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Abstract

Background: Lower socioeconomic status (SES) groups, particularly lower SES males, are at greater risk of alcohol-
related harm than higher SES groups, despite drinking at the same level or less. However, they are rarely recruited
for research through typical recruitment strategies. Consequently, limited evidence exists on patterns of alcohol use
and effectiveness of public health messages for these groups. Using workplaces to recruit male drinkers from lower
SES backgrounds may provide a feasible and accessible approach to research participation and enable improved
understanding of alcohol use, drinking motives and acceptance of alcohol-related public health messages in this
underrepresented and high-risk group. We investigated workplace-based strategies to recruit male drinkers from
lower SES backgrounds. We also investigated their experiences and motivations for alcohol use, and acceptance of
alcohol-related public health messages.

Methods: A feasibility element investigated the effectiveness of workplace-based strategies to recruit male drinkers
from lower SES backgrounds in the south west of England. A pilot element investigated this population’s
experiences and motivations for alcohol use, and acceptance of alcohol-related public health messages, through a
mixed-methods survey.

Results: Feasibility results indicated that workplace-based recruitment strategies, including recruiting participants in
person at their workplace and providing a financial incentive, effectively led to the recruitment of 84 male drinkers
(70% recruitment rate), predominately from lower SES backgrounds, to a survey. Pilot results indicated that more
than half of participants were at increasing risk of alcohol-related harm, and approximately one fifth engaged in
weekly heavy episodic drinking. Participation in campaigns aimed at reducing alcohol use, and knowledge of
government alcohol consumption guidelines, were low. Participants reported negative beliefs about alcohol
including health effects, dependency and excess use, and financial and occupational effects. Positive beliefs about
alcohol included relaxation, socialising, and enjoyment.
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Conclusions: Workplace-based recruitment, using in-person recruitment and a financial incentive, may be a feasible
strategy to recruit male drinkers from lower SES backgrounds. Pilot results may direct larger scale research aiming
to understand alcohol use in this population and inform targeted public health messages. Workplace-based
recruitment may represent a promising avenue for future research aiming to tackle inequalities in participation in
alcohol research.
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Background
Alcohol use is a leading risk factor for disease, disability
and death globally. It is a causal factor in at least 200 dis-
ease and injury conditions [1], and results in three million
deaths per year globally [2]. Socioeconomic status (SES) is
also a significant factor in the association between alcohol
use and risk of related harm [3]. Lower SES is associated
with an increased risk of alcohol-attributable conditions,
even after accounting for risk and confounding factors for
these conditions [4]. An alcohol harm paradox exists, in
which drinkers from lower SES groups are at greater risk of
alcohol-related harm, despite drinking at the same level or
less than drinkers from higher SES groups [3, 4]. Evidence
from a systematic review, examining the role of alcohol use
and drinking patterns in socioeconomic inequalities in
mortality, highlights that a pattern of heavy episodic drink-
ing among individuals of lower SES may partly explain the
association between SES and mortality [5].
In the UK, those of lower SES are more likely to report

heavy episodic drinking in the past week than those of
higher SES [6]. Yet, those of lower SES also report drink-
ing less frequently than those of higher SES; 47% of
lower SES individuals in England reported drinking alco-
hol in the past week compared to 79% of higher SES in-
dividuals [7]. This alcohol harm paradox may have a
greater impact in men than women. A systematic review
examining gender differences in the distribution of
alcohol-attributable mortality by SES indicates a three-
to 10-fold higher risk of alcohol-attributable mortality in
men of lower SES than women of lower SES [8]. Sup-
porting evidence indicates that younger males who live
in deprived neighbourhoods are most likely to engage in
heavy episodic drinking, however males aged 35 to 64
years old showed the greatest increase in heavy episodic
drinking in deprived neighbourhoods [6].
The disproportionate alcohol-related harm experi-

enced by lower SES men requires investigation of this
paradoxical relationship. However, lower SES individuals
are under-represented in research investigating alcohol
use, and in health research more generally, compared to
higher SES individuals [9]. Consequently, they are often
considered to be “hard-to-reach” in terms of recruitment
to and participation in research studies [10]. Alterna-
tively, this lack of representation may reflect that the

researchers themselves are “hard-to-reach” due to their
use of ineffective recruitment methods for this popula-
tion, such as recruitment in university settings. Cur-
rently, researchers are not actively investigating how to
recruit these participants through effective methods.
Moreover, research may be limited by a lack of culturally
appropriate information that is not relevant or tai-
lored to the target population about participating in
research [11], and the time commitment required to
participate [12]. Developing research participation ma-
terials that are tailored to target populations may in-
crease participation of under-represented populations
in research studies [11]. At present, there is limited
evidence on effective strategies to recruit lower SES
groups, which highlights the need to explore the use
of different recruitment methods for different popula-
tions. Therefore, researchers may need to explore the
feasibility of strategies to recruit under-represented
groups to enable their inclusion in research. By failing
to include such groups in research, there is limited
evidence on the motivations and experiences which
may underlie the alcohol harm paradox, and on the
effectiveness of alcohol-related public health messages
in male drinkers from lower SES backgrounds. Under-
standing the experiences and motivations for drinking
in this group may enable the development of targeted
health messages for individuals with the highest bur-
den of illness. Some evidence suggests that
community-based recruitment strategies may be more
effective at recruiting male drinkers from lower SES
backgrounds than recruitment through identifying
participants from primary care registers [13], which
often fails to establish contact with these individuals to en-
able them to be invited to participate [14]. Workplaces may
represent an accessible and feasible community-based
location for recruitment [15]. Whilst recruitment
through workplaces targets a working lower SES
population, it may not capture all lower SES drinking
males, such as those unemployed. However, those in
routine and manual occupations experience high levels of
alcohol-related harm [16–18]. Moreover, hazardous phys-
ical working conditions and low job control may contrib-
ute to health inequalities among working populations
[19].
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As male drinkers from lower SES backgrounds are at
disproportionately high risk of alcohol-related harm
[20], and are under-represented in research investigating
alcohol use, this study had the following aims.
The feasibility aim was:

1. To explore whether workplace-based recruitment
strategies are feasible for recruiting male drinkers
from lower SES backgrounds

The pilot aims were:

2. To examine the experiences and motivations for
alcohol use in males from lower SES backgrounds

3. To explore whether current alcohol-related public
health messages are acceptable to male drinkers
from lower SES backgrounds

Methods
Design
This study had two simultaneous elements. A feasibility
element investigated the effectiveness of workplace-
based strategies to recruit male drinkers from lower SES
backgrounds to a survey. Recruitment strategies, includ-
ing in person recruitment, employer email, employer no-
ticeboard, and employer social media, were compared.
Incentive strategies, including a survey with an informa-
tion sheet informing of a prize draw, and a survey with
an information sheet without this information, were
compared. A pilot element investigated male drinker’s
experiences and motivations of alcohol use, and accept-
ance of current alcohol-related health messages. A
concurrent-nested, mixed-method design was used, in
which a survey collected quantitative and qualitative
data.

Recruitment
Feasibility recruitment
Participants were recruited through workplaces in a local
authority in the south west of England, with a focus on
workplaces mainly employing men working in routine
and manual occupations. These workplaces were identi-
fied through working with the public health department
of a local authority, and online searches for relevant or-
ganisations. A total of 89 workplaces, involving a com-
bination of larger national and smaller independent
organisations, were invited to take part. Eighty-eight
were invited to participate through an email, of which
11 agreed. Those who did not respond to an email (77
workplaces) or had no email address (1 workplace) were
invited to participate through a phone call, of which 15
agreed. The 26 workplaces which agreed to participate
were asked which methods of recruitment they would be
willing to take part in. We allowed workplaces to choose

their recruitment strategy to increase uptake and co-
operation, and to explore the acceptability of different
recruitment strategies to workplaces. Four workplaces
agreed to participate by allowing the researchers to re-
cruit participants in person at their workplace, 20 work-
places agreed to participate by distributing a survey via
their employer email, one workplace agreed to partici-
pate by distributing a survey via their employer notice-
board, and one workplace agreed to participate by
distributing a survey via their employer social media. For
the purpose of analyses, recruitment strategies were col-
lapsed into two categories: in-person recruitment strat-
egy and the other recruitment strategies combined (see
Fig. 1).

Pilot recruitment
Ethical approval was gained from the Psychology Re-
search Ethics Committee at the University of Bath before
conducting the study (ethical approval code: 19–131).
The study was conducted according to the revised dec-
laration of Helsinki and Good Clinical Practice guide-
lines. To be eligible to participate, participants had to be
male and aged 18 years old or above. They had to an-
swer ‘yes’ to the question: ‘Do you drink alcohol?’. An a
priori sample size was not calculated, due to the explora-
tory nature of participant recruitment. Eighty-four par-
ticipants completed the survey (M age range = 45 to 54
years, M SES group = lower SES). Data collection took
place between 17th June and 23rd July 2019.

Measures
A survey about alcohol use and awareness of alcohol-
related health messages was carried out with male
drinkers. It took approximately five to 10 min to
complete. Data were collected on participant demo-
graphics (including age and SES), alcohol use, location
and social nature of alcohol use, awareness of current
alcohol-related health messages, and beliefs about
alcohol.

Age
Participants were asked to select their age, in years,
using interval categories based on those used in the local
authority for survey purposes: 18 to 34, 35 to 44, 45 to
54, 55 to 64, 65 to 74, 75 to 84, and 85+ [21].

SES
Participants were asked to select one category that best
described their employment status from a list of job
roles, based on nominal categories used by the United
Kingdom’s Office for National Statistics (ONS): routine
and manual occupations (eg: electricians and sales assis-
tants); intermediate occupations (eg: secretaries and post
office clerks); and higher managerial, administrative and
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professional occupations (eg: civil engineers and phar-
macists) [22]. Each SES category contained a list of po-
tential occupations with which the participant may
identify. Categories of student/volunteering/apprentice
and other were also included. Eighteen participants who
selected “other”, and provided an optional job descrip-
tion, were categorised by occupational category accord-
ing to the ONS (2010) guidelines, which provides
examples of job roles for each SES category. Sixteen of
these were categorised as lower SES, one was categorised
as medium SES, and one was categorised as higher SES.

Six participants selected “other” and did not provide a
description of their job, and so were uncategorised by
SES.

Alcohol use
Participants were asked to complete the Alcohol Use
Disorders Identification Test-C questionnaire (AUDIT-
C) [23]. This included three questions with responses on
a five-point Likert scale. Questions asked participants
about the frequency of alcohol use, the typical number
of units consumed, and the frequency of heavy episodic

Fig. 1 Recruitment strategy. A flow diagram of recruitment strategies for workplaces and participants
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drinking. This refers to drinking more than six units of
alcohol for females and more than eight units of alcohol
for males in a single session [24]. Prior to answering
these questions, participants were shown an image dis-
playing the units of alcohol in different alcoholic drinks,
with the aim of improving the accuracy of reports of al-
cohol use. The total score of the questions provides a
score of the risk of alcohol-related harm, with higher
scores indicating greater risk of harm. Scores of zero to
four indicate low risk of harm, scores of five to 10 indi-
cate increasing risk of harm, and scores of 11 to 12 indi-
cate high risk of harm.

Location and social nature of alcohol use
Participants were asked to select the location in which
they normally drink alcohol, from the following re-
sponses: at home, out of the home (eg: pub, bar, restaur-
ant, club), or both. Participants were also asked to select
who they normally drank alcohol with, from the follow-
ing responses: alone, with other people, or both.

Acceptance of alcohol-related public health messages
Participants were asked to estimate the government rec-
ommended maximum weekly alcohol consumption
guideline. Ten responses, such as “0–2”, were rounded
up to the highest value. Two responses stating “don’t
know” were removed from the analysis.
Participants were also asked to select whether they

had taken part in any campaigns or challenges aimed at
cutting down or stopping drinking in the last 12 months,
from the following responses: Yes, Dry January; Yes, Go-
ing Sober for October; Yes, other (free text response
available); no; and don’t know. Participants could select
more than one option.

Beliefs about alcohol
The following questions asked participants to report
their beliefs about alcohol: “What do you think the posi-
tives of alcohol are?” and “What do you think the nega-
tives of alcohol are?”. A free text response allowed them
to report single or multiple beliefs, which were analysed
using qualitative methods.

Procedure
Feasibility procedure
Workplaces who agreed to participate through their
email, noticeboard, or social media, were emailed a web
link to the survey to distribute. Workplaces who agreed
to participate through in person recruitment were con-
tacted to arrange a convenient time to visit. Ten recruit-
ment sessions were conducted in which the researchers
visited sites across four workplaces to recruit partici-
pants. Workplaces were randomly assigned to receive
one of two surveys: one including an information sheet

detailing a prize draw opportunity upon survey comple-
tion, and one not detailing this in the information sheet.
Workplaces were unaware of receiving different infor-
mation sheets. This aimed to explore the impact of pro-
viding an incentive on recruitment rates (see Fig. 1).

Pilot procedure
The same researcher completed all in-person data col-
lection, sometimes with the addition of another re-
searcher. Participants who completed the survey in-
person completed it via a tablet device provided by a re-
searcher. Those who completed the survey through an-
other recruitment method accessed a weblink to the
survey from their employer, and completed it via their
own electronic device. After reading the information
sheet and being given an opportunity to ask any ques-
tions, participants were asked to give electronic consent
by using survey tick boxes stating that they understood
what participation involves and that they may withdraw
at any time and up until the point of anonymisation.
Participants then completed the survey and received a
debrief sheet afterwards. The debrief sheet provided
them with information about the aims and purposes of
the study, and links to websites about alcohol consump-
tion. It included a score of their risk of alcohol-related
harm and brief advice on how to interpret this score,
based on Public Health England’s (PHE) advice [25]. The
debrief form informed all participants of the opportunity
to enter a prize draw to win a £100 gift card by entering
an email address, regardless of information sheet
received.

Analytic strategy
Feasibility analysis
In order to explore the feasibility of workplace-based re-
cruitment strategies; recruitment, completion, and attri-
tion rates for the survey were analysed using
percentages. These rates were compared between the in-
person recruitment strategy and the other recruitment
strategies combined. This was due to the anonymous na-
ture of survey, which prevented the research team know-
ing the recruitment method through which participants
were recruited, except for the in-person recruitment
strategy. Recruitment rate refers to all survey responses;
including incomplete, complete, ineligible, and eligible
survey responses. Completion rate refers to only
complete and eligible survey responses. Attrition rate re-
fers to incomplete or ineligible survey responses.

Pilot analysis
In order to explore the experiences and motivations of
alcohol use, and acceptance of public health messages;
quantitative survey data were analysed using descriptive
analyses, including measures of central tendency. In
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order to make initial descriptive comparisons between
the SES groups recruited in our sample, alcohol use was
analysed between lower SES participants and higher SES
participants using descriptive analyses. For the purposes
of this comparison only, higher SES referred to both
medium and high SES participants, and did not include
those uncategorised by SES. IMB SPSS Statistics Version
25 was used to conduct descriptive analyses.
Qualitative survey data were analysed using content

analysis, and an inductive approach was taken due to the
lack of existing literature in this research area [26]. Con-
sistent with an inductive approach, Erlingsson and Bry-
siewicz’s (2017) guidance on conducting conventional
content analysis [27] was used to analyse the data. This
includes developing familiarity with the data, separating
the text into units of meaning and condensing these,
generating codes, and creating categories.

Results
Feasibility results
Workplace participation by distributing a survey via the
employers’ email was the most common way of taking
part (76.92%), followed by allowing the researchers to re-
cruit participants in person at their workplace (15.38%).
Recruiting workplaces to participate through a phone
call (16.85%) was more effective than recruiting work-
places through an email (12.36%) (see Fig. 1).
Eighty-four participants completed the survey out of

120 participants who were recruited, which is a 70%
completion rate. An in-person recruitment strategy re-
sulted in a higher completion rate and lower attrition
rate (see Table 1).
The recruitment rate varied across in person recruit-

ment sessions and ranged between five to 12 partici-
pants. The average recruitment rate per session was
seven participants (see Table 2).
In order to explore the impact of providing an incen-

tive on recruitment, participants either received an infor-
mation sheet detailing a prize draw opportunity upon
survey completion, or a survey which did not detail this
in the information sheet. Although, all participants were
informed that they could enter the prize draw during de-
brief. The survey with an information sheet informing of
a prize draw opportunity resulted in a higher completion
rate and lower attrition rate. Twelve participants entered
the prize draw, which is an entrance rate of 14.29% (see
Table 3).

Pilot results
Participant demographics
Of those who completed the survey, the majority of par-
ticipants (n = 51) were of lower SES (60.71%), 19 were of
medium SES (22.62%), and eight were of higher SES
(9.52%). Six were uncategorised by SES due to selecting
“other” and not providing a job description.
Twenty-six participants were aged between 45 and 54

(30.95%), 22 were aged 18 to 34 (26.19%), 19 were aged
35 to 44 (22.61%), 15 were aged 55 to 64 (17.86%), and 2
were aged 65 to 74 (2.38%). None were aged 75 or
above.

Risk of alcohol-related harm
Thirty-three participants were at low risk of harm
(39.29%, M score = 2.75), 45 were at increasing risk of
harm (53.57%, M score = 6.80), and 6 were at high risk
of harm (7.14%, M score = 11.00). Therefore, 60.71%
were at increasing risk or high risk of alcohol-related
harm. Scores ranged between one and 11, and the mean
score was in the increasing risk of harm category (M =
5.56, SD = 2.90).

Alcohol use
The majority of participants drank alcohol two to three
times per week (see Fig. 2). The majority typically drank
three to 4 units, although over a quarter of participants
(24 participants, 28.57%) typically drank at least seven
units (see Fig. 3). Whilst just under half of participants
engaged in heavy episodic drinking less than monthly,
approximately one fifth (20.24%) engaged in weekly
heavy episodic drinking (see Fig. 4).

Alcohol use across SES groups
The majority of lower SES participants drank alcohol
two to three times per week, whereas the majority of
higher SES participants (defined here as both medium
and high SES participants) drank alcohol two to four
times per month (see Fig. 5). The majority of both lower
SES participants and higher SES participants typically
drank 0 to 2 units on a typical drinking day, and engaged
in heavy episodic drinking less than monthly.

Location and social nature of alcohol use
Drinking alcohol both at home and out of the home (36
participants, 42.86%) and solely out of the home (28

Table 1 Feasibility of methods of recruiting participants

Measures of Feasibility In-Person Recruitment Method Other Recruitment Methods

Recruitment Rate 71 (59.16%) 49 (40.83%)

Completion Rate 67 (94.37%) 17 (34.69%)

Attrition Rate 4 (5.63%) 32 (65.31%)
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participants, 33.30%) was comparable. Fewer participants
drank solely at home (20 participants, 23.81%).
Drinking alcohol with other people was the most com-

mon way to drink alcohol (56 participants, 66.60%).
Fewer participants drank both alone and with others (25
participants, 29.8%) or only alone (three participants,
3.57%).

Acceptance of alcohol-related public health messages
Most participants (72 responses, 83.72%) had not taken
part in a campaign or challenge aimed at reducing or
stopping alcohol use, compared to those who had (14 re-
sponses, 16.28%). Of those who had taken part, seven
had participated in another campaign (8.14%), six had
participated in Dry January (6.98%), and one had partici-
pated in Going Sober for October (1.16%). “Other” cam-
paigns or challenges participated in included “by myself”,
“will power”, and “stopped for 3 months”.
Most participants underestimated the government al-

cohol consumption guidelines (74.39%). Fewer overesti-
mated the guidelines (19.51%). The most common
answer was eight units (18.29%), compared to five par-
ticipants who correctly reported 14 units (6.10%).

Beliefs about alcohol
Eighty-four participants reported beliefs about alcohol,
with some reporting multiple beliefs. Content analysis of
negative beliefs about alcohol showed that the most

common belief was that alcohol was linked to poor
health outcomes, including liver disease and kidney
damage (see Table 4). This was followed by beliefs that
alcohol use could lead to dependency, such as addiction,
and have negative impacts on work, finances, and safety.
A small number of participants reported not being aware
of any negative effects.
Content analysis of positive beliefs about alcohol

showed that the most common beliefs were that alcohol
facilitated relaxation (see Table 5). This was followed by
beliefs about socialising, enjoyment, and improved char-
acteristics. Participants also reported beliefs indicating
that there are no positives of alcohol. A small number
reported positive health effects.

Discussion
This study explored the feasibility of workplace-based
strategies to recruit male drinkers from lower SES back-
grounds to a survey. The recruitment of 84 male
drinkers from predominantly lower SES backgrounds in-
dicates that workplace-based recruitment strategies, in-
cluding in person recruitment and a financial incentive,
are feasible to recruit drinkers from this population. This
study also investigated the experiences and motivations
for alcohol use, and acceptance of health messages, in
this population. More than half of the participants were
at increasing risk of alcohol-related harm and approxi-
mately one fifth engaged in weekly heavy episodic

Table 2 Measures of feasibility of in-person recruitment method

Recruitment Sessions Recruitment Rate Attrition Rate Completion Rate

Session 1 8 0 8

Session 2 6 0 6

Session 3 5 0 5

Session 4 6 0 6

Session 5 8 0 8

Session 6 5 0 5

Session 7 7 0 7

Session 8 12 2 10

Session 9 8 0 8

Session 10 6 2 4

Total 71 4 67

Mean Average 7 0 7

Recruitment session refers to a single time period of participant recruitment at a workplace

Table 3 Feasibility of method of incentive for participants

Measures of
Feasibility

Participants Initially Informed of Receiving
Reimbursement

Participants Not Initially Informed of Receiving
Reimbursement

Recruitment Rate 72 (60.00%) 48 (40.00%)

Completion Rate 65 (90.27%) 19 (39.58%)

Attrition Rate 7 (9.72%) 29 (60.42%)
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Fig. 2 Frequency of drinking. Error bars represent 95% confidence intervals

Fig. 3 Number of units drank on typical drinking day. Error bars represent 95% confidence intervals
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drinking, which is higher than rates reported in the UK
general population [7, 28, 29]. Participation in cam-
paigns aimed at reducing alcohol use, and accurate
awareness of government alcohol consumption guide-
lines, were low. Health effects were the most common
negative belief about drinking, and relaxation was the
most common positive belief.
The feasibility findings extend the evidence base on

the feasibility of methods to recruit male drinkers from
lower SES backgrounds, and under-represented groups
more generally. Previous evidence suggests that
community-based recruitment strategies may be more
effective at recruiting males from lower SES back-
grounds than strategies such as primary care register re-
cruitment [13]. Our findings suggest that recruitment
through workplaces may be an effective community-
based recruitment strategy for this group. The feasibility
of this method may be related to information provided
to participants that the research was not driven by the
employer, which may have increased participants will-
ingness to participate in the research. The effectiveness
may also have been influenced by the presence of the re-
searchers, as participants could ask questions about the
research [30]. This recruitment strategy may be a useful
alternative to those which have typically been less effect-
ive in recruiting perceived “hard-to-reach” populations,
such as through primary care registers which often fails
to make contact with such populations [13]. It may be
more likely to reach lower SES males who would not

respond to recruitment through medical services. Re-
cruitment was also facilitated by accessing workplaces
through working with a local authority public health de-
partment. As the employers were the gatekeepers to the
target population, it was important to explore how to
best recruit the employers to take part.
In addition, higher recruitment to a survey with an in-

centive is consistent with previous findings [31, 32]. This
may be explained through social action theory [33], in
which survey completion depends on the associated re-
wards, costs, and trust. The recruitment rate may be due
to perceived high rewards of a prize draw. Yet, the low
uptake of the incentive may be due to reduced trust as-
sociated with entering an email address after answering
sensitive questions. The delayed nature of the prize draw
may also play a role. Surveys with delayed notification of
prize draw results have lower response rates than those
with immediate notice due to the immediacy effect, in
which individuals tend to choose immediate rewards
over delayed ones [34]. Alternatively, the incentive used
(a gift card) may have low acceptability in this
population.
The pilot findings extend the evidence on alcohol use

in lower socioeconomic status populations, which may
improve understanding of the alcohol harm paradox.
The rates of lower SES men at increasing risk (53.57%)
and high risk (7.14%) of alcohol-related harm is higher
than that reported for all men in the UK (24% and 3%
respectively). Similarly, the rates of lower SES men at

Fig. 4 Frequency of heavy episodic drinking. Error bars represent 95% confidence intervals
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lower risk (39.29%) is lower than that reported for all
men in the UK (72%) [28]. However, these comparisons
are limited by methodological differences between the
surveys and the sample sizes. Yet, they provide prelimin-
ary indications of alcohol use in lower SES men in rela-
tion to the general population. In our sample, greater
numbers of lower SES participants reported drinking al-
cohol at each measure of frequency compared to higher
SES participants. This contrasts with findings that 10%
of higher SES individuals in Great Britain drank on at
least five days in the week prior to interview in 2017,
compared to 7% of lower SES individuals [29]. However,
comparison across SES groups within our sample is

limited by the greater number of lower SES participants
recruited.
The higher rate of alcohol-related harm may be ex-

plained through differences in drinking patterns, as a
higher rate of lower SES men had engaged in heavy epi-
sodic drinking on a weekly basis (20.24%) than individ-
uals in the UK (16%) [29]; (15%) [7]. This is consistent
with evidence highlighting an increased risk of heavy
episodic drinking in men from lower SES backgrounds
[6, 18, 35]. Moreover, it is also consistent with a system-
atic review examining the role of alcohol use and drink-
ing patterns in socioeconomic inequalities in mortality
that identified 15 to 30% of socioeconomic inequalities

Table 4 Negative beliefs about alcohol

Belief Examples Frequency

Negative health effects ‘Liver failure’ ‘Kidney damage’ 62

Excess and dependent use ‘Too much can be a bad thing’ ‘Addiction’ 13

Financial and occupational effects ‘Losing money’ ‘Impact on work’ 10

Safety risks ‘Violence’ ‘Engaging in dangerous activity’ 10

Unknown or no negatives ‘Don’t know’ ‘None’ 4

Conditional negatives ‘Up to each person’ ‘None if used sensibly’ 2

Frequency refers to absolute numbers of beliefs

Fig. 5 Comparison of alcohol use across lower and higher SES participants. Error bars represent 95% confidence intervals. This analysis only
includes participants who were categorised by SES (N = 78). Higher SES refers to both medium and high SES participants (N = 27), and lower SES
refers to low SES participants (N = 51)
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in mortality as being explained by heavy episodic drink-
ing, compared to 5 to 15% of mortality as explained by
total alcohol consumption [5]. Therefore, a pattern of
heavy episodic drinking may explain the increased risk
of alcohol-related harm in this population [3]. Heavy
episodic drinking may increase the risk of alcohol-
related harm due to removing the protective effects of
moderate consumption for ischemic heart disease [36],
stroke [37] and unintentional and intentional injuries
[38]. Alternatively, the location in which participants
were recruited may be a confounding factor, due to the
relatively high rate of heavy episodic drinking in the
south west of England (15%) compared to other areas in
England, such as the south east (11%) [29]. The south
west is also the region of England with the lowest pro-
portion of non-drinkers (12%) compared to the highest
proportion in the west Midlands (25%) [39]. Occupation
may be another confounding factor, as workplace social
norms about drinking predicts alcohol use amongst em-
ployees [40].
The beliefs about alcohol use identified may motivate al-

cohol use, as attitudes towards alcohol correlate with alcohol
use intentions [41]. In terms of beliefs about relaxation,
heavy episodic drinking occurs more frequently when ex-
periencing stress, with a stronger effect of stress on heavy
episodic drinking among lower SES individuals [42]. Men
from lower SES backgrounds may be more likely to engage
in heavy episodic drinking in order reduce stress and in-
crease relaxation. This supports a model in which stress mo-
tivates alcohol use in those who use avoidant coping [43].
Therefore, relaxation may motivate alcohol use through a
mechanism of coping. High rates of negative beliefs about
health effects were reported despite comparatively higher
rates of alcohol use than the general population. This sup-
ports evidence that knowledge of health effects alone does
not affect behaviour change [44]. Findings of low participa-
tion in campaigns aimed at reducing alcohol consumption
and awareness of alcohol consumption guidelines is similarly
low in the general population [28, 45, 46]. However, it is not
clear whether the underlying reasons are similar across SES
groups, or whether this population may face unique barriers
to increased participation in and awareness of public health
messages.

Efforts to tackle alcohol-related inequalities could be
informed by the development of targeted alcohol-related
public health messages addressing the experiences and
motivations identified in this high-risk population, such
as a behavioural pattern of heavy episodic drinking. This
supports recommendations for the development of pub-
lic health strategies addressing alcohol-related inequal-
ities by targeting patterns of heavy episodic drinking,
rather than general alcohol consumption, among indi-
viduals from lower SES backgrounds [5]. However, sub-
stantial variation in drinking patterns within this
population exists, with just under half of participants en-
gaging in heavy episodic drinking on a less than monthly
basis. Therefore, public health messages aiming to tackle
health inequalities may also need to account for vari-
ation in drinking behaviours within this population. This
suggests that whilst a pattern of heavy episodic drinking
may partly explain the alcohol harm paradox, other fac-
tors may also have a role in explaining the increased
alcohol-related harm observed in this population.
To our knowledge, this is the first exploration of the

feasibility of workplace-based recruitment strategies to
recruit male drinkers from lower SES backgrounds to a
survey. This study identifies feasible methods to improve
the inclusion of lower SES males in research aiming to
tackle inequalities in alcohol use. Yet, limitations exist.
The method used to recruit workplaces resulted in a
relatively low uptake of organisations to the study; only
26 workplaces agreed to take part out of 89 workplaces
who were invited to participate. Whilst response rate is
an important initial outcome indicating which recruit-
ment strategies are effective, it is unclear why some
workplaces and participants chose not to participate.
This may be improved by recruiting workplaces face-to-
face and working with organisations overtime to build
relationships. Maintaining flexibility and persistence in
recruitment may be key to identifying the most effective
methods of recruiting the gatekeepers to enable access
to the target population [15]. The present sample may
not be a representative sample of the target population
given that some medium and higher SES participants
were recruited in addition to lower SES participants.
However, targeted sampling may not currently be

Table 5 Positive beliefs about alcohol

Belief Examples Frequency

Relaxation ‘Chill time’ ‘Stress reliever’ 30

Socialising ‘Social interactions’‘Social’ 25

No positives ‘None’ 16

Enjoyment ‘Fun’ ‘Enjoy the taste’ 11

Improved characteristics ‘Dance better’ ‘Improve confidence’ 9

Positive health effects ‘A healthier lifestyle’ ‘I think the odd glass of red wine is beneficial’ 5

Frequency refers to absolute numbers of beliefs
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feasible for recruiting lower SES working males due to
relatively limited access to the population. Therefore, the
recruitment strategy may require adaptation to improve
the representativeness of the sample, eg: by recruiting
across a larger geographical area and sample, or using
methods such as snowball sampling and derived rapport.
It is likely that a combination of strategies may be the
best approach [47]. Additionally, the selection of partici-
pant recruitment strategies by workplaces may have in-
troduced selection bias. However, given the lack of
evidence available on effective strategies to recruit this
population, it was necessary to explore which strategies
were feasible to recruit participants from this population.
It is possible that fewer workplaces would have partici-
pated if we had randomly assigned them to a recruit-
ment strategy. Similarly, whilst the recruitment strategy
was costly in terms of time spent recruiting workplaces
and participants, it is possible that fewer participants
from the target population would have been recruited
without exploring how best to recruit this population.
The use of workplace-based recruitment prevented re-

cruitment of male drinkers from lower SES backgrounds
who are not working due to alcohol use disorder, un-
employment, or not being of working age. This poten-
tially limits the generalisability of our findings to all
groups of lower SES males as occupation is only one of
many indicators of SES [48]. Although, this study aimed
to target those in routine and manual occupations due
to their high levels of alcohol-related harm [16–18].
Additionally, the impact of the location that the survey
was completed in on the accuracy of responses is un-
clear. Whilst participant confidentiality was ensured, and
accuracy of responses was aimed to be improved
through the use of an image displaying the units of alco-
hol in different drinks; it is possible that participants re-
cruited in person may be less likely to accurately report
their alcohol use at their workplace, such as those with
safety critical roles in which high alcohol use could have
serious consequences.
Future research may wish to explore the feasibility of

workplace-based recruitment for this population across
different geographical locations. Future studies could
also explore the acceptability of different types of incen-
tives, including immediate versus delayed; and the feasi-
bility of workplace-based recruitment for other under-
represented groups in research. The pilot findings also
provide directions for future research aiming to better
understand alcohol use in this population and to inform
the development of targeted health messages about alco-
hol. Future studies could conduct larger scale research
to build upon these initial pilot results. The prevalence
of heavy episodic drinking as a possible mechanism in-
volved in the high alcohol-related harm seen in male
drinkers from lower SES backgrounds would be useful

to explore across a larger sample. It may be useful to ex-
plore what barriers and facilitators affect participation in
campaigns aiming to reduce alcohol consumption in this
population. This may be best explored through qualita-
tive methods.
Workplace-based recruitment, with the use of an in-

person recruitment strategy and a financial incentive,
may be a promising strategy for future research aiming
to tackle inequalities in participation in alcohol research.
Improved understanding of the experiences and motiva-
tions of alcohol use in male drinkers from lower SES
backgrounds may advance knowledge of the mechanisms
of the alcohol harm paradox and inform the develop-
ment of targeted alcohol-related public health messages.
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