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Abstract
Background: Over the last 30 years the number of people who drink alcohol at harmful levels has increased in
many countries. There have also been large increases in rates of sexually transmitted infections. Available evidence
suggests that excessive alcohol consumption and poor sexual health may be linked. The prevalence of harmful
alcohol use is higher among people attending sexual health clinics than in the general population, and a third of
those attending clinics state that alcohol use affects whether they have unprotected sex. Previous research has
demonstrated that brief intervention for alcohol misuse in other medical settings can lead to behavioral change,
but the clinical and cost-effectiveness of this intervention on sexual behavior have not been examined.
Methods: We will conduct a two parallel-arm, randomized trial. A consecutive sample of people attending three
sexual health clinics in London and willing to participate in the study will be screened for excessive alcohol
consumption. Participants identified as drinking excessively will then be allocated to either active treatment (Brief
Advice and referral for Brief Intervention) or control treatment (a leaflet on healthy living). Randomization will be via
an independent and remote telephone randomization service and will be stratified by study clinic. Brief Advice will
comprise feedback on the possible health consequences of excessive alcohol consumption, written information
about alcohol and the offer of an appointment for further assessment and Brief Intervention. Follow-up data on
alcohol use, sexual behavior, health related quality of life and service use will be collected by a researcher masked
to allocation status six months later. The primary outcome for the study is mean weekly alcohol consumption
during the previous three months, and the main secondary outcome is the proportion of participants who report
unprotected sex during this period.
Discussion: Opportunistic intervention for excessive alcohol use has been shown to be effective in a range of
medical settings. The SHEAR study will examine whether delivering such interventions in sexual health clinics results
in reductions in alcohol consumption and will explore whether this is associated with changes in sexual behavior.
Keywords: Alcohol misuse, Intervention, Randomized controlled trial, Sexual health, Effectiveness

Background
Concerns have been raised regarding increased levels of
alcohol consumption in many countries [1]. It is estimated that as many as one in five adults drink too much
alcohol in the UK [2]. This may take the form of sustained excessive consumption or episodic bouts of
‘binge’ drinking. Excessive alcohol consumption can lead
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to a range of physical and mental health problems,
which result in increased use of healthcare services and
costs to society associated with sickness absence, unemployment, accidents and crime [3].
The proportion of people who drink excessively has
increased considerably over the last 30 years, especially
among people aged under 25 [4]. Increasing levels of alcohol misuse have been accompanied by large increases
in rates of sexually transmitted infections [5]. The figures published by the Health Protection Agency (HPA)
in 2010 showed a record level of nearly half a million
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new diagnoses. While we do not know if alcohol use is
implicated in this increase, epidemiological data suggest
that it may be. For instance, cross-sectional data from a
sample of over 1,000 young people in nine European cities demonstrated that alcohol consumption was associated with the number of sexual partners and age at first
sexual contact [6]. In the United States, changes in the
price of alcohol in the 1980s and 1990s were highly correlated with changes in rates of gonorrhoea [7]. Policies
which succeeded in reducing drunk driving rates in
young men in the United States were associated with
subsequent reductions in gonorrhoea rates among young
males [8]. Further evidence to support an association between alcohol consumption and sexual behavior comes
from cross-sectional surveys, which have also demonstrated high levels of alcohol consumption among people
attending sexual health clinics [9-11]. In one study, over
a third of participants indicated that their attendance was
alcohol related [10].
Systematic reviews of brief interventions for alcohol
misuse have shown that they lead to clinically important
reductions in alcohol consumption across a range of
healthcare settings [12,13]. Interventions delivered in a
single session appear to be as effective as more lengthy
ones [14]. Stepped interventions in which people receive
interventions of greater intensity depending on the extent of their needs have also demonstrated positive
effects [15,16].
To date, there has been only one randomized trial of
brief intervention for alcohol misuse in a sexual health
setting [17]. In this study, half of a total sample of 184
people found to be drinking excessively was offered a
brief intervention delivered by one of two trained nurses.
At a three-month follow-up 62 % of those that received
the brief intervention reported consuming less alcohol
compared to 47 % of those in the control arm of the
trial. While this study demonstrated the feasibility of a
randomized trial of brief alcohol intervention for people
attending sexual health clinics, the intervention was
delivered by a research nurse, rather than those already
working in the clinic, limiting the generalizability of the
study findings. In addition, the impact of brief intervention on sexual health outcomes was not explored and
the costs and cost-effectiveness of the intervention were
not examined. There is widespread recognition of the
need for experimental studies to examine the clinical
effects and cost-effectiveness of screening and brief
intervention for alcohol misuse for people who attend
sexual health clinics [18].
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intervention for alcohol misuse for people who attend
sexual health clinics and consume excessive alcohol. To
achieve this aim we will:
1. Test whether brief intervention reduces subsequent
alcohol consumption measured six months later
compared to the control treatment.
2. Examine whether brief intervention compared to
control treatment is associated with changes in
sexual behavior.
3. Examine the cost-effectiveness of brief intervention
compared to control treatment.
Hypotheses

i. Brief intervention for those attending sexual health
clinics and drinking excessively reduces mean weekly
alcohol consumption over a 12-week period prior to
the 6-month follow-up interview (that is, weeks 13
to 24 after intervention).
ii. Brief intervention for those attending sexual health
clinics and drinking excessively reduces the
likelihood of unprotected sexual intercourse over a
12-week period prior to the 6-month follow-up
interview.
iii. Brief intervention for those attending sexual health
clinics and drinking excessively is more cost-effective
than control treatment.

Methods/Design
The design is a two parallel-arm, single-blind, individually randomized controlled trial. The trial will be an integrated clinical and economic evaluation and will
compare the intervention versus control treatment on
alcohol consumption, sexual behavior, health-related
quality of life and costs in the six months following
randomization. We will also conduct a parallel process
evaluation, which will include an examination of the uptake of study interventions and an analysis of qualitative
data from in-depth interviews with a sample of service
users and providers. These data will help us to examine
the uptake and acceptability of the interventions being
used and explore the relationship between the study
context and outcomes.
Study setting

Study participants will be recruited from three sexual
health clinics in London. Collectively, these clinics serve
a diverse population with high levels of alcohol misuse
and poor sexual health [19,20].

Research objectives

The aim of the SHEAR study (Sexual Health and Excessive Alcohol: Randomized trial) is to examine the effectiveness and cost-effectiveness of opportunistic brief

Recruitment

At each clinic where we recruit participants, information
about the study will be displayed on posters in waiting
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rooms. On days when recruitment is taking place, clinic
staff will hand all those attending the service a postcard
with information about the study and ask people if they
would be willing to meet a researcher. If they agree to
this, a researcher will explain the rationale for the study
and give them a copy of the Patient Information Leaflet.
The Patient Information Leaflet states that we are conducting a study about ‘sexual health and lifestyle advice’
and only refers to alcohol in the context of other aspects
of lifestyle, such as exercise, diet and smoking. The researcher will encourage potential participants to spend
as much time as they want asking questions about the
study and considering whether they wish to take part or
not. Before any trial specific procedures are performed,
the patient will sign and date the Informed Consent
Form. For those willing to provide consent, eligibility to
participate in the study will be assessed and baseline
clinical and demographic data will be collected. Potential
participants will be asked five questions on ‘health and
lifestyle’. We will check with participants the contact
details they have given to clinic staff to make sure they
are correct. We will ask participants for other information that may assist follow-up and seek written informed
consent to contact their general practitioner solely for
the purpose of helping us collect follow-up data. A recruitment flow chart is presented in Figure 1.
Randomization

Those who are eligible will be randomized to brief intervention or control treatment. The researcher will provide those who are ineligible with written information
about health and lifestyle. Remote telephone
randomization will be undertaken through a fully automated telephone-based service operated by an independent Clinical Trials Unit. Equal numbers of participants
will be randomized to each arm of the trial. We will use
permuted blocks stratified by the clinic, with block size
randomly assigned to between four and six. The researcher will notify the treating clinician concerning
which arm of the trial they are in. This researcher will
play no part in the collection of follow-up data.
Follow-up

Three months after randomization, study participants
will receive a phone call, text message or an email thanking them for taking part in the study, reminding them
that they will be contacted in three months’ time to
complete the follow-up interview, and asking them to let
us know whether their contact details are likely to
change during this period. If, at six months, our attempts
to contact a participant are unsuccessful, we will check
their contact details against those given during any subsequent visits to the clinic. If the participant provided
consent for us to contact their general practitioner, a
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family member or friend we will contact them to obtain
updated contact details for the participant. Follow-up
interviews will be carried out by telephone, unless the
participant requests a face-to-face interview. Any faceto-face interview will take place at the clinic at a time
which is convenient for the participant. Any travel costs
or other reasonable expenses incurred by the participant
will be reimbursed. All participants will be offered a £15
honoraria after completion of the six-month follow-up
interview.
Planned interventions

We will test the effects of Brief Advice and referral
delivered by the treating clinician. The intervention is
based on that used in a previous trial conducted in an
emergency medical setting [15]. The intervention
consists of:
 Confirming the current level of alcohol use and brief

feedback that alcohol use at that level has the
potential to harm health
 Making a link between alcohol and clinic attendance
 Written information on alcohol and health in the
form of a leaflet recommended by the Department
of Health: ‘How much is too much’ [21]
 The offer of an appointment with an Alcohol Health
Worker (AHW).
This form of intervention was previously tested in a
feasibility study in a sexual health clinic and found to be
acceptable to clinicians working in this busy clinical
setting [9].
On days when participants are recruited from the
clinics, an Alcohol Health Worker will be available to
see those who are willing to receive further help. Brief
Intervention delivered by the AHW will last up to
30 minutes and use the ‘FRAMES’ approach [14,22].
For any participant who is drinking at a harmful or
dependent level, the AHW will have the option of
arranging a follow-up appointment or referring them
on to local alcohol services for individual alcohol
counseling, detoxification and so on. In the event that
the participant is unable to attend an appointment that
day they will be offered an appointment on a later
date or telephone-based support and advice.
Control treatment

Those randomized to control treatment will be offered a
copy of the leaflet ‘Five Choices to Help You Stay
Healthy’ [23], which provides general information on
preventative health, including alcohol use, diet, exercise,
cigarette smoking and details of how to obtain further
information about health and lifestyle.
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Enrolment

People attending sexual health clinics
provided with information and
assessed for eligibility using the
Modified-Single Alcohol
Screening Question (M-SASQ)

Complete collection of baseline data
on sexual behaviour and healthrelated quality of life

Excluded:
Aged under 19
Not misusing alcohol
according to M-SASQ
Unwilling to provide written
informed consent to participate

Allocation

Randomised by researcher who
informs treating clinician who delivers
brief intervention

Allocated brief intervention
(Including offer of appointment with
Alcohol Health Worker)

Follow up

Lost to follow-up at six months

Analysis

Data collected and analysed on
alcohol consumption, sexual health,
quality of life and service utilisation

Allocated control treatment (Leaflet
on health and lifestyle)

Lost to follow-up at six months

Data collected and analysed on
alcohol consumption, sexual health,
quality of life and service utilisation

Figure 1 Recruitment flow diagram.

Treatment integrity

Treatment integrity will be maximized through training,
supervision and checks on written notes kept by clinicians
and Alcohol Health Workers. All clinicians who deliver
the brief intervention will receive training in accordance
with Department of Health guidelines (www.alcohollearningcentre.org.uk). All Alcohol Health Workers who take
part in the study will be experienced practitioners who
have undertaken specific training in counseling people
who misuse alcohol. All Alcohol Health Workers will receive regular clinical supervision. Clinical supervisors will
encourage Alcohol Health Workers to discuss work with
trial participants along with other patients they see.
Front-line clinicians will be asked to complete a short
tick box proforma for each study participant to indicate
whether the four components of the Brief Advice and

referral are delivered. Alcohol Health Workers will be
asked to complete a longer proforma which will record the
number and length of session(s), interventions delivered
during the session(s) and further information on referrals
that were subsequently made. The proforma is based on
that used to assess treatment fidelity in our previous trial
of brief intervention in the Accident and Emergency Department [15]. At the end of the study, we will inspect a
random sample of 20% of all study proforma to identify
the proportion of people in the experimental arm of the
trial who receive the interventions they were allocated.
Planned inclusion/exclusion criteria

To maximize generalizability of study findings, we have
kept our inclusion criteria broad and limited our exclusion criteria. To participate in the study people must be
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aged 19 years or above, be drinking excessively according to the Modified-Single Alcohol Screening Question
[24] and be willing to provide written informed consent
to take part in the study. The age limit is because people
younger than 19 years attending sexual health clinics receive health advice. We will exclude any person who is
unable to communicate in English sufficiently to
complete baseline questionnaires, anyone who does not
have an address or contact telephone number, and anyone who believes they may not be contactable in six
months’ time.
Measures
Baseline measures

Basic demographic data on age, gender, and ethnicity
will be extracted from clinic records and checked with
the patients to make sure they are correct.
All patients consenting to take part will be asked to
complete a computer-assisted self-completion interview
[25,26].
Alcohol consumption will be assessed using the
Modified-Single Alcohol Screening Question (M-SASQ).
The M-SASQ is a brief validated measure of harmful alcohol use that is acceptable to patients in general medical settings [24]. It consists of a single question - for
men: ‘How often do you drink more than eight units of
alcohol on one occasion?’ and for women: ‘How often do
you drink more than six units of alcohol on one occasion?’ To help people answer this question they are
shown a card which describes what a unit of alcohol is.
Those drinking at such levels once a month or more are
considered eligible. The question on alcohol is embedded in a series of four other questions asking about diet,
exercise and smoking.
In addition, eligible patients will be prompted to answer
questions on their sexual behavior and health-related
quality of life (EuroQol 5 Dimensions (EQ-5D) [27]).
Follow-up measures

Follow-up data will be obtained by a telephone interview
by a researcher who is masked to the participant’s allocation status.
Alcohol consumption data in the last 90 days will be
collected using the Form 90. The Form 90 is a validated
alcohol consumption assessment tool which provides a
detailed day-by-day account of alcohol use in the 90 days
prior to the interview [28].
In addition, participants will be asked about hazardous
drinking (Alcohol Use Disorders Identification TestConsumption (AUDIT-C) [29]), sexual behavior in the
last three months, health-related quality of life (EQ-5D
[27]) and resource use during the previous six months
(Adult Service Use Schedule [30]).
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Outcomes

1. Primary: Mean weekly units of alcohol consumed
during the previous 90 days using the Form 90 [28].
2. Main secondary: Whether or not the participant has
had unprotected sex in the last three months.
3. Other secondary: Mean units consumed per drinking
day and percentage days abstinent, both measured
using the Form 90, and whether or not the
participant is drinking alcohol at hazardous levels
using the AUDIT-C [29].
Our secondary sexual behavior outcomes are based on
those used in a previously reported study [31] and will
comprise: total number of sexual partners during the last
three months, any incidence of regretted sex in the last
three months, number of people they had unprotected sex
with (anal or vaginal sex without a condom) in the three
months before the interview, any incidence of unprotected
sex while drunk in the last three months, how long they
knew their last sexual partner before they had sex with
them, unwanted pregnancy and any new diagnosis of a
sexually transmitted infection in the last three months.
Sample size

Initial sample size calculations were based on comparison of the primary outcome. In order to achieve 80%
power to detect a mean weekly difference of 23.4 units
of alcohol consumption with standard deviation of 58
units [15], 97 evaluable participants per arm were
needed. An inflation factor of 1.15 for clustering by clinician in the intervention arm was considered [32], based
on an intracluster correlation coefficient of 0.04 [33] and
a cluster size of 7 in the intervention arm. Together with
an anticipated 30 % drop-out rate at six months, the initial recruitment target was, therefore, 160 per arm.The
first months of the trial showed that recruitment and retention rates were higher than expected; the sample size
was, therefore, modified to provide additional power to
test both the primary and main secondary hypotheses (a
reduction in unprotected sexual intercourse) of interest.
The final sample size was based on a practical size of
380 per arm (760 in total). If 65% of participants had unprotected sex in the control group compared to 50% in
the intervention arm, the power to detect such an effect
would be above 90%, assuming a 25% drop out, and a
clustering design effect of 1.15. The power would remain
above 80% if the absolute difference is 13%.
Statistical analysis

Baseline characteristics will be reported by treatment
arm. The primary outcome will be analyzed using
random-effects linear regression adjusted for age, sex
and harmful alcohol use measured at baseline, testing for
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the presence of an intervention effect between the two
arms. The random-effects model will take into account
clustering by sexual health clinic and, in the intervention
arm, by treating clinician [34].
Alcohol consumption is not expected to be normally
distributed and particular care will be taken to check the
validity of the regression, including normality and homoscedasticity of the residuals. If the assumptions are violated, sensitivity analysis will be performed as appropriate.
Participants who dropped out from the trial will be
compared to the completers. Sensitivity of the results to
missing data will be assessed by performing multiple
imputations; further models allowing for missing not at
random mechanism will also be considered [35].
The main secondary outcome will be compared in the
same way as the primary, using logistic regression and
adjusting for unprotected sex at baseline. Other secondary
outcomes will be compared using linear or logistic regression, and adjusted for baseline value, as appropriate.
In order to assess for possible heterogeneity of the
intervention effect, primary and main secondary outcomes will also be reported by the following subgroups:
gender, age (<25, 25 to 35, 35 and older), ethnicity (white
vs. other), sexual orientation (heterosexual vs. other).
All analyses will be performed according to the
randomization arm (intention-to-treat), and two-sided
P-values considered significant when below 0.05.
The economic evaluation will take the NHS/Personal
Social Services perspective preferred by the National
Institute for Health and Clinical Excellence [36] and
shown to be the key cost sectors in our previous research of brief intervention for alcohol misuse [30].
Data on uptake of the brief intervention will be collected from records to avoid patients revealing their
treatment group to the research assessors. Data on indirect time, including preparation and supervision, will
be collected directly from the treating clinician. Data
on the use of other health and social services will be
collected using the Adult Service Use Schedule (ADSUS) adapted for alcohol misuse in previous research
[30]. The cost of the brief intervention will be directly
calculated from salaries using a micro-costing approach
[37]. National UK unit costs will be applied to medication, hospital contacts and community health and social services [38,39].
Differences in mean costs will be analyzed using standard
parametric t-tests with the validity of results confirmed
using bias-corrected, nonparametric bootstrapping (repeat
re-sampling) [40]. Despite the skewed nature of cost data,
this approach is recommended to enable inferences to be
made about the arithmetic mean [41]. Cost-effectiveness
will be assessed through the calculation of incremental
cost-effectiveness ratios [42] and will be explored in terms
of alcohol consumption (primary economic analysis) and
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quality adjusted life years (QALYs) using the EQ-5D measure of health-related quality of life (secondary economic
analysis). Uncertainty around the cost and effectiveness
estimates will be represented by cost-effectiveness acceptability curves [43].
Ethical issues

Approval for the study was obtained from West London
Research Ethics Committee 3 (10/H0706/29) and The
Research and Development departments of Chelsea and
Westminster Hospital NHS Foundation Trust and Imperial College Healthcare NHS Trust prior to the start
of data collection at each local clinic. Only those who
agree to provide written informed consent will be
included in the study. Each potential participant will be
provided with a copy of an information sheet that
includes a contact number for the study team.

Discussion
The SHEAR study is the first large-scale randomized
trial to examine the clinical and cost-effectiveness of
brief intervention for alcohol misuse for people attending sexual health clinics. We are testing a very brief approach to screening and intervention that is aimed at
accurately identifying people who are drinking excessively and helping them reduce their drinking while minimizing any disruption to normal clinical practice. The
use of a short (single-item) screening question may have
other benefits. It has been argued that previous trials of
brief intervention for excessive alcohol use may underestimate the impact of ‘active’ treatment because the
process of assessing alcohol use may itself highlight this
issue and prompt people to reflect on and consider reducing the amount they drink [44]. In the SHEAR study
all material used to publicize and recruit participants
refers to alcohol in the context of other lifestyle factors
that affect health, such as smoking and diet. We believe
that this approach better represents the absence of enquiry or information about alcohol that people currently
receive in this and other medical settings, thus allowing
us to examine the full impact associated with the brief
intervention we are testing.
The form of Brief Advice and referral that we are using
is offered to participants after their main health concerns
have already been met [45] and includes a brief statement about health consequences of alcohol use, an approach which has been demonstrated to increase uptake
of brief alcohol interventions [46]. While this form of
intervention has been shown to be acceptable to patients
in other settings, we know very little about acceptability
in sexual health clinics. We will use quantitative data on
levels of uptake of interventions and qualitative data
from in-depth interviews with service users and providers to examine the acceptability of screening and Brief
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Advice to people who are found to be drinking excessively in this setting.
In addition to being large enough to demonstrate
reductions in alcohol consumption of a magnitude seen
in previous trials, the relatively large sample size means
that we have sufficient power to examine clinically important changes in sexual behavior associated with this
intervention. While reducing the level of alcohol misuse
is worthwhile, the widespread uptake of brief intervention across sexual health clinics may require evidence
that any change in drinking are associated with changes
in sexual behavior [18]. However, we are only collecting
data from people attending three sexual health clinics in
London. The findings might not be generalizable to
those in rural areas or people with different cultural and
socioeconomic backgrounds.
The study faces a number of important challenges, including the need to ensure the fidelity of a brief intervention delivered by over 30 clinicians working across
three different clinics, and the need to achieve a high
follow-up rate in a relatively young and mobile study
population. If we are able to meet these challenges,
we will generate data about the clinical and costeffectiveness of a form of brief screening and intervention that has the potential to be delivered more widely
across sexual health clinics and help establish whether
the previously reported association between high alcohol
consumption and poor sexual health is a causal one.
Trial status

Recruitment is on-going (800 participants recruited as of
end of April 2012).
Abbreviations
AD-SUS: Adult Service Use Schedule; AHW: Alcohol Health Worker; AUDITC: Alcohol Use Disorders Identification Test-Consumption; EQ-5D: EuroQol 5
Dimensions; M-SASQ: Modified-Single Alcohol Screening Question.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
MC, RS, BB, SB, JG, LB, MS, RT and HW contributed to the design of the
study. All authors contributed to development of the study protocol. MC
and RS drafted the manuscript. All authors provided a critical review and
final approval of the manuscript.
Acknowledgements
This research is supported by funding from the Department of Health and
the National Institute for Health Research Health Technology Assessment
Programme (Ref: 09/91/04). Results will be published in full in the Health
Technology Assessment journal series. The views and opinions expressed
herein are those of the authors and do not necessarily reflect those of the
Department of Health.
Author details
1
Centre for Mental Health, Imperial College, London, UK. 2Centre for the
Economics of Mental and Physical Health, King’s College, London, UK.
3
Central and North West London NHS Foundation Trust, London, UK.
4
Chelsea and Westminster hospital NHS Foundation Trust, London, UK.
5
PRIMENT Clinical Trials Unit, University College, London, UK. 6Centre for

Page 7 of 8

Neuropsychopharmacology, Imperial College, London, UK. 7MRC Biostatistics
Unit, Cambridge, UK. 8Imperial College Healthcare NHS Foundation Trust,
London, UK. 9School of Public Health, Imperial College, London, UK.
Received: 9 March 2012 Accepted: 7 August 2012
Published: 25 August 2012
References
1. Lieber CS: Medical disorders of alcoholism. N Engl J Med 1995, 333:1058–1065.
2. Office for National Statistics: Living in Britain: Results from the 1998 General
Household Survey. London: Stationery Office; 2000.
3. Department of Health: Safe, Sensible, Social - Consultation on Further Action.
London: Department of Health; 2008.
4. Lader D, Meltzer H: Drinking: Adults' Behaviour and Knowledge in 2000.
London: Office of National Statistics; 2001.
5. PHLS: Sexual health in Britain: Recent Changes in High-Risk Sexual Behaviours
and the Epidemiology of Sexually Transmitted Infections including HIV.
London: PHLS Communicable Disease Surveillance Centre; 2002.
6. Bellis MA, Hughes K, Calafat A, Juan M, Ramon A, Rodriguez JA: Sexual uses
of alcohol and drugs and the associated health risks: a cross sectional
study of young people innine European cities. BMC Public Health 2008,
8:155.
7. CDC: Alcohol Policy and Sexually Transmitted Disease Rates - United States,
1981–1995. Morbidity Mortality Weekly Report 49. Atlanta, GA: The Centers for
Disease Control and Prevention; 2000:346–349.
8. Carpenter C: Youth alcohol use and risky sexual behaviour: evidence
from underage drunk driving laws. J Health Econ 2005, 24:613–628.
9. Crawford MJ, Lowe PC, Green L, Brookings C: The prevalence of alcohol
misuse and the acceptability of brief interventions in a sexual health
clinic: cross-sectional survey. Sex Transm Infect 2004, 80:416–417.
10. Standerwick K, Davies C, Tucker L, Sheron N: Binge drinking, sexual
behaviour and sexually transmitted infection in the UK. Int J STD AIDS
2007, 18:810–813.
11. Keogh P, McGough P, Macfarlane D: Determining the Effectiveness of Alcohol
Screening and Brief Intervention Approach in a Young People's Sexual Health
Service. London: Alcohol and Education Research Council (report 58); 2008.
12. Kaner EF, Dickinson HO, Beyer FR, Pienaar ED, Campbell F, Schlesinger C,
Heather N, Saunders JB, Burnand B: Effectiveness of brief alcohol
interventions in primary care populations. Cochrane Database Syst Rev
2007, 2:CD004148.
13. Moyer A, Finney JW, Swearingen CE, Vergun P: Brief interventions for
alcohol problems: a meta-analytic review of controlled investigations in
treatment-seeking and non-treatment-seeking populations. Addiction
2002, 97:279–292.
14. Moyer A, Finney JW, Swearingen CE: Methodological characteristics and
quality of alcohol treatment outcome studies, 1970–98: an expanded
evaluation. Addiction 2002, 97:253–263.
15. Crawford MJ, Patton R, Touquet R, Drummond C, Byford S, Barrett B, Reece
B, Brown A, Henry JA: Screening and referral for brief intervention of
alcohol-misusing patients in an emergency department: a pragmatic
randomised controlled trial. Lancet 2004, 364:1334–1339.
16. Drummond C, Coulton S, James D, Godfrey C, Parrott S, Baxter J, Ford D,
Lervy B, Rollnick S, Russell I, Peters T: Effectiveness and cost-effectiveness
of a stepped care intervention for alcohol use disorders in primary care:
pilot study. Br J Psychiatry 2009, 195:448–456.
17. Lane J, Proude EM, Conigrave KM, de Boer JP, Haber PS: Nurse-provided
screening and brief intervention for risky alcohol consumption by sexual
health clinic patients. Sex Transm Infect 2008, 84:524–527.
18. Royal College of Physicians: Alcohol and Sex: a Cocktail for Poor Sexual
Health. Report of the Alcohol and Sexual Health Working Party. London: RCP;
2011.
19. Office of National Statistics: Census 2001: National Report for England and
Wales. London: ONS; 2003.
20. Health and Public Services Committee: Too Much Too Young? Alcohol Misuse
among Young Londoners. London: London Assembly; 2009.
21. Department of Health: How Much is Too Much? London: Department of
Health; 2008.
22. Miller WR, Sanchez VC: Motivating young adults for treatment and
lifestyle change. In Alcohol Use and Misuse by Young Adults. Edited by
Howard GS, Nathan PE. South Bend, IN: University of Notre Dame Press;
1993:55–82.

Sanatinia et al. Trials 2012, 13:149
http://www.trialsjournal.com/content/13/1/149

23. Department of Health: Five Choices to Stay Healthy. London: Department of
Health; 2010.
24. Canagasaby A, Vinson DC: Screening for hazardous or harmful drinking
using one or two quantity-frequency questions. Alcohol Alcohol 2005,
40:208–213.
25. Johnson AM, Mercer CH, Erens B, Copas AJ, McManus S, Wellings K: Sexual
behaviour in Britain: partnerships, practices and HIV risk behaviours.
Lancet 2001, 358:1835–1842.
26. Fenton KA, Johnson AM, MacManus S, Erens B: Measuring sexual
behaviour: methodological challenges in survey research. Sex Transm
Infect 2001, 77:84–92.
27. Brooks R: EuroQol: the current state of play. Health Policy 1996, 37:53–72.
28. Tonigan JS, Miller WR, Brown JM: The reliability of Form 90: an instrument
for assessing alcohol treatment outcome. J Stud Alcohol 1997, 58:358–364.
29. Bush K, Kivlahan DR, McDonell MB, Fihn SD, Bradley KA: The AUDIT alcohol
consumption questions (AUDIT-C): an effective brief screening test for
problem drinking. Arch Intern Med 1998, 158:1789–1795.
30. Barrett B, Byford S, Crawford MJ, Patton R, Drummond C, Henry JA, Touquet
R: Cost-effectiveness of screening and referral to an alcohol health
worker in alcohol misusing patients attending an accident and
emergency department: a decision-making approach. Drug Alcohol
Depend 2006, 81:47–54.
31. Macdonald N, Ward H, Kocsis A, Evangeli M, Bell G, Ottewill M, Kentish J,
Frize A, Green J: A Randomised Controlled Trial of an Internet-Delivered
Behavioural Intervention. New York: Joint American STD Association and
British Association for Sexual Health and HIV Spring Conference; 2008.
32. Roberts C, Roberts SA: Design and analysis of clinical trials with clustering
effects due to treatment. Clin Trials 2005, 2:152–162.
33. Coulton S, Perryman K, Bland M, Cassidy P, Crawford M, Deluca P,
Drummond C, Gilvarry E, Godfrey C, Heather N, Kaner E, Myles J, NewburyBirch D, Oyefeso A, Parrott S, Phillips T, Shenker D, Shepherd J: Screening
and brief interventions for hazardous alcohol use in accident and
emergency departments: a randomised controlled trial protocol. BMC
Health Serv Res 2009, 9:114.
34. Walwyn R, Roberts C: Therapist variation within randomised trials of
psychotherapy: implications for precision, internal and external validity.
Stat Methods Med Res 2010, 19:291–315.
35. Molenberghs G, Thijs H, Jansen I, Beuckens C, Kenwards MG, Mallinckrodt C,
Carroll RJ: Analyzing incomplete longitudinal clinical trial data. Biostatistics
2004, 5:445–464.
36. National Institute for Clinical Excellence: Guide to the Methods of Technology
Appraisal. London: NICE; 2008.
37. Drummond M, Sculpher M, Torrance GL, O'Brien BL, Stoddart GL: Methods
for the Economic Evaluation of Health Care Programmes. 3rd edition. Oxford:
Oxford University Press; 2005.
38. Curtis L: Unit Costs of Health and Social Care. Canterbury: PSSRU, University
of Kent; 2008.
39. Department of Health: National Health Service Reference Costs. London:
Department of Health; 2009.
40. Efron B, Tibshirani RJ: An Introduction to the Bootstrap. New York: Chapman
Hall; 1993.
41. Thompson SG, Barber JA: How should cost data in pragmatic randomised
controlled trials be analysed? Br Med J 2000, 320:1197–1200.
42. van Hout BA, Al MJ, Gordon GS, Ruten FF: Costs, effects and C/E-ratios
alongside a clinical-trial. Health Econ 1994, 3:309–319.
43. Fenwick E, Byford S: A guide to cost-effectiveness acceptability curves. Br
J Psychiatry 2005, 187:106–108.
44. Freemantle N, Gill P, Godfrey C, Long A, Richards C, Sheldon TA, Song F, Webb
J: Brief interventions and alcohol use. Qual Health Care 1993, 2:267–273.
45. Patton R, Hilton C, Crawford MJ, Touquet R: The Paddington Alcohol Test:
a short report. Alcohol Alcohol 2004, 39:266–268.
46. Patton R, Crawford MJ, Touquet R: The effect of health consequences
feedback on patients’ acceptance of advice about alcohol consumption.
Emerg Med J 2003, 20:451–452.

Page 8 of 8

Submit your next manuscript to BioMed Central
and take full advantage of:
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges

doi:10.1186/1745-6215-13-149
Cite this article as: Sanatinia et al.: Brief intervention for alcohol misuse
in people attending sexual health clinics: study protocol for a
randomized controlled trial. Trials 2012 13:149.

• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at
www.biomedcentral.com/submit

