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Abstract

Background: Technical and Further Education (TAFE) colleges are the primary provider of vocational education in
Australia. Most TAFE students are young adults, a period when health risk behaviours become established. Furthermore,
high rates of smoking, risky alcohol consumption, inadequate fruit and vegetable intake and insufficient physical
activity have been reported in TAFE students. There have been no intervention studies targeting multiple health
risk behaviours simultaneously in this population. The proposed trial will examine the effectiveness of providing
TAFE students with electronic feedback regarding health risk behaviours and referral to a suite of existing online
and telephone services addressing smoking, risky alcohol consumption, fruit and vegetable intake, and physical
activity levels.

Methods/Design: A two arm, parallel, cluster randomised trial will be conducted within TAFE campuses in
New South Wales (NSW), Australia. TAFE classes will be randomly allocated to an intervention or control
condition (50 classes per condition). To be eligible, students must be: enrolled in a course that runs for more
than 6 months; aged 16 years or older; and not meet Australian health guideline recommendations for at least
one of the following: smoking, alcohol consumption, fruit and/or vegetable intake, or physical activity. Students
attending intervention classes, will undertake via a computer tablet a risk assessment for health risk behaviours,
and for behaviours not meeting Australian guidelines be provided with electronic feedback about these behaviours
and referral to evidence-based online programs and telephone services. Students in control classes will not receive
any intervention. Primary outcome measures that will be assessed via online surveys at baseline and 6 months
post-recruitment are: 1) daily tobacco smoking; 2) standard drinks of alcohol consumed per week; 3) serves of
fruit consumed daily; 4) serves of vegetables consumed daily; and 5) metabolic equivalent minutes of physical
activity per week.

Discussion: Proactive enrolment to existing online and telephone services has the potential to address modifiable
determinants of disease. This trial will be the first to examine a potentially scalable intervention targeting multiple
health risk behaviours among students in the vocational training setting.
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Background
Tobacco use, risky alcohol consumption, inadequate fruit
and vegetable intake and insufficient physical activity are
all modifiable risk factors of chronic diseases [1]. Young
adulthood is a period when smoking becomes estab-
lished [2], risky alcohol consumption increases [2], and
fruit and vegetable intake [3] and physical activity
declines [4]. Australian health guidelines recommend
that adults: do not use tobacco [5]; consume no more
than two standard alcoholic drinks per day (to reduce
life-time disease risk) and no more than four standard
alcoholic drinks on any one occasion (to reduce the risk
of injury and acute problems) [6]; eat at least two serves
of fruit and five serves of vegetables each day [7]; and
do at least 150 min of moderate physical activity or at
least 75 min of vigorous physical activity each week [8].
Technical and Further Education (TAFE) colleges are
the primary national provider of vocational education
and training in Australia and deliver nationally recog-
nised training to students [9]. TAFE provides training
for diverse career pathways including for example hair-
dressing, beauty therapy, fashion, automative, plumbing,
electronics and commercial cookery [9]. There are ap-
proximately 1.8 million TAFE student enrolments per
year nationally [10], and a high proportion of students are
aged 15-34 years [9]. TAFE students have high rates of
daily smoking (22 %), risky alcohol consumption (49 %),
insufficient fruit (50 %) and vegetable (96 %) intake, inad-
equate physical activity (88 %) and almost all students
(98 %) report two or more of these behaviours [11].
Systematic reviews have demonstrated that online
programs and telephone services are each effective at
reducing smoking rates [12, 13], and risky alcohol con-
sumption [14, 15], and increasing healthy eating [16,
17], and physical activity [18, 19]. Online [20] and tele-
phone interventions [21] are also effective at improving
multiple health risk behaviours. A community rando-
mised trial in the US with 3,391 adults found that online
and telephone support significantly improved physical
activity and also reduced the total number of health
risk behaviours (included smoking, alcohol consump-
tion, fruit and vegetables intakes) at 6-months follow-
up [22]. In another trial with 3,344 US adults online
intervention was found to significantly increase daily
fruit and vegetable consumption and weekly physical
activity, 6-months after the intervention, however there
was no effect on smoking cessation [23].

Existing online and telephone services that are widely
available to the community typically involve recruitment
through mass media relying on individuals to initiate
contact, an approach that limits their reach [24]. Pro-
active recruitment methods that involve the recruiter
initiating contact with the individual have been shown to
increase the use of telephone services [25]. For example,
a population-based randomised controlled trial found
that 52 % of smokers who were proactively offered quit-
line telephone callbacks accepted [26, 27] which is sub-
stantially higher than the 3.6 % of Australian smokers
who initiate contact with the quitline on their own each
year [24]. Further, 23 % of individuals proactively offered
calls from the Get Healthy Information and Coaching
telephone service, accepted the offer of assistance to im-
prove their nutrition and physical activity levels [28],
compared with the <1 % of individuals who inititate con-
tact with this service each year [29]. Proactive enrolment
has significant potential for improving the reach of exist-
ing services, and hence contributing to population level
reductions in the prevalence of modifiable health risk
behaviours.

Despite TAFE students having high rates of smoking,
risky alcohol consumption, insufficient fruit and vege-
table intake, and inadequate physical activity [11], no
prior studies have assessed the effectiveness of either
telephone-based or online programs with this popula-
tion. Furthermore, no study has proactively and simul-
taneously offered both online and telephone support for
all the health risk behaviours. The aim of this cluster
randomised trial is to examine the effectiveness of pro-
viding TAFE students with electronic feedback and refer-
ral to a suite of online and telephone services to address
their smoking, risky alcohol consumption, fruit and vege-
table intake, and physical activity levels.

Methods/Design

Design

A two arm, parallel, cluster randomised trial will be
conducted with 100 TAFE classes (50 per condition) at
TAFE campuses in the Hunter Region of New South
Wales Australia (Fig. 1). The CONSORT statement will
be followed [30]. TAFE classes will be randomly allo-
cated to either the intervention or control condition. In
intervention classes, students will receive electronic
feedback about their health risk behaviours and will be pro-
actively referred to evidence-based online and telephone
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Fig. 1 Flowchart of recruitment, intervention and follow-up

services for behaviours that do not meet Australian health
guidelines. Students in control classes will not receive an
intervention. Online surveys will occur at baseline and
6 months post-recruitment and will be administered in
classrooms using a computer tablet.

Setting and participants

TAFE campuses located in the Hunter Region (popula-
tion 620,530) [31] will participate and TAFE records will
be used to identify classes that run for >6 months. Eli-
gible students will: be currently enrolled in a course that
runs for >6 months; aged 16 years or older; and not meet
Australian health guidelines for at least one of the risk
behaviours as assessed by the baseline survey: smoking,
risky alcohol consumption, insufficient fruit intake, in-
adequate vegetable intake, or insufficient physical activity.

Randomisation

The randomisation sequence will be generated by an in-
dependent statistician using a random number function
in Microsoft Excel. An equal number of classes will be
randomised to each condition (1:1) using a randomised

block design, with a block size of six, to ensure the
conditions are balanced. Participant blinding will not be
possible because they will be aware of the trial’s condi-
tions and the differences will be apparent.

Recruitment and baseline survey

An information letter describing the trial and interven-
tion and control conditions will be distributed to stu-
dents. A week later, students will be provided with a
verbal explanation of the study in class and invited to
complete the baseline survey using a computer tablet.
Informed consent will be recorded via the first page of
the online baseline survey which will explain that if the
student would like to take part in the trial they should
choose ‘Next’ and if they do so they agree to participate
in the trial. Across the 100 classes, approximately 1,100
eligible TAFE students will be approached, and assuming
the 92 % response fraction achieved in pilot work, we
expect 1,012 students to be recruited into the trial and
complete the baseline survey. The baseline survey will
include standard and validated questions to examine the
student’s current smoking, alcohol consumption, daily
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fruit and vegetable intake, and physical activity. Students’
knowledge of the Australian guidelines for each risk behav-
iour and intentions to change behaviours that do not meet
Australian guidelines will be assessed. Socio-demographic
characteristics, self-reported height, self-reported weight,
and type of TAFE course students are studying will also be
collected at baseline.

Intervention condition
Electronic feedback, online and telephone support
Online support and telephone support strategies were
chosen based on the APEASE criteria for selecting inter-
ventions: Affordability, Practicability, Effectiveness and
cost-effectiveness, Acceptability, Safety and Equity [32].
The online and telephone services: are available at no
cost to participants; have potential for broad reach; and
are supported by systematic reviews showing that online
and telephone services using evidence-based behaviour
change techniques such as motivational interviewing,
monitoring and tailored feedback are effective across a
range of behaviours and population groups [12-19].

The intervention will involve the following compo-
nents (see Fig. 1).

Electronic health risk feedback

Based on their responses to the baseline survey, students
in the intervention classes will receive immediate elec-
tronic feedback via the computer tablet relating to the
reported behaviours that do not meet Australian guide-
lines. The feedback will include information about the
relevant evidence-based guideline and advice to assist be-
haviour change. For instance, students who consume <2
serves of fruits or <5 serves of vegetables each day will
receive immediate feedback that they are not meeting the
Australian Guide to Healthy Eating nutrition recommen-
dations, and that healthy eating can improve their overall
health. They will then be informed via the computer tablet
that online and telephone services and advice from a
dietitian or doctor can help increase their fruit and vege-
table intake.

Referral to online and telephone services

Following the electronic feedback, the software program
will offer referral to existing online and telephone
services for each behaviour where the participant does
not meet the Australian guidelines. These services will
be provided at no cost to participants. Students who
agree to use online programs will be asked to provide
their e-mail or mobile phone details and the hyperlink
for the relevant program(s) will be sent to them. Stu-
dents who agree to use telephone services will be asked
to provide their contact details including a home and/or
mobile phone number. Electronic referral will be sent to
the NSW Quitline and the Get Healthy Information and
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Coaching Service and within two days of referral these
telephone services will contact the student directly to
provide advice and support. Given the Alcohol Drug
Information Service (ADIS) is an anonymous service,
participants will be sent the ADIS telephone number via
e-mail or text so they can contact the service directly.
Students will be able to accept either or both the online
and telephone services for any behaviour that does not
meet recommended Australian guidelines.

Online programs

Smoking - QuitCoach program

The QuitCoach (http://www.quitcoach.org.au) provides
individually tailored advice and support using principles
of cognitive behavioural therapy to help smokers quit
[33]. The QuitCoach creates a two to four page persona-
lised quit plan by asking participants a series of questions
about their current smoking, plans to quit, motivation,
confidence and past quit attempts. Intervention elements
include: strategies to help resist urges to smoke, deal with
nicotine withdrawal, and situations where the individual
used to smoke. The program permits unlimited access
and provides evidence-based advice and information
sheets and sends reminder emails to the participant to re-
turn to the QuitCoach program to review their current
situation. For instance, if the participant has quit smoking,
QuitCoach will make adjustments to their personalised
plan to provide relapse prevention strategy advice that
reflects the progress made.

Alcohol - THRIVE

Tertiary Health Research Intervention Via E-mail (THRIVE)
is an online alcohol screening and brief intervention
program (https://thrivehealth.org.au/curtin/survey.php)
developed to reduce risky drinking [34]. A randomised
trial involving 2,435 Australian university students who
did not seek help themselves showed that 6 months
after intervention, participants in the THRIVE condi-
tion drank 9 % less often, 7 % less alcohol per occasion
and 11 % less alcohol overall compared to controls
[34]. The program involves a 5-10 min session of
assessment and personalised feedback. The program
examines the participant’s drinking patterns, depend-
ence symptoms, and alcohol-related problems. Based
on participant responses THRIVE provides feedback
about: 1) classification of the participant’s drinking
as moderate, hazardous, harmful or possibly alcohol
dependent; 2) associated health risk and strategies for
reducing alcohol consumption; 3) the participant’s
drinking compared to other people of the same age
and gender; 4) an estimated blood alcohol concentra-
tion for their heaviest drinking occasion in the past
four weeks; and 5) their estimated expenditure on
alcohol in the last year.
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Fruit and vegetable intake — The Healthy Eating Quiz

The Healthy Eating Quiz is an online program (http://
healthyeatingquiz.com.au) developed to identify alignment
of current eating habits with the Australian Dietary Guide-
lines. It provides automated real-time feedback on compo-
nents where improvements are needed. The Healthy
Eating Quiz takes 5 min to complete online and examines
the frequency and variety of nutrient-dense core foods in-
cluding fruit and vegetables. At the end of the quiz the
participant receives an overall Australian Recommended
Food Score as an indicator of overall diet quality. Sugges-
tions for improving diet quality are also provided based on
responses to the quiz. The Australian Recommended Food
Score has been validated in children, adolescents and
adults with higher scores associated with more optimal
nutrient intake profiles [35, 36].

Physical Activity - 10,000 Steps program

The 10,000 Steps online program (http://www.10000steps.
org.au) encourages participants to use a pedometer to
record their daily step counts on a personal step log,
indicate their goal steps and monitor progress toward
increasing physical activity [37]. Participants may also:
participate in individual walking challenges; add virtual
walking buddies, allowing them to share information
about their daily step counts; share information about
their daily step counts; and access and contribute to
online discussions [37]. An online library is also em-
bedded in the program that includes information about
physical activity and healthy lifestyles, and the national
physical activity guidelines.

Telephone services

Smoking — NSW Quitline

The NSW Quitline is a population-wide service offering
multiple quitline-initiated telephone counselling calls to
smokers who self refer or are referred to the Quitline by
healthcare professionals [25]. The NSW Quitline uses
cognitive behaviour therapy and motivational interview-
ing techniques to support smokers to quit. The NSW
Quitline offers six relapse-responsive proactive telephone
counselling calls to smokers on the initial call date; on the
quit date; and at 3, 7, 14, and 30 days after the quit date.
The NSW Quitline counselling calls include: identifying
and coping with smoking triggers; information on effective
quitting aids; advice on setting tasks to assist with quitting;
and promotion of self-efficacy and relapse prevention
strategies.

Alcohol - Alcohol Drug Information Service (ADIS)

The NSW ADIS is an anonymous telephone service pro-
viding callers with: information about their alcohol
consumption and associated risks; advice about effective
interventions for reducing or stopping alcohol use;
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counselling tailored to the participant’s needs; and, if re-
quired, a referral for treatment. The ADIS counsellors
provide personalised advice about the short-term and
long-term effects of alcohol use, signs of intoxication
and alcohol dependence, effective interventions for redu-
cing alcohol intake and strategies for dealing with situa-
tions that trigger risky drinking.

Fruit and vegetable intake and physical activity - Get
Healthy Information and Coaching Service

The Get Healthy Information and Coaching Service pro-
vides telephone advice regarding fruit and vegetable in-
take and physical activity [38]. The service offers 10
coaching telephone calls with most calls occurring
within 12 weeks. During the initial call, the health coach
will spend up to 20 min talking to the participant about
the changes they wish to make to become healthier, their
current nutrition and physical activity levels, and will
ask the participant how much they weigh and their waist
measurement. The subsequent coaching calls last 10-15
min and include: setting nutrition and/or physical activ-
ity goals; developing strategies for eating healthily; advice
about how to incorporate sufficient fruit, vegetables and
physical activity into daily life; and enhancing motivation
[39]. Strategies for overcoming difficulties in achieving
the participant’s nutrition and/or physical activity goals
are also discussed.

Reminder e-mails or texts

Six weeks after the baseline survey, personalised e-mails
or texts will be sent to remind intervention group partic-
ipants about the online and/or telephone services they
agreed to use in the baseline survey. The messages will
encourage students to use the online program(s) and will
include the relevant hyperlinks to the program(s). Stu-
dents who were referred to a telephone service will be
asked if they received calls from the relevant service(s)
and if calls have been completed if they would like to be
re-referred to the service for additional support.

Control condition

Students in the control classes will be asked to complete
the baseline and follow-up surveys but will not receive
an intervention.

Follow-up survey

The follow-up survey will be administered via computer
tablet to the same students while in class, 6 months after
recruitment. Based on TAFE records of student reten-
tion in courses, it is expected that the trial’s retention
rate will be about 80 %, which will result in approxi-
mately 810 students (405 per condition) completing the
6-month assessment. The students’ sex, year of birth,
TAFE class, and first and last letters of mother’s first
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name will be used to link baseline and follow-up survey
data. The probability of a mismatch using this procedure
has been calculated to be <1 in 148 000 [40]. The
6-month assessment will examine TAFE students’
current smoking, alcohol consumption, fruit and
vegetable intakes and physical activity, knowledge of
Australian health guidelines and intentions regarding
changing health risk behaviours.

Primary outcome measures

Smoking

Two items will measure students’ daily smoking. TAFE
students will be asked “Do you currently smoke any to-
bacco products?” and will select from the response
options daily, at least once a week, less often than once a
week, and not at all. Students will also be asked “Would
you have smoked at least 100 cigarettes or the equivalent
amount of tobacco in your life?” [41]. These are the
standard items used to measure the prevalence of smok-
ing in the Australian population [41].

Fruit and vegetable intake

The National Health Survey items will be used to deter-
mine usual daily fruit and vegetable intake: 1) How many
serves of fruit do you usually eat each day? One serve of
fruit is one medium sized piece of fruit (e.g., apple), two
small pieces (e.g., apricots), one cup chopped or canned
fruit; and 2) How many serves of vegetables do you
usually eat each day? One serve of vegetables is half a
cup of cooked vegetables, one medium potato or one
cup salad vegetables [42].

Alcohol

Weekly alcohol consumption will be assessed by asking
how many standard drinks participants consumed on
each of the previous seven days beginning with yester-
day. A picture showing a standard drinks chart, plus the
number of standard drinks in some bulk alcohol containers
will accompany each question. This measure improves ac-
curacy by providing a recall prompt and estimating actual
rather than usual alcohol consumption [43].

Physical Activity

Physical activity will be measured using the modified
version [44] of the Godin Leisure Time Exercise Ques-
tionnaire (GLTEQ) [45] which measures in the past
month the average number of times per week a partici-
pant engages in mild, moderate or vigorous physical
activity for 10 min or longer. As per the scoring rules
for the GLTEQ, weights of 9, 5 and 3 will be applied for
each of the vigorous, moderate and mild responses re-
spectively [45]. Participant responses for each category
will be converted into metabolic equivalent scores (i.e.,
MET-minutes/week) by multiplying the weekly minutes
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of: mild activity by 2.5 METs; moderate activity by 4
METs; and vigorous activity by 7.5 METs [46].

Secondary outcomes

Knowledge of recommended Australian guidelines
Participants’ knowledge of the recommended Australian
guidelines for each risk behaviour will be explored. For
smoking, alcohol consumption, fruit and vegetable
intake, and physical activity, participants will be asked to
select from a list of categories the option that reflects
the relevant current Australian guideline.

Intentions to change health risk behaviours

Participants who do not meet the recommended guide-
lines for each risk behaviour will be asked whether they
intend to improve this behaviour in the future. The
timeframes for improving the behaviour that participants
will be able to choose from will be in the next 30 days,
in the next 6 months, may in the future but not in the
next 6 months and never.

Body Mass Index (BMI)

To calculate BMI, participants will be asked to report
their height in centimetres and their weight in kilograms.
Conversion tables will accompany these questions so that
participants can convert their height from feet and inches
into centimetres and their weight from stone into kilo-
grams if needed.

Sociodemographic characteristics

Sociodemographic characteristics such as age, sex, coun-
try of birth, Aboriginal or Torres Strait Islander origin,
marital status, employment status and highest level of
education will be recorded at baseline.

Process measures

During the baseline survey, the computer software will
record the number of intervention group participants
who elect to be sent the hyperlink for each online pro-
gram and referred to each telephone service. As part of
the 6-month follow-up survey the number of interven-
tion group participants who report using each online
program and/or telephone service in the past 6 months
and exposure to these interventions will be determined.

Statistical analysis

Descriptive statistics will be used to present baseline
characteristics for the intervention and control groups.
Logistic regression will be used to test if there is a statis-
tically significant difference in the change in prevalence
of daily smoking between the two treatment groups. The
outcome in the model will be smoking status and the
predictors will include time, group and an interaction
term between time and group. The p-value associated
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with the interaction term will be used to determine if
there was a statistically significant difference in change
between the groups. Linear regression will be used to
test if there was a statistically significant different change
in the mean level of the other outcomes between the
groups. The outcome in each model will be the partici-
pant’s value of the outcome measure post treatment and
the predictors will include their baseline value and treat-
ment group (i.e., Analysis of Covariance). The p-value
associated with treatment group will be used to deter-
mine if there was a statistically significant difference in
the change from baseline to follow-up between the groups.
Both the logistic and linear regression models will also be
fit within a Generalised Estimating Equation framework to
adjust for the correlation of responses within classes. All
analyses will be conducted according to the Intention To
Treat principle and the approach suggested by White and
colleagues will be used to handle missing data [47]. The
initial analysis will include all available data and will be
valid under the assumption that the missing data are
missing completely at random. Sensitivity analyses will be
conducted under different assumptions about the missing
data mechanism.

Sample size

As there are five primary endpoints (smoking, alcohol
consumption, fruit intake, vegetable intake and physical
activity) an alpha level of 0.01 will be used to adjust for
the multiple comparisons. The prevalence of daily smok-
ing in the control group at follow-up is expected to be
22 % [11]. We aim to recruit 1012 TAFE students at
baseline (i.e., 506 per condition). Allowing for 20 % loss
to follow-up at 6 months, data will be available for 405
participants per condition. With an expected intra-cluster
correlation coefficient (ICC) of 0.005 this will give the
study a design effect of approximately 1.04 and an effective
sample size of 389 per group, which will provide 80 %
power to find an absolute difference of 9.5 % (in daily
smoking rates) between the groups at the follow-up
visit. Allowing for a higher ICC for the continuous out-
comes (0.01), the study will have 80 % power to detect
an absolute difference of 0.25 SD in these measures at
the 1 % significance level, which equates to a difference
of approximately 1.25 standard drinks of alcohol, 0.25
pieces of fruit, 0.25 vegetables and 50 MET minutes of
physical activity per week.

Ethics approval & trial registration

The University of Newcastle Human Research Ethics
Committee has granted ethical approval for this cluster
randomised trial (H-2014-0012). The trial is registered
with the Australian New Zealand Clinical Trials Registry
(ACTRN12615000105549).
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Discussion

This trial will be the first to target smoking, alcohol con-
sumption, fruit and vegetable intake and physical activity
in vocational education students using electronic feed-
back, online and telephone support. This trial will pro-
vide TAFE students with immediate electronic feedback
and proactive referral to online and telephone services
for each health behaviour that does not meet Australian
health guidelines. Research has demonstrated that
proactive enrolment into the NSW Quitline [26, 27]
and the Get Healthy telephone service substantially
increased service use [28]. This trial will extend this
prior research by proactively and simultaneously offer-
ing online and telephone support for multiple health
risk behaviours, an intervention with the potential to in-
crease the population impact of these existing evidence-
based services.

Abbreviations

TAFE: Technical and Further Education; NSW: New South Wales;

APEASE: Affordability, Practicability, Effectiveness and cost-effectiveness,
Acceptability, Safety and Equity; ADIS: Alcohol Drug Information Service;
THRIVE: Tertiary Health Research Intervention Via E-mail; GLTEQ: Godin
Leisure Time Exercise Questionnaire; MET: Metabolic equivalent; BMI: Body
Mass Index; ICC: Intra-cluster correlation coefficient.

Competing interests
The authors declare that they have no competing interests.

Authors’ contributions

FT obtained funding from the National Heart Foundation for this research.
All authors were involved in the conception and design of this study. FT
drafted the manuscript. Al authors revised the article critically and approved
the final version of the manuscript.

Acknowledgements

This research was undertaken by the School of Medicine and Public Health
at the University of Newcastle and Hunter New England Population Health.
The Hunter Medical Research Institute provided infrastructure support. This
research and Flora Tzelepis is supported by a Postdoctoral Research Fellowship
(100128) from the National Heart Foundation of Australia. Christine Paul is
supported by an NHMRC Career Development Fellowship (1061335). Kypros
Kypri is supported by an NHMRC Senior Research Fellowship (1041867). Billie
Bonevski is supported by an NHMRC Career Development Fellowship (1063206).
These funding bodies did not have any role in the study design, collection,
analysis and interpretation of data, in the writing of the manuscript and in the
decision to submit the manuscript for publication.

Author details

'School of Medicine and Public Health, University of Newcastle, Callaghan,
New South Wales 2308, Australia. Hunter New England Population Health,
Hunter New England Area Health District, New South Wales, Australia.
3Hunter Medical Research Institute, Newcastle, New South Wales, Australia.
“Hunter Institute of Technical and Further Education (TAFE), TAFE New South
Wales, New South Wales, Australia. *School of Education, University of
Newcastle, Newcastle, New South Wales, Australia. °School of Health
Sciences, Faculty of Health and Medicine, University of Newcastle, New
South Wales, Australia. “National Drug and Alcohol Research Centre,
University of New South Wales, New South Wales, Australia. *Cancer Council
New South Wales, Woolloomoolloo, New South Wales, Australia.

Received: 23 May 2015 Accepted: 2 June 2015
Published online: 13 June 2015



Tzelepis et al. BMC Public Health (2015) 15:550

References

1.

20.

21.

22.

23.

24.

25.

Australian Institute of Health and Welfare. Australia's Health 2012.

Canberra: Australian Institute of Health and Welfare; 2012.

Australian Institute of Health and Welfare. 2010 National Drug Strategy
Household Survey Report. Canberra: Australian Institute of Health and
Welfare; 2011.

Australian Bureau of Statistics. Australian Health Survey: Nutrition First Results -
Foods and Nutrients, 2011-12. Canberra: Australian Bureau of Statistics; 2014.
Australian Bureau of Statistics. Overweight and Obesity in Adults in Australia:

A Snapshot, 2007-08. Canberra: Australian Bureau of Statistics; 2011.

The Royal Australian College of General Practitioners. Supporting smoking
cessation: a guide for health professionals. Melbourne: The Royal Australian
College of General Practitioners; 2011.

National Health and Medical Research Council. Australian guidelines to
reduce health risks from drinking alcohol. Canberra: Commonwealth of
Australia; 2009.

National Health and Medical Research Council. Australian Dietary guidelines:
providing the scientific evidence for healthier Australian diets. Canberra:
Comonwealth of Australia; 2013.

Brown W, Bauman AE, Bull FC, Burton NW. Development of evidence-based
physical activity recommendations for adults (18-64 years). Commonwealth
of Australia: Canberra; 2013.

Department of Education and Training. TAFE NSW Performance Highlights.
Sydney: State Government of New South Wales; 2011.

Australian Bureau of Statistics. Year Book Australia, 2012. Canberra: Australian
Bureau of Statistics; 2012.

Bonevski B, Guillaumier A, Paul C, Walsh R. The vocational education setting
for health promotion: A survey of students' health risk behaviours and
preferences for help. Health Promot J Aust. 2013;24:185-91.

Civljak M, Stead LF, Hartmann-Boyce J, Sheikh A, Car J. Internet-based inter-
ventions for smoking cessation. Cochrane Database Syst Rev 2013, Issue 7.
Art. No.: CD007078. doi: 10.1002/14651858.CD007078.pub4.

Tzelepis F, Paul CL, Walsh RA, McElduff P, Knight J. Proactive telephone
counseling for smoking cessation: Meta-analyses by recruitment channel
and methodological quality. J Natl Cancer Inst. 2011;103:922-41.

White A, Kavanagh D, Stallman H, Klein B, Kay-Lambkin F, Proudfoot J, et al.
Online alcohol interventions: a systematic review. J Med Internet Res.
2010;12, e62.

Gates P. The effectiveness of helplines for the treatment of alcohol and illicit
substance use. J Telemed Telecare. 2015;21:18-28.

Neville LM, O'Hara B, Milat AJ. Computer-tailored dietary behaviour change
interventions: a systematic review. Health Educ Res. 2009;24:699-720.
Pomerleau J, Lock K, Knai C, McKee M. Interventions designed to increase
adult fruit and vegetable intake can be effective: a systematic review of the
literature. J Nutr. 2005;135:2486-95.

Van Den.Berg M, Schoones JW, Vlieland TPMV. Internet-based physical activity
interventions: a systematic review of the literature. ] Med Internet Res.

20079, e26.

Eakin E, Lawler SP, Vandelanotte C, Owen N. Telephone interventions for
physical activity and dietary behavior change: a systematic review.

Am J Prev Med. 2007;32:419-34.

Webb TL, Joseph J, Yardley L, Michie S. Using the internet to promote
health behavior change: a systematic review and meta-analysis of the
impact of theoretical basis, use of behavior change techniques, and mode
of delivery on efficacy. J Med Internet Res. 2010;12, e4.

Goode AD, Reeves MM, Eakin EG. Telephone-delivered interventions for
physical activity and dietary behavior change: An updated systematic
review. Am J Prev Med. 2012,42:81-8.

Prochaska JO, Evers KE, Castle PH, Johnson JL, Prochaska JM, Rula EY, et al.
Enhancing multiple domains of well-being by decreasing multiple health
risk behaviors: A randomized clinical trial. Popul Health Manag.
2012;15:276-86.

Ruffin MT, Nease DE, Sen A, Pace WD, Wang C, Acheson LS, et al.

Effect of preventive messages tailored to family history on health behaviors:
The family healthware impact trial. Ann Fam Med. 2011,9:3-11.

Miller C, Wakefield M, Roberts L. Uptake and effectiveness of the Australian
telephone Quitline service in the context of a mass media campaign.

Tob Control. 2003;12 Suppl 2:i53-8.

Tzelepis F, Paul CL, Wiggers J, Walsh RA, Knight J, Duncan SL, et al. A
randomised controlled trial of proactive telephone counselling on cold-called
smokers' cessation rates. Tob Control. 2011,20:40-6.

26.

27.

28.

29.

30.

31

32.

33.

34,

35.

36.

37.

38.

39.

40.

42.

43.

45.

46.

47.

Page 8 of 8

Tzelepis F, Paul CL, Walsh RA, Wiggers J, Knight J, Lecathelinais C, et al.
Telephone recruitment into a randomized controlled trial of quitline
support. Am J Prev Med. 2009,37:324-9.

Tzelepis F, Paul CL, Walsh RA, Wiggers J, Duncan SL, Knight J. Active
telephone recruitment to quitline services: Are nonvolunteer smokers
receptive to cessation support? Nicotine Tob Res. 2009;11:1205-15.
Wolfenden L, Paul CL, Tzelepis F, Freund M, Wiggers J, Gillham K.
Acceptability of proactive telephone recruitment to a telephone support
service to encourage healthy eating, physical activity and weight loss. Aust
N Z J Public Health. 2012;36:295-6.

O'Hara B, Phongsavan P, Venugopal K, Bauman AE. Characteristics of
participants in Australia’s Get Healthy telephone-based lifestyle information
and coaching service: reaching disadvantaged communities and those most
at need. Health Educ Res. 2011,26:1097-106.

Campbell M, Piaggio G, Elbourne DR, Altman DG. Consort 2010 statement:
Extension to cluster randomised trials. BMJ. 2012;345, e5661.

Australian Bureau of Statistics. Census QuickStats: Australia. Canberra:
Australian Bureau of Statistics; 2011.

Michie S, Atkins L, West R. The Behaviour Change Wheel: A Guide to
Designing Interventions. Tst ed: Silverback Publishing; 2014.

Borland R, Balmford J, Benda P. Population-level effects of automated smoking
cessation help programs: A randomized controlled trial. Addiction.
2013;108:618-28.

Kypri K, Hallett J, Howat P, McManus A, Maycock B, Bowe S, et al.
Randomized controlled trial of proactive web-based alcohol screening and
brief intervention for university students. Arch Intern Med. 2009;169:1508-14.
Marshall S, Watson J, Burrows T, Guest M, Collins CE. The development and
evaluation of the Australian child and adolescent recommended food score:
A cross-sectional study. Nutr J. 2012;11:96.

Collins CE, Burrows TL, Rollo ME, Boggess MM, Watson JF, Guest M, et al.
The comparative validity and reproducibility of a diet quality index for
adults: The Australian recommended food score. Nutrients. 2015;7:785-98.
Davies C, Corry K, Van ltallie A, Vandelanotte C, Caperchione C, Mummery
WK. Prospective associations between intervention components and
website engagement in a publicly available physical activity website: The
case of 10,000 Steps Australia. J Med Internet Res. 2012;14, e4.

O'Hara B, Phongsavan P, Venugopal K, Eakin EG, Eggins D, Caterson H, et al.
Effectiveness of Australia's Get Healthy Information and Coaching Service®:
Translational research with population wide impact. Prev Med. 2012;55:292-8.
O'Hara B, Eggins D, Phongsavan P, Milat AJ, Bauman AE, Wiggers J. Piloting
proactive marketing to recruit disadvantaged adults to a community-wide
obesity prevention program. Public Health Res Pract. 2015;25, €2521521.
Kypri K, Langley JD, McGee R, Saunders JB, Williams S. High prevalence,
persistent hazardous drinking among New Zealand tertiary students.
Alcohol Alcohol. 2002;37:457-64.

Mullins R, Borland R. Changing the way smoking is measured in Australian
adults: a preliminary investigation of Victorian data: In Quit Evaluation
Studies: Volume 9: Cancer Council Victoria. 1998.

Australian Bureau of Statistics. Australian Health Survey: First Results: 2011-2012.
Canberra: Commonwealth of Australia; 2012.

Gmel G, Rehm J. Measuring alcohol consumption. Contemp Drug Probl.
2004;31:467-540.

Plotnikoff RC, Taylor LM, Wilson PM, Courneya KS, Sigal RJ, Birkett N, et al.
Factors associated with physical activity in Canadian adults with diabetes.
Med Sci Sports Exerc. 2006,38:1526-34.

Eisenmann JC, Milourn N, Jacobsen L, Moore SJ. Reliability and convergent
validity of the Godin Leisure-Time Exercise Questionnaire in rural 5th-grade
school-children. J Hum Move Stud. 2002;43:135-49.

Brown WJ, Bauman AE. Comparison of estimates of population levels of
physical activity using two measures. Aust N Z J Public Health. 2000;,24:520-5.
White I, Horton NJ, Carpenter J, Pocock SJ. Strategy for intention to treat
analysis in randomised trials with missing outcome data. BMJ. 2011;342:d40.


http://dx.doi.org/10.1002/14651858.CD007078.pub4

	Abstract
	Background
	Methods/Design
	Discussion
	Trial Registration

	Background
	Methods/Design
	Design
	Setting and participants
	Randomisation
	Recruitment and baseline survey

	Intervention condition
	Electronic feedback, online and telephone support
	Electronic health risk feedback
	Referral to online and telephone services

	Online programs
	Smoking – QuitCoach program
	Alcohol – THRIVE
	Fruit and vegetable intake – The Healthy Eating Quiz
	Physical Activity – 10,000 Steps program

	Telephone services
	Smoking – NSW Quitline
	Alcohol - Alcohol Drug Information Service (ADIS)
	Fruit and vegetable intake and physical activity – Get Healthy Information and Coaching Service

	Reminder e-mails or texts
	Control condition
	Follow-up survey
	Primary outcome measures
	Smoking
	Fruit and vegetable intake
	Alcohol
	Physical Activity

	Secondary outcomes
	Knowledge of recommended Australian guidelines
	Intentions to change health risk behaviours
	Body Mass Index (BMI)
	Sociodemographic characteristics

	Process measures
	Statistical analysis
	Sample size
	Ethics approval & trial registration

	Discussion
	Abbreviations
	Competing interests
	Authors’ contributions
	Acknowledgements
	Author details
	References



