propaganda of other 
adolescents. Still, overall in the pilot project the transfer through the school has been predo- 
minant. 
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4.5.2 Parents, Key-Persons and Retailers

For the Homeparties, according to the approach of the project, especially parents, whose  
children consume alcohol, should be gained, and here explicitly parents, whose children par-
ticipated in the ro.pe-Trainings©. The goal of the key-training is to win over key-persons, who 
have contacts with adolescents in a non-institutional sphere, from the environment of consu-
ming adolescents, who consume riskily. The points of retail, which have been trained by the 
First-Rate-Retailer-Tools, should be the very places, where adolescents, who consume riskily, 
come along. This orientation of the multilevel approach towards social environments makes 
it possible that after the training the adolescents return to an environment, which shares the 
message, namely a responsible handling of alcohol – which also means tee-totalling before  
the legal age –, but also an understanding of challenge and risk. The evaluation showed that,  
at least on the level of parents, these closer links within the social environment have been 
established piece by piece. There are only oral statements of the experts about the linkage: 
These persons and points of retail have been found out by explicit insisting at the adolescents, 
who then have been reached by the interventions. 

The innovation of the TAKE CARE project is the multilevel approach. This shall result in an 
intensification of the attitudes and opinions that should be communicated by different 
ways and informations. This changed attitude should make it easier for the adolescents to 
regulate their consumption and, if necessary, reduce. 

A careful and continuous analysis of the situation is the condition for a successful multi- 
level approach. This is in order to really find the relevant persons in the selected social 
environment. Asking the adolescents and networking with other local institutions, clubs, 
youth organisations and peer groups makes it much easier to find and motivate the key- 
persons, the parents and the employees in retail.

The practice-based project aims to make responsible and let them play an active role in  
creating awareness about the consequences of the consumption of alcohol, not only insti- 
tutions, such as schools and experts centres, but also volunteers and other key-persons, 
community based in the environment of young people. Consequently, the TAKE CARE pro-
ject is committed to the approach of participation and empowerment. This may be un- 
familiar and new, in some contexts. A clearer sequence planning of the project, especially 
an earlier use of the key-training, might help in making this attitude more popular and, 
that way, improving the retrieval via non-institutional ways of adolescents, who consume 
riskily.
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5 Results of the Evaluation

The main task of the evaluation has been to describe the effects of all tools in comparison to 
the initial point. In the following, this is explained for the complete group of all ten countries. 
The results are based on the statements of the participants of the interventions, immediately  
after the end of the interventions. However, for the target groups of the adolescents and key- 
persons, there has also been information about changes between the intervention and the 
re-interviewing. The results are organised according to the questions above. If not mentioned 
otherwise, the named average values are related to a four-level scheme for answers from 1  
(do not agree at all) to 4 (agree completely).

5.1 Do the Adolescents reduce the Consumption of Alcohol as  
 a Result of the ro.pe-Trainings©? 

Whether the central goal of the project has been achieved, which is motivating riskily consu-
ming adolescents for a reduction of their alcohol consumption, this will be analysed according 
to the self-reported drinking behaviour of the adolescents at the beginning of the training, 
compared with the drinking behaviour at the re-interviews.  

Comparison of the self-reported Drinking Behaviour at the Beginning  
of the Training and at the Re-interviews

In the re-interviews, which took place on average 2.6 months after the ro.pe-Training©, 310 
adolescents reported about their current consumption of alcohol. 249 of these adolescents 
(80%), at the start of the training, belonged to the group of adolescents, who consume riskily, 
as mentioned in chapter 4.1.

Next, it will be explained, which changes of the drinking behaviour of the adolescents have 
been detected at the time of the re-interview, compared with the time of the start of the trai-
ning. This relies on the forms of presentation (consumption-groups, cumulative values), which 
have already been introduced. 

Figure 8 shows the averages changes in the drinking behaviour of the three consumption- 
groups. The average reduction of the consumption of alcohol by the adolescents, who consu- 
med riskily at the beginning of the training, has been statistically relevant. The cumulative 
values in this group have been reduced significantly and relevantly between the start of the 
training and the re-interview (F(1,248) = 21.352, p < .001, η2 = .079). The reduction concerns 
the frequency of drinking or the amount, or both. The average increase at the number adoles-
cents, who reported that they have a low-risk consumption or alcohol at the beginning of  
the training or who were tee-totalling, has not been statistically relevant. 
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Figure 8. Consumption of alcohol of adolescents at the start of the training (T1) and in  
the re-interview (T3), calculated as cumulative value of drinking frequency and amount, 
separately for the three consumption-groups. 

Figure 9. Frequency of reduction  (- -, green columns), stability (0, yellow columns)  
or increase (++, blue columns) in the cumulative value of self-reported drinking behaviour, 
sorted by drinking behaviour at the training start (T1), longitude sample (n=310). 

Note: The hight of a column represents the number of persons with the respective status of changes;  
the maximum height of a column would represent the number of 34 people. 

Note: * = p < 0.05.
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A difference value between the beginning of the training and the re-interviews has been cal- 
culated per adolescents, in addition to the cumulative value22; with this difference value it can  
be determined in a differentiate way, how many adolescents reduced their drinking according  
to their self-reports, how many remained stabile and how many adolescents showed an in- 
creased consumption (regarding amount and/or frequency of drinking). This analysis refines  
the analysis of the average value, as described above, regarding the statement, which adoles-
cents reduced their drinking. 

Figure 9 shows a differentiated picture regarding the original amount and frequency of drin- 
king23. Table 12 shows the frequency of the three potential directions of changes, separately  
for the three original consumption-groups. 

Both images show that the reduction happened especially among the group of adolescents,  
who originally drank riskily and who, therefore, have been of especial interest as the core tar- 
get group of the project. For this group, the ratio of reduction with 45% has been exceeding  
the increased with 22% by far. The 112 adolescents, who consumed riskily originally and have 
reduced their drinking behaviour, represent one third of the test sample during the re-inter- 
view. A supplementary analysis showed, 16 of these originally riskily consuming adolescents  
changed over to the zone of low-risk consumption; two of them even reported of tee-totalling  
in the re-interview. Yet, 94 of the adolescents, who consumed riskily originally and reduced  
their drinking, still remained in the risk zone with their new consumption patterns. The ratio  
of 34% of stable cases among this group of originally riskily drinking adolescents has also  
been remarkable.

Table 12. Stability or changes of drinking behaviour between T1 and T3, in dependence of 
the classification into a consumption-group at the start of the training, longitude sample 
(n=310).

22 The exact calculation of this difference value is described in chapter 8.1.3.

23 Yet, these presentations do not reveal, to which extent there have been reductions or potential increases.

With adolescents, who originally reported of having a low-risk consumption of alcohol or who 
have been tee-totalling, there have even been increases. However, the extent of the increase  
of the consumption has been statistically not relevant, as Figure 8.

Reduction of drinking (n=120, 39%) 112 (45%) 8 (21%) 0 (0%) 
Stability of drinking (n=120, 39%) 84 (34%) 23 (59%) 13 (62%) 
Increase of drinking (n=70, 23%) 54 (22%) 8 (21%) 8 (38%)
Total  250 (100%) 39 (100%) 21 (100%)

  Risky Low risk   
  consumption consumption Tee-totalling

      Classification consumption-group at the start of the training
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Facing the fact that, on average, amount and frequency of consumption of alcohol by adoles-
cents increase with the age and analysed in a cross-cutting way (cf. results from the HBSC  
study 2009/2010 in Table 1324), the reported reductions, as well as the stabilities, can be  
looked at positively in the sense of a non-increase. 

Table 13. Increase of consumption of alcohol by adolescents, results from HBSC study 
2009/2010.

Could the changes in drinking for the adolescents, who consumed riskily originally, have been 
predicted by other characteristics of those adolescents? This shall be answered by additional 
analyses. It has been searched for other relevant variables with a linear regression, by taking 
into consideration different, independent variables step-by-step. Here, the difference value of 
the drinking behaviour has been selected as a dependent variable.

From this, the following, practically relevant effects and trends have been arising: 

 • The higher the cumulative value has been at the start of the training (i.e. the more  
  the adolescent had been drinking at the start of the training), the bigger has been the  
  reduction (r = -.398, corrected r2=15.5%, F(1,247)=46.469, p < .001). On the one hand,  
  adolescents, who drank more, of course had a bigger “potential” of reduction; on the  
  other hand, eventually, this actually happened according to their reports. Adolescents,  
  who drank stronger, reduced their drinking more than those, who drank less (but still  
  risky). 

 • Has there been any additional, seasonal increase in drinking or a seasonally lower  
  reduction, because the re-interviews took place only in the summer or holiday sea- 
  son? About one third of the adolescents participated in the training between summer  
  and September 2011; another third in October 2011 to March 2012, the last third  
  between April and June 2012. Consequently, the re-interviews for the first cohort of  
  adolescents took place between autumn 2011 and June/July 2012, some during the  
  summer holiday season. The additional variable „date of filling in the re-interview  
  forms“ resulted in an effect of low significance (Δr2=.014, ΔF(1,244)=4.230, p < .05)  
  in a way, that later dates of the re-interview lead to higher increased and lower re- 
  ductions (β=.120). 

24 WHO European strategy for child and adolescent health and development. Copenhagen, WHO Regional Office for  
 Europe, 2009/2010.

Consumption of alcohol at least once a week  2% 8% 21% 
At least two cases of strong drunkenness 2% 9% 32%

 11-year-olds 13-year-olds 15-year-olds
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 • Did variables of personality, attitudes or opinions make an additional difference? 
   When integrating additional variables at different dates of survey (risk competence, 
   self-efficacy and self-esteem25 at T1, T2 and T3; attitudes towards the laws at T2;  
  satisfaction with the training and self-evaluation of the improvement of competen- 
  ces in handling the consumption of alcohol at T2), only two of them explained an  
  additional variance of the modification in drinking, even though with a low strength  
  of this effect: The higher the self-esteem has been at the end of the training (T2),  
  the stronger has been the reduction (Δr2=.023, ΔF(1,222)=6.322, p < .05, β=-.128),  
  also, the stronger the willingness to comply with the laws has been at the end of the  
  training, the stronger has been the re-duction (Δr2=.036, ΔF(1,221)=10.419, p = .001, 
  β=-.196).

5.2 Is the Compliance with the Laws on Alcohol encouraged? 

The TAKE CARE project takes place in a public-political sphere. With its orientation, it supports 
efforts by the state to enforce the legislation of the consumption of alcohol. The conditions  
for a compliance of these laws are that the population is familiar with them, but also that peo- 
ple take an affirmative attitude towards those laws and feel obliged to them. Another aspect  
of how the compliance with the laws can be encouraged externally is the prohibition of the  
sales of alcohol to adolescents below the legal age, together with controls at the points of re- 
tail. The following parts of the evaluation focus, from the perspective of all target groups, on  
the knowledge regarding the legislation and on their attitudes in terms of a personal obliga- 
tion and responsibility of compliance26,27.

Conclusion: The self-reported consumption of alcohol has been reduced between the start 
of the training and the re-interview, especially with those adolescents, who drank riskily 
before. It can be assumed that the ro.pe-Training©, at least at some cases, contributed to 
these aspired changes. The number of stable consumption patterns has been relatively 
high, especially with the low-risk or not at all consuming adolescents. This can be interpre-
ted as a preventive effect of the interventions. 

However, about 20% of the adolescents increased their consumption of alcohol. It would 
be to high an expectation on the project to prevent all increase of alcohol consumption. 
Since alcohol consumption rises with increasing age, an impact of the interventions could 
be that the increase in alcohol consumption of an individual youngster be lower than it 
would be without the intervention. The project is explicitly designed for risky drinking 
adolescents. Abstinent youngsters who have been integrated in the group could, as a side 
effect, be animated to drink alcohol.

25 Wording of items see chapter 8.2.

26 Pay attention to the country-specific regulations, put together in chapter 4.1, Table 2.

27 Wording of items see chapter 8.2.
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5.2.1 Is the Legislation on the Consumption of Alcohol known and is this   
 Knowledge encouraged? 

The question about the country-specific age-regulations regarding the consumption of alco- 
hol has been asked to all target groups. Table 14 shows the number of correct or partially  
correct answers. Because of the interview at the end of the training, for the adolescents  
changes in knowledge could be analysed. The figures reveal that the correct and partially 
correct knowledge of the adolescents increased28. With the parents, the key-persons and the 
employees in retail, who participated in a long intervention, at the end of the training, the 
percentage of people, who answered completely correct, has been at 86 to 90%. However,  
the employees in retail, who only participated in a short intervention, this percentage has  
been lower, with only 74% of completely correct answers, and basically on the same level as 
those of the adolescents at the start of the training. 

Table 14. Knowledge of all target groups regarding the legislation on the consumption  
of alcohol. 

Note: *In countries, which have two different age-limits for low- and high-percentage alcohol, there  
had to be two answers. 

Intermediate conclusion: The knowledge of the retailers about the country-specific legal 
age-limits was clearly increased by interventions, which lasted at least 1-2 hours, compa-
red to shorter interventions; it then reached a high level of familiarity of about 90%. 

For a sustainable transfer of knowledge, settings with time frames and conditions, which 
allow an undisturbed explanation and repetition, are suited much better.

28 Converted into a continuous measure of correct answers, a statistically relevant increase of knowledge could be  
 detected (T1: M=0.83, SD=0.32, T2: M=0.90, SD=0.25, F(1,382)=26.718, p < .001, η2 = .065), in a analysis of variances  
 with repeated measurements. 

Adolescents T1 303 (74%) 66 (16%) 39 (10%) 
 T2 328 (85%) 41 (11%) 18 (5%) 
Parents  407 (88%) 45 (10%) 11 (2%) 
Key-persons  153 (88%) 14 (8%) 6 (3%)  
Employees in retail Long-I.  213 (95%) 7 (3%) 5 (2%) 
 Short-I. 223 (77%) 51 (18%) 14 (5%)

  Known Partly known* Not known
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5.2.2 Personal Attitude and Obligation towards the Law

These analyses can be confirmed by the answers before and after the training, for the adoles-
cents. For the other target groups, the attitude has been assessed only once, namely at the  
end of the intervention.29 Table 15 presents a descriptive statistic for all target groups.

The ro.pe-Training© has been able to change the attitude of the adolescents towards the law  
in the aspired way: Between the start and the end of the training, the consent with the laws  
regarding the consumption of alcohol by adolescents being adequate (F(1, 406)=41.579,  
p <.001, η2=.093) increased significantly and relevantly, as well as the willingness to try to  
comply with those laws (F (1,395)=26.199, p < .001, η2=.062). After all, the interventions have 
been able to encourage a higher agreement and obliging attitude towards the law. 

Nevertheless, the adolescents’ approval of trying to comply with the law has been somewhat 
hesitant, even at the end of the training (pay attention to the spread of the answers, in addi-
tion to the standard deviation). Yet, this is not really surprising, taking into account the (partly 
illegal) consumption of alcohol by the adolescents. 

With effect powers below .06, the differences between sexes, the consumption groups as  
well as the age, have been too small and too little relevant to be mentioned here. Or, to put it 
another way, which is of more interest here: Even adolescents with a risky consumption of  
alcohol at the start of the training changed from a hesitant approval regarding the appropria-
teness of the laws to a more convinced attitude and expressed a stronger will to comply with 
them, because of the training. 

More interestingly, the hesitant approval regarding the appropriateness of the laws also sho-
wed for parents and retailers: The means at the end of the training, regarding the standard 
deviation, has been widely spread at the parents and the sales staff in long interventions,  
also in the direction of a disapproval; similarly, the approval of the employees in retail after a  
short intervention has not been very high. 

29 Wording of items in the attachment, chapter 8.2.
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Table 15. Evaluation of the appropriateness of the laws regarding the consumption of  
alcohol, as well as the willingness to comply with them, for all target groups. 

Note: The format of answers has been in all target groups, but the sales staff in short interventions,  
from 1 to 4, cf. attachment chapter 8.2; for sales staff in short interventions it has been yes/no.  
Therefore the ratio of yes-answers is given here. *The wording for the key-persons also included the 
project goals of TAKE CARE and their role as key-persons. 

The question for the key-persons has been slightly different. Namely, how much they agree 
with the project goal of TAKE CARE and the role of the key-person30. The approval with the  
project goal has been high, for the key-persons at the end of the training and – not further  
explained here – also in the re-interviews. This means, the key-persons expressed a high en-
gagement for the project, which continued after the training had ended. 

Two additional questions relate to the dilemma of the shops, which sell alcohol. On the one 
hand there is the legislation on public health policies, which should be complied with under 
threat of punishment. On the other hand there is the shop’s interest in optimal sales. The sur-
vey contained two questions for the participants of long interventions, whether they saw any 
advantage for the business to comply with the laws (M = 3.36, SD = 0.72) and whether they  
thought that the shops could build up a better reputation by participating in the TAKE CARE 
project (M = 3.15, SD = 0.79)31. 

Both average values express a significant approval for all countries; however, there has been  
a remarkable spread, also in the direction of a hesitant attitude. For the participants of short 
interventions, who replied with yes or no to the same questions, there has been a clearer 
approval, with 84% yes, for the opinion that the shop will have an advantage when complying 
with the laws, an even more, with 96% yes for the opinion of an improved reputation, if the 
shop participates in the TAKE CARE project. 

30 The wording here concerned the project goals, where adolescents below the legal age aspire tee-totalling, those above  
 the legal age, aspire a responsible handling of alcohol and key-persons support this by a constructive communication.

31 Exact wording of items, see chapter 8.2.

Adolescents T1 3.04 0.68 391 2.81 0.85 401 
 T2 3.27 0.67 391 3.00 0.74 401 
Parents  3.04 0.89 416 3.55 0.60 413 
Key-persons  3.12 0.76 161    3.56* 0.42 173 
Employees in retail Long-I.  3.14 0.82 234 3.28 0.67 232 
 Short-I. 85%  307 98%  307

  M SD n M SD n

  Willingness 
   to comply with them   
 Laws are  or support adolescents 
 appropriate in doing so
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Conclusion: For all target groups, it became obvious, that the attitude towards the laws 
regarding the consumption of alcohol, on average has been approving, but also, that there 
has been a remarkable ratio of sceptical voices.

Whether the sceptics among the parents, the key-persons and the employees in retail 
would prefer a less strict or a stricter legislation, remains unclear. 

The finding in the target group of the parents and the retailers that they are paying atten-
tion to the enforcement of the laws at the adolescents, has been quite distinct. For the 
adolescents, the personal attitude to try to comply with the law has been improved.  
Similarly, the key-persons agreed with the related project goals of TAKE CARE.

Overall, it can be said that there is an attitude, which is characterised by responsibility and 
commitment, especially at the target groups of parents, key-person and sales staff. This 
attitude has been improved by the interventions, as the increase among the adolescents 
shows.

5.3 Has the Knowledge about the Effects and Risks of Alcohol  
 been improved? 

According to public-health psychological concepts, such as the trans-theoretical model 32 the 
knowledge about a matter (risk, processes, mechanisms, …) is a necessary and beneficial  
condition for a change of behaviour. Only this knowledge really enables people to make up 
their mind about their behaviour. Also, they receive arguments that motivate them during the 
process of a change of behaviour. Therefore, in the psycho-educative part of all TAKE CARE 
interventions, there is a knowledge transfer on the consumption of alcohol at the young age. 

The questionnaires for adolescents and parents contained six factual questions33. Table 16  
lists the average numbers of correct answers, for adolescents at the beginning and at the end 
of the training, for parents only at the end.

A significant and relevant growth of knowledge between the beginning and the end of the  
training could be shown for the adolescents (F(1, 395)=24.963, p < .001, η2 = .059). The  
parents, on average, answered about five questions correctly.

32 Cf. Naidoo, J., & Wills, J. (2010), Lehrbuch der Gesundheitsförderung (2. Ed. Of the German version): Amberg:  
 Frischmann, pp. 227.

33 Wording of items at chapter 8.2.
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Table 16. Knowledge about effects and risks of alcohol,  
for adolescents and parents.

Conclusion: Changes of behaviour can be influenced by a growth of knowledge. The increa- 
se, which can be observed at the adolescents throughout the training, and the satisfying 
knowledge of the parents at the end of the training, allows to assume that this important 
public-health-psychological aspect in the interventions has been paid enough attention to. 
The knowledge regarding the effects and risks of the consumption of alcohol is improved. 

5.4 Is the Competence of the Adolescents in Handling difficult  
 Situations improved, especially when Dealing with a risky  
 Consumption of Alcohol?

The TAKE CARE relies on an idea of men, which recognised the experience of risks and the  
passion for challenges as a need of people, which can also mean fun. Consequently, the pro- 
ject is structured in a way, which offers the adolescents, who consume alcohol, alternative  
experiences, which have the character of challenges and risks without danger, so that this can 
be an example of how to handle risky situations. The goal is, that the participants of the inter- 
ventions transfer the experiences and insights of the adventure-based part of the training to  
the situation of consuming alcohol, so that these experiences and insights may guide their  
behaviour.

Several questions in the evaluation sheets for adolescents address the handling of risky situa-
tions, especially situations with (risky) consumption of alcohol.

Koller (2007) has developed an approach which allows young people risk experiences and  
ecstatic experiences to live in a positive and constructive way34. With four questions  for each 
person a value in the scale of general risk competence has been calculated and investigated 
from the start of the training (T1) via the end (T2) to the re-interviews (T3). 

Note: 1 point for each correct answer, 
max. 6 points.

34 Koller. Gerald (2007). Erkenntnisse und Konsequenzen für die Praxis. In: Einwanger, Jürgen (Hrsg.) (2007).  
 Mut zum Risiko. Herausforderungen für die Arbeit mit Jugendlichen. München.

35 Wording of items in chapter 8.2.

Adolescents T1 4.43 1.05 390 
 T2 4.69 0.90 390 
Parents  4.92 0.76 402

  M SD n
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The evaluation showed that the general risk competence has been increased significantly and 
relevantly, as a consequence of the training (T1: M = 3.03, SD = 0.59, T2: M = 3.29, SD = 0.56); 
also, it remains on a level at T3 (M = 3.22, SD = 0.57), which is still higher than the original  
one at T1 (F(1, 305)=31.038, p < .001, η2 = .092).  

Secondly, at the end of the training, there have been three questions, and in the re-interview 
one, on a further self-assessment concerning the increase of competences in dealing with a 
(risky) consumption of alcohol36. The three addressed levels of becoming aware of the drin- 
king behaviour, the increase of knowledge about and strategies for handling the consumption  
of alcohol are important elements of a responsible and successful dealing with alcohol and a 
more responsible attitude towards risky situations of drinking. At the end of the training, the 
adolescents agreed that their competences have been strengthened – even if, as the average 
value in addition tom the spread reveals, more hesitant (M = 3.18, SD = 0.70). This – on ave- 
rage – positive assessment stays in the re-interview – with a hesitant share –, so that adoles- 
cents were able to deal better with a risky consumption of alcohol after the training (M = 3.27, 
SD = 0.85). 

The goal of the project, namely to increase the risk competences, has been influenced  
positively, regarding generally risky situations (for example, climbing), but also regarding 
the individual consumption of alcohol. Still, some adolescents voiced some scepticism 
regarding the handling of alcohol. 

5.5 Are Parents, Key-Persons and the Employees in Retail  
 empowered in an effective Handling of a risky Consumption  
 of Alcohol by Adolescents? 

The goal of TAKE CARE is, to train the competences in handling of consumption of alcohol at  
people from the environment of the adolescents. In addition to knowledge about effects and 
risks of the consumption of alcohol at the young age, parents, key-persons and the employees  
in retail have been supported in developing an attitude that enables them to motivate adoles-
cents for a less risky consumption of alcohol, in constructive and respectful talks and in aware- 
ness of the need for risks and challenges. This is expressed by the term of „effective handling“ 
with the alcohol consuming adolescents (for instance, in situations during education for pa- 
rents, in sales situations for sales staff, and in contacts with adolescents, who consume riskily,  
at the job or during voluntary work).

36 Wording of items in chapter 8.2.
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In order to find out, whether parents, key-persons and employees in retail feel supported in 
running talks with their children and young people regarding the consumption of alcohol, se- 
veral questions have been asked and the answers converted into a scale value37. It was about 
reporting, whether the knowledge about the consumption of alcohol has been increased and 
the strategies regarding the communication with adolescents, who consume alcohol, has  
been improved; similar to the previous chapter for the adolescents. 

The evaluation in Figure 10 shows that the parents and key-persons predominantly agree  
with the sentence that the interventions helped them to feel more up to the situation. The 
approval of employees in retail in long interventions is less significant.

Figure 10. Evaluation of the target groups regarding the gain of strategies and options  
for an effective handling of the consumption of alcohol by adolescents. 

The employees in retail commented on another element of the interventions, namely the ma- 
terial, which has been drafted for the interventions and which contains information about the 
legislation and strategies for handling difficult situations. The participants had to assess to  
which extent this material has been helpful in getting along better at work, especially in diffi- 
cult situations.38 Whereas the participants of the long interventions consider it, sometimes 
hesitant, useful, with an average value of 3.09 and a relatively wide spreading (SD = 0.76), the 
materials have been received relatively positive in the short interventions, with a percentage  
of 90%. 

 strongly disagree     1              2                 3                    4    strongly agree

Parents (n=402)

 
Key-persons (n=159)

 
Employees in retail 

(long intervention, n=233)

3.24

3.25

3.03

SD = 0.57

 
SD = 0.56 

 
SD = 0.69

Parents, key-persons and employees in retail felt empowered by the interventions to 
handle alcohol-related difficult situations with adolescents more effectively, with know- 
ledge and improved strategies. This opinion has been less dominant with the employees  
in retail than with the other two target groups. 

37 Wording of item in chapter 8.2.

38 Wording of item in chapter 8.2.
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5.6 How satisfied are the Participants with the Interventions? 

Right after the interventions, adolescents, parents, key-persons and employees or managers  
in retail gave a general feedback on the interventions. The questions of interest here are  
about the general assessment, how much the participants profited from the interventions  
and trusted in the organisation team and the present experts, and how much they would re- 
commend the interventions to friends, colleagues or other volunteers in youth-work. With  
these answers another scale value was calculated39. 

The approval of all target groups, with a relatively narrow spreading, has been quite obvious,  
as Figure 11 shows.

Figure 12. Evaluation regarding the general satisfaction with the interventions,  
for all target groups at the end of the training.

 strongly disagree     1                    2           3                     4    strongly agree

Adolescents (n=394)

 

Parents (n=404)

 
Key-persons (n=160)

 
Employees in retail 

(long-intervention, n=233)

3.52

3.5

3.25

SD = 0.46

 
SD = 0.47 

 
SD = 0.45 

 
SD = 0.55

3.58

There are a number of other hints, which underpin the high satisfaction with the trainings: 

The high return rate in the re-interviews of the adolescents and key-persons indicates a high 
cohesion with the project (73% return at the adolescents and 75 % return at the key-persons). 

250 adolescents (77%) also reported in the re-interview that the ro.pe-Training© has been a 
topic among their friends. Because of the high satisfaction, it can be assumed that the trai- 
ning has been a topic with positive connotations.

The key-persons, who had contacts with participants after the ro.pe-Training© clearly agreed 
with the statement, that the adolescents have been talking positively about the ro.pe-Trai-
nings© (M = 3.36, SD = 0.55). 

39 Wording of items in chapter 8.2.
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The high return rate in the follow-up survey indicates that the adolescents and key-per- 
sons were highly connected with the project (73% returns from adolescents, 75% returns 
from key-persons). The general satisfaction with the interventions can be described as  
very high with all target groups. 

6 Country-specific Results

In this chapter, the country-specific descriptive statistics for the questions discussed in chap- 
ter 5 are explained and partly tested for significant differences with an analysis of variances.  
If not mentioned otherwise, the average values again relate to a format of answers with four 
levels, from 1 (do not agree at all) to 4 (agree completely). 

The description of the relevant differences will be kept quite schematic and brief: The tables  
list the descriptive characteristic values; the explanation of the tables give the characteristic 
values for potential effects are given. The countries, which have been noticed in the posthoc- 
tests for especially high of low values, are marked bold in the tables. Usually, these differen- 
ces are not commented any further. 

For the target group of the key-persons, and for specific forms of interventions for the em- 
ployees in retail (long versus short interventions), in each country only a few numbers of par- 
ticipants have been recruited. These country-specific values are presented. However, it would  
not be acceptable to run an inference-statistical analysis on these differences between these 
small groups of countries. 

Consequently, the presentation illustrates the variations between the different countries for  
single questions. Yet, possible statistically relevant differences between different countries  
are hard to interpret: As shown in chapter 2.3, in spite of the common base of the manual  
and the trainings of the experts, there have been differences in implementing the project.  
Because of the limited financial resources for the evaluation, these differences can only be  
analysed and categorised systematically to a certain extent. If there have been differences  
between the countries, as reported in this chapter, it has not been possible to put them into  
context with some of the few systematically recorded differences of the implementation in  
the countries and, through this, find a clear base for an interpretation. On the contrary, these 
statements must remain hypothetically, which is why apart from the presentation of the sig- 
nificant differences there will be now interpretations, in the following. 
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6.1 Is there any Reduction of the Consumption of Alcohol  
 by the Adolescents as a Consequence of the ro.pe-Trainings©?

Table 17. Descriptive statistics on the cumulative values of the drinking behaviour  
(frequency and amount of drinking) of the adolescents, who have originally been drinking 
riskily, at the start of the training (T1) and at the re-interview (T3), sorted by countries.

Note: interaction for time of measurement *country: F(9,228) = 3.282, p = .001, partial η2 = .115;  
bold = relevant differences between the means within that country (this is, no crossing of the  
confidence intervals). 

Whereas the adolescents from Greece, Portugal and Slovenia report a relevant reduction of  
the consumption of alcohol, in the other countries, either the variability of the individual pro-
gress has been bigger or the sample in those countries has been to small, so that the repor- 
ted reductions have not been relevant statistically. Also, the recorded increases in three coun-
tries have either been too little (Denmark) or based on too small samples (Cyprus and Italy),  
so that statistically they are not relevant. 

Country n M SD M SD
Belgium  16 4.91 1.13 3.94 1.12 
Cyprus 6 2.67 1.21 3.33 1.03 
Denmark  36 5.53 1.59 5.69 1.45 
Germany  15 4.00 2.62 3.73 2.22 
Greece  36 3.47 1.23 2.58 1.16 
Ireland  40 5.76 1.71 5.23 1.66 
Italy 11 3.27 1.74 4.18 3.34 
Portugal  31 3.77 1.65 3.00 1.37 
Slovakia 36 2.61 1.27 2.50 1.40 
Slovenia 22 4.98 1.87 3.34 1.58
Total 249 4.28 1.95 3.81 1.97

                 Start of the training  (T1)            Re-interview  (T3)
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Table 18. Frequency of stabilities and changes of drinking behaviour, for each country.

Note: Because of the small samples in the sub-categories, there has not been any inference-statistic 
analysis. 

Belgium 4 8 9 1 1 
Cyprus 0 0 2 4 0 
Denmark 2 3 23 6 3 
Germany 1 4 12 3 3 
Greece 6 18 11 2 1 
Irleand  6 14 9 13 2 
Italy 1 4 12 4 3 
Portugal  4 17 10 5  
Slovakia 0 14 15 9 2 
Slovenia  7 8 16 5 3
Total 31 90 119 52 18

 - - -  + + + 
 Reduction  Reduction                Increase  Increase  
 amount and  amount and/  amount amount 
 frequency or frequency 0 and/or and 
Country of drinking of drinking Stability frequency frequency
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6.2 Is the Compliance with the Legislation of Alcohol supported? 

Table 19. Knowledge of the adolescents regarding the legislation on the consumption of 
alcohol, at the start of the training (T1) and at the end (T2), sorted by countries. 

Note: *In countries, which had two different age limits for low- and high percentage alcohol, there  
had to be two answers. Interaction for time or measurement *country: F(9,358)=10.283, p < .001,  
partial η2 = .205; bold = relevant differences among the average values within in one country (this  
means no overlapping of the confidence intervals). 

Belgium 34 (90%) 4 (11%) - 37 (97%) 1 (3%) - 
Cyprus 13 (36%) - 23 (64%) 27 (79%) - 7 (21%) 
Denmark 24 (60%) 9 (25%) 7 (18%) 23 (72%) 2 (6%) 7 (22%) 
Germany 32 (82%) 4 (10%) 3 (8%) 35 (90%) 3 (8%) 1 (3%) 
Greece 43 (100%) - - 43 (100%)  - - 
Ireland 52 (100%) - - 46 (98%)  - 1 (2%) 
Italy 6 (16%) 27 (73%) 4 (11%) 10 (29%) 22 (65%) 2 (6%) 
Portugal  22 (54%) 17 (42%) 2 (5%) 32 (78%) 9 (22%) - 
Slovakia 37 (88%) 5 (12%) - 38 (91%) 4 (10%) - 
Slovenia  40 (100%) - -  37 (100%) - -
Total 303 (74%) 66 (16%) 39 (10%) 328 (85%) 41 (11%) 18 (5%) 

  Partly  Not  Partly  Not 
Country Known  known* known Known  known* known

                                       Start of the training  (T1)                    End of the training  (T2)

6.2.1 Is the Legislation regarding the Consumption of Alcohol known and  
 is this Knowledge improved? 
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Note: *In countries, which had two different age limits for low- and high percentage alcohol, there  
had to be two answers. Effect of the nationality at the parents: F(9,390)=3.525, p < .001, partial  
η2 = .075); bold = statistically significantly high figures, in comparison of all countries. Key-persons: 
Because of sometimes too small samples, there has been no inference-statistical analysis in the sub- 
categories. 

Table 21. Knowledge of the employees regarding the legislation on the consumption of 
alcohol, sorted by countries.

Note: *In countries, which had two different age limits for low- and high percentage alcohol, there  
had to be two answers. Because of sometimes too small samples, there has been no inference- 
statistical analysis concerning the differences between the countries. 

Table 20. Knowledge of parents and key-persons regarding the legislation on consumption 
alcohol, sorted by country.

Belgium 49 (98%) 1 (2%) - 14 (100%) - - 
Cyprus 35 (85%) - 6 (15%) 13 (81%) - 3 (19%) 
Denmark 36 (74%) 12 (24%) 1 (2%) 9 (60%) 6 (40%) - 
Germany 62 (78%) 18 (22%) - 23 (77%) 4 (13%) 3 (10%) 
Greece 50 (98%) - 1 (2%) 16 (100%) - - 
Ireland 34 (94%) - 2 (6%) 19 (100%) - - 
Italy 23 (92%) 1 (4%) 1 (4%) 11 (73%) 4 (27%) - 
Portugal  18 (67%) 9 (33%) - 19 (100%) - - 
Slovakia 47 (94%) 3 (6%) - 15 (100%) - - 
Slovenia 53 (98%) 1 (2%) - 14 (100%) - -
Total  407 (88%) 45 (10%) 11 (2%) 153 (88%) 14 (8%) 6 (3%)

  Partly  Not  Partly  Not 
Country Known   known* known Known   known* known

                                  Parents    Key-persons

 

Belgium 48 (98%) 1 (2%) - 25 (86%) 3 (10%) 1 (4%) 
Cyprus 28 (90%) - 3 (10%) 4 (36%) - 7 (64%) 
Denmark - - - - - - 
Germany 67 (96%) 3 (4%) - - - - 
Greece 6 (100%) - - 44 (100%) - - 
Ireland - - - 51 (100%) - - 
Italy  3 (75%) 1 (25%) - 13 (28%) 31 (68%) 2 (4%) 
Portugal  34 (90%) 2 (5%) 2 (5%) 15 (42%) 17 (47%) 4 (11%) 
Slovakia 22 (100%) - - 31 (100%) - - 
Slovenia 5 (100%) - - 40 (100%) - -
Total 213 (95%) 7 (3%) 5 (2%) 223 (77%) 51 (18%) 14 (5%) 

  partly  Not  partly  Not 
Country Known   known* known Known   known* known

  Long interventionen   Short interventionen
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6.2.2 Personal Attitudes and Obligation towards the Law

Table 22. Evaluation of the adolescents regarding the appropriateness of the laws on the 
consumption of alcohol, for T1 und T2, sorted by countries.

Note: Effect of the nationality: F(9,380)=3.201, p < .001, η2 = .070; bold = statistically significantly 
high figures, in comparison of all countries.

Table 23. Willingness of the adolescents to try to comply with the law, for T1 and T2,  
sorted by countries.

Note: Effect of nationality: F(9,370)=2.414, p < .05, η2 = .055; bold = statistically significantly high 
figures, in comparison of all countries.

Belgium  38 3.24 0.43 3.45 0.55 
Cyprus 34 3.09 0.67 3.35 0.85 
Denmark  40 3.05 0.56 3.13 0.52 
Germany  38 2.84 0.89 3.13 0.74 
Greece  43 3.28 0.45 3.56 0.59 
Ireland  53 2.91 0.69 3.19 0.59 
Italy  32 2.56 0.96 2.88 0.90 
Portugal  41 3.27 0.59 3.46 0.55 
Slovakia  42 3.02 0.64 3.17 0.62 
Slovenia  40 3.10 0.63 3.30 0.56
Total 401 3.04 0.68 3.27 0.67

 
Country n M SD M SD

                          T1                                          T2 

Belgium  38 2.84 0.86 3.13 0.78 
Cyprus 30 2.93 0.91 3.12 0.85 
Denmark  40 2.70 0.94 2.80 0.82 
Germany  38 2.50 0.98 2.68 1.02 
Greece  42 2.95 0.66 3.12 0.50 
Ireland  52 2.56 0.85 2.87 0.63 
Italy  30 2.88 0.78 2.97 0.80 
Portugal  41 3.02 0.79 3.34 0.57 
Slovakia 42 2.93 0.87 2.98 0.56 
Slovenia  38 2.86 0.74 3.07 0.70
Total 391 2.81 0.85 3.00 0.74

 
Country n M SD M SD

                          T1                                          T2 
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Table 24. Evaluation of the parents on the appropriateness of the laws on the consumption 
of alcohol and the willingness to make the own children to comply with them.

Note: Effect of the nationality for the appropriateness of the laws: F(9,396)=7.373, p < .001, η2 = .144; 
effect of the nationality for the willingness to champion the compliance with the laws: F(9,393)=3.827, 
p < .001, η2 = .081. Bold = statistically relevant high or low figures, in comparison of all countries.

Table 25. Evaluation of the key-persons regarding the appropriateness of the laws on the 
consumption of alcohol, as well as on the appropriateness of the project goals of TAKE CARE 
and the roles of the key-persons, at the end of the training (T1), sorted by countries.

Note: Because of too small samples, there has been no inference-statistical analysis for the  
country-effect.

Belgium 3.73 0.51 40 3.54 0.51 39 
Cyprus  2.91 1.01 44 3.48 0.66 44 
Denmark 2.51 0.73 45 3.18 0.81 44 
Germany 3.15 0.73 72 3.76 0.43 72 
Greece 3.19 0.73 48 3.47 0.65 49 
Ireland 2.97 0.93 30 3.46 0.58 28 
Italy 2.00 1.07 22 3.73 0.70 22 
Portugal 2.78 0.89 27 3.44 0.51 27 
Slovakia 2.95 0.85 40 3.51 0.51 39 
Slovenia 3.52 0.62 48 3.80 0.41 49
Total 3.04 0.89 416 3.55 0.60 413

Country M SD n M SD n 

                                                         Willingness to make the children                                                
      Laws are appropriate                     to comply with the laws

Belgium 3.64 0.50 14 3.49 0.40 15 
Cyprus  3.29 0.47 17 3.78 0.29 17 
Denmark 2.73 0.70 15 3.49 0.53 15 
Germany 3.07 0.69 30 3.46 0.39 30 
Greece 3.40 0.63 15 3.69 0.37 15 
Ireland 3.21 0.63 19 3.38 0.46 19 
Italy 2.93 0.47 14 3.29 0.41 14 
Portugal 2.00 0.59 18 3.44 0.39 19 
Slovakia 3.80 0.45 5 3.82 0.28 15 
Slovenia 3.93 0.27 14 3.93 0.19 14 
Total 3.12 0.76 161 3.56 0.42 173

Country M SD n M SD n 

                    Project goals of  TAKE CARE  
                                       and roles of the key-persons   
                                          Laws are appropriate                                 make sense
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Table 26. Evaluation of the employees in retail (long interventions) regarding the  
appropriateness of the laws on the consumption alcohol, as well as the willingness to  
comply with the law, sorted by countries. 

Table 27. Evaluation of the employees in retail (long interventions) about advantages for  
the business, if the law is complied with and the TAKE CARE project is supported, sorted  
by countries.

Note: Because of sometimes too small samples, there has been no inference-statistical analysis  
concerning differences between the countries.

Note: Because of sometimes too small samples, there has been no inference-statistical analysis  
concerning differences between the countries.

Country M SD n M SD n 

                                                                          Willingness   
                                          Laws are appropriate                       to comply with the law

Belgium 3.23 0.63 48 2.79 0.72 47 
Cyprus  3.36 1.04 39 3.59 0.50 39 
Denmark -- -- -- -- -- -- 
Germany 2.97 0.79 71 3.53 0.61 70 
Greece 3.14 0.38 7 3.57 0.53 7 
Ireland -- -- -- -- -- -- 
Italy 1.50 0.58 4 4.00 0.00 4 
Portugal 3.11 0.83 38 3.08 0.49 38 
Slovakia 3.32 0.65 22 3.09 0.68 22 
Slovenia 3.60 0.55 5 3.60 0.55 5 
Total 3.14 0.82 234 3.28 0.67 232

Belgium 3.15 0.75 3.15 2.91 0.63 45 
Cyprus  3.58 0.76 3.58 3.79 0.41 38 
Denmark -- -- -- -- -- -- 
Germany 3.55 0.61 65 2.99 0.94 67 
Greece 3.14 0.69 7 3.29 0.49 7 
Ireland -- -- -- -- -- -- 
Italy 4.00 0.00 4 3.00 0.82 4 
Portugal 3.42 0.72 38 3.19 0.70 37 
Slovakia 2.95 0.38 22 3.05 0.49 22 
Slovenia 2.20 0.45 5 2.60 1.52 5 
Total 3.36 0.72 226 3.15 0.79 225

Country M SD n M SD n 

                                   Advantages for the business,                   Better reputation, 
                                  if the laws are complied with            if TAKE CARE is supported
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Table 28. Various personal and business-related evaluations of the employees in retail 
(short interventions) regarding the laws on the consumption of alcohol, percentage of 
yes-answers, sorted by countries. 

Note: Because of sometimes too small samples, there has been no inference-statistical analysis  
concerning differences between the countries.

6.3 Is the Knowledge about the Effects and Risks of Alcohol  
 improved?

Note: 1 point for each correct answer, max. 6 points. Interaction country *time of measurement:  
F(9, 369)=2.389, p < .05, η2 = .055; bold = relevant differences between the means within that  
country (this is, no overlapping of the confidence intervals).

Table 29. Knowledge of adolescents about the effects and risks of alcohol, at T1 and T2, 
sorted by countries.

Belgium (n=29) 97% 100% 90% 86% 
Cyprus (n=13) 69% 77% 62% 100% 
Denmark (n=1) 100% 100% 100% 100% 
Germany  -- -- -- -- 
Greece (n=35-44) 89% 100% 68% 97% 
Ireland (n=50-51) 100% 100% 98% 100% 
Italy (n=44-46) 54% 100% 83% 98% 
Portugal (n=36) 78% 97% 94% 97% 
Slovakia (n=28-31 84% 90% 82% 86% 
Slovenia (n=49-51) 100% 100% 80% 96%
Total 85% 98% 84% 96%

   Advantages Better reputation 
  Willingness  for the business,  for business,  
 Laws are to comply if laws are if TAKE CARE 
Country appropriate with the laws complied with is supported 

Belgium  36 4.67 1.12 4.94 0.79 
Cyprus 32 4.44 1.24 5.13 0.75 
Denmark  40 4.08 1.02 4.43 0.75 
Germany 36 4.14 0.72 4.17 0.94 
Greece  42 4.43 1.04 4.79 0.87 
Ireland  52 4.71 1.00 4.58 0.89 
Italy  31 4.06 1.03 4.42 1.03 
Portugal  41 4.61 1.07 4.95 0.63 
Slovakia 42 4.45 0.89 4.67 0.95 
Slovenia  38 4.53 1.18 4.84 1.05 
Total 390 4.43 1.05 4.69 0.90

  T1  T2 
Country n M SD M SD

  T1  T2 
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Table 30. Knowledge of parents on the effects and risks of alcohol, sorted by countries. 

Note: 1 point for each correct answers, max. 6 points. No statistically relevant differences between 
the countries.

6.4 Is the Competence of the Adolescents in Handling risky  
 Situations, especially in Handling risky Consumption of Alcohol,  
 improved? 

Note: Interaction time of measurement *country: F(9,284)=2.602, p < .01, partial η2 = .076;  
bold = relevant differences between the average values within that country (this is, no overlapping  
of the confidence intervals).

Table 31. Descriptive statistic on the general risk competence, for T1, T2 and T3,  
sorted by countries 

Belgium  5.13 0.76 40 
Cyprus 5.08 0.86 40 
Denmark  4.68 1.01 44 
Germany  5.01 0.40 71 
Greece  4.90 0.78 48 
Ireland  5.11 0.79 28 
Italy  4.62 0.59 21 
Portugal  4.44 1.05 27 
Slovakia  4.82 0.73 38 
Slovenia  5.09 0.51 45
Total 4.92 0.76 402

Country M SD n

Belgium 25 3.11 0.48 3.51 0.52 3.39 0.48 
Cyprus  6 3.17 0.38 3.58 0.41 3.50 0.42 
Denmark 34 3.05 0.49 3.35 0.42 3.08 0.60 
Germany 22 3.08 0.59 3.35 0.44 3.23 0.45 
Greece 38 2.69 0.61 3.13 0.76 3.24 0.65 
Ireland 41 3.18 0.48 3.18 0.49 3.16 0.55 
Italy 25 3.03 0.71 3.17 0.63 3.07 0.66 
Portugal 36 3.15 0.65 3.33 0.60 3.16 0.70 
Slovakia 39 2.82 0.49 3.15 0.51 3.15 0.43 
Slovenia 38 3.20 0.64 3.49 0.44 3.49 0.43
Total 304 3.03 0.59 3.29 0.56 3.22 0.57

Country n M SD M SD M SD

                     T1                     T2                    T3
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Table 32. Gain in competences of adolescents in handling a (risky) consumption of alcohol, 
T2 and T3, sorted by country.

Note: Effect of nationality on the scale value T2: F(9, 371)=14.411, p < .001, η2 = .259; for single items 
T3: F(9, 292)=6.251, p < .001, η2 = .16. Bold = especially high figures in comparison of all countries. 

Country M SD n M SD n 
Belgium 3.13 0.69 36 3.40 0.58 25 
Cyprus  3.55 0.67 33 3.67 0.52 6 
Denmark 2.80 0.67 31 3.00 1.00 35 
Germany 2.74 0.88 38 3.35 0.73 24 
Greece 3.74 0.42 43 3.92 0.27 39 
Ireland 3.15 0.45 54 2.98 0.94 43 
Italy 3.05 0.70 35 2.93 1.04 27 
Portugal 3.71 0.44 41 3.69 0.47 36 
Slovakia 2.92 0.58 42 2.92 0.90 39 
Slovenia 2.91 0.65 39 3.18 0.79 39
Total 3.18 0.70 392 3.27 0.85 313

  Scale value  (3 items) at T2  Single item at  T3
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Table 34. Evaluation of the employees in retail (long interventions) about the gain of  
competences in handling adolescents, who drink alcohol, sorted by countries.

Note: Because of the sometimes too 
little samples, the differences be- 
tween the countries have not been 
evaluated inference-statistically.

Belgium 2.84 0.57 49 
Cyprus  3.54 0.55 38 
Denmark -- -- -- 
Germany 2.72 0.75 71 
Greece 3.07 0.61 7 
Ireland -- -- -- 
Italy 2.50 0.41 4 
Portugal 3.33 0.50 38 
Slovakia 2.93 0.51 21 
Slovenia 3.80 0.27 5
Total 3.03 0.69 233

Country M SD n

6.5 Are the Parents, Key-Persons and the Employees in Retail  
 supported in an effective Handling of the risky Consumption  
 of Alcohol by Adolescents?

Note: for parents effect of the nationality: F(9,382) = 5.508, p < .001, η2 = .115. Bold = statistically  
relevantly high figures, in comparison of all countries. For key-persons: Because of the too little  
samples no inference-statistical evaluations have been calculated for country effect. 

Table 33. Evaluation of the parents and key-persons regarding the gain of competences in 
dealing with adolescents and their consumption of alcohol, sorted by countries.

Belgium 3.18 0.58 40 3.00 0.52 15 
Cyprus  3.44 0.49 42 3.63 0.62 17 
Denmark 3.06 0.57 45 3.04 0.41 14 
Germany 3.07 0.55 64 2.86 0.52 21 
Greece 3.49 0.47 48 3.57 0.30 14 
Ireland 3.37 0.63 28 3.33 0.44 18 
Italy 2.83 0.69 21 2.82 0.45 12 
Portugal 3.42 0.42 27 3.74 0.38 19 
Slovakia 3.02 0.56 38 3.04 0.50 15 
Slovenia 3.48 0.47 49 3.33 0.49 14
Total 3.24 0.57 402 3.25 0.56 159

Key-persons: gain of competences  
regarding the communication  

with adolescents

Parents: gain of competences  
in handling the children and 
their consumption of alcohol

Country M SD n M SD n
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Table 35. Sales staff: Feedback about the use of TAKE CARE materials at everyday work, 
separated for long and short interventions: „These materials are helpful to me …“

Note: *wording of item: 1) „… at my work“; 2) … „handling difficult situations better“. Because of  
the sometimes too little samples, the differences between the countries have not been evaluated  
inference-statistically.

Belgium 2.91 0.59 49 86% 69% 29 
Cyprus  3.59 0.55 39 85% 54% 13 
Denmark -- -- -- -- -- (lost) 
Germany 2.61 0.84 68 -- -- -- 
Greece 3.29 0.49 7 98% 93% 42 
Ireland -- -- -- 94% 98% 50/48 
Italy 2.75 0.50 4 59% 51% 41 
Portugal 3.33 0.60 38 100% 100% 36 
Slovakia 3.55 0.53 22 100% 97% 29 
Slovenia 3.50 0.87 5 90% 94% 51
Total 3.09 0.76 232 89% 85% 297/295

                                      Average value from too items*                  Ratio of yes-answers
Country  M SD n  Item 1*  Item 2* n

                                             Long interventions               Short intervention 
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6.6 How is the Satisfaction of the Participants of the Trainings  
 with the Interventions?

Table 36. General satisfaction with the interventions, of the adolescents (at T2)  
and the parents, sorted by countries.

Note: For adolescents: effect of the nationality (F(9, 373)=6.346, p < .001, η2 = .133; bold = statistically 
relevantly high figures, in comparison of all countries; additional effect for interaction sex *country:  
F(9, 373)=3.457, p < .001, η2 = .077; in Germany and Slovakia, young men have been more satisfied  
with the training than young women, in Slovenia this has been just the other way round. For parents: 
No statistically relevant effects detected. 

Country M SD n M SD n 
Belgium 3.74 0.28 37 3.52 0.43 40 
Cyprus  3.74 0.49 33 3.53 0.44 42 
Denmark 3.60 0.50 31 3.33 0.59 45 
Germany 3.42 0.51 39 3.59 0.41 64 
Greece 3.80 0.30 43 3.61 0.38 48 
Ireland 3.37 0.39 54 3.49 0.46 29 
Italy 3.51 0.57 35 3.32 0.65 21 
Portugal 3.79 0.37 41 3.56 0.45 27 
Slovakia 3.48 0.50 42 3.43 0.49 39 
Slovenia 3.48 0.46 39 3.66 0.43 49
Total 3.58 0.46 394 3.52 0.47 404

                                              Adolescents  (T2)   Parents

Table 37. General satisfaction of the key-persons (T1) and of the employees in retail  
(long interventions) with the interventions, sorted by countries.

Note: Because of the sometimes too little samples, the country effect has not been evaluated  
inference-statistically.

Belgium 3.09 0.48 15 2.99 0.48 49 
Cyprus  3.45 0.50 17 3.60 0.50 38 
Denmark 3.31 0.56 14 -- -- -- 
Germany 3.55 0.30 21 3.00 0.55 71 
Greece 3.60 0.37 14 3.26 0.56 7 
Ireland 3.52 0.46 18 -- -- -- 
Italy 3.49 0.38 13 3.50 0.19 4 
Portugal 3.86 0.26 19 3.57 0.40 38 
Slovakia 3.40 0.38 15 3.30 0.41 21 
Slovenia 3.64 0.44 14 3.87 0.18 5
Total 3.50 0.45 160 3.25 0.55 233

 
Country M SD n M SD n 

  Key-persons  (T1)   Employees in retail
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Table 38. Statements of the key-persons on the feedbacks of the adolescents  
after the ro.pe-Training© in the re-interview. 

Note: Because of the sometimes  
too little samples, the country effect 
has not been evaluated inference- 
statistically.

Belgium 3.00  1 
Cyprus  3.67 0.52 6 
Denmark 3.27 0.47 11 
Germany 2.75 0.71 8 
Greece 3.64 0.50 11 
Ireland 3.25 0.45 12 
Italy 3.00 0.00 6 
Portugal 3.85 0.38 13 
Slovakia 3.38 0.52 8 
Slovenia 3.20 0.42 10
Total 3.36 0.55 86

Country M SD n

They talked quite positively about their  
experiences in the ro.pe-Training@
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7 Benchmark Figures and Recommendations

The empirical results in the previous chapters showed the pleasant effects of the TAKE CARE 
project. All of the aspired goals of the project have been achieved. TAKE CARE contributes to  
1) a reduction of the consumption of alcohol and 2) an increase of competences in dealing  
with risk and individual consumption of adolescents and young adults who consume riskily.  
The project creates encouragement of the personal and social skills of young people and the 
participating parents. It improves the knowledge and results in changes of attitudes and be-
haviour to some extent at the key-persons and the staff, who works in the area of the sales of 
alcoholic beverages. 

The following final thoughts explicate some important benchmark figures of the TAKE CARE  
project, which made the project distinctive, but which also have a challenging character. Re-
commendations, which – if kept in mind – will contribute to a success of the project, are allo- 
cated to each benchmark figure. 

The statements are based on the analysis of the effects, on the one hand, and on the feed- 
backs in telephone interviews with the collaborating country-partners on the other hand. 

TAKE CARE is an ambitious and complex Project. 

 • A great deal of attention should be paid to the profiles of the person, who is in char- 
  ge of the project. This person must have networking skills, but also skills in project  
  management beyond different levels. Additionally, they should have enough practical  
  knowledge and experiences. Furthermore, it is helpful, if the persons in charge are  
  structurally linked to the social context of the project site.

 • It is recommendable, for improvement of competences and for lobbying, to organise  
  a monitoring or lobbying group that consists of key-persons from the administration,  
  practitioners and experts for the area of public health and prevention. Representa- 
  tives of parental and youth organisations, business associations and other participa- 
  ting are also helpful for a successful project.  

 • The planning period before the start of the project should be as concrete as possible  
  and should fix a binding schedule, so that all energies can be concentrated and syner- 
  gy effects can be used. 
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The multilevel Approach offers a noteworthy and remarkable Surplus  
for Practitioners. 

  • TAKE CARE realises a multilevel approach related to the social environment. This kind  
  of social work concentrates on activities in the living environment; multiple target  
  groups (levels) in the same living environment are addressed simultaneously. In the  
  TAKE CARE project this approach showed to be effective because important synergies  
  can be triggered. Several feedbacks of the country partners showed that a multilevel  
  approach shows impact, using the criteria of Best Practice. 

An Analysis of the Situation and Needs of the selected social Environment  
is indispensable for a successful Concept and Implementation of the Project  
in a specific Context. 

 • This analysis of the situation and needs is the base and design principle for the whole  
  planning and implementation of the project. 

 • This analysis serves as a test, whether at all and to which extent the selected social  
  environment suites the TAKE CARE project. 

 • This analysis features information for the identification of the aspired target groups.  
  Who are they? Where do we meet them? How can they be addressed? 

 • Also, this analysis generates the indicators, which shall be applied when evaluating  
  the successful implementation. These indicators are a guideline, when making  
  cautious decisions for a continuation of possible termination during the project.

TAKE CARE includes aspects that might not be delivered easily to certain people or experts, 
for example the concept of risk competence regarding the consumption of alcohol. The  
TAKE CARE projects take a step towards correcting and differentiating socially and culturally  
based opinions; it aims to transfer knowledge and increase the awareness for potentially da-
maging consequences of the risky consumption of alcohol. The positions and attitudes are  
new to a certain extent and, therefore, create some resistance. With the multilevel approach, 
the TAKE CARE project transforms the „individual problem of a risky consumption of alcohol“ 
to a „social problem“ that affects everyone in the environment of adolescents and young 
adults.

 • In order to build up and specifically promote the acceptance of the project in the  
  general public and among experts, a continuous, long-term and proactive communi- 
  cation and a participation of the affected public are necessary.

 • The public relations work, at best, should be carried out with an incorporation of the  
  social networks.
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The Planning and Implementation requires a binding Time-concept, which,  
of course, can be adapted flexibly during the Conduct of the Project, whilst  
still being loyal to the Master Plan. 

 • There should be a binding time concept before the start of the operational phase.  

 • Part of this time concept should be a reasonable suggestion about the order, in which  
  the target groups should be addressed. 

 • A kick-off meeting makes sense in order to guarantee the processing-quality of the  
  project. Continuous meetings of all participating heads of interventions ensure a  
  continuous and joint further development of attitudes and ideas. 

40 See http://www.euronetprev.org/ (visited 21.09.2012). 

TAKE CARE requires quality control. So that TAKE CARE can establish itself in the field of pre-
vention of addiction, it is recommendable to guarantee a quality control. 

 • It should be thought of setting up a platform for communication and exchange of  
  experiences on an international level. This could be done via Facebook or other  
  existing platforms quite cost-saving. This could be the platform, where tips and tricks  
  can be exchanged. 

 • It should be considered, if TAKE CARE can have a long-term quality control as part of  
  the European network for prevention euro net40.

 • This quality control protects the approach of the project against simplifications in  
  practice, which might wash out the innovative character of the multilevel approach. 

 • Possibly, a certification should be aspired on the international level, or any other  
  form of a label, which assures the loyalty towards the approach of the project. 

 • There has to be a professional introduction of the approach of the project and the  
  different interventions. Because the heads of the interventions become agents of the  
  project goals and a specific attitude of the project, the training of these heads of  
  interventions cannot fall short. 
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TAKE CARE can be run successful even with minor structural Adaptations  
in the Context of an Intervention. 

The pilot project shows, that changes must not touch the core of the project and the attitudes 
to be transferred.

 • A quality control of the project has to tackle the question, which elements of the  
  interventions and guidelines for the structural implementation are really core charac- 
  teristics that cannot be neglected or circumvented.

 • Right now, no empirical knowledge exists of how the local and national differences  
  and conceptual divergences effect the implementation. In order to test this adequa- 
  tely, a controlled project and evaluation design has to be established, which has to  
  be more in accordance with scientific standards. 

41 For example, information can be found in a project with a multilevel approach: http://www.esski.ch/esski-1  
 (visited 08.10.2012).

The close intertwining41 between the different levels of the approach requires much more 
efforts already before the project. Yet, this is worthwhile. In this present evaluation the  
design did not allow any collection of data, which show – empirically confirmed – a synergy 
effect. However, in terms of best practice, several feedbacks from the partners in the different 
countries show that the multilevel approach makes sense according to their professional ex- 
periences. To verify this, there is further need for research.

   • A well-structured time concept, which is adapted to local situation, also can optimise  
  the planned procedure. 

   • The goals can be achieved easier, if the key-persons can live up to their function,  
  especially in addressing and winning over adolescents already at the start of the  
  project.

It has to be wished that the future heads of the interventions of the TAKE CARE projects can 
keep up enough stamina, in order to respond the multiple challenges on different levels crea-
tively. 

This evaluation report ends with the conclusion that the TAKE CARE project (targeted at cur- 
rent concerns within the field of Public Health) is attractive for professionals and can achieve 
the aspired effects. Therefore, we wish for a successful future for TAKE CARE. 
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8 Annex

8.1 Details about the Analysis of Alcohol Consumption of the  
 Adolescents

8.1.1 Consumption Groups

The classification into the three consumption groups of ‚tee-totalling‘, ‚low-risk consumption‘, 
and ‚risky consumption‘ is based on a definition, which was proposed by the central project 
coordinators. These can be found in the toolbox on the project homepage www.project- 
take-care.eu. This classification of the three consumption groups for different age-levels can  
be found in a publication of the Belgian Vereniging voor Alcohol- en andere Drugproblemen 
vzw (VAD)42 and the international definition by WHO from 201043. The following threshold  
values for low-risk and risky consumption have been defined: 

 • Under 16-year-old, every consumption of alcohol is considered risky. There is no  
  low-risk measure of the consumption of alcohol for this age-group.

 • At the age of 16 and 17 years, boys are considered consuming low-risk with a maxi- 
  mum of two alcoholic standard drinks per day, girls with a maximum of one to two  
  alcoholic standard drinks per day. These amounts are considered low-risk, if they are  
  not consumed more often than two days per week and this only, if this does not  
  happen every week. Those who exceed these thresholds, either in terms of amount  
  or frequency, counts as drinking riskily. 

 • For the 16- and 17-year-olds the consumption of spirituous beverages is classified  
  as risky. 

 • Older than 18 years, borrowing from the WHO, young men are considered low-risk,  
  who drink a maximum of 24 g of pure alcohol (approximately two to three standard  
  drinks) per day; young women, who drink a maximum of 12 g pure alcohol (approxi- 
  mately one to one-and-half standard drinks) per day. These amounts are considered  
  low-risk, if they are not consumed more often than three days per week44. Those,  
  who exceed these threshold values, either in amount or frequency, count as consu- 
  ming riskily. 

42 See: http://www.vad.be/media/38169/richtlijnen%20voor%20aanvaardbaar%20alcoholgebruik%20%20definitie%20 
 binge%20drinken%20finaal.pdf (visited 04.10.2012).

43 WHO (2010): mhGAP Intervention Guide for mental, neurological and substance use disorders in non-specialized  
 health-settings. Mental Health Gap Action Programme. Version 1.0., S. 60

44 These guidelines of the WHO assume a maximum of five days per week, which count for the specified amounts, for  
 the definition of low-risk consumption. The proposal for the definition here lowered the maximum threshold for the  
 frequency, in order pay tribute to the still on-going psychological and physical developments with young adults. 
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The evaluation operationalised the definition proposal, based on two pieces of information  
on the amount and frequency of drinking from the WHO-Instruments45. 

It has been found that the response format of the instrument AUDIT, that is wide spread in 
research of alcoholism, does not equivalently reproduce the definition of the project coordi- 
nation. In order to operationalise the project goals, the evaluation had to assign responses of 
the AUDIT-questions in low risk or risky consumption to identify the target group of risky drin-
king adolescents. Because of the response formats the evaluation had two possibilities: Either 
risky drinking adolescents are included in the low-risk drinking group or low-risks are included 
in the high risk group. The evaluation decided for the last one, so that it is possible that there 
are some adolescents in the group of risky drinkers that actually are low-risk-consumers by  
the definition of the project coordination.

Figure 12 shows this division into the three consumption groups, schematically with colours 
green, light blue and blue46. Pay attention to the age-related different classification of low- 
risk to risky consumption in the light-blue areas47. 

45 AUDIT: Babor, T.F., Higgins-Biddle, J.C., Saunders, J.B., & Monteiro, M.G. ( (2001). AUDIT – The Alcohol Use Disorders  
 Identification Test (2nd ed.). Geneva: World Health Organization.

46 The white sections contain data, which could not be interpreted and therefore not classified to any consumption  
 pattern, with one exception: The field „frequency: never“/„amount: 1 or 2 glasses“ is interpreted as unique, non- 
 repeating drinking experience and therefore integrated in the evaluation.

47 The different limits for young women and young men over 18 years could not be taken into consideration specifically,  
 because the selected format of questions of the AUDIT did not allow this division. 

Note: <16/<18 = for adolescents under 16/18; 16+/18+ = for adolescents at the age  
of 16/18 years and older.
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Figure 12. Categorisation of consumption groups, based on statements on the amount  
and frequency of drinking and the age of the adolescents.
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8.1.2 Cumulative Value 

In order to have a cumulative value and, at the same time, a continuous measure regarding  
the drinking behaviour at hand, the so-called cumulative value has been calculated for each  
person with the two AUDIT items of the amount and frequency of drinking on a typical day48. 

The cumulative value resulted from the encoding of the choices for answers, which then have 
been added. The encoding of choices for answers on the frequency of drinking has been done  
in accordance with the AUDIT manual and began with the value 0 in each case. The self-re- 
ported amounts of drinking on a typical opportunity for drinking does not have the choice to  
answer “0 glasses” according to the manual (which is due to the normal wording), but starts  
with „1-2 glasses“. In contrast of the manual, for these answers the encoding 1 to 5 has been 
used, not 0 to 4: 1 = 1-2 glasses, 2 = 3-4 glasses, 3 = 5-6 glasses, 4 = 7-9 glasses, 5 = 10 glasses  
and more. That way, each choice for an answer receives a number, which „makes a difference“  
at the calculation of the cumulative value of the drinking behaviour. The potential minimum  
sum has been zero49, the potential maximum sum nine (cf. Figure 13).

48 Wording of the items, see chapter 8.2.

49 There have been persons, who „never“ drank according to their self-report and who (consequently) did not answer the  
 question about the amount of drinking on a typical opportunity, but left it blank. These persons have been calculated  
 with the cumulative value 0 and the missing answer been interpreted as „0 glasses”.

Figure 13. Potential cumulative values related to frequency and amount of drinking. 
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8.1.3 Difference Value 

In order to detect the individual trends of the consumption behaviour even more differenti- 
ate, the individual flows have been examined even closer. It has been recorded, how many 
adolescents reduced their consumption and how many increased it. This is presented as  
follows (Figure 14):

 • Reduction: frequency and amount of drinking at T3 has been lower than at T1,  
  marked light green or green50

 • Stability: frequency and amount of drinking at T1 and T3 have been the same,  
  marked orange51

 • Increase: frequency and amount of drinking at T3 have been higher than at T1,  
  light blue or blue52

 • Some patterns of answers are difficult to interpret, whether they stand for stability  
  or changes (marked white). They are not incorporated into the further evaluations. 

50 Reductions are represented by negative figures in the labelling of the axes.

51 Stabilities are represented by the figure 0 in the labelling of the axes.

52 Increases are represented by positive figures in the labelling of the axes.

Figure 14 shows that more than one third of the adolescents (35%), who answered at the  
start of the training and at the re-interview and whose answer-behaviour remained stable,  
this means they reported a similar drinking behaviour at both points of being interviewed.  
21% report increase on one or both dimensions of the frequency and amount of drinking,  
38% reductions on one or both dimensions. This means, the total of adolescents, who re- 
duced their drinking, and those with stabile drinking patterns, has been bigger each than the 
number of those adolescents, who increased their drinking during the observation period as  
a consequence of the intervention.
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Figure 14. Occurrence of increases, stabilities and reductions of the drinking behaviour,  
calculated as a difference between the answers at T1 and T3. See the text for explanations.

 6% n = 18 + + Increase on both dimensions 

 15%  n = 47 +  Increase on one dimension 

 35% n = 110 Stability

 28% n = 87 - Decrease on one dimension

 10% n = 31 - - Decrease on both dimensions

 5% n = 17 Difficult to interpret: 
    +  Increase on one dimension
    -  Decrease on the other dimension
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Difference: How often do you rink alcohol?

Differences T3 minus T1, in change of "aswer field of questionnaire"

Total (n = 310)

 +4 0 0 0 1 0 1 0 1

 +3 0 0 0 1 0 2 0 0

 +2 0 0 0 1 3 3 1 0

 +1 0 0 0 5 21 10 0 0

  0 0 2 8 42 110 23 0 0

 -1 0 0 2 12 22 3 2 0

 -2 0 0 2 11 10 2 1 0

 -3 0 0 0 2 2 1 0 0

 -4 1 0 0 1 1 0 0 0

  -4 -3 -2 -1 0 +1 +2 +3

Table 39. Occurrence of stabilities and changes of the drinking behaviour, sorted by  
consumption-groups at the start of the training. 

Note: bold = descriptively highlighted ratios. In chapter 5 and 6 the percentages of this table are  
presented in a simplified way for the different consumption-groups. 

Risky  (n=250, 100%) 31 (12%) 82 (33%) 83 (33%) 43 (17%) 11 (4%) 
Low risk (n=39, 100%) 0 8 (21%) 23 (59%) 5 (13%) 3 (8%) 
Tee-totalling (n=21, 100%) -- -- 13 (62%) 4 (19%) 4 (19%)
Total (n=310, 100%) 31 (10%) 90 (29%) 119 (38%) 52 (17%) 18 (6%)

 - - -  + + +
Consumption groups Reduction  Reduction   Increase Increase
at the start   amount and amount and/  amount and/ amount and 
of the training frequency  or frequency 0 or frequency frequency  
 of drinking of drinking Stabiliy of drinking of drinking
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8.2 Scales and Wording of Items

Scale

Drinking 
behaviour of 
adolescents  
(T1, T3).

Self-efficacy.
All target 
groups, same 
wording.

Wording of item

*A „drink“ here is approximately one glass 
or one bottle of beer or must (25 - 33 cl), 
a bottle of alcopops (27 cl), a glass of wine 
(10 - 12.5 cl) or a glass of high spirits (4 cl).“ 

„How often do you take an alcoholic  
beverage*?“ 

„How many alcoholic beverages*  
do you drink on a typical day, if you are 
drinking?“

„I always find a solution for difficult  
problems, if I try enough.“
„If obstacles occur, I find ways to carry  
out my points.“
„Even with sudden incidents, I believe  
that I can deal with them quite well.“
„I can find a solution for any problem.“
„What ever happens, I can handle it.“

Source

AUDIT: Babor, T.F.,  
Higgins-Biddle, J.C.,  
Saunders, J.B., &  
Monteiro, M.G. (2001).  
AUDIT – The Alcohol  
Use Disorders Identi- 
fication Test (2nd ed.).  
Geneva: World Health  
Organization.

General expectance  
of self-efficacy, by 
Matthias Jerusalem  
and Ralf Schwarzer, 
reduced to five items, 
German and English  
version at http:// 
userpage.fu-berlin.de/
health/germscal.htm 
bzw. http://userpage.
fu-berlin.de/~health/
selfscal.htm (visited 
08.10.2012).

Format of answers  
(incl. values  
of answers)

never (0)
1x month or less (1) 
2-4x per month (2) 
2-3x per week (3) 
4x or more per  
week (4) 

1 or 2 (1)
3 or 4 (2)
5 or 6 (3)
7 to 9 (4)
10 or more (5)

completely true (4)
more or less true (3)
hardly true (2)
not true at all (1)

Table 40. Overview of the question-items from the questionnaires for all target groups  
which have been used in the evaluation report.
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Scale

Self-esteem. 
All target 
groups, identi-
cal wording.

Knowledge 
regarding the 
legislation on 
the consump- 
tion of alcohol.
All target 
groups, identi-
cal wording. 

Evaluation 
regarding the 
appropriate- 
ness of the  
laws regarding 
the consump- 
tion of alcohol.
All target 
groups, identi-
cal wording.

Wording of item

„All in all, I am satisfied with myself.“
„Once in a while, I do think that I am  
worth nothing at all.“
„I have a number of good characteristics.“
„I can do many things as good as most of 
the other people, too.“
„I am afraid that there is not much that  
I can be proud of.“
„From time to time, I feel so useless.“
„I consider myself a valuable human  
being; at least I am not less valuable  
than others.“
„I wished I could have more self-respect.“
„All in all I tend to think of myself as a 
loser.“
„I found a positive attitude towards  
myself.“

In countries with one age limit for the  
consumption of alcohol: „In country XY* 
it is legal to buy and drink alcohol from  
the age of … years.“

In countries with two different age limits  
for the consumption of low and high 
percentage alcohol:
„In country XY* it is legal to buy and drink 
alcohol, such as beer, wine and sparkling 
wine from the age of … years.“
„In country XY* it is legal to buy and drink 
alcohol, such as spirituous beverages and 
alcopops from the age of … year.“

*Questionnaire adapted to each country.

„The laws regarding the consumption of 
alcohol by adolescents are appropriate.“

Source 

In German:
Von Collani, G., &  
Herzberg, P.Y. (2003). 
Eine revidierte  
Fassung der deutsch-
sprachigen Skala zum 
Selbstwertgefühl von 
Rosenberg. Zeitschrift 
für Differentielle und 
Diagnostische Psycho- 
logie, 24 (1), 3-7.
In English: 
Rosenberg, M. (1965). 
Society and the  
adolescent self-image. 
Princeton, NJ:  
Princeton University 
Press.

Self-developed.

Self-developed.

Format of answers  
(incl. values  
of answers)

agree completely (4)
agree (3)
do not agree (2)
do not agree at all (1)

Age has been filled  
in in handwritten 
figures.

agree completely (4)
agree (3)
do not agree (2)
do not agree at all (1)
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Scale

Willingness to 
comply with 
the laws or to 
support the 
adolescents in 
complying  
with them.
All target 
groups, some-
times wording 
differs.

Knowledge 
regarding the 
risks and  
effects of  
alcohol. 
All target 
groups, identi-
cal wording.

Wording of item

Adolescents:
„I am trying to comply with these laws.“

Parents:
„I am trying to make my child/my children 
complying with these laws.“

Key-persons: 
„The goals of the TAKE CARE project are:  
(1) responsible handling of alcohol, from 
the age at which the consumption is legal. 
(2) Tee-totalling before this legally deter-
mined age. 
These goals of the TAKE CARE project 
make sense to me.“
„My role as a „key-person“ is: direct,  
empathic and motivating talks with  
young people, who drink alcohol. This  
goal makes sense to me. “ 
„My role as a „key-person“ is: motivating 
young people to reflect on the consump- 
tion of alcohol. 
This goal makes sense to me.“

Employees in retail (short and long  
intervention):
„I am trying very much to comply with 
these laws.“

„Are the following statements true  
or not?”
„Alcoholic beverages contain calories  
that increase the weight.“*
„Regular consumption of alcohol at the 
young age can lead to swift addiction  
and withdrawals.“*
„Consumption of alcohol can reduce  
the learning aptitudes.“*
„Consumption of alcohol increases the 
physical fitness.“**
„Consumption of alcohol helps against 
being shy and self-conscious.“*
„Many people drink in order to escape  
problems, such as solitude or depres- 
sions.“*

Correct answer: * yes/ ** no“

Source

Self-developed.

Self-developed.

Format of answers  
(incl. values  
of answers)

agree completely (4)
agree (3)
do not agree (2)
do not agree at all (1)

yes (1)
no (0)
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Scale

Risk  
competence. 
Adolescents.

Competence  
in handling  
the personal 
consumption  
of alcohol.
Adolescents.

Competences  
in dealing  
with risky 
consumption 
of alcohol by 
adolescents.
Parents, key- 
persons and 
employees  
in retail,  
sometimes  
different  
wording.

Wording of item

In the last three months … (T1, T3)/ 
in the ro.pe© Training... (T2)
„I like being confronted with risky  
situations, because they are a challenge  
to me.“
„I was capable of overcoming risky  
situations.“
„I overcame risky situations better than  
I thought.“
„I was having fun, when dealing with  
risky situations.“

„During the training I became more  
aware of my consumption habits.“
„The experiences and information from 
the training helped me to gain better  
strategies in handling alcohol.“
„The experiences and information of  
the training enlarged my knowledge  
on alcohol.“

Parents:
„The talks helped me to gain better strate-
gies in dealing with my child/my children.“ 
„I enlarged my knowledge about alcohol.“
„The meeting motivated me to reconsider 
my attitude towards alcohol and consump-
tion of alcohol.“

Key-persons: 
„The training helped me to gain informa- 
tion and strategies for successful talks  
with adolescents.“
„I enlarged my knowledge about alcohol.“
„The training helped me to build up more 
confidence in addressing the topic alcohol/
consumption of alcohol with young  
people.“ 

In the re-interview: 
„The training helped me to gain informa- 
tion and strategies for successful talks  
with young people.“
„The training enabled me to address the 
topic alcohol/consumption of alcohol  
with young people.“
„The technique „key“ enabled me to  
trigger young people to reflect their  
consumption of alcohol“.

Employees in retail (long interventions):
„The training helped me to get along  
better with difficult situations at work.”

Source

Self-developed.

Self-developed.

Self-developed.

Format of answers  
(incl. values  
of answers)

agree completely (4)
agree (3)
do not agree (2)
do not agree at all (1)

agree completely (4)
agree (3)
do not agree (2)
do not agree at all (1)

agree completely (4)
agree (3)
do not agree (2)
do not agree at all (1)
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Scale 

Benefit of the 
materials for 
the employees 
in retail.

Satisfaction 
with the  
interventions.
All target 
groups,  
sometimes 
wording 
differs.

Wording of item

„These materials helped at my work.“
„These materials helped in getting along 
better with difficult situations.“

Adolescents:
„I profited from ro.pe©-Training.“
„I trusted the heads of the training.“
„It has been cool to participate in the  
training.“
„I would recommend the ro.pe©-Training  
to friends.“

Parents:
„I profited from the Homeparty for  
handling my child/my children.“
„I trusted the expert, who was present.“
„I would recommend the Homeparty  
to friends.“

Key-persons:
„I profited from the Key-training for  
dealing with young people.“
„I trusted the experts, who were present.“
„I would recommend the training to  
other professionals/volunteers, who  
work with similar target groups.“

Employees in retail (long interventions):
„I profited from the training and can  
deal better with difficult situations at  
work now.“
„I trusted the expert, who was present.“
„I would recommend the training to  
other people, who have a similar work  
as me.“

Source

Self-developed.

Self-developed.

Format of answers  
(incl. values  
of answers)

agree completely (4)
agree (3)
do not agree (2)
do not agree at all (1)

agree completely (4)
agree (3)
do not agree (2)
do not agree at all (1)
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