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Abstract
Background: Among all psychoactive substances, alcohol consumption presents the most significant public health
problem and is a leading risk factor for overall disease burden in Latin America. However, most people who meet
criteria for a substance use disorder do not receive treatment in primary or secondary care sources. Community
members can play a role in helping people to seek help as they are likely to encounter people experiencing problem
drinking and recognize the signs. However, many do not have adequate mental health first aid knowledge or skills to
provide help. We aimed to culturally adapt the existing English-language mental health first aid guidelines for helping
someone with problem drinking for Argentina and Chile.
Methods: The Delphi consensus method was used to determine the importance of helping actions translated from
the English-language guidelines and to add new actions suggested by expert panellists. The importance of each
statement was rated by two expert panels. Panel one included people with lived experience (either their own or as
a support person, n = 23) recruited in Argentina and panel two included health professionals (n = 31) recruited in
Argentina and Chile.
Results: Overall, 165 helping actions were endorsed by panellists across two consecutive survey rounds. Endorsed
items included 132 of the 182 items translated into Spanish from the English-language guidelines and 33 of the 61
new items generated from panellists’ comments in the first survey round.
Conclusions: While there were some similarities in recommended helping actions between English-speaking coun‑
tries, and Argentina and Chile, key differences were seen in attitudes to low-risk drinking. While there was a relatively
high level of agreement between health professionals and people with lived experience, some divergence of opinion
was seen, particularly in the area of commitment to recovery as a condition for help. Future research should explore
the implementation of the guidelines.
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Background
Among all psychoactive substances, alcohol consumption
presents the most significant public health problem and
is a leading risk factor for overall disease burden in Latin
America [1] According to the World Health Organization (WHO), alcohol consumption levels in the Americas Region are 40% higher than the global average, while
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abstention rates for both men and women are consistently lower. Moreover, alcohol is the leading risk factor
for death and disability among people aged 15–49 [2].
Alcohol has many health-related effects since it increases
risk of infectious diseases, major non-communicable diseases including cancer [3] and coronary artery disease
[4], liver cirrhosis [5], mental health problems including
suicide [6] and external causes of harm including injuries, violence, and homicide [7, 8]. Beyond the individual
disease burden, alcohol-related harm adversely affects
households, family and friends, and wider community
settings including workplaces [9]. While epidemiological
data on alcohol consumption in Latin America are relatively scarce, it has been estimated that alcohol consumption causes over 10% of the disability-adjusted life years
(DALYs) in the region [10]. In 2020, the Americas had
the second-highest percentage of DALYS attributable to
alcohol consumption when compared to the other WHO
Regions and the highest rates of alcohol-attributable
deaths per 100,000 due to alcohol use disorders [11].
Argentina and Chile rank among the countries in South
America with the highest percentage of heavy episodic
drinking in youths between 15 and 19 years old [2]. In
Chile, alcohol use disorder makes a greater contribution to death and disability than other mental disorders,
accounting for 3.3% of total healthy Years of Life Lost
(YLL) in the country [12]. The most recent epidemiological study showed the 12-month prevalence rate of alcohol
misuse among adults to be 1.9% (0.3% with dependency),
with rates of 3.0% in men and 0.8% in women [13]. In
Argentina, the latest available information showed that
3.6% of all deaths in the population were attributed to
alcohol consumption [14], while the latest epidemiological study showed that alcohol use (with or without
dependency) had a 12-month prevalence rate of 1.5%
(0.3% with dependency) [15, 16]. The 2018 National Survey of Risk Factors showed that, between 2009 and 2018
heavy episodic drinking rose from 8.9% to 13.3% [17].
There is also some evidence that the COVID-19 pandemic, which hit the region later and harder than other
regions may have impacted rates of alcohol use [18].
While a PAHO) study indicated that alcohol use was
lower in the Americas during the pandemic [11], other
studies suggest that it may have increased in Argentina
[19–21], with 40% to 45% of the population (depending
on the study), declaring that they had increased their
drinking. A recent study among health care workers in
Chile showed that 34.5% had increased alcohol use while
38.1% consumed alcohol at the same level [22].
Addressing the burden of disease related to alcohol
use in Chile and Argentina is likely to require a multifaceted approach incorporating environmental strategies to reduce alcohol access and use as well as those that
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promote easier access to specialty care and treatment,
both through adequate provision of services as well as
strategies to promote help seeking among the public [23].
Current policies and community‑based support strategies
in Chile and Argentina

Current policies in Chile and Argentina support the
integrated treatment of mental health and substance
use problems. In the Chilean National Health Fund
(FONASA)-funded health system, alcohol problems are
typically managed in the regional primary care system,
with those needing inpatient treatment accessing this
through specialized rehabilitation centres, which support treatment of people with mental health problems,
substance use problems and co-occurring problems.
In Argentina, alcohol misuse is considered to be one of
several “problematic consumptions” (“consumo problemático”) and falls under both the jurisdiction of the
Minister of Mental Health and Substance Abuse and the
National Argentinian Secretary of Integral Policies on
Drugs (SEDRONAR) [24]. While public mental health
care is generally decentralized and treatment is provided
at provincial or municipal levels, federal hospitals are
involved in the provision of free-of-charge speciality care
for people with alcohol problems. The national strategy
is aligned with National Guidelines for Health Policies in
the Prevention and Fight against Excessive Alcohol Consumption [25] under Act 1170/2010. This strategy has not
been able to develop successful early intervention strategies and reverse the rising trend of alcohol consumption.
Community-based approaches to tackling alcohol
problems differ between Chile and Argentina. Between
1967 and 1973, Chile had an Intracommunity Psychiatry
Program in Santiago, which involved health professional
training of community leaders who in turn, trained people with lived experience of problem drinking. Nowadays,
programs are mostly delivered by health professionals [26, 27]. In Argentina, the Institutional Alcoholism
Groups (Grupos Institucionales de Alcoholismo [GIA])
has been in operation since the 1980s. This abstinencebased approach considers the biological, psychological,
and sociological dimensions of a person’s alcohol use.
It involves the bringing together of a therapeutic community of trained lay people, family members and other
community resources. The aim of the GIA is to help the
person not just to stop drinking alcohol but to reformulate their life into an active and productive life one that
does not involve drinking alcohol [28]. Alcoholics Anonymous (AA), which is globally recognized for the efficacy
of its “twelve steps”, also has a widespread presence in
Argentina with groups in every province and region. AA
groups have been considered crucial for recovery from
problem drinking despite resistance from mental health
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professionals, who have concerns about the lack of attention to the causes of alcoholism and that AA may discourage treatment from mental health professionals. In
Chile, while there are “Alcoholic rehabilitation groups”
with a similar orientation to AA, they are not anonymous, and they integrate the immediate community
(neighbourhood) and the person’s relatives. These groups
are used mostly by higher-income people because they
are private services and are not connected to the public
health network.
Help seeking for alcohol problems

Even in settings where effective and evidence-based
treatments are available, many people with substance use
problems are never diagnosed or do not access timely
and/or appropriate treatment. Alcohol use disorders are
among the mental disorders with the lowest treatment
rates worldwide [29]. In Latin America, compared to
other mental disorders, substance use disorders have the
largest treatment gap, with studies finding 83.7% to 91%
of people who meet the criteria for a disorder not receiving treatment from primary or secondary care sources
[30, 31]. Recent data suggest that the Chilean National
Health Fund (FONASA)-funded health system only covers approximately 10% of the total population in need of
treatment, though treatment retention rates (defined as
those who remain in treatment for at least one year) have
improved the past few years [32]. The last psychiatric epidemiological study in Argentina [15] showed that the use
of mental health and substance misuse services by individuals with alcohol misuse with dependence was as low
as 14.5%.
However, research exploring reasons for low treatmentseeking for alcohol use problems in the Argentinian and
Chilean contexts is limited. Local studies examining individual barriers to care for mental health problems more
broadly have identified poor mental health literacy (e.g.,
beliefs that the problem will resolve itself and that treatment is not helpful), stigma, financial burden, and lack of
trust in the health care system [30, 33–35].
Mental Health First Aid

Evidence-based interventions that improve mental health
literacy, reduce stigma and educate people in how to
provide support to a person at risk of developing a mental illness or substance use problem may play a role in
improving rates of service use and thereby, reducing
the burden of disease related to problem drinking [36].
Because of the high prevalence of mental health problems, including alcohol problems, community members
are likely to come into contact with someone who is
developing a problem and may play a role in assisting the
person to seek professional help. In recognition of this,
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and of the fact that many people may lack the appropriate skills to help, Kitchener and Jorm [37, 38] developed
the Mental Health First Aid (MHFA) training courses to
educate people about an appropriate response to someone developing a mental health problem or in a mental
health crisis (such as suicide). Similar, to other health
problems or conditions, mental health first aid for problem drinking is defined as the help provided by a member
of the community to someone who may be developing,
or may already have, a drinking problem, or is in an alcohol related crisis (e.g., alcohol poisoning) [39]. This aid is
provided until professional help is available, or until the
crisis is resolved. It should be noted that evidence from
meta-analyses has shown that MHFA training is effective
in improving mental health literacy, reducing stigma and
promoting help-seeking [40]. The content of the MHFA
training course has been informed by the use of Delphi
expert consensus studies with health professionals and
people with lived experience (either their own or as carers). Delphi expert consensus studies enable the gathering of practice-based evidence and are useful in cases
where randomised controlled evidence is unavailable or
infeasible to collect [41]. Moreover, they allow for the
assessment of agreement between groups whose views
might be expected to differ in some areas. They also allow
each participant an equal voice in the process and thus
do not prioritise the views of one person or group over
another, which is particularly important in capturing the
views of people with lived experience of mental health
or substance use problems. This method has been successfully used to culturally adapt guidelines for problem
drinking in China [42] and Brazil [43],
MHFA training has been widely disseminated in highincome Western countries with relatively well-resourced
health systems, although less is known about its appropriateness for use in low and middle-income countries
[44]. In such settings, MHFA training may be of value
as one of a set of initiatives based on utilizing nontraditional workers to provide, or assist in the provision of, mental health services [45]. In addition to other
benefits (e.g., tackling poor mental health literacy and
stigma) these initiatives may address the limited number of mental health care providers in many regions and
can potentially assist in decreasing their workload. Such
interventions must be culturally appropriate, taking into
account the culture and health systems of the countries
in which they might be implemented.
Thus, the aim of this study was to use the Delphi expert
consensus methodology to culturally adapt guidelines for
lay members of the community interested in providing
first aid to someone with alcohol use problems in Chile
and Argentina.
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Fig. 1 Number of statements included, re-rated and excluded in the two survey rounds

Methods
This Delphi study was conducted in four stages: (1)
Round 1 survey development; (2) Expert panel member recruitment; (3) Data collection and analyses for
the round 1 and 2 surveys; and (4) Guideline’s development. The numbers of statements included, re-rated and
excluded in the two survey rounds are shown in Fig. 1.
Round 1 survey development

The questionnaire for Round 1 was developed by translating statements that were endorsed for inclusion in
the mental health first aid guidelines used in Englishspeaking countries for assisting a person with problem
drinking [39]. All 182 items from these guidelines were
translated into Spanish and edited by bilingual mental
health professionals from Australia, Chile, and Argentina
to ensure they were appropriately adapted for the Argentinian and Chilean contexts.
The Round 1 survey consisted of five main sections: (1)
Problems with alcohol (20 items), which included items
on recognizing patterns of alcohol use (e.g., problem
drinking, high-risk drinking, alcohol misuse and dependence) and understanding factors related to approaching
the person, and managing the person’s unwillingness
to change their drinking patterns or seek professional
help; (2) Talking to the person about their drinking (39
items), which included items on providing practical tips
on approaching the person and managing unwillingness to change in close family or friends; (3) Professional
help (49 items), which included items on signs indicating that the person needs professional help, facilitating

professional help seeking, and dealing with social pressure to drink; (4) The intoxicated person (67 items),
which included items on recognising and understanding
alcohol intoxication, practical tips for helping, talking
and getting the person home, managing aggression, and
managing alcohol-related medical emergencies; and (5)
Alcohol withdrawal (7 items), which included items on
recognizing and understanding alcohol withdrawal, and
seeking medical help.
Expert panel member recruitment

People with lived experience, either their own or as support people, and health professionals with expertise or
experience in problem drinking were recruited by four
members of the research team (MA and EL, Argentina;
TT and EE, Chile). People with lived experience (Panel
one) were only recruited in Argentina due to logistic considerations related to a larger Mental Health First Aid
study in these countries, while health professionals (Panel
two) were recruited in both Chile and Argentina. Lived
experience experts included former GIA participants
(with experience helping other people or with experience receiving help through those groups) and AA participants. Both panels were invited to participate using a
literal translation of the Australian invitation letter asking to provide their opinions on the actions relating to
how to help someone who is developing a mental health
problem or who is in a mental health crisis (“brindar sus
opiniones sobre las acciones relacionadas con la forma
de ayudar a alguien que está desarrollando un problema
de salud mental o que se encuentra en una crisis de salud
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mental”). A broad definition of “person who experience
problem drinking” (“persona que puede estar experimentando problemas con el consume de alcohol”) was
adopted in the invitation with no additional clarifications.
Panelists were recruited through snowballing. Members
of the research team distributed information about the
study to their personal contacts, who were then encouraged to pass it to others with appropriate experience.
Participants who met the following criteria were eligible
to participate in an expert panel:
(a) Aged 18 years old and above.
(b) Lived experience expert panel—self-identified as
having an experience of problem drinking or caring
for a person with problem drinking.
(c) Health professional expert panel—have more than
four years of experiencing working as a health care
professional with knowledge in problem drinking.
Types of eligible professions included, but were not
limited to – general practitioners, nurses, psychiatrists, psychologists, or social psychologists.
As both survey rounds were done during the Covid-19
pandemic, participants provided informed consent via
email or WhatsApp (an American freeware platform for
instant messaging widely used in mobile phones in Chile
and Argentina) and included a picture of their signature
along with that of a witness on the informed consent
form.
Data collection and analysis

Data were collected in two consecutive survey rounds,
with the first round taking place between March 15, 2020,
and August 24, 2020, and the second round between September 25, 2020, and January 6, 2021. The Round 1 survey was administered in person via paper-based copies
or online via Qualtrics. Due to the COVID-19 pandemic,
the Round 2 surveys were administered online only.
Experts rated each item on a 5-point Likert scale
(1 = essential, 2 = important, 3 = unsure, 4 = unimportant, 5 = should not be included) according to how
important they believed it was for each statement to be
included in the mental health first aid guidelines for problem drinking in the Argentinian and Chilean contexts.
Items were accepted for inclusion in the final guidelines if
at least 80% of participants from both panels rated them
as “essential” or “important”. Items were re-rated in the
second round of the survey if they were rated as “essential” or “important” by 70.0 – 79.9% of panellists from at
least one expert panel in the Round 1 survey. Items were
excluded if they were rated as “essential” or “important”
by less than 70% of participants from at least one panel.
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In the Round 1 survey, open text response boxes were
displayed after every 10 items or at the end of each subsection in the surveys for comments or suggestions for
new items that participants thought would be important
to add to the final guidelines. New items were also generated by MA and TT from the suggestions in Round 1.
These newly generated items were discussed in further
detail with NR before being included for rating in Round
2 to ensure that they were new ideas and were clear
and actionable. Items that had not received at least 80%
endorsement and for which expert panellists made suggestions relating to language or further clarification were
re-phrased and included in Round 2 for re-rating. After
each survey round, participants were sent a summary of
the results. These included endorsement ratings for each
item by expert panel group.
Guidelines development for Chile and Argentina

MA and TT wrote endorsed statements from the two
survey rounds into a guidelines document. The other coauthors suggested changes in their native tongue before
a final Spanish guidelines draft was created. The document was sent to the other members of the research team
for comments as well to a small number of panel members who expressed a particular interest in reviewing the
draft guidelines. As a result of this feedback, some minor
changes were made.
Ethical approval

The study received ethical approval from the University
of Melbourne (in Australia), the University of Palermo
(Argentina) and the University of Chile (Chile).

Results
Round 1

A total of 54 participants completed the Round 1 questionnaire. The professionals (N = 31) were equally distributed from Chile (N = 15) and Argentina (N = 16),
and comprised 14 psychologists, 10 psychiatrists, two
occupational therapists, two rehabilitation technicians,
one nurse, one general practitioner and one unspecified health professional. The average years of experience
as health professional was 21.2 years, with 68% males
(N = 21) and 32% females (N = 10).
The lived experience panel (N = 23) were all Argentinian and were mostly from Buenos Aires city (N = 15).
Eight other participants belonged to four other provinces
(Santa Cruz, Rio Negro, Mendoza and San Luis). Twelve
experts were consumers and 11 were carers and/or relatives from other consumers. A total of 65% were males
(N = 15) and 35% were females (N = 8). See Table 1. Two
experts in Argentina who had been invited for the lived
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Table 1 Sample characteristics
First round n (%) Second round n (%)
(n = 54)
(n = 45)
Sex
Female

18 (33.3%)

16 (42.2%)

Male

36 (66.7%)

29 (57.8%)

Profession (professional
panel)

31

25

Psychologists

14 (45.1%)

10 (40.0%)

Psychiatrists

10 (32.2%)

9 (36.0%)

Occupational therapists

2 (6.4%)

2 (8.0%)

Rehabilitation technicians

2 (6.4%)

1 (4.0%)

Nurses

1 (3.2%)

1 (4.0%)

General Practitioner

1 (3.2%)

1 (4.0%)

Unspecified health practi‑
tioner

1 (3.2%)

1 (4.0%)

Source of experience (lay
panel)

23

20

Familial experience or peer
support experience

11(47.8%)

9 (45.0%)

Own experience

12 (52.2%)

11 (55.0%)

experience panel self-identified as health professionals,
volunteered for the other experts’ panel and were consequently moved to the latter panel.
Out of the 182 statements initially rated by the two
panels of experts, 106 items (58.2%) were endorsed as
essential or important by ≥ 80% of the panel members
in each of the two groups. Another 33 items required
re-rating in Round 2, and 43 items were rejected
(Fig. 1). The endorsement rates from the two panels
were 70% and 66% for the lived experience and the professional’s panel respectively. A total of 4.4% of items
(N = 8) were endorsed by one panel and rejected by
the other panel, implying a high concordance between
panels. See supplementary files 1 and 2 for the endorsement of the Spanish statements divided by panels.
Round 2

The Round 2 questionnaire included 61 new items suggested by the experts in the Round 1 in addition to the
33 items to be re-rated (Fig. 1). A total of 45 participants completed the Round 2. The professionals’ panel
included 25 experts and the lived experience panel
included 20 experts, with response rates of 80.6% and
86.9% of the Round 1 participants respectively. No
new participants were added in Round 2. In Round 2,
items were included when endorsed by one panel with
an acceptance rate of 80% or more, and 75% or more
by the other panel. Out of the 94 statements rated in
the Round 2, 59 items (62.8%) were endorsed by both

panels and 35 were rejected. New items received a
lower endorsement (54.1%) compared to re-rated items
(78.8%).
Differences between the Spanish‑language guidelines
for Chile and Argentina and the English‑language
guidelines

In total, across the two rounds, 165 items were
endorsed, and 78 items were rejected. Compared to
the English-language guidelines, it is worth noting that
50 statements (27.5%) included in the English guidelines were not accepted by the Argentinian and Chilean experts. This includes: (a) almost every item with
regards to understanding low-risk drinking (except for
“the first aider should tell the person that changing
drinking patterns is difficult, but they should not give
up trying”), (b) all practical tips for low-risk drinking,
and (c) other salient items from different sections of the
guidelines:
Alcohol use problems:
• The first aider should be aware that it is possible for
the person to change their drinking habits (on their
own).
• The first aider should be aware that problem drinking
may be related to an untreated mental illness.
• The first aider should have general knowledge of
some of the reasons why people drink alcohol to
excess.
Approaching someone about their drinking:
• The first aider should use ‘I’ statements, for example,
"I am concerned about how much you’ve been drinking lately".
• The first aider should ask the person about their
drinking behaviour, e.g. about how much alcohol the
person tends to drink.
• The first aider should discuss with the person the link
between their drinking behaviour and the negative
consequences.
• The first aider should encourage the person to find
some information on how to reduce the harms associated with their problem drinking.
• The first aider should talk to the person when both
are in a calm frame of mind.
Professional help:
• If the person is unwilling to get professional help,
because they don’t want to stop drinking completely,
the first aider should explain that the treatment goal

Agrest et al. BMC Psychiatry

(2022) 22:113

may be to reduce alcohol consumption rather than to
quit altogether.
• The first aider should explain to the person that there
are several approaches available for treating drinking
problems.
First aid for alcohol intoxication:
• The first aider should be aware that the body only
metabolises approximately one standard drink of
alcohol an hour.
• The first aider should be aware that only time will
reverse the effects of intoxication.
• If it is unsafe to prevent the person from driving, the
first aider should call the police.
First aid for alcohol withdrawal:
• The first aider should seek medical help if the person has been drinking heavily for long periods and
decides to stop suddenly.

Differences between the lived experience and health
professional panels

The lived experience panel and the health professionals’
panel were mostly in agreement (r = 0.71), with 65% of
items having less than a 10% difference in the percentage
of members of the panels endorsing those items, including 7% of items with an absolute agreement on both
panels (i.e., 100% of members of both panels endorsing
the item). However, there were 13.2% of items where the
disagreement between panels was 20% or higher, showing significant differences between the two panels. Notably, almost 5% of the items (N = 12) had rating differences
of more than 30%. In addition, ratings of consumers and
carers were strongly correlated (r = 0.75) in Round 1, supporting the decision to combine them into a single panel
of experts with lived experience.
The greatest differences pertained to items suggested
by members of the panels in Round 1 and tested in the
Round 2. These items were endorsed by 100% of the lived
experience panel but were largely not endorsed by the
health professionals. These were: “The first aider should
know that the treatment an alcoholic person involves
completely stopping drinking since their drinking causes
damages at a personal, familial and social level”, and “The
first aider should know that the alcoholic person needs
to be convinced of starting a new way of life to be able to
change their drinking behaviour”. These statements were
respectively endorsed by 40% and 44% of the members of
the health professionals’ panel. The third statement with
a large rating difference was that “The first aider should
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know that the ambivalence towards professional help
stems from the person’s fear to change,” with 48% of professionals and 90% of consumers endorsing this item.
With regards to statements included in the Round 1,
the most significant difference in rating was in the item:
“The first aider should be aware that the person is the
only one who can make the decision to change their
drinking behaviour,” which was endorsed by 64% of the
members of the health professionals’ panel and by 100%
of the lived experience panel. Another statement with
significant differences between the two panels was that
“The first aider should speak with a gentle, caring tone
of voice,” which was endorsed by 74% of consumers and
barely 41% of health professionals.

Discussion
This study aimed to develop guidelines for members of
the public providing mental health first aid to people
with problem drinking in Chile and Argentina. These
guidelines comprise 165 statements that were endorsed
by both professional and lived experience panels. While
72% of the items included in the English-language guidelines were endorsed, there were some notable differences,
particularly those related to abstinence. These differences
were greater than the guidelines for problem drinking
culturally adapted for China [42] and Brazil [43], where
86% and 84% of English-language items were endorsed,
respectively. While there was a relatively high level of
agreement between health professionals and people with
lived experience, some divergence of opinion was seen,
particularly in commitment to recovery as a condition for
help.
No practical tips for low‑risk drinking

Unlike previous versions of these guidelines, developed
with English speaking international experts as participants, Chilean and Argentinian experts rejected the idea
that the first aider should provide information on lowrisk drinking to individuals experiencing drinking problems. Notably, less than 20% of experts in both panels
endorsed the idea that “If the person wants some advice
on low-risk drinking, the first aider inform the person
that the number of standard drinks is often listed on the
beverage’s packaging.” This may be explained by two possibilities, that local experts gave their ratings while considering a person experiencing an alcohol dependency
condition rather than milder drinking problems, and
that local experts are impacted by the widespread problem of alcohol consumption in the general population in
Chile and Argentina and consider that abstinence is the
best way to tackle alcohol drinking problems. Moreover,
in Chile and Argentina, the health promotion approach
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to alcohol tends to focus on abstinence rather than harm
reduction. The health professional panel members were
also unlikely to endorse items related to low-risk drinking. Moreover, many of the lived experience participants,
who were influenced by AA tenets, endorsed these items
on average 10% less often than professionals, possibly due
to the belief that suggesting low-risk drinking may make
the person believe that they are authorized to drink [42,
46].
Approaching to someone with drinking problem in Chile
and Argentina

While most of the suggestions accepted in Australia on
how to approach someone with drinking problems were
accepted by the local experts, a few rejected items stand
out as specific to Chile and Argentina. A direct approach
to the person, as exemplified by items relating to asking
the person about their drinking and discussing negative
consequences, was rejected, as were the items about how
to engage with the person (e.g., using ‘I statements’ and
waiting for the person to be calm). This may be explained
by the overarching interpersonal cultural orientation
common in Latin American society, in which being open,
warm and attuned to the wishes and feelings of others
is highly valued [47]. Thus, a direct or confrontational
approach may be considered inappropriate.
The importance of committing to recovery

The experts did not agree on the importance of the person with drinking problems needing to be convinced of
their desire for a different life without alcohol as crucial
for seeking for help and making a change in their drinking patterns. While this was unanimously accepted by
experts with lived experience, professionals cast significant doubts on its importance. Experts from the professional panel are likely to believe that they can help
someone with drinking problems to commit to recovery
even if they are in a different mindset when they first
seek help. On the other hand, lived experience experts
may have drawn from their own experience of crises (i.e.,
“bottoming out”) as well as from their experience in AA.
The reluctance of local health professionals to accept
that individuals with mental health problems may have
a role in self-directing their recovery process [48, 49]
may explain why the experts from the professional panel
could have overestimated their capacity to help someone
who is unwilling to seek help for their drinking problems.
In the same vein, the health professional experts were less
likely than experts with lived experience to agree on the
importance of the first aider suggesting that the person
avoids places where alcohol will be available, and that the
person only attends such places after a time of sobriety or
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accompanied by someone who is aware of their drinking
problems.
Lived experience experts are rarely accorded equal status
with health professionals

In this study, lived experience experts and health professionals had the same status and their opinions were
equally considered. It is uncommon in Argentina and
Chile to seek the opinions of people with lived experience
(either their own or as support people) [50, 51]. Several
participants from this panel expressed gratitude for being
asked about their opinions and showed clear appreciation for the MHFA project. However, it is also important
to mention that some participants invited because of
their history as consumers or caregivers agreed because
of their lived experience but answered the questionnaires
by signing as health professionals. Such affiliation change
may indicate discomfort in the role of a user or a caregiver, possibly due to stigma leading to a preference to
identify as a health professional.
Strengths and limitations

Strengths of the study include the involvement of people with lived experience of problem drinking, the high
retention of participants from both panels across survey
rounds and the evaluation of many new items suggested
by the local panels. This has allowed us to develop culturally sensitive guidelines to help individuals with problem
drinking in Chile and Argentina. However, a few limitations need to be highlighted. The lived experience panel
had no representatives from Chile; however, cultural similarities prevail (e.g., Catholicism, Hispanic roots, alcohol
as a significant domestic problem). Moreover, there was
a high degree of agreement between health professionals
from Argentina and Chile, which suggests that responses
from individuals with lived experience in Chile would
likely be similar to those in Argentina. Experts may have
given their ratings while considering a person experiencing an alcohol dependency condition rather than milder
drinking problems and experts with an AA background
may have influenced the rejection of most low-risk drinking statements.

Conclusion
Through this Delphi expert consensus study, we created
mental health first aid guidelines for problem drinking
applicable to the Chilean and the Argentinian populations. These guidelines provide a range of mental health
first aid strategies, such as how to communicate with a
person with problem drinking, what to do if the person
is intoxicated, and how to deal with emergencies related
to alcohol intoxication and alcohol withdrawal. The widespread rejection of understanding and offering advice on
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low-risk drinking stands out as a significant difference
to the English-language guidelines. The ratings of health
professionals and individuals with lived experience were
mostly highly correlated. However, there were considerable differences in the commitment to recovery as a
condition for help. The guidelines may be used as a standalone product and may also be used to inform MHFA
training for Argentina and Chile. Future research should
assess the effectiveness of the first aid strategies endorsed
within these guidelines to ensure that mental health literacy and access to care are improved and that stigma is
reduced.
Abbreviations
MHFA: Mental Health First Aid; AA: Alcoholics Anonymous; GIA: Alcoholism
Institutional Groups [Grupos Institucionales de Alcoholismo].

Page 9 of 10

given a detailed plain language statement prior to participation and all of
them provided online informed consent for participation.
Consent for publication
Not applicable
Competing interests
The authors declare that they have no competing interests.
Author details
1
Proyecto Suma, Güemes, 4130 (1425) Ciudad Autónoma de Buenos Aires,
Argentina. 2 Department of Behavioural Science and Health, University College
London, London, UK. 3 Escuela de Salud Pública, Facultad de Medicina, Univer‑
sidad de Chile, Santiago, Chile. 4 Melbourne School of Population and Global
Health, Centre for Mental Health, University of Melbourne, Victoria, Australia.
5
Instituto de Investigaciones, Facultad de Psicología, Universidad de Buenos
Aires, Buenos Aires, Argentina. 6 Departamento de Neurociencias, Facultad de
Ciencias Sociales, Universidad de Palermo, Buenos Aires, Argentina.
Received: 13 September 2021 Accepted: 28 January 2022

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12888-022-03749-x.
Additional file 1. Guidelines for Chile and Argentina.
Additional file 2. Statements that were presented to the panels and their
ratings across 2 rounds of the survey.
Acknowledgements
The authors acknowledge the time and effort of the panel members, without
whom this study would not have been possible.
Authors’ contributions
MA recruited panel members in Argentina, administered the questionnaires,
analysed the data, drafted the manuscript. TT recruited panel members in
Chile, administered the questionnaires, analysed the data and participated
in drafting the manuscript’s draft. EE recruited panel members in Chile,
administered the questionnaires and participated in drafting the manuscript.
JW assisted in drafting the manuscript. SAG collaborated with recruiting panel
members in Argentina and participated in drafting the manuscript. RA col‑
laborated with recruiting panel members in Chile, participated in the analysis
of the data and participated in drafting the manuscript. EL collaborated with
recruiting panel members in Argentina, participated in the analysis of the data
and participated in drafting the manuscript. NR advised on the conduct of
the study and supported the team in Argentina and Chile and participated in
drafting the manuscript. All authors approved the final manuscript.
Funding
This research was supported by a grant from MHFA International.
Availability of data and materials
The data supporting our findings is attached as the Additional file, which
contains all the statements that were presented to the panels and their
endorsement rates.

Declarations
Ethics approval and consent to participate
The research was approved by the Human Research Ethics Committee at the
University of Melbourne (HREC No.1852452.1), the Ethics Committee at Uni‑
versidad de Palermo (10–25-2019) and the Ethics Committee at Universidad
de Chile (208- 2019, #191). All research was conducted in accordance with the
National Health and Medical Research Council’s National Statement on Ethical
Conduct in Human Research and the Declaration of Helsinki. Participants were

References
1. Lim SS, Vos T, Flaxman AD, Danaei G, Shibuya K, Adair-Rohani H, AlMazroa
MA, Amann M, Anderson HR, Andrews KG. A comparative risk assessment
of burden of disease and injury attributable to 67 risk factors and risk fac‑
tor clusters in 21 regions, 1990–2010: a systematic analysis for the Global
Burden of Disease Study 2010. The Lancet. 2012;380(9859):2224–60.
2. World Health Organization. Global Status Report on Alcohol and Health.
Geneva: WHO; 2018.
3. Bagnardi V, Rota M, Botteri E, Tramacere I, Islami F, Fedirko V, Scotti L,
Jenab M, Turati F, Pasquali E. Alcohol consumption and site-specific
cancer risk: a comprehensive dose–response meta-analysis. Br J Cancer.
2015;112(3):580–93.
4. Yang Y, Liu DC, Wang QM, Long QQ, Zhao S, Zhang Z, Ma Y, Wang ZM,
Chen LL, Wang LS. Alcohol consumption and risk of coronary artery
disease: A dose-response meta-analysis of prospective studies. Nutrition.
2016;32(6):637–44.
5. Rehm J, Monteiro M. Alcohol consumption and burden of disease in
the Americas: implications for alcohol policy. Rev Panam Salud Publica.
2005;18:241–8.
6. Borges G, Bagge CL, Cherpitel CJ, Conner KR, Orozco R, Rossow I. A metaanalysis of acute use of alcohol and the risk of suicide attempt. Psychol
Med. 2017;47(5):949–57.
7. Kuhns JB, Exum ML, Clodfelter TA, Bottia MC. The prevalence of alcoholinvolved homicide offending: a meta-analytic review. Homicide Stud.
2014;18(3):251–70.
8. Cherpitel CJ, Witbrodt J, Korcha RA, Ye Y, Monteiro MG, Chou P.
Dose-response relationship of alcohol and injury cause: effects of
country-level drinking pattern and alcohol policy. Alcohol Clin Exp Res.
2019;43(5):850–6.
9. Huhtanen P, Tigerstedt C. Women and young adults suffer most from
other people’s drinking. Drug Alcohol Rev. 2012;31(7):841–6.
10. Monteiro MG: Alcohol and public health in the Americas: a case for
action. Washington,D.C: PAHO; 2007.
11. Pan American Health Organization. Alcohol use during the COVID-19
pandemic in Latin America and the Caribbean. 2020.
12. Dantés HG, Castro V, Franco-Marina F, Bedregal P, García JR, Espinoza A,
Huarcaya WV, Lozano R, Andrade JMS, Valente JG. Burden of disease in
Latin America. Salud Publica Mex. 2011;53:s72–7.
13. Subsecretaría de Salud Pública. Encuesta nacional de salud 2016–2017:
Primeros resultados. Santiago de Chile: Gobierno de Chile; 2017.
14. Acosta LD, Bertone CL, Peláez E. Mortalidad y Años de Esperanza de Vida
Perdidos a causa del consumo de alcohol en Argentina. 2008. 2012.
15. Cía AH, Stagnaro JC, Gaxiola SA, Vommaro H, Loera G, Medina-Mora ME,
Sustas S, Benjet C, Kessler RC. Lifetime prevalence and age-of-onset of
mental disorders in adults from the Argentinean Study of Mental Health
Epidemiology. Soc Psychiatry Psychiatr Epidemiol. 2018;53(4):341–50.

Agrest et al. BMC Psychiatry

(2022) 22:113

16. Stagnaro JC, Cía A, Vázquez N, Vommaro H, Nemirovsky M, Serfaty E,
Ezequiel S, Medina M, Benjet C, Aguilar-Gaxiola S. Estudio epidemiológico
de salud mental en población general de la República Argentina. Vertex
Revista Argentina de Psiquiatría. 2018;29(142):275–99.
17. Instituto Nacional de Estadística y Censos (INDEC): 4° Encuesta Nacional
de Factores de Riesgo. Resultados definitivos. Ciudad Autónoma de
Buenos Aires: Secretaría de Gobierno de Salud de la Nación; 2019.
18. The Lancet: COVID-19 in Latin America: a humanitarian crisis.
Lancet. 2020; 396(10261):1463.
19. Camarotti AC, Jones DE, Güelman M, Dulbecco P, Cunial SL. Cambios en
los patrones de consumo de bebidas alcohólicas en la cuarentena por
COVID-19. Un estudio en el Área Metropolitana de Buenos Aires (Argen‑
tina) [Changes in behaviors of alcohol consumption in the context of
quarantine for COVID-19. A study in the Buenos Aires metropolitan area
(Argentina)]. Revista Argentina de Salud Pública. 2020;12:37–50.
20. Gómez R, Serena F, Colasanti E, Santillán AV: Encuesta nacional sobre el
consumo de sustancias psicoactivas en cuarentena. [National survey on
psychoactive substance use during COVID-19 quarantine]. In. Argen‑
tina: Unidad de Estudios Epidemiológicos en Salud Mental, Facultad de
Psicología, Universidad Nacional de Córdoba; 2020.
21. Etchevers MJ, Garay CJ, Putrino N, Grasso J, Natalí V, Helmich N: Salud
Mental en Cuarentena. Relevamiento del impacto psicológico a los 7–11
y 50- 55 días de la cuarentena en población argentina [Mental health
during COVID-19 quarantine]. In. Argentina: Observatorio de Psicología
Social Aplicada, Facultad de Psicología, Universidad de Buenos Aires;
2020.
22. Sapag J, Goycolea R, Norambuena P: El impacto de la pandemia de
COVID-19 en la salud mental de los trabajadores en los servicios de salud.
Informe preliminar Nº 3: Consumo de alcohol y otras drogas. [Health care
workers COVID-19 study]. 2020.
23. Stockings E, Hall WD, Lynskey M, Morley KI, Reavley N, Strang J, Pat‑
ton G, Degenhardt L. Prevention, early intervention, harm reduction,
and treatment of substance use in young people. Lancet Psychiatry.
2016;3(3):280–96.
24. Secretaría de Políticas Integrales sobre Drogas de la Nación Argen‑
tina (SEDRONAR): Abordaje integral de los consumos problemáticos.
República Argentina; 2019.
25. Ministerio de Salud Argentina: Normativa Nacional en Políticas Sanitarias
de Prevención y Lucha frente al Consumo Excesivo de Alcohol. República
Argentina; 2011.
26. Marconi J. Programa psiquiatría intracomunitaria en el área sur de San‑
tiago: Bases teóricas y operativas para su implementación (1968–1970).
Acta Psiquiatr Psicol Am Lat. 1971;4:255–64.
27. Marconi J. La revolución cultural chilena en programas de salud mental.
Acta Psiquiatr Psicol Am Lat. 1973;1:17–33.
28. Pellegrini J, di Giacomo L: Alcohol, alcoholismo, alcohólicos. Sistema de
atención integral de alcohólicos a través de Grupos Institucionales de
Alcoholismo. [Alcohol, alcoholism, alcoholics. Integral system of care
for the alcoholics through the Alcoholism Institutional Groups]. Buenos
Aires: Ediciones Cinco; 1990.
29. Kohn R, Saxena S, Levav I, Saraceno B. The treatment gap in mental health
care. Bull World Health Organ. 2004;82:858–66.
30. Kohn R, Ali AA, Puac-Polanco V, Figueroa C, López-Soto V, Morgan K,
Saldivia S, Vicente B. Mental health in the Americas: an overview of the
treatment gap. Rev Panam Salud Publica. 2018;42:e165.
31. Minoletti A, Sepúlveda R, Horvitz-Lennon M. Twenty years of mental
health policies in Chile: lessons and challenges. Int J Ment Health.
2012;41(1):21–37.
32. Ministerio del Interior y Seguridad Pública Chile: Estrategia Nacional de
Drogas 2021–2030,. In. Santiago de Chile, Chile: Servicio Nacional para la
Prevención y Rehabilitación del Consumo de Drogas y Alcohol (SENDA)
2021.
33. Conde K, Salomón T, Civetta E, Blanco M, Cremonte M: Time to get help?
Help-seeking process in Latin American hospital patients with alcohol
use disorder. Int J Ment Health Addiction 2020:1–8.
34. Saldivia S, Vicente B, Kohn R, Rioseco P, Torres S. Use of mental health
services in Chile. Psychiatr Serv. 2004;55(1):71–6.
35. Vicente B, Saldivia S, de la Barra F, Melipillán R, Valdivia M, Kohn R. Preva‑
lence of psychiatric disorders among Chilean children and adolescents.
Rev Med Chil. 2012;140(4):447–57.

Page 10 of 10

36. Patel V, Saxena S, Lund C, Thornicroft G, Baingana F, Bolton P,
Chisholm D, Collins PY, Cooper JL, Eaton J, et al. The Lancet Commis‑
sion on global mental health and sustainable development. Lancet.
2018;392(10157):1553–98.
37. Kitchener BA, Jorm AF. Mental health first aid training for the public:
evaluation of effects on knowledge, attitudes and helping behavior. BMC
Psychiatry. 2002;2:10.
38. Kitchener BA, Jorm AF. Mental health first aid training in a workplace
setting: a randomized controlled trial [ISRCTN13249129]. BMC Psychiatry.
2004;4:23.
39. Kingston AH, Jorm AF, Kitchener BA, Hides L, Kelly CM, Morgan AJ, Hart
LM, Lubman DI. Helping someone with problem drinking: mental health
first aid guidelines - a Delphi expert consensus study. BMC Psychiatry.
2009;9:79.
40. Morgan AJ, Ross A, Reavley NJ. Systematic review and meta-analysis of
Mental Health First Aid training: Effects on knowledge, stigma, and help‑
ing behaviour. PLoS ONE. 2018;13(5):e0197102.
41. Jorm AF. Using the Delphi expert consensus method in mental health
research. Aust N Z J Psychiatry. 2015;49(10):887–97.
42. Li W, Jorm AF, Wang Y, Lu S, He Y, Reavley NJ. Development of Chinese
mental health first aid guidelines for problem drinking: a Delphi expert
consensus study. BMC Psychiatry. 2021;21(1):254.
43. Ayoub IA, Mesquita Peres CH, Vidotto Cerqueira A, Alves Assumpção T,
Andrade Loch A, Reavley NJ: Cultural adaptation of the Mental Health
First Aid guidelines for Brazilians with problem drinking: a Delphi expert
consensus study (in submission). 2021.
44. Jorm AF, Kitchener BA, Reavley NJ. Mental Health First Aid training: les‑
sons learned from the global spread of a community education program.
World Psychiatry. 2019;18(2):142–3.
45. Grant KL, Simmons MB, Davey CG. Three nontraditional approaches
to improving the capacity, accessibility, and quality of mental health
services: An overview. Psychiatr Serv. 2018;69(5):508–16.
46. Wilkinson C. Responses to risk: public submissions on Australian alcohol
guidelines for low-risk drinking. Drug Alcohol Rev. 2012;31(2):162–9.
47. Albert RD. A framework and model for understanding Latin American
and Latino/Hispanic cultural patterns. In: Landis D, Bhagat RS, editors.
Handbook of intercultural training. 2nd ed. Thousand Oaks, CA: SAGE;
1996. p. 327–48.
48. Mascayano F, Montenegro C. The “recovery model” and the mental health
care reform: Evidence, differences and elements for a Latinamerican
agenda. Vertex. 2017;28(136):460–7.
49. Geffner N, Agrest M. Estudio sobre el estigma percibido y el estigma
experimentado según los usuarios de servicios de salud mental en la Ciu‑
dad de Buenos Aires: Su impacto en la recuperación. Revista Iberoameri‑
cana de Psicología. 2021;14(2):13.
50. Montenegro CR. Beyond Participation: Politics, Incommensurability and
the Emergence of Mental Health Service Users’ Activism in Chile. Cult
Med Psychiatry. 2018;42(3):605–26.
51. Ardila-Gómez S, Agrest M, Fernández MA, Rosales M, López L, Díaz ARV,
Vivas SJ, Ares Lavalle G, Basz E, Scorza P, et al. The mental health users’
movement in Argentina from the perspective of Latin American Collec‑
tive Health. Glob Public Health. 2019;14(6–7):1008–19.

Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.

