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Abstract 

 

Introduction and Aims. Despite an increased prevalence of risky alcohol consumption and alcohol-related harm among 
members of sporting groups and at sporting venues, sporting clubs frequently fail to implement alcohol management 
practices consistent with liquor legislation and best practice guidelines. The aim of this study was to assess the impact of 
a multi-strategy intervention in improving the implementation of responsible alcohol management practices by sports 
clubs. Design and Methods. A randomised controlled trial was conducted with 87 football clubs, with half randomised to 
receive a multi-strategy intervention to support clubs to implement responsible alcohol management practices. The 2-
year intervention, which was based on implementation and capacity building theory and frameworks, included project 
officer support, funding, accreditation rewards, printed resources, observational audit feedback, newsletters, training 
and support from state sporting organisations. Interviews were undertaken with club presidents at baseline and post-
intervention to assess alcohol management practice implementation. Results. Post-intervention, 88% of intervention 
clubs reported implementing ‘13 or more’ of 16 responsible alcohol management practices, which was significantly 
greater than the proportion of control groups reporting this level of implementation (65%) [odds ratio: 3.7 (95% 
confidence interval: 1.1–13.2); P = 0.04]. All intervention components were considered highly useful and three-quarters 
or more of clubs rated the amount of implementation support to be sufficient. Discussion and Conclusions. The multi-
strategy intervention was successful in improving alcohol management practices in community sports clubs. Further 
research is required to better understand implementation barriers and to assess the long-term sustainability of the 
change in club alcohol management practices. 
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Introduction 

A number of cross-sectional studies have reported excessive alcohol consumption and alcohol-related problems to be 
more prevalent among players of nonelite and elite sports than non-sportspeople [1–5]. For instance, studies of college 
and university students in the USA [1] and Australia [2] found that athletes/sportspeople reported higher rates of binge 
drinking (USA: 57% 5+ drinks; Australia: 41% 7+ drinks) than non-athletes/sportspeople (USA: 49% 5+ drinks; 

Australia: 35% 7+ drinks). Similarly, an Irish study of Gaelic footballers found that 54% of players reported binge 

drinking (6+ drinks) at least once a week, compared with 40% of similarly aged males nationally [3]. This study also 
reported a significant difference between the proportions of players that reported getting in a fight because of their 
drinking (32%) compared with the national sample (15%) [3]. Similar patterns have been found in studies in New 
Zealand [4] and Brazil [5]. A cross-sectional US study also found spectators drank a significantly more drinks on game 
days (mean: 5.6 drinks) compared with other social occasions (mean: 4.86 drinks) [6]. Subsequently, intervention to 
address excessive alcohol use in the sports setting has been identified as a priority strategy in action to reduce alcohol-
related harm by governments in developed countries [7] and internationally by the World Health Organization [8]. 

 



Amateur-level, community sporting clubs have been identified as an opportune setting to modify health risk behaviours, 
including excessive alcohol consumption [9,10]. A large number of people participate in organised sport, with an 
estimated 270 million people across the world actively involved in football (soccer) alone [11]. In Australia, 28% of the 
adult population are involved in organised, non-elite community sports [12], with similar rates of organised sport 
participation (34%) reported for adults in England [13]. An Australian study reported that 75% of organisers of 
community football believe that their club could benefit from assistance to encourage responsible alcohol consumption at 
the club [14]. 

 

Three reviews of a range of epidemiological and experimental studies have found that managing the sale, supply, 
promotion and consumption of alcohol in a way that is consistent with harm minimisation theory [15] and liquor 
licensing legislation [16] is associated with reduced risky alcohol consumption and harm in licensed drinking venues, 
such as bars, pubs and taverns [17–19]. For instance, there is a breadth of research evidence supporting differential 
pricing and availability of alcoholic drinks based on alcohol content [18,19], enforcement of responsible alcohol 
management policies and practices [17–19], and restrictions on the hours/days of alcohol sales [18,19] in such premises 
[17–19]. In addition, specifically within sporting clubs, a number of cross-sectional studies in diverse contexts have 
shown a range of factors to be associated with lower levels of risky alcohol consumption or harm, such as, prohibiting 
free or cheap alcohol promotions [20,21], ceasing drinking games [22], prohibiting the sale of alcohol via roaming sale in 
stands [23] and restricting/ceasing alcohol-related sponsorship [24,25]. In addition, studies within Australian community-
based clubs have found the implementation of multiple alcohol management strategies (the Good Sports program) to be 
associated with a reduction in risky alcohol consumption and associated harm [26,27]. Unpublished data from a 
randomised controlled trial conducted by the research team confirmed these findings, with significant reductions in risky 
drinking and risk of alcohol-related harm found following the implementation of a multiple-strategy alcohol management 
intervention (Kingsland M, 2013, unpublished data). Despite such evidence, and statutory liquor licensing requirements 
aligned to such evidence [16,28,29], cross-sectional studies from Europe [30], the USA [31] and New Zealand [32] 
suggest that sporting clubs and venues fail to implement alcohol management practices comprehensively and 
consistently. Drygas et al. reported that only 22% of 88 sports stadiums across ten European countries had any initiatives 
to encourage responsible alcohol use [30] and Lenk et al. reported that only 27% of 66 professional sports stadiums in 
the USA implemented ‘11 or more’ of 12 alcohol control policies/practices [31]. Similarly, Lyne and Galloway reported 
a low level of implementation of alcohol management strategies at 13 sporting events in New Zealand, including the 
promotion of low/non-alcoholic drinks (23%) and provision of free water (31%) [32]. Studies in Australia have found 
that, for amateur clubs, limited resources (staff, money, time) [9,14,33,34], other priorities [9], structural impediments 
(e.g. contractual obligations or limited facility access) [9] and limited support from peak sporting associations [34] are 
potential barriers to the implementation of such practices. 

 

To our knowledge, there have been no controlled trials of interventions that sought to improve the implementation of 
alcohol management practices at sporting clubs. A number of studies have reported the outcomes of predominantly 
sponsorship-based implementation interventions designed to improve responsible alcohol management in sporting clubs 
and venues; however, they have all employed non-controlled and/or nonrandomised designs. In one such Australian 
study, an intervention providing financial sponsorship to clubs in return for the implementation of safe alcohol practices 
failed to significantly increase the implementation of these practices by sports clubs after 18 months (40%) compared 
with retrospectively recalled pre-sponsorship implementation (30.7%) (n = 75; P = 0.180) [35]. A larger post-test only 

study from Victoria, Australia, found that 70% of sports clubs (n = 380) had implemented written policies regarding the 
responsible service and management of alcohol following receipt of financial sponsorship [36].  

 

Despite the lack of empirical evidence in the sporting club setting, theoretical frameworks of capacity building and 
implementation suggest that a variety of factors including training, recognition and rewards, resource (human, physical 
and financial) allocation, performance management, peer pressure and external champions may facilitate effective 
practice implementation in a variety of community settings [37–40]. Trials of interventions based on such theories and 
frameworks have been found to be effective in improving the implementation of health-promoting programs in settings 
such as child-care services [41], schools [42], health-care settings [43] and licensed premises [44].  

 

This study aimed to assess the effectiveness of an intervention in increasing the implementation of responsible alcohol 
management practices by community football clubs. The perceived usefulness of, and satisfaction with, intervention 
strategies was also assessed. 

 



Methods 

Design and setting 

A randomised controlled trial was conducted with a group of community football clubs located in the 

Hunter, New England and Sydney regions of the state of New SouthWales, Australia. 

 

Participant eligibility and recruitment 

All community-level, non-elite football clubs (Australian Rules football, soccer/association football, 

Rugby League and Rugby Union) in the study area were eligible to participate if the club had over 40 members and sold 
alcohol. Between January and May 2009, representatives (e.g. club presidents or vice presidents) from all clubs in the 
study area were telephoned to assess club eligibility and invite clubs to participate in the study. There was not any follow 
up of clubs that did not wish to take part. 

 

Random allocation and blinding 

Following baseline data collection, participating clubs were randomly allocated (using Microsoft Excel) to intervention 
or control conditions using simple randomisation in a 1:1 ratio, stratified by football code [45] and geographic area [46]. 
Randomisation was performed by an independent statistician not involved in intervention delivery or data collection. 
Research personnel involved in post-intervention data collection were blind to the group allocation of the participating 
football clubs. 

 

Alcohol management practices 

Football clubs allocated to the intervention condition received an intervention to support the implementation of 16 
alcohol management practices designed to reduce alcohol-related harm. The 16 practices were based on an existing 
community sporting club program (Good Sports) [33,47] and organised as following into a three tiered accreditation 
framework:  

 

Level 1 

• A club management committee member is always present when alcohol is served. 
• All bar servers have undertaken an accredited responsible service of alcohol (RSA) training course. 
• An up-to-date register of alcohol-related incidents is maintained. 

 

Level 2 

• Bar servers do not consume alcohol while on duty. 
• Substantial food is provided when alcohol is served. 
• Non-alcoholic drink options are available. 
• Low-alcoholic drink options are available. 
• Low-alcoholic drink options are cheaper than full strength alcoholic drinks. 

 

Club does not permit/conduct 

 

• Happy hour 
• Cheap or discounted alcoholic drinks 
• Drinking games 
• ‘All you can drink’ promotions 
• Free drink vouchers 
• Alcohol-only awards and prizes 

 

Level 3 



• Club has a written alcohol management policy. 
• Club has a written safe transport policy. 

 

Implementation intervention 

 

An implementation intervention was delivered to clubs over a 2-year period (2010 and 2011) to support implementation 
of the required alcohol management practices (see Table 1). The implementation intervention was based on theoretical 
frameworks for organisational change [39,40] and included strategies reported to be effective in changing practice in 
other settings [41–44]. The implementation intervention consisted of project officer support [48], implementation cost 
recovery [49], accreditation and associated merchandise [50,51], printed resources and newsletters [48,52], observational 
audits and feedback [53,54], online training [52,55] and letters of support from state sporting organisations [49]. 

 

Control group clubs were not provided with any of the implementation strategies outlined in Table 1. 

 



 
 
Data collection procedures 

 

Baseline (August–October 2009) and post-intervention (September–November 2011) computer-assisted telephone 
interview surveys were undertaken by trained telephone interviewers with a club representative (e.g. president) from each 
intervention and control club (average length: 40 min). 

 

Measures 

 

Club implementation of alcohol management practices. 



Self-reported implementation of alcohol management practices was measured at baseline and post-intervention. High 
levels of corroboration (90–100%) between self-report and visual observation of such practices have previously been 
reported for licensed premises [56]. Overall implementation of 80% (13 out of 16) of these practices was used as the 
primary outcome measure and termed ‘adequate implementation’. This level of implementation is consistent with levels 
recommended for use in implementation research [36] [57,58] and recognises that the implementation of multiple 
strategies targeting different aspects of alcohol management (policy, availability, promotion and service) is more 
successful in harm minimisation than individual strategies [18,59]. 

 

Usefulness of and satisfaction with implementation interventionstrategies. 

Respondents were asked to rate the perceived usefulness of the eight individual implementation strategies used in the 
study (Table 1) (not useful, somewhat useful, very useful) and to rate the amount of implementation support provided by 
each of these strategies (too little, just right, too much). 

 

Sample size calculations 

Assuming 80% power, 50% implementation at baseline and P = 0.05, it was calculated that 56 clubs per group would be 
required to detect a 25% difference in the proportion of clubs reporting adequate implementation. 

 

Statistical analysis 

 

Baseline characteristics and accreditation level.  

Descriptive statistics were used to describe club characteristics and level of accreditation reached by intervention clubs. 
Club postcode was used to classify clubs as ‘major city’ or ‘inner/outer regional’ [60] and clubs were classified as ‘small’ 
(≤160 players) or ‘large’ (>160 players). 

 

Implementation of alcohol management practices.  

The following measures of alcohol management practices were dichotomised prior to analysis: proportion of staff trained 
in RSA (‘all’ or ‘most/some/none’); how often staff consume alcohol on duty (‘never’ or 
‘rarely/sometimes/usually/always’); how often committee member is present when alcohol is sold (‘always’ or 

‘never/rarely/sometimes/usually’); relative pricing of low-alcohol and full-strength alcohol drinks (‘full strength alcohol 
more expensive’ or ‘low alcohol more expensive/priced the same’); and availability of substantial food when alcohol is 
sold (‘light meals/full meals’ or ‘snacks’). 

 

The prevalence of alcohol management practice implementation was reported for individual practices and the following 
practice domains: RSA practices; policies and organisational practices; and alcohol promotions. 

 

Intention-to-treat analyses using all available data were used to examine between-group differences over time in the 
proportion of clubs reporting adequate implementation of alcohol management practices. Between-group differences 
were assessed through logistic regression analyses using a group and time interaction term. For cases where either 100% 
or 0% of clubs were undertaking a practice post-intervention, an equivalent exact method of analysis was used. The same 
method of analysis (using separate logistic regression models) was used to assess whether the results differed by the 
following subgroups: ‘small clubs’ or ‘large clubs’; ‘major city’ or ‘inner/outer regional’; and ‘lower socioeconomic 
classification (SES)’ or ‘higher SES’ [61]. As the study was not powered to test any hypotheses relating to such 
subgroups, these results are provided for descriptive purposes. The α-value for significance testing was set at 0.05 for all 
analyses. 

 

Usefulness of and satisfaction with implementation intervention strategies.  



Descriptive statistics were used to assess the reported usefulness of the implementation strategies and the amount of 
implementation support provided. SAS (version 9.2; SAS Institute Inc., Cary, NC, USA) was used for all statistical 
analyses. 

 

Ethics approval 

The study was approved by The University of Newcastle Human Research Ethics Committee and conforms to the 
provisions of the Declaration of Helsinki. 

 

Results 

 

Baseline characteristics and accreditation level 

 

Three hundred twenty-eight clubs were identified in the study area, of which 244 were eligible and invited to participate 
in the trial. Of these, 87 (36%) consented to participate and provided baseline data (Figure 1). Consenting clubs did not 
differ significantly from non-consenting clubs in terms of football code [χ2 = 6.68 degree of freedom (df) = 3; P = 
0.0764] or location (major city, inner regional, outer regional) (χ2 = 0.20 df = 1; P = 0.6559). These clubs were 

randomised to intervention (n = 42) and control (n = 45) conditions. At the time of post-intervention data collection, five 
intervention group football clubs had been granted Level 3 accreditation, 16 clubs Level 2 accreditation and 13 clubs 
Level 1 accreditation. The remaining eight had not participated in the intervention as they did not sell alcohol at some 
point during the intervention period. Five control group clubs were lost to follow up for the same reason. Post-
intervention data were collected from the 34 intervention group and 40 control group clubs who sold alcohol at the time. 

 

There were more Rugby League (intervention group: 31%; control group: 33%) and Rugby Union (intervention group: 
33%; control group: 27%) clubs in both groups compared with soccer (intervention group: 19%; control group: 24%) and 
Australian Rules football (intervention group: 17%; control group: 16%). The majority of clubs in both groups were from 
major city areas (intervention group: 83%; control group: 80%) rather than regional/rural areas. Fifty-eight percent of 
intervention group clubs and 43% of control clubs were ‘large clubs’ with over 160 players. 

 



 
 
Implementation of alcohol management practices 

Table 2 presents the proportion of clubs in the control and intervention groups that had implemented each of the alcohol 
management practices at baseline and post-intervention, and Table 3 reports the proportion of clubs across the two 
groups that reported adequate implementation of alcohol management practices at these time points. Fifty percent and 
40% of intervention and control group clubs reported adequate implementation of alcohol management practices at 
baseline, respectively. 

 

As shown in Table 3, at follow up, a significantly greater proportion of intervention clubs (88%) reported adequate 
implementation of alcohol management practices compared with clubs in the control group (65%) (P = 0.04). A larger 
intervention effect was found among large clubs, with 100% of such intervention clubs implementing at least 13 practices 
at post-test compared with 52% of large control clubs (P = 0.021), and among clubs in areas of higher SES classification, 



with 96% of such intervention clubs implementing at least 13 practices at post-test compared with 58% of high SES 
control clubs (P = 0.019). 

 

Usefulness of and satisfaction with implementation intervention strategies 

As shown in Table 4, post-intervention, all implementation strategies were rated by the majority of intervention group 
clubs (69–94%) to be either ‘very’ or ‘somewhat’ useful. Project officer support was rated the most useful and letters of 
support from state sporting organisations to be the least useful. The amount of each implementation strategy that was 
provided was rated by the majority of intervention clubs (59–85%) to be ‘just right’. 

 

 
 



 
 

 
 
Discussion 

This is the first reported randomised controlled trial of an intervention to improve the implementation of alcohol 
management practices by community sports clubs. Post-intervention, a significantly greater proportion of intervention 
group clubs had implemented ’13 or more’ of the 16 responsible alcohol management strategies than had control group 
clubs. All intervention components were considered to be highly useful and the majority of clubs indicated that the 
amount of implementation support was sufficient. The findings provide a basis for public health and sporting 
policymakers and administrators to implement alcohol management practices in sports clubs and potentially contribute to 
a change in alcohol-related harm involving players and spectators of community-level sport. 

 

The absolute change in the proportion of intervention clubs implementing at least 13 out of 16 responsible alcohol 
management practices (13% absolute change relative to control) is slightly greater than the 9% (non-statistically 
significant) increase in the implementation of safe alcohol practices at sporting organisations following the 
implementation of a sponsorship-based program by Corti and colleagues [35]. Such findings suggest that solely 
providing financial resources to community sports clubs may have less of an impact on improving club implementation 
of alcohol management practices compared with the more comprehensive implementation strategies provided in this 
study. Theoretical approaches to implementation interventions support the need for such a multi-faceted approach and are 
based on the assumption that an accumulation of quality resources improves performance [39,40]. 

 

While the improvements in responsible alcohol management practices observed in this study are encouraging, there 
remains opportunity for further improvement. Twelve percent of all intervention clubs and almost 20% of small 
intervention clubs were found to not have implemented ‘13 or more’ of the required 16 practices post-intervention. 
Practices within the policies and organisational practices domain were most poorly implemented, with only 26% of 
intervention group clubs reporting all of these practices to be implemented post-intervention. The development of written 



alcohol and safe transport policies was the most poorly implemented practice by intervention group clubs post-
intervention (written alcohol policy: 76% of clubs; written safe transport policy: 32% of clubs). Such a finding may 
indicate the need for clubs to be provided with additional policy training and support resources, such as templates and 
models. 

 

Despite being a legislative requirement [16], training of staff in RSA was also relatively poorly implemented, with 18% 
of intervention group clubs failing to implement training with all of their bar staff post-intervention. Previously reported 
barriers to such training including time constraints and distance to training centres [62,63] may have contributed to this 
deficit, especially for those clubs in regional and rural areas. The use of different modes and types of training (e.g. online, 
condensed) has been suggested as a means to overcome this barrier [63]. 

 

The intervention appeared to have no impact on drinking games being conducted or the provision of drink vouchers, with 
the proportion of clubs that were undertaking such practices remaining relatively unchanged. Such activities represent 
long-held traditions of sporting clubs and competitions and have been specifically linked to increased levels of risky 
drinking within the sports club setting [20–22]. Implementation theory suggests that such cultural practices are more 
likely to be changed through the engagement of leaders and champions and through the use of peer pressure strategies 
designed to modify individual knowledge and perceived behavioural norms [39,40]. Greater emphasis on such strategies 
may increase the effectiveness of the intervention in modifying such practices. 

 

The results of the study should be considered in the context of its methodology. The internal validity of the study was 
strengthened by the random assignment of clubs and the blinding of data collection staff and analysis personnel. 
Although the use of self-reported outcome measures has inherent limitations, previous research in licensed venues has 
found self-report of alcohol management practices by licensees to have 90–100% corroboration with visual observation 
[56]. 

 

Although participating clubs did not differ significantly from non-consenting clubs in terms of football code or location, 
the relatively low club participation rate suggests that the participating clubs may have differed in terms of their readiness 
to change, potentially limiting the external validity of the findings. The participation rate in this study may have been 
affected by the study requirements, such as club representatives being required to take part in a series of telephone 
surveys, which for volunteer-based clubs may have been a barrier to participation. While clubs may have also had 
concerns regarding the perceived negative impact of such interventions on alcohol sales or membership numbers [33,64], 
the Good Sports program (upon which the intervention was based) currently has over 6500 sporting club participants 
throughout Australia, demonstrating its acceptability to clubs [47]. Nevertheless, a key focus of future research into 
alcohol management practice implementation should be on effective strategies to recruit clubs into such programs and to 
maintain their engagement. In addition, while the final sample size was lower than that estimated in the sample size 
calculations, the proportion of control group clubs adequately implementing alcohol management practices post-
intervention (65%) was higher than the conservative pre-study estimate of 50%, enabling the trial to detect a similar 
effect size as had been hypothesised a priori (25%). As the study was confined to non-elite football clubs operating at a 
community level in Australia, the generalisability of these findings beyond this group is also unknown. 

 

While the intervention was found to successfully increase the implementation of responsible alcohol management 
practices in sporting clubs, the sustainability of these improvements needs to be assessed. The extent to which individual 
intervention strategies impacted on the implementation of alcohol management practices is also unknown and needs to be 
tested in order to better tailor such interventions to the sports club setting. 
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