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Abstract 

Background: The implementation of person‑centred, need‑oriented and flexible care for people with substance‑
related problems is often insufficient, in large part due to the complexity of addiction support services among differ‑
ent providers. A standardized online assessment and subsequent sector‑independent treatment coordination could 
provide individuals with more appropriate services, thereby making better use of individual services and leading to a 
more effective addiction support system as a whole. The aim of this study is to determine the effectiveness and cost‑
effectiveness of sector‑independent treatment coordination following an online assessment, in comparison with the 
current standard of care and treatment process in Germany.

Methods: The sample size of this randomized, controlled trial has been set to a total of 400 participants with 
substance‑related problems. Participants living in Stuttgart, Germany, will be randomly allocated to (1) the interven‑
tion group with immediate online assessment and subsequent sector‑independent treatment coordination (ASSIST) 
or (2) the waitlist group. Participants in the waitlist group will initially remain in usual care and only be provided with 
the online assessment 6 months later. Short‑term effects (over 2 months) and medium‑term effects (over 6 months) 
of ASSIST will be compared between the intervention and the waitlist groups. The primary outcome is improved treat‑
ment satisfaction. Secondary outcomes include improved subjective quality of life and empowerment, reductions in 
patients’ substance use, unmet needs and illness‑related clinical and social impairment. Health economic evaluation 
as well as quantitative and qualitative process evaluations will be conducted.

Discussion: The results of this study are expected to provide information on whether sector‑independent treatment 
coordination following an online assessment contributes to improved health care service provision for people with 
substance‑related problems. This randomized controlled trial will help identify facilitators and barriers to the sustain‑
able implementation of a cross‑sectoral care concept in substance abuse services.
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Introduction
Background and rationale {6a}
In Germany, 1.6 million people are diagnosed with an 
alcohol use disorder [1] and an estimate of 1.9 million 
people with prescription drug abuse and misuse [2]. 
Gomes de Matos et al. [3] have shown that 19% of partici-
pants have problematic consumption related to alcohol, 
followed by 5.2% related to prescription drugs and 1.6% 
related to illegal substances [4].

The global burden of disease from opioid use disorders 
is estimated to be about 12 million disability-adjusted life 
years, accounting for 70% of the burden of all drug use 
disorders and representing a 22.3% increase between 
2005 and 2015 [5–7]. In international comparisons, Ger-
many is ranking third (after the USA and Canada) for 
the levels of consumption of narcotic drugs with 28,842 
daily doses/million [6]. Depending on the study and sam-
ple, the 1-year incidence of opioid prescription abuse for 
2012–2014 ranges between 0.008 and 5.0% [7, 8]. Con-
cerning the addiction support system, there have been 
many known issues and challenges over the years, includ-
ing poor identification of substance use disorders, inad-
equate networking between service providers, abstinence 
as a compulsory treatment goal and unclear strategies to 
assign people who use substances (PWUS) to services.

According to Mann [9], less than 5% of people in Ger-
many who need treatment for substance use disorder 
actually receive addiction-specific therapy. Instead, pri-
mary medical care which is not specific to addiction is 
frequently used [10]. The majority of individuals with 
alcohol use disorder have reported that they have been in 
contact with primary medical care services at least once 
in the past year. Furthermore, patients are often only 
reached in an advanced stage of the disorder, after a long 
history of the unaddressed or untreated disease. Accord-
ing to Mann, less than half of the people with alcohol use 
disorder are diagnosed correctly [9].

In addition, the fragmentation of the German health 
care system results in insufficient networking between 
service providers and a lack of integrated interventions 
for PWUS [11, 12].

The system too often focuses on abstinence, neglect-
ing other goals such as reduction of substance use, risk 
reduction and social support [13]. In other European 
countries, like for example Great Britain or the Nether-
lands, controlled drinking with the goal of restricted con-
sumption is already part of the standard of care [14].
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In addition, it is often unclear which criteria practition-
ers use to decide the most appropriate intervention for an 
individual. It is not only the presence of a diagnosis that 
should determine treatment mode, but rather the indi-
vidual patient needs and specific characteristics [15].

Moreover, the concept of empowerment requires that 
decision-making becomes a joint process which includes 
both the (professional) expertise of the practitioner and 
the (personal) expertise of the patient [16]. This means 
that the appropriateness of an intervention from the 
professional point of view is no longer the only relevant 
criterion. Instead of this, plans of action have to be nego-
tiated and finally agreed upon by both the practitioner 
and the patient. The very challenging situation of the cur-
rent SARS-CoV-2 pandemic continues to be the cause of 
an increase in alcohol consumption in some subgroups. 
Among others, this includes people who have lost their 
jobs due to the pandemic or have suffered financial losses 
[17]. It seems essential to provide a range of care and 
counselling services due to the nature of this global cri-
sis. These are to be based on digital standards and enable 
optimal care for PWUS, despite the restriction of personal 
contact. Beyond the pandemic, online assessments are a 
promising strategy for engaging previously hard-to-reach 
groups and a larger number of individuals in care [18].

To overcome the above-mentioned shortcomings in the 
current system of care for PWUS, the implementation of 
a Regional Competence Centre could play a decisive role. 
Starting with an online assessment tool (based on the 
Measurements in the Addictions for Triage and Evalua-
tion (MATE) [19]), sector-independent, indication-based 
treatment recommendations (also called Treatment 
Assistant) can be developed, according to treatment 
intensity or level of care (LOC) as well as the individual 
needs and treatment goals (shared decision-making). 
Several downstream processes can then be conducted 
on the online platform, including treatment allocation, 
documentation and revisions of the plan of treatment 
as needed. Such a system of care, a sector-independent 
treatment coordination for people with substance-related 
disorders following an online assessment (ASSIST), 
should first be evaluated in comparison with the current 
system in terms of implementation, effectiveness and 
cost-effectiveness.

Objectives {7}
The overarching aim of this project is to transform the 
support system for persons with high-risk substance 
use and substance use disorder by implementing eas-
ily accessible, sector-independent, indication-based 
treatment which is planned and decided upon coop-
eratively by practitioners and patients. Specifically, the 
aim of this study is to determine the effectiveness and 

cost-effectiveness of sector-independent treatment coor-
dination following an online assessment in comparison 
with care as usual in a randomized controlled trial (RCT) 
design with the waitlist group. Implementation outcomes 
of the complex intervention will be assessed by means 
of quantitative and qualitative data. Finally, validity and 
intern consistency as reliability will be analysed for the 
German version of the MATE-Q used during the inter-
vention and the EPAS used as the outcome in PWUS.

Trial design {8}
This is a pragmatic randomized controlled superiority trial. 
In the Stuttgart region, 400 patients with substance-related 
problems will be randomly assigned to prompt treatment 
coordination based on an online assessment or to the wait-
list control group, with a 1:1 allocation. Participants in the 
waitlist group will initially remain in usual care and only 
be provided with the online assessment 6 months later. 
Treatment progress will be recorded at four measurement 
points in time, which are 2 months apart and executed 
over 6 months. In the waitlist group, a fifth measurement 
point occurs 2 months after the online assessment. The 
primary outcome is improved treatment satisfaction over 
6 months. Furthermore, short-term and medium-term 
effects will be evaluated in terms of subjective quality of 
life and empowerment, patients’ substance use, unmet 
needs and illness-related clinical and social impairment. 
A health economic evaluation from the perspective of the 
German national economy will also be conducted.

Process evaluation will be based on study data gath-
ered by research associates, and routine data will be 
collected by service providers. The process evaluation 
is complemented by qualitative data on the collec-
tive view of PWUS, counsellors, service providers, and 
other stakeholders in the context of focus groups or 
expert interviews. The results include information on 
collective assessment, as well as perceived barriers and 
facilitators with the intervention.

Methods: participants, interventions and outcomes
Study setting {9}
The project is to be carried out in Stuttgart, Germany, 
in cooperation with service providers of the local 
addiction support system. The list of local service pro-
viders is available online (https:// www. stutt gart. de/ 
medien/ ibs/ Web_ Rat_ und_ Hilfe_ 171130. pdf ). The 
Stuttgart addiction support system is characterized by a 
myriad of specific counselling and treatment structures 
among different providers. Diagnostic standards and 
treatment principles vary, sometimes significantly, due 
to the diversity of principles and goals in the treatment 
process, from low-threshold assistance to hospital 

https://www.stuttgart.de/medien/ibs/Web_Rat_und_Hilfe_171130.pdf
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treatment and rehabilitation. The complexity of the 
health care system, as well as different providers and 
their responsibilities within it, has led to insufficiently 
implemented person-centred, need-oriented and flex-
ible help for PWUS. Despite the existence of effective 
services, there is much room for improvement, and the 
coordination and communication between such ser-
vices and treatment programmes are to the detriment 
of PWUS [16].

Eligibility criteria {10}
The inclusion criteria for participants are as follows:

– 18 to 65 years old
– Resident of Stuttgart
– Reporting substance-related disorder or hazardous 

consumption
– Insured with a German statutory health insurance

The exclusion criteria for participants are as follows:

– Homelessness
– Insufficient German language skills
– Presence of severe neurological or psychiatric disease 

resulting in severe impairment of cognition
– Acute mental crisis
– Acute danger to self or others
– Serious criminal involvement in the past 5 years
– Forensic psychiatric treatment
– Suspension of entitlement to benefits pursuant to § 

16 SGB V

Who will take informed consent? {26a}
Research associates will provide individuals with verbal 
and written information regarding the study, who will 
then be asked to provide written informed consent agree-
ing to participate in this study.

Additional consent provisions for collection and use 
of participant data and biological specimens {26b}
Informed consent includes consent to use participant 
data captured on the online platform by participants 
themselves and implementers (Regional Competence 
Centre and local service providers).

Interventions
Explanation for the choice of comparators {6b}
Participants in the waitlist group will receive care as 
usual only during the first 6 months of the study (until 
t3; waitlist period). The intervention, starting with the 

online assessment and an appointment at the Regional 
Competence Centre, will not take place before t3 is com-
pleted. The current standard of care in Stuttgart is mainly 
provided by hospitals, day clinics, rehabilitation cen-
tres, primary physicians, psychiatrists, psychotherapists, 
psychologists, social workers and addiction counselling 
centres. A variety of non-medical vocational and psycho-
social services are provided by vocational rehabilitation 
centres, community mental health care centres, and vari-
ous residential and nursing facilities. In Germany, 86% of 
the treatment and counselling services are delivered in 
the outpatient setting. Of these, 83% are drug and addic-
tion counselling services [20]. In general, these services 
are sought out by PWUS, either on their own accord 
or through support from others (relatives, friends, col-
leagues or current professional supporters). Likewise, 
there is no universally applied assignment of patients to 
individual service providers based on treatment goals. 
There is also no standardized, structured or inter-agency 
communication, let alone a common database for all 
addiction-specific service providers.

Intervention description {11a}
The intervention is intended to optimize health care 
planning and service coordination for people with sub-
stance-related disorders.

By means of an online assessment, participants will 
initiate the diagnostic process in a self-determined 
manner. Subsequently, employees at the Regional Com-
petence Centre will (1) provide treatment recommenda-
tions derived from the online assessment according to 
the appropriate LOC as well as individual goals of the 
participant [21]; (2) discuss recommendations with the 
PWUS, revise the treatment plan accordingly, until a 
mutual agreement has been reached; (3) facilitate and tai-
lor the allocation of services as well as the coordination 
of all those involved in the care of the participant; and (4) 
accompany the participant in their treatment trajectory, 
continuously adjusting it in cooperation with the partici-
pant if and when necessary. An online platform will assist 
the staff at the Regional Competence Centre with tasks 
such as networking, documentation, treatment alloca-
tion and coordination in the Stuttgart addiction support 
system.

The online assessment is based on the MATE-Q, 
the self-report form of the MATE that was originally 
developed in the Netherlands in the context of national 
restructuring processes of the addiction support system 
[22]. The MATE is based on the bio-psycho-social health 
model of the International Classification of Functioning 
(ICF). In its comprehensive form, the MATE is a semi-
structured interview procedure consisting of validated 
measurement instruments. The MATE can be used for 
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the allocation to specific levels of care (LOC, accord-
ing to intensity following the stepped care approach) 
with the help of an allocation guideline or a decision 
tree [22]. Feasibility, validity and reliability studies have 
been conducted in the Netherlands [22]. The MATE was 
also translated and validated for the German-speaking 
countries [23], adapted to the allocation guideline of the 
German system [24] and tested using a randomized con-
trolled trial [25, 26].

Within 1 week of completing the online assessment, 
a 1- to 2-h appointment will take place at the Regional 
Competence Centre in order to (1) complete the MATE 
by adding more data to the MATE-Q data collected 
online, (2) apply the allocation guideline to determine the 
appropriate LOC, (3) ask service users for their individ-
ual goals and needs, (4) solve discrepancies regarding the 
recommended LOC and the personal goals and needs of 
participants, (5) prepare an individual Treatment Assis-
tant based on these findings and (6) prepare a report 
for the service users and their current or future service 
providers.

The Treatment Assistant is made available to service 
users in both paper-based and digital forms via the online 
platform. The staff at the Regional Competence Cen-
tre jointly with the online platform provides support, if 
necessary, in making referrals to the appropriate services 
included in the individual Treatment Assistant. Another 
important task of the online platform is to provide real-
time feedback on free treatment capacities from the 
cooperating service providers. In this way, the Treatment 
Assistant can be adapted so that further treatment can 
be carried out promptly if necessary, without having to 
put up with long waiting times. Appointments with the 
service providers are arranged by the staff at the Regional 
Competence Centre or by service users themselves via 
the online platform.

After completion of each treatment step, at the latest 
after 2 months, the staff of the Regional Competence 
Centre will contact the service user to find out about 
their current treatment status (e.g. whether the Treat-
ment Assistant was implemented as agreed) and to make 
any necessary adjustments to the Treatment Assistant, 
especially in terms of changes to treatment goals, in 
cooperation and by means of shared decision-making 
with the user.

All the staff at the cooperating service providers of 
the addiction support system in Stuttgart will be trained 
in the use of the Treatment Assistant (e.g. regarding 
information about which treatment steps have been 
planned, which steps have already been implemented, 
which steps are planned for the future). This is intended 
to facilitate interfaces and reduce barriers and com-
munication difficulties within the support system (e.g. 

seamless transition of patients between different service 
providers). In addition, the cooperating service provid-
ers are asked to report the end of the treatment period 
to the Regional Competence centre via the online plat-
form. If a patient deviates from the Treatment Assis-
tant over time, the participant and the service provider 
should give feedback to the Regional Competence Cen-
tre via the online platform so that the Treatment Assis-
tant can be reviewed and adjusted jointly by the staff of 
the Regional Competence Centre and the participant. 
On the online platform, a service user record is cre-
ated including data from the online assessment and 
the Treatment Assistant, supplemented with data from 
various sources (service user, service providers and 
Regional Competence Centre). The sovereignty of the 
data lies with the service user, who can choose which 
type of information gets passed on to which service pro-
vider at each treatment step.

Criteria for discontinuing or modifying allocated 
interventions {11b}
If the participant asks for discontinuing or modifying the 
allocated interventions or the professional recommends a 
modification after consultation with the participant or if 
the technical preconditions are not given or the partici-
pant does not respond anymore, the intervention will be 
discontinued or modified.

Strategies to improve adherence to interventions {11c}
Prior to the implementation of the Regional Competence 
Centre and of the online platform, a survey with the staff 
of cooperating service providers at the addiction sup-
port system in Stuttgart (n = 92) was conducted, as well 
as qualitative studies with PWUS (n = 13), service pro-
viders (n = 13) and other stakeholders (n = 6) to assess 
local requirements, wishes and concerns, with the aim of 
improving the appropriateness and user-friendliness of 
the intervention. Therefore, core statements and results 
of the sub-studies with practical relevance for the imple-
mentation were exchanged with the intervention team to 
allow for the adaption of the intervention.

All the staff at the Regional Competence Centre and 
cooperating service providers in Stuttgart is trained in 
order to ensure the high fidelity of the intervention, espe-
cially in the development and the use of the Treatment 
Assistant.

The individual and flexible approach used to develop 
(and modify, if necessary) the Treatment Assistant, in 
partnership with the participant, is expected to improve 
adherence to the intervention. The online platform is 
characterized by an attractive, intuitive design that offers 
a high degree of user-friendliness and enables a positive 
user experience improving the user-adherence.
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Relevant concomitant care permitted or prohibited 
during the trial {11d}
There are no restrictions regarding concomitant care 
during the trial.

Provisions for post-trial care {30}
As the intervention relies mainly on the coordination of 
standard care services in Stuttgart, the participants can 
use most of the services (with an exception for the online 
platform and the services of the Regional Competence 
Centre) even beyond the end of the study. A long-term 
implementation of the Regional Competence Centre 
and of the Online Platform beyond the study period is 
attempted, too. As it is not expected that anybody will 
suffer harm from trial participation, specific post-trial 
care is not required. Nevertheless, if harm is caused to 
the participant, the service providers in charge of the 
participant’s care will outline and coordinate the appro-
priate measures, in partnership with the participant.

Outcomes {12}
Primary outcome
The primary outcome is the mid-term change in satis-
faction with substance-related care over 6 months. With 
the increasing emphasis on patient engagement and 
continuous quality improvement in mental health care, 
evaluation has shifted to measuring the performance of 
a treatment programme in terms of treatment satisfac-
tion [27]. Treatment satisfaction represents an important 
indicator of patient benefit [28]. The German short ver-
sion of the Client Satisfaction Questionnaire (CSQ-8) 
[29], called the ZUF-8 Questionnaire [30], will be used 
every 2 months (t0, t1, t2, t3 and t4 if applicable).

Secondary outcomes
The secondary outcomes are participant’s empower-
ment, quality of life, perceived needs, functioning, 
clinical and psychological impairment and severity of 
substance use. These will be assessed at t0, t1, t3 and 
t4. Further secondary outcomes are frequency of sub-
stance use, craving, somatic symptoms, depression and 
anxiety. These are measured twice, at t0 and t3. The 
tools used to measure the secondary outcomes are as 
follows:

– Assessment of Empowerment in Patients with Affec-
tive and Schizophrenic Disorders (EPAS) [31]: The 
EPAS questionnaire measures empowerment as the 
patient’s perceived possibilities to control his or her 
own life on five dimensions: daily living, social rela-
tionships and sexuality, treatment participation, 

self-efficacy and self-esteem. This self-report ques-
tionnaire has 33 items and five additional items each 
for patients who are employed and for patients with 
minor children.

– Euro Quality of Life - 5 Dimensions (EQ-5D) [32]: 
The EuroQol (EQ-5D-5L) is used to assess health 
states as a basis for determining quality-adjusted life 
years (QALY).

– World Health Organization Quality of Life - Short 
Version (WHO-QoL-BREF) [33]: The WHOQOL-
BREF captures the substance user’s subjective quality 
of life on the dimensions of physical health, mental 
well-being, social relationships and environmental 
conditions. The WHOQOL-BREF is a self-report 
questionnaire with 25 items.

– Camberwell Assessment of Need - European Ver-
sion (CAN) [34]: The CAN is a rating instrument 
to record PWUS’s perceived needs and the extent to 
which they are met, covering 23 areas.

– World Health Organization Disability Assessment 
Schedule (WHODAS 2.0) [35]: The 12-item WHO-
DAS 2.0 is a valid, reliable self-report instrument for 
the assessment of functioning and generic disability 
[36].

– Health of the Nation Outcome Scale (HoNOS) [37, 
38]: The HoNOS is a 12-item rating instrument to 
assess clinical and psychosocial impairment of peo-
ple with mental disorders in four categories: behav-
iour, impairment, symptoms and social functioning.

– Severity of Dependence Scale (SDS) [39]: The SDSs 
are 5-item screening questionnaires measuring the 
severity of dependence on alcohol and drugs.

– Timeline Follow Back [40, 41]: The calendar method, 
called Timeline Follow Back, is used to get an esti-
mate of the participant’s daily patterns and frequency 
of substance use over 7 days.

– Mannheim Craving Scale (MaCS) [42]: The MaCS 
Questionnaire, consisting of 12 items and 4 addi-
tional items, measures obsessive-compulsive symp-
toms in the context of substance abuse and depend-
ence.

– Somatic Symptom Scale (SSS-8) [43, 44]: The 8-item 
Somatic Symptom Scale (SSS-8) was used as a brief, 
patient-reported outcome measure of somatic symp-
tom burden.

– Patient Health Questionnaire (PHQ-4) [45]: The 
Patient Health Questionnaire is a 4-item measure to 
screen for depression.

– Generalized Anxiety Disorder Scale (GAD-7) [46]: 
The Generalized Anxiety Disorders Scale is a 7-item 
screening tool for detecting generalized anxiety dis-
order.
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– Perceived Stress Scale (PSS-10) [47, 48]: The 10-item 
Perceived Stress Scale was used to assess perceived 
psychological stress.

Health economic outcomes
The Client Sociodemographic and Service Receipt 
Inventory (CSSRI-EU) [49] will be used to record ser-
vice use. Costs from the perspective of the national 
economy are estimated by multiplying the units of ser-
vices used by the identified costs of those units and 
the addition of indirect costs due to work incapacity. 
Based on the data in the CSSRI-EU, treatment pathways 
including delay until allocation as well as adherence to, 
discontinuation of and switches between services can 
be presented.

Implementation factors and outcomes
Comprehensive process evaluation will be based on 
routine data, surveys and qualitative studies to iden-
tify implementation processes as well as barriers and 
facilitators, especially with regard to the service user 
involvement, use of digital technologies in healthcare or 
interagency and interprofessional collaboration.

Therefore, a uniform routine documentation is 
implemented at the Regional Competence Centre and 
on the online platform. In addition, fidelity criteria will 
be assessed, and feedback data will be collected with 
the staff and service users via the online platform: Dur-
ing the intervention, routine data will be collected from 
service users, employees of the cooperation partners 
and the Regional Competence Centre. The routine data 
include, e.g., basic psychiatric recording data, treat-
ment duration data in the Treatment Assistant and 
changes in wishes and goals of the service users dur-
ing the treatment process. Also, the overall satisfaction 
with the Regional Competence Centre will be collected 
from the clients and the employees of the cooperation 
partners.

Subjective and collective views of service users, ser-
vice providers and other stakeholders will be gathered 
through qualitative interviews and focus groups at the 
end of the implementation phase. A flexible guideline 
will be used, which covers the following main topics: (1) 
acceptance, content evaluation and practicality of the 
online and face-to-face services; (2) subjective assess-
ment of the effects in terms of treatment retention and 
satisfaction; and (3) barriers and facilitators for active use 
of the coordination platform by patients, counsellors and 
treatment providers. The findings will help to further tai-
lor the treatment coordination to the needs of users and 
to identify facilitators and barriers to sustainable imple-
mentation or scale-up.

Participant timeline {13}
Participant recruitment will start on November 1, 2021, 
and is to be completed within 12 months. The individual 
participation period in the study will be 6 (intervention 
group) or 8 months (waitlist group). There will be four 
or five data collections at 2-month intervals (t0, t0 + 2 
months [t1], t0 + 4 months [t2], t0 + 6 months [t3] and 
if applicable t0 + 8 months [t4]). The follow-up windows 
are defined as ± 4 weeks for the intended time point. The 
last data collection of the last study participant should be 
completed by July 1, 2023.

The following study schemes depict the time schedule 
of enrolment, interventions and assessments (Table 1).

Sample size {14}
Assuming a simplified statistical model (repeated meas-
ures design with within (time) × between (group) interac-
tion, 2 groups, 4 time points) and a dropout rate of 40%, a 
sample size of 400 subjects allows the detection of an effect 
with a moderate effect size (Cohen’s f = 0.25 [50]) for the 
primary outcome (change in satisfaction (ZUF-8 Score) 
over 6 months) at a significance level of p < 0.05 with a 
power ≥ 0.90, as calculated by means of G*Power 3.1 [51].

Recruitment {15}
The study will be introduced to PWUS via various chan-
nels (e.g. service providers, posters, flyers, press releases 
and online posts). Information is provided in personal 
conversations and/or via flyers and posters.

If a person is interested, an initial screening of the 
inclusion and exclusion criteria will take place, and if the 
substance user is eligible for participation, an appoint-
ment with a research associate will be scheduled. The 
initial screening can be made by telephone, online or in 
person.

Assignment of interventions: allocation
Sequence generation {16a}
Randomized assignment to the two study groups—
intervention and waitlist—with a 1:1 allocation will be 
conducted using the ROM software [52] in order to 
avoid selection bias. A computer-generated randomi-
zation schedule with permuted blocks of random sizes 
will be used.

Concealment mechanism {16b}
The independence of the group allocation from the data 
collection and analysis processes is guaranteed as ran-
domization will be independently carried out by the 
Institute of Epidemiology and Medical Biometry at Ulm 
University.
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Table 1 Time schedule

Process evaluation (routine data, additional polls and qualitative studies) are not depicted in the time schedule
1 Standardized instrument
2 If needed
3 In the intervention group only
4 In the waitlist group only
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All participants fulfilling the eligibility criteria and 
signing the informed consent form will be randomized. 
For this, research associates will schedule the baseline 
assessment (t0) and request randomization by e-mail 
from the Institute for Medical Biometry and Epidemiol-
ogy, Ulm University, Germany. The randomization form 
includes the participant ID, approval of informed con-
sent and eligibility. The requesting research associate will 
obtain a response by mail within one working day. Allo-
cation disclosure will occur after the baseline assessment 
(t0) is completed.

Implementation {16c}
The Institute for Medical Biometry and Epidemiology 
at Ulm University will generate the allocation sequence. 
The research associates will enrol participants, initiate 
randomization, collect baseline data, and assign the 
participants to the intervention group or the waitlist 
group. Thereafter, the research associate will provide 
access information for the online assessment to the par-
ticipants of the intervention group and the study par-
ticipants will complete the online assessment on their 
own. If required, the study participants will complete 
the online assessment at the premises of the Regional 
Competence Centre. Directly after the online assess-
ment, a prompt appointment (best within 7 days) with 
the staff at the Regional Competence Centre is sched-
uled via the online platform. Participants in the wait-
list group will receive access information for the online 
assessment only after completion of the third follow-up 
assessment (t3). This will be ensured by having two dif-
ferent code sets which grant access to the online plat-
form. Only those codes provided to the intervention 
group are valid directly.

Assignment of interventions: blinding
Who will be blinded {17a}
Due to the nature of the intervention, blinding of the par-
ticipants and service providers is not possible. Further-
more, it is not possible to blind the research associates, as 
they would be unblinded at the latest when collecting the 
data for the process evaluation. The same applies to all 
researchers involved in data monitoring and data man-
agement. Thus, only the researcher performing the main 
data analysis will be blinded until the main analysis has 
been completed.

Procedure for unblinding if needed {17b}
Unblinding is not needed as participants, service provid-
ers and research associates will be unblinded to treat-
ment allocation.

Data collection and management
Plans for assessment and collection of outcomes {18a}
Data collection will be carried out by the staff of Ulm 
University, who will be trained accordingly before the 
start of the study and will follow uniform standard oper-
ating procedures. Data collection will be carried out in 
face-to-face meetings at the Regional Competence Cen-
tre, the facilities of the Stuttgart addiction support system 
or somewhere else, or in online meetings, depending on 
the participants’ preferences and current contact restric-
tions due to the SARS-CoV-2 pandemic. At the beginning 
of each appointment, the evaluation staff will conduct 
a short admission interview to determine whether data 
collection is currently possible or whether there is a state 
of acute intoxication or acute crisis present.

As a standard, data is collected directly online via SoSci 
Survey (SoSci Survey GmbH, Munich). If electronic 
data collection is not possible, the data collection will be 
paper-based and transferred electronically within 1 week.

Study dropouts and serious adverse events will be doc-
umented on standardized forms.

The coordinator of the evaluation and research asso-
ciates will check the quality of data collection dur-
ing semiannual monitoring visits, focusing on the 
eligibility of included study participants as well as on the 
completeness and plausibility of the collected data. Fur-
thermore, serious adverse events must be documented 
appropriately.

Routine data will be provided by participants via the 
online platform and collected by the Regional Compe-
tence Centre staff.

Plans to promote participant retention and complete 
follow-up {18b}
In general, the research staff will try to fulfil the partici-
pants’ preferences regarding format (online or face-to-
face), date and time when making the appointment for 
data collection.

The research staff will be in close contact with the study 
participants. At the end of the interviews, an appoint-
ment will be made for the next follow-up, which will take 
place after 2 months. Two weeks before this date, the 
participants will be reminded about the appointment. If 
necessary, an alternative appointment will be arranged. If 
the participants do not show up for the agreed appoint-
ment, they will be contacted again with the offer of an 
alternative appointment.

If it is not possible for the participant to be interviewed 
at the given time (e.g. due to a crisis or inpatient stay), 
the respective follow-up assessment may be omitted. 
Then, the research staff will attempt to arrange another 
appointment at the next possible time.
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Participants will receive the following incentives: €10 
at t0, €15 at t1, €20 at t2 and €25 at t3, and participants 
in the waitlist group receive €30 on t4. If applicable, they 
will be reimbursed for their expenses for travelling to the 
location of the interview.

If a participant declares his or her wish to drop out of 
the study, the time and the reasons for dropping out will 
be documented.

All deviations from the intervention protocol (includ-
ing non-use and discontinuation) will be traceable using 
the data of the online platform and will be documented 
by the staff at the Regional Competence Centre.

Data management {19}
Data will primarily be collected using the survey software 
SoSci Survey (SoSci Survey GmbH, Munich). When fill-
ing in the questionnaire electronically, the answer cate-
gories are pre-defined, and warnings appear if individual 
items have not been answered.

All collected study data will be regularly requested and 
stored on servers at the Department for Psychiatry and 
Psychotherapy II of Ulm University. Pseudonymized rou-
tine data will be provided as a .xlsx file by the interven-
tion team at the end of the intervention phase and will 
be merged with study data by intervention identifier (ID). 
Data processing using software packages like SPSS, version 
25and SAS version 9.4 will include electronic data checks 
for plausibility and completeness as well as the derivation 
of additional variables (such as scores) for analysis.

Confidentiality {27}
The collection, storage and analysis of the study data 
will be carried out in compliance with the relevant data 
protection regulations. All personal data will be pseu-
donymized during the collection, by replacing the study 
participants’ personal identifying data with identifiers 
(study ID for study data and intervention ID for routine 
data). The index tables for the assignment of personal 
data and identifiers will be access-protected and stored 
separately from the data.

The research associates responsible for the data col-
lection will be the only persons with access to the major 
index table with personal data, study identifiers and 
intervention identifiers.

Prior to enrolment in the study, the potential study par-
ticipants will be informed orally and in writing about the 
study’s aims, nature, scope and implications as well as 
about the data protection regulations within the study by 
the research staff of Ulm University. The potential study 
participants will be given sufficient time to consider 
their participation and to ask questions. By signing the 

informed consent form, the potential study participant 
will agree to both, participating in the study and agreeing 
to the data protection regulations.

The study results will be published anonymously, mak-
ing sure that identification of individual participants 
is not possible. The study data will only be transferred 
anonymously to third parties, including the sponsoring 
team and service providers of the addiction support sys-
tem in Stuttgart.

The study data will be archived on servers at the 
Department for Psychiatry and Psychotherapy II of Ulm 
University.

Plans for collection, laboratory evaluation and storage 
of biological specimens for genetic or molecular analysis 
in this trial/future use {33}
No biological specimens for genetic or molecular analysis 
will be collected in this trial.

Statistical methods
Statistical methods for primary and secondary outcomes 
{20a}
The analysis of the primary and secondary outcomes will 
follow the intention-to-treat (ITT) principle. Mixed mod-
els with fixed time effects and time × group interaction 
effects (fixed: time (4 or 2 time points), group (2 groups), 
time × group interaction; random: patient) will be applied. 
The time by group interaction will reflect the intervention 
effect.

The cost-effectiveness ratios from the perspectives of 
the national economy will be determined using the net 
benefit method.

Furthermore, for the waitlist group, the changes in 
the primary and secondary outcomes criteria during the 
waiting period (from t0 to t1) and after the assessment 
and treatment coordination (from t3 to t4) are compared 
using a paired t-test.

Implementation of sector-independent treatment 
coordination starting from an online assessment is 
evaluated mainly using descriptive methods (relative 
frequencies and measures of agreement). These meth-
ods are also used to show the extent to which treatment 
recommendations based on the online assessment and 
the interview at the Regional Competence Centre differ 
from each other and the extent to which actual treat-
ment pathways match the recommendations. Fit is clas-
sified as less than adequate (treatment intensity lower 
than recommended), adequate (treatment intensity as 
recommended) and more than adequate (treatment 
intensity higher than recommended). The factors that 
influence fit and the extent to which fit affects the out-
comes are also examined.
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The statistical significance level will be set at p < 0.05. 
The statistical programmes IBM SPSS 25, STATA 15 and 
SAS 9.4 will be used for statistical analysis.

Interim analyses {21b}
No interim analyses are planned.

Methods for additional analyses (e.g. subgroup analyses) 
{20b}
Substance-specific effects (legal vs. illegal substances) 
will be examined using mixed-effect models extended by 
the interaction effect of time × treatment × substance 
group.

An in-depth analysis should reveal effects in subgroups 
(e.g. legal or illegal substance use, individuals with a little 
or a lot of experience with services or PWUS with spe-
cific treatment goals).

Methods in analysis to handle protocol non-adherence 
and any statistical methods to handle missing data {20c}
In addition to the main analyses and in order to assess 
the maximal intervention efficacy in ideal conditions, a 
per-protocol (PP) approach will be followed to analyse 
the primary outcome. The criteria for the PP population 
will be defined in the statistical analysis plan prior to data 
analysis and may include the following:

– Incomplete online assessment and/or Treatment 
Assistant.

– The time between study entry and appointment at 
the Regional Competence Centre is too long.

– Infrequent use of the online platform by participants 
in the intervention group or no use after the appoint-
ment at the Regional Competence Centre.

– Follow-up assessment (t3) being far outside the ini-
tially planned time periods, i.e. more than 2 months 
before or after the time point that is 6 months after 
baseline assessment (t0).

– Long-term absence (more than 4 weeks) from Stutt-
gart and the local addiction support system during 
the intervention.

No imputation of missing data will be needed for the 
main analysis via mixed linear models. For the sensitivity 
analysis, missing values will be handled using the fully 
conditional specification (FCS) method [53]. The num-
ber of imputations will be chosen based on the portion 
of missing values. Then, each of the completed datasets 
will be analysed using the proposed statistical method. 
According to Rubin’s rule [54], the final result will be the 
average result of all completed datasets.

Plans to give access to the full protocol, participant-level 
data and statistical code {31c}
The full protocol (including the data-management and 
statistical-analysis plans) and the statistical code will be 
available on request from AMS. All data for which there 
is no conflict with data-protection regulations will be 
published with open access.

Oversight and monitoring
Composition of the coordinating centre and trial steering 
committee {5d}
MC and JR will oversee the whole project including the 
intervention and the communication between the fund-
ing agency and the project team. LS will coordinate the 
project management and the implementation of the 
intervention.

The evaluation team of Ulm University comprises ten 
persons: AMS, as principal investigator and biostatisti-
cian, will oversee the entire study process including data 
management and data analysis. EP will coordinate the 
evaluation and will provide peer perspective in the con-
duct of the study and the interpretation of findings. They 
will form the evaluation team together with two senior 
researchers (TB and RK) and seven junior researchers 
(CG, JL, TBA).

The trial-steering committee consists of AMS and TB 
from the evaluation centre, as well as MC and JR as rep-
resentatives of the sponsoring team.

Composition of the data monitoring committee, its role 
and reporting structure {21a}
The evaluation team of Ulm University, that is independ-
ent from the sponsor, will monitor the data. Given the 
non-adaptive design, the rather short study period and 
the low probability for serious adverse events (SAEs), no 
interim analyses are needed and the need for preterm 
determination of the study is unlikely. No independent 
data monitoring committee was established for these 
reasons.

Adverse event reporting and harms {22}
No adverse events caused by the intervention are 
expected. Nevertheless, all SAEs occurring during the 
trial observed by the research associates, the service pro-
viders or reported by the participant, no matter the study 
arm they belong to, will be recorded in the case report 
form in SoSci Survey. The study participants will be 
requested (if possible) to immediately inform the respon-
sible research associate about SAEs. The occurrence of 
SAEs will be reported, at the latest, at the next follow-up 
assessment.
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Frequency and plans for auditing trial conduct {23}
There are no plans for independent trial auditing. But, 
periodic audit procedures for study conduct and inter-
vention will take place by the coordinating centre, the 
evaluation team and the trial steering committee. For 
this purpose, there is a sophisticated communication 
plan that includes 1st separate weekly team meetings of 
the coordinating team including the intervention team 
and the evaluation team, 2nd bi-weekly meetings of the 
project managers of the coordinating team (LS) and the 
evaluation team (EP) and 3rd quarterly meetings of the 
trial-steering committee. These meetings provide the 
opportunity to evaluate the progress of the study and 
obtain information about potential problems. There will 
be an annual report to the funding body on the course of 
the study, the obtained findings and the impact of devia-
tions from the study protocol and of incidents during 
trial conduct.

Several procedures are implemented by the coordinat-
ing team to control the quality of the interventions within 
the local addiction support system as follows:

• Regular meetings with the project team
• Discuss and practise different the procedures and sit-

uations with the project team
• Regular check-ups of the technical components
• Ensuring of the technical support
• Regular contacts with local cooperation partners
• Informing and supporting the teams of the care pro-

viders
• Contacting study participants by the Regional 

Competence Center if information or feedback is 
missing

• Assessment of the fidelity criteria
• Regular information of the cooperation partners 

about the current status of the study
• Regular information of the city council

Regarding data integrity, a research assistant with 
training in data supervision will verify the consistency 
and completeness of data each month. In addition, this 
research assistant will conduct semi-annual monitor-
ing visits with research assistants responsible for data 
collection. The research assistant will assure that data 
are accurate and in agreement with any paper source 
documentation used, verify that informed consent for 
study participation has been properly obtained and 
documented, confirm that participants entered into the 
study meet inclusion and exclusion criteria, verify that 
study procedures are being conducted according to the 
standardized operating procedures and monitor serious 
adverse event reporting.

Plans for communicating important protocol amendments 
to relevant parties (e.g. trial participants, ethical 
committees) {25}
Any modifications to the protocol which may impact the 
study’s conduct or the potential benefit to the partici-
pants or which may affect participant safety will require 
a formal amendment to the protocol. Important protocol 
amendments must be submitted to local ethical commit-
tees and be communicated to all directly involved par-
ties, specifically the sponsoring team, the employees at 
the Regional Competence Centre, the Institute for Epi-
demiology and Medical Biometry at Ulm University, the 
funder and if needed the participants and service pro-
viders. The entry at the German Clinical Trial Register 
DRKS00026996 will be updated accordingly.

Dissemination plans {31a}
The dissemination plan follows best-practice recommen-
dations and aims to engage with PWUS, service providers 
and the public to disseminate the findings across private 
and public fields. All collaborators are encouraged to 
contribute to the dissemination of findings. The research 
results will be disseminated in peer-reviewed journals as 
well as during international and national conferences. In 
addition, findings will be disseminated widely to all stake-
holders via public platforms and social media. A project 
report in plain language will be sent to all participants 
and will be accessible on the project’s website.

Discussion
ASSIST is a complex intervention that aims to overcome 
well-known issues and challenges of the German addic-
tion support system (e.g. poor identification of substance 
users, inadequate networking between service provid-
ers, abstinence as a compulsory treatment goal, and 
unclear strategies to assign PWUS to addiction-specific 
treatment options) by combining established innovative 
approaches in mental health care. Based on an online 
assessment and sector-independent, indication-based 
and goal-specific treatment recommendations, PWUS 
will be assigned to appropriate services of the Stuttgart 
addiction support system. The individual and patient-
centred Treatment Assistant, developed with input from 
the PWUS in the Regional Competence Centre, will be 
displayed on an online platform that facilitates treatment 
monitoring and collaboration across the different service 
providers.

This protocol sets out the methods for evaluating the 
impact of ASSIST as an extension to the existing care as 
usual in Stuttgart. Stuttgart is the capital of the federal 
state of Baden-Württemberg and is characterized by a 
large, diverse and professional addiction support system 
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[55]. This RCT with a waitlist design and embedded pro-
cess evaluation will help to gain knowledge about the 
effectiveness and cost-effectiveness of ASSIST, but also 
about implementation outcomes and determinants.

A major strength is the full-coverage cooperation 
with service providers of the entire region of Stuttgart, 
enabling treatment coordination across a wide range of 
services and levels of care. However, the SARS-CoV-2 
pandemic and related contact restrictions have com-
plicated the initiation and strengthening of coopera-
tion during the pre-implementation phase. As ASSIST 
is a complex intervention relying on good networking 
with local service providers, the implementation success 
depends on each individual team member at local service 
providers and their willingness to engage themselves in 
the project. Thus, the low contact in the pre-implemen-
tation phase might impede the recruitment of study 
participants and the use of the Treatment Assistant by 
employees of cooperating facilities.

Another strength is that the effectiveness will be evalu-
ated independently of the service providers by Ulm 
University conducting a RCT, the gold standard in effec-
tiveness evaluation. Moreover, the prospective waitlist 
design allows for the evaluation of intra-individual changes 
under both conditions. On top of that, a comprehensive 
set of quantitative and qualitative data will be gathered 
to gain deep insights into implementation processes. As 
some of the scales to be used have not been validated yet 
in comparable conditions (e.g. the German version of the 
MATE-Q used during the intervention and the EPAS used 
as an outcome in PWUS), validity and intern consistency 
as reliability will be analysed as part of this study.

If the results of the current study are positive, it is 
planned to scale up ASSIST to other communities in 
Germany. The development of ASSIST more broadly will 
benefit from the extensive knowledge gained during the 
trial in terms of facilitators and barriers to sustainable 
implementation of a cross-sectoral care concept in sub-
stance use services. Finally, this randomized controlled 
trial will generate the first major body of evidence on the 
effectiveness and cost-effectiveness of sector-independent 
treatment coordination for people with substance-related 
disorders following an online assessment in Germany.

Trial status
Protocol version 4.0, September 10, 2021 (second 
amendment)

Recruitment started on November 1, 2021, and is 
expected to last for 12 months until November 1, 2022.

Abbreviations
ASSIST: Sector‑independent treatment coordination for people with sub‑
stance‑related disorders following an online assessment; CAN: Camberwell 

Assessment of Need ‑ European Version; CSQ‑8: Client Satisfaction Question‑
naire; CSSRI‑EU: Client Sociodemographic and Service Receipt Inventory 
– European Version; DHS : Deutsche Hauptstelle für Suchtfragen; EPAS: 
Assessment of Empowerment in Patients with Affective and Schizophrenic 
Disorders; EQ‑5D: Euro Quality of Life ‑ 5 Dimensions; FCS: Fully conditional 
specification; GAD‑7: Generalized Anxiety Disorder Scale; G‑BA: Federal Joint 
Committee; HoNOS: Health of the Nation Outcome Scale; ICF: International 
Classification of Functioning; ID: Identifier; ITT: Intention‑to‑treat; LOC: Level 
of care; MaCS: Mannheim Craving Scale; MATE: Measurements in the Addic‑
tions for Triage and Evaluation; PHQ‑4: Patient Health Questionnaire; PP: Per‑
protocol; PSS‑10: Perceived Stress Scale; PWUS: People who use substances; 
QALY: Quality‑adjusted life years; RCT : Randomized controlled trial; SAEs: Seri‑
ous adverse events; SDS: Severity of Dependence Scale; SSS‑8: Somatic Symp‑
tom Scale; WHODAS 2.0: World Health Organization Disability Assessment 
Schedule, Version 2.0; WHO‑QoL‑BREF: World Health Organization Quality of 
Life ‑ Short Version; ZUF‑8: Questionnaire of Treatment Satisfaction.

Acknowledgements
We acknowledge the advice and support of various experts involved in 
the conceptualization of the project, the intervention and the randomized 
controlled trial, including Prof. Thomas Becker (Ulm University), Theo Broekman 
(Bureau Bêta, Nijmegen), PD Angela Buchholz (UKE Hamburg), Prof. Reinhold 
Kilian (Ulm University), Prof. Joachim Körkel (Evangelische Hochschule Nürn‑
berg), Prof. Gerard M. Schippers (Amsterdam University Medical Center), Dr. 
med. Matthias Zuchowski (Robert‑Bosch‑Krankenhaus), their teams and others.
Moreover, we thank all the local health service providers who took part in 
the preparatory focus groups and expert interviews and who will contribute 
to patient recruitment and work with the Treatment Assistant, including 
Stephanie Biesinger (Lagaya), Elisabeth Dongus (Stadt Stuttgart), Connie Hol‑
ler (Evangelische Gesellschaft Stuttgart), Violeta Hristova‑Mintcheva (Lagaya), 
Bernd Klenk (Release Stuttgart), Carmen Lauble (Blaues Kreuz), Klaus Obert 
(Caritas Stuttgart), Sabine Pohlner (Caritas Stuttgart), Birgit Reinstorf (Daimler 
BKK), Ute Reser (Klinikum Stuttgart), Jan‑Patrick Schmidt (Daimler BKK) and 
their teams.
Finally, a special thanks goes to the participants in the adaptation phase and 
the future trial participants.

Authors’ contributions {31b}
AMS, TB, JR and MC developed the study design. MC and JR are leading the 
project and the implementation process. AMS will oversee the whole research 
process including the data management and data analysis. LS will coordi‑
nate the implementation of the intervention, while EP will coordinate the 
evaluation conduct. AMS wrote the first draft of the manuscript. All authors 
commented on and contributed to the successive drafts. All authors have read 
and approved the final manuscript.

Funding {4}
The project on which this publication is based was funded by the Innova‑
tion Committee at the Federal Joint Committee under the funding code 
01NVF19016 (ASSIST).
The funding body had no role in the study design, data collection and analy‑
sis, decision to publish or preparation of the manuscript.

Availability of data and materials {29}
Parts of the datasets (which will be anonymous) will be available from the 
corresponding author upon reasonable request. All quantitative, anonymous 
data supporting the results reported in future articles will be included in these 
published articles and their supplementary information files.

Funding
Open Access funding enabled and organized by Projekt DEAL.

Declarations

Ethics approval and consent to participate {24}
This study protocol and its two amendments were approved by the local 
Ethics Committee at the Landesärztekammer Baden‑Württemberg on 4 
March 2021, 23 March 2021 (amendment for sub‑studies prior to implemen‑
tation) and 7 October 2021 (amendment for the scales used to assess the 



Page 14 of 15Mueller‑Stierlin et al. Trials          (2022) 23:448 

secondary outcomes in the randomized controlled trial) (application number: 
F‑2020‑171).
All participants will be asked to provide written informed consent if they agree 
to participate in this study. The informed consent form describes the objective 
of the study and the study procedures for participants. Moreover, details are 
given on pseudonymization, voluntariness, risks, insurances, confidentiality 
and incentives. Special attention is paid to the data management, data stor‑
age and data protection. A detailed explanation of the intervention is available 
to the participants if they request, which is also written in layman’s terms. 
Contact data of the research team, the sponsoring team and data protec‑
tion officers are made available to the participants. Informed consent and 
additional information forms are available in German from the corresponding 
author upon request.

Consent for publication {32}
Not applicable.

Competing interests {28}
All authors declare that they have no competing interests.
The project is funded by the Innovation Committee from the Federal Joint 
Committee (G‑BA), grant number 01NVF19016 (ASSIST). The Federal Joint 
Committee (G‑BA) is the highest decision‑making body of the joint self‑
government of physicians, dentists, hospitals, and health insurance funds in 
Germany.

Author details
1 Department of Psychiatry II, Ulm University, Bezirkskrankenhaus Günzburg, 
Günzburg, Germany. 2 Institute of Epidemiology and Medical Biometry, Ulm 
University, Ulm, Germany. 3 Centre for Mental Health, Clinic for Addiction Medi‑
cine and Addictive Behavior, Klinikum Stuttgart, Stuttgart, Germany. 4 Depart‑
ment of Psychiatry, University of British Columbia, Vancouver, Canada. 

Received: 10 February 2022   Accepted: 23 April 2022

References
 1. Atzendorf J, Rauschert C, Seitz N‑N, Lochbühler K, Kraus L. The use of 

alcohol, tobacco, illegal drugs and medicines: an estimate of consump‑
tion and substance‑related disorders in Germany. Dtsch Arztebl Int. 
2019;116:577–84. https:// doi. org/ 10. 3238/ arzte bl. 2019. 0577.

 2. Deutsche Hauptstelle für Suchtfragen (DHS) e.V., editor. Jahrbuch Sucht 
2020. Lengerich: Pabst Science Publishers; 2020. ISBN 978‑3‑95853‑589‑3.

 3. Matos EG, Atzendorf J, Kraus L, Piontek D. Substanzkonsum in der Allge‑
meinbevölkerung in Deutschland. Sucht. 2016;62:271–81. https:// doi. org/ 
10. 1024/ 0939‑ 5911/ a0004 45.

 4. Thomasius R, Arnaud N, Holtmann M, Kiefer F. Substanzbezogene 
Störungen im Jugend‑ und jungen Erwachsenenalter. [Substance‑related 
disorders in adolescence and young adulthood]. Z Kinder Jugendpsychi‑
atr Psychother. 2020;48:448–52. https:// doi. org/ 10. 1024/ 1422‑ 4917/ a0007 
25.

 5. World Health Organization. WHO/UNODC/UNAIDS position paper: substi‑
tution maintenance therapy in the management of opioid dependence 
and HIV/AIDS prevention. Geneva: Switzerland; 2004.

 6. International Narcotics Control Board. Report of the International Narcot‑
ics Control Board for 2017 (E/INCB/2017/1); 2017.

 7. Rosner B, Neicun J, Yang JC, Roman‑Urrestarazu A. Opioid prescription 
patterns in Germany and the global opioid epidemic: systematic review 
of available evidence. PLoS One. 2019;14:e0221153. https:// doi. org/ 10. 
1371/ journ al. pone. 02211 53.

 8. Häuser W, Schug S, Furlan AD. The opioid epidemic and national guide‑
lines for opioid therapy for chronic noncancer pain: a perspective from 
different continents. Pain Rep. 2017;2:e599. https:// doi. org/ 10. 1097/ PR9. 
00000 00000 000599.

 9. Mann KF. Alkoholismus: Neue ärztliche Aufgaben bei Alkoholproblemen. 
Deutsches Ärzteblatt. 2002;99:A‑632 / B–515 / C‑486.

 10. Bischof G, Rumpf H‑J, Meyer C, Hapke U, John U. Inanspruchnahme 
medizinischer Versorgung bei Rauchern und riskant Alkohol konsumier‑
enden Personen: Ergebnisse einer repräsentativen Bevölkerungsstudie. 
[Medical care requested by smokers and at‑risk alcohol consumers: 

results of a representative population survey]. Gesundheitswesen. 
2004;66:114–20. https:// doi. org/ 10. 1055/s‑ 2004‑ 812706.

 11. Leune J. Versorgung abhängigkeitskranker Menschen in Deutschland. In: 
Deutsche Hauptstelle für Suchtfragen (DHS) e.V., editor. Jahrbuch Sucht 
2013. Lengerich: Pabst Science Publishers; 2013.

 12. Deutsche Hauptstelle für Suchtfragen (DHS) e.V. Die Versorgung von 
Menschen mit Suchtproblemen in Deutschland ‑ Analyse der Hilfen und 
Angebote & Zukunftsperspektiven. Update. 2019; 2019. https:// www. dhs. 
de/ filea dmin/ user_ upload/ pdf/ sucht hilfe/ Verso rgung ssyst em/ Die_ Verso 
rgung_ Sucht krank er_ in_ Deuts chland_ Update_ 2019. pdf. Accessed 10 
Feb 2022.

 13. Wienberg G. Versorgungsstrukturen von Menschen mit Alkoholproble‑
men in Deutschland‑ eine Analyse aus Public Health Perspektive. In: 
Mann KF, editor. Neue Therapieansätze bei Alkoholproblemen. Lengerich: 
Pabst Science Publishers; 2002. p. 17–45.

 14. Sobell MB, Sobell LC. It is time for low‑risk drinking goals to come out 
of the closet: addiction. Addiction. 2011;106:1715–7. https:// doi. org/ 10. 
1111/j. 1360‑ 0443. 2011. 03509.x.

 15. Gastfriend DR, Mee‑Lee D. Patient placement criteria. In: Galanter 
M, Kleber HD, editors. Psychotherapy for the treatment of substance 
abuse. 1st ed. Washington, DC: American Psychiatric Association Pub‑
lishing; 2010.

 16. Prestin E. (Selbst‑)Ermächtigung in der Psychiatrie: Überlegungen zu 
Grundlagen, Möglichkeiten und Grenzen. Kerbe ‑ Forum für soziale 
Psychiatrie. 2020;4:4–7.

 17. Manthey J, Kilian C, Schomerus G, Kraus L, Rehm J, Schulte B. Alkoholkon‑
sum in Deutschland und Europa während der SARS‑CoV‑2 Pandemie. 
Sucht. 2020;66:247–58. https:// doi. org/ 10. 1024/ 0939‑ 5911/ a0006 86.

 18. Kazemi DM, Borsari B, Levine MJ, Li S, Lamberson KA, Matta LA. A 
systematic review of the mHealth interventions to prevent alcohol and 
substance abuse. J Health Commun. 2017;22:413–32. https:// doi. org/ 10. 
1080/ 10810 730. 2017. 13035 56.

 19. Schippers GM, Broekman TG, Buchholz A, Rutten R. Introducing a new 
assessment instrument: the Measurements in the Addictions for Triage 
and Evalution (MATE). Sucht. 2009;55:209–18. https:// doi. org/ 10. 1024/ 
2009. 04. 03.

 20. Ludwig D. Jahresbericht der Drogenbeauftragten 2020. Berlin. https:// 
www. bunde sregi erung. de/ bregde/ servi ce/ publi katio nen/ jahre sberi cht‑ 
der‑ droge nbeau ftrag ten‑ 2020‑ 18212 36.

 21. Körkel J, Nanz M. Das Paradigma Zieloffener Suchtarbeit. In: akzept e.V. 
Bundesverband, Deutsche AIDS‑Hilfe, JES Bundesverband, editor. 3. 
Alternativer Drogen‑ und Suchtbericht; 2016. p. 196–204.

 22. Schippers GM, Broekman TG, Buchholz A, Koeter MWJ, van den Brink W. 
Measurements in the Addictions for Triage and Evaluation (MATE): an 
instrument based on the World Health Organization family of interna‑
tional classifications. Addiction. 2010;105:862–71. https:// doi. org/ 10. 
1111/j. 1360‑ 0443. 2009. 02889.x.

 23. Buchholz A, Rist F, Küfner H, Kraus L. Die deutsche Version des Measure‑
ments in the Addictions for Triage and Evaluation (MATE): Reliabilität. 
Validität und Anwendbarkeit. Sucht. 2009;55:219–42. https:// doi. org/ 10. 
1024/ 2009. 04. 04.

 24. Friedrichs A, Kraus L, Berner M, Schippers GM, Broekman TG, Rist F, et al. 
Adaption einer niederländischen Zuweisungsleitlinie für Patienten 
nach qualifiziertem Alkoholentzug – Ergebnisse einer Delphi‑Befra‑
gung. Suchttherapie. 2013;14:148–54. https:// doi. org/ 10. 1055/s‑ 0033‑ 
13543 94.

 25. Buchholz A, Dams J, Rosahl A, Hempleman J, König H‑H, Konnopka 
A, et al. Patient‑centered placement matching of alcohol‑dependent 
patients based on a standardized intake assessment: primary out‑
comes of an exploratory randomized controlled trial. Eur Addict Res. 
2020;26:109–21. https:// doi. org/ 10. 1159/ 00050 5913.

 26. Buchholz A, Friedrichs A, Berner M, König H‑H, Konnopka A, Kraus L, 
et al. Placement matching of alcohol‑dependent patients based on a 
standardized intake assessment: rationale and design of a randomized 
controlled trial. BMC Psychiatry. 2014;14:286. https:// doi. org/ 10. 1186/ 
s12888‑ 014‑ 0286‑8.

 27. McLellan AT, Hunkeler E. Patient satisfaction and outcomes in alcohol and 
drug abuse treatment. Psychiatr Serv. 1998;49:573–5. https:// doi. org/ 10. 
1176/ ps. 49.5. 573.

 28. Schreiner‑Hecheltjen J. Qualitätsmanagement und Qualitätssicherung in 
der Medizin: Aus der Praxis für die Praxis. Berlin: Lit‑Verlag; 2015.

https://doi.org/10.3238/arztebl.2019.0577
https://doi.org/10.1024/0939-5911/a000445
https://doi.org/10.1024/0939-5911/a000445
https://doi.org/10.1024/1422-4917/a000725
https://doi.org/10.1024/1422-4917/a000725
https://doi.org/10.1371/journal.pone.0221153
https://doi.org/10.1371/journal.pone.0221153
https://doi.org/10.1097/PR9.0000000000000599
https://doi.org/10.1097/PR9.0000000000000599
https://doi.org/10.1055/s-2004-812706
https://www.dhs.de/fileadmin/user_upload/pdf/suchthilfe/Versorgungssystem/Die_Versorgung_Suchtkranker_in_Deutschland_Update_2019.pdf
https://www.dhs.de/fileadmin/user_upload/pdf/suchthilfe/Versorgungssystem/Die_Versorgung_Suchtkranker_in_Deutschland_Update_2019.pdf
https://www.dhs.de/fileadmin/user_upload/pdf/suchthilfe/Versorgungssystem/Die_Versorgung_Suchtkranker_in_Deutschland_Update_2019.pdf
https://doi.org/10.1111/j.1360-0443.2011.03509.x
https://doi.org/10.1111/j.1360-0443.2011.03509.x
https://doi.org/10.1024/0939-5911/a000686
https://doi.org/10.1080/10810730.2017.1303556
https://doi.org/10.1080/10810730.2017.1303556
https://doi.org/10.1024/2009.04.03
https://doi.org/10.1024/2009.04.03
https://www.bundesregierung.de/bregde/service/publikationen/jahresbericht-der-drogenbeauftragten-2020-1821236
https://www.bundesregierung.de/bregde/service/publikationen/jahresbericht-der-drogenbeauftragten-2020-1821236
https://www.bundesregierung.de/bregde/service/publikationen/jahresbericht-der-drogenbeauftragten-2020-1821236
https://doi.org/10.1111/j.1360-0443.2009.02889.x
https://doi.org/10.1111/j.1360-0443.2009.02889.x
https://doi.org/10.1024/2009.04.04
https://doi.org/10.1024/2009.04.04
https://doi.org/10.1055/s-0033-1354394
https://doi.org/10.1055/s-0033-1354394
https://doi.org/10.1159/000505913
https://doi.org/10.1186/s12888-014-0286-8
https://doi.org/10.1186/s12888-014-0286-8
https://doi.org/10.1176/ps.49.5.573
https://doi.org/10.1176/ps.49.5.573


Page 15 of 15Mueller‑Stierlin et al. Trials          (2022) 23:448  

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 29. Attkisson CC, Zwick R. The client satisfaction questionnaire. Evaluation 
and program planning. 1982;5:233–7. https:// doi. org/ 10. 1016/ 0149‑ 
7189(82) 90074‑X.

 30. Schmidt J, Lamprecht F, Wittmann WW. Zufriedenheit mit der stationären 
Versorgung.: Entwicklung eines Fragebogens und erste Validitätsunter‑
suchungen. [Satisfaction with inpatient management. Development of 
a questionnaire and initial validity studies]. Psychother Psychosom Med 
Psychol. 1989;39:248–55.

 31. Kilian R, Becker T, Gabriele S, Welschehold M, Hertle C, Matschinger H, 
et al. Die Entwicklung eines standardisierten Verfahrens zur Messung von 
Empowerment im Prozess der psychiatrischen Behandlung von Patienten 
mit schweren psychischen Erkrankungen: Abschlussbericht. Ulm: Univer‑
sity of Ulm; 2012.

 32. Brooks RG, Rabin R, de Charro F. The measurement and valuation of 
health status using EQ‑5D: a European perspective: evidence from the 
EuroQol BIOMED Research Programme. Dordrchet: Kluwer Academic Pub; 
2003.

 33. Angermeyer MC, Kilian R, Matschinger H. WHOQOL‑100 und WHOQOL‑
BREF: Handbuch für die deutschsprachigen Versionen der WHO‑Instru‑
mente zur internationalen Erfassung von Lebensqualität. Göttingen: 
Hogrefe; 2000.

 34. Kilian R, Bernert S, Matschinger H, Mory C, Roick C, Angermeyer MC. Die 
standardisierte Erfassung des Behandlungs‑ und Unterstützungsbedarfs 
bei schweren psychischen Erkrankungen ‑ Entwicklung und Erprobung 
der deutschsprachigen Version des Camberwell Assessment of Need‑EU. 
[The standardized assessment of the need for treatment and support 
in severe mental illness: the development and testing of the German 
version of the Camberwell assessment of Need‑EU]. Psychiatr Prax. 
2001;28(Suppl 2):S79–83. https:// doi. org/ 10. 1055/s‑ 2001‑ 17789.

 35. Ustun TB, Chatterji S, Kostanjsek N, Rehm J, Kennedy C, Epping‑Jordan J, 
et al. Developing the World Health Organization Disability Assessment 
Schedule 2.0. Bull World Health Organ. 2010;88:815–23. https:// doi. org/ 
10. 2471/ BLT. 09. 067231.

 36. Andrews G, Kemp A, Sunderland M, von Korff M, Ustun TB. Normative 
data for the 12 item WHO Disability Assessment Schedule 2.0. PLoS One. 
2009;4:e8343. https:// doi. org/ 10. 1371/ journ al. pone. 00083 43.

 37. Wing JK, Lelliott P, Beevor AS. Progress on HoNOS. Br J Psychiatry. 
2000;176:392–3. https:// doi. org/ 10. 1192/ bjp. 176.4. 392.

 38. Andreas S, Harfst T, Dirmaier J, Kawski S, Koch U, Schulz H. A Psychometric 
evaluation of the German version of the ‘Health of the Nation Outcome 
Scales, HoNOS‑D’: on the feasibility and reliability of clinician‑performed 
measurements of severity in patients with mental disorders. Psychopa‑
thology. 2007;40:116–25. https:// doi. org/ 10. 1159/ 00009 8492.

 39. Gossop M, Darke S, Griffiths P, Hando J, Powis B, Hall W, et al. The Severity 
of Dependence Scale (SDS): psychometric properties of the SDS in Eng‑
lish and Australian samples of heroin, cocaine and amphetamine users. 
Addiction. 1995;90:607–14. https:// doi. org/ 10. 1046/j. 1360‑ 0443. 1995. 
90560 72.x.

 40. Sobell LC, Sobell MB. Timeline Follow‑Back. In: Litten RZ, Allen JP, editors. 
Measuring alcohol consumption: psychosocial and biochemical meth‑
ods. Totowa, NJ: Humana Press; 1992. p. 41–72. https:// doi. org/ 10. 1007/ 
978‑1‑ 4612‑ 0357‑5_3.

 41. Robinson SM, Sobell LC, Sobell MB, Leo GI. Reliability of the Timeline Fol‑
lowback for cocaine, cannabis, and cigarette use. Psychol Addict Behav. 
2014;28:154–62. https:// doi. org/ 10. 1037/ a0030 992.

 42. Nakovics H, Diehl A, Geiselhart H, Mann KF. Entwicklung und Validierung 
eines Instrumentes zur substanzunabhängigen Erfassung von Craving: 
Die Mannheimer Craving Scale (MaCS). [Development and validation of 
an overall instrument to measure craving across multiple substances: the 
Mannheimer Craving Scale (MaCS)]. Psychiatr Prax. 2009;36:72–8. https:// 
doi. org/ 10. 1055/s‑ 2008‑ 10675 46.

 43. Gierk B, Kohlmann S, Kroenke K, Spangenberg L, Zenger M, Brähler E, 
et al. The Somatic Symptom Scale‑8 (SSS‑8): a brief measure of somatic 
symptom burden. JAMA Intern Med. 2014;174:399–407. https:// doi. org/ 
10. 1001/ jamai ntern med. 2013. 12179.

 44. Gierk B, Kohlmann S, Toussaint A, Wahl I, Brünahl CA, Murray AM, et al. 
Assessing somatic symptom burden: a psychometric comparison of the 
Patient Health Questionnaire‑15 (PHQ‑15) and the Somatic Symptom 
Scale‑8 (SSS‑8). J Psychosom Res. 2015;78:352–5. https:// doi. org/ 10. 
1016/j. jpsyc hores. 2014. 11. 006.

 45. Kroenke K, Spitzer RL, Williams JBW, Löwe B. An ultra‑brief screening scale 
for anxiety and depression: the PHQ‑4. Psychosomatics. 2009;50:613–21. 
https:// doi. org/ 10. 1176/ appi. psy. 50.6. 613.

 46. Spitzer RL, Kroenke K, Williams JBW, Löwe B. A brief measure for 
assessing generalized anxiety disorder: the GAD‑7. Arch Intern Med. 
2006;166:1092–7. https:// doi. org/ 10. 1001/ archi nte. 166. 10. 1092.

 47. Cohen S, Kamarck T, Mermelstein R. A global measure of perceived stress. 
J Health Soc Behav. 1983;24:385–96.

 48. Klein EM, Brähler E, Dreier M, Reinecke L, Müller KW, Schmutzer G, et al. 
The German version of the Perceived Stress Scale ‑ psychometric charac‑
teristics in a representative German community sample. BMC Psychiatry. 
2016;16:159. https:// doi. org/ 10. 1186/ s12888‑ 016‑ 0875‑9.

 49. Roick C, Kilian R, Matschinger H, Bernert S, Mory C, Angermeyer MC. Die 
deutsche Version des Client Sociodemographic and Service Receipt 
Inventory – Ein Instrument zur Erfassung psychiatrischer Versorgung‑
skosten. [German adaptation of the client sociodemographic and 
service receipt inventory ‑ an instrument for the cost of mental health 
care]. Psychiatr Prax. 2001;28(Suppl 2):S84–90. https:// doi. org/ 10. 
1055/s‑ 2001‑ 17790.

 50. Cohen J. Statistical power analysis for the behavioral sciences. 2nd ed. 
Hoboken: Taylor and Francis; 1988.

 51. Faul F, Erdfelder E, Lang A‑G, Buchner A. G*Power 3: a flexible statistical 
power analysis program for the social, behavioral, and biomedical sci‑
ences. Behavior Research Methods. 2007;39:175–91.

 52. Rohlmann F, Muche R, Goldschmidt L. Randomisierung in klinischen 
Studien. Praktische Umsetzung mit dem Randomisationsprogramm 
ROM. In: Schweizer B, Großmann C, Meule M, Gaus W, editors; Ulm. Ulm: 
Universitätsverlag Ulm; 2004. p. 168–171.

 53. van Buuren S. Multiple imputation of discrete and continuous data by 
fully conditional specification. Stat Methods Med Res. 2007;16:219–42. 
https:// doi. org/ 10. 1177/ 09622 80206 074463.

 54. Rubin DB. Multiple imputation for nonresponse in surveys. 99th ed. 
Hoboken: John Wiley & Sons Inc; 2009.

 55. Oliva H, Martin M, Görgen W, Schu M. Evaluation der ambulanten 
Suchthilfe und Suchtprävention der Landeshauptstadt Stuttgart: 
Abschlussbericht. Köln: FOGS (Gesellschaft für Forschung und Beratung 
im Gesundheits‑ und Sozialbereich); 2019. p. 181.

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

https://doi.org/10.1016/0149-7189(82)90074-X
https://doi.org/10.1016/0149-7189(82)90074-X
https://doi.org/10.1055/s-2001-17789
https://doi.org/10.2471/BLT.09.067231
https://doi.org/10.2471/BLT.09.067231
https://doi.org/10.1371/journal.pone.0008343
https://doi.org/10.1192/bjp.176.4.392
https://doi.org/10.1159/000098492
https://doi.org/10.1046/j.1360-0443.1995.9056072.x
https://doi.org/10.1046/j.1360-0443.1995.9056072.x
https://doi.org/10.1007/978-1-4612-0357-5_3
https://doi.org/10.1007/978-1-4612-0357-5_3
https://doi.org/10.1037/a0030992
https://doi.org/10.1055/s-2008-1067546
https://doi.org/10.1055/s-2008-1067546
https://doi.org/10.1001/jamainternmed.2013.12179
https://doi.org/10.1001/jamainternmed.2013.12179
https://doi.org/10.1016/j.jpsychores.2014.11.006
https://doi.org/10.1016/j.jpsychores.2014.11.006
https://doi.org/10.1176/appi.psy.50.6.613
https://doi.org/10.1001/archinte.166.10.1092
https://doi.org/10.1186/s12888-016-0875-9
https://doi.org/10.1055/s-2001-17790
https://doi.org/10.1055/s-2001-17790
https://doi.org/10.1177/0962280206074463

	Effectiveness and cost-effectiveness of sector-independent treatment coordination for people with substance-related disorders following an online assessment (ASSIST): study protocol for a randomized controlled trial
	Abstract 
	Background: 
	Methods: 
	Discussion: 
	Trial registration: 

	Administrative information
	Introduction
	Background and rationale {6a}
	Objectives {7}
	Trial design {8}

	Methods: participants, interventions and outcomes
	Study setting {9}
	Eligibility criteria {10}
	Who will take informed consent? {26a}
	Additional consent provisions for collection and use of participant data and biological specimens {26b}

	Interventions
	Explanation for the choice of comparators {6b}
	Intervention description {11a}
	Criteria for discontinuing or modifying allocated interventions {11b}
	Strategies to improve adherence to interventions {11c}
	Relevant concomitant care permitted or prohibited during the trial {11d}
	Provisions for post-trial care {30}
	Outcomes {12}
	Primary outcome
	Secondary outcomes
	Health economic outcomes
	Implementation factors and outcomes

	Participant timeline {13}
	Sample size {14}
	Recruitment {15}

	Assignment of interventions: allocation
	Sequence generation {16a}
	Concealment mechanism {16b}
	Implementation {16c}

	Assignment of interventions: blinding
	Who will be blinded {17a}
	Procedure for unblinding if needed {17b}

	Data collection and management
	Plans for assessment and collection of outcomes {18a}
	Plans to promote participant retention and complete follow-up {18b}
	Data management {19}
	Confidentiality {27}
	Plans for collection, laboratory evaluation and storage of biological specimens for genetic or molecular analysis in this trialfuture use {33}

	Statistical methods
	Statistical methods for primary and secondary outcomes {20a}
	Interim analyses {21b}
	Methods for additional analyses (e.g. subgroup analyses) {20b}
	Methods in analysis to handle protocol non-adherence and any statistical methods to handle missing data {20c}
	Plans to give access to the full protocol, participant-level data and statistical code {31c}

	Oversight and monitoring
	Composition of the coordinating centre and trial steering committee {5d}
	Composition of the data monitoring committee, its role and reporting structure {21a}
	Adverse event reporting and harms {22}
	Frequency and plans for auditing trial conduct {23}
	Plans for communicating important protocol amendments to relevant parties (e.g. trial participants, ethical committees) {25}
	Dissemination plans {31a}

	Discussion
	Trial status
	Acknowledgements
	References


