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ABSTRACT

Background

Alcohol use in young people is a risk factor for a range of short- and long-term harms and is a cause of concern for health services, poli-
cy-makers, youth workers, teachers, and parents.

Objectives

To assess the effectiveness of universal, selective, and indicated family-based prevention programmes in preventing alcohol use or prob-
lem drinking in school-aged children (up to 18 years of age).

Specifically, on these outcomes, the review aimed:
» to assess the effectiveness of universal family-based prevention programmes for all children up to 18 years (‘universal interventions’);

« to assess the effectiveness of selective family-based prevention programmes for children up to 18 years at elevated risk of alcohol use
or problem drinking (‘selective interventions’); and

» to assess the effectiveness of indicated family-based prevention programmes for children up to 18 years who are currently consuming
alcohol, or who have initiated use or regular use (‘indicated interventions’).

Search methods

Weidentified relevant evidence from the Cochrane Central Register of Controlled Trials (CENTRAL), in the Cochrane Library, MEDLINE (Ovid
1966 to June 2018), Embase (1988 to June 2018), Education Resource Information Center (ERIC; EBSCOhost; 1966 to June 2018), PsycIN-
FO (Ovid 1806 to June 2018), and Google Scholar. We also searched clinical trial registers and handsearched references of topic-related
systematic reviews and the included studies.

Selection criteria

We included randomised controlled trials (RCTs) and cluster RCTs (C-RCTs) involving the parents of school-aged children who were part
of the general population with no known risk factors (universal interventions), were at elevated risk of alcohol use or problem drinking
(selectiveinterventions), or were already consumingalcohol (indicated interventions). Psychosocial or educationalinterventionsinvolving

Family-based prevention programmes for alcohol use in young people (Review) 1
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parents with or without involvement of children were compared with no intervention, or with alternate (e.g. child only) interventions,
allowing experimental isolation of parent components.

Data collection and analysis

We used standard methodological procedures expected by Cochrane.

Main results

We included 46 studies (39,822 participants), with 27 classified as universal, 12 as selective, and seven as indicated. We performed meta-
analyses according to outcome, including studies reporting on the prevalence, frequency, or volume of alcohol use. The overall quality of
evidence was low or very low, and there was high, unexplained heterogeneity.

Upon comparing any family intervention to no intervention/standard care, we found no intervention effect on the prevalence (standard-
ised mean difference (SMD) 0.00, 95% confidence interval (Cl) -0.08 to 0.08; studies = 12; participants = 7490; I = 57%; low-quality evidence)
orfrequency (SMD-0.31,95% C| -0.83 to 0.21; studies = 8; participants = 1835; I = 96%; very low-quality evidence) of alcohol use in compar-
ison with no intervention/standard care. The effect of any parent/family interventions on alcohol consumption volume compared with no
intervention/standard care was very small (SMD -0.14, 95% Cl -0.27 to 0.00; studies = 5; participants = 1825; |> = 42%); low-quality evidence).

When comparing parent/family and adolescent interventions versus interventions with young people alone, we found no difference in
alcohol use prevalence (SMD -0.39, 95% CI -0.91 to 0.14; studies = 4; participants = 5640; 1> = 99%; very low-quality evidence) or frequency
(SMD -0.16,95% CI-0.42 to 0.09; studies = 4; participants = 915; I* = 73%; very low-quality evidence). For this comparison, no trials reporting
on the volume of alcohol use could be pooled in meta-analysis.

In general, the results remained consistent in separate subgroup analyses of universal, selective, and indicated interventions. No adverse
effects were reported.

Authors' conclusions

The results of this review indicate that there are no clear benefits of family-based programmes for alcohol use among young people. Pat-
terns differ slightly across outcomes, but overall, the variation, heterogeneity, and number of analyses performed preclude any conclu-
sions about intervention effects. Additional independent studies are required to strengthen the evidence and clarify the marginal effects
observed.

PLAIN LANGUAGE SUMMARY

Family-based prevention of youth alcohol use
Review question

We reviewed the evidence about the effects of family- or parent-based programmes as a way of preventing or reducing alcohol use in
school-aged children.

Background

Alcohol use puts young people at increased risk for a range of short- and long-term harms and is a cause of concern for health services,
policy-makers, youth workers, teachers, and parents.

Search date
The evidence was current to June 2018.
Study characteristics

We found 46 randomised controlled trials (studies where participants were randomly allocated to one of two or more intervention or
control groups) that compared family-based interventions versus no intervention or an adolescent component alone. We included studies
targeting general populations of parents and children (universal interventions), those targeting parents of children at increased risk of
alcohol use (selective interventions), and studies targeting parents of children already using alcohol (indicated interventions). We were
interested in studies following participants up to four years post intervention.

Most studies were conducted in the United States or in European countries (the Netherlands, Sweden, Poland, and Germany). One study
was conducted in India. Interventions were delivered in various settings including the child's school or family home and via the Internet
or print material. Interventions varied in intensity, duration, and approach, but all targeted alcohol or other drug use by promoting posi-
tive parenting approaches or enhancing parent-child relationships. The interventions focused on communication, family dynamics, rule-
setting, and risk management.

Family-based prevention programmes for alcohol use in young people (Review) 2
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The total number of participants in the included studies was 39,822, and the young people targeted ranged from 5 to 17 years of age.
Participant ethnicity was mixed, with 12 studies targeting ethnic minority groups specifically.

Key results

Overall, we found no evidence for the effectiveness of family-based interventions on the prevalence, frequency, or volume of alcohol use
amongyoung people. Some analyses focusing on specific subgroups of studies (e.g. including only universal interventions, targeting ethnic
minority groups) showed small intervention effects, but considering variation in results, variation between studies, and overall low quality
of the evidence, we are uncertain whether these interventions have a positive effect on young people's alcohol consumption. Some studies
reported positive intervention effects on secondary outcomes (parental supply of alcohol, family involvement, alcohol misuse, and alcohol
dependence) but with small numbers; these studies could not be pooled, so the evidence is insufficient. No adverse effects were reported.

Quality of evidence

Overall, only very low- or low-quality evidence shows the small effects found in this review. Many of the studies did not adequately describe
how families/young people/parents were allocated to the study groups, or how they concealed the group allocation from participants and
personnel. We downgraded the quality of evidence due to the heterogeneity (variability) between studies and imprecision (variation) in
results. These problems with study quality could result in inflated estimates of intervention effects, so we cannot rule out the possibility
that slight effects observed in this review may be overstated.

The US National Institutes of Health (NIH) and the National Institutes of Alcohol Abuse and Alcoholism (NIAAA), Drug Abuse (NIDA), and
Mental Health provided funding for over half (28/46) of the studies included in this review. Three studies provided no information about
funding, and only 13 papers had a clear conflict of interest statement.

Family-based prevention programmes for alcohol use in young people (Review) 3
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SUMMARY OF FINDINGS

Summary of findings for the main comparison. Family/parent interventions compared with control for reducing alcohol consumption in adolescents

Family/parent interventions compared with no intervention/standard care for prevalence of adolescent alcohol consumption

Patient or population: parents/children

Settings: recruitment through schools (n = 11), communities (n = 6), paediatric emergency departments (n = 2), other health clinics (n = 2); referral by schools, the justice
system, therapists, physicians, or parents (n = 1); street-based recruitment (n = 1) or random digit dialling (n = 1); and delivery via resources sent home (n = 3); face-face in
schools, homes, or community venues (n = 14); or via the Internet or computer (n =2)

Intervention: parent interventions (positive parenting and communication and counselling sessions)

Comparison: no intervention

Outcomes Illustrative comparative risks* (95% Cl) Relative ef- No. of partici- Quality of the evi- Comments
fect pants dence
Assumedrisk  Corresponding risk (95% ClI) (studies) (GRADE)
Risk with no Risk with parent inter-
intervention vention
Alcohol use prevalence Mean preva- Mean prevalence of life- 7490 SDOO Scores estimated us-
lence of lifetime  time alcohol use in inter- (12 RCTs) lowb ing a standardised
Up to 4 years post intervention im- alcoholuse was  vention groups was zero mean difference of
pact of family/parent interventions = g5gsa (0.16 lower to 0.16 high- 0.00 (95% CI-0.08 to
compared to control on the preva- er) 0.08)
lence of alcohol consumption or
drunkenness
Alcohol use frequency Mean number Mean number of drink- 1855 (8 RCTs) ICIolC) Scores estimated us-
of drinking days  ing days in intervention very lowd ing a standardised
Up to 4 years post intervention im- in previous 90 groups was 0.16 lower mean difference of
pact of family/parent interventions gays\was2.5c  (0.42 lower to 1.1 higher) -0.31(95% CI-0.83 to
compared to control on the frequen- 0.21)
cy of alcohol consumption
Alcohol use volume Mean number Mean number of drinks 1825 (5 RCTs) BDOO Scores estimated us-
of drinks in the in intervention groups low’ ing a standardised

Up to 4 years post intervention im-
pact of family/parent interventions
compared to control on the volume
of alcohol consumption or drunken-
ness

last 30 days
among con-
trol groups was
0.83¢

was 0.18 lower (0.34
lower to 0.00 higher)

mean difference of
-0.14 (95% C1-0.27 to
0.00)
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Adverse events No studies reported this outcome

*The basis for the assumed risk (e.g. the median control group risk across studies) is provided in footnotes. The corresponding risk (and its 95% confidence interval) is
based on the assumed risk in the comparison group and the relative effect of the intervention (and its 95% ClI).
Cl: confidence interval; RCT: randomised controlled trial.

GRADE Working Group grades of evidence.

High quality: further research is very unlikely to change our confidence in the estimate of effect.

Moderate quality: further research is likely to have an important impact on our confidence in the estimate of effect and may change the estimate.

Low quality: Further research is very likely to have an important impact on our confidence in the estimate of effect and is likely to change the estimate.
Very low quality: We are very uncertain about the estimate.

adWe have used results (mean scores and standard deviation) from Bauman 2002 to illustrate effect sizes in terms of the measures used in that study. This study was chosen for
its use of common outcome measures and intervention approach, and low risk of bias.

bpowngraded one level due to high or unclear risk of bias ratings in several domains; downgraded one level due to moderate heterogeneity that was explained only in part in
subgroup analysis.

¢We have used results (mean scores and standard deviation) from Winters 2012 to illustrate effect sizes in terms of the measures used in that study. This study was chosen for
its use of common outcome measures and low risk of bias.

dbowngraded one level due to high or unclear risk of bias ratings in several domains; downgraded two levels due to high heterogeneity that was not explained in subgroup
analysis; downgraded one level due to imprecision of results, with a wide confidence interval (crosses -0.5 and crosses zero; therefore the true effect could be either a benefit
or a harm).

eWe have used results (mean scores and standard deviation) from Mason 2012 to illustrate effect sizes in terms of the measures used in that study. Although this study provides
only small numbers and favours the control condition, it was chosen for the availability of mean and standard deviation derived from a common outcome measure and low
risk of bias.

fDowngraded one level due to high or unclear risk of bias ratings in several domains; downgraded one level due to a high probability of selective reporting bias, with the meta-
analysis potentially not representative of available studies (only 5 out 9 included studies were included in meta-analysis).

Summary of findings 2. Family/parent and adolescent interventions compared to adolescent only interventions for reducing alcohol consumption in
adolescents

Family/parent and adolescent interventions compared with adolescent only interventions for adolescent alcohol consumption

Patient or population: parents and children

Settings: recruitment through schools (n = 5), community agencies (n = 2), or trauma centres (n = 1), and delivery via resources sent home (n = 3), or face-face in schools,
homes, or community venues (n =5)

Intervention: interventions involving both family/parent components and adolescent components delivered together or separately

Comparison: interventions delivered to adolescents only with no family/parent component

Outcomes Illustrative comparative risks* (95% Cl) Relative effect  No. of participants Quality of the evi- Comments
(95% ClI) (studies) dence
(GRADE)
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Assumed risk Corresponding risk

Risk with ado- Risk with addition of

lescent inter- parent to adolescent in-
ventions terventions
Alcohol use prevalence Mean preva- Mean prevalence of ever 5640 DOOO Scores estimated
lence of ever having had an alcoholic (4 RCTs) very lowb using a standard-
Up to 4 years post intervention haying had an drink in the intervention ised mean dif-
impact of family/parentinter- a|coholicdrink  groups was 0.27 lower ference of -0.39
ventions compared to control a5 17 gopa (0.62 lower to 0.10 higher) (95% C1-0.91 to
on the prevalence of alcohol 0.14)
consumption or drunkenness
Alcohol use frequency Mean frequency  Mean frequency of alco- 915 (4 RCTs) DO Scores estimated
of alcohol use hol use in the interven- very lowd using a standard-
Up to 4 years post intervention  jn the previous  tion groups was 0.04 lower ised mean dif-
impact of family/parent inter- 30 days was 1 (0.09 lower to 0.02 higher) ference of -0.16
ventions compared to control day< (95% CI1-0.42 to
on the frequency of alcohol 0.09)
consumption
Adverse events No studies reported this outcome

*The basis for the assumed risk (e.g. the median control group risk across studies) is provided in footnotes. The corresponding risk (and its 95% confidence interval) is
based on the assumed risk in the comparison group and the relative effect of the intervention (and its 95% ClI).
Cl: confidence interval; RCT: randomised controlled trial.

GRADE Working Group grades of evidence.

High quality: further research is very unlikely to change our confidence in the estimate of effect.

Moderate quality: further research is likely to have an important impact on our confidence in the estimate of effect and may change the estimate.
Low quality: further research is very likely to have an importantimpact on our confidence in the estimate of effect and is likely to change the estimate.
Very low quality: we are very uncertain about the estimate.

dWe have used results (mean scores and standard deviation 0.68) from Reddy 2002 to illustrate effect sizes in terms of the measures used in that study. This study was chosen
for its use of a common outcome measure and low risk of bias.

bpowngraded one level due to high or unclear risk of bias ratings in several domains; downgraded two levels due to high heterogeneity that was not explained in subgroup
analysis; downgraded one level due to imprecision of results, with a wide confidence interval (crosses -0.5 and crosses zero; therefore the true effect could be either a benefit
or a harm).

We have used results (mean scores and standard deviation) from Schinke 2004 to illustrate effect sizes in terms of the measures used in that study. This study was chosen for
its use of a common outcome measure and low risk of bias.

dbowngraded one level due to high or unclear risk of bias ratings in several domains; downgraded one level due to moderate heterogeneity that was explained only in part in
subgroup analysis; downgraded one level due to imprecision of results, with a wide confidence interval (crosses -0.5 and crosses zero; therefore the true effect could be either
a benefit or a harm) and a relatively small sample size.
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BACKGROUND

Description of the condition

Alcohol use ranks among the top three risk factors for the global
burden of disease, accounting for 5.5% of disability-adjusted life-
years (DALYs) globally (Lim 2012). A causal relationship has been es-
tablished between alcohol and more than 200 chronic and acute
diseases, as well as intentional and unintentional injuries (Rehm
2010). Overall, in 2010, alcohol-attributable injuries were responsi-
ble for 13.2% of all injury deaths and for 12.6% of all injury poten-
tial years of life lost (PYLL) (Rehm 2013). Young people contribute a
high proportion of alcohol-related injuries and mortality from alco-
hol-attributable injury, with 11% of deaths among men aged 15 to
34 years, and 3.5% of deaths among women aged 15 to 34 years in
the European Union, being alcohol-related (Rehm 2012). In the Eu-
ropean Union, road traffic accidents are the leading cause of death
in children and young adults up to 29 years, and 33% of motor ve-
hicle traffic injuries to males and 11% to females of all ages are due
to alcohol (WHO 2012). Extensive evidence points to an association
between early age of alcohol use initiation (and early intoxication)
and an increased frequency of drinking, as well as increased risky
drinkingand alcohol-related harms laterin adolescence and during
adulthood (e.g. Bonomo 2004; DeWit 2000; Jackson 2015; Kuntsche
2013; Livingston 2008; Waller 2018).

Experimentation with risky behaviours typically begins in adoles-
cence, as part of a natural ‘coming of age’ process (Room 2004).
A dramatic increase in the use of alcohol is seen after the age of
12, with rates gradually increasing throughout adolescence (Cur-
rie 2012). This pattern is common globally, with reports from 43
countriesincluded in the Health Behaviourin School-Aged Children
Project (Currie 2012), reports from the European Survey Project on
Alcohol and Drugs (ESPAD; Hibell 2012), and results of national sur-
veys conducted in Australia - White 2012 - and the United States
(US) - Frieden 2014 - demonstrating these patterns. Any level of al-
cohol use is potentially harmful for young people, with evidence
of an effect upon the developing brain (Bava 2010), along with a
subsequent increase in risk for alcohol use disorders (Waller 2018).
Early sipping of alcohol has been associated with increased odds
of consuming full drinks, getting drunk, and drinking heavily later
in adolescence (Jackson 2015). Consumption of at least a standard
drink of alcohol at or before age 13 has been associated with an
increased risk of frequent binge drinking in late secondary school
(Aiken 2018). Even a single occasion of alcohol intoxication can
have serious short- and long-term consequences (Courtney 2009;
Quinn 2011). Internationally, guidelines for low-risk alcohol con-
sumption include recommendations for young people (in Australia
under the age of 18 years, and in the US under the age of 21) not to
drink at all (NHMRC 2009; USDHHS 2015).

Although the use of alcoholis common among young people, some
groups can be identified as being at elevated risk of heavy use due
to a range of social, peer, and family factors. Livingston and col-
leagues report that young people who have had their first drink by
age 13 are almost twice as likely to engage in very high-risk drink-
ing when aged 16 to 24 (Livingston 2008). Parents who allow their
children to consume alcohol in adult-supervised settings in early
adolescence are more likely to have children who experience harm-
fulalcohol consequences in mid-adolescence (McMorris 2011). Fur-
ther, parents who themselves have heavy drinking occasions are
more likely to have children who report heavy drinking occasions
(Hingson 2014), and parental substance use and family history of

alcoholism have been identified as predictors of adolescent sub-
stance use in longitudinal studies (Alati 2014; Chassin 1996; Cran-
ford 2010; White 2000; Wills 2003). Evidence is mixed in relation
to the association between socioeconomic disadvantage and risk
of adolescent alcohol consumption (Hanson 2007). Some reports
show drinking and drunkenness associated with lower levels of dis-
advantage or higher levels of household income (Reboussin 2010;
Richter 2009). Other reports show higher levels of baseline prob-
lem drinking among low socioeconomic status communities (Caria
2011; Lowry 1996).

Description of the intervention

Despite the influence of peers and society during adolescence
(Carter 2007; Patton 2004), parenting and home environment fac-
tors areimportant influencers of development (Steinberg 2001), as
well as predictors of alcohol consumption and other substance use
(Carter 2007; Simons-Morton 2009; Turrisi 2010; Wang 2009). Ma-
ternal and paternal knowledge of their child’s friends and where-
abouts is reported to act as a protective factor against substance
use and to mediate the variability in substance use by grade and
ethnic background (Wang 2009). This protective effect is suggested
to act via an influence on peer group selection (Engels 2007; Wang
2009), the transmission of family attitudes and values (White 2010),
and parental monitoring (knowledge of their child’s whereabouts)
(Jimenez-Iglesias 2013).

In 1994, the US Institutes of Medicine adopted a framework for the
classification of mental health and substance use prevention in-
terventions as universal, selective, or indicated/targeted (Mrazek
1994; Springer 2006). Universal prevention strategies address the
entire population within a particular setting. Selective interven-
tions are delivered to subgroups of individuals based on their mem-
bership in a group that has an elevated risk of developing prob-
lems. Indicated interventions address vulnerable individuals and
help them in dealing and coping with their individual personality
traits that make them more vulnerable to escalating drug use (EM-
CDDA 2015).

Although intervention programmes are usually classified as be-
longing to one of these three broad groups, the classification can
beregarded as a continuum, with obvious overlap between groups.
In the 2010 report "Fair Society, Healthy Lives", commissioned by
the United Kingdom (UK) government to identify the most evi-
dence-based strategies for reducing health inequalities, a key rec-
ommendation was to extend the focus of preventive activities be-
yond the most disadvantaged, to encompass the full spectrum of
the social gradient. It was stated that to "reduce the steepness of
the social gradient in health, actions must be universal, but with a
scale and intensity that is proportionate to the level of disadvan-
tage" (Marmot 2010).

Applied to alcohol prevention efforts, this ‘proportionate universal-
ism’ can be interpreted as the need to conduct universal preven-
tion programmes, but to also include more targeted (selective and
indicated) interventions for higher-risk groups. Parenting skills are
recognised as a key factor in the prevention of adolescent alcohol
consumption and other substance use. The proportionate univer-
salism approach maintains that all parents should be given oppor-
tunities for supportand help to develop appropriate protective par-
enting skills, and that some parents who demonstrate a particu-
lar risk profile or who have particular needs (e.g. have vulnerable
children) should be offered increasingly targeted (and increasing-
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ly costly) interventions (Heginbotham 2012; Marmot 2010). For this
reason, this review is not limited to universal interventions, but will
incorporate those classified as selective and indicated.

Classification of interventions in the present review is based on
their target population, whether all parents (universal) or a select
group based on characteristics of parents or their children (selec-
tive and indicated). In the context of family-based interventions for
alcohol use in young people, universal interventions target parents
of all children given the inherent risk of alcohol use among all sec-
tors of the population. These interventions will likely aim to delay
the initiation of alcohol use, or to reduce the frequency or volume
of use among children of participating parents. Selective interven-
tions are those targeting parents whose children have an elevat-
ed risk of substance use due to social or family risk factors. Such
risk factors include low socioeconomic status or family income,
along with parentalalcohol consumption, alcoholism, or other sub-
stance use. Similarly, these interventions will likely aim to delay ini-
tiation or reduce consumption. Indicated interventions are defined
as those that target parents or families whose children are already
identified as drinkers. These interventions will more likely aim to re-
duce levels of consumption or the frequency of binge drinking and/
or to reduce alcohol-related harms.

Parent- and family-based programmes for the prevention of al-
cohol use are often appended to school curricula-based inter-
ventions for young people, but may also be designed as stand-
alone programmes. Such programmes frequently focus on par-
ent-child communication and relationship building. Common ele-
ments across many programmes include focus on social compe-
tence skills, parental involvement with children, and self-regula-
tion, although the target population and the intensity and mode of
delivery are highly varied.

How the intervention might work

The theoretical basis for family-based interventions is that young
people whose parents adopt appropriate parenting strategies are
likely to develop positive social norms and to resist the negative
external influences of peers and society. In this context, positive
parenting strategies include rule-setting, appropriate communica-
tion, monitoring, and conveying positive values and attitudes (Ryan
2010). Family- and parent-based interventions for adolescent sub-
stance use operate indirectly, with the mechanism of effect work-
ing via parents rather than through a programme delivered directly
toyoung people as the target population. As such, the developmen-
tal trajectory of particular behaviours, for example, alcohol use, is
changed viaimproved family or parent socialisation practices (Fox-
croft 2014).

Why it is important to do this review

Previous Cochrane Reviews have separately covered universal
family-based programmes (Foxcroft 2011a), as well as school-
based and multi-component interventions (Foxcroft 2011b; Fox-
croft 2011c, respectively), for alcohol misuse among young peo-
ple that incorporate family-based interventions. The most recent
of these reviews was completed with studies published up to July
2010. Since the time of that review, several trials have been pub-
lished, reporting on other family-based preventive programmes,
and in many cases using innovative approaches including online
delivery.

As well as updating the previous review (Foxcroft 2011a), the cur-
rent review extends beyond universal interventions to include
those classified as selective and indicated, in keeping with the con-
cept of proportionate universalism.

Although parents and families are influential and provide a key tar-
get for intervention, family-based programmes are often expensive
to run and challenging from a recruitment and engagement per-
spective (Haggerty 2006). It is important to gather evidence of their
effectiveness, and of the differential effectiveness of various com-
ponents of these programmes, to inform policy and funding deci-
sions.

OBJECTIVES

To assess the effectiveness of universal, selective, and indicated
family-based prevention programmes in preventing alcohol use or
problem drinking in school-aged children (up to 18 years of age).

Specifically, on these outcomes, the review aimed:

+ to assess the effectiveness of universal family-based prevention
programmes for all children up to 18 years (‘universal interven-
tions’);

« toassess the effectiveness of selective family-based prevention
programmes for children up to 18 years at elevated risk of alco-
hol use or problem drinking (‘selective interventions’); and

« toassessthe effectiveness of indicated family-based prevention
programmes for children up to 18 years who are currently con-
suming alcohol, or who have initiated use or regular use (‘indi-
cated interventions’).

METHODS

Criteria for considering studies for this review
Types of studies

Randomised controlled trials (RCTs) including cluster-randomised
trials (C-RCTs).

Types of participants

Parents or guardians/carers of young people up to 18 years (of
school age). For this review, we defined young people as children
and adolescents and excluded those transitioning to college due
to differences in context and parenting roles. We included parents
of young people who have not previously consumed alcohol, cur-
rently consume alcohol, or have heavy or problematic alcohol use.
Young people were also included as participants in some interven-
tions and in the context of data collection.

Types of interventions

Any universal, selective, or indicated family-based psychosocial or
educational prevention intervention.

We defined universal prevention strategies as those addressing the
entire population without selection of children based on character-
istics that may increase their risk of alcohol use or problem drink-
ing, for example, those offered to all parents of children attending
a school.

We defined selective interventions as those delivered to a subgroup
of childrenidentified as having socio-demographic or other charac-
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teristics that put them at an elevated risk of alcohol use or problem
drinking, for example, those delivered to families in which there is
a history of substance use or mental health problems among par-
ents, to those living in communities of low socioeconomic status,
or to those engaging in delinquent behaviour.

We defined indicated interventions as those targeting a subgroup
of children who currently use alcohol or who may have alcohol-re-
lated problems.

We included prevention programmes that focused on alcohol as
well as other drugs wherever alcohol outcomes were presented
separately. We defined psychosocial interventions as interventions
that specifically aim to develop psychological and social attribut-
es and skills in parents or young people (e.g. parental monitoring,
behavioural norms, peer resistance), so that young people are less
likely to use alcohol. We defined educational interventions as those
that specifically aim to raise awareness amongst parents and/or
carers of how to positively influence young people, or of the risks
of alcohol consumption, so that young people are less likely to use
alcohol.

The comparison consisted of any alternative prevention pro-
gramme (e.g. school-based, office-based, multi-component, oth-
er) where the parental component could be experimentally isolat-
ed (e.g. parent plus school compared to school only) or no pro-
gramme.

Types of outcome measures
Primary outcomes

Any direct self-reported (by adolescents) measures of alcohol con-
sumption or problem drinking. As an example, we considered the
following outcomes to be relevant.

« Alcohol use (yes/no).

« Alcohol use (quantity, frequency).

« 'Binge' drinking (e.g. defined as drinking five or more drinks on
any one occasion) (yes/no).

« Incidence of drunkenness.

Outcome measures related to psychological perception/attitudes
or awareness of alcohol risks were deemed to be indirect; therefore
we did not consider them in this review.

Secondary outcomes

Secondary outcomes could be measured through self-report (by
adolescents or parents) or through police, juvenile justice, or med-
ical records.

« Age of alcohol initiation.
« Age of drunkenness initiation.

« Alcohol-related problems or harms (e.g. drunk driving or any
physical or social problem self-reported by adolescents as an al-
cohol-related consequence may be measured using a scale such
as Rutgers Alcohol Problems Index or questions 7 to 10 of the Al-
cohol Use Disorders Identification Test (AUDIT)).

« Parent-reported or child-reported alcohol-related parenting be-
haviours (e.g. supply of alcohol, alcohol-specific communica-
tion, alcohol-specific rule-setting).

Search methods for identification of studies
Electronic searches

We searched the following databases, without restrictions by lan-
guage or publication status, in June 2018. The search strategy is
based on that used by Foxcroft 2011a but with the removal of terms
that were designed to limit the previous review to universal inter-
ventions. Thus these searches were conducted afresh from the ear-
liest available records with no limits placed on publication date.

« Cochrane Drugs and Alcohol Group's Specialised Register of Tri-
als.

« Cochrane Central Register of Controlled Trials (CENTRAL, 2018
issue), in the Cochrane Library.

« MEDLINE (Ovid) (1966 to 30 June 2018).
« Embase (Embase.com) (1974 to 30 June 2018).

« Education Resource Information Center (ERIC; EBSCOhost)
(1966 to 30 June 2018)

» PsycINFO (Ovid) (1806 to 30 June 2018).

« Google Scholar (modified MEDLINE search to account for 260
character limit).

« Project CORK (http://www.projectcork.org).
« ClinicalTrials.gov (clinicaltrials.gov/).

« International Clinical Trials Registry Platform (ICTRP) (app-
s.who.int/trialsearch/).

The subject strategies for databases were modelled on the search
strategy designed for CENTRAL. Where appropriate, these were
combined with subject strategy adaptations of the Cochrane high-
ly sensitive search strategy for identifying RCTs and controlled clin-
ical trials (as described in the Cochrane Handbook for Systemat-
ic Reviews of Interventions, Version 5.1.0, Box 6.4.b; Higgins 2011).
Search strategies for major databases are provided in Appendix 1.

Searching other resources

We handsearched the reference lists of topic-related systematic
reviews and included studies to identify potentially relevant cita-
tions (Dusendury 2000; Gates 2006; Hale 2014; Kuntsche 2016; Lem-
stra 2010; MacArthur 2012; Petrie 2007 Smit 2008; Vermeulen-Smit
2015;). Unpublished reports, abstracts, dissertations, and brief and
preliminary reports were eligible for inclusion.

Data collection and analysis
Selection of studies

Pairs of independent reviewers (including CG, AW, LW, JT, TS, ES)
completed broad screening of titles and abstracts of all identified
records (screening level 1). Afterwards, the same pairs indepen-
dently assessed full-text reports of all potentially relevant records
that passed the initial screen. We resolved differences in opinion
arising at both screening levels through discussion and involve-
ment of a third review author for resolution where required. Rea-
sons for exclusion of full-text articles were recorded and are report-
ed in Characteristics of excluded studies.

Data extraction and management

Pairs of review authors independently extracted relevant data us-
ing an a priori defined data extraction form (CG, AW, ES, TS), and
one review author (AW) entered data into Review Manager 5 soft-
ware (RevMan 2014). We resolved differences in opinion arising dur-
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ing data extraction through discussion and involvement of a third
review author for resolution where required. We extracted the fol-
lowing information: numbers and characteristics of participants,
setting, types of experimental and control interventions, length of
follow-up, types of outcomes, outcome data (sample sizes, means,
standard deviations, odds ratios, confidence intervals as available),
country of origin, and methodological characteristics associated
with the assessment of risk of bias (randomisation procedures,
blinding, data collection procedures, attrition, outcome reporting,
and analysis characteristics associated with clustered studies).

Assessment of risk of bias in included studies

For each study included in the review, two review authors indepen-
dently assessed the risk of bias (CG, AW, TS, ES, MK). We performed
the risk of bias assessment for RCTs in this review using the criteria
recommended in the Cochrane Handbook for Systematic Reviews of
Interventions (Higgins 2011). The recommended approach address-
es seven specific domains, namely, sequence generation and allo-
cation concealment (selection bias), blinding of participants and
providers (performance bias), blinding of outcome assessor (detec-
tion bias), incomplete outcome data (attrition bias; less than 20%
loss of participants with no differential attrition between experi-
ment groups was regarded as low risk), selective outcome report-
ing (reporting bias), and other sources of bias (contamination bias).
For C-RCTs, we also assessed risk of recruitment bias, baseline im-
balances, loss of clusters, incorrect analysis, and compatibility with
individually randomised trials (herd effect). The first part of the tool
involves describing what was reported to have happened in the
study. The second part of the tool involves assigning a judgement
related to the risk of bias for that entry, in terms of low, high, or un-
clearrisk. To make these judgements, we used the criteria indicated
by the Cochrane Handbook for Systematic Reviews of Interventions,
as adapted to the addiction field. See Appendix 2 for details.

Grading of evidence

We assessed the overall quality of the evidence for the primary out-
come of each study using the GRADE system. The Grading of Rec-
ommendation, Assessment, Development and Evaluation Working
Group (GRADE) developed a system for grading the quality of evi-
dence (GRADE 2004; Guyatt 2008; Guyatt 2011), which takes into ac-
count issues related not only to internal validity (risk of bias) but
also to external validity, such as directness, consistency, impreci-
sion of results, and publication bias. The 'Summary of findings' ta-
bles present the main findings of a review in a transparent and sim-
ple tabular format. In particular, they provide key information con-
cerning the quality of evidence, the magnitude of effect of the in-
terventions examined, and the sum of available data on the main
outcomes.

In this review, we present the 'Summary of findings' tables based
on type of intervention programme (universal, selective, indicat-
ed) and type of comparison (intervention vs intervention as well
as comparative effectiveness trials). Summary tables cover those
comparisons where sufficient studies were available to enable
meta-analytical pooling.

The GRADE system uses the following criteria in assigning grades of
evidence.

« High: we are very confident that the true effect lies close to that
of the estimate of the effect.

+ Moderate: we are moderately confident in the effect estimate:
the true effect is likely to be close to the estimate of the effect,
but there is a possibility that it is substantially different.

« Low: our confidence in the effect estimate is limited: the true ef-
fect may be substantially different from the estimate of the ef-
fect.

« Very low: we have very little confidence in the effect estimate:
the true effect is likely to be substantially different from the es-
timate of effect.

Comparisons of RCTs begin with a 'high' rating and are downgraded
based on serious (-1) or very serious (-2) limitation to study quali-
ty; importantinconsistency (-1); some (-1) or major (-2) uncertainty
about directness; imprecise or sparse data (-1); and high probabil-
ity of reporting bias (-1).

Measures of treatment effect

We calculated treatment effects using RevMan 2014 where possi-
ble.

Dichotomous outcome data

We analysed dichotomous outcomes by calculating the risk ratio
(RR) for each trial, with the uncertainty in each result expressed us-
ing 95% confidence intervals (Cls).

Continuous outcome data

We analysed continuous outcomes by calculating mean differences
(MDs) if all studies used the same measurement scale, or stan-
dardised mean differences (SMDs) if studies used different mea-
surement scales, each with 95% Cls. If data in small studies were
skewed, we assessed the implications for outcomes on a case-by-
case basis.

Unit of analysis issues

We ascertained additional validity threats regarding appropriate
unit of analysis depending on whether randomisation was imple-
mented at an individual or cluster level. We assessed cluster-ran-
domised trials in the review for unit of analysis error. For studies
that did not adjust for clustering, we calculated design effects and
effective sample sizes using available study data and reported intr-
aclass correlations (ICCs). Where ICCs were not available, we used a
mean ICC calculated from reported ICCs of included studies to cal-
culate effective sample sizes before inclusion in meta-analysis (Hig-
gins2011). We included studies with more than two trialarmsin the
meta-analysis by selecting the most appropriate intervention and
comparison (e.g. family-based intervention vs no-intervention con-
trol, with no data taken from a classroom-based intervention arm).
We included studies in two separate meta-analyses if they includ-
ed a family-based intervention arm that could be compared sepa-
rately with a no-intervention or standard care arm and a family and
adolescent intervention.

Dealing with missing data

Where important summary data or study level characteristics were
missing, we attempted to contact the authors of those included
studies. Where standard deviations were missing from continuous
data, we scanned studies for any other statistics (Cls, standard er-
rors, T values, P values, F values) that allowed for their calculation.
Where available, we reported outcomes of trials reporting an inten-
tion-to-treat analysis.
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Assessment of heterogeneity

Assessment of heterogeneity involved inspecting each included
study for variability in study populations (baseline characteristics),
interventions (target/focus, mode of delivery), and outcome mea-
sures (tools, instruments, scales, and outcome definitions). We con-
sidered methodological heterogeneity by inspecting variability in
study design and risk of bias. Where acceptable homogeneity was
found within subgroups (based on age of children, type of interven-
tion, or substance targeted), we conducted meta-analysis for sub-
groups of studies. We assessed statistical heterogeneity using the
Chi? test and its P value, by visually inspecting the forest plots, and
by using the I? statistic. A P value of the test lower than 0.10 or an I?
statistic of at least 50% indicated significant statistical heterogene-

ity.
Assessment of reporting biases

We used funnel plots (plots of the effect estimate from each study
against the sample size or effect standard error) to indicate possi-
ble publication bias. We used tests for funnel plot asymmetry only
when a minimum of 10 studies were included in the meta-analysis,
as fewer than 10 studies would render the power of the tests too
low to distinguish chance from real asymmetry.

Data synthesis

We calculated pooled standardised mean differences (to account
for heterogeneity of outcome measures) for each comparison us-
ing a random-effects model with a generic inverse variance weight-
ing method (RevMan 2014). We calculated standardised mean dif-
ferences for all outcome measures to maximise comparability, and
we used the generic inverse variance method, which allows for in-
clusion of studies reporting data in a range of forms including both
continuous and dichotomous outcomes along with those reporting
odds ratios, risk ratios, or differences between means. We selected
post-intervention values over changes from baseline data for inclu-
sion in the meta-analysis, to reduce the risk of selective reporting
and to maximise the number of studies that could be pooled.

We synthesised studies that provided suitable data for pooling in
meta-analysis grouped by outcome. Due to small numbers of stud-
ies in each comparison, we explored effects by type of preven-
tion intervention (i.e. universal, selective, or indicated) in subgroup
analyses. Depending on study numbers in each comparison, selec-
tive and indicated interventions may be grouped together to repre-
sent more targeted approaches in contrast to universal ones; these
would be regarded as further along the scale of proportionate uni-
versalism (Marmot 2010). We grouped outcomes as measuring al-
cohol use prevalence (measures of the prevalence of any alcohol
consumption or a specified threshold of consumption such as the
prevalence of drinking at least once per month); frequency (mea-
sures of the number of occasions of use in a given period); or vol-
ume (measures of the number of drinks in a given period). When
studies reported multiple alcohol outcomes in one of these cate-

gories, we selected the most conservative measure capturing small
or infrequent levels of use (e.g. the frequency of any drinking was
selected in preference to the frequency of drunkenness, if both
were available). Studies could contribute to multiple meta-analy-
ses if they reported eligible outcomes in more than one category.
From studies that reported multiple follow-up points, we extracted
data from the longest follow-up period up to four years for inclusion
in meta-analyses.

We selected study estimates that adjusted for potential confound-
ing variables for inclusion in meta-analysis over estimates that
did not adjust for potential confounding variables, when available.
Similarly, we selected C-RCT study estimates that were adjusted
for clustering for inclusion in meta-analyses over unadjusted esti-
mates. For those C-RCTs that did not adjust for clustering, we ad-
justed study estimates using a mean ICC from other included stud-
ies and the effective sample size used in meta-analysis. We pooled
separately studies that compared two or more alternative interven-
tions, enabling experimental isolation of the parent intervention
component.

In all instances where data could not be pooled in a meta-analysis,
we have provided a narrative summary of the trial findings accord-
ing to the review objectives.

Subgroup analysis and investigation of heterogeneity

We investigated the extent of heterogeneity through visual exam-
ination of forest plots and through use of the Chi? statistic, the P
value, and the I statistic. Where there was evidence of heterogene-
ity (1% statistic > 50%), we investigated the potential source of het-
erogeneity through subgroup analyses. Specifically, we conduct-
ed subgroup analyses based on the type of prevention interven-
tion (universal, selective, indicated), the intensity of the interven-
tion (considering duration and level of face-to-face involvement),
the characteristics of participants (ethnicity and gender), and the
length of follow-up (less than 12 months, or between 12 months
and 4 years).

Sensitivity analysis

We performed sensitivity analysis of the main review outcomes, re-
moving trials judged to be at high risk of bias (graded as high on
three or more 'Risk of bias' measures). For C-RCTs, two or more rat-
ings of high risk on any of the five cluster-specific risk of bias do-
mains contributed one high risk rating to the overall assessment.

RESULTS

Description of studies

See Characteristics of included studies, Characteristics of excluded
studies, and Characteristics of ongoing studies.

Results of the search

See the CONSORT flow diagram (Figure 1).
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The search strategy resulted in a total of 23,367 citations, and we
identified a further 11 studies by checking the reference lists of
relevant systematic reviews. After removal of duplicate records,
13,399 records remained. Screening of titles and abstracts revealed
184 studies for full-text review and formal inclusion or exclusion.
Of these, 46 papers met the inclusion criteria as primary stud-
ies (Arnaud 2016; Baldus 2016; Bauman 2002; Bodin 2011; Brody
2006; Catalano 1999; Cordova 2012; Dembo 2001; Estrada 2017;
Fang 2010; Fosco 2013; Foxcroft 2017; Furr-Holden 2004; Hagger-
ty 2007; Koning 2009; Liddle 2008; Linakis 2013; Loveland-Cherry
1999; Mares 2016; Mason 2012; Milburn 2012; O'Donnell 2010; Perry
2003; Prado 2012; Reddy 2002; Riesch 2012; Schinke 2004; Schinke
2009a; Schinke 2009b; Schinke 2009c¢; Schinke 2011; Skarstrand
2014; Spirito 2011; Spirito 2015; Spirito 2017; Spoth 1999a; Spoth
2002; Stanger 2017; Stevens 2002; Stormshak 2011; Valdez 2013;
Werch 2008; Winters 2012; Wolchik 2002; Wu 2003; Wurdak 2017),
and a further 31 as companion papers to included trials.

Included studies

A description of the included studies appears in the Characteris-
tics of included studies tables. We included 46 studies with 39,822
participants (or families) randomised across the 46 included tri-
als. Thirty-one studies were RCTs, 25 of which compared an inter-
vention group versus a no intervention control group or a 'usu-
al care' group (Baldus 2016; Bauman 2002; Catalano 1999; Cordo-
va 2012; Dembo 2001; Estrada 2017; Fang 2010; Fosco 2013; Hag-
gerty 2007; Linakis 2013; Loveland-Cherry 1999; Mason 2012; Mil-
burn 2012; O'Donnell 2010; Prado 2012; Schinke 2009a; Schinke
2009b; Schinke 2009c; Schinke 2011; Spirito 2017; Stanger 2017;
Stormshak 2011; Valdez 2013; Wolchik 2002; Wurdak 2017), and
six of which compared the effectiveness of two different family-
or parent-focused interventions (Liddle 2008; Schinke 2004; Spiri-
to 2011; Spirito 2015; Werch 2008; Winters 2012). The other 15 in-
cluded studies were C-RCTs, 10 of which compared an intervention
group versus a no intervention control group (Arnaud 2016; Bodin
2011; Brody 2006; Foxcroft 2017; Furr-Holden 2004; Koning 2009;
Mares 2016; Riesch 2012; Skarstrand 2014; Spoth 1999a), and five
of which were comparative effectiveness trials (Perry 2003; Reddy
2002; Spoth 2002; Stevens 2002; Wu 2003). In total, we classified 12
studies as comparative effectiveness trials, usually with more than
two trial arms, including a comparison of a family/parent interven-
tion coupled with adolescent intervention components versus the
adolescent components alone. In such studies, experimental isola-
tion of the parent component for analysis purposes was possible
(Koning 2009; Liddle 2008; Perry 2003; Reddy 2002; Schinke 2004;
Spirito 2011; Spirito 2015; Spoth 2002; Stevens 2002; Werch 2008;
Winters 2012; Wu 2003).

Twenty-seven of the included studies tested the impact of inter-
ventions classified as universal, targeting all children or families; 12
were selective, targeting groups at elevated risk; and seven were
classified as indicated, targeting families where young people were
already using alcohol. Of studies comparing universal interven-
tions, 13 were C-RCTs, with nine using schools as the unit of ran-
domisation, one using county (Brody 2006), one using communi-
ties (Foxcroft 2017), one using classrooms (Furr-Holden 2004), and
one using paediatric clinics (Stevens 2002). Among selective and
indicated interventions, only one study in each category was a C-
RCT, with the selective study randomising community centres (Wu
2003), and the indicated study randomising paediatric emergency
departments (Arnaud 2016). The 14 universal RCTs randomised par-
ticipants at the level of adolescent-parent dyads (n = 7; Bauman

2002; Estrada 2017; Linakis 2013; Schinke 2009a; Schinke 2009b;
Schinke 2009c; Schinke 2011), families (n = 4; Fosco 2013; Hagger-
ty 2007; Loveland-Cherry 1999; O'Donnell 2010), adolescents (n =1,
Werch 2008), communities (n = 1; Schinke 2004), or parents (n = 1;
Wurdak 2017). The selective RCTs randomised individual families (n
=7; Catalano 1999; Mason 2012; Milburn 2012; Prado 2012; Spirito
2015; Stormshak 2011; Wolchik 2002), adolescents (n = 2; Cordova
2012;Dembo 2001), or dyads (n=2; Baldus 2016; Fang 2010). The six
indicated RCTs randomised at the level of the family (n = 3; Spirito
2011; Spirito 2017; Valdez 2013), or at the level of the adolescent (n
=3; Liddle 2008; Stanger 2017; Winters 2012).

Country

Twenty-nine trials were undertaken in the United States; 16 stud-
ies examined universal interventions (Estrada 2017; Haggerty 2007,
Linakis 2013; Loveland-Cherry 1999; O'Donnell 2010; Schinke 2004;
Schinke 2009a; Schinke 2009b; Schinke 2009¢; Schinke 2011; Werch
2008; Perry 2003; Riesch 2012; Spoth 1999a; Spoth 2002; Stevens
2002), 11 studies selective interventions (Catalano 1999; Cordova
2012; Dembo 2001; Fang 2010; Mason 2012; Milburn 2012; Prado
2012; Spirito 2015; Stormshak 2011; Wolchik 2002; Wu 2003), and
six studies targeted interventions (Liddle 2008; Spirito 2011; Spiri-
to 2017; Stanger 2017; Valdez 2013; Winters 2012). Two trials were
conducted in the Netherlands (both universal C-RCTs; Koning 2009;
Mares 2016), two in Sweden (both universal C-RCTs; Bodin 2011;
Skarstrand 2014), one in Poland (a universal C-RCT; Foxcroft 2017),
three in Germany (one universal RCT - Wurdak 2017; one selective
RCT - Baldus 2016; and one indicated C-RCT - Arnaud 2016), and one
in India (a universal C-RCT - Reddy 2002).

Participants

Ethnicity of participants was mixed. Twelve trials included exclu-
sively or over-represented specific ethnic groups. Four studies ex-
clusively - Wu 2003, Brody 2006 - or predominantly - Furr-Holden
2004, Liddle 2008 - involved African American participants. Three
further studies included a close to 50:50 ratio of African Amer-
ican and Caucasian (or other) participants (Dembo 2001; Hag-
gerty 2007; Riesch 2012). Four studies involved only Hispanic or
Mexican American participants (Cordova 2012; Estrada 2017; Pra-
do 2012; Valdez 2013), and one study involved only Asian Ameri-
can participants (Fang 2010). A further 12 studies involved partici-
pants from a mix of ethnic backgrounds: two mostly Caucasian and
African American (Loveland-Cherry 1999; Werch 2008); four most-
ly Causasian and Hispanic/Latino (Mason 2012; Milburn 2012; Spir-
ito 2011; Spirito 2015); and six a mixture of all these groups (0'Don-
nell 2010; Schinke 2004; Schinke 2009b; Schinke 2009c¢; Schinke
2011; Stormshak 2011). Twelve studies included a mix of ethnici-
ties but predominantly Caucasian American (Bauman 2002; Cata-
lano 1999; Linakis 2013; Loveland-Cherry 1999; Perry 2003; Schinke
2009a; Spirito 2017; Spoth 1999a; Spoth 2002; Stanger 2017; Win-
ters 2012; Wolchik 2002). One study involved a broader range of
ethnic groups including a minority of Native American and Pacif-
ic Islander participants (Fosco 2013). The remaining nine studies
did not target particular ethnic groups nor report particular cohort
breakdowns.

The age of children targeted through the interventions ranged from
5 to 17 years (average approximately 13 years). Furr-Holden 2004
involved very young children, with an average age of 6.2 years, and
Stanger 2017 involved the oldest cohort, with an average age of
16.1 years. In general, the average age of adolescent participants
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was higher in trials of selective (approximately 13 years) and indi-
cated (approximately 15.5 years) trials than in trials of universal in-
terventions (approximately 12 years). Six studies exclusively target-
ed girls, four of which provided universal interventions (O'Donnell
2010; Schinke 2009a; Schinke 2009b; Schinke 2009c¢), and two of
which gave selective interventions (Fang 2010; Schinke 2011).

Recruitment and eligibility

Of the universal interventions, a majority recruited participants via
schools (n=17; Bodin 2011; Brody 2006; Estrada 2017; Fosco 2013;
Furr-Holden 2004; Haggerty 2007; Koning 2009; Loveland-Cherry
1999; Mares 2016; O'Donnell 2010; Perry 2003; Reddy 2002; Riesch
2012; Skarstrand 2014; Spoth 1999a; Spoth 2002; Werch 2008). Five
studies used community advertisements such as newspapers, fly-
ers, and "craigslist" (Schinke 2009a; Schinke 2009b; Schinke 2009c;
Schinke 2011; Wurdak 2017); two recruited through community
agencies such as after school care and social organisations (Fox-
croft 2017; Schinke 2004), one through paediatric emergency de-
partments (Linakis 2013), one through paediatric clinics (Stevens
2002), and one through telephone recruitment (Bauman 2002).

Among the selective interventions, three studies recruited partic-
ipants specifically from low socioeconomic status or at-risk ar-
eas, with two of these recruiting through schools (Baldus 2016;
Stormshak 2011), and one through community organisations and
recreation centres (Wu 2003). Four recruited youth who had iden-
tified behaviour problems (recruited through schools - Cordova
2012), delinquency (recruited through the juvenile justice system
- Dembo 2001; Prado 2012), or emotional or behavioural disorder
(referred from mental health clinics, truancy courts, or response to
advertisements - Spirito 2015). Three studies targeted children of at
risk parents, with one recruiting families through a methadone clin-
ic (Catalano 1999), one recruiting the children of depressed parents
through health clinics (Mason 2012), and one recruiting the chil-
dren of divorced parents identified through court records (Wolchik
2002). One study targeted families with a homeless adolescent re-
cruited through community organisations such as shelters (Milburn
2012). One further study targeted girls from minority ethnic groups
identified through community advertisements (Fang 2010).

The seven indicated interventions all involved youth who were al-
ready identified as using or abusing alcohol. Two studies recruited
participants who attended a paediatric emergency department or
trauma centre after an alcohol-related incident (Arnaud 2016; Spir-
ito 2011), one recruited gang-affiliated youths via a street-based
outreach approach (Valdez 2013), and one recruited youth who had
been identified in a school setting as abusing alcohol and other
drugs (Winters 2012). The remaining three studies relied on refer-
rals from truancy courts, schools, juvenile justice, or welfare agen-
cies (Liddle 2008; Spirito 2017; Stanger 2017).

Setting and mode of delivery

Researchers delivered interventions in a range of settings includ-
ing the child's school, the child's family home, and the Internet
or delivered print material. Of the universal interventions, they
delivered eight to parents via print materials or audio CD sent
by post or via email, or sent home with children (Bauman 2002;
Mares 2016; O'Donnell 2010; Perry 2003; Reddy 2002; Schinke 2004;
Werch 2008; Wurdak 2017), with one sent by post (n = 1; O'Don-
nell 2010); four were computer mediated (Schinke 2009a; Schinke
2009b; Schinke 2009c¢; Schinke 2011); two involved presentations
or workshops at the child's school (Bodin 2011; Fosco 2013); and

ten involved face-to-face sessions, with a combination of group/in-
dividual/family sessions delivered at the school or in a community
venue (Brody 2006; Estrada 2017; Foxcroft 2017; Furr-Holden 2004;
Haggerty 2007; Koning 2009; Riesch 2012; Skarstrand 2014; Spoth
1999a; Spoth 2002), or at individual parent/family sessions provid-
ed in the family home (Loveland-Cherry 1999), or in a healthcare
setting (Linakis 2013; Stevens 2002).

Of the selective interventions, one was delivered via CD-ROM and
Internet (Fang 2010), and ten via face-to-face sessions using a com-
bination of group, individual parent, and family approaches (Bal-
dus 2016; Catalano 1999; Cordova 2012; Dembo 2001; Mason 2012;
Milburn 2012; Prado 2012; Spirito 2015; Stormshak 2011; Wolchik
2002). Individual parent and family sessions were most commonly
delivered in the family home. One study involved face-to-face ses-
sions for youth only and a 20-minute video for parents (Wu 2003).
Allindicated interventions were delivered through face-to-face ses-
sions with parents and youth separately or together, or by a com-
bination of both.

Across all trials, programme intensity varied from six sessions of 20
minutes' duration delivered over three years (Bodin 2011), to twice
weekly 90-minute meetings, a five-hour retreat, and group work-
shops occurring over a nine-month period (Catalano 1999). In gen-
eral, the selective and indicated interventions were of a consistent-
ly higher intensity than the universal ones, with all but one - Fang
2010-involving at least one face-to-face session. Face-to-face inter-
ventions varied in duration/frequency from a single session in Ar-
naud 2016 to weekly sessions over periods ranging from five (in Mil-
burn 2012) to 16 weeks (in Valdez 2013) to annual sessions provid-
ed over three years (Bodin 2011; Fosco 2013). Interventions deliv-
ered by other means also varied, with some spread over four weeks
(Wurdak 2017), and others up to six months (Bauman 2002). Dura-
tion of follow-up ranged from immediate post-test to 15 years post
intervention (Wolchik 2002). A small number of trials reported fol-
low-up beyond four years post randomisation (n = 2; Furr-Holden
2004; Wolchik 2002); we did not include these trials in the meta-
analysis.

Interventions and comparisons

Although the interventions implemented varied in intensity, dura-
tion, and approach, all targeted alcohol or other drug use, and gen-
erally did so by promoting positive parenting approaches or by en-
hancing parent-child relationships. The interventions focused on
elements such as communication, family dynamics, rule-setting,
and risk management. Of the 46 included studies, 23 included a
separate youth component in the form of a classroom curriculum
or other adolescent-focused resource (n = 4; Catalano 1999; Per-
ry 2003; Reddy 2002; Schinke 2004), or individual or group youth
sessions (and/or involvement in family sessions) as part of face-to-
face interventions (n = 18; Catalano 1999; Cordova 2012; Dembo
2001; Estrada 2017; Foxcroft 2017; Loveland-Cherry 1999; Milburn
2012; Prado 2012; Riesch 2012; Skarstrand 2014; Spirito 2011; Spiri-
to 2015; Spoth 2002; Stanger 2017; Stevens 2002; Valdez 2013; Win-
ters 2012; Wolchik 2002).

Universal interventions

Of the universal interventions, eight targeted alcohol specifical-
ly (Bodin 2011; Brody 2006; Koning 2009; Loveland-Cherry 1999;
Mares 2016; Schinke 2004; Werch 2008; Wurdak 2017), 12 targeted
substance use more generally (Bauman 2002; Foxcroft 2017; Furr-
Holden 2004; Linakis 2013; Riesch 2012; Schinke 2009a; Schinke
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2009b; Schinke 2009c; Schinke 2011; Spoth 1999a; Spoth 2002;
Stevens 2002), five targeted problem behaviours and substance use
(Fosco 2013; Haggerty 2007; Perry 2003; Skarstrand 2014; Estrada
2017), and the remainder targeted alcohol as well as tobacco (Bau-
man 2002), sexual behaviour (O'Donnell 2010), or tobacco alone
(Reddy 2002).

Six universal studies used the original structure or an adaptation
of the Strengthening Families Program (SFP), which is based on
the Social Development Model and aims to enhance parent and
child interactions to reduce risk factors for substance use and
substance use initiation (Brody 2006; Foxcroft 2017; Riesch 2012;
Skarstrand 2014; Spoth 1999a; Spoth 2002). Investigators in each
of these studies ran multiple face-to-face sessions over a period of
several weeks. Generally in the first hour, parents and adolescents
attended separate workshops before coming together for family
workshops in the second hour. Workshop sessions were focused on
skill-building and relationship development, using role-plays and
games. The most common model for the Strengthening Families
Program consisted of seven sessions over seven weeks and was
used in four studies (Brody 2006; Foxcroft 2017; Riesch 2012; Spoth
2002). One study adapted the SFP to include two parts; part 1 in-
cluded six separate parent and youth sessions and one family ses-
sion, and part 2 involved four separate sessions and one joint ses-
sion (Skarstrand 2014). One selective study also used the SFP in its
seven-session format with four booster sessions (Baldus 2016).

One of these studies assessed the SFP as a complement to a 15-
session classroom-based curriculum of Life Skills Training (LST) for
children in grades seven and eight (Spoth 2002), thereby investi-
gating effects of the SFP via a comparative effectiveness approach
(one arm was LST only, and the other LST plus SFP). Another study
adopted a five-session model of the SFP, with children only at-
tending one of these sessions, and compared this to the Preparing
for Drug Free Years (PDFY) programme involving six sessions with
separate parent and child training, as well as a final session with
the family (Spoth 1999a). The remainder of these SFP-based stud-
ies compared the programme versus no programme (Riesch 2012;
Skarstrand 2014), or versus an attention controlinvolving the distri-
bution of information leaflets via mail (Brody 2006; Foxcroft 2017).

Seven other universal studies also involved face-to-face sessions
with small groups of individual parents or families (Estrada 2017;
Fosco 2013; Furr-Holden 2004; Haggerty 2007; Linakis 2013; Love-
land-Cherry 1999; Stevens 2002). Three studies involved group
seminars or workshops for parents, with one providing nine ses-
sions (Furr-Holden 2004), one eight sessions (Estrada 2017), and
one seven sessions (Haggerty 2007). Another study involved indi-
vidual motivational interviewing-based sessions with parents who
were attending an emergency department with a child for a non-
alcohol- or drug-related issue (Linakis 2013). This programme also
included telephone booster sessions and mailings and was com-
pared with an enhanced usual care approach including mailing of
brochures about the influence of parents on adolescents. One uni-
versal study used home visits with families to deliver a motivation-
al interviewing/social cognitive theory-based intervention and to
overcome barriers to assessment of parent elements of interven-
tions and/or parent attendance at school events, with three home
sessions plus boosters delivered to families from three school dis-
tricts and compared with a no program control group randomised
atthe family level (Loveland-Cherry 1999). The final universal study
involving face-to-face sessions delivered at home did so only for

families who were identified through the school-based part of the
programme as being at risk (Fosco 2013). As such, this component
of the intervention was regarded as the selective component. The
universal component of the intervention involved a family resource
centre in schools and delivery of special interest face-to-face sem-
inars for parents. This intervention was compared with a no pro-
gramme control

Two universal studies used the Orebro Prevention Program or
adaptation (Bodin 2011; Koning 2009). This programme involves
presentations to parents at schools and the development of a set
of agreed rules among parents. Both studies compared the pro-
gramme versus a no intervention control, and Koning et al includ-
ed three arms, also comparing the effectiveness of a student inter-
vention (Sl)) with and without the parent intervention (PI; SI+/-PI
versus PI) (Koning 2009).

The remaining 11 universal studies used either paper or comput-
er-based modules with no face-to-face component. Eight studies
involved mailing material to parents (e.g. booklets, postcards, au-
dio-CDs; Bauman 2002; Mares 2016; O'Donnell 2010; Perry 2003;
Reddy 2002; Schinke 2004; Werch 2008; Wurdak 2017). Four of these
studies compared parent mailings versus a no program or waitlist
control (Bauman 2002; Mares 2016; O'Donnell 2010; Wurdak 2017),
and four were comparative effectiveness trials (Perry 2003; Reddy
2002; Schinke 2004; Werch 2008), in which parent mailings were as-
sessed as a complement to, orin comparison to, an alternate inter-
vention such as a classroom curriculum (Perry 2003; Reddy 2002),
a CD-ROM programme for adolescents (Schinke 2004), or a set of
alternate adolescent postcards (Werch 2008). Four studies were
based on mother-daughter education and a cognitive-behaviour-
al skills training approach using computer- or CD-ROM-mediated
sessions, all compared with a no program control (Schinke 2009a;
Schinke 2009b; Schinke 2009c¢; Schinke 2011).

Selective interventions

Of the selective interventions, only one study targeted alcohol
specifically (Stormshak 2011), with three targeting alcohol and sub-
stance use (Fang 2010; Mason 2012; Spirito 2015), and eight tar-
geting alcohol/substance use (Baldus 2016; Catalano 1999; Cordo-
va 2012; Dembo 2001; Milburn 2012; Prado 2012; Wolchik 2002; Wu
2003), along with other problem behaviours such as unsafe sex in
Prado 2012 or selling drugs in Wu 2003.

Less variation existed in the interventions delivered in selective
studies compared to universal interventions. Ten studies used face-
to-face sessions with a mixture of group, parent only, or family
counselling based on the principles of motivational interviewing,
cognitive-behavioural therapy, or similar counselling approach-
es (Baldus 2016; Catalano 1999; Cordova 2012; Dembo 2001; Ma-
son 2012; Milburn 2012; Prado 2012; Spirito 2015; Stormshak 2011,
Wolchik 2002). The 'intensity' of these interventions ranged from a
single family session with assessment task and boosters delivered
by mail, asin Spirito 2015, to multiple home visits with families. Two
studies used the Family Check-Up intervention, comprising assess-
ment, feedback, and motivational interviewing principles (Spiri-
to 2015; Stormshak 2011). One study involved five sessions with
youth and parents at home (Milburn 2012), two studies involved ten
such visits (Dembo 2001; Mason 2012), and one study involved nine
group sessions as well as ten family sessions (Family Unidas; Cor-
dova 2012). One study involved 11 group sessions with mothers as
well as two individual sessions tailored to the intervention (Wolchik
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2002). One study involved a total of 54 contact hours per family,
with a mixture of group and individual sessions and a parent retreat
(Catalano 1999). Only two selective studies did not involve face-to-
face contact with parents, with one using a nine-session web-based
programme targeting mothers' relationships with their daughters
(Fang2010),and the other complementing a face-to-face youth pro-
gramme with a 20-minute video for parents (Wu 2003).

Most of these selective studies compared an intervention versus ei-
ther standard practice (e.g. standard methadone clinic, standard
referral processes; Catalano 1999; Milburn 2012; Prado 2012), an
enhanced 'usual care' condition (Baldus 2016; Cordova 2012; Dem-
bo 2001; Wolchik 2002), or no programme (Fang 2010; Mason 2012;
Stormshak 2011). Two selective studies were comparative effec-
tiveness trials that compared the intervention versus an alterna-
tive, such as a psychoeducational session in Spirito 2015 or a child-
focused intervention in Wu 2003.

Indicated interventions

Of the indicated interventions, one specifically targeted alcohol
(Spirito 2011); three targeted risk behaviours and drug use (includ-
ing alcohol) (Arnaud 2016; Liddle 2008; Valdez 2013); one targeted
substance use including alcohol (Winters 2012); and two targeted
alcohol and marijuana use (Spirito 2017; Stanger 2017). In all cases,
we considered for this review only outcomes related specifically to
alcohol.

All indicated interventions included face-to-face sessions based
on motivational interviewing (Arnaud 2016; Liddle 2008; Spirito
2011; Spirito 2017), cognitive-behavioural therapy (Stanger 2017),
or brief intervention principles (Valdez 2013; Winters 2012). Inten-
sity varied, with two studies involving a single family motivational
interviewing session, as well as a youth component (Spirito 2011;
Spirito 2017); one involving two sessions with youth and one with a
parent (Winters 2012); and one involving 16 family therapy sessions
(Valdez 2013). These interventions were compared with usual care
(e.g. referrals, social and behavioural services; in Arnaud 2016 and
Valdez 2013) or a no programme control (Winters 2012), and four
studies compared the effectiveness of family or parent therapy with
adolescent motivational interviewing (Spirito 2011), cognitive-be-
havioural therapy (Liddle 2008), or psychoeducation (Spirito 2017).
One indicated study compared abstinence-based incentives in the
intervention group versus attendance-based incentives in the con-
trol group (Stanger 2017).

Outcomes

We grouped outcome measures used in meta-analysis as preva-
lence, frequency, or volume. Twenty studies reported measures of
prevalence (Baldus 2016; Bauman 2002; Bodin 2011; Brody 2006;
Catalano 1999; Cordova 2012; Foxcroft 2017; Furr-Holden 2004;
Haggerty 2007; Koning 2009; Mares 2016; O'Donnell 2010; Pra-
do 2012; Reddy 2002; Riesch 2012; Skarstrand 2014; Spoth 1999a;
Spoth 2002; Stevens 2002; Wu 2003). These studies included those
assessing 'initiation' of or any alcohol in the child's lifetime (Baldus
2016; Bauman 2002; Brody 2006; Foxcroft 2017; Furr-Holden 2004;
Haggerty 2007; Mares 2016; Reddy 2002; Riesch 2012; Skarstrand
2014; Spoth 1999a; Spoth 2002; Stevens 2002), some of which also
reported this measure for a cohort of baseline non-drinkers (Bal-
dus 2016; Bauman 2002; Brody 2006); those reporting the lifetime
prevalence of drunkenness (Skarstrand 2014); and those reporting
the prevalence of weekly use (Bodin 2011), or use in the last 90 days

(Cordova 2012; Prado 2012), 6 months (Catalano 1999; Wu 2003), or
12 months (O'Donnell 2010).

Seventeen studies reported alcohol use frequency outcomes (Ar-
naud 2016; Dembo 2001; Estrada 2017; Fang 2010; Liddle 2008;
Linakis 2013; Milburn 2012; Perry 2003; Schinke 2004; Schinke
2009b; Spirito 2011; Stanger 2017; Valdez 2013; Werch 2008; Win-
ters 2012; Wolchik 2002; Wurdak 2017). These studies all report-
ed on the number of occasions of drinking, with the exception of
one study that reported on occasions of binge drinking (Arnaud
2016). Most studies reported frequency of use in the past 30 days
(Dembo 2001; Fang 2010; Liddle 2008; Linakis 2013; Schinke 2004;
Schinke 2009b; Spirito 2011; Valdez 2013; Werch 2008; Wolchik
2002; Wurdak 2017), and others reported use over time periods
of 90 days (Estrada 2017; Milburn 2012; Winters 2012), 36 weeks
(Stanger 2017), or 12 months (Perry 2003).

Ten studies reported alcohol use volume outcomes (Arnaud 2016;
Fosco 2013; Loveland-Cherry 1999; Mason 2012; Schinke 2009a;
Schinke 2009c; Schinke 2011; Spirito 2015; Spirito 2017; Stormshak
2011). Most reported on the number of drinks consumed in the
past 30 days (Arnaud 2016; Fosco 2013; Mason 2012; Schinke 2009a;
Schinke 2009c¢; Schinke 2011; Spirito 2017; Stormshak 2011), and
two studies used a quantity-frequency scale calculated over 3
months in Spirito 2015 and over 12 months in Loveland-Cherry
1999.

Excluded studies

Atotal of 179 records remained after title and abstract screening, of
which 176 full-text articles were located for further review. We con-
sidered 85 articles to be ineligible after assessment of the full text
(reasons for exclusion were study design (N = 15), participants (N =
4), interventions (N = 34), and outcomes (N = 32)). See Characteris-
tics of excluded studies for further details.

Studies awaiting classification

We could not determine the eligibility of three trials, as no full text
was available. See Characteristics of studies awaiting classification.

Ongoing studies

We identified 16 ongoing trials by their published protocol or by
a clinical trial registration, for which neither published nor un-
published data were available (Characteristics of ongoing studies).
Theseinclude five trials regarded as universal, two as selective, and
nine as indicated.

The universal trials included a C-RCT comparing a range of health
interventions for adolescents, including one related to alcohol
and delivered to parents (Ford 2015); an RCT of the Strength-
ening African American Families STEPS program targeting 11-15
year-olds (Kogan 2018), an RCT comparing the Family Matters
and Strengthening Families programmes (vs a no program control
group) among families with an 11- or 12-year-old child attending
Kaiser Permanente medical centres (Miller 2009); an RCT of a web-
based 'Smart Choices 4 teens' program targeting alcohol and sex-
ual behaviour (Miller 2018), and a C-RCT of a UK adaptation of the
Strenthening Families Program, comparing a seven-session model
versus usual care (Segrott 2014).

The selective trials included an RCT testing the effects of a parent-
ing programme for Latino families versus a waitlist control (Allen
2012), along with an RCT testing an American Indian adaptation of
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the Strengthening Families programme with orientation towards
cultural traditions of Anishinaabe communities versus a no inter-
vention control group (Whitbeck 2016).

The indicated intervention trials included an RCT trialling home-
based behavioural therapy for adolescents with disruptive behav-
iour disorder and regular substance use versus usual care (Bukstein
2006); a C-RCT testing an extensive prevention programme involv-
ing adolescent and parent components and an indicated compo-
nent for youth with symptoms of mental health or substance use
problems versus treatment as usual (Conrod 2017); an RCT test-
ing the feasibility of a motivational enhancement therapy inter-
vention for adolescents with and without a parenting wisely pro-
gramme for parents and a drug education programme for adoles-
cents with and without a parenting wisely programme for parents
among adolescents with drug-related charges (Hops 2012); an RCT
of enhanced contingency management for adolescents with a cur-
rent substance use disorder, with and without a parent manage-
menttraining programme (McCart 2017); an RCT of adolescent brief
intervention and an e-parenting skills intervention for parents of
adolescents admitted to a trauma service with a positive screening

for alcohol or drug use compared to brief intervention alone (Mel-
[0 2016); an RCT of multi-dimensional family therapy compared to
family motivational interviewing and a standard care control group
for adolescents presenting to the emergency room or trauma unit
with alcohol problems (Rowe 2010); an RCT of a contingency man-
agement programme compared to usual care for youth in the jus-
tice system with a newly opened probation case (Sheidow 2017); an
RCT of a computer-assisted motivational interviewing programme
and an online parenting wisely programme for adolescents in the
justice system who have a positive result for marijuana use on in-
take (Spirito 2017b); and an RCT comparing adolescent group ther-
apy versus transitional family therapy for adolescents with a DSM-
IV diagnosis of alcohol abuse or dependence (Stanton 2007).

Risk of bias in included studies

The assessment results of risk of bias for the included studies are
presented in Figure 2 and Figure 3. None of the 46 included studies
were at low risk in all risk-of-bias domains (Higgins 2011). Overall
eight studies were regarded as high risk (with three or more 'high'
ratings) for the purpose of sensitivity analysis.

Figure 2. Risk of bias graph: review authors' judgements about each risk of bias item presented as percentages

across all included studies.
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Figure 3. Risk of bias summary: review authors' judgements about each risk of bias item for each included study.
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Allocation
Random sequence generation

We rated 11 of the 46 studies at low risk of bias for random se-
quence generation. Four studies used a computer-generated ran-
dom number sequence (Mares 2016; Stevens 2002; Valdez 2013;
Wolchik 2002), four studies used urn randomisation (Cordova 2012;
Spirito 2015; Spirito 2017; Winters 2012), one study used minimum
likelihood allocation (Stanger 2017), and two studies used a coin
toss (Bodin 2011; Milburn 2012). We judged the method of sequence
generation in one study to be high risk, as four of 20 communities
were not randomised and their data were retained (Foxcroft 2017).
For the remaining 34 studies, the method of sequence generation
was unclear.

Allocation concealment

Of the 46 studies, only seven provided sufficient detail to establish
that participant allocation to experimental groups was concealed
from those conducting the research; we rated these as having low
risk of selection bias for this domain (Bodin 2011; Foxcroft 2017;
Koning 2009; Milburn 2012; Prado 2012; Spirito 2011; Spirito 2017).
We were unable to make a judgement on the remaining 39 studies
using the details provided; therefore, those studies had unclear risk
of selection bias with regard to allocation concealment.

Blinding

In all 46 studies, blinding of participants and programme deliverers
(performance bias) and blinding of outcome assessment (detection
bias) was not achievable due to the nature of the interventions test-
ed and because the outcomes were self-reported; therefore, we rat-
ed these studies as having high risk of performance and detection
bias.

Incomplete outcome data

We rated 20 studies at low risk of bias forincomplete outcome data,
as they reported less than 20% loss of participants and showed no
differential attrition between experimental groups (Arnaud 2016;
Baldus 2016; Catalano 1999; Cordova 2012; Dembo 2001; Estrada
2017; Fang 2010; Furr-Holden 2004; Haggerty 2007; Linakis 2013;
Mason 2012; O'Donnell 2010; Perry 2003; Prado 2012; Reddy 2002;
Schinke 2009a; Schinke 2009b; Werch 2008; Winters 2012; Wolchik
2002). Sixteen studies had high risk of bias due to high attrition
rates (> 20%) or had less than 20% loss of participants but unequal
attrition between experiment groups (Bodin 2011; Foxcroft 2017;
Koning 2009; Liddle 2008; Loveland-Cherry 1999; Mares 2016; Mil-
burn 2012; Riesch 2012; Skarstrand 2014; Spirito 2011; Spoth 1999a;
Stanger 2017; Stevens 2002; Valdez 2013; Wu 2003; Wurdak 2017).
We rated the remaining 10 studies as having unclear risk forincom-
plete outcome data, as details were insufficient to permit a judge-
ment.

Selective reporting

Five studies had low risk of reporting bias, as outcomes reported
were consistent with the prespecified clinical trial registries and/or
the study protocol (Bodin 2011; Furr-Holden 2004; Mares 2016; Spir-
ito 2011; Wurdak 2017). We judged two studies to be at high risk of
reporting bias - the first as a direct comparison of the intervention
group versus the control group was not presented (Dembo 2001),
and the second because an outcome referred to in the protocol was
not reported (Foxcroft 2017). We rated the remaining 39 studies as

having unclear risk for incomplete outcome data, as details were
insufficient to permit a judgement.

Other potential sources of bias

We assessed the potential for contamination bias as another po-
tential source of bias in the 46 studies and judged only one study
to be at high risk of contamination (Skarstrand 2014), as study au-
thors noted that control schools were exposed to other alcohol in-
terventions during the intervention period.

Forthe 16 C-RCTs, we assessed risk of recruitment bias, baseline im-
balances, loss of clusters, incorrect analysis, and compatibility with
individually randomised trials (herd effect). We considered seven
studies to have low risk of recruitment bias based on appropriate
recruitment techniques applied before allocation to clusters, seven
to have high risk of bias (based on individual allocation to clusters
occurring after randomisation), and the remaining studies to have
unclear risk of bias (based on insufficient information). For base-
line imbalances, we considered all studies to be at low risk of bias
based on similar characteristics of groups at baseline (no baseline
imbalances or imbalances accounted for in the analyses), except
two studies that provided insufficient information to permit judge-
ment (Arnaud 2016; Spoth 1999a). Only one study had high risk of
bias for loss of clusters (Koning 2009). We judged all 16 studies as
having low risk for incorrect analysis (based on adequate adjust-
ment for the effect of clustering); however, review authors were re-
quired to adjust for clustering on behalf of the authors of four stud-
ies (i.e. we did not rate these studies as high risk because we were
able to address the lack of adjustment for clustering; Brody 2006;
Schinke 2004; Spoth 1999a; Wu 2003). Information was insufficient
to permit judgement of the herd effect for all studies.

Effects of interventions

See: Summary of findings for the main comparison Family/par-
ent interventions compared with control for reducing alcohol con-
sumption in adolescents; Summary of findings 2 Family/parent
and adolescent interventions compared to adolescent only inter-
ventions for reducing alcohol consumption in adolescents

Examination of interventions tested, trial settings, and study pop-
ulations suggested that the included studies were sufficiently ho-
mogenous, and we conducted meta-analyses by pooling data from
trials where interventions and outcome measures were considered
similar. Otherwise, we provided a narrative synthesis of trial find-
ings.

For the purposes of meta-analysis, we pooled outcome measures
as those measuring prevalence of alcohol use (including preva-
lence of lifetime use, any use in the last six months, and weekly use);
frequency of use (including the number of occasions of use in the
last 30 or last 90 days); and volume of use (including the number of
drinks in the previous 30 days or a composite score generated from
quantity and frequency measures).

Primary outcomes

Family-based intervention versus no intervention/standard care
Prevalence of alcohol use

Any family-based intervention versus no intervention/standard care

Overall, meta-analytical pooling of post-intervention data revealed
that there was no intervention effect on the prevalence of alcohol
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use (standardised mean difference (SMD) 0.00, 95% confidence in-
terval (Cl) -0.08 to 0.08; studies = 12; participants = 7490; 1> = 57%);
Analysis 1.1; low-quality evidence). Results were similar in sensitiv-
ity analyses of studies with low risk of bias (SMD -0.12, 95% CI -0.35
to 0.11; studies = 4; participants = 1733; 12 =73%; Analysis 1.4).

In subgroup analyses by prevention approach, results were similar.

Universal family-based intervention versus no intervention/standard
care

Results show SMD 0.02 (95% Cl -0.06 to 0.11; studies = 10; partici-
pants = 189; I> = 60%; Analysis 1.5).

Selective or indicated family-based intervention versus no
intervention/standard care

Results show SMD -0.16 (95% Cl -0.36 to 0.05; studies = 2; partici-
pants = 357; 12 = 0%; Analysis 1.6).

Effects on alcohol use prevalence were also consistent in subgroup
analysis including the three studies whose participant population
was regarded as a minority ethnic group (Brody 2006; Haggerty
2007; Riesch 2012) (SMD -0.20, 95% CI -0.42 to 0.02; studies = 3; par-
ticipants = 325; 12 = 0%; Analysis 1.9).

Results remained consistent with the main analysis for studies
regarded as providing low-intensity interventions (Analysis 1.7),
those reporting on outcomes measured more than 12 months from
randomisation or intervention delivery (Analysis 1.8), those primar-
ily including an ethnic majority or Caucasian participants (Analysis
1.10), and those measuring lifetime or past six month use of any al-
cohol as opposed to heavy consumption (Analysis 1.11).

Several studies that could not be pooled measured alcohol use
prevalence and reported mixed results in keeping with the meta-
analysis. Furr-Holden 2004 collected data at five, six, and seven
years post randomisation and reported that they found little evi-
dence of the effect of their universal intervention on early onset
of alcohol use. 0'Donnell 2010 evaluated a universal parent educa-
tion programme targeting parents of girls and reported that fewer
girlsin the intervention group drank at follow-up than in the control
group (Adjusted Odds Ratio [AOR] 0.38,95% CI 0.15t0 0.97; P <0.05)
but did not report participant numbers by group to enable pool-
ing. Two studies could not be pooled because the only data avail-
able conveyed the results of linear growth curve analyses. Cordo-
va 2012 reported significant effects of their selective intervention
on past 90 day alcohol use among US-born adolescents (regression
coefficient/slope [b] =-0.425,P =0.017) but not among foreign-born
adolescents (b = 0.172, P = 0.357). Also, overall, the increase in al-
cohol use from baseline to 30-month follow-up was more modest
than that observed in the control group. Prado 2012 report that al-
though their selective Familias Unidas intervention was efficacious
in reducing substance use, investigators found no intervention ef-
fect specific to current alcohol use (b =-0.47, P =0.14).

Frequency of alcohol use
Any family-based intervention versus no intervention/standard care

Overall, meta-analytical pooling of these studies revealed no inter-
vention effects with substantial variability and heterogeneity (SMD
-0.31, 95% Cl -0.83 to 0.21; studies = 8; participants = 1835; I? =
96%; Analysis 1.2; very low-quality evidence). Sensitivity analysis
including only studies with low risk of bias showed overall no inter-
vention effects and heterogeneity that remained substantial (SMD

0.09, 95% Cl -0.24 to 0.43; studies = 5; participants = 1488; 12 = 87%;
Analysis 1.12).

Subgroup analysis

Universal family-based intervention versus no intervention/standard
care

Universal studies measuring the effectiveness of parent/family in-
terventions found no effects overall on frequency of alcohol use
(SMD 0.18, 95% CI -0.40 to 0.75; studies = 3; participants = 1090; I
=92%; Analysis 1.13).

Selective or indicated family-based intervention versus no
intervention/standard care

We pooled selective and indicated trials together as only one se-
lective study reported alcohol use frequency. In this meta-analysis,
the interventions again had no effect, although the SMD indicated
slight favouring of the intervention (SMD -0.65, 95% Cl -1.64 to 0.33;
studies = 5; participants = 745; 12 = 97%; Analysis 1.14).

We observed a similar lack of effect in subgroup analyses includ-
ing only studies with follow-up of outcome measures more than
12 months from intervention delivery or randomisation (SMD-0.31,
95% C1-0.83t0 0.21; studies = 8; participants = 1835; 12 = 96%; Analy-
sis 1.15) and those including ethnic majority or Caucasian partic-
ipants (SMD 0.15, 95% Cl -0.13 to 0.43; studies = 5; participants =
799; 12 = 71%; Analysis 1.17). The effects of interventions delivered
to ethnic minority groups approached significance (SMD -1.19, 95%
Cl -2.83 to 0.46; studies = 3; participants = 1037; 12 = 98%; Analysis
1.16).

Studies that could not be pooled reported mixed effects on alcohol
use frequency but overall were consistent with the lack of effects
revealed in meta-analysis. Two studies reported data from growth
curve analyses only (Dembo 2001; Estrada 2017). Dembo 2001 re-
ported that youth who completed their selective Family Empow-
erment intervention reported getting drunk on alcohol less often
than those who did not complete the programme. Data specific to
intervention effects by group are not presented, with analysis fo-
cusing on predictors of drunkenness frequency. Estrada 2017 used
growth curve analyses to examine trajectories of alcohol and drug
use and reported no significant effects of their universal interven-
tion on 90-day alcohol use. Wolchik 2002 reported outcomes be-
yond four years post randomisation, but we excluded these from
meta-analysis due to heterogeneity. These study authors report-
ed that they observed no significant alcohol effects of their selec-
tive mother plus child programme for children of divorce compared
with control, but they noted significant effects of the mother on-
ly programme on alcohol consumption compared to control (P =
0.005).

One study provided no data regarding error of measurement,
meaning that the data were not usable (Milburn 2012). Milburn 2012
report a significant effect of their selective cognitive-behavioural
therapy intervention on the number of occasions of alcohol use in
the three months before assessment (effect size = 0.38, P = 0.003)
but did not report whether alcohol was used by homeless youth in
the trial. This study also reported that intervention participants re-
duced alcohol use significantly more than those given the control
(P=0.003).
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Volume of alcohol use
Any family-based intervention versus no intervention/standard care

Overall, meta-analysis revealed a very small effect of parent/fami-
ly interventions on alcohol consumption volume (SMD -0.14, 95%
Cl -0.27 to 0.00; studies = 5; participants = 1825; I* = 42%; Analysis
1.3; low-quality evidence). We performed sensitivity analysis that
included studies rated as having low risk of bias and found that
results remained consistent but showed increased variability and
heterogeneity (SMD -0.15, 95% Cl -0.32 to 0.03; studies = 4; partici-
pants = 1397; 1> = 52%; Analysis 1.19).

Subgroup analyses by prevention approach yielded similar results.

Universal family-based intervention versus no intervention/standard
care

We performed a subgroup analysis pooling universal studies mea-
suring alcohol consumption volume, including three studies and
maintaining a small positive effect of interventions (SMD-0.21,95%
Cl -0.32 to -0.10; studies = 3; participants = 1481; |2 = 0%; Analysis
1.20).

Selective or indicated family-based intervention versus no interven-

tion/standard care

One selective study - Mason 2012 and one indicated study - Arnaud
2016 - were pooled together, revealing no overall effects of these
interventions on alcohol volume (SMD 0.06, 95% Cl -0.15 to 0.27;
studies = 2; participants = 344; 1> = 0%; Analysis 1.21).

We performed further subgroup analyses and found intervention
effects remaining small for studies involving ethnic minority groups
(SMD -0.24, 95% Cl -0.36 to -0.12; studies = 3; participants = 1081;
12 = 0%; Analysis 1.23) and for studies including females only (SMD
-0.25, 95% CI -0.37 to -0.13; studies = 2; participants = 1053; 12 = 0%;
Analysis 1.25). Effects were absent for studies measuring outcomes
at or beyond 12 months from intervention delivery or randomisa-
tion (SMD -0.16, 95% CI -0.35 to 0.02; studies = 3; participants = 988;
12 =30%; Analysis 1.22) and for studies including ethnic majority or
Caucasian participants (SMD -0.01, 95% CI -0.17 to 0.15; studies = 2;
participants = 744; 12 = 0%; Analysis 1.24).

Three studies that could not be pooled reported intervention ef-
fects on alcohol use volume. Fosco 2013 reported data from la-
tent growth curve analyses showing that their universal interven-
tion was associated with an increase in students' self-regulation,
which in turn was associated with a reduction in risk for antiso-
cial behaviours including alcohol use that was significant at the P <
0.05 level. Stormshak 2011 conducted complier average causal ef-
fect (CACE) modelling to examine treatment effects on youth whose
families engaged with the selective Family Check-Up intervention
and reported that the intervention was successful in reducing the
growth of alcohol use and other risk behaviours among middle
school youth. Schinke 2009a did not report sample numbers by
group for their universal programme, precluding pooling. Interven-
tion by time interactions found that intervention arm girls reported
less alcohol consumption than control arm girls over the past week
(P <0.01), month (P <0.05), and year (P <0.01).

Family-based and adolescent intervention versus intervention
with young people alone

Prevalence of alcohol use

Any family-based and adolescent interventions versus interventions
with young people alone

Overall, researchers found no effect of parent/family interventions
on alcohol use prevalence compared to interventions with young
people alone (SMD -0.39, 95% CI -0.91 to 0.14; studies = 4; partici-
pants =5640; 12 = 99%; Analysis 2.1; very low-quality evidence). The
interventions trialled in these studies included both family/parent
and youth components and were compared with youth compo-
nents only.

Sensitivity analysis limited to those studies with low risk of bias
yielded similar results (SMD -0.61, 95% Cl -1.84 to 0.63; studies = 2;
participants = 3891; I* = 100%; Analysis 2.3).

Subgroup analyses

Universal family-based and adolescent interventions versus inter-
ventions with young people alone

Also, we detected no effects in subgroup analysis including univer-
sal studies only (SMD -0.44, 95% Cl -1.08 to 0.20; studies = 3; partic-
ipants = 5351; 1> = 99%; Analysis 2.4).

Insufficient numbers of studies precluded other subgroup analy-
ses.

We did not pool two studies due to lack of experimental isolation
of the parent component of the intervention (Spirito 2015), or to
heterogeneity of the comparison group (Stevens 2002). Spirito 2015
compared a selective parent-focused intervention versus a brief
psychoeducational intervention for adolescents in which parents
attended the sessions; both conditions involved booster mail-outs
for parents over a six-month period. This study reported a signifi-
cant interaction of the study condition by time on adolescent re-
port of refusal to drink alcohol (F(1,56) = 7.05, P < 0.05, partial
n? = 0.11), such that adolescents in the family check-up interven-
tion condition reported significantincreases in alcohol refusal from
baseline to six months when compared to adolescents in the psy-
choeducational condition, who reported significant decreases in
alcohol refusal. Stevens 2002 compared a universal family-based
alcohol and tobacco programme delivered through paediatric pri-
mary care versus a family-based safety (gun, seatbelt, bicycle hel-
met) programme, also delivered through paediatric primary care.
Researchers reported no significant intervention effects.

Frequency of alcohol use

Comparative effectiveness trials measuring alcohol use frequency
reported no effects overall. The SMD slightly favoured a decreased
frequency of use, but variability and heterogeneity were substan-
tial (SMD -0.16,95% CI-0.42 to 0.09; studies =4; participants =915; |2
=73%; Analysis 2.2; very low-quality evidence). Sensitivity analysis
with the three studies classified as low risk of bias remained con-
sistent (SMD -0.21, 95% CI -0.50 to 0.08; studies = 3; participants =
432; 12 = 80%; Analysis 2.3).

Subgroup analyses

Two universal studies measuring alcohol use frequency were
pooled in a subgroup analysis, again revealing an absence of inter-
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vention effect (SMD -0.30, 95% Cl -0.68 to 0.07; studies = 2; partici-
pants = 596; |> = 84%; Analysis 2.6) versus interventions with young
people alone (Schinke 2004; Werch 2008). Similarly, twoindicated
studies measuring alcohol use frequency showed no overall effect
(SMD 0.01, 95% Cl -0.21 to 0.23; studies = 2; participants = 319; I? =
0%; Analysis 2.7) (Spirito 2011; Winters 2012). These studies com-
pared interventions targeted towards adolescents only, such as a
CD-ROM programme (Schinke 2004), postcards containing health
promotion messages (Werch 2008), individual motivational inter-
viewing (Spirito 2011), and adolescent brief intervention (Winters
2012), with interventions which included these adolescent compo-
nents along with parent involvement.

Results among two of the three studies that could not be pooled
in this category remained consistent with the overall lack of inter-
vention effects. Perry 2003 conducted linear growth curve analyses
and reported that the universal DARE plus program enhanced the
DARE curriculum, with both girls and boys in the DARE Plus group
less likely to increase their alcohol use over time. We did not pool
two studies due to heterogeneity and the lack of experimental iso-
lation of the parent component of the intervention. Spirito 2017
compared an indicated parent-focused intervention versus a brief
psychoeducational intervention for adolescents in which parents
attended the sessions, and both conditions involved booster mail-
outs for parents over a six-month period. This study reported no
treatment effect by condition. Similarly, in their indicated interven-
tion programme, Liddle 2008 compared multi-dimensional family
therapy versus cognitive-behavioural therapy delivered to adoles-
cents but with parents involved in the first two sessions and in sign-
ing a treatment contract. No differential treatment effects were re-
ported for alcohol use between groups.

Volume of alcohol use

No comparative effectiveness trial reporting on the volume of alco-
hol use could be pooled in meta-analysis.

Secondary outcomes

Several studies reported secondary outcomes in addition to alco-
hol use outcomes, but we did not pool these due to the heterogene-
ity of measures.

Universal interventions

Onestudy reported on parental supply of alcohol at home following
a universal intervention based on the Orebro programme and not-
ed a statistically significant programme effect compared to control
at 12 months' and 30 months' follow-up using intention-to-treat
analysis (P =0.03 and 0.01, respectively) and using multiple impu-
tation at 30 months only (P =0.02) (Bodin 2011).

Another study measured alcohol misuse following a universal in-
tervention involving three family sessions at home (Loveland-Cher-
ry 1999). Researchers used a composite of eight items and found
that prior drinkers in the intervention condition reported less alco-
hol misuse and a sharper decline in alcohol problems than prior
drinkersin the control group, but those who were not prior drinkers
showed asslightincrease in alcohol misuse, with intervention group
participants only reporting minimally lower rates of misuse than
control group participants. Effects of the intervention condition by
time interaction were significant for alcohol misuse (P < 0.01). We
did not include this outcome in the meta-analysis as the study also

reported a quantity-frequency composite, which we used in the al-
cohol use volume category.

Schinke 2004 measured family involvement including monitoring
and the number of times parents had spoken to adolescents about
not drinking following a universal CD-ROM-based programme.
Study authors reported higher family involvement scores at two
and threeyears' follow-up amongtheintervention group versus the
control group.

Selective interventions

Prado 2012 reported on a diagnosis of alcohol dependence us-
ing adolescent reports on the Diagnostic Interview Schedule for
Children (DISC) predictive scales following a selective intervention
based on family and group counselling sessions. This study report-
ed a decrease in the percentage of adolescents with dependence
in the intervention group and an increase in the control group. In
growth curve analysis, the difference over time between groups
was significant (b =-1.16, P =0.02, P = 0.93).

Indicated interventions

Two studies of indicated interventions reported relevant secondary
outcomes. Winters 2012 used an Adolescent Diagnostic Interview
(ADI) following a brief intervention-based programme to measure
symptoms of both alcohol abuse and dependency in the prior 90
days, and reported effect sizes of 2.0 and 2.1, respectively, with
higher rates of 'absence' of these symptoms in the intervention
group than in the control group (P < 0.01 for both).

Arnaud 2016 also measured alcohol problems using the brief Rut-
gers Alcohol Problems Index following their brief motivational in-
terviewing programme. Study authors report that although alcohol
problems were reduced over time in both intervention and control
groups, between-group differences were not significant.

DISCUSSION

Summary of main results

This update and expansion of a previous review - Foxcroft 2011a
- identified a large number of randomised controlled trials (RCTs)
and cluster-randomised controlled trials (C-RCTs) investigating
family-based interventions aimed at reducing alcohol use in young
people. We have included a total of 46 studies in this review.

Overall this comprehensive systematic review and meta-analysis
found little evidence to show that universal, selective, and indi-
cated interventions with parents or families are effective in reduc-
ing measures of adolescent alcohol consumption (prevalence, fre-
quency, and volume of alcohol consumption) when compared to
no intervention or standard care. Some evidence suggests that un-
der certain circumstances, universal and selective/indicated fami-
ly-based interventions had small, differential effects on measures
of adolescent alcohol use; however, in light of the number of analy-
ses conducted, the variation in effects observed, the high risk of
bias assessed across studies, and the level of heterogeneity noted,
the overall interpretation of outcomes indicates no effect.

Analysis of studies comparing the effects of a family-based inter-
vention versus no intervention or usual care control on the preva-
lence of alcohol use showed no impact. Subgroup analyses exam-
ining the effects of selective and indicated interventions, targeting
at risk or already using groups of adolescents, showed no clear ef-
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fects on alcohol prevalence. Similarly, results show no discernible
impact of studies comparing a family-based intervention as part of
another intervention versus the other intervention alone. Studies
that could not be pooled reported mixed findings, with three stud-
iesreporting no intervention effects (Furr-Holden 2004; Prado 2012;
Spirito 2015), and three reporting some statistically significant pos-
itive effects (Cordova 2012; O'Donnell 2010; Stevens 2002).

Overall we found no clear evidence of intervention effects on the
frequency of alcohol use, but the patterns observed in subgroup
analyses warrant further consideration. Meta-analysis of all studies
measuring the effects of family/parent interventions compared to
control on the frequency of alcohol use also failed to show a reduc-
tion in this outcome. Subgroup analyses suggest that universal in-
terventions targeting low-risk groups have the potential for harm-
ful effects on this outcome, and selective and indicated interven-
tions are more likely to favour a reduction in the frequency of use.
Potential for effectiveness is also observed in subgroup analyses of
studies that focus on ethnic minority groups. A small positive effect
was found in meta-analysis of comparative effectiveness trials. Of
the seven studies that could not be pooled, four reported some pos-
itive effects of their interventions on the frequency of alcohol use
(Dembo 2001; Milburn 2012; Perry 2003; Wolchik 2002), and three
reported no differential effects between groups (Estrada 2017; Lid-
dle 2008; Spirito 2017).

It is possible that the lower-risk groups targeted in universal in-
terventions and represented in ethnic majority populations fail to
demonstrate positive effects due to a lower population prevalence
of alcohol consumption, making differences between groups more
difficult to detect in inadequately powered studies. Conversely,
higher-risk groups such as those targeted in selective and indicated
interventions have higher rates of consumption, making detection
of differences more achievable. It is also possible that consump-
tion frequency is a more relevant and powerful measure of effect
in selective and indicated studies, with reduction in consumption
frequency a more realistic expectation for participants who are at
risk or are already using. Among the populations targeted in uni-
versal interventions, it is expected that a natural increase in the
prevalence of drinking over time would occur in both intervention
and control groups. The observed patterns raise a question as to
whether highlighting the topic of drinking in the intervention pro-
grammes might actually stimulate this increase more in interven-
tion groups than in control groups.

Differing patterns were also observed in meta-analysis of studies
measuring intervention effects on alcohol use volume. In subgroup
analyses, the interventions classified as universal had a smallinter-
vention-favouring effect on the volume of alcohol consumed, as did
the subgroup of studies involving ethnic minority participants and
those involving females only. The two pooled studies trialling se-
lective or indicated interventions showed an overall negative (po-
tentially harmful) effect on alcohol consumption volume. Compar-
ative effectiveness trials measuring alcohol consumption volume
could not be pooled. Three studies that could not be pooled report-
ed positive intervention effects on alcohol use volume (Fosco 2013;
Schinke 2009a; Stormshak 2011). These patterns should be inter-
preted with caution, however, with small numbers of studies con-
tributing to each of these findings and to subgroup analyses of stud-
ies involving females only, including two studies conducted by the
same group (Schinke 2009c; Schinke 2011). A broader range of in-

dependent studies is needed to contribute to these analyses and to
confirm the borderline effects observed here.

Notwithstanding these limitations, the patterns observed warrant
further investigation. The patterns are somewhat in conflict with
those reported for alcohol frequency above, suggesting that there
may be important differences between these constructs. It is possi-
ble that in a similar way to adult consumption, adolescent alcohol
consumption varies as a product of both of these measures, with
less frequent but higher-volume consumption representing greater
risk than the reverse.

Effects on secondary outcomes could not be pooled due to hetero-
geneity, and results were mixed. Bodin reported positive interven-
tion effects on parental supply of alcohol both 12 and 30 months
after their trial of the Orebro prevention programme. One universal
study measured alcohol misuse outcomes (Loveland-Cherry 1999),
with positive intervention effects reported among participants who
were prior drinkers at baseline but negative effects reported among
those who were not.

One selective study - Prado 2012 - and one indicated study - Winters
2012 - measured alcohol abuse and dependence, with both report-
ing lower rates of these diagnoses among intervention groups, al-
though Winters 2012 reported significant differences only between
their brief intervention with adolescents and parents versus control
- not versus the adolescent brief intervention only. One indicated
programme also measured alcohol problems and found no differ-
ences between groups (Arnaud 2016).

Across all types of interventions, programmes consistently focused
on parent-child relationships and communication and on promot-
ing positive parenting approaches in their effort to reduce alcohol
or other substance use. No clear differences between the interven-
tionsused in effective and ineffective trials are discernible. Findings
show a pattern of increased programme intensity in selective and
indicated interventions, which is worth considering. Kuntsche 2016
suggested that increased programme intensity of parent-based in-
terventions is associated with increased effectiveness, but noted
that high-intensity effective interventions are more commonly tri-
alled in high-risk populations. It is possible that in selective and in-
dicated interventions, and with older adolescent groups, high-in-
tensity interventions are more appropriate, but that universal in-
terventions are more likely to be effective when they require less
intensive or face-to-face parentalinvolvement. Within the universal
interventions, at an individual study level, a pattern exists whereby
effective studies (e.g. Bodin 2011, Schinke 2009b, Schinke 2009¢)
require less parental face-to-face involvement than those that are
ineffective (e.g. Linakis 2013, Spoth 2002). Subgroup analysis in-
cluding only the universal studies regarded as lower intensity (de-
fined as self-directed, computer-mediated, or including face-to-
face contact that coincides with other parental commitments at
school) approaches significance but remains highly heterogeneous
(not shown).

The selective and indicated interventions tended to be aimed to-
wards older adolescents, with approximate average ages for uni-
versal, selective, and indicated studies of 12, 13, and 15.5 years, re-
spectively. Two studies included participant groups with average
age less than 10 years (Furr-Holden 2004; Loveland-Cherry 1999).
One of these - Furr-Holden 2004 - was not included in the meta-
analysis for other reasons, but when a subgroup analysis was per-
formed excluding Loveland-Cherry 1999, the results did not differ
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(notreported). These patterns of increasing age and increasing pro-
gramme intensity for increasing risk level of participants are likely
to reflect an appropriate application of the proportionate univer-
salism concept (Marmot 2010).

Overall completeness and applicability of evidence

Forty-six trials with 39,822 randomised participants met the in-
clusion criteria for this review. Most trials (n = 29) were reported
from the United States; others were conducted primarily in Europe
(Netherlands, Germany, Poland, Sweden); and only one study -
Reddy 2002 - was conducted in a developing nation (India). This fact
limits the external validity of the evidence and the generalisability
of results to developing nations. Six trials were specific to females
only, reporting gender-specific interventions, but subgroup analy-
sis by gender was limited, as these studies did not report compara-
ble outcomes. Also four of these six studies were linked to the same
programme and were led by the same primary researcher, meaning
that additional, independent studies are required to strengthen ev-
idence associated with the impact of family-based interventions on
girls' alcohol use. The age of adolescents targeted in the included
studies largely represents children of secondary school age before
orduringthetimewheninitiation to alcoholcommonly begins. This
review excluded studies targeting adolescents transitioning to col-
lege, astherole of parents is differentin this context, and advice has
to account for students likely to be moving away from home and
into college housing settings. Thus the included studies are more
homogenous in their limitation to adolescents of average age less
than 18 years. The included study settings and family-based pro-
grammes were consistent with those found in prevention settings
in the United States and Europe.

Quality of the evidence

Despite improvements over time in the methodological quality
of trials of alcohol misuse prevention for young people (Foxcroft
2011a), there remain important methodological limitations and re-
porting problems. Overall, 17 of the included studies were regarded
as high risk for the purpose of sensitivity analysis. Although these
analyses did not lead to discernible differences in study results, it
is important to note the common sources of bias across included
studies, with most studies rated as having high risk of bias for blind-
ing of participants and personnel, and for blinding of outcome as-
sessment, due to the nature of the interventions and the study de-
sign. Most studies provided insufficient detail to enable assessment
of allocation (selection bias) and reporting bias.

We used the GRADE approach to assess the quality of evidence for
the primary outcome of alcohol use, conducting assessments sep-
arately for each outcome and comparison type. See Summary of
findings for the main comparison and Summary of findings 2. The
quality of evidence for a reduction in alcohol use ranged from low
to very low.

We assessed the quality of evidence for trials comparing par-
ent/family interventions versus no intervention/standard care in
reducing the prevalence of alcohol use as low due to downgrading
on account of risk of bias and unexplained heterogeneity. Down-
grading for risk of bias (one level) was due to unclear risk of bias rat-
ings in several domains, and downgrading for heterogeneity (one
level) was due to moderate heterogeneity that was explained only
partially in subgroup analyses. We did not downgrade quality for
publication bias due to symmetry in funnel plots (Figure 4; Figure
5; Figure 6).
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Figure 4. Funnel plot of comparison: 1 Parent/family intervention vs control_2, outcome: 1.1 Alcohol
use_Prevalence.
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Figure 5. Funnel plot of comparison: 1 Parent/family intervention vs control_2, outcome: 1.5
Subgroup_universal_Alcohol use_Prevalence.
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Figure 6. Funnel plot of comparison: 1 Parent/family intervention vs control_2, outcome: 1.8 Subgroup_>12

months_Alcohol use_Prevalence.
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We assessed the quality of evidence for trials comparing par-
ent/family interventions versus no intervention/standard care in
reducing the frequency of alcohol use as very low due to down-
grading on account of risk of bias, heterogeneity, and imprecision.
Downgrading one level for risk of bias was due to high or unclear
risk of bias ratings in several domains. Dowgrading two levels for
heterogeneity was related to high heterogeneity that was not ex-
plained in subgroup analyses. Downgrading one level for impreci-
sion of results was a result of a wide confidence interval that cross-
es both -0.5 and zero, meaning that the true effect could be either
beneficial or harmful.

We assessed the quality of evidence for trials comparing par-
ent/family interventions versus no intervention/standard care in
reducing the volume of alcohol use as low due to downgrading one
level on account of high or unclear risk of bias ratings in several
domains, and downgrading one level due to a high probability of
publication bias. We assessed risk of publication bias as high due
to the small proportion of included studies that could be pooled in
the meta-analysis.

For comparative effectiveness trials, we assessed the quality of ev-
idence for measuring alcohol use prevalence as very low due to
downgrading on account of high or unclear risk of bias ratings in
several domains (one level) and imprecision of results (one level)
with a wide confidence interval that crosses both -0.5 and zero,
meaning that the true effect could be either beneficial or harmful.

0.8 1

T W, » S

Also, we downgraded this evidence two levels on account of high
heterogeneity that was not explained in subgroup analyses. We as-
sessed comparative effectiveness trials measuring alcohol use fre-
quencies as providing very low-quality evidence due to downgrad-
ing on account of risk of bias (one level), heterogeneity (one level),
and imprecision (one level). Downgrading for imprecision of results
was a result of a wide confidence interval that crosses both -0.5 and
zero and a relatively small sample size, meaning that the true effect
could be either beneficial or harmful.

Potential biases in the review process

This review used a comprehensive, rigorous methodology and a
broad search strategy, and pairs of independent review authors
conducted screening, data extraction, and appraisal of risk of bias.
Furthermore, review authors did not restrict publications on the
basis of language. Therefore it is unlikely that relevant trials were
missed. Further information was sought for five of the included
studies by contacting the lead or corresponding author; informa-
tion was received from two of these study authors.

Agreements and disagreements with other studies or
reviews

The effort to update and expand the Foxcroft 2011a review led to
inclusion of an additional 34 studies and enabled meta-analytical
pooling of data. This analysis has shifted the overall result from one
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of promising positive effects to one of essentially no effect. Itisim-
portant to consider the substantial heterogeneity and potential bi-
asesin theincluded studies in any interpretation of current results.
These findings are also somewhat in conflict with those reported
by Smit 2008 in a review conducted before the Foxcroft Cochrane
review, as well as in a recent update by Kuntsche 2016. Each of
these reviews points towards small but positive effects of univer-
sal, family-based prevention interventions. The addition of 12 se-
lective and 7 indicated intervention studies to the present review
demonstrates the likely differential effectiveness of intervention
programmes according to the target population, with positive in-
tervention effects less clear across these studies. The breakdown of
outcome measures provided in the present review could also con-
tribute to differences in findings, with effects seen to differ across
measures of prevalence, frequency, and volume of use.

Kuntsche 2016 conducted a systematic literature review of par-
ent-based interventions for preventing or reducing adolescent sub-
stance use, including 39 publications dealing with 13 intervention
programmes. Five of the included programmes are also included in
the present review, but Kuntsche 2016 included only studies pub-
lished in the 12 years since publication of a previous review (Petrie
2007), studies involving adolescents of mean age 10 to 18 years (ex-
cluding studies involving younger children), and studies reporting
as an outcome the initiation of alcohol, tobacco, or cannabis. This
review also included some quasi-experimental studies with pre-
post evaluation design. Review authors concluded that support for
parents in improving parent-child communication and monitoring
their offspring’s activities while providing strict rules against under-
age substance use can help curb adolescent substance use. The
review authors noted several limitations and gaps in their review
that require further investigation. These questions relate in partic-
ular to programme intensity, with a trend observed whereby the
intensity of a programme has a direct impact on its effectiveness,
and where more intense programmes are most commonly trialled
in older, high-risk (ethnic minority) populations. As also identified
in the present review, questions remain regarding intensity in rela-
tion to types of programmes (universal, selective, indicated) and to
ages and types of participants. Further, this review reports narra-
tively on the findings of included studies grouped broadly as inves-
tigating alcohol use, drunkenness, or alcohol problems.

Vermeulen-Smit 2015 reviewed a similar set of studies, including 39
articles reporting on 18 different programmes but describing out-
comes related to illicit substances. These review authors includ-
ed only programmes in which at least half of the intervention was
aimed at parents and reported that such programmes had a small
favourable effect on the initiation and frequency of marijuana use
but provided no clear evidence of animpacton otherillicitdrug use.

AUTHORS' CONCLUSIONS

Implications for practice

Current evidence suggests that family-based prevention pro-
grammes alone are not likely to be effective in reducing adolescent
alcohol use. Further, consideration should be given to the relation-
ship between alcohol consumption frequency and volume, with the
potential for practically significant public health benefits of a re-
duction in alcohol consumption volume. Conversely though, the
public health significance of a reduction in consumption frequency
could be outweighed by a negative impact on orincrease in the vol-
ume of consumption. Funders of prevention programmes should
carefully consider the target group and should ensure that targeted
outcomes and programme intensity appropriately match the age
and risk level of the group. The timing and approach of universal
prevention programmes should be carefully considered to avoid
any potential for these interventions to inadvertently stimulate al-
cohol use in young people who were not already drinking.

Implications for research

Given the small numbers of studies included in each of these sub-
group analyses, the variability in effect sizes, and the high level of
unexplained heterogeneity, it is recommended that further evalu-
ation should be conducted, with particular attention paid to the
content and context of programme delivery and the differential ef-
fects on key outcomes. Questions remain about the impact of pro-
gramme intensity and context (target population and mode of de-
livery) on measured effects. Future research should investigate the
differential effects of various intervention types on different out-
come measures to better understand the implications of effects
on alcohol use prevalence, frequency, and volume. Further evalu-
ation of previous and future studies with the view toward identify-
ing the components most likely to be appropriate and effective in
universal, selective, and indicated interventions is recommended.
Furtherimprovementis also required in study design, analysis, and
reporting to minimise the risk of bias and improve the quality of ev-
idence generated.
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Methods Design: cluster RCT

Follow-up: 3 & 6 mo (post randomisation)

Attrition: 15.9% (3 mo), 12.8% (6 mo)

Unit of randomisation: paediatric emergency department

Participants N of clusters (subjects) randomised:

Int: NR (144)

Ctrl: NR (176)

Total N: 6 (320)

N of subjects 6 mo data:
Int: NR (126)

Ctrl: NR (153)

Total N: 6 (279)

Age: mean: Int 15.7 (SD=1.2), Ctrl 15.8 (SD=1.2)

Sex (male): Int 48.9%, Ctrl 52.0%
Ethnicity: NR
Country: Germany

Interventions Number of experimental conditions: 2

Description of Intervention: manual guided b-Ml intervention for youth based on principles of motiva-
tional interviewing (MI), motivational enhancement interventions, and directive counselling. Uses prin-
ciples of reflective listening; empathic feedback; non-confronting and non-judgemental assessment;
exploration of drinking-related attitudes, norms, and goals; goal attainment strategies; reflective sum-
mary emphasising personal responsibility; a written agreement on behaviour goals; and provision of
relevant contact information of youth-specific services. Parent(s) received a brief consultation includ-
ing general information on youth alcohol use and encouragement to reflect on the episode and to de-
velop strategies to prevent future risky alcohol use or seek further services. Parent(s), youth, and coun-
sellors gathered to create a summary statement focusing on supporting the adolescent's self-efficacy
regarding his or her alcohol-related goals. Participants contacted by telephone 6 weeks after to rein-

force motivation for reaching goals

Type of intervention: indicated (adolescents recruited from paediatric emergency department with
acute alcohol intoxication as primary diagnosis)
Focus/target: alcohol use and related problems

Fidelity: manual guided, % NR

Dose: 97.9% received b-MI, 51.7% received parental consultation, 74.5% received booster
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Arnaud 2016 (Continued)

Duration/frequency: 45 min youth session; parent and parent, youth, counsellor session duration NR;
5to 10 minute telephone contact 6 weeks following initial intervention

Control: treatment as usual; received information leaflet on negative consequences of alcohol misuse
and contact details of the youth substance use counselling service with recommendation for contact

Outcomes

Length of follow-up: 3 & 6 mo (post randomisation)

Alcohol outcomes:

% of youth reporting binge drinking; mean binge drinking frequency
Number of drinks consumed on a typical drinking occasion

Alcohol-related problems assessed with the brief Rutgers Alcohol Problems Index

Funding and Declared
Conflicts of Interest

This research was supported by a grant from the German Federal Ministry for Education and Research
(BMBF), 01KQ1002B. Study authors declared no conflicts of interest

Notes Abbreviations:
Ctrl=control; Int=intervention; mo=month(s); N=number; NR=not reported; RCT=randomised con-
trolled trial; yr(s)=year(s)

Risk of bias

Bias Authors' judgement  Support for judgement

Random sequence genera-  Unclear risk Not described

tion (selection bias)

Allocation concealment Unclear risk Not described

(selection bias)

Blinding of participants High risk Blinding not possible due to the nature of the intervention

and personnel (perfor-

mance bias)

All outcomes

Blinding of outcome as- High risk Self-reported

sessment (detection bias)

All outcomes

Incomplete outcome data  Low risk Attrition low, no differential attrition by group, imputation performed

(attrition bias)

All outcomes

Selective reporting (re- Unclear risk Reported outcomes consistent with the clinical trial registry: ISRCTN identifier:

porting bias) ISRCTN31234060

Other bias Unclear risk Contamination not described but is possible due to switch of clinics between

intervention and control in different weeks

Recruitment to cluster High risk Recruitment of individuals to clusters after clusters randomised
Baseline imbalances Unclear risk Unclear if baseline imbalances accounted for in analysis
Loss of clusters Low risk No report of loss of entire clusters
Incorrect analysis Low risk Analysis adjusted for clustering
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Compatability with indi-
vidually randomised trials
(herd effect)

Unclear risk Unable to determine if herd effect exists

Baldus 2016

Methods

Design: RCT

Follow-up: 8 wk, 6 & 18 mo (post randomisation)
Attrition: 9.9% (8 wk), 13.0% (6 mo), 15.3% (18 mo)
Unit of randomisation: parent-adolescent dyad

Participants

N of subjects randomised:

Int: 153 families

Ctrl: 149 families

Total N: 302 families

N of subjects 18 mo data:

Int: 135 families (132 adolescents)
Ctrl: 127 families (125 adolescents)
Total N: 262 families (257 adolescents)
Age: mean: NR; range 10 to 14 yrs
Sex (male): 59%

Ethnicity: NR

Country: Germany

Interventions

Number of experimental conditions: 2

Description of Intervention: German adaptation of the lowa Strengthening Families Programme (SFP)
10-14. Manual-based intervention consisting of 7 weekly sessions and 4 booster sessions 4 to 6 months
after the last session. Each session includes 8 to 12 families with at least 3 group facilitators. Initially,
parent and youth sessions are separate. Youth sessions aim to improve self-efficacy and ability to cope
with stress/peer pressure. Parent sessions encourage development of a consistent parenting style and
expression of positive affect more openly. In the joint parent-adolescent sessions, dysfunctional com-
munication within the family is addressed and cohesiveness strengthened

Type of intervention: selective (low SES districts)

Focus/target: substance use and behaviour problems

Fidelity: sessions videotaped and adherence rated, 85.5% adherence to the manual, no inter-rater
agreement completed

Dose: NR

Duration/frequency: 7 weekly sessions and 4 booster sessions 4 to 6 mos after

Control: minimal intervention, single parent meeting at which parents received general information on
parenting and a leaflet

Outcomes

Length of follow-up: 8 wk, 6 & 18 mo (post randomisation)
Alcohol outcomes:

% of youth reporting alcohol use in past 30 days

% of new users

Length of follow-up: 18 mo (post randomisation)

% of lifetime substance use at 18 mo

Funding and Declared
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Notes

Risk of bias

Bias Authors' judgement  Support for judgement
Random sequence genera-  Unclear risk Not described

tion (selection bias)

Allocation concealment Unclear risk Not described
(selection bias)

Blinding of participants High risk Blinding not possible due to the nature of the intervention
and personnel (perfor-

mance bias)

All outcomes

Blinding of outcome as- High risk Self-reported

sessment (detection bias)
All outcomes

Incomplete outcome data  Low risk Attrition low, no differential attrition by group, imputation performed
(attrition bias)
All outcomes

Selective reporting (re- Unclear risk Reported outcomes consistent with protocol and clinical trial registry: ISRCTN
porting bias) identifier: ISRCTN90251787
Other bias Low risk Contamination not described and is unlikely
Recruitment to cluster Unclear risk Not applicable
Baseline imbalances Unclear risk Not applicable
Loss of clusters Unclear risk Not applicable
Incorrect analysis Unclear risk Not applicable
Compatability with indi- Unclear risk Not applicable
vidually randomised trials
(herd effect)
Bauman 2002
Methods Design: RCT

Follow-up: 3 & 12 mo (post intervention)
Attrition: 19% (3 mo), 18% (12 mo)
Unit of randomisation: parent-adolescent dyad (96% mothers)

Participants N of subjects randomised:
Int: NR
Ctrl: NR
Total N: 1316
N of subjects 3 & 12 mo data combined:
Int: 531
Ctrl: 604
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Bauman 2002 (Continued)

Total N: 1135

Age: mean: 13.9 (SD = 0.9); range 12 to 14 yrs
Sex (male): 49.3%

Ethnicity: 78% non-Hispanic White
Country: USA

Interventions

Number of experimental conditions: 2

Description of Intervention: Family Matters involving successive mailings of 4 booklets to families
and telephone discussions between health educators and family members. Booklet-1 (identifies and
discuss possible consequences of tobacco/alcohol use), booklet-2 (considers non-specific family char-
acteristics known to influence adolescents such as supervision, support, communication skills, time
spent together, attachment, conflict reduction), booklet-3 (based on social learning theory; considers
tobacco/alcohol-specific variables such as agreement on rules and sanctions for substance use), book-
let-4 (based on social inoculation theory; considers variables outside of family that may influence sub-
stance use)

Type of intervention: universal
Focus/target: substance use
Fidelity: NR

Dose: 83.4% completed 1 or more units (booklet plus health educator contact); 61.8% completed all 4
units

Duration/frequency: average 6 mo

Control: no programme

Outcomes

Length of follow-up: 3 & 12 mo (post intervention) data combined
Alcohol outcomes:
% of youth reporting lifetime alcohol use (over both FUs)

% of baseline non-users who began to use (over both FUs)

Funding and Declared
Conflicts of Interest

This research was supported by Grant No. DA08125 from the National Institute on Drug Abuse, National
Institutes of Health, US Department of Health and Human Services
No information or declarations about potential conflicts of interest

Notes Abbreviations:
FU=follow=up; RCT=randomised controlled trial; N=number; Int=intervention; Ctrl=control;
mo=month(s); yr(s)=year(s); NR=not reported

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-  Unclear risk Not described

tion (selection bias)

Allocation concealment Unclear risk Not described

(selection bias)

Blinding of participants High risk Blinding not possible due to the nature of the intervention

and personnel (perfor-

mance bias)

All outcomes

Blinding of outcome as- High risk Self-reported

sessment (detection bias)

All outcomes
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Bauman 2002 (Continued)

Incomplete outcome data Unclear risk Attrition low, differential attrition not described, imputation not described
(attrition bias)
All outcomes

Selective reporting (re- Unclear risk No protocol or clinical trial registry available
porting bias)

Other bias Low risk Contamination not described and is unlikely
Recruitment to cluster Unclear risk Not applicable
Baseline imbalances Unclear risk Not applicable
Loss of clusters Unclear risk Not applicable
Incorrect analysis Unclear risk Not applicable
Compatability with indi- Unclear risk Not applicable
vidually randomised trials
(herd effect)
Bodin 2011
Methods Design: cluster RCT

Follow-up: 12 & 30 mo (post randomisation)
Attrition: 7.9% (12 mo), 11.6% (30 mo)

Unit of randomisation: school

Clustering effect adjusted: yes

Participants N of clusters (subjects) randomised:

Int: 20 (893)

Ctrl: 20 (859)

Total N: 40 (1752)

N of clusters (subjects) at 30 mo:
Int: 20 (893)

Ctrl: 20 (859)

Total N: 40 (1752)

Age: mean: NR; range 13 to 16 yrs
Sex (male): 48.9%

Ethnicity: NR

Country: Sweden

Interventions Number of experimental conditions: 2

Description of Intervention: Orebro Prevention Program (OPP); the current version of OPP encom-
passes 6 short (” 20 minutes) standardised PowerPoint presentations, administered by trained pro-
gramme presenters to parents of 13- to 16-year-olds during term regular teacher-parent meetings in
grades 7 to 9. The presentations, which show minimal variation in contents, advise parents to adopt
and maintain strict attitudes towards youth drinking, and to not allow their adolescents to have a sip or
drink of alcohol at home. Parents are also encouraged to make written agreements on how to prevent
their youth from drinking. A summary and the class agreement are subsequently mailed to all parents
in the class

Type of intervention: universal

Focus/target: reduce youth drinking
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Bodin 2011 (Continued)

Fidelity: NR

Dose: Mean number of presentations was 4.7 (SD = 0.99)
Duration/frequency: 6 x 20 minute presentations during grades 7 to 9 (3 years)
Control: no programme

Outcomes

Length of follow-up: 12 & 30 mo (post randomisation)
Alcohol outcomes:

Weekly drinking: beverage-specific frequency by quantity measure. Students drinking at least 1
drink at least weekly were coded as weekly drinkers (vs non-weekly drinkers)

Frequent drunkenness: "How many times /during the last four weeks/have you drunk alcohol to the
point that you felt drunk?" Response categories were 0, 1, 2, 3to 4, 5 to 7, and > 8 times for drunken-
ness frequency; dichotomised into frequent vs no frequent drunkenness during the last 4 weeks (= 2
times, = 1 time)

Lifetime drunkenness: "How many times have you drunk alcohol to the point that you felt drunk?" (0, 1,
2to4,5t0 10, 11 to 20, > 20); dichotomised to enable study of programme effects on drunkenness on-
set

Served alcohol: youth were asked whether they were served alcohol at home with the response alter-
natives: 0 = "No, my parents do not drink alcohol", 1 ="No, never", 2 = "Yes, sometimes | may have a sip
from my parents' glasses", 3 ="Yes, sometimes | can have a glass of alcohol", and 4 = "Yes, sometimes |
can have a bottle of wine or a number of beers". Responses were dichotomised (0to 1=0,2to 4=1)

Funding and Declared
Conflicts of Interest

Funding through the Swedish National Institute of Public Health. Study authors declared no conflicts of
interest

Notes Schools were located in diverse municipality types, with intervention and controls distributed fairly
evenly within each type
Abbreviations:
RCT=randomised controlled trial; N=number; Int=intervention; Ctrl=control; mo=month(s);
yr(s)=year(s); NR=not reported

Risk of bias

Bias Authors' judgement  Support for judgement

Random sequence genera-  Low risk Randomisation sequence was "...generated in advance by coin tossing"

tion (selection bias)

Allocation concealment Low risk "Sealed opaque envelopes with the school's name were mixed and assigned to

(selection bias) groups in blocks of two..."

Blinding of participants High risk Blinding not possible due to the nature of the intervention

and personnel (perfor-

mance bias)

All outcomes

Blinding of outcome as- High risk Self-reported

sessment (detection bias)

All outcomes

Incomplete outcome data  High risk Attrition low, some differential attrition between groups and by characteristics

(attrition bias) (lifetime drunkenness), imputation performed

All outcomes
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Bodin 2011 (Continued)

Selective reporting (re- Low risk Reported outcomes consistent with the clinical trial registry: clinicaltrials.gov
porting bias) identifier: NCT01213108

Other bias Low risk Contamination not described and is unlikely

Recruitment to cluster Low risk Baseline measurement occurred before randomisation

Baseline imbalances Low risk No significant differences between conditions on background measures; near-

significant difference for lifetime drunkenness was observed (P = 0.06)

Loss of clusters Low risk No report of loss of entire clusters
Incorrect analysis Low risk Analysis adjusted for clustering
Compatability with indi- Unclear risk Unable to determine if herd effect exists
vidually randomised trials
(herd effect)

Brody 2006
Methods Design: cluster RCT

Follow-up: 9, 18, 29, 53, and 65 mo (post randomisation)
Attrition: 15% (29 mo cohort 1)
Unit of randomisation: county
Clustering effect adjusted: no

Participants Cohort 1: follow-up at 29 mo only (Brody 2006)
Cohort 1+2: follow-up at all points (Brody 2010)

N of clusters (subjects - cohort 1, cohort 1+2) randomised:

Int: 4 (307, 369)

ctrl: 4 (214, 462)

Total N: 8 (521, 831)

N of clusters (subjects - cohort 1) at 29 mo:
Int: 4 (172)

Ctrl: 4 (133)

Total N: 8 (305)

Age: mean: 11; range 10 to 12 yrs
Sex (male): NR

Ethnicity: 100% African American
Country: USA

Interventions Number of experimental conditions: 2

Description of intervention: Strong African American Families Program (SAAF), a prevention pro-
gramme modelled after existing family skills training interventions, notably SFP, and based on the so-
cial development model

7 weekly meetings with separate parent and child skills-building curricula, and a family curriculum;
concurrent training sessions for parents and children followed by a joint parent-child session during
which families practice newly learned skills

Type of intervention: universal
Focus/target: alcohol use, substance use, and early sexual activity

Fidelity: mean coverage of components 90%

Family-based prevention programmes for alcohol use in young people (Review) 50
Copyright © 2019 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



= 3 Cochrane
st g Library

Trusted evidence.
Informed decisions.
Better health.

Cochrane Database of Systematic Reviews

Brody 2006 (Continued)

Dose: mean attendance 4.4 sessions, 65% of families took part in 5 or more sessions, 44% attended all
7 sessions

Duration/frequency: 7 wks

Control: 3 leaflets via mail - development in early adolescence, stress management, and suggestions
for encouraging children to exercise

Outcomes

Length of follow-up: 9, 18, 29, 53, and 65 mo (post randomisation)
Alcohol outcomes:

% of baseline non-users who began use

Past month alcohol use

Binge drinking occasions in the past month

Alcohol Compositie Index (score 0 to 3), rate of increase in alcohol use; score consisted of (1) alcohol
initiation, (2) drank at least 1 drink in the last month, (3) ever drank 3+ drinks at 1 time

Funding and Declared
Conflicts of Interest

This research was supported by grants from the National Institute on Alcohol Abuse and Alcoholism
and the National Institute of Mental Health. No information or declarations about potential conflicts of
interest

Notes Abbreviations:
RCT=randomised controlled trial; N=number; Int=intervention; Ctrl=control; mo=month(s);
yr(s)=year(s); NR=not reported
Risk of bias
Bias Authors' judgement  Support for judgement
Random sequence genera-  Unclear risk Not described
tion (selection bias)
Allocation concealment Unclear risk Not described
(selection bias)
Blinding of participants High risk Blinding not possible due to the nature of the intervention
and personnel (perfor-
mance bias)
All outcomes
Blinding of outcome as- High risk Self-reported
sessment (detection bias)
All outcomes
Incomplete outcome data  Unclear risk Attrition low, differential attrition apparent but significance unclear, inten-
(attrition bias) tion-to-teat analysis cited
All outcomes
Selective reporting (re- Unclear risk No protocol or clinical trial registry available
porting bias)
Other bias Low risk Study authors noted that randomisation at the country level is likely to pre-
vent contamination
Recruitment to cluster High risk Clusters randomised, then participants recruited
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Brody 2006 (Continued)

Baseline imbalances Low risk No baseline imbalances
Loss of clusters Low risk No report of loss of entire clusters
Incorrect analysis Low risk Analysis not sufficiently adjusted for clustering; review authors performed an

alternative adjustment

Compatability with indi- Unclear risk Unable to determine if herd effect exists
vidually randomised trials
(herd effect)

Catalano 1999

Methods Design: RCT
Follow-up: 6, 12 mo & 12 to 15 yrs (post intervention)
Attrition: 6% (6 mo), 8% (12 mo) parents; 10% (6 mo), 13% (12 mo), 15% (12 to 15 yrs) children
Unit of randomisation: family (parents primarily mothers)

Participants N of subjects randomised:

Int: 75 families (82 parents, 97 children)
Ctrl: 55 families (62 parents, 81 children)
Total N: 130 families (144 parents, 178 children)
N of subjects at 12 mo:

Int: 57 children

Ctrl: 43 children

Total N: 100 children

Age: mean: 10.4 (SD = 2.4); range 3to 14 yrs
Sex (male): NR

Ethnicity: 77% Caucasian

Country: USA

Interventions Number of experimental conditions: 2

Description of Intervention: standard methadone clinic + Focus On Families (FOF) parenting pro-
gramme. Intervention was delivered through group parent-training workshops at the methadone clin-
ics and through individualised home-based services. FOF: 5 hr family retreat + 32 x 90 min meetings
(twice weekly). Children attended 12 x curriculum incorporated sessions.

Type of intervention: selective (children of parents attending methadone clinics)

Focus/target: reduce substance use amongst parents, and prevent initiation of drug use in children
with a parent in methadone treatment

Fidelity: NR

Dose: 11 (13%) never attended a single parent training session, although 42 (51%) attended at least
50% (16) of sessions

Duration/frequency: 9 mo, 1 initial 5 hr workshop + biweekly training sessions, at least 2 phone calls
per week. Service providers met ~ 6 times per mo, spending an average of 54 hrs with family during
case management period

Control: standard methadone clinic

Outcomes Length of follow-up: 6 & 12 mo (post intervention)
Alcohol outcomes:
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Catalano 1999 (continued)

Drank alcohol (more than a sip) in the previous 6 mo (yes/no)

Length of follow-up: 12 to 15 yrs (post intervention)

Alcohol outcomes:

Alcohol abuse using the Composite International Diagnostic Interview
Alcohol dependence using the Composite International Diagnostic Interview

Age of onset of alcohol disorder

Funding and Declared
Conflicts of Interest

Funding from the National Institute on Drug Abuse. No information or declarations about potential
conflicts of interest

Notes Abbreviations:
RCT=randomised controlled trial; N=number; Int=intervention; Ctrl=control; mo=month(s);
yr(s)=year(s); NR=not reported

Risk of bias

Bias Authors' judgement  Support for judgement

Random sequence genera-  Unclear risk Not described

tion (selection bias)

Allocation concealment Unclear risk Not described

(selection bias)

Blinding of participants High risk Blinding not possible due to the nature of the intervention

and personnel (perfor-

mance bias)

All outcomes

Blinding of outcome as- High risk Self-reported

sessment (detection bias)

All outcomes

Incomplete outcome data  Low risk Attrition low, no differential attrition by group, intention-to-treat analysis cited

(attrition bias)

All outcomes

Selective reporting (re- Unclear risk No protocol or clinical trial registry available

porting bias)

Other bias Low risk Contamination not described and is unlikely

Recruitment to cluster Unclear risk Not applicable

Baseline imbalances Unclear risk Not applicable

Loss of clusters Unclear risk Not applicable

Incorrect analysis Unclear risk Not applicable

Compatability with indi- Unclear risk Not applicable

vidually randomised trials
(herd effect)
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Cordova 2012

Methods

Design: RCT

Follow-up: 6, 18, & 30 mo (post randomisation)

Attrition: 14.7% Family Unidas, 16.3% Community Practice (30 mo)
Unit of randomisation: adolescent

Participants

N of subjects randomised:

Int: 109

Ctrl: 103

Total N: 212

N of subjects at 30 mo:

Int: US born 65, foreign born 44

Ctrl: US born 44, foreign born 49

Total N: US born 109, foreign born 103

Age: mean: 13.72 (SD = 0.65); range 12 to 14 yrs

Sex (male): 63.8% overall; US-born 62.18%, foreign-born 65.59%
Ethnicity: 100% Hispanic (US-born and foreign-born)
Country: USA

Interventions

Number of experimental conditions: 2

Description of Intervention: Familias Unidas; a Hispanic-specific, family-based, substance use (alco-
hol and drugs) prevention programme. The intended dosage for families randomised to the Familias
Unidas intervention included nine 2-hour group sessions and ten 1-hour family visits. Families also at-
tended four 1-hour booster sessions during the follow-up phase, at approximately 10, 16, 22, and 28
months post baseline

Type of intervention: selective (youth with behaviour problems recruited from middle schools)

Focus/target: to target risk and protective factors for alcohol and drug use and to improve family func-
tioning (through developing skills and knowledge of effective parenting)

Fidelity: independent observers rated videotapes of sessions on extensiveness and quality. The aver-
age rating was 'considerably/good'

Dose: NR
Duration/frequency: 9 x 2 hr group sessions, 10 x 1 hr family sessions, 4 x 1 hr family booster sessions

Control: Community Practice - given 3 referrals to agencies that provided services for substance use
and co-morbid behaviours, in their catchment area

Outcomes

Length of follow-up: 30 mo (post intervention)
Alcohol outcomes:

% participants who used alcohol in the past 90 days

Funding and Declared
Conflicts of Interest

Funding from the National Insitute on Drug Abuse. No information or declarations about potential con-
flicts of interest

Notes Abbreviations:
RCT=randomised controlled trial; N=number; Int=intervention; Ctrl=control; mo=month(s);
yr(s)=year(s); NR=not reported
Risk of bias
Bias Authors' judgement Support for judgement
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Random sequence genera-  Low risk "An urn randomization program was used..."
tion (selection bias)
Allocation concealment Unclear risk Not described

(selection bias)

Blinding of participants
and personnel (perfor-
mance bias)
All outcomes

High risk Blinding not possible due to the nature of the intervention

Blinding of outcome as-
sessment (detection bias)
All outcomes

High risk Self-reported

Incomplete outcome data
(attrition bias)
All outcomes

Low risk Attrition low, no differential attrition by group, reasons for missing data be-

tween groups not stated

Selective reporting (re- Unclear risk No protocol or clinical trial registry available.
porting bias)
Other bias Low risk Contamination not described and is unlikely
Recruitment to cluster Unclear risk Not applicable
Baseline imbalances Unclear risk Not applicable
Loss of clusters Unclear risk Not applicable
Incorrect analysis Unclear risk Not applicable
Compatability with indi- Unclear risk Not applicable
vidually randomised trials
(herd effect)
Dembo 2001
Methods Design: RCT

Follow-up: 2, 3, &4 yrs (post intervention)
Attrition: 13.7% (2 yrs), 15% (3 yrs), 24.2% (4 yrs)
Unit of randomisation: adolescent

Participants

N of subjects randomised:

Int: NR
Ctrl: NR
Total N: 315

N of subjects at last observation at yr 2, 3, or 4:

Int: NR

Ctrl: NR

Total N: 278

Age: mean: mean 14.5; range 11 to 18 yrs

Sex (male): 56%

Ethnicity: 56% Anglo, 41% African Amercican
Country: USA
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Dembo 2001 (continued)

Interventions

Number of experimental conditions: 2

Description of Intervention: Family Empowerment Intervention (FEI) sought to improve family func-
tioning by empowering parents. Project field consultants visited families to work on the following
goals: (1) restore family hierarchy (parents, children, etc.); (2) restructure boundaries between parents
and children; (3) encourage parents to take greater responsibility for family functioning; (4) increase
family structure through implementation of rules and consequences; (5) enhance parenting skills; (6)
have parents set limits, expectations, and rules that increase the likelihood the target youth’s behavior
will improve; (7) improve communication skills among all family members; (8) improve problem-solv-
ing skills, particularly among target youth; and (9) where needed, connect the family to other systems
(e.g. school, church, community activities)

Type of intervention: selective (youths processed through a juvenile assessment centre after an ar-
rest)

Focus/target: psychosocial functioning among youths
Fidelity: NR

Dose: NR

Duration/frequency: 10 weeks, contact once per week

Control: Extended Services Intervention (ESI) group families received monthly phone contacts from
project Research Assistants

Outcomes

Length of follow-up: last observation
Alcohol outcomes:
Number of days used alcohol in the past month

Number of times youth got drunk on alcohol in the past year

Funding and Declared
Conflicts of Interest

Funding through the National Institute on Drug Abuse. No information or declarations about potential
conflicts of interest

Notes Abbreviations:
RCT=randomised controlled trial; N=number; Int=intervention; Ctrl=control; mo=month(s);
yr(s)=year(s); NR=not reported

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-  Unclear risk Not described

tion (selection bias)

Allocation concealment Unclear risk Not described

(selection bias)

Blinding of participants High risk Blinding of participants and personnel not possible due to the nature of the in-

and personnel (perfor- tervention.

mance bias)

All outcomes

Blinding of outcome as- High risk Most outcomes self-reported; blinding of participants and personnel not possi-

sessment (detection bias)
All outcomes

ble due to the nature of the intervention.
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Incomplete outcome data  Low risk Attrition low, no differential attrition between groups, no differences in base-
(attrition bias) line characteristics between completers and non-completers after accounting
All outcomes for multiple comparisons

Selective reporting (re- High risk No protocol or clinical trial registry is available. Numbers of participants in
porting bias) each group and their scores on the outcomes of interest are not presented.

Study authors present only results of predicted scores based on last follow-up.
Study authors present results on the basis of control vs intervention com-
pleters and intervention non-completers. Direct comparison of control vs the
entire intervention group is not presented

Other bias Low risk Contamination not described and is unlikely
Recruitment to cluster Unclear risk Not applicable

Baseline imbalances Unclear risk Not applicable

Loss of clusters Unclear risk Not applicable

Incorrect analysis Unclear risk Not applicable

Compatability with indi- Unclear risk Not applicable

vidually randomised trials

(herd effect)

Estrada 2017

Methods Design: RCT
Follow-up: 6, 18, & 30 mo (post randomisation)
Attrition: 6.6% (6 mo), 9.5% (18 mo), 12.7% (30 mo)
Unit of randomisation: parent-adolescent dyad

Participants N of subjects randomised:
Int: 376
Ctrl: 370
Total N: 746
N of subjects 30 mo data:
Int: 326
Ctrl: 325
Total N: 651
Age: mean: 13.8 (SD =0.7); range 12 to 16 yrs
Sex (male): 52%
Ethnicity: 100% Hispanic
Country: USA

Interventions Number of experimental conditions: 2

Description of Intervention: Family Unidas including 8 multi-parent group sessions (10 to 15 parents)
and 4 family sessions delivered at school. Group sessions included discussion of adolescent risk factors
and ways in which parents can foster parental protective mechanismes, list characteristics of effective
family communication, introduce effective discipline to manage behaviour problems, highlight the role
of peers, discuss the incidence and consequences of adolescent substance use, identify own attitudes
and beliefs in relation to alcohol and risky sexual behaviour, address the role of the school, and list
risks for sexually transmitted infections. Family sessions included a family needs assessment and prob-
lem-solving barriers to participation, learning communication skills, and practising with adolescents
by discussing relevant issues; family conversations about adolescent's peers; parents teach youth the

Family-based prevention programmes for alcohol use in young people (Review) 57
Copyright © 2019 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



= 3 Cochrane
st g Library

Trusted evidence.
Informed decisions.
Better health.

Cochrane Database of Systematic Reviews

Estrada 2017 (continued)

skills to manage peer pressure to engage in substance use, and parents communicate the dangers of
risky sexual behaviour

Type of intervention: universal

Focus/target: alcohol and drug use, sex without a condom

Fidelity: sessions videotaped and adherence rated on a 7-point scale; average adherence was 3.61 (SD
=0.56), good interrater reliability

Dose: average overall attendance was 6.4 sessions (SD = 4.2) out of 12 sessions; 12.9% of participants
did not attend any sessions

Duration/frequency: 8 weekly multi-parent group sessions (10 to 15 parents) and 4 family sessions, 3
months' total duration

Control: usual care - HIV risk reduction intervention provided by the Miami-Dade County Public School
system, delivered to students; 6 lessons designed to decrease HIV/AIDS and other STls

Outcomes

Length of follow-up: 6, 18, & 30 mo (post randomisation)
Alcohol outcomes:

Whether and how may times alcohol used in past 90 days

Funding and Declared
Conflicts of Interest

This study was funded by the National Institute on Drug Abuse/National Institutes of Health grant RO1
DA025192 and a supplement awarded by the National Institute on Alcohol Abuse and Alcoholism (ad-
ministered by the National Institute on Drug Abuse). No information or declarations about potential
conflicts of interest

Notes Abbreviations:
RCT=randomised controlled trial; N=number; Int=intervention; Ctrl=control; mo=month(s);
yr(s)=year(s); NR=not reported

Risk of bias

Bias Authors' judgement  Support for judgement

Random sequence genera-  Unclear risk Not described

tion (selection bias)

Allocation concealment Unclear risk Not described

(selection bias)

Blinding of participants High risk Blinding not possible due to the nature of the intervention

and personnel (perfor-

mance bias)

All outcomes

Blinding of outcome as- High risk Self-reported

sessment (detection bias)

All outcomes

Incomplete outcome data  Low risk Attrition low, no differential attrition between groups, missing data accounted

(attrition bias) for using full information maximum likelihood

All outcomes

Selective reporting (re- Unclear risk No protocol or clinical trial registry available

porting bias)

Other bias Low risk Contamination not described and is unlikely

Recruitment to cluster Unclear risk Not applicable
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Baseline imbalances Unclear risk Not applicable
Loss of clusters Unclear risk Not applicable
Incorrect analysis Unclear risk Not applicable
Compatability with indi- Unclear risk Not applicable

vidually randomised trials
(herd effect)

Fang 2010

Methods

Design: RCT

Follow-up: immediate post-test, 1 & 2 yrs (post randomisation)
Attrition: 4% (1 yr), 13.9% (2 yrs)

Unit of randomisation: mother-daughter dyad

Participants

N of subjects randomised:

Int: 56 dyads

Ctrl: 52 dyads

Total N: 108 dyads

N of subjects at 2 yrs:

Int: 56 dyads

Ctrl: 52 dyads

Total N: 108 dyads

Age: mean: 13.10 (SD = 0.96); range 11 to 14 yrs
Sex (male): 0% (all female)
Ethnicity: 100% Asian American
Country: USA

Interventions

Number of experimental conditions: 2

Description of Intervention: culturally generic substance use prevention programme for Asian Ameri-
can adolescents. 9-session web-based programme delivered by voice-over narration, animated graph-
ics, and games. Session content involved skill demonstration and interactive exercises requiring joint
participation of mother and daughter (1 - my mom and me, 2 - conflict management, 3 - substance use
opportunities, 4 - body image, 5 - mood management, 6 - stress management, 7 - problem-solving, 8 -
social influences, 9 - self-efficacy). A booster session reviewing initial programme content was provided
1 yr after completion of the initial programme

Type of intervention: selective

Focus/target: improve girls' psychological states, strengthen substance use prevention skills, increase
mother-daughter interactions, enhance maternal monitoring, and prevent girls' substance use

Fidelity: programme fidelity was ensured by the web-based monitoring system: (1) programme
opened at the point at which the participant had previously stopped; (2) the participant could not con-
tinue to the next session until completion of the previous one

Dose: 54 of 56 mother-daughter dyads in the intervention group fully attended the initial web-based
programme, 53 completed the booster session

Duration/frequency: 9 sessions, planned delivery 1 session per week but average time between base-
line and post-intervention survey completion was 6.25 months (SD = 2.25)

Control: no programme
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Fang 2010 (Continued)

Outcomes

Length of follow-up: immediate post-test, 1 & 2 yrs (post randomisation), last observation carried for-
ward

Alcohol outcomes:

30-day alcohol use (occasions of use in past 30 days)

Funding and Declared
Conflicts of Interest

Funding through the National Institute on Drug Abuse. No information or declarations about potential
conflicts of interest

Notes Abbreviations:
RCT=randomised controlled trial; N=number; Int=intervention; Ctrl=control; mo=month(s);
yr(s)=year(s); NR=not reported

Risk of bias

Bias Authors' judgement  Support for judgement

Random sequence genera-  Unclear risk Not described

tion (selection bias)

Allocation concealment Unclear risk Not described

(selection bias)

Blinding of participants High risk Blinding not possible due to the nature of the intervention

and personnel (perfor-

mance bias)

All outcomes

Blinding of outcome as- High risk Self-reported

sessment (detection bias)

All outcomes

Incomplete outcome data  Low risk Attrition low, equal attrition across both arms; "two mother-daughter dyads

(attrition bias) attrited from each arm"

All outcomes

Selective reporting (re- Unclear risk No protocol or clinical trial registry available

porting bias)

Other bias Low risk Contamination not described and is unlikely

Recruitment to cluster Unclear risk Not applicable

Baseline imbalances Unclear risk Not applicable

Loss of clusters Unclear risk Not applicable

Incorrect analysis Unclear risk Not applicable

Compatability with indi- Unclear risk Not applicable

vidually randomised trials
(herd effect)
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Fosco 2013

Methods

Design: RCT

Follow-up: 1, 2, & 3 yrs post randomisation

Attrition: 11% (2 yrs) & 14% (3 yrs) post randomisation
Unit of randomisation: family

Participants

N of subjects randomised:

Int: 386

Ctrl: 207

Total N: 593

N of subjects at 3 yrs:

Int: NR

Ctrl: NR

Total N: 510

Age: NR (6th to 8th grade students)

Sex (male): 51.4%

Ethnicity: 36.1% European American, 18.0% Latino/Hispanic, 15% African American, 7.1% Asian Ameri-
can, 2.4% American Indian/Native American, 1.9% Pacific Islander, 19.3% biracial/mixed ethnicity
Country: USA

Interventions

Number of experimental conditions: 2

Description of Intervention: Family Check-Up (FCU) is a school-based, family-centred intervention
that aims to promote family-centred norms and systems for evidence-based family management
strategies, and to facilitate identification and referral of students in need of support services. FCU in-
cludes the establishment of a family resource centre at each school, staffed by a parent consultant who
serves as a resource for all families by providing information about community resources, functioning
as a school family liaison, and answering questions. Parent consultants also provide seminars for par-
ents about special topics of interest such as alcohol use. In addition, families involved in FCU partici-
pate in a 3-session assessment and feedback process

Type of intervention: universal
Focus/target: youth problem behaviour
Fidelity: NR

Dose: 51% received consultation from a parent consultant and 42% received the full FCU intervention;
among families receiving the FCU, 78% received additional follow-up assistance after the feedback

Duration/frequency: delivered over 3 years, grades 6 to 8

Control: no programme

Outcomes

Length of follow-up: 1, 2, & 3 yrs (post randomisation)
Alcohol outcomes:

Number of alcoholic drinks last month

Funding and Declared
Conflicts of Interest

Funded by Grant from the National Institute on Drug Abuse. No information or declarations about po-
tential conflicts of interest

Notes Abbreviations:
RCT=randomised controlled trial; N=number; Int=intervention; Ctrl=control; mo=month(s);
yr(s)=year(s); NR=not reported
Risk of bias
Bias Authors' judgement Support for judgement
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Fosco 2013 (continued)

Random sequence genera-  Unclear risk Not described

tion (selection bias)

Allocation concealment Unclear risk Not described

(selection bias)

Blinding of participants High risk Blinding not possible due to the nature of the intervention

and personnel (perfor-

mance bias)

All outcomes

Blinding of outcome as- High risk Self-reported

sessment (detection bias)

All outcomes

Incomplete outcome data  Unclear risk Attrition low, differential attrition not described, imputation not described, in-

(attrition bias) tention-to-teat analysis cited

All outcomes

Selective reporting (re- Unclear risk No protocol or clinical trial registry available

porting bias)

Other bias Unclear risk Contamination not described but is likely as randomisation occurred at family
level within schools

Recruitment to cluster Unclear risk Not applicable

Baseline imbalances Unclear risk Not applicable

Loss of clusters Unclear risk Not applicable

Incorrect analysis Unclear risk Not applicable

Compatability with indi- Unclear risk Not applicable

vidually randomised trials
(herd effect)

Foxcroft 2017

Methods

Design: cluster RCT (16/20 communities randomised, 4 communities assigned: 2 because they were al-
ready providing the intervention, and 2 because they were not able to provide the intervention)
Follow-up: 12 & 24 mo (post randomisation)

Attrition: Int 31%, Ctrl 22% (12 mo), Int 48%, Ctrl 35% (24 mo)

Unit of randomisation: community

Clustering effect adjusted: yes

Participants

N of clusters (subjects) randomised:
Int: 11 randomised, 2 allocated (219 families, 247 adolescents)
Ctrl: 5 randomised, 2 allocated (292 families, 367 adolescents)

Total N: 16 randomised, 4 allocated (511 families, 614 adolescents)
N of subjects at 24 mo:

Int: 160 families, 177 children

Ctrl: 146 families, 157 children
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Total N: 306 families, 334 children

Age: mean: 12.1 (SD = 1.5) intervention, 11.6 (SD = 1.4) control; range 10 to 14 yrs
Sex (male): 63.4% Int, 55.5% Ctrl

Ethnicity: NR

Country: Poland

Interventions Number of experimental conditions: 2

Description of Intervention: Strengthening Families Program 10-14. SFP10-14 is a video-based pro-
gramme delivered by trained facilitators that includes parents/guardians and children learning togeth-
er. The 7-week programme is delivered over 7 sessions. The weekly sessions last 2 hours: in the first
hour, parallel groups of children and parents from up to 15 families develop their understanding and
skills, led by parent and child group facilitators; in the second hour, parents and children come togeth-
er in family units to practise the principles they have learned

Type of intervention: universal

Focus/target: USA-developed family-based intervention for preventing alcohol and other drug use and
problems amongst young people

Fidelity: NR
Dose: NR
Duration/frequency: 7 x 2 hr sessions over 7 weeks

Control: Information leaflets for families

Outcomes Length of follow-up: 12 & 24 mo
Alcohol outcomes:
Lifetime alcohol use
Lifetime alcohol use without permission
Past year alcohol use
Past year alcohol use without permission
Past month alcohol use
Past month alcohol use without permission
Lifetime drunkenness
Past year drunkenness
Past month drunkenness

Past month binge drinking

Funding and Declared Funded by Polish National Bureau for Drug Prevention and the State Agency for Prevention of Alco-

Conflicts of Interest hol-Related Problems. The alcohol industry provided support for training and delivery of SFP10-14.
Maraton Foundation co-ordinated delivery of SFP10-14 in locations throughout Poland. No funder has
had any role in preparation of the manuscript nor in the decision to submit

Notes Abbreviations:

RCT=randomised controlled trial; N=number; Int=intervention; Ctrl=control; mo=month(s);
yr(s)=year(s); NR=not reported

Risk of bias
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Foxcroft 2017 (continued)

Bias Authors' judgement  Support for judgement

Random sequence genera-  High risk Community names drawn out of a hat; however, 4/20 communities were not
tion (selection bias) randomised and their data were retained

Allocation concealment Low risk Concealed allocation of clusters

(selection bias)

Blinding of participants High risk Blinding not possible due to the nature of the intervention

and personnel (perfor-

mance bias)

All outcomes

Blinding of outcome as- High risk Self-reported

sessment (detection bias)

All outcomes

Incomplete outcome data  High risk Attrition high, lower attrition rates in the control group, imputation performed
(attrition bias)

All outcomes

Selective reporting (re- High risk One primary outcome listed in study protocol (age of first use) was not report-
porting bias) ed

Other bias Low risk Contamination not described but is unlikely

Recruitment to cluster High risk Recruitment of individuals to clusters after clusters randomised

Baseline imbalances Low risk Baseline imbalances accounted for in the analysis

Loss of clusters Low risk No report of loss of entire clusters

Incorrect analysis Low risk Analysis adjusted for clustering

Compatability with indi- Unclear risk Unable to determine if herd effect exists

vidually randomised trials
(herd effect)

Furr-Holden 2004

Methods

Design: cluster RCT

Follow-up: 5, 6. or 7 yrs (post randomisation)
Attrition: 16% (5, 6, or 7 yrs)
Unit of randomisation: classroom

Clustering effect adjusted: yes

Participants

N of clusters (subjects) randomised:

Int 1: NR (NR)
Int 2: NR (NR)
Ctrl: NR (NR)

Total N: 27 (678)

N of clusters (subjects) at 5, 6, or 7 yrs:
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Furr-Holden 2004 (continued)

Int 1: NR (196)

Int 2: NR (192)

Ctrl: NR (178)

Total N: 27 (566)

Age: mean: 6.2 (SD=0.3); range 5.3to 7.7 yrs

Sex (male): slightly more than 50% of the sample
Ethnicity: 85% to 90% African American
Country: USA

Interventions

Number of experimental conditions: 3

Description of Intervention 1: Family-School Partnership (FSP) intervention, training for teach-
ers/school mental health professionals and other relevant staff in parent-school communication and
partnership building, weekly homework learning and communication activities, 9 workshops for par-
ents

Description of Intervention 2: Classroom-Centred (CC) intervention, curricular enhancements, im-
proved classroom behaviour management practices, and supplementary strategies for children not
performing adequately

Type of intervention: universal
Focus/target: reduce the risk of early-onset alcohol, inhalant, tobacco, and illegal drug use

Fidelity: FSP: intervenors required to provide details of contacts with parents; live and taped observa-
tions of parent workshops were used to determine the extent to which intervention protocols were fol-
lowed, % NR

CC: an intervention team member (1) checked classroom setup, (2) observed lessons, and (3) reviewed
classroom records, % NR

Dose: many FSP assigned parents did not complete the intervention, % NR

Duration/frequency: FSP: 7 parent workshops over consecutive weeks, 2 follow-up workshops (1
every 3 months)

Control: no programme

Outcomes

Length of follow-up: 5, 6, or 7 yrs (post randomisation)
Alcohol outcomes

Alcohol use without parental permission

Funding and Declared
Conflicts of Interest

Funded by Grant from the National Institute on Drug Abuse. No information or declarations about po-
tential conflicts of interest

Notes Abbreviations:
RCT=randomised controlled trial; N=number; Int=intervention; Ctrl=control; mo=month(s);
yr(s)=year(s); NR=not reported; FSP= Family-school partnership, CC=Classroom-centered

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-  Unclear risk Not described

tion (selection bias)

Allocation concealment Unclear risk Not described

(selection bias)
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Furr-Holden 2004 (continued)

Blinding of participants High risk
and personnel (perfor-

mance bias)

All outcomes

Blinding not possible due to the nature of the intervention

Blinding of outcome as- High risk
sessment (detection bias)
All outcomes

Self-reported

Incomplete outcome data  Low risk
(attrition bias)
All outcomes

Attrition low, no differential attrition between by groups or characteristics,
outcome data based on data from all available outcome assessments

Selective reporting (re- Low risk
porting bias)

Prespecificed outcome measures reported

Other bias Low risk Contamination not described but is unlikely

Recruitment to cluster Low risk Classrooms within schools were randomised and students then entering were
randomised to classrooms; parental awareness of the study on enrolment is
not known but bias on this basis is unlikely

Baseline imbalances Low risk Baseline imbalances accounted for in analysis

Loss of clusters Low risk No report of loss of entire clusters

Incorrect analysis Low risk Analysis adjusted for clustering

Compatability with indi- Unclear risk Unable to determine if herd effect exists

vidually randomised trials

(herd effect)

Haggerty 2007
Methods Design: RCT

Follow-up: 24 mo (post intervention)

Attrition: 8% (24 mo)

Unit of randomisation: family

Participants N of subjects randomised:

Int-1: 107
Int-2: 118
Ctrl: 106
Total N: 331

N of subjects at 24 mo:

Int-1: 73
Int-2: 84

Ctrl: 79
Total N: 236

Age: mean: 13.7
Sex (male): 51%

Ethnicity: 49.2% African American, 51% White

Country: USA
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Haggerty 2007 (Continued)

Interventions

Number of experimental conditions: 3

Description of Intervention 1: Parents Who Care (PWC) is a programme based on social develop-
ment model. The PWC programme includes a video and a workbook. Chapters include the following:
Roles - relating to your teen, Risks - Identifying and reducing them, Protection - Bonding with your teen
to strengthen resilience, Tools - Working with your family to solve problems, Involvement - allowing
everyone to contribute, Policies - Setting family policies on health and safety issue, Supervision - Su-
pervising without invading. Participants of Parents Who Care - Self-Administered with telephone sup-
port (PWC-SA) is provided with the video and workbook, along with a checklist of activities and fol-
low-up with phone calls

Description of Intervention 2: Parents Who Care - Parent and Adolescent format (PWC-PA) includes
the content of PWC as described previously. Participants of PWC-PA meet for 7 sessions with their ado-
lescent. In these sessions, they view the curriculum, practice specific skills separately, practice skills in
structured family interaction tasks, and are given homework

Type of intervention: universal
Focus/target: substance use and other problem behaviours

Fidelity: PWC-SA: difficult to assess as self-directed, parents contacted and asked to report activities
completed, mean task completion 74%; PWC-PA: parent and teen group intervention guided by a struc-
tured written curriculum, with each family session independently observed and rate; overall content
covered per group ranged from 75.5% to 88.3%, with an average of 82.3%

Dose: PWC-SA: 8 (7.5%) families did not complete any tasks; PWC-PA: 26 (22%) families did not attend
any sessions

Duration/frequency: 7 to 10 wks

Control: no programme

Outcomes

Length of follow-up: 24 mo (post intervention)
Alcohol outcomes

Alcohol use initiation

Funding and Declared
Conflicts of Interest

This paper was supported by Grant # R0O1DA121645-05 from the National Institute on Drug Abuse. No in-
formation or declarations about potential conflicts of interest

Notes Abbreviations:
RCT=randomised controlled trial; N=number; Int=intervention; Ctrl=control; mo=month(s);
yr(s)=year(s); NR=not reported; PWC-SA: Parent's Who Care - Self-administered; PWC-PA: Parent's Who
Care - Parent and adolescent

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-  Unclear risk Not described

tion (selection bias)

Allocation concealment Unclear risk Not described

(selection bias)

Blinding of participants High risk Blinding not possible due to the nature of the intervention

and personnel (perfor-

mance bias)

All outcomes
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Haggerty 2007 (Continued)

Blinding of outcome as-
sessment (detection bias)
All outcomes

High risk Self-reported

Incomplete outcome data  Low risk Attrition low, no differential attrition by group or characteristics
(attrition bias)

All outcomes

Selective reporting (re- Unclear risk No protocol or clinical trial registry available
porting bias)

Other bias Low risk Not applicable

Recruitment to cluster Unclear risk Not applicable

Baseline imbalances Unclear risk Not applicable

Loss of clusters Unclear risk Not applicable

Incorrect analysis Unclear risk Not applicable

Compatability with indi- Unclear risk Not applicable

vidually randomised trials
(herd effect)

Koning 2009

Methods

Design: cluster RCT

Follow-up: 10, 22, 34, 50 mo (post randomisation)
Attrition: 26.4% (from randomisation to 22 mo)

Unit of randomisation: school

Clustering effect adjusted: yes

Participants

N of clusters (subjects) randomised:

Int 1: NR (801)

Int 2: NR (942)
Int 3: NR (812)
Ctrl: NR (935)
Total N: 19 (3490)

N of clusters (subjects) at 22 mo:

Int 1: NR (608)

Int 2: NR (675)

Int 3: NR (588)

Ctrl: NR (699)

Total N: 19 (2570)

N of clusters (subjects) at 34 mo:

Int 1: NR (603)

Int 2: NR (671)

Int 3: NR (582)

Ctrl: NR (677)

Total N: 19 (2533)

Age: mean: 12.66 (SD = 0.49)
Sex (male): 51%
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Koning 2009 (continued)

Ethnicity: NR
Country: Netherlands

Interventions

Number of experimental conditions: 4

Description of Intervention 1: Parent Intervention (PI), modelled off the Swedish Orebro Prevention
Program. Targets parental rules for children's alcohol use. Includes (1) 20 min parent meeting about
the adverse effects of alcohol use & negative effects of permissive parental attitudes, given by expert
on alcohol use, (2) meeting of parents of the same class + mentor of that class to discuss shared rules,

and (3) information leaflet with a summary sent home

Description of Intervention 2: Student Intervention (SI), digital alcohol programme based on alcohol
module of Healthy School and Drugs Dutch prevention programme. Includes 4 lessons of digital alco-
hol programme. Targets students' abilities to develop a healthy attitude towards alcohol use and to

train their refusal skills

Description of Intervention 3: PI+S| - schools carried out a combination of the parent intervention

and the student intervention

Type of intervention: universal
Focus/target: reducing alcohol use
Fidelity: NR

Dose: NR

Duration/frequency: 2 mo

Control: no programme/Sl only

Outcomes

Length of follow-up: 10 & 22 mo (post intervention)
Alcohol outcomes:

Onset of weekly drinking

Onset of heavy weekly drinking

Frequency of drinking in the last month

Glasses of alcohol consumption per week - non-users
Glasses of alcohol consumption per week - users
Length of follow-up: 34 mo (post intervention)
Alcohol outcomes:

Onset of weekly drinking

Onset of heavy weekly drinking

Glasses of alcohol consumption per week - non-users
Glasses of alcohol consumption per week - users
Length of follow-up: 50 mo (post intervention)
Alcohol outcomes:

Onset of heavy weekly drinking

Amount of drinking on weekends
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Koning 2009 (continued)

Funding and Declared This study was funded by grant numbers 6220, 0021 from the Dutch Health Care Research Organization
Conflicts of Interest (Z.0.N.-M.W). Study authors declare no conflicts of interest
Notes Abbreviations:

RCT=randomised controlled trial; N=number; Int=intervention; Ctrl=control; mo=month(s);
yr(s)=year(s); NR=not reported

Risk of bias
Bias Authors' judgement Support for judgement
Random sequence genera-  Unclear risk Not described

tion (selection bias)

Allocation concealment Low risk Central randomisation
(selection bias)

Blinding of participants High risk Blinding not possible due to the nature of the intervention
and personnel (perfor-

mance bias)

All outcomes

Blinding of outcome as- High risk Self-reported

sessment (detection bias)

All outcomes

Incomplete outcome data  High risk Attrition high, differential attrition by group apparent but significance not
(attrition bias) clear, some differential attrition by characteristics, imputation performed

All outcomes

Selective reporting (re- Unclear risk No protocol or clinical trial registry available
porting bias)

Other bias Low risk Contamination not described and is unlikely

Recruitment to cluster High risk Recruitment of individuals to clusters after clusters randomised

Baseline imbalances Low risk Baseline imbalances accounted for in analysis

Loss of clusters High risk After randomisation, 1 school could not participate for reasons unrelated to

the study; this school was randomised originally to the control condition

Incorrect analysis Low risk Analysis adjusted for clustering
Compatability with indi- Unclear risk Unable to determine if herd effect exists
vidually randomised trials
(herd effect)

Liddle 2008
Methods Design: RCT

Follow-up: immediate post-test, 6 & 12 mo (post intervention)
Attrition: 45% (immediate post-test), 46% (6 mo), 39% (12 mo)
Unit of randomisation: adolescent
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Liddle 2008 (continued)

Participants

N of subjects randomised:

Int1:112

Int2:112

Total N: 224

N of subjects at 12 mo :

Int1: 39

Int2:49

Total N: 88

Age: mean: 15.4 (SD=1.23)

Sex (male): 81%

Ethnicity: 72% African American, 18% White, 10% Hispanic
Country: USA

Interventions

Number of experimental conditions: 2

Description of Intervention 1: Multi-Dimensional Family Therapy (MDFT) included a 60 to 90 min
weekly session with the family. Therapists work simultaneously in 4 domains depending on the profile
of the family (adolescent domain, parent domain, interactional domain, extrafamilial domain). Each
session includes a family session and a session with the parent alone and/or a session with the adoles-
cent alone

Description of Intervention 2: Cognitive-Behavioural therapy (CBT), 60 to 90 min weekly session with
individual adolescent. Problems are prioritised and a treatment plan is developed. Parents attend-

ed the first 2 sessions to support adolescent participation. Next, the aim is to increase coping compe-
tence and reduce behaviours that threaten safety, health, and quality of life. Typical strategies include
(1) providing information and education; (2) contingency contracting; (3) self-monitoring; (4) prob-
lem-solving training; (5) communication skills training; (6) identifying cognitive distortions; (7) increas-
ing healthy recreational activities; and (8) providing homework assignments

Type of intervention: indicated
Focus/target: harm reduction from substance use

Fidelity: raters blind to condition; results indicate each condition used techniques in accordance with
their model and avoided interventions prescribed in the other treatment

Dose: median number of sessions of therapy was 8; no differences between groups in treatment
dosage or total time in treatment

Duration/frequency: both interventions have 60 to 90 minute weekly sessions

Control: not applicable

Outcomes

Length of follow-up: 12 mo (post intervention)
Alcohol outcomes

Number of days alcohol used in the previous 30 days

Funding and Declared
Conflicts of Interest

Grant from the National Institute on Drug Abuse. Study authors declared no conflicts of interest

Notes Abbreviations:
RCT=randomised controlled trial; N=number; Int=intervention; Ctrl=control; mo=month(s);
yr(s)=year(s); NR=not reported

Risk of bias
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Liddle 2008 (continued)

Bias Authors' judgement  Support for judgement

Random sequence genera-  Unclear risk Not described
tion (selection bias)

Allocation concealment Unclear risk Not described
(selection bias)

Blinding of participants High risk Blinding of participants and personnel not possible due to the nature of the in-
and personnel (perfor- tervention.
mance bias)

All outcomes

Blinding of outcome as- High risk Self-reported; blinding of participants and personnel not possible due to the
sessment (detection bias) nature of the intervention
All outcomes

Incomplete outcome data  High risk Attrition high, no differential attrition between groups, missing data accom-
(attrition bias) modated by using all available data through full information maximum likeli-
All outcomes hood estimation and the expectation-maximisation algorithm

Selective reporting (re- Unclear risk No protocol or clinical trial registry available

porting bias)

Other bias Low risk Contamination not described and is unlikely
Recruitment to cluster Unclear risk Not applicable
Baseline imbalances Unclear risk Not applicable
Loss of clusters Unclear risk Not applicable
Incorrect analysis Unclear risk Not applicable
Compatability with indi- Unclear risk Not applicable
vidually randomised trials
(herd effect)
Linakis 2013
Methods Design: RCT

Follow-up: 6 mo (post intervention)
Attrition: 11% parents, 6% adolescents (6 mo)
Unit of randomisation: parent-adolescent dyad

Participants N of subjects randomised:

Int: 44

Ctrl: 45

Total N: 89

N of subjects at 6 mo:

Int: 39

Ctrl: 41

Total N: 80

Age: mean: 13 (SD =0.83)

Family-based prevention programmes for alcohol use in young people (Review) 72
Copyright © 2019 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



= 3 Cochrane
st g Library

Trusted evidence.
Informed decisions.
Better health.

Cochrane Database of Systematic Reviews

Linakis 2013 (continued)

Sex (male): 49%
Ethnicity: 71% White
Country: USA

Interventions

Number of experimental conditions: 2

Description of Intervention: Brief Prevention Intervention (BPI) in the paediatric emergency depart-
ment waiting room. 25 to 40 min session targeting parental monitoring and the importance of par-
ent-adolescent communication. Session was run by a counsellor and used motivational interviewing.
Adolescents were engaged in the sessions to promote their involvement in the monitoring and commu-
nication process. Also received booster telephone calls and mail-out information

Type of intervention: universal
Focus/target: delay or prevent initiation of alcohol use

Fidelity: weekly supervision and audiotape review were conducted, using the MITI-3 five-point scale
rating system on MI principles and methods (Evocation, Collaboration, Autonomy/Support, Direction,
Empathy); over 97% of supervisor-rated tapes met the performance criterion (score = 3) on each item

Dose: 100% completed the intervention, and 53% and 38% of parents in the intervention completed
the first & second telephone booster contacts, respectively

Duration/frequency: 3 mo, sessions 25 to 40 min, mail-out/telephone call at 1 & 3 mo post discharge

Control: Enhanced Standard Care (ESC), regular medical care, assessment battery & mail-out about lo-
cal family opportunities and the influence parents have on their adolescents' alcohol use)

Outcomes

Length of follow-up: 6 mo (post intervention)
Alcohol outcomes:
Number of days alcohol used in previous 30 days

Number of days consumed 4 or more drinks in previous 30 days

Funding and Declared
Conflicts of Interest

NIAAA Grant. No information or declarations about potential conflicts of interest

Notes Abbreviations:
RCT=randomised controlled trial; N=number; Int=intervention; Ctrl=control; mo=month(s);
yr(s)=year(s); NR=not reported

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-  Unclear risk Not described

tion (selection bias)

Allocation concealment Unclear risk Not described

(selection bias)

Blinding of participants High risk Blinding not possible due to the nature of the intervention

and personnel (perfor-

mance bias)

All outcomes

Blinding of outcome as- High risk Self-reported

sessment (detection bias)
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Linakis 2013 (continued)
All outcomes

Incomplete outcome data  Low risk Attrition low, no differential attrition between groups
(attrition bias)
All outcomes

Selective reporting (re- Unclear risk No protocol or clinical trial registry available
porting bias)

Other bias Low risk Contamination not described and is unlikely
Recruitment to cluster Unclear risk Not applicable

Baseline imbalances Unclear risk Not applicable

Loss of clusters Unclear risk Not applicable

Incorrect analysis Unclear risk Not applicable

Compatability with indi- Unclear risk Not applicable

vidually randomised trials

(herd effect)

Loveland-Cherry 1999

Methods Design: RCT
Follow-up: immediate post-test, 1, 2, 3, & 4 yrs (post randomisation)
Attrition: 19% (4 yrs)
Unit of randomisation: family

Participants N of subjects randomised:

Int: NR

Ctrl: NR

Total N: 892

N of subjects at 4 yrs:

Int: NR

Ctrl: NR

Total N: 723

Age: mean: NR (4th grade)
Sex (male): 46%
Ethnicity: 86% White
Country: USA

Interventions Number of experimental conditions: 2

Description of Intervention: general parenting skills and family functioning: Children and Parent Rela-
tions (CAPR). Programme (in 4th grade) carried out in 3 home sessions, each 1 hr long, family meetings,
and follow-up telephone calls. Booster was added (in 7th grade)

Type of intervention: universal
Focus/target: decrease alcohol use/misuse
Fidelity: NR

Dose: NR
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Loveland-Cherry 1999 (Continued)
Duration/frequency: 3 sessions in 3 mo

Control: no programme

Outcomes Length of follow-up: immediate post-test, 1, 2, 3, & 4 yrs (post randomisation)
Alcohol outcomes:
Alcohol use per week over the last 12 mo (quantity-frequency)

Alcohol misuse per week over the last 12 mo

Funding and Declared This work was funded by National Institute on Alcohol Abuse and Alcoholism, National Institutes of
Conflicts of Interest Health, grant RO 1 AA0844 7. No information or declarations about potential conflicts of interest
Notes

Risk of bias

Bias Authors' judgement  Support for judgement

Random sequence genera-  Unclear risk Not described

tion (selection bias)

Allocation concealment Unclear risk Not described
(selection bias)

Blinding of participants High risk Blinding not possible due to the nature of the intervention
and personnel (perfor-

mance bias)

All outcomes

Blinding of outcome as- High risk Self-reported
sessment (detection bias)
All outcomes

Incomplete outcome data  High risk Attrition low in terms of completers but high based on those with complete
(attrition bias) data; complete data used in the analysis; differential attrition not described
All outcomes

Selective reporting (re- Unclear risk No protocol or clinical trial registry available

porting bias)

Other bias Low risk Contamination not described and is unlikely
Recruitment to cluster Unclear risk Not applicable
Baseline imbalances Unclear risk Not applicable
Loss of clusters Unclear risk Not applicable
Incorrect analysis Unclear risk Not applicable
Compatability with indi- Unclear risk Not applicable
vidually randomised trials
(herd effect)
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Mares 2016

Methods

Design: cluster RCT

Follow-up: 18 mo (post randomisation)
Attrition: 15.9% mothers, 17.5% children (18 mo)
Unit of randomisation: school

Clustering effect adjusted: yes

Participants

N of clusters (subjects) randomised:

Int: NR (669)

Ctrl: NR (680)

Total N: 807 (1349)

N of clusters (subjects) at 18 mo:

Int: NR (540)

Ctrl: NR (601)

Total N: NR (1141)

Age: mean: 12.15 (SD = 0.47); range 11 to 12 yrs
Sex (male): 51.1%

Ethnicity: 97.1% Dutch

Country: Netherlands

Interventions

Number of experimental conditions: 2

Description of Intervention: the programme, “In control: No alcohol!”, comprised 5 modules, sent to
families by mail over 5 months, 1 module every 4 weeks, starting in May/June 2011. Each module was a
magazine with information for parents and several attractive assignments for parents and children to
go over together

Type of intervention: universal
Focus/target: delay initiation of alcohol use
Fidelity: NR

Dose: of families participating in the intervention, 66.5% of the children and 62.7% of the mothers read
at least 3 of 5 activity modules

Duration/frequency: 1 module every 4 weeks over 5 mo

Control: brochure including facts about alcohol

Outcomes

Length of follow-up: 18 mo (post randomisation)
Alcohol outcomes:
Alcohol initiation - ever drank alcohol (at least 1 glass)

Alcohol initiation - ever drank alcohol (at least 1 sip)

Funding and Declared
Conflicts of Interest

Funded by ZonMw, the Netherlands Organistion for Health Research and Development. Declaration of
no connection with the alcohol, tobacco, or gaming industries. Study authors employed by institute
that developed the intervention programme

Notes

Risk of bias

Bias

Authors' judgement Support for judgement
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Mares 2016 (Continued)

Random sequence genera-  Low risk Computer-generated randomisation list
tion (selection bias)

Allocation concealment Unclear risk Allocation completed by independent statistician; not clear if randomisation
(selection bias) list concealed

Blinding of participants High risk Blinding not possible due to the nature of the intervention

and personnel (perfor-

mance bias)

All outcomes

Blinding of outcome as- High risk Self-reported
sessment (detection bias)
All outcomes

Incomplete outcome data  High risk Attrition low, control condition less likely to drop out compared to experimen-
(attrition bias) tal condition, no differences between dropouts and completers, imputation
All outcomes used

Selective reporting (re- Low risk Primary outcome measure prespecified in protocol paper and reported

porting bias)

Other bias Low risk Contamination not described and is unlikely
Recruitment to cluster Low risk All grade 6 students from consenting schools were invited to be assessed for
eligibility

Baseline imbalances Low risk Baseline imbalances accounted for in analysis
Loss of clusters Low risk No report of loss of entire clusters
Incorrect analysis Low risk Analysis adjusted for clustering
Compatability with indi- Unclear risk Unable to determine if herd effect exists
vidually randomised trials
(herd effect)

Mason 2012
Methods Design: RCT

Follow-up: 4 & 9 mo (post randomisation)
Attrition: 3.3% (4 mo), 6.7% (9 mo)
Unit of randomisation: family

Participants N of subjects randomised:

Int: 16

Ctrl: 14

Total N: 30

N of subjects at 9 mo:

Int: 16

Ctrl: 12

Total N: 28

Age: mean:13.9; range 12 to 15 yrs

Sex (male): 56.5%

Ethnicity: slightly more than 50% Caucasian, 20% Hispanic, other unspecified
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Mason 2012 (Continued)

Country: USA

Interventions

Number of experimental conditions: 2

Description of Intervention: Project Hope programme was created by combining 2 interventions - 1
for depression and 1 for substance abuse. Parents, children, and families are provided with educational
material and psychological counselling over 10 sessions, and further follow-up material (4 booklets via
mail) and forum discussion (2 weeks later)

Type of intervention: selective (children of depressed parents)
Focus/target: prevention of both depression and substance abuse among adolescent-aged children
Fidelity: across all sessions, > 90% key components were implemented

Dose: of the 16 randomised intervention families, 13 completed all sessions and 2 received only a par-
tial dose of the intervention (1 session or 4 sessions)

Duration/frequency: 4 mo, 6 sessions with parents and youth; 3 sessions for parents alone; 1 session
with youth alone; 4 phone contacts

Control: no programme

Outcomes

Length of follow-up: 4 & 9 mo (post randomisation)
Alcohol outcomes:

Quantity - number of drinks; adolescents were asked typical quantity of alcohol consumption on a
scale 0 "l don't drink alcohol" to 5 "More than 6 drinks"

Funding and Declared
Conflicts of Interest

Funded by grant #5R21DA023687-02 from the National Institute on Drug Abuse (NIDA). Study authors
declared no conflicts of interest

Notes
Risk of bias
Bias Authors' judgement  Support for judgement
Random sequence genera-  Unclear risk Not described
tion (selection bias)
Allocation concealment Unclear risk Not described
(selection bias)
Blinding of participants High risk Blinding not possible due to the nature of the intervention
and personnel (perfor-
mance bias)
All outcomes
Blinding of outcome as- High risk Self-reported
sessment (detection bias)
All outcomes
Incomplete outcome data Low risk Attrition low, attrition too small (n =1 and n=2) to look at differences between
(attrition bias) groups, imputation not described, intention-to-treat analysis cited
All outcomes
Selective reporting (re- Unclear risk No protocol or clinical trial registry available
porting bias)
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Other bias Low risk Contamination not described and is unlikely
Recruitment to cluster Unclear risk Not applicable
Baseline imbalances Unclear risk Not applicable
Loss of clusters Unclear risk Not applicable
Incorrect analysis Unclear risk Not applicable
Compatability with indi- Unclear risk Not applicable

vidually randomised trials
(herd effect)

Milburn 2012

Methods

Design: RCT

Follow-up: 3, 6, & 12 mo (post randomisation)
Attrition: 29% (3 mo), 42% (6 mo), 54% (12 mo)
Unit of randomisation: family

Participants

N of subjects randomised:

Int: 68

Ctrl: 83

Total N: 151

N of subjects at 12 mo:

Int: 68

Ctrl: 83

Total N: 151

Age: mean: 14.8 (SD = 1.4); range 12 to 17 yrs

Sex (male): 33.8%

Ethnicity: 61.6% Hispanic, 11.3% White, 20.5% African American, 6.6% other
Country: USA

Interventions

Number of experimental conditions: 2

Description of Intervention: Support To Reunite, Involve and Value Each Other (STRIVE) - consisted of
5 sessions administered to youth and parent(s) together by a trained facilitator at a site selected by the
family (usually home). Session content was based on CBT theories, designed to improve problem-solv-
ing and conflict resolution skills. The conceptual frame underlying the intervention highlights the im-
portance of establishing a positive family climate, improving family functioning by routinely resolving
conflicts in a mutually beneficial manner, learning how to recognise and effectively manage feelings,
increasing positive affirmations, learning and practising problem-solving skills, and providing role clari-
ty. Sessions are based on a set of very highly interactive, semi-structured tasks involving repeated feed-
back and practice. New skills are learned based on preceding sessions, and the skills learned in 1 ses-
sion are constantly reinforced in subsequent sessions. The intervention includes the following tools: to-
kens to strengthen desired behaviours, a feeling thermometer to teach emotional regulation, a “think-
feel-do” problem-solving model to operationalise and tackle problems, role-playing for safely practis-
ing new skills, and reframing to conceptualise problems and solutions in a non-blaming manner

Type of intervention: selective (families with a homeless adolescent)

Focus/target: to reduce risk taking (sexual risk behaviour, drug use) and delinquent behaviours among
newly homeless youth in Southern California

Fidelity: overall 98% of tasks were implemented with fidelity
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Milburn 2012 (continued)

Dose: attendance was high: 76% of families completed all 5 sessions, 6% attended 3 to 4 sessions, 16%
attended 1 to 2 sessions, and only 1 family did not attend any sessions

Duration/frequency: 5 sessions once per week for 1.5 to 2 hrs

Control: standard care that they were receiving from the agencies that referred them. If not actively re-
ceiving any services, families were given appropriate referrals based on their needs

Outcomes Length of follow-up: 3, 6, & 12 mo (post randomisation)
Alcohol outcomes:

Number of times used alcohol in last 3 months

Funding and Declared Funded by National Institute of Mental Health. No information or declarations about potential conflicts
Conflicts of Interest of interest

Notes

Risk of bias

Bias Authors' judgement  Support for judgement

Random sequence genera-  Low risk Conmputerised coin toss used to assign families to condition

tion (selection bias)

Allocation concealment Low risk Recruitment team blinded as to study arm
(selection bias)

Blinding of participants High risk Blinding not possible due to the nature of the intervention
and personnel (perfor-

mance bias)

All outcomes

Blinding of outcome as- High risk Self-reported
sessment (detection bias)
All outcomes

Incomplete outcome data  High risk Attrition high, differential attrition between groups not described, no base-
(attrition bias) line imbalances between completers and non-completers, no imputation per-
All outcomes formed, intention-to-treat analysis cited

Selective reporting (re- Unclear risk No protocol or clinical trial registry available

porting bias)

Other bias Low risk Contamination not described and is unlikely
Recruitment to cluster Unclear risk Not applicable
Baseline imbalances Unclear risk Not applicable
Loss of clusters Unclear risk Not applicable
Incorrect analysis Unclear risk Not applicable
Compatability with indi- Unclear risk Not applicable
vidually randomised trials
(herd effect)
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0'Donnell 2010

Methods Design: RCT
Follow-up: 3 mo (post intervention)
Attrition: 17% (3 mo)
Unit of randomisation: family

Participants N of subjects randomised:

Int: NR

Ctrl: NR

Total N: 268 girls

N of subjects at 3 mo:

Int: NR

Ctrl: NR

Total N: 222

Age: mean NR; range 11 to 13 yrs
Sex (male): 0% (all girls)
Ethnicity: 34.3% Latina
Country: USA

Interventions Number of experimental conditions: 3

Description of Intervention 1: especially for daughters, a gender-specific culturally relevant parent
education programme, based on social development model, delivered through a set of 4 audio CDs.
CDs contain stories of lives of 4 fictional families (Latino and African American); each story aims to in-
crease parents’ awareness of the risks their daughters may face

Description of Intervention 2: an attention controlled condition; 4-booklet set of visually appealing
print materials covering similar topics and mailed at the same intervals as the CDs

Type of intervention: universal
Focus/target: delaying sex and alcohol use
Fidelity: NR

Dose: about 90% of parents remembered they had gotten CDs in the mail, 93% of parents had listened
to CDs, > 80% reported having listened with the child participant; all parents requested the Especially
for Daughters CDs at the end of the study

Duration/frequency: 24 wks (each CD or booklet mailed every 6 wks)

Control: no programme

Outcomes Length of follow-up: 3 mo (post randomisation)
Alcohol outcomes:
In past year had more than a few sips of alcohol or had been drunk (yes/no)

Parents asked if they had communicated about reasons for not drinking, how to say no to drinking with
friends, how drinking is not a solution to problems, how drinking does not make a girl more grown up

(yes/no)
Funding and Declared This study was funded by NIAAA Grant 5R01AA014515. No information or declarations about potential
Conflicts of Interest conflicts of interest
Notes
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0'Donnell 2010 (continued)

Risk of bias
Bias Authors' judgement Support for judgement
Random sequence genera-  Unclear risk Not described

tion (selection bias)

Allocation concealment Unclear risk Not described
(selection bias)

Blinding of participants High risk Blinding not possible due to the nature of the intervention
and personnel (perfor-

mance bias)

All outcomes

Blinding of outcome as- High risk Self-reported

sessment (detection bias)

All outcomes

Incomplete outcome data  Low risk Attrition low, no differential attrition between groups, imputation performed,
(attrition bias) intention-to-treat analysis cited

All outcomes

Selective reporting (re- Unclear risk No protocol or clinical trial registry available
porting bias)

Other bias Low risk Contamination not described and is unlikely
Recruitment to cluster Unclear risk Not applicable
Baseline imbalances Unclear risk Not applicable
Loss of clusters Unclear risk Not applicable
Incorrect analysis Unclear risk Not applicable
Compatability with indi- Unclear risk Not applicable
vidually randomised trials
(herd effect)
Perry 2003
Methods Design: cluster RCT

Follow-up: 18 mo (post randomisation)
Attrition: 16% (18 mo)
Unit of randomisation: school

Clustering effect adjusted: yes

Participants N of clusters (subjects) randomised:
Int 1: 8 (2226)

Int 2: 8 (2221)
Ctrl: 8 (1790)
Total N: 24 (6237)
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Perry 2003 (continued)

N of clusters (subjects) at 18 mo:
Int 1: 8 (2518)

Int 2: 8 (2635)

Ctrl: 8 (2108)

Total N: 24 (7261)

Age: mean: NR; range NR (7th to 8th grade)

Sex (male): 51.6%

Ethnicity: 67.3% White, 7.5% African American, 12.7% Asian American, 3.6% Hispanic, 4% American In-
dian, 4.9% mixed/other racial groups

Country: USA

Interventions Number of experimental conditions: 3

Description of Intervention 1: Drug Abuse Resistance Education (D.A.R.E.) included a 10-session cur-
riculum providing skills in resisting influence to use drugs and in handling violent situations. Also fo-
cused on character building and citizenship skills

Description of Intervention 2: D.A.R.E. Plus included the D.A.R.E. component as described for Inter-
vention 1. Additional components included a classroom-based, peer-led, parental involvement pro-
gramme called VERGE (teen magazine with activities focusing on influences and skills related to peers,
social groups, media, and role models) led by trained peer leaders. The magazine also included activ-
ities for students to complete with parents at home. Students participated in a theatre production in
their classrooms and received 3 postcards in the mail. As a follow-up to VERGE, 10 additional postcards
were mailed to parents every 6 to 8 weeks with short behavioural messages. The second component in-
volved extracurricular activities for students (developed by Youth Action Teams). 8 community advisors
were hired to create and facilitate the programmes. The final component involved neighbourhood ac-
tion teams

Type of intervention: universal

Focus/target: reduce tobacco, alcohol and marijuana use, and violent behaviour
Fidelity: NR

Dose: NR

Duration/Frequency: classroom component once a week for 4 weeks, parent postcards sent over the
school year

Control: no programme

Outcomes Length of follow-up: 18 mo (post randomisation)
Alcohol outcomes:
Past year alcohol use - number of occasions
Past month alcohol use - number of occasions

Drunk - number of occasions

Funding and Declared Funded by Grant from the National Institute on Drug Abuse. No information or declarations about po-
Conflicts of Interest tential conflicts of interest
Notes Participant data reported as per published paper - baseline survey completion lower than 18-month

follow-up numbers

Risk of bias
Bias Authors' judgement  Support for judgement
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Perry 2003 (continued)

Random sequence genera-  Unclear risk Not described
tion (selection bias)
Allocation concealment Unclear risk Not described
(selection bias)
Blinding of participants High risk Blinding not possible due to the nature of the intervention
and personnel (perfor-
mance bias)
All outcomes
Blinding of outcome as- High risk Self-reported
sessment (detection bias)
All outcomes
Incomplete outcome data  Low risk Attrition low, no differential attrition between groups, regarding the analytical
(attrition bias) approach - "...one of the strengths of this approach is its ability to appropriate-
All outcomes ly model missing data"
Selective reporting (re- Unclear risk No protocol of clinical trial registry available
porting bias)
Other bias Low risk Contamination not described and is unlikely
Recruitment to cluster Unclear risk Unclear as to whether recruitment occurred before or after randomisation of
clusters
Baseline imbalances Low risk Matching of schools based on socioeconomic measures, drug use, and size
Loss of clusters Low risk No report of loss of entire clusters
Incorrect analysis Low risk Analysis adjusted for clustering
Compatability with indi- Unclear risk Unable to determine if herd effect exists
vidually randomised trials
(herd effect)
Prado 2012
Methods Design: RCT

Follow-up: 6 & 12 mo (post randomisation)
Attrition: 7% (6 mo), 9% (12 mo)
Unit of randomisation: family

Participants

N of subjects randomised:

Int: 120
Ctrl: 122
Total N: 242

N of subjects at 12 mo:

Int: 113
Ctrl: 116
Total N: 229

Age: mean: 14.7 (SD = 1.38); range 12 to 17 yrs

Sex (male): 65%
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Prado 2012 (continued)

Ethnicity: 100% Hispanic, 65% born in USA; immigrant youth (84) and parents were primarily born in
Cuba (25%), Honduras (15.5%), Nicaragua (9.5%), Puerto Rico (8.3%), and Dominican Republic (7.1%)
Country: USA

Interventions

Number of experimental conditions: 2

Description of Intervention: eight 2 hr parent group sessions aimed to bring parents together for the
purposes of establishing parental investment, increasing parental support, and providing a context for
parent participation in a conjoint skills learning process. Four 1 hr family visits aimed to provide par-
ents with an opportunity to transfer the competencies learned in the group sessions to their adoles-
cent, foster more nurturing and supportive relationships, and increase parent-child communication -
allin the context of family. Adolescents participated only in the family visits

Type of intervention: selective (delinquent youth)

Focus/target: prevent substance use and unsafe sexual behaviour
Fidelity: NR

Dose: the actual mean number of sessions attended was 6.88 (SD = 4.05); among those who attended
at least 1 session (87%), the mean number of sessions was 7.9 (SD =3.2)

Duration/frequency: 12 wks, 8 x 2 hrs multi-parent group sessions, and 4 x 1 hr family visits

Control: standard care services were offered (referrals to community-based organisations that offer
several therapeutic modalities, including individual and family therapy, and address multiple problem
behaviours, including alcohol and drug use)

Outcomes

Length of follow-up: 6 & 12 mo (post randomisation)
Alcohol outcomes:
Alcohol consumption last 90 days (yes/no)

Alcohol dependence diagnosis (diagnostic interview schedule for children)

Funding and Declared
Conflicts of Interest

Funded by National Institute on Drug Abuse Grant. No information or declarations about potential con-
flicts of interest

Notes
Risk of bias
Bias Authors' judgement  Support for judgement
Random sequence genera-  Unclear risk Not described
tion (selection bias)
Allocation concealment Low risk The allocator was not aware of the condition assignment before participant
(selection bias) enrolment
Blinding of participants High risk Blinding not possible due to the nature of the intervention
and personnel (perfor-
mance bias)
All outcomes
Blinding of outcome as- High risk Self-reported
sessment (detection bias)
All outcomes
Incomplete outcome data ~ Low risk Attrition low, no differential attrition by groups or characteristics; growth
(attrition bias) curve modelling used, allowing for missing data and using all available data
All outcomes
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Prado 2012 (continued)

Selective reporting (re- Unclear risk No protocol or clinical trial registry available
porting bias)

Other bias Low risk Contamination not described and is unlikely
Recruitment to cluster Unclear risk Not applicable

Baseline imbalances Unclear risk Not applicable

Loss of clusters Unclear risk Not applicable

Incorrect analysis Unclear risk Not applicable

Compatability with indi- Unclear risk Not applicable

vidually randomised trials
(herd effect)

Reddy 2002

Methods

Design: cluster RCT

Follow-up: 12 mo (post randomisation)
Attrition: 6.8% (12 mo)

Unit of randomisation: school

Clustering effect adjusted: yes

Participants

N of clusters (subjects) randomised:
Int 1: 10 (NR)

Int2: 10 (NR)

Ctrl: 10 (NR)

Total N: 30 (5043)

N of clusters (subjects) at 12 mo:

Int 1: 10 (1769)
Int 2: 10 (1293)

Ctrl: 10 (1390)

Total N: 30 (4452)

Age: mean: 11.9; range 11 to 13 yrs (7th grade)
Sex (male): 50.5%

Ethnicity: NR

Country: India

Interventions

Number of experimental conditions: 3

Description of Intervention 1: Health-Related Information and Dissemination Among Youth (HRIDAY)
+family component. HRIDAY consisted of (1) a set of 10 posters promoting cardiovascular health, (2)
copies of the HRIDAY booklet for each classroom, (3) classroom activities selected by teachers from a
training manual of 20 activities ranging from 30 to 60 mins, (4) debates within and between schools on
banning tobacco sponsorship and follow-up focus group discussions, and (5) roundtable discussions
on nutrition and food policy. The family-based programme involved students taking home 6 booklets
and activities to share with their families. Teacher training workshops were held. Student peer leaders
from each school (2) were trained in leading workshops

Description of Intervention 2: HRIDAY component as described for Intervention 1
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Reddy 2002 (continued)

Type of intervention: universal

Focus/target: to improve cardiovascular health among young adolescents, including dietary change,
physical activity, and smoking prevention. Alcohol use was included but was not the focus of the pro-
gramme

Fidelity: For Int 1 and Int 2 combined: 14 schools displayed all 10 HRIDAY posters, whereas the other

6 displayed 7 to 9 posters; 9 schools circulated the booklet among students; 10 schools implemented
activities from the teachers’ manual, of which 6 schools implemented all 20 activities; all intervention
schools participated in the signature campaign; 16 schools held debates within their schools on ban-
ning tobacco sponsorship; and 16 schools also participated in debates with other schools. The degree
of implementation did not vary between Int 1 and Int 2; for the 10 schools in Int 1 (with the family com-
ponent), teachers in 8 schools distributed at least 5 of 6 booklets

Dose: NR
Duration/frequency: 9 mo
Control: no programme

Outcomes

Length of follow-up: 12 mo (post randomisation)
Alcohol outcomes:

Have you ever had a drink of alcohol? (yes/no)

Funding and Declared
Conflicts of Interest

Project HRIDAY was funded by the Fogarty International Research Collaboration Award (RO3-TW00729),
National Institutes of Health, Washington, DC. No information or declarations about potential conflicts
of interest

Notes
Risk of bias
Bias Authors' judgement  Support for judgement
Random sequence genera-  Unclear risk Not described
tion (selection bias)
Allocation concealment Unclear risk Not described
(selection bias)
Blinding of participants High risk Blinding not possible due to the nature of the intervention
and personnel (perfor-
mance bias)
All outcomes
Blinding of outcome as- High risk Self-reported
sessment (detection bias)
All outcomes
Incomplete outcome data  Low risk Attrition low, no differential attrition between groups, method for dealing with
(attrition bias) missing data not described
All outcomes
Selective reporting (re- Unclear risk No protocol or clinical trial registry available
porting bias)
Other bias Low risk Study authors note that schools did not share educational materials, so conta-
mination is unlikely
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Recruitment to cluster Unclear risk Unclear as to whether recruitment occurred before or after randomisation of
clusters

Baseline imbalances Low risk Stratification of clusters based on school type (public/private) and gender
makeup

Loss of clusters Low risk No report of loss of entire clusters

Incorrect analysis Low risk Analysis adjusted for clustering

Compatability with indi- Unclear risk Unable to determine if herd effect exists

vidually randomised trials

(herd effect)

Riesch 2012
Methods Design: cluster RCT

Follow-up: immediate post-test, 6 mo (post randomisation)
Attrition: 34% (from randomisation to 6 mo)
Unit of randomisation: school

Clustering effect adjusted: yes

Participants N of clusters (subjects) randomised:

Int: 9 (105)

Ctrl: 7(83)

Total N: 16 (188)

N of clusters (subjects) at 6 mo:

Int: 9 (66)

Ctrl: 7 (59)

Total N: 16 (125)

Age: mean: 10.8 (SD=0.7); range 9 to 11 yrs

Sex (male): 50% to 51%

Ethnicity: > 50% of adult-youth dyads were African American
Country: USA

Interventions Number of experimental conditions: 2

Description of Intervention: Strengthening Families Program 10-14 (SFP10-14) - youth and 1 parent
attended the 7-week, 2-hr-per-week programme together at community locations in the evenings or
weekends in each city. Didactic content was presented by videotape, discussion sessions were timed,
and the curriculum was detailed carefully in a manual that contained all the required handouts. Youth
and parents or legal guardians were separated for the first of the 2 consecutive hours to work on goal-
oriented, developmentally appropriate activities. The dyads were reunited in the second hour for fami-
ly-oriented activities. The sessions were characterised by lively activities and interactions

Type of intervention: universal

Focus/target: preventing substance use
Fidelity: filled-in checklists, not clear by whom; more than 90% of the content was consistently cov-
ered in parent groups and 87% in youth groups

Dose: NR
Duration/frequency: 7 x 2 hr weekly sessions
Control: no programme
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Riesch 2012 (continued)

Outcomes

Length of follow-up: immediate post-test, 6 mo (post randomisation)
Alcohol outcomes:

If they had drunk alcohol without their parents' permission (yes/no)

Funding and Declared
Conflicts of Interest

The work was supported by the Substance Abuse and Mental Health Services Administration. Study au-

thors declared no conflicts of interest

Notes

Risk of bias

Bias

Authors' judgement  Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Not described

Allocation concealment
(selection bias)

Unclear risk Not described

Blinding of participants
and personnel (perfor-
mance bias)
All outcomes

High risk Blinding not possible due to the nature of the intervention

Blinding of outcome as-
sessment (detection bias)
All outcomes

High risk Self-reported

Incomplete outcome data
(attrition bias)

High risk Attirition high, differential attrition between groups apparent but significance
not clear, no differential attrition between completers and non-completers,

All outcomes imputation not described, intention-to-treat analysis cited

Selective reporting (re- Unclear risk No protocol or clinical trial registry available

porting bias)

Other bias Low risk Contamination not described and is unlikely

Recruitment to cluster High risk Recruitment occurred after randomisation of schools, so possibility for influ-

ence on the type of participants recruited

Baseline imbalances Low risk Stratification of clusters based on proportion of minority group involvement
Loss of clusters Low risk No report of loss of entire clusters

Incorrect analysis Low risk Analysis adjusted for clustering

Compatability with indi- Unclear risk Unable to determine if herd effect exists

vidually randomised trials
(herd effect)

Schinke 2004

Methods

Design: cluster RCT
Follow-up: immediate post-test, 1, 2, 3, 6, & 7 yrs (post randomisation)
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Attrition: Int 1 7.9%, Int 2 11.8%, Ctrl 6.7% (3 yrs), 20% overall (6 yrs), Int 1 23.9%, Int 2 21.6%, Ctrl
14.7% (7 yrs)
Unit of randomisation: community

Clustering effect adjusted: no

Participants N of subjects randomised:
Int1:NR

Int2: NR

Ctrl: NR

Total N: 514

N of subjects at 3 yrs:

Int1: NR

Int2: NR

Ctrl: NR

Total N: 469

Age: mean: 11.5 (SD = 0.53); range 10 to 12 yrs

Sex (male): 48.6%

Ethnicity: 54% Black, 30% Hispanic, 11% were White, 5% from other ethnic-racial groups
Country: USA

Interventions Number of experimental conditions: 3

Description of Intervention 1: CD-ROM + Parent programme (CDP). The CD component consisted of
10 x 45 minute sessions for the youth incorporating social learning and problem behaviour theories
(goal-setting, coping, peer pressure, refusal skills, norm-correcting, self-efficacy, problem-solving, de-
cision-making, effective communication, and time management). Sessions were completed at home/
in the community. Youths applied problem-solving to work through the interactive animated sessions.
Youths received booster sessions between follow-up measurements (annually). For the parent com-
ponent, parents received an initial in-home intervention via printed materials and videotape. Parents
were taught how to enhance the youth intervention via discussion between parents and youths of skills
that youths were learning, how to help youths apply programmatic content, and how to support youths
when they avoided substance use and engaged in health-promoting activities. Booster sessions for par-
ents were delivered mostly by CD-ROM and digital audio recordings, the latter sessions via an iPod. Par-
ents were also engaged in a workshop to help them better understand and manage their children

Description of Intervention 2: CD-ROM programme (CD) as described for CD component of Interven-
tion 1 including youth booster sessions

Type of intervention: universal

Focus/target: alcohol and other substance use prevention
Fidelity: NR

Dose: CD-ROM intervention & CD-ROM plus parent intervention, 95% and 91% of youths, respectively,
completed both initial and booster interventions; for parents, 163 (83%) watched the videotape, 131
(67%) attended the workshop, and 155 (79%) completed the interactive CD-ROM exercise with their
adolescent children

Duration/frequency: CD component of Int 1 and Int 2 - 10 x 45 minute sessions, 5 x youth booster ses-
sions; parent component of Int 1 - initial sessions included 30 min videotape, 2 x parent booster ses-
sions

Control: no programme

Outcomes Length of follow-up: immediate post-test, 1, 2, and 3 yrs (post randomisation)
Alcohol outcomes:

30 day alcohol use - number of times
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How many times in the past month have your parents talked to you about not drinking alcohol?

Length of follow-up: 6 & 7 yrs (post randomisation)

Alcohol outcomes:

30 day alcohol use - number of times

Length of follow-up: 7 yrs (post randomisation)

Alcohol outcomes:

>5drinksin a row - number of occasions

Funding and Declared
Conflicts of Interest

Funding received through the National Institute on Alcohol Abuse and Alcoholism (grant AA11924). No
information or declarations about potential conflicts of interest

Notes

Risk of bias

Bias Authors' judgement  Support for judgement

Random sequence genera-  Unclear risk Not described

tion (selection bias)

Allocation concealment Unclear risk Not described

(selection bias)

Blinding of participants High risk Blinding of participants and personnel not possible due to the nature of the in-

and personnel (perfor- tervention.

mance bias)

All outcomes

Blinding of outcome as- High risk Self-reported; blinding of participants and personnel not possible due to the

sessment (detection bias) nature of the intervention

All outcomes

Incomplete outcome data  Unclear risk Attrition low, differential attrition by group not described, no differential attri-

(attrition bias) tion by characteristics

All outcomes

Selective reporting (re- Unclear risk No protocol or clinical trial registry available

porting bias)

Other bias Low risk Contamination not described and is unlikely

Recruitment to cluster Low risk Clusters randomised after participant recruitment

Baseline imbalances Low risk No baseline imbalances; clusters were stratified: "...collaborating sites were
stratified by geography and ethnic-racial background of the youth population
served"

Loss of clusters Low risk No report of loss of entire clusters

Incorrect analysis Low risk Analysis not sufficiently adjusted for clustering; review authors performed an
alternative adjustment
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Compatability with indi-
vidually randomised trials
(herd effect)

Unclear risk Unable to determine if herd effect exists

Schinke 2009a

Methods

Design: RCT

Follow-up: 3 wks (post randomisation) or immediately post-test, 11 wks (post randomisation) or 2 mo
(post intervention)

Attrition: 1% to 2% (2 mo)

Unit of randomisation: mother-daughter dyad

Participants

N of subjects randomised:

Int: NR

Ctrl: NR

Total N: 202

N of subjects at 2 mo:

Int: NR

Ctrl: NR

Total N: NR

Age: mean: 12.2 (SD = 0.95)

Sex (male): 0% (girls only)

Ethnicity: 67.8% White, 14.1% Latina, 9.5% Black, 0.5% Asian, 8% Other
Country: USA

Interventions

Number of experimental conditions: 2

Description of Intervention: computer-mediated gender-specific programme based on family interac-
tion theory aims to (1) enhance quality of daughters’ relationship with their mothers, and (2) teach girls
cognitive-behavioural skills. Exercises taught girls and mothers about value of listening to each other,
spending time together, negotiating during arguments, giving compliments, and providing personal
favours. Completion by mothers - 14 computer-mediated intervention modules; modules 1 to 5 (rap-
port and respect building between daughters and mothers), modules 6 to 10 (conflict management,
ground rules for negotiating arguments, empathic listening), and modules 11 to 14 (help participants
analyse media portrayal of drinking)

Type of intervention: universal

Focus/target: alcohol use
Fidelity: participants could advance to the next session only if each separately answered correctly
questions on the prior session

Dose: NR
Duration/frequency: 3 wks
Control: no programme

Outcomes

Length of follow-up: 3 & 11 wks (post randomisation)
Alcohol outcomes:

30-day alcohol use - number of alcohol drinks consumed
7-day alcohol use - number of alcohol drinks consumed

1-year alcohol use - number of alcohol drinks consumed
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Funding and Declared This research was supported by National Institute on Drug Abuse grant DA17721. No information or de-
Conflicts of Interest clarations about potential conflicts of interest

Notes

Risk of bias

Bias Authors' judgement  Support for judgement

Random sequence genera-  Unclear risk Not described

tion (selection bias)

Allocation concealment Unclear risk Not described
(selection bias)

Blinding of participants High risk Blinding not possible due to the nature of the intervention
and personnel (perfor-

mance bias)

All outcomes

Blinding of outcome as- High risk Self-reported
sessment (detection bias)
All outcomes

Incomplete outcome data  Low risk Attrition low, attrition too low to detect differences between groups, imputa-
(attrition bias) tion not described
All outcomes

Selective reporting (re- Unclear risk No protocol or clinical trial registry available
porting bias)

Other bias Low risk Contamination not described and is unlikely
Recruitment to cluster Unclear risk Not applicable

Baseline imbalances Unclear risk Not applicable

Loss of clusters Unclear risk Not applicable

Incorrect analysis Unclear risk Not applicable

Compatability with indi- Unclear risk Not applicable

vidually randomised trials

(herd effect)

Schinke 2009b

Methods Design: RCT
Follow-up: 1 & 2 yrs (post randomisation)
Attrition: 5.7% (1 yr), 9% (2 yrs)
Unit of randomisation: mother-daughter dyad

Participants N of subjects randomised:
Int: 458
Ctrl: 458
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Total N: 916
N of subjects at 2 yrs:

Int: 415

Ctrl: 413

Total N: 828

Age: mean: 12.76 (SD =1.0)

Sex (male): 0% (girls only)

Ethnicity: 23.2% White, 23.1% Latina, 40.6% Black, 10.8% Asian, 1.7% Other
Country: USA

Interventions

Number of experimental conditions: 2

Description of Intervention: computer-mediated gender-specific programme based on family interac-
tion theory. Mothers learnt to better communicate with their daughters, monitor their daughters’ activ-
ities, build their daughters’ self-image and self-esteem, establish rules and consequences for substance
abuse, create family rituals, and refrain from placing unrealistic expectations on their daughters. Girls
learnt to manage stress and conflict/mood, refuse peer pressure, and enhance their body esteem. Pro-
gramme exercises taught girls and mothers about value of listening to each other, spending time to-
gether, negotiating during arguments, giving compliments, and providing personal favours

Type of intervention: universal

Focus/target: substance use
Fidelity: participants could advance to the next session only if each separately answered correctly
questions on the prior session

Dose: participants could not access post-intervention and follow-up measures unless they finished all
programme sessions

Duration/frequency: 9 wks (9 sessions 45 min each per week)

Control: no programme

Outcomes

Length of follow-up: 3 & 11 wks (post randomisation)
Alcohol outcomes:

30-day alcohol use - number of occasions

Funding and Declared
Conflicts of Interest

No information or declarations about funding or potential conflicts of interest.

Notes

Risk of bias

Bias

Authors' judgement  Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Not described

Allocation concealment
(selection bias)

Unclear risk Not described

Blinding of participants
and personnel (perfor-
mance bias)
All outcomes

High risk Blinding not possible due to the nature of the intervention

Blinding of outcome as-
sessment (detection bias)

High risk Self-reported
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All outcomes

Incomplete outcome data  Low risk Attrition low, no differential attrition between groups, no differential attrition
(attrition bias) by characteristics, imputation not described
All outcomes

Selective reporting (re- Unclear risk No protocol or clinical trial registry available
porting bias)

Other bias Low risk Contamination not described and is unlikely
Recruitment to cluster Unclear risk Not applicable

Baseline imbalances Unclear risk Not applicable

Loss of clusters Unclear risk Not applicable

Incorrect analysis Unclear risk Not applicable

Compatability with indi- Unclear risk Not applicable

vidually randomised trials
(herd effect)

Schinke 2009c¢

Methods

Design: RCT

Follow-up: immediate post-test, 1 yr (post intervention)
Attrition: 1.5% (post-test), 10% (1 yr)

Unit of randomisation: mother-daughter dyad

Participants

N of subjects randomised:

Int: 252

Ctrl: 339

Total N: 591

N of subjects at 1 yr:

Int: 205

Ctrl: 327

Total N: 532

Age: mean: 12.7 (SD = 1.0)

Sex (male): 0% (girls only)

Ethnicity: Int vs Ctrl: 39% vs 17% White; 22% vs 26% Latina; 39% vs 56% Black
Country: USA

Interventions

Number of experimental conditions: 2

Description of Intervention: computer-mediated gender-specific programme based on family inter-
action theory. Mothers learnt to better communicate with their daughters, monitor their daughters’ ac-
tivities, build their daughters’ self-image and self-esteem, establish rules and consequences for sub-
stance abuse, create family rituals, and refrain from placing unrealistic expectations on their daugh-
ters. Girls learnt to manage stress and conflict/mood. Through animated vignettes and video demon-
strations, girls and mothers learnt how depression can result from stress and pressure to succeed. Ses-
sion interactive activity showed the importance of valuing personal character and accomplishments.
Programme aim was to enhance emotional closeness between girls and mothers

Type of intervention: universal
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Focus/target: substance use
Fidelity: participants could advance to the next session only if each separately answered correctly
questions on the prior session

Dose: participants could not access post-intervention and follow-up measures unless they finished all
programme sessions

Duration/frequency: 9 wks (9 sessions 45 min each per week)

Control: no programme

Outcomes Length of follow-up: immediate post-test, 1 yr (post intervention)
Alcohol outcomes:

30 day use of alcohol - number of drinks consumed

Funding and Declared No information or declarations about funding or potential conflicts of interest
Conflicts of Interest

Notes

Risk of bias

Bias Authors' judgement  Support for judgement
Random sequence genera-  Unclear risk Not described

tion (selection bias)

Allocation concealment Unclear risk Not described
(selection bias)

Blinding of participants High risk Blinding not possible due to the nature of the intervention
and personnel (perfor-

mance bias)

All outcomes

Blinding of outcome as- High risk Self-reported

sessment (detection bias)
All outcomes

Incomplete outcome data  Unclear risk Attrition low, differential attrition by group not described, no differential attri-
(attrition bias) tion by characteristics, imputation not described
All outcomes

Selective reporting (re- Unclear risk No protocol or clinical trial registry available
porting bias)

Other bias Low risk Contamination not described and is unlikely
Recruitment to cluster Unclear risk Not applicable
Baseline imbalances Unclear risk Not applicable
Loss of clusters Unclear risk Not applicable
Incorrect analysis Unclear risk Not applicable
Compatability with indi- Unclear risk Not applicable
vidually randomised trials
(herd effect)
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Schinke 2011

Methods

Design: RCT

Follow-up: immediate post-test

Attrition: 4.6% (post-test)

Unit of randomisation: parent-adolescent dyad

Participants

N of subjects randomised:

Int: 212

Ctrl: 334

Total N: 546

N of subjects at post-test:

Int: 198

Ctrl: 323

Total N: 521

Age: mean: 12.75 (SD = 1.02); range 10 to 13 yrs
Sex (male): 0% (girls only)

Ethnicity: 65.2% Black, 34.1% Hispanic
Country: USA

Interventions

Number of experimental conditions: 2

Description of Intervention: CD-ROM/Internet programme for mothers and daughters that includ-

ed 10 CD-ROM or Internet sessions that could be completed at home at a convenient time. The pro-
gramme aimed to reduce substance use through mother-daughter interactions and communication.
Targeted mother-daughter communication, behaviour, and activities; daughters’ self-image and self-
esteem; rules about and consequences for substance use; family rituals; and refraining from commu-
nicating unrealistic expectations. Girls acquired skills for managing stress, conflict, mood, and anxiety;
refusing peer pressure; and enhancing body esteem and self-efficacy. Girls also learned accurate infor-
mation about the prevalence of smoking, drinking, and drug use among their peers. The programme
included interactive components (animated characters, interactive exercises, problem-solving)

Type of intervention: universal

Focus/target: substance use
Fidelity: participants could advance to the next session only after completing the previous one

Dose: NR
Duration/frequency: 10 sessions, advised to complete 1 per week
Control: no programme

Outcomes

Length of follow-up: immediate post-test
Alcohol outcomes:

30-day alcohol use - number of alcohol drinks consumed

Funding and Declared
Conflicts of Interest

Funding through National Institute on Drug Abuse. Study authors declared no conflicts of interest

Notes

Risk of bias

Bias

Authors' judgement  Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Not described
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Allocation concealment Unclear risk Not described

(selection bias)

Blinding of participants High risk Blinding not possible due to the nature of the intervention

and personnel (perfor-

mance bias)

All outcomes

Blinding of outcome as- High risk Self-reported

sessment (detection bias)
All outcomes

Incomplete outcome data  Unclear risk Attrition low, differential attrition not described
(attrition bias)

All outcomes

Selective reporting (re- Unclear risk No protocol or clinical trial registry available
porting bias)

Other bias Low risk Contamination not described and is unlikely
Recruitment to cluster Unclear risk Not applicable

Baseline imbalances Unclear risk Not applicable

Loss of clusters Unclear risk Not applicable

Incorrect analysis Unclear risk Not applicable

Compatability with indi- Unclear risk Not applicable

vidually randomised trials
(herd effect)

Skarstrand 2014

Methods

Design: cluster RCT

Follow-up: 1, 2, & 3 yrs (post randomisation)

Attrition: 24% (3 yrs)

Unit of randomisation: school

Clustering effect adjusted: yes

Participants

N of clusters (subjects) randomised:

Int: 10 (441)
Ctrl: 9 (266)
Total N: 22 (707)

N of clusters (subjects) at 3 yrs:

Int: 10 (283)

Ctrl: 9 (164)
Total N: 19 (447)

Age: mean: 12 (6th grade)

Sex (male): 49.7%
Ethnicity: NR
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Skarstrand 2014 (Continued)

Country: Sweden

Interventions

Number of experimental conditions: 2

Description of Intervention: cultural adaptation of the SFP 10-14 to Swedish conditions. Included
youth and parent separate concurrent sessions and family sessions. Youth sessions included role-play-
ing, peer resistance training, and practical skill development. Parent sessions included video contents
illustrating typical parent-youth interactions. Family sessions included family projects. Part 1 included
7 x 1 hr sessions (6 separate sessions for youth and parents, and 1 joint family session), and part 2 in-
cluded 5 x 1 hr sessions (4 separate sessions for youth and parents, and 1 joint family session)

Type of intervention: universal

Focus/target: substance use
Fidelity: checklists for intervention content, which group leaders filled out after each session, % NR

Dose: all youth received training, and participation of parents was voluntary (47% of youths were rep-
resented by at least 1 parent in part 1 of the programme, and 27% in part 2)

Duration/frequency: 7 consecutive wks in grade 6 (1 hr per week), 5 consecutive wks in grade 7 (1 hr
per week)

Control: no programme

Outcomes

Length of follow-up: 1, 2, & 3 yrs (post randomisation)
Alcohol outcomes:

Lifetime drunkenness

Drunkenness last 30 days - number of occasions

Drunkenness last 30 days - numbers of times dichotomised to 'any drunkenness' versus 'no drunken-
ness'

Funding and Declared
Conflicts of Interest

Funding provided by the Swedish Council for Working Life and Social Research. Study authors declared
no conflicts of interest

Notes
Risk of bias
Bias Authors' judgement  Support for judgement
Random sequence genera-  Unclear risk Not described
tion (selection bias)
Allocation concealment Unclear risk Not described
(selection bias)
Blinding of participants High risk Blinding not possible due to the nature of the intervention
and personnel (perfor-
mance bias)
All outcomes
Blinding of outcome as- High risk Self-reported
sessment (detection bias)
All outcomes
Incomplete outcome data  High risk Attrition high, no differential attrition between groups, multiple imputation
(attrition bias) used, intention-to-treat analysis cited
All outcomes
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Skarstrand 2014 (Continued)

Selective reporting (re- Unclear risk No protocol or clinical trial registry available
porting bias)
Other bias High risk Study authors noted that control schools had other alcohol intervention(s) oc-

curring at the time of the intervention

Recruitment to cluster

High risk After randomisation, 5 schools wanted to include more than 1 class per school
in the study. It may have been possible that participants in classes allocated
to the intervention group were more motivated/engaged as schools requested
more classes after allocation to the intervention group

Baseline imbalances Low risk Baseline imbalances accounted for in the analysis
Loss of clusters Low risk No report of loss of entire clusters

Incorrect analysis Low risk Analysis adjusted for clustering

Compatability with indi- Unclear risk Unable to determine if herd effect exists

vidually randomised trials
(herd effect)

Spirito 2011

Methods

Design: RCT

Follow-up: 3, 6, & 12 mo (post randomisation)
Attrition: 22% (3mo), 26% (6 mo), 34% (12 mo)
Unit of randomisation: family

Participants

N of subjects randomised:

Int1: 63

Int2: 62

Total N: 125

N of subjects at 12 mo:

Int1:47

Int2: 36

Total N: 83

Age: mean: 15 (SD =1.2); range 13to 17 yrs

Sex (male): Int 147.6%, Int 2 45.2%

Ethnicity: Int 1 vs Int 2: 71.4% vs 61.3% Non-Hispanic White, 27% vs. 27.4% Hispanic
Country: USA

Interventions

Number of experimental conditions: 2

Description of Intervention 1: Individual Motivational Interview (IMI) and Family Check-Up (FCU). IMI
included a 45 minute counselling session focusing on personal responsibility, exploration of motivation
for drinking, and review of potential negative consequences; personalised normative feedback; estab-
lishing goals regarding drinking; and anticipating barriers to accomplishing goals. FCU was a 1 hr video-
taped family assessment task that included discussing family beliefs regarding alcohol and drug use, as
well as other topics (e.g. curfew). One week after the assessment task, parents received feedback. Po-
tential barriers to change were discussed

Description of Intervention 2: Individual Motivational Interview (IMI) as described for Intervention 1

Type of intervention: indicated (youth treated in an emergency department after an alcohol-related
event and with a positive blood alcohol concentration)
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Spirito 2011 (continued)

Focus/target: reduce alcohol use
Fidelity: IMI: independent raters coded the sessions, averaged 83% for fidelity to intervention protocol;
FCU: fidelity to the components of the FCU ranged from 79% to 100%

Dose: NR
Duration/frequency: Int 2 - 1 x 45 minute session
Control: not applicable

Outcomes

Length of follow-up: 3, 6, & 12 mo (post randomisation)
Alcohol outcomes:

Number of drinking days per month

Quantity - drinks per occasion

=5 drink days per month

> 5 drinks per occasion in previous 3 months (yes/no)

Funding and Declared
Conflicts of Interest

Funding from the National Institute on Alcohol Abuse and Alcoholism. The funder had no role in study
design; collection, analysis, and interpretation of data; writing of the report; and the decision to submit
the paper for publication. Study authors declared no conflicts of interest

Notes
Risk of bias
Bias Authors' judgement  Support for judgement
Random sequence genera-  Unclear risk Not described
tion (selection bias)
Allocation concealment Low risk Randomly assigned to the IMI or the IMI+FCU condition by interventionists
(selection bias) based on condition assignments contained in sealed envelopes
Blinding of participants High risk Blinding of participants and personnel not possible due to the nature of the in-
and personnel (perfor- tervention
mance bias)
All outcomes
Blinding of outcome as- High risk Self-reported; blinding of participants and personnel not possible due to the
sessment (detection bias) nature of the intervention
All outcomes
Incomplete outcome data  High risk Attrition high, no differential attrition between groups
(attrition bias)
All outcomes
Selective reporting (re- Low risk Reported outcomes consistent with the clinical trial registry: clinicaltrials.gov
porting bias) identifier NCT00247221
Other bias Low risk Contamination not described and is unlikely
Recruitment to cluster Unclear risk Not applicable
Baseline imbalances Unclear risk Not applicable
Loss of clusters Unclear risk Not applicable
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Incorrect analysis Unclear risk Not applicable
Compatability with indi- Unclear risk Not applicable

vidually randomised trials
(herd effect)

Spirito 2015

Methods

Design: RCT

Follow-up: 6 mo (post randomisation)
Attrition: 12% (6 mo)

Unit of randomisation: family

Participants

N of subjects randomised:

Int1:32

Int2:35

Total N: 67

N of subjects at 6 mo:

Int1:26

Int2:33

Total N: 59

Age: mean: NR; range 11 to 17 yrs

Sex (male): Int 1 56.3%, Int 2 54.3%

Ethnicity: predominantly White, Non-Hispanic, and Hispanic/Latino
Country: USA

Interventions

Number of experimental conditions: 2

Description of Intervention 1: Family Check-Up (FCU) involved assessment and feedback, based on
motivational interviewing principles and designed to enhance parental recognition of child risk behav-
iours and to engender motivation for reducing these problem behaviours and associated risk factors.
The intervention targets specific family risk and protective factors linked to alcohol and drug use, in-
cluding parental supervision and monitoring and parent-child relationship quality. Both interventions
received 8 'booster' brochures (mailed out)

Description of Intervention 2: Psychoeducation session (PE) - attended a baseline assessment and 1
alcohol and drug use educational session. PE parents were also provided with a number of handouts
about abuse, dependence, and high-risk situations. Both interventions received 8 'booster' brochures
(mailed out)

Type of intervention: selective (youth receiving services for an emotional or behavioural disorder)

Focus/target: delay or prevent the onset of alcohol and drug use
Fidelity: adherence to protocol components was 87%

Dose: FCU - all but 1 finished the intervention in its entirety

Duration/frequency: both interventions - 1 x 60 to 90 minute session and 8 booster mail-out brochures
at 3 week intervals between baseline and follow-up

Control: not applicable

Outcomes Length of follow-up: 6 mo (post randomisation)
Alcohol outcomes:
Composite from the Youth Alcohol and Drug Survey: had alcohol in past 3 mo, how long had they been
using alcohol, whether they had at least 1 drink in the past 7 days and the past 30 days, total number
Family-based prevention programmes for alcohol use in young people (Review) 102

Copyright © 2019 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



: Cochrane Trusted evidence.
= L- b Informed decisions.
1 iprary Better health. Cochrane Database of Systematic Reviews

Spirito 2015 (Continued)

of drinks consumed in past 7 days and past 30 days, whether they had consumed 5 or more drinks in a
row in the past 2 weeks and in the past 30 days

Alcohol and Drug Communication Scale, alcohol subscale

Funding and Declared Funded by National Institute on Drug Abuse Grant. No information or declarations about potential con-
Conflicts of Interest flicts of interest

Notes

Risk of bias

Bias Authors' judgement  Support for judgement

Random sequence genera-  Low risk Urn randomisation procedure

tion (selection bias)

Allocation concealment Unclear risk Not described
(selection bias)

Blinding of participants High risk Blinding of participants and personnel not possible due to the nature of the in-
and personnel (perfor- tervention
mance bias)

All outcomes

Blinding of outcome as- High risk Self-reported; blinding of participants and personnel not possible due to the
sessment (detection bias) nature of the intervention
All outcomes

Incomplete outcome data  Unclear risk Attrition low, differential attrition apparent but significance unclear
(attrition bias)

All outcomes

Selective reporting (re- Unclear risk No protocol or clinical trial registry available

porting bias)

Other bias Low risk Contamination not described and is unlikely
Recruitment to cluster Unclear risk Not applicable

Baseline imbalances Unclear risk Not applicable

Loss of clusters Unclear risk Not applicable

Incorrect analysis Unclear risk Not applicable

Compatability with indi- Unclear risk Not applicable

vidually randomised trials

(herd effect)

Spirito 2017

Methods Design: RCT
Follow-up: 3 mo, 6 mo, 1 yr (post randomisation)

Attrition: 16.7% (1 yr)
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Spirito 2017 (continued)

Unit of randomisation: family

Participants

N of subjects randomised:

Int1:51

Int2:51

Total N: 102

N of subjects at 12 mo:

Int 1: 44

Int2:41

Total N: 85

Age: mean: Int 115.85 (SD =1.3), Int 2 15.93 (SD = 1.37); range 12 to 19 yrs

Sex (male): Int 1 53.2%, Int 2 66.7%

Ethnicity: Int 1 vs Int 2: 44.7% vs 35.6% White, 27.7% vs 31.1% Hispanic, 2.1% vs 15.6% Black, 2.1% vs
0% Native American, 2.1% vs 2.2% Asian

Country: USA

Interventions

Number of experimental conditions: 2

Description of Intervention 1: Family Check-Up (FCU) involved assessment and feedback, based on

motivational interviewing principles and designed to educate parents about risk for AOD use among

adolescents, support appropriate parenting, and motivate parents to change ineffective parenting. If
asked, counsellors also provided advice on how to change parenting behaviour

Description of Intervention 2: Psychoeducation (PE) participants attended a baseline assessment and
1 alcohol and drug use educational session. The session ended with handouts provided about the top-
ics reviewed in the session. In both FCU and PE conditions, parents were mailed 8 booster brochures
every 3 to 4 weeks over the 6-month follow-up period

Type of intervention: indicated (adolescents who were using alcohol or marijuana and whose parents
were concerned about their use)

Focus/target: reduce alcohol and drug use among adolescents already using and their close in age sib-
lings

Fidelity: on average, 84% of expected components of the FCU were administered. On average, 97% of
expected elements of the PE session were delivered by the counsellors

Dose: NR

Duration/frequency: both interventions - 1 x 60 to 90 minute session and 8 booster mail-out brochures
at 3 week intervals between baseline and follow-up

Control: not applicable

Outcomes

Length of follow-up: 3 mo, 6 mo, 1 yr (post randomisation)

Alcohol outcomes: measured using the Adolescent Drinking Questionnaire
How often was alcohol consumed in the last 3 months?

Number of drinks in last month

Heavy drinking assessed with question "In the last 3 months, how many times did you had 5 or more
drinks when you were drinking?" Responses recorded as number of drinking days and number of heavy
drinking days

Funding and Declared
Conflicts of Interest

Funded by National Institute on Drug Abuse and Alcoholism Grant. No information or declarations
about potential conflicts of interest

Notes RCT=randomised controlled trial; N=number; Int=intervention; Ctrl=control; mo=month(s);
yr(s)=year(s); NR=not reported.
Risk of bias
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Bias Authors' judgement  Support for judgement

Random sequence genera-  Low risk Urn randomisation procedure
tion (selection bias)

Allocation concealment Low risk Opaque envelopes used
(selection bias)

Blinding of participants High risk Blinding of participants and personnel not possible due to the nature of the in-
and personnel (perfor- tervention
mance bias)

All outcomes

Blinding of outcome as- High risk Most outcomes self-reported; blinding of participants and personnel not possi-
sessment (detection bias) ble due to the nature of the intervention
All outcomes

Incomplete outcome data  Unclear risk Attrition low, differential attrition between groups apparent but significance
(attrition bias) not clear, no differential attrition by characteristics

All outcomes

Selective reporting (re- Unclear risk No protocol or clinical trial registry available

porting bias)

Other bias Low risk Contamination not described and is unlikely
Recruitment to cluster Unclear risk Not applicable
Baseline imbalances Unclear risk Not applicable
Loss of clusters Unclear risk Not applicable
Incorrect analysis Unclear risk Not applicable
Compatability with indi- Unclear risk Not applicable
vidually randomised trials
(herd effect)
Spoth 1999a
Methods Design: cluster RCT

Follow-up: 18, 30, 48, 72, & 120 mo (post randomisation)
Attrition: 32% to 36% across different follow-up points
Unit of randomisation: school

Clustering effect adjusted: yes

Participants N of clusters (subjects) randomised:
Int 1: 11 (437)

Int2: 11 (463)

Ctrl: 11 (409)

Total N: 33 (1309)

N of clusters (subjects) at 48 mo:

Int 1: 11 (152)
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Spoth 1999a (continued)

Int 2: 11 (144)

Ctrl: 11 (151)

Total N: 33 (447)

Age: mean: 11.3 (SD =0.03)
Sex (male): 46%
Ethnicity: 99% White
Country: USA

Interventions

Number of experimental conditions: 3

Description of Intervention 1: lowa Strengthening Families Program (ISFP) was based on the biopsy-
chosocial model and other empirically based family risk and protective factor models including the re-
siliency and social ecology models of adolescent substance use. ISFP included weekly sessions consist-
ing of 6 separate but concurrent parent and child curricula at 1 hour each, followed by six 1 hour joint
family sessions where parents and children practice skills that they learnt; the seventh session includ-
ed only a 1 hour family session. Parents are taught to clarify expectations, use appropriate disciplinary
practices, manage strong emotions of children, and engage in effective communication with children;
children additionally are given peer resistance and peer relationships skill training; use of videotapes

Description of Intervention 2: Preparing for Drug Free Years (PDFY) was based on the Social Develop-
ment Model to enhance protective parent-child interactions and to reduce family-based risk factors for
early substance use initiation. Programme goals were (1) to increase the frequency of opportunities for
prosocial involvement in the family, (2) to strengthen the child’s skills for prosocial involvements and
resistance to antisocial influence, (3) to increase recognitions and rewards for child behaviour that con-
forms to family rules and expectations. Programme consisted of 5 weekly sessions, 2 hours duration
each. Children attended only 1 session and parents attended all sessions. Parents were instructed on
risk factors for substance use, ways to develop clear guidelines on substance-related behaviour, how to
enhance parent-child bonding, how to monitor compliance with guidelines, and techniques for manag-
ing anger and family conflict. Children were instructed on peer resistance skills; use of videotapes

Type of intervention: universal

Focus/target: Int 1 & 2 - substance use
Fidelity: ISFP: 83% to 89% of group leaders’ component tasks were covered; PDFY: 69% of group lead-
ers’ component tasks were covered

Dose: NR

Duration/frequency: Int 1 - ISFP 7 sessions in 7 wks, Int 2 - PDFY 5 sessions in 5 wks

Control: mailed 4 leaflets describing different aspects of adolescent development such as physical and
emotional changes

Outcomes

Length of follow-up: 18 & 30 mo (post randomisation)
Alcohol outcomes:

% reporting lifetime alcohol use
% reporting past month alcohol use

% reporting past year alcohol use
% reporting lifetime drunkenness

Length of follow-up: 48 mo (post randomisation)
Alcohol outcomes:

48 mo post randomisation

% reporting lifetime alcohol use

% reporting past month alcohol use
% reporting past year alcohol use
% reporting lifetime drunkenness
% of new alcohol users

Ever drank alcohol
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Ever drunk

% of alcohol users in the past month

Past month mean frequency of drinking

Alcohol use composite index (0 = no use, 1 = use)

Length of follow-up: 72 mo (post randomisation)
Alcohol outcomes:
% reporting lifetime alcohol use

% reporting past month alcohol use

% reporting past year alcohol use

% reporting lifetime drunkenness

Alcohol composite use index (0 =no use, 1 = use)
Lifetime alcohol use

Lifetime drunkenness

Alcohol composite use index (0 =no use, 1 = use)
Lifetime alcohol use

Lifetime drunkenness

Length of follow-up: 120 mo (post randomisation)
Alcohol outcomes:

Drunkenness frequency

Alcohol problem frequency

Intervention effects on initiation growth factors
Average level of initiation drunkenness

Rate of increase in drunkenness frequency
Average level of initiation alcohol problems
Rate of increase in alcohol problem frequency
Indirect effect on drunkenness

Direct effect on drunkenness

Indirect effect on alcohol problems

Direct effect on alcohol problems

Rate of alcohol abuse

Funding and Declared
Conflicts of Interest

No information or declarations about funding or potential conflicts of interest

Notes

Risk of bias

Bias Authors' judgement  Support for judgement
Random sequence genera-  Unclear risk Not described

tion (selection bias)

Allocation concealment Unclear risk Not described

(selection bias)

Blinding of participants High risk Blinding not possible due to the nature of the intervention
and personnel (perfor-

mance bias)

All outcomes

Blinding of outcome as- High risk Self-reported

sessment (detection bias)
All outcomes
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Incomplete outcome data High risk Attrition high, differential attrition not described, imputation not described
(attrition bias)
All outcomes

Selective reporting (re- Unclear risk No protocol or clinical trial registry available
porting bias)

Other bias Low risk Contamination not described and is unlikely

Recruitment to cluster Low risk "Schools... then randomly assigned to the conditions. All families of sixth
graders in participating schools were recruited for participation. At the time
of pretesting families did not know the condition to which their child's school
had been assigned"

Baseline imbalances Unclear risk Counties matched on lunch programme eligibility and community size; other
baseline characteristics not described

Loss of clusters Low risk No report of loss of entire clusters

Incorrect analysis Low risk Analysis not sufficiently adjusted for clustering; review authors performed an
alternative adjustment

Compatability with indi- Unclear risk Unable to determine if herd effect exists
vidually randomised trials
(herd effect)
Spoth 2002
Methods Design: cluster RCT
Follow-up: 1 yr (post intervention), 2.5 & 5.5 yrs (post randomisation)
Attrition: % NR

Unit of randomisation: school

Clustering effect adjusted: yes

Participants N of clusters (subjects) randomised:
Int 1: 12 (549)

Int2: 12 (621)

Ctrl: 12 (494)

Total N: 36 (1664) (excluded 9 students who switched schools, 1673 originally randomised)
N of clusters (subjects) at 2.5 yrs:

Int 1: 12 (399)
Int 2: 12 (369)

Ctrl: 12 (430)

Total N: 36 (1198)

Age: mean: NR; range 10 to 14 yrs
Sex (male): 53%

Ethnicity: 96% Caucasian
Country: USA

Interventions Number of experimental conditions: 3

Description of Intervention 1: Strengthening Families Programme (SFP) for parents and youth 10 to
14 years of age and Classroom Life Skills Training (LST). SFP10-14 in the long-term targeted reduction
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of youth substance use and other problem behaviours, and in the intermediate term targeted increas-
ing parental skills, communication, rule-setting, youth social/peer resistance skills. The 7 sessions were
2 hrslong and included 1 hr in which parents and youth were separate and 1 hr in which they partici-
pated as a family. LST aimed to promote skill development, provide knowledge, and encourage avoid-
ance of substance use. Students were trained in various LST skills through the use of interactive teach-
ing techniques

Description of Intervention 2: LST as described for Intervention 1
Type of intervention: universal

Focus/target: substance use and other problem behaviours
Fidelity: adherence averaged at > 92%. Coverage of mandatory content averaged 92% in parent, 94%
in youth, and 98% in family sessions

Dose: SFP: 90% attended > 50% of sessions, SFP booster: 89% attended > 50% of sessions, LST & LST
booster: 100% attended > 50% of sessions

Duration/frequency: SFP: 7 x 2 hr sessions conducted once a week after school, for 7 weeks during
seventh grade, 4 booster sessions in eighth grade. LST: 15 session programme during school hours of
seventh grade, 5 LST booster sessions during eighth grade

Control: minimal contact with mail-outs 2 pages long summarising developmental research in lay lan-
guage; addressed topics of understanding teens' emotional changes, the changing parent-child rela-
tionship, teen-related changes in thinking, and physical changes in teens or LST only

Outcomes Length of follow-up: 1 yr (post intervention)
Alcohol outcomes:
Proportion of new alcohol users (ever had a drink of alcohol)
Substance initiation index
Length of follow-up: 2.5 yr (post randomisation)
Alcohol outcomes:
Substance initiation index
Regular alcohol use
Weekly drunkenness
Length of follow-up: 5.5 yr (post randomisation)
Alcohol outcomes:
Substance initiation index
Alcoholinitiation
Drunkenness initiation
Alcohol frequency for high-risk student subgroup on more serious or problematic outcomes
Drunkenness frequency for high-risk student subgroup on more serious or problematic outcomes
Length of follow-up: 8 to 10 yr (post randomisation)
Alcohol outcomes:
Drunkenness frequency

Alcohol-related problems
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Funding and Declared
Conflicts of Interest

Funded through the National Institute on Drug Abuse and National Institute of Mental Health. No infor-
mation or declarations about potential conflicts of interest

Notes

Risk of bias

Bias Authors' judgement  Support for judgement

Random sequence genera-  Unclear risk Not described

tion (selection bias)

Allocation concealment Unclear risk Not described

(selection bias)

Blinding of participants High risk Both schools and the experimental team were aware of the allocations. "After

and personnel (perfor-
mance bias)
All outcomes

we matched the schools and randomly assigned them to conditions, we con-
tacted school officials and informed them of the experimental condition to
which their schools had been assigned"

Blinding of outcome as-
sessment (detection bias)
All outcomes

High risk Self-reported; both schools and the experimental team were aware of the al-
locations. "After we matched the schools and randomly assigned them to con-
ditions, we contacted school officials and informed them of the experimental
condition to which their schools had been assigned"

Incomplete outcome data  Unclear risk Attrition not described; no differential attrition by group or characteristics
(attrition bias)

All outcomes

Selective reporting (re- Unclear risk No protocol or clinical trial registry available

porting bias)

Other bias Low risk Contamination not described and is unlikely

Recruitment to cluster Low risk All students in participating schools (already randomised) were recruited for

participation. Students are unlikely to change schools for the purpose of being
part of the intervention group

Baseline imbalances Low risk Baseline imbalances accounted for in the analysis
Loss of clusters Low risk No report of loss of entire clusters

Incorrect analysis Low risk Analysis adjusted for clustering

Compatability with indi- Unclear risk Unable to determine if herd effect exists

vidually randomised trials
(herd effect)

Stanger 2017
Methods Design: RCT
Follow-up: 36 wks (post intervention)
Attrition: 22.7% (36 wks)
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Stanger 2017 (Continued)

Unit of randomisation: adolescent

Clustering effect adjusted: not applicable

Participants

N of subjects randomised:

Int: 37

Ctrl: 38

Total N: 75

N of subjects at 36 weeks:

Int: 28

Ctrl: 30

Total N: 58

Age: mean: 16.1 (SD = 1.2); range 12 to 18 yrs
Sex (male): 75%

Ethnicity: 81% Caucasian

Country: USA

Interventions

Number of experimental conditions: 2

Description of Intervention: Abstinence Based Incentives (ABI) programme using clinic- and home-
based ABI. Adolescents receive Motivational Enhancement Therapy (MET)/Cognitive-Behavioural
Therapy (CBT); parents receive a comprehensive parent training (PT) programme based on Adoles-
cent Transitions, an evidence-based programme targeting concerns in addition to substance use. The
home-based programme instructed parents to develop a Substance Monitoring Contract (SMC) that
specified weekly positive and negative consequences for abstinence or use

Type of intervention: indicated (adolescents already using alcohol or marijuana, with alcohol abuse/
dependence or a binge episode in past 90 days)

Focus/target: reduction in alcohol and cannabis use

Fidelity: Adherence to Adolescent Transitions: raters rated 2 randomly selected sessions for each Int
family (95% of families had 1 rated session). Mean overall quality score was 5.18 (SD = 1.19) on a 9-point
scale, indicating scores in the “acceptable” range

Adherence to MET/CBT: rated frequency/extensiveness and competence on 7 point scales; 50% of par-
ticipants were randomly selected and each had 1 MET and CBT session rated; mean frequency/exten-
siveness ratings were MET 3.76 (SD = 1.93); CBT 2.04 (SD = 1.29), and skill level ratings were MET 4.67
(SD =.77) and CBT 3.00 (SD =.92)

Dose: > 85% of participants attended during the last treatment week. Int youth earnings were about
55% of maximum. Int parents implemented the SMC on average 8.5 of the 11 weeks the contract was
active, and administered about 3 saliva alcohol tests per week on average. Both Ctrl and Int teens at-
tended less than half of the continuing care visits. Int parents attended ™ 1 continuing care session, on
average

Duration/frequency: 14 weeks plus additional 12 weeks of urine testing

Control: MET/CBT and attendance-based incentives for youth. Parents attended first session and were
contacted weekly to report on youth substance but did not receive PT

Outcomes

Length of follow-up: 36 wks (post intervention)
Alcohol outcomes:

Past 12 week frequency of use measured at 12, 24, and 36 wks to calculate 36 wk total (% of days)

Funding and Declared
Conflicts of Interest

NIH Grants R0O1AA016917, R0O1DA015186, UL1TR001086, and P30DA029926. No information or declara-
tions about potential conflicts of interest
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Risk of bias
Bias Authors' judgement Support for judgement
Random sequence genera-  Low risk Minimum likelihood of allocation
tion (selection bias)
Allocation concealment Unclear risk Not described
(selection bias)
Blinding of participants High risk Blinding not possible due to the nature of the intervention
and personnel (perfor-
mance bias)
All outcomes
Blinding of outcome as- High risk Self-reported
sessment (detection bias)
All outcomes
Incomplete outcome data  High risk Attrition high, some differential attrition by group apparent but significance
(attrition bias) unclear
All outcomes
Selective reporting (re- Unclear risk No protocol or clinical trial registry available
porting bias)
Other bias Low risk Contamination not described and is unlikely
Recruitment to cluster Unclear risk Not applicable
Baseline imbalances Unclear risk Not applicable
Loss of clusters Unclear risk Not applicable
Incorrect analysis Unclear risk Not applicable
Compatability with indi- Unclear risk Not applicable

vidually randomised trials
(herd effect)

Stevens 2002

Methods

Design: cluster RCT

Follow-up: 12, 24, & 36 mo (post randomisation)

Attrition: 22% (12 mo)

Unit of randomisation: paediatric clinic

Clustering effect adjusted: yes

Participants

N of clusters (subjects) randomised:

Int 1: 6 (NR)

Int2: 6 (NR)
Total N: 12 (3496)

N of clusters (subjects) at 36 mo:
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Int 1: 6 (NR)

Int2: 6 (NR)

Total N: 12 (2183)

Age: mean: 11 (SD=0.8)
Sex (male): 50% to 54%
Ethnicity: NR

Country: USA

Interventions

Number of experimental conditions: 2

Description of Intervention 1: family-based programme mediated through paediatric primary care
clinician that included signing a contract with a clinician and engaging child and parent in discussions
and communication about alcohol and tobacco smoking; later components included clinician’s letter,
newsletters of reinforcement, and bi-annual telephone calls

Description of Intervention 2: family-based programme mediated through paediatric primary care
clinician that included signing a contract with a clinician and engaging child and parent in discussions
and communication about gun safety, seatbelt use, bicycle helmet use; later components included
clinician’s letter, newsletters of reinforcement, and bi-annual telephone calls

Type of intervention: universal

Focus/target: Int 1 - alcohol and tobacco, Int 2 - gun safety, seatbelt use, bicycle helmet use

Fidelity: all paediatricians and nurse practitioners in every practice were trained during a 3 hour ses-
sion. Compliance was tracked through chart audit; over 99% of participant charts were labelled with
the research project identification sticker and contained a contract. 95% of children had returned for
subsequent visits, 47% of visits in safety sites and 51% in alcohol/tobacco sites had a documented pre-
vention message

Dose: at 36 mo, 93% of parents and 71% of children had read at least 50% of the newsletters
Duration/frequency: 36 mo
Control: not applicable

Outcomes

Length of follow-up: 12, 24, & 36 mo (post randomisation)
Alcohol outcomes:

Alcohol ever drinker (yes/no)

Funding and Declared
Conflicts of Interest

National Institute of Alcohol and Alcohol Abuse grant AA08946. No information or declarations about
potential conflicts of interest

Notes

Risk of bias

Bias Authors' judgement  Support for judgement
Random sequence genera-  Low risk Computer generated
tion (selection bias)

Allocation concealment Unclear risk Not described

(selection bias)

Blinding of participants High risk Blinding not possible due to the nature of the intervention
and personnel (perfor-

mance bias)

All outcomes

Blinding of outcome as- High risk Self-reported

sessment (detection bias)
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Stevens 2002 (Continued)
All outcomes

Incomplete outcome data  High risk Attrition high, differential attrition not described
(attrition bias)

All outcomes

Selective reporting (re- Unclear risk No protocol or clinical trial registry available
porting bias)

Other bias Low risk Contamination not described and is unlikely
Recruitment to cluster High risk Clusters randomised, then participants recruited
Baseline imbalances Low risk Baseline imbalances accounted for in analysis
Loss of clusters Low risk No report of loss of entire clusters

Incorrect analysis Low risk Analysis adjusted for clustering

Compatability with indi- Unclear risk Unable to determine if herd effect exists

vidually randomised trials
(herd effect)

Stormshak 2011

Methods

Design: RCT

Follow-up: 1, 2, & 3 yrs (post randomisation)

Attrition: 19% (3 yrs)

Unit of randomisation: family

Participants

N of subjects randomised:

Int: 386
Ctrl: 207
Total N: 593

N of subjects at 3 yrs:

Int: NR
Ctrl: NR
Total N: 481

Age: mean: 11.88
Sex (male): 51%

Ethnicity: 16% African American, 18% Latino/Hispanic, 36% White, 3% American Indian, 8% Asian, 19%
bi-racial/mixed ethnicity

Country: USA

Interventions

Number of experimental conditions: 2

Description of Intervention: Family Check-Up (FCU) involved 3 brief sessions with parents including
motivational interviewing, video family interaction, assessment, and feedback

Type of intervention: selective (low SES/at-risk schools)

Focus/target: preventing an increase in both problem behaviours and substance use during the mid-
dle school years
Fidelity: NR

Family-based prevention programmes for alcohol use in young people (Review)
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Stormshak 2011 (continued)

Dose: 51% (n = 197) received consultation from a parent consultant, 42% (n = 163) received the full FCU
intervention; among families receiving FCU, 29% received additional follow-up support after feedback,
and the average intervention family received 146 minutes (or 2.5 hours) of intervention time
Duration/frequency: 3 sessions

Control: no programme

Outcomes Length of follow-up: 1, 2, & 3 yrs (post randomisation)
Alcohol outcomes:

Alcohol use - How many alcoholic drinks did you have in the last month?

Funding and Declared Funding from the National Insitute of Drug Abuse (NIDA). No information or declarations about poten-
Conflicts of Interest tial conflicts of interest

Notes

Risk of bias

Bias Authors' judgement  Support for judgement

Random sequence genera-  Unclear risk Not described

tion (selection bias)

Allocation concealment Unclear risk Not described
(selection bias)

Blinding of participants High risk Blinding not possible due to the nature of the intervention
and personnel (perfor-

mance bias)

All outcomes

Blinding of outcome as- High risk Self-reported
sessment (detection bias)
All outcomes

Incomplete outcome data  Unclear risk Attrition low, differential attrition not described, missing data managed by full
(attrition bias) information maximum likelihood estimation
All outcomes

Selective reporting (re- Unclear risk No protocol or clinical trial registry available
porting bias)

Other bias Low risk Contamination not described and is unlikely
Recruitment to cluster Unclear risk Not applicable
Baseline imbalances Unclear risk Not applicable
Loss of clusters Unclear risk Not applicable
Incorrect analysis Unclear risk Not applicable
Compatability with indi- Unclear risk Not applicable
vidually randomised trials
(herd effect)
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Valdez 2013
Methods Design: RCT
Follow-up: immediate post-test & 6 mo (post randomisation)
Attrition: 42% (6 mo)
Unit of randomisation: family
Participants N of subjects randomised:
Int: 96
Ctrl: 104
Total N: 200
N of subjects at 6 mo:
Int: 54
Ctrl: 62
Total N: 116
Age: mean: 15.25 (SD = NR); range 12 to 17 yrs
Sex (male): 49%
Ethnicity: 100% Mexican American
Country: USA
Interventions Number of experimental conditions: 2
Description of Intervention 1: adapted Brief Family Strategic Therapy (BFST) involved 4 components:
(1) organise a counsellor-family work team in developing a therapeutic alliance; (2) diagnose family
strengths and problem relations with emphasis on supportive family relations; (3) develop a change
strategy to capitalise on strengths and to correct problematic family relations; and (4) implement
change strategies and reinforce family behaviours that sustain new levels of family competence
Type of intervention: indicated (gang-affiliated youth identified as abusing alcohol and drugs)
Focus/target: correct problematic family relations; adhere to change strategies; support communica-
tion with school, gang diversion, HIV/STD prevention
Fidelity: periodically monitored by evaluation staff members using a fidelity checklist, % NR
Dose: NR
Duration/frequency: 12 to 16 sessions weekly, 60 to 90 min per session
Control: received usual care; referrals to social and behavioural health services and substance abuse
counselling upon request
Outcomes Length of follow-up: immediate post-test & 6 mo (post randomisation)
Alcohol outcomes:
Number of days in past 30 days on which adolescent used alcohol
Funding and Declared Funding received through the Substance Abuse and Mental Health Services Administration and Drug
Conflicts of Interest Treatment for Gang Affiliated Hispanic Adolescents. Study authors declared no conflicts of interest
Notes
Risk of bias
Bias Authors' judgement  Support for judgement
Random sequence genera-  Low risk Computerised random number generator

tion (selection bias)

Allocation concealment Unclear risk Not described
(selection bias)
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Blinding of participants High risk Blinding not possible due to the nature of the intervention
and personnel (perfor-
mance bias)
All outcomes
Blinding of outcome as- High risk Self-reported

sessment (detection bias)
All outcomes

Incomplete outcome data  High risk Attrition high, differential attrition between groups apparent but significance
(attrition bias) unclear, attrition due to discontinued participation, inability to locate and re-
All outcomes locate to other towns, intention-to-treat analysis cited

Selective reporting (re- Unclear risk No protocol or clinical trial registry available

porting bias)

Other bias Low risk Contamination not described and is unlikely

Recruitment to cluster Unclear risk Not applicable

Baseline imbalances Unclear risk Not applicable

Loss of clusters Unclear risk Not applicable

Incorrect analysis Unclear risk Not applicable

Compatability with indi- Unclear risk Not applicable

vidually randomised trials
(herd effect)

Werch 2008

Methods

Design: RCT

Follow-up: 4 mo (post intervention)
Attrition: 5% to 8% (4 mo)
Unit of randomisation: student

Participants

N of subjects randomised:

Int: NR

Ctrl: NR

Total N: 684

N of subjects at 19 wks:

Int: 182

Ctrl: 202

Total N: 384

Age: mean: 15.24 (SD =1.09)
Sex (male): 44%

Ethnicity: 49.6% White, 21.2% African American, 29.3% Other

Country: USA

Interventions

Number of experimental conditions: 2

Description of Intervention 1: 8.5 x 11 inch 1-sided parent postcard (adopted from Project Sport Con-
sultation); a brief image-based print-mediated parent/caregiver message about communication on fit-
ness promotion and avoidance of alcohol. A series of 3 postcards were mailed
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Werch 2008 (continued)

Description of Intervention 2: 8.5 x 11 inch 2-sided adolescent flier integrating physical activity and
other health-promoting behaviours. A series of 3 fliers were mailed with similar but shorter messages
than those on the parental postcard, but with commercial quality images of healthy and active youth
with brief fitness and alcohol avoidance messages

Type of intervention: universal

Focus/target: alcohol use
Fidelity: NR

Dose: 65% of parents received at least 1 postcard and 53% received all 3 postcards; corresponding pro-
portions of adolescents receiving fliers were 70% and 59%, respectively; 95% of parents talked to their
children about the postcard, and 91% of teens liked the fliers

Duration/frequency: 3 wks (1 postcard or flier mailed per week)

Control: not applicable

Outcomes

Length of follow-up: 4 mo (post intervention)

Alcohol outcomes:

Stage of alcohol initiation based on stages of change theory

Length of alcohol use (ranging from 30 days or less to 6 months or more)
30 day alcohol frequency

30 day alcohol quantity

30 day alcohol heavy use

Alcohol problems

Funding and Declared
Conflicts of Interest

This manuscript was supported in part by grants from the National Institute on Alcohol Abuse and
Alcoholism (Grant #AA9283) and from the National Institute on Drug Abuse (Grant #DA018872 and
#DA019172). No information or declarations about potential conflicts of interest

Notes

Risk of bias

Bias

Authors' judgement  Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Not described

Allocation concealment
(selection bias)

Unclear risk Not described

Blinding of participants
and personnel (perfor-
mance bias)
All outcomes

High risk Blinding not possible due to the nature of the intervention

Blinding of outcome as-
sessment (detection bias)
All outcomes

High risk Self-reported

Incomplete outcome data
(attrition bias)
All outcomes

Low risk Attrition low, no differential attrition by group, imputation not described
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Selective reporting (re- Unclear risk No protocol or clinical trial registry available

porting bias)

Other bias Low risk Contamination not described and is unlikely

Recruitment to cluster Unclear risk Not applicable

Baseline imbalances Unclear risk Not applicable

Loss of clusters Unclear risk Not applicable

Incorrect analysis Unclear risk Not applicable

Compatability with indi- Unclear risk Not applicable

vidually randomised trials
(herd effect)

Winters 2012

Methods

Design: RCT

Follow-up: 6 & 12 mo (post randomisation)
Attrition: 1.3% (6 mo), 9.8% (12 mo)

Unit of randomisation: student

Participants

N of subjects randomised:
Int1:136

Int2:123

Ctrl: 56

Total N: 315

N of subjects at 12 mo:

Int1:122

Int2:114

Ctrl: 48

Total N: 284

Age: mean: 16.3 (SD = 1.4); range 12 to 18 yrs
Sex (male): 52%

Ethnicity: 68% White

Country: USA

Interventions

Number of experimental conditions: 3

Description of Intervention 1: Brief Intervention Adolescent (BI-A) involved 60 min sessions using mo-
tivational interviewing. Session 1 included eliciting information about students’ alcohol and other drug
use and related consequences, assessing their willingness to change, examining the pros and cons of
their use via the decisional balance exercise, and discussing what goals for change the student would
like to select and pursue. Session 2 included monitoring students’ progress in achieving goals, identify-
ing high-risk situations associated with drug use triggers, discussing strategies to deal with social pres-
sures to use drugs, assessing again willingness to change, and negotiating long-term goals

Description of Intervention 2: Brief Intervention Adolescent & Parent (BI-AP) involved 60 min ses-
sions using motivational interviewing, sessions 1 & 2 same as for BI-A but with youth only, session 3
for parent. The third session (for BI-AP) involves delivering the same Ml interviewing style to the prima-
ry parent or guardian and addressing their son's or daughter’s substance use problem, providing par-
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Winters 2012 (continued)

ent monitoring and supervision to promote progress towards their child’s intervention goals, and dis-
cussing healthy drug use behaviours and attitudes for the parent

Type of intervention: indicated (youth identified as abusing alcohol and drugs)

Focus/target: drug and alcohol use, parent monitoring
Fidelity: therapists covered 98% of key components of the intervention sessions

Dose: three students in the BI-AP group completed just 1 of their adolescent sessions (although the
parent session was completed in all of these cases), and 2 parents in the BIAP group did not complete
their single session (although the adolescent completed his/her sessions)

Duration/frequency: BI-A - 2 sessions with adolescents only, BIAP - 2 sessions with adolescents only
and 1 additional parent session; sessions 1 and 2 were separated by 7 to 10 days

Control: no programme

Outcomes

Length of follow-up: 6 & 12 mo (post randomisation)

Alcohol outcomes:

Number of alcohol use days in prior 90 days

Number of alcohol abuse symptoms present in prior 90 days
Number of alcohol dependency symptoms present in prior 90 days
Total abstinence from alcohol for prior 90 days (%)

Alcohol abuse symptoms absent for prior 6 months (%)

Alcohol dependency symptoms absent for prior 6 months (%)

Funding and Declared
Conflicts of Interest

Funding for the project provided by the National Insitute on Health. No information or declarations
about potential conflicts of interest

Notes

Risk of bias

Bias

Authors' judgement Support for judgement

Random sequence genera-  Low risk Urn randomisation procedure

tion (selection bias)

Allocation concealment Unclear risk Not described

(selection bias)

Blinding of participants High risk Blinding not possible due to the nature of the intervention
and personnel (perfor-

mance bias)

All outcomes

Blinding of outcome as- High risk Self-reported

sessment (detection bias)

All outcomes

Incomplete outcome data  Low risk Atrrition low, no differential attrition between groups, mention of handling of
(attrition bias) missing data not described

All outcomes

Selective reporting (re- Unclear risk No protocol or clinical trial registry available

porting bias)
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Winters 2012 (continued)

Other bias Low risk Contamination not described and is unlikely
Recruitment to cluster Unclear risk Not applicable
Baseline imbalances Unclear risk Not applicable
Loss of clusters Unclear risk Not applicable
Incorrect analysis Unclear risk Not applicable
Compatability with indi- Unclear risk Not applicable

vidually randomised trials
(herd effect)

Wolchik 2002

Methods

Design: RCT

Follow-up: 6 & 15 yrs (post randomisation)
Attrition: 9% (6 yrs), 19% (15 yrs)

Unit of randomisation: family

Participants

N of subjects randomised:
Int1: 83

Int2:81

Ctrl: 76

Total N: 240

N of subjects at 15 yrs:

Int1+Int2:134

Ctrl: 60

Total N: 194

Age: mean: 10.7 (SD=1.1); range 9 to 12 yrs
Sex (male): 50.5%

Ethnicity: 89% Non-Hispanic White
Country: USA

Interventions

Number of experimental conditions: 3

Description of Intervention 1 + 2: New Beginnings programme with 2 intervention arms analysed
together: Mother Plus Child Program (MPCP) and Mother Program (MP) - 11 group sessions including
videotaped modelling and role-plays used to teach skills, and weekly homework assignments focused
on practising programme skills. Particpants in MP also received 2 individual sessions to tailor the pro-
gramme to individual needs.

Type of intervention: selective (adolescents with divorced parents)

Focus/target: MP programme - improving the quality of the mother-child relationship, providing ef-
fective discipline, increasing fathers’ access to children, and reducing interparental conflict; MPCP pro-
gram - developing effective coping and reducing negative thoughts about divorce stressors

Fidelity: independent raters scored each programme segment using videotapes (1 = not at all com-
plete to 3 = complete); mean completion was 2.86 (SD = 0.39) and 3.00 (SD = 0.02) for mother and child
sessions, respectively

Dose: mothers attended an average of 77% of sessions, and children 78% of sessions
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Wolchik 2002 (continued)

Duration/frequency: groups met for 11 sessions for 1.75 hours per session (MP+MPCP) plus 2 individ-
ual sessions (MP only)

Control: 3 books about children's divorce adjustment and a syllabus to guide reading - 1 month inter-
vals

Outcomes

Length of follow-up: 15 yrs (post randomisation)

Alcohol outcomes:

Age started regular drinking

Binge drinking past year

Alcohol use past month (number of occasions used)

Alcohol withdrawal, dependence, abuse diagnosis (diagnostic interview), past 9 yrs

Alcohol withdrawal, dependence, abuse diagnosis (diagnostic interview), past 15 yrs

Funding and Declared
Conflicts of Interest

Funding for study provided by National Institutes of Mental Health. No information or declarations
about potential conflicts of interest

Notes
Risk of bias
Bias Authors' judgement  Support for judgement
Random sequence genera-  Low risk Randomisation software, developed by an individual not affiliated with the re-
tion (selection bias) search project, was designed to avoid large differences across experimental
conditions as families were sequentially enrolled
Allocation concealment Unclear risk Not described
(selection bias)
Blinding of participants High risk Blinding not possible due to the nature of the intervention
and personnel (perfor-
mance bias)
All outcomes
Blinding of outcome as- High risk Self-reported
sessment (detection bias)
All outcomes
Incomplete outcome data  Low risk Attrition low, no differential attrition by group, intention-to-treat analysis cited
(attrition bias)
All outcomes
Selective reporting (re- Unclear risk No protocol or clinical trial registry available
porting bias)
Other bias Low risk Contamination not described and is unlikely
Recruitment to cluster Unclear risk Not applicable
Baseline imbalances Unclear risk Not applicable
Loss of clusters Unclear risk Not applicable
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Incorrect analysis Unclear risk Not applicable
Compatability with indi- Unclear risk Not applicable

vidually randomised trials
(herd effect)

Wu 2003

Methods

Design: cluster RCT

Follow-up: 6 & 12 mo (post intervention)
Attrition: 26% (6 mo), 29% (12 mo)

Unit of randomisation: community centre

Clustering effect adjusted: no

Participants

N of clusters (subjects) randomised:
Int 1: NR (496)

Int2: NR (321)
Total N: 35 (817)
N of clusters (subjects) at 12 mo:

Int 1: NR (337)

Int 2: NR (243)

Total N: 35 (580)

Age: median: 14; range 12 to 16 yrs
Sex (male): 42%

Ethnicity: 100% African American
Country: USA

Interventions

Number of experimental conditions: 2

Description of Intervention 1: Focus On Kids + Informed Parents & Children Together (FOK + IMPACT)
FOK = HIV risk reduction intervention delivered by a group leader with an assistant group leader; 8
sessions - sex, drugs, alcohol, drug-selling, group session with youths. IMPACT =20 minute video on
parental monitoring & communication in the home, role-playing, discussion. Boosters for FOK were
conducted immediately after 6-month follow-up and at 10 months among youths only. Booster ses-
sions consist of a review of activities that had been done in the primary sessions and the addition of a
few new activities that reviewed the content of the original programme

Description of Intervention 2: Focus On Kids (FOK), as described for Intervention 1

Type of intervention: selective (low-income areas)

Focus/target: FOK aims to reduce the risk of HIV, and IMPACT aims to increase parental monitoring and
communication

Fidelity: NR

Dose: NR

Duration/frequency: FOK - 8 sessions; IMPACT - 20 min video + 2 instructor-led role-plays; Boosters at
6 & 10 months amongst youth

Control: not applicable

Outcomes Length of follow-up: 6 & 12 mo (post intervention)
Alcohol outcomes:
Drank alcohol (yes/no) in previous 6 months
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Wu 2003 (Continued)

Funding and Declared
Conflicts of Interest

Funding provided through National Institutes of Mental Health. No information or declarations about
potential conflicts of interest

Notes

Risk of bias

Bias Authors' judgement  Support for judgement

Random sequence genera-  Unclear risk Not described

tion (selection bias)

Allocation concealment Unclear risk Not described

(selection bias)

Blinding of participants High risk Blinding of participants and personnel not possible due to the nature of the in-

and personnel (perfor- tervention.

mance bias)

All outcomes

Blinding of outcome as- High risk Self-reported; blinding of participants and personnel not possible due to the

sessment (detection bias) nature of the intervention

All outcomes

Incomplete outcome data ~ High risk Attrition high, no differential attrition between groups, no differential attrition

(attrition bias) between completers and non-completers

All outcomes

Selective reporting (re- Unclear risk No protocol or clinical trial registry available

porting bias)

Other bias Low risk Contamination not described and is unlikely

Recruitment to cluster Low risk Clusters randomised after participant recruitment

Baseline imbalances Low risk Baseline imbalances accounted for in analysis

Loss of clusters Low risk No report of loss of entire clusters

Incorrect analysis Low risk Analysis not sufficiently adjusted for clustering; review authors performed an
alternative adjustment

Compatability with indi- Unclear risk Unable to determine if herd effect exists

vidually randomised trials
(herd effect)

Wurdak 2017

Methods

Design: RCT

Follow-up: 4 wks post randomisation (immediately post intervention)
Attrition: 44% adolescents, 26% parents (4 wks)
Unit of randomisation: parent

Clustering effect adjusted: not applicable

Participants

N of subjects randomised:
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Wurdak 2017 (Continued)

Int: 310 parents; 153 adolescents

Ctrl: 321 parents; 158 adolescents
Total N: 631 parents; 311 adolescents
N of subjects at 4 wks:

Int: 231 parents; 84 adolescents

Ctrl: 236 parents; 89 adolescents
Total N: 467 parents; 173 adolescents
Age: mean 15.0 (SD=1.1)

Sex (male): 60.8%

Ethnicity: NR

Country: Germany

Interventions Number of experimental conditions: 2

Description of Intervention: 4 weekly emails to parents with a short introductory text and a video clip,
atimetable, and a 4-page PDF document containing different chapters. Chapters contain information
and practical parenting advice for everyday life and an exercise focusing on basic skills and parenting
variables

Type of intervention: universal

Focus/target: excessive alcohol consumption, parents' alcohol-related knowledge, self-efficacy, and
parenting skills
Fidelity: NR

Dose: four weekly emails, % NR
Duration/frequency: 4 weeks
Control: waitlist control

Outcomes Length of follow-up: 4 weeks post randomisation (immediately post intervention)
Alcohol outcomes:
Frequency of drinking (last 30 days)
Frequency of heavy episodic drinking (last 30 days, 5 or more alcoholic drinks)

Frequency of drunkenness (last 30 days; how many occasions have you been intoxicated from drinking
alcoholic beverages...)

Funding and Declared The study received financial support from the University of Bamberg, the Federal Health Ministry, in
Conflicts of Interest Bavaria (grant nos: 55.2-2682.01-4/12 and 55.2-2682.01-4/13) and the health insurer AOK Study authors
declare no conflicts of interest

Notes

Risk of bias

Bias Authors' judgement Support for judgement
Random sequence genera-  Unclear risk Not described

tion (selection bias)

Allocation concealment Unclear risk Not described
(selection bias)

Blinding of participants High risk Blinding not possible due to the nature of the intervention
and personnel (perfor-
mance bias)
Family-based prevention programmes for alcohol use in young people (Review) 125

Copyright © 2019 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



= COCh rane Trusted evidence.
o § d decisions.
N LI b ra ry g‘e;::'leleal:l:.lswns

Cochrane Database of Systematic Reviews

Wurdak 2017 (Continued)
All outcomes

Blinding of outcome as- High risk Self-reported
sessment (detection bias)
All outcomes

Incomplete outcome data  High risk Attrition high, differential attrition by group minimal, some differential attri-
(attrition bias) tion by characteristics

All outcomes

Selective reporting (re- Low risk Reported outcomes are consistent with the German clinical trial registry: iden-
porting bias) tifier: DRKS00007763

Other bias Low risk Contamination not described and is unlikely

Recruitment to cluster Unclear risk Not applicable

Baseline imbalances Unclear risk Not applicable

Loss of clusters Unclear risk Not applicable

Incorrect analysis Unclear risk Not applicable

Compatability with indi- Unclear risk Not applicable

vidually randomised trials

(herd effect)

ABI: Abstinence Based Incentives.

BFST: Brief Family Strategic Therapy.

BI-A: Brief Intervention Adolescent.

BI-AP: Brief Intervention Adolescent & Parent.
BPI: Brief Prevention Intervention.

CAPR: Children and Parent Relations.

CBT: cognitive-behavioural therapy.

CC: classroom-centred.

CDP: CD-ROM + Parent programme.

Ctrl: control.

D.A.R.E.: Drug Abuse Resistance Education.
ESC: Enhanced Standard Care.

ESI: Extended Services Intervention.

FCU: Family Check-Up.

FEI: Family Empowerment Intervention.

FOF: Focus On Families.

FOK: Focus On Kids.

FSP: Family-School Partnership.

FU: follow-up.

HRIDAY: Health-Related Information and Dissemination Among Youth.
IMI: individual motivational interview.
IMPACT: Informed Parents & Children Together.
Int: intervention.

ISFP: lowa Strengthening Families Program.
LST: life skills training.

MDFT: Multi-Dimensional Family Therapy.
MET: motivational enhancement therapy.

MI: motivational interview.

MITI: Motivational Interviewing Treatment Integrity.
MP: Mother Program.

MPCP: Mother Plus Child Program.

NR: not reported.
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OPP: Orebro Prevention Program.

PDFY: Preparing for Drug Free Years.

PE: psychoeducation.

Pl: parent intervention.

PT: parent training.

PWC: Parents Who Care.

PWC-PA: Parents Who Care Parent & Adolescent format.
PWC-SA: Parents Who Care Self-administered.

RCT: randomised controlled trial.

SAAF: Strong African American Families programme.
SD: standard deviation.

SES: socioeconomic status.

SFP: Strengthening Families Program.

Sl: student intervention.

SMC: Substance Monitoring Contract.

STRIVE: Support To Reunite, Involve and Value Each Other.

Cochrane Database of Systematic Reviews

Characteristics of excluded studies [ordered by study ID]

Study Reason for exclusion
Adolfsen 2017 No alcohol outcome
Allen 2007 No alcohol outcome

Andreasson 2007

Intervention not parent/family

Anonymous 2013

Inappropriate design - not a randomised controlled trial

Barrett 2012

Intervention not parent/family

Bauman 2001

No alcohol outcome

Bauman 2001a

No alcohol outcome

Biglan 2000

Intervention not parent/family

Bobrowski 2014

Intervention not parent/family

Brody 2004 No alcohol outcome
Brody 2005 Inappropriate design - no isolation of parent/family intervention
Brown 2014 No alcohol outcome
Byrnes 2010 No alcohol outcome

Calabria 2013

Inappropriate design - not a randomised controlled trial

Chilenski 2016

No alcohol outcome

Cohen 1995 Inappropriate design - not a randomised controlled trial
Connell 2007 Intervention not parent/family
Conrod 2009 Intervention not parent/family
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Study

Reason for exclusion

Conrod 2011

Intervention not parent/family

de Leeuw 2014

No alcohol outcome

DeGarmo 2009

Intervention not parent/family

Donovan 2012

Inappropriate participants - age

Ennett 2001

No alcohol outcome

Epstein 2008

No alcohol outcome

Faggiano 2007

Inappropriate design - no isolation of parent/family intervention

Fernandez 2011

Inappropriate participants - age

French 2008

No alcohol outcome

Gerrard 2006

No alcohol outcome

Gordon 2008

Intervention not for alcohol

Grossbard 2010

Inappropriate participants - age

Haggerty 2006

No alcohol outcome

Hallgren 2011

Intervention not parent/family

Hawkins 2012

Intervention not parent/family

Hogue 2006

No alcohol outcome

Ingels 2013

Inappropriate design - no isolation of parent/family intervention

Jackson 2016

No alcohol outcome

Jones 2007 Inappropriate design - no isolation of parent/family intervention
Komro 2006 No alcohol outcome

Komro 2017 Intervention not parent/family

Koning 2011 No alcohol outcome

Koning 2012 No alcohol outcome

Koning 2014 No alcohol outcome

Koning 2015 No alcohol outcome

Koning 2016 No alcohol outcome

Kosterman 2001

No alcohol outcome

Koutakis 2008

Inappropriate design - not a randomised controlled trial
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Study

Reason for exclusion

Liddle 2001

No alcohol outcome

Litrownik 2000

No alcohol outcome

Lowman 2004

Inappropriate design - not a randomised controlled trial

Malmberg 2014

Inappropriate design - no isolation of parent/family intervention

Mares 2011

No alcohol outcome

McGillicuddy 2015

Intervention not for alcohol

Newton 2012

Intervention not parent/family

Pentz 1989

Intervention not parent/family

Perry 1993

Intervention not parent/family

Perry 1996

Intervention not parent/family

Perry 2000

Intervention not parent/family

Perry 2002

Intervention not parent/family

Romero 2017

No adolescent alcohol outcomes

Rowe 2008

Inappropriate design - not a randomised controlled trial

Shortt 2007

Intervention not parent/family

Simons-Morton 2005

Intervention not parent/family

Simons-Morton 2005a

Intervention not parent/family

Spoth 2002a

No alcohol outcome

Spoth 2007 Intervention not parent/family
Spoth 2013 Inappropriate design - no isolation of parent/family intervention
Spoth 2014 Intervention not parent/family

Stanton 2004

No alcohol outcome

Stigler 2006

Intervention not parent/family

Teesson 2013

Intervention not parent/family

Tomczyk 2015

Intervention not parent/family

Turrisi 2013

Inappropriate participants - age

University of Minnesota 2015

No alcohol outcome

University of Minnesota 2018

No alcohol outcome
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Study

Reason for exclusion

University of Rhode Island 2011

Intervention not parent/family

Valentine 1998

Intervention not parent/family

Verdurmen 2014

No alcohol outcome

Vermeulen-Smit 2014

No alcohol outcome

Veronneau 2016

Intervention not parent/family

Watson 2017

No alcohol outcome

Werch 1998 Inappropriate design - no isolation of parent/family intervention
Werch 1999 Intervention not parent/family

Werch 2003 Inappropriate design - no isolation of parent/family intervention
Werch 2010 Intervention not parent/family

Williams 1995 No alcohol outcome

Williams 2001 Intervention not parent/family

Wolchik 2003 No alcohol outcome

Zanetta 2008

Inappropriate design - not a randomised controlled trial

Characteristics of studies awaiting assessment [ordered by study ID]

Danielson 2016

Methods

Participants

Interventions

Outcomes

Notes No full text available to determine eligibility
Ford 2018

Methods Randomised controlled trial

Participants Adolescents aged 14 to 15 years and their parents

Interventions Sex intervention, alcohol intervention, control

Outcomes Ful text not available to determine alcohol outcome reporting
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Ford 2018 (continued)

Notes No full text available to determine eligibility - conference abstract only

Noel 2015

Methods

Participants

Interventions

Outcomes

Notes No full text available to determine eligibility

Winters 2015

Methods

Participants

Interventions

Outcomes

Notes No full text available to determine eligibility

Characteristics of ongoing studies [ordered by study ID]

Allen 2012
Trial name or title Immigrant Family Skills-Building to Prevent Tobacco Use in Latino Youth: Study Protocol for a
Community-Based Participatory Randomized Controlled Trial
Methods Randomised controlled trial
Participants 336 Latino families including 1 adolescent aged 10 to 14 years
Interventions Intervention: the Padres Informados/J6venes Preparados (PI/JP) curriculum aims to develop
strong parenting practices and to facilitate relationship-building between parents and youth, while
emphasising Latino cultural values, navigation in multiple cultures, and environmental risks relat-
ed to socioeconomic circumstances
Control: waitlist (received intervention 6 months after intervention group)
Outcomes Past 30 days alcohol use
Starting date NR
Contact information Michele Allen, University of Minnesota; miallen@umn.edu
Notes ClinicalTrials.gov identifier: NCT01442753
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Bukstein 2006

Trial name or title Home-Based Behavioral Therapy (HBT): Psychosocial Intervention Project for Early Adolescents
With Pre- or Early Substance Use Disorder: Phase Il

Methods Randomised controlled trial

Participants 36 adolescents aged 11 to 14 years with a DSM-IV disruptive behaviour disorder diagnosis and using
1 or more substances regularly

Interventions Intervention: adolescent skills, parent management, parent-adolescent negotiation, acute treat-
ment for 12 weeks followed by 3 monthly booster sessions

Control: treatment as usual

Outcomes Rates of substance use and disruptive behaviours
Starting date Actual start date: January 2006
Contact information Oscar Bukstein, University of Pittsburgh
Notes ClinicalTrials.gov identifier: NCT00280228
Conrod 2017
Trial name or title Inter-Venture: A Cluster Randomized Controlled Trial Investigating the Effect of School-Based Per-

sonality-Targeted Interventions and Collaborative Youth Mental Health Care

Methods Randomised controlled trial

Participants 4000 adolescents aged 12 to 17 years recruited from public or private schools offering courses from
grade 7 to grade 11

Interventions Intervention 1: Preventure, Equipe and Inter-Action. Preventure is a personality-targeted interven-
tion conducted using manuals that incorporate psychoeducational, motivational enhancement
therapy and cognitive-behavioural components. The Equipe programme is for groups of parents
of 13- to 18-year-old adolescents. It uses a coping modelling problem-solving process in which par-
ents are the key players in developing problem-solving strategies and includes group workshops
addressing communication, conflict resolution, co-operative transitions, negotiating, house rules,
monitoring, consequences for serious problems, and problem-solving. Inter-Action services is an
intervention model designed to provide integrated services for youth with significant symptoms of
mental health problems, substance misuse, and/or psychosocial difficulties. It may include cogni-
tive-behavioural therapy, motivational interviews, dialectic behavioural therapy, and family inter-
ventions provided by multi-disciplinary teams of professionals

Intervention 2: Preventure and Equipe, as described for Intervention 1

Control: treatment as usual

Outcomes Alcohol and drug problems in adolescents assessed by the DEP-ADO, a self-report measure of age
of onset, frequency, and consequences of alcohol and illicit drug use in adolescents

Starting date Actual start date: April 2017
Contact information Patricia Conrod, CHU Sainte-Justine Research Center; patricia.conrod@umontreal.ca
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Conrod 2017 (Continued)

Notes ClinicalTrials.gov identifier: NCT03114007
Ford 2015
Trial name or title A Pilot Efficacy and Implementation Study of the Patients, Parents and Professionals Partnering to

Improve Adolescent Health (P4) Intervention

Methods Randomised controlled trial
Participants Youth aged 14 to 17 years from the CHOP primary care network
Interventions Intervention 1: sexual health for parents of adolescents aged 14 to 15, psychoeducational work-

book, worksheets, tip sheets, and health coaching sessions about sexual health, STD prevention,
and safe sex practices for teenagers

Intervention 2: alcohol prevention for parents of adolescents aged 14 to 15, psychoeducational
workbook, worksheets, tip sheets, and health coaching sessions about alcohol prevention and
safety, underage drinking, and drinking and driving

Control for Interventions 1 and 2: sexual health and alcohol control group, usual care well-child ap-
pointment

Intervention 3: teen driving for parents of adolescents aged 16 to 17, psychoeducational workbook,
worksheets, videos, tip sheets, and health coaching sessions about how parents can help super-
vise their teens' safe driving practices and can talk with their teen about important safety topics for
teen drivers

Control for Intervention 3: teen driving control group, usual care well-child appointment

Outcomes Quality of parent-teen communication about alcohol
Starting date Actual start date: January 2016
Contact information Carol Ford, Children's Hospital of Philadelphia
Notes ClinicalTrials.gov identifier: NCT02554682
Hops 2012
Trial name or title Early Intervention for Minors in Possession of Alcohol/Drugs: A Feasibility Study
Methods Randomised controlled trial
Participants 280 adolescents 13 to 17 years old charged with a drug-related offense
Interventions Intervention 1: Motivational Enhancement Therapy for adolescents, Parenting Wisely for parents

Intervention 2: Motivational Enhancement Therapy for adolescents
Intervention 3: Drug Education for adolescents, Parenting Wisely for parents

Intervention 4: Drug Education for adolescents

Outcomes Adolescent substance use and related problems assessed using the Time Line Follow Back Ques-
tionnaire
Family-based prevention programmes for alcohol use in young people (Review) 133
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Hops 2012 (Continued)

Starting date

Actual start date: July 2011

Contact information

Hyman Hops, Oregon Research Institute

Notes

ClinicalTrials.gov identifier: NCT01616212

Kogan 2018

Trial name or title

Strong African American Families STEPS Project (SAAF-STEPS)

Methods

Randomised controlled trial

Participants

African American youth aged 11 to 15

Interventions

A 4-arm trial, with participants receiving a preadolescent intervention only, a mid-adolescent inter-
vention only, both preadolescent and mid-adolescent interventions, or no intervention

Intervention 1: Pre-Adolescent Strong African American Families (SAAF) at age 11 to 12 (7-session
family skills training programme)

Intervention 2: SAAF Teen delivered at age 14 to 15 (5-session family skills training programme)
Intervention 3: SAAF (age 11 to 12) and SAAF-T (age 14 to 15)

Control: no intervention

Outcomes

Alcohol use in past 3 months; youth completing this single item from Monitoring the Future Study,
assessing the frequency of alcohol use in the past 3 months. An ordinal response scale ranges from
0 (none) to 6 (30 or more times). Higher response numbers indicate worse outcomes (more alcohol
use)

Starting date

Actual start date: 10 December 2012

Contact information

Steve Kogan, University of Georgia

Notes

ClinicalTrials.gov Identifier: NCT03590132

McCart 2017

Trial name or title

Experimental Mediation Research Aimed at Enhancing Adolescent Substance Abuse Treatment

Methods

Randomised controlled trial

Participants

172 adolescents aged 12 to 17 years with a current substance use disorder

Interventions

Intervention: enhanced Contingency Management (CM+); standard CM uses behaviour modifica-
tion and cognitive-behavioural strategies to target adolescent substance use. The provider con-
ducts Antecedent-Behavior-Consequence assessments of the youth's substance use with both
youth and caregiver. Results of the ABC assessment inform self-management planning and drug
refusal skills training. A contract is established with the family, which provides the youth with re-
wards/privileges for negative drug and alcohol tests, and disincentives (e.g. extra chores) for posi-
tive tests. These steps are repeated until continued abstinence is achieved. CM typically is 12 to 16
weeks in duration
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In addition to standard CM, CM+ includes the behavioural assessment and teaching system from
Parent Management Training Oregon (PMTO). PMTO includes daily parent reports on youth behav-
iour, anti-coercive problem-solving, and structured learning, as well as in vivo practice of new par-
enting techniques

Control: standard Contingency Management (CM), as described for standard CM

Outcomes

Youth Urine Drug/Alcohol Screening for alcohol metabolites (ethyl glucuronide, ethyl sulfate)

Frequency of substance use and substance-related problems as measured by the Global Appraisal
of Individual Needs (youth-report)

Starting date

Anticipated start date: March 2018

Contact information

Michael McCart, Oregon Social Learning Center; MikeM@oslc.org

Notes

ClinicalTrials.gov identifier: NCT03249350

Mello 2016

Trial name or title

An e-Parenting Skills Intervention to Decrease Injured Adolescents' Alcohol Use

Methods

Randomised controlled trial

Participants

Adolescents aged 12 to 17 admitted to the trauma service with a positive screening for alcohol or
drug use

Interventions

Intervention: standard care plus e-parenting group; standard care is a brief intervention provided
by a trauma centre social worker. The parent receives an e-parenting skills intervention consisting
of an online parent training programme - Parenting Wisely (PW), plus text messaging and a web-
based message board

Control: standard trauma centre care as described for the intervention group

Outcomes

Alcohol use will be measured by the Adolescent Drug Questionnaire (numbers of drinking days and
heavy drinking days in the past 3 months)

Alcohol- and drug-related problems will be measured by 9 questions from the Add Health Survey
(frequency of psychosocial and health consequences associated with alcohol and drug use over the
prior 3-month period)

Starting date

Actual start date: September 2015

Contact information

Michael Mello, Injury Prevention Center, Rhode Island Hospital

Notes

ClinicalTrials.gov identifier: NCT02718508

Miller 2009

Trial name or title

Adolescent Family-Based Alcohol Prevention

Methods

Randomised controlled trial
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Miller 2009 (continued)

Participants Families who were members of one of 4 Kaiser Permanente medical centres in Northern California
(Oakland, Vallejo, San Francisco, and Walnut Creek) at the time the sample was drawn, who had an
11- or 12-year-old child

Interventions All groups received an informational pamphlet about youth alcohol and other drug use

Intervention 1: Family Matters prevention programme with 4 booklets for families to do at home
with their child

Intervention 2: Strengthening Families Program (SFP) prevention programme with 7 weekly group
sessions for parent and child

Half of the families were able to choose (rather than be assigned) either Intervention 1 or 2

Control: no programme other than the information pamphlet described above

Outcomes Youth alcohol and other drug use
Starting date Actual start date: April 2005
Contact information Brenda Miller, Pacific Institute for Research and Evaluation
Notes ClinicalTrails.gov identifier: NCT00858065
Miller 2018
Trial name or title Family Based Prevention of Alcohol and Risky Sex for Older Teens
Methods Randomised controlled trial
Participants Parents and 16- or 17-year-old teens
Interventions Intervention: Smart Choices 4 Teens - a web-based intervention consisting of 3 main components

(Communication, Alcohol, Relationships) provided to both parents and teens and completed by
parents and teens individually. At the end of each component, discussion guidelines were given to
promote communications and to offer skills-building practices between parent and teen regarding
the component topic. Both parents and teens were required to complete the component and dis-
cussion before moving to the next component

Control: no intervention

Outcomes Change in alcohol use over time [ Time Frame: baseline, 6, 12, and 18 months ] Change in preva-
lence of use ever, past 6 months, past 30 days

Change in parent-teen (general) communications over time [ Time Frame: baseline, 6, 12, and 18
months ] Changes in the quality of general communication from baseline to post-intervention time
periods

Change in parent-teen communications regarding teen alcohol use over time [ Time Frame: base-
line, 6,12, and 18 months ] Count of topics covered (consequences of drinking, expectations for
teen alcohol use, refusal strategies, rules) from baseline to post-intervention time periods

Change in parent-teen discussions about safe drinking for teens over time [ Time Frame: baseline,
6,12, and 18 months ] Changes in parental approval of teen drinking in moderation or under cer-
tain conditions, from baseline to post-intervention time periods
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Miller 2018 (continued)

Change in parent-teen communications about social host laws over time [ Time Frame: baseline,
6,12, and 18 months ] Changes in prevalence/frequency of communications about laws from base-
line to post-intervention time periods

Starting date

Actual start date: April 2015

Contact information

Brenda Miller, Pacific Institute for Research and Evaluation

Notes

ClinicalTrials.gov identifier: NCT03521115

Rowe 2010

Trial name or title

Family Intervention for Teen Drinking and Alcohol-Related Crises in the ER

Methods

Randomised controlled trial

Participants

Adolescents aged 12 to 18 years who present to the ER or trauma unit with alcohol problems

Interventions

Intervention 1: Multi-dimensional Family Therapy, an outpatient family-based treatment including
two 60- to 90-minute sessions per week for 3 months plus homework and phone contacts as need-
ed

Intervention 2: Family Motivational Interviewing, with youth and parents receiving 2 sessions in
their home within 72 hours of the ER incident and with youth also provided standard care as de-
scribed for the control group

Control: standard care, two 90-minute group sessions per week for 3 months

Outcomes

Alcohol use/abstinence

Starting date

Actual start date: November 2010

Contact information

Cynthia Rowe, University of Miami

Notes

ClinicalTrials.gov identifier: NCT01229748

Segrott 2014

Trial name or title

Preventing Substance Misuse: Study Protocol for a Randomised Controlled Trial of the Strengthen-
ing Families Programme 10-14 UK (SFP 10-14 UK)

Methods

Cluster-randomised controlled trial

Participants

Families with children aged 10 to 14 in 7 geographical areas of Wales

Interventions

Intervention: SFP 10-14 UK programme in addition to usual care with full access to existing ser-
vices. The programme comprises 7 weekly sessions of 2 hours and is delivered in a range of com-
munity venues by a multi-agency team of trained professionals. Each session includes an hour dur-
ing which parent sessions and young people sessions are conducted separately, followed by a sec-
ond combined family hour. Typically the first hour focuses on skills (e.g. peer resistance for young
people, parenting for parents), and the second hour is designed to enable parents and young peo-
ple to focus on communication skills, to recognise family strengths, and to practise skills covered in
the first hour
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Segrott 2014 (Continued)

Control: usual care with full access to existing services. No defined programme of usual care

Outcomes Primary outcomes concerned with youth alcohol use prevalence and drunkenness prevalence; sec-
ondary outcomes concerned with long-term alcohol/tobacco/substance behaviours; tertiary out-
comes concerned with health and family well-being, and with substance use initiation

Starting date NR
Contact information Jeremy Segrott
Notes Current Controlled Trials identifier: ISRCTN63550893.

Sheidow 2017

Trial name or title Improving Access to Substance Abuse Evidence-Based Practices for Youth in the Justice System:
Strategies Used by JPOs

Methods Randomised controlled trial
Participants 504 youth aged 12 to 17 years with a newly opened probation case
Interventions Intervention: Contingency Management (CM): CM uses behaviour modification and cognitive-be-

havioural strategies to target adolescent substance use. The provider (juvenile probation officer)
conducts Antecedent-Behavior-Consequence assessments of the youth's substance use with both
youth and caregiver. Results of the ABC assessment inform self-management planning and drug
refusal skills training. A contract is established with the family, which provides the youth with re-
wards/privileges for negative drug and alcohol tests, and disincentives (e.g. extra chores) for posi-
tive tests. These steps are repeated until continued abstinence is achieved. CM typically is 12 to 16
weeks in duration

Control: standard services that a young person would receive while under probation supervision in
the state of Oregon

Outcomes Youth Urine Drug/Alcohol Screening for alcohol metabolites (ethyl glucuronide, ethyl sulfate)

Frequency of substance use and substance-related problems as measured by the Global Appraisal
of Individual Needs (youth-report)

Starting date Anticipated start date: October 2017
Contact information Ashli Sheidow, Oregon Social Learning Center; AshliS@oslc.org
Notes ClinicalTrials.gov identifier: NCT03015805

Spirito 2017b

Trial name or title Computer-Assisted Brief Intervention Protocol for Marijuana-Using Juvenile Offenders

Methods Randomised controlled trial

Participants 80 adolescents aged 14 to 17 with a positive result for marijuana use on intake

Interventions Intervention: computer counselling, a computer-assisted motivational intervention called e-toke

plus an online parenting programme called Parenting Wisely
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Contol: standard care, referral to counselling for substance use

Outcomes

Total number of alcohol use days assessed by the Time Line Follow Back interview

Alcohol use problems assessed by items from the Add Health longitudinal study

Starting date

Estimated start date: October 2017

Contact information

Anthony Spirito, Brown University; anthony_spirito@brown.edu

Notes

ClinicalTrials.gov identifier: NCT03107117

Stanton 2007

Trial name or title

Family and Group Therapies for Adolescent Alcohol Abuse

Methods

Randomised controlled trial

Participants

Adolescents aged 13 to 17 years with a DSM-IV diagnosis of alcohol abuse or alcohol dependence

Interventions

Intervention 1: adolescent group therapy

Intervention 2: transitional family therapy

Outcomes

Alcohol use

Starting date

Actual start date: July 1999

Contact information

Morris Stanton, The Morton Center

Notes

ClinicalTrials.gov identifier: NCT00484367

Whitbeck 2016

Trial name or title

A Randomized Control Trial (RCT) of a Family-Centered Ojibwe Substance Abuse Prevention

Methods

Randomised controlled trial

Participants

1500 youth aged 8 to 10 years from Anishinaabe communities

Interventions

Intervention: Bii-Zin-Da-De-Dah (Listening to One Another) Intervention. Bii-Zin-Da-De-Dah (Listen-
ing to One Another) is an American Indian adaptation of the lowa Strengthening Families Program
(now called the Strengthening Families Program). The programme is 14 weeks in duration. The first
4 weeks of the programme is oriented towards Anishinaabe cultural traditions and the traditional
Anishinaabe family. Weeks 5 through 8 focus on identifying feelings and learning how to manage
negative feelings such as anger and sadness in positive ways. The last 6 weeks of the programme
focuses on outside influences and ways to build positive support systems

Control: no intervention

Outcomes

Frequency of alcohol use

Starting date

Actual start date: January 2017
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Contact information

Trusted evidence.
Informed decisions.
Better health.

Cochrane Database of Systematic Reviews

Leslie Whitbeck, University of Nebraska Lincoln

Notes

ClinicalTrials.gov identifier: NCT02700035

ER: emergency room.
NR: not reported.
STD: sexually transmitted disease.

DATA AND ANALYSES

Comparison 1. Any parent/family intervention vs no intervention/standard care

Outcome or subgroup title No. of No. of Statistical method Effect size

studies partici-

pants

1 Alcohol use_Prevalence 12 7490 Std. Mean Difference (Random, 95% Cl) 0.00 [-0.08, 0.08]
2 Alcohol use_Frequency 8 1835 Std. Mean Difference (Random, 95% Cl) -0.31[-0.83,0.21]
3 Alcohol use_Volume 5 1825 Std. Mean Difference (Random, 95% Cl) -0.14[-0.27, 0.00]
4 Sensitivity_RoB_Alcohol 5 1733 Std. Mean Difference (Random, 95% Cl) -0.12[-0.35,0.11]
use_Prevalence
5 Subgroup_universal_Alcohol 10 7133 Std. Mean Difference (Random, 95% Cl) 0.02 [-0.06, 0.11]
use_Prevalence
6 Subgroup_selective/indicat- 2 357 Std. Mean Difference (Random, 95% Cl) -0.16 [-0.36, 0.05]
ed_Alcohol use_Prevalence
7 Subgroup_low intensity_Alco- 6 Std. Mean Difference (Random, 95% Cl) -0.01[-0.10, 0.08]
hol use_Prevalence
8 Subgroup_>12 months_Alcohol 11 Std. Mean Difference (Random, 95% Cl) 0.00 [-0.08, 0.09]
use_Prevalence
9 Subgroup_ethnicity minori- 3 325 Std. Mean Difference (Random, 95% Cl) -0.20[-0.42, 0.02]
ty_Alcohol use_Prevalence
10 Subgroup_ethnicity majori- 9 Std. Mean Difference (Random, 95% Cl) 0.03[-0.06, 0.11]
ty/caucasian_Alcohol use_Preva-
lence
11 Subgroup_no weekly or heavy 9 Std. Mean Difference (Random, 95% Cl) 0.01[-0.12,0.13]
drinking_Alcohol use_Prevalence
12 Sensitivity_RoB_Alcohol 5 1488 Std. Mean Difference (Random, 95% Cl) 0.09 [-0.24, 0.43]
use_Frequency
13 Subgroup_universal_Alcohol 3 1090 Std. Mean Difference (Random, 95% Cl) 0.18 [-0.40, 0.75]
use_Frequency
14 Subgroup_selective/indicat- 5 745 Std. Mean Difference (Random, 95% Cl) -0.65[-1.64, 0.33]

ed_Alcohol use_Frequency
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Outcome or subgroup title No. of No. of Statistical method Effect size
studies partici-
pants
15 Subgroup_>12 months_Alco- 8 1835 Std. Mean Difference (Random, 95% Cl) -0.31[-0.83,0.21]

hol use_Frequency

16 Subgroup_ethnicity minori- 3 1037 Std. Mean Difference (Random, 95% Cl)
ty_Alcohol use_Frequency

-1.19[-2.83, 0.46]

17 Subgroup_ethnicity majori- 5 798 Std. Mean Difference (Random, 95% Cl) 0.15[-0.13, 0.43]
ty/caucasian_Alcohol use_Fre-

quency

18 Subgroup_no binge_Alcohol 7 1519 Std. Mean Difference (Random, 95% Cl) -0.37[-1.01, 0.27]

use_Frequency

19 Sensitivity_RoB_Alcohol 4 1397 Std. Mean Difference (Random, 95% Cl) -0.15[-0.32,0.03]
use_Volume

20 Subgroup_universal_Alcohol 3 1481 Std. Mean Difference (Random, 95% Cl) -0.21[-0.32,-0.10]
use_Volume

21 Subgroup_selective/indicat- 2 344 Std. Mean Difference (Random, 95% Cl) 0.06 [-0.15, 0.27]

ed_Alcohol use_Volume

22 Subgroup_>12 months_Alco- 3 988 Std. Mean Difference (Random, 95% Cl)
hol use_Volume

-0.16 [-0.35, 0.02]

23 Subgroup_ethnicity_minori- 3 1081 Std. Mean Difference (Random, 95% Cl)
ty_Alcohol use_Volume

-0.24 [-0.36, -0.12]

24 Subgroup_ethnicity majori- 2 744 Std. Mean Difference (Random, 95% Cl) -0.01[-0.17,0.15]
ty/caucasian_Alcohol use_Vol-

ume

25 Subgroup_female only_Alco- 2 1053 Std. Mean Difference (Random, 95% Cl) -0.25[-0.37,-0.13]

hol use_Volume

Analysis 1.1. Comparison 1 Any parent/family intervention vs no
intervention/standard care, Outcome 1 Alcohol use_Prevalence.

Study or subgroup Any fam- Stan- Std. Mean Std. Mean Difference Weight Std. Mean Difference

ily inter- dard care Difference

vention

N N (SE) IV, Random, 95% CI IV, Random, 95% Cl
Baldus 2016 132 125 -0.1(0.124) —_— 6.9% -0.11[-0.35,0.13]
Bauman 2002 531 604 0.2 (0.06) — 13.18% 0.16[0.04,0.28]
Bodin 2011 893 859 -0 (0.048) — 14.61% -0.01[-0.1,0.09]
Brody 2006 44 34 .5(0.229) —_—t 2.74% -0.47[-0.92,-0.02]
Catalano 1999 57 43 .3(0.203) e 3.36% -0.29[-0.69,0.11]
Foxcroft 2017 174 154 .1(0.111) - 7.88% 0.15[-0.07,0.36]
Haggerty 2007 84 79 .1(0.162) —tT 4.78% -0.15[-0.47,0.17]
Koning 2009 689 779 .1(0.052) ‘ ‘ —4 ‘ ‘ 14.07% -0.08[-0.19,0.02]
Favours intervention -1 0.5 0 05 1 Favours no intervention
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Study or subgroup Any fam- Stan- Std. Mean Std. Mean Difference Weight Std. Mean Difference

ily inter- dard care Difference

vention

N N (SE) IV, Random, 95% CI IV, Random, 95% Cl
Mares 2016 680 669 0(0.055) - 13.8% 0[-0.11,0.11]
Riesch 2012 44 40 0.1(0.219) — 2.98% -0.05[-0.48,0.38]
Skarstrand 2014 371 216 0(0.086) —t 10.2% 0[-0.17,0.17]
Spoth 1999a 92 97 0.4 (0.147) s e— 5.51% 0.36[0.07,0.65]
Total (95% CI) L 2 100% 0[-0.08,0.08]
Heterogeneity: Tau?=0.01; Chi*=25.54, df=11(P=0.01); 1>=56.94%
Test for overall effect: Z=0.03(P=0.97)
Favours intervention -1 0.5 0 0.5 1 Favours no intervention

Analysis 1.2. Comparison 1 Any parent/family intervention vs no
intervention/standard care, Outcome 2 Alcohol use_Frequency.

Study or subgroup Any fam- No inter- Std. Mean Std. Mean Difference Weight Std. Mean Difference

ily inter- vention Difference

vention

N N (SE) IV, Random, 95% CI IV, Random, 95% ClI
Arnaud 2016 141 175 0(0.113) + 13.13% 0.04[-0.18,0.26]
Fang 2010 50 43 0.3(0.209) ™ 12.4% 0.3[-0.11,0.71]
Linakis 2013 44 45 0.8(0.221) — 12.29% 0.81[0.38,1.24]
Schinke 2009b 415 413 -0.3(0.07) + 13.33% -0.3[-0.44,-0.16]
Stanger 2017 28 30 0.1(0.263) —— 11.86% 0.1[-0.41,0.62]
Valdez 2013 54 62 3.6 (0.306) — 11.39% -3.63[-4.23,-3.03]
Winters 2012 114 48 0.2 (0.172) —+r 12.72% -0.2[-0.54,0.14]
Wurdak 2017 84 89 0.1(0.152) e 12.88% 0.11[-0.19,0.41]
Total (95% CI) S 2 100% -0.31[-0.83,0.21]
Heterogeneity: Tau?=0.51; Chi?>=164.15, df=7(P<0.0001); 1>=95.74%
Test for overall effect: Z=1.18(P=0.24)
Favours intervention -4 2 0 2 4 Favours no intervention
Analysis 1.3. Comparison 1 Any parent/family intervention vs
no intervention/standard care, Outcome 3 Alcohol use_Volume.

Study or subgroup Any fam- No inter- Std. Mean Std. Mean Difference Weight Std. Mean Difference

ily inter- vention Difference

vention

N N (SE) IV, Random, 95% CI IV, Random, 95% CI
Arnaud 2016 175 141 0(0.113) —— 21.62% 0.05[-0.18,0.27]
Loveland-Cherry 1999 90 338 -0.1(0.119) —— 20.48% -0.07[-0.3,0.16]
Mason 2012 16 12 0.2 (0.383) 3.09% 0.2[-0.55,0.95]
Schinke 2009¢ 205 327 -0.3(0.09) —a— 27.54% -0.27[-0.45,-0.09]
Schinke 2011 198 323 0.2 (0.091) —a— 27.27% -0.23[-0.41,-0.05]
Total (95% CI) S 100% -0.14[-0.27,0]
Heterogeneity: Tau?=0.01; Chi*=6.85, df=4(P=0.14); 1>=41.63%
Favours intervention -1 0.5 0 05 1 Favours no intervention
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Study or subgroup Any fam- No inter- Std. Mean Std. Mean Difference Weight Std. Mean Difference
ily inter- vention Difference
vention
N N (SE) IV, Random, 95% CI IV, Random, 95% CI

Test for overall effect: Z=1.95(P=0.05)

Favours intervention -1 0.5 0 0.5 1 Favours no intervention

Analysis 1.4. Comparison 1 Any parent/family intervention vs no intervention/
standard care, Outcome 4 Sensitivity_RoB_Alcohol use_Prevalence.

Study or subgroup Any fam- No inter- Std. Mean Std. Mean Difference Weight Std. Mean Difference

ily inter- vention Difference

vention

N N (SE) IV, Random, 95% CI IV, Random, 95% ClI

Baldus 2016 132 125 -0.1(0.124) —_— 22.66% -0.11[-0.35,0.13]
Bauman 2002 531 604 0.2 (0.06) —— 27.99% 0.16[0.04,0.28]
Brody 2006 44 34 -0.5(0.229) —_— ¢ 14.13% -0.47[-0.92,-0.02]
Catalano 1999 57 43 -0.3(0.203) . S—— 15.96% -0.29[-0.69,0.11]
Haggerty 2007 84 79 -0.1(0.162) —_—— 19.27% -0.15[-0.47,0.17]
Total (95% Cl) - 100% -0.12[-0.35,0.11]
Heterogeneity: Tau?=0.05; Chi?=14.58, df=4(P=0.01); 1*=72.56%
Test for overall effect: Z=1.02(P=0.31)

Favours intervention -1 0.5 0 0.5 1 Favours no intervention

Analysis 1.5. Comparison 1 Any parent/family intervention vs no intervention/
standard care, Outcome 5 Subgroup_universal_Alcohol use_Prevalence.

Study or subgroup Univer- No inter- Std. Mean Std. Mean Difference Weight Std. Mean Difference

sal Inter- vention Difference

vention

N N (SE) IV, Random, 95% CI 1V, Random, 95% CI

Bauman 2002 531 604 0.2 (0.06) —— 14.7% 0.16[0.04,0.28]
Bodin 2011 893 859 -0 (0.048) —— 16.31% -0.01[-0.1,0.09]
Brody 2006 44 34 -0.5(0.229) ——m—+—— 3.04% -0.47[-0.92,-0.02]
Foxcroft 2017 174 154 0.1(0.111) —— 8.76% 0.15[-0.07,0.36]
Haggerty 2007 84 79 -0.1(0.162) _— 5.31% -0.15[-0.47,0.17]
Koning 2009 689 779 -0.1(0.052) —— 15.7% -0.08[-0.19,0.02]
Mares 2016 680 669 0(0.055) —— 15.4% 0[-0.11,0.11]
Riesch 2012 44 40 -0.1(0.219) _— 3.3% -0.05[-0.48,0.38]
Skarstrand 2014 371 216 0(0.086) — 11.36% 0[-0.17,0.17]
Spoth 1999a 92 97 0.4 (0.147) —_— 6.11% 0.36[0.07,0.65]
Total (95% CI) . 2 100% 0.02[-0.06,0.11]
Heterogeneity: Tau?=0.01; Chi*=22.45, df=9(P=0.01); 1*=59.91%
Test for overall effect: Z=0.48(P=0.63)

Favours intervention -1 0.5 0 0.5 1 Favours no intervention
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Analysis 1.6. Comparison 1 Any parent/family intervention vs no intervention/
standard care, Outcome 6 Subgroup_selective/indicated_Alcohol use_Prevalence.

Study or subgroup S/ Inter- No inter- Std. Mean Std. Mean Difference Weight Std. Mean Difference

vention vention Difference

N N (SE) IV, Random, 95% CI IV, Random, 95% CI

Baldus 2016 132 125 -0.1(0.124) —.—— 72.94% -0.11[-0.35,0.13]
Catalano 1999 57 43 -0.3(0.203) . —— 27.06% -0.29[-0.69,0.11]
Total (95% Cl) - 100% -0.16[-0.36,0.05]
Heterogeneity: Tau?=0; Chi*=0.57, df=1(P=0.45); 1>=0%
Test for overall effect: Z=1.49(P=0.14) ‘ ‘ ‘ ‘

Favours intervention -1 0.5 0 0.5 1 Favours no intervention

Analysis 1.7. Comparison 1 Any parent/family intervention vs no intervention/
standard care, Outcome 7 Subgroup_low intensity_Alcohol use_Prevalence.

Study or subgroup Low inten- No inter- Std. Mean Std. Mean Difference Weight Std. Mean Difference

sitylnter- vention Difference

vention

N N (SE) IV, Random, 95% Cl IV, Random, 95% ClI

Baldus 2016 132 125 -0.1(0.124) —_— 9.32% -0.11[-0.35,0.13]
Bauman 2002 531 604 0.2 (0.06) —— 20.14% 0.16[0.04,0.28]
Bodin 2011 893 859 -0 (0.048) —— 23.02% -0.01[-0.1,0.09]
Catalano 1999 57 43 .3(0.203) s a—— 4.26% -0.29[-0.69,0.11]
Koning 2009 689 779 -0.1(0.052) — 21.9% -0.08[-0.19,0.02]
Mares 2016 680 669 0(0.055) —4— 21.36% 0[-0.11,0.11]
Total (95% Cl) L 2 100% -0.01[-0.1,0.08]
Heterogeneity: Tau?=0.01; Chi?>=12.66, df=5(P=0.03); 1?=60.49%
Test for overall effect: Z=0.21(P=0.83)

Favours intervention -1 0.5 0 0.5 1 Favours no intervention

Analysis 1.8. Comparison 1 Any parent/family intervention vs no intervention/
standard care, Outcome 8 Subgroup_>12 months_Alcohol use_Prevalence.

Study or subgroup Any fam- No inter- Std. Mean Std. Mean Difference Weight Std. Mean Difference

ily Inter- vention Difference

vention

N N (SE) IV, Random, 95% CI IV, Random, 95% CI
Baldus 2016 132 125 -0.1(0.124) —_— 7.23% -0.11[-0.35,0.13]
Bauman 2002 531 604 0.2 (0.06) — 13.45% 0.16[0.04,0.28]
Bodin 2011 893 859 -0 (0.048) —— 14.83% -0.01[-0.1,0.09]
Brody 2006 44 34 -0.5(0.229) —_— 2.93% -0.47[-0.92,-0.02]
Catalano 1999 57 43 -0.3(0.203) e —— 3.58% -0.29[-0.69,0.11]
Foxcroft 2017 174 154 0.1(0.111) T 8.22% 0.15[-0.07,0.36]
Haggerty 2007 84 79 -0.1(0.162) —t 5.06% -0.15[-0.47,0.17]
Koning 2009 689 779 -0.1(0.052) — 14.31% -0.08[-0.19,0.02]
Mares 2016 680 669 0(0.055) - 14.05% 0[-0.11,0.11]
Skarstrand 2014 371 216 0(0.086) —t 10.55% 0[-0.17,0.17]
Spoth 1999a 92 97 0.4 (0.147) s e— 5.81% 0.36[0.07,0.65]
Favours intervention -1 0.5 0 05 1 Favours no intervention
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Study or subgroup Any fam- No inter- Std. Mean Std. Mean Difference Weight Std. Mean Difference

ily Inter- vention Difference

vention

N N (SE) IV, Random, 95% CI IV, Random, 95% Cl
Total (95% Cl) * 100% 0[-0.08,0.09]
Heterogeneity: Tau?=0.01; Chi*=25.47, df=10(P=0); 1*=60.74% ‘
Test for overall effect: Z=0.06(P=0.95) ‘
Favours intervention -1 0.5 0 0.5 1 Favours no intervention

Analysis 1.9. Comparison 1 Any parent/family intervention vs no intervention/
standard care, Outcome 9 Subgroup_ethnicity minority_Alcohol use_Prevalence.

Study or subgroup Any fam- No inter- Std. Mean Std. Mean Difference Weight Std. Mean Difference

ily Inter- vention Difference

vention

N N (SE) IV, Random, 95% CI IV, Random, 95% ClI

Brody 2006 44 34 -0.5(0.229) —_— 24.33% -0.47[-0.92,-0.02]
Haggerty 2007 84 79 -0.1(0.162) —a—— 48.87% -0.15[-0.47,0.17]
Riesch 2012 44 40 -0.1(0.219) —_— & 26.8% -0.05[-0.48,0.38]
Total (95% CI) N 100% -0.2[-0.42,0.02]
Heterogeneity: Tau?=0; Chi*=1.99, df=2(P=0.37); 1>=0%
Test for overall effect: Z=1.78(P=0.08)

Favours intervention -1 0.5 0 0.5 1 Favours no intervention

Analysis 1.10. Comparison 1 Any parent/family intervention vs no intervention/standard
care, Outcome 10 Subgroup_ethnicity majority/caucasian_Alcohol use_Prevalence.

Study or subgroup Any fam- No inter- Std. Mean Std. Mean Difference Weight Std. Mean Difference

ily inter- vention Difference

vention

N N (SE) IV, Random, 95% CI IV, Random, 95% CI

Baldus 2016 132 125 -0.1(0.124) —_—— 7.45% -0.11[-0.35,0.13]
Bauman 2002 531 604 0.2 (0.06) —— 14.89% 0.16[0.04,0.28]
Bodin 2011 893 859 -0 (0.048) —— 16.69% -0.01[-0.1,0.09]
Catalano 1999 57 43 -0.3(0.203) e e 3.54% -0.29[-0.69,0.11]
Foxcroft 2017 174 154 0.1(0.111) —— 8.57% 0.15[-0.07,0.36]
Koning 2009 689 779 -0.1(0.052) —— 16% -0.08[-0.19,0.02]
Mares 2016 680 669 0(0.055) —— 15.67% 0[-0.11,0.11]
Skarstrand 2014 371 216 0(0.086) — 11.29% 0[-0.17,0.17]
Spoth 1999a 92 97 0.4 (0.147) —_— 5.89% 0.36[0.07,0.65]
Total (95% CI) <> 100% 0.03[-0.06,0.11]
Heterogeneity: Tau?=0.01; Chi*=20.04, df=8(P=0.01); 1*=60.08%
Test for overall effect: Z=0.6(P=0.55)

Favours intervention -1 0.5 0 0.5 1 Favours no intervention
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Analysis 1.11. Comparison 1 Any parent/family intervention vs no intervention/standard
care, Outcome 11 Subgroup_no weekly or heavy drinking_Alcohol use_Prevalence.

Study or subgroup Any fam- No inter- Std. Mean Std. Mean Difference Weight Std. Mean Difference

ily inter- vention Difference

vention

N N (SE) IV, Random, 95% CI IV, Random, 95% CI
Baldus 2016 132 125 -0.1(0.124) —_— 11.97% -0.11[-0.35,0.13]
Bauman 2002 531 604 0.2 (0.06) — 18.25% 0.16[0.04,0.28]
Brody 2006 44 34 0.5(0.229) —_—t 5.72% -0.47[-0.92,-0.02]
Catalano 1999 57 43 0.3(0.203) —_— 6.8% -0.29[-0.69,0.11]
Foxcroft 2017 174 154 0.1(0.111) - 13.16% 0.15[-0.07,0.36]
Haggerty 2007 84 79 -0.1(0.162) —_— T 9.08% -0.15[-0.47,0.17]
Mares 2016 680 669 0(0.055) —— 18.74% 0[-0.11,0.11]
Riesch 2012 44 40 -0.1(0.219) R 6.14% -0.05[-0.48,0.38]
Spoth 1999a 92 97 0.4 (0.147) s a— 10.13% 0.36[0.07,0.65]
Total (95% CI) o 100% 0.01[-0.12,0.13]
Heterogeneity: Tau?=0.02; Chi?>=20.93, df=8(P=0.01); I*=61.77%
Test for overall effect: Z=0.14(P=0.89) ‘ ‘
Favours intervention -1 0.5 0 0.5 Favours no intervention

Analysis 1.12. Comparison 1 Any parent/family intervention vs no intervention/
standard care, Outcome 12 Sensitivity_RoB_Alcohol use_Frequency.

Study or subgroup Any fam- No inter- Std. Mean Std. Mean Difference Weight Std. Mean Difference

ily inter- vention Difference

vention

N N (SE) IV, Random, 95% CI IV, Random, 95% ClI
Arnaud 2016 141 175 0(0.113) —— 21.98% 0.04[-0.18,0.26]
Fang 2010 50 43 0.3(0.209) T 17.84% 0.3[-0.11,0.71]
Linakis 2013 44 45 0.8 (0.221) e — 17.31% 0.81[0.38,1.24]
Schinke 2009b 415 413 -0.3(0.07) —— 23.37% -0.3[-0.44,-0.16]
Winters 2012 114 48 -0.2(0.172) —T 19.5% -0.2[-0.54,0.14]
Total (95% Cl) - 100% 0.09[-0.24,0.43]
Heterogeneity: Tau?=0.12; Chi?=30.54, df=4(P<0.0001); 1*=86.9%
Test for overall effect: Z=0.54(P=0.59)
Favours intervention 1 0.5 0 0.5 1 Favours no intervention

Analysis 1.13. Comparison 1 Any parent/family intervention vs no intervention/
standard care, Outcome 13 Subgroup_universal_Alcohol use_Frequency.

Study or subgroup Univer- No inter- Std. Mean Std. Mean Difference Weight Std. Mean Difference

salinter- vention Difference

vention

N N (SE) IV, Random, 95% CI IV, Random, 95% CI
Linakis 2013 44 45 0.8 (0.221) — 30.47% 0.81[0.38,1.24]
Schinke 2009b 415 413 -0.3(0.07) - 36.04% -0.3[-0.44,-0.16]
Wurdak 2017 84 89 0.1(0.152) —i— 33.49% 0.11[-0.19,0.41]
Favours intervention 1 0 1 Favours no intervention
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Study or subgroup Univer- No inter- Std. Mean Std. Mean Difference Weight Std. Mean Difference

salinter- vention Difference

vention

N N (SE) IV, Random, 95% CI IV, Random, 95% Cl
Total (95% CI) ’ 100% 0.18[-0.4,0.75]
Heterogeneity: Tau?=0.24; Chi*>=26.43, df=2(P<0.0001); 1>=92.43% ‘
Test for overall effect: Z=0.6(P=0.55) ‘
Favours intervention -2 -1 0 1 2 Favours no intervention

Analysis 1.14. Comparison 1 Any parent/family intervention vs no intervention/
standard care, Outcome 14 Subgroup_selective/indicated_Alcohol use_Frequency.

Study or subgroup S/l Inter- No inter- Std. Mean Std. Mean Difference Weight Std. Mean Difference
vention vention Difference
N N (SE) IV, Random, 95% CI IV, Random, 95% ClI
Arnaud 2016 141 175 0(0.113) - 20.59% 0.04[-0.18,0.26]
Fang 2010 50 43 0.3(0.209) ™ 20.09% 0.3[-0.11,0.71]
Stanger 2017 28 30 0.1(0.263) —— 19.69% 0.1[-0.41,0.62]
Valdez 2013 54 62 3.6 (0.306) — 19.33% -3.63[-4.23,-3.03]
Winters 2012 114 48 0.2 (0.172) —r 20.31% -0.2[-0.54,0.14]
Total (95% CI) - 100% -0.65[-1.64,0.33]
Heterogeneity: Tau?=1.22; Chi?>=137.29, df=4(P<0.0001); 1>=97.09%
Test for overall effect: Z=1.3(P=0.19)
Favours intervention -4 -2 0 2 4 Favours no intervention

Analysis 1.15. Comparison 1 Any parent/family intervention vs no intervention/
standard care, Outcome 15 Subgroup_>12 months_Alcohol use_Frequency.

Study or subgroup Any fam- No inter- Std. Mean Std. Mean Difference Weight Std. Mean Difference

ily Inter- vention Difference

vention

N N (SE) IV, Random, 95% CI IV, Random, 95% CI
Arnaud 2016 141 175 0(0.113) + 13.13% 0.04[-0.18,0.26]
Fang 2010 50 43 0.3 (0.209) = 12.4% 0.3[-0.11,0.71]
Linakis 2013 44 45 0.8 (0.221) —— 12.29% 0.81[0.38,1.24]
Schinke 2009b 415 413 -0.3(0.07) + 13.33% -0.3[-0.44,-0.16)
Stanger 2017 28 30 0.1(0.263) —— 11.86% 0.1[-0.41,0.62]
Valdez 2013 54 62 3.6(0.306) —+— 11.39% -3.63[-4.23,-3.03]
Winters 2012 114 48 0.2 (0.172) —— 12.72% -0.2[-0.54,0.14]
Wurdak 2017 84 89 0.1(0.152) —+ 12.88% 0.11[-0.19,0.41]
Total (95% CI) L 2 100% -0.31[-0.83,0.21]
Heterogeneity: Tau?=0.51; Chi*>=164.15, df=7(P<0.0001); 1*=95.74%
Test for overall effect: Z=1.18(P=0.24)
Favours intervention -4 2 0 2 4 Favours no intervention
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Analysis 1.16. Comparison 1 Any parent/family intervention vs no intervention/
standard care, Outcome 16 Subgroup_ethnicity minority_Alcohol use_Frequency.

Cochrane Database of Systematic Reviews

Study or subgroup Any fam- No inter- Std. Mean Std. Mean Difference Weight Std. Mean Difference

ily inter- vention Difference

vention

N N (SE) IV, Random, 95% CI IV, Random, 95% CI

Fang 2010 50 43 0.3(0.209) - 33.38% 0.3[-0.11,0.71]
Schinke 2009b 415 413 -0.3(0.07) L] 34.01% -0.3[-0.44,-0.16]
Valdez 2013 54 62 -3.6 (0.306) —— 32.61% -3.63[-4.23,-3.03]
Total (95% Cl) —— 100% -1.19[-2.83,0.46]
Heterogeneity: Tau?=2.06; Chi*=124.86, df=2(P<0.0001); 1*=98.4%
Test for overall effect: Z=1.41(P=0.16) ‘ ‘ ‘ ‘

Favours intervention -4 2 0 2 4 Favours no intervention

Analysis 1.17. Comparison 1 Any parent/family intervention vs no intervention/standard
care, Outcome 17 Subgroup_ethnicity majority/caucasian_Alcohol use_Frequency.

Study or subgroup Any fam- No inter- Std. Mean Std. Mean Difference Weight Std. Mean Difference

ily inter- vention Difference

vention

N N (SE) IV, Random, 95% CI IV, Random, 95% ClI
Arnaud 2016 141 175 0(0.113) —— 24.95% 0.04[-0.18,0.26]
Linakis 2013 44 45 0.8 (0.221) e — 17.37% 0.81[0.38,1.24]
Stanger 2017 28 30 0.1(0.263) e s a— 14.82% 0.1[-0.41,0.62]
Winters 2012 114 48 0.2 (0.172) —— 20.7% -0.2[-0.54,0.14]
Wurdak 2017 84 89 0.1(0.152) T 22.17% 0.11[-0.19,0.41]
Total (95% Cl) - 100% 0.15[-0.13,0.43]
Heterogeneity: Tau?=0.07; Chi?>=13.65, df=4(P=0.01); 1?=70.69%
Test for overall effect: Z=1.04(P=0.3)
Favours intervention 1 05 0 0.5 1 Favours no intervention

Analysis 1.18. Comparison 1 Any parent/family intervention vs no intervention/
standard care, Outcome 18 Subgroup_no binge_Alcohol use_Frequency.

Study or subgroup Any fam- No inter- Std. Mean Std. Mean Difference Weight Std. Mean Difference

ily inter- vention Difference

vention

N N (SE) IV, Random, 95% CI 1V, Random, 95% CI
Fang 2010 50 43 0.3(0.209) T 14.28% 0.3[-0.11,0.71]
Linakis 2013 44 45 0.8 (0.221) —— 14.19% 0.81[0.38,1.24]
Schinke 2009b 415 413 -0.3(0.07) + 15.07% -0.3[-0.44,-0.16]
Stanger 2017 28 30 0.1(0.263) —— 13.82% 0.1[-0.41,0.62]
Valdez 2013 54 62 3.6 (0.306) 13.4% -3.63[-4.23,-3.03]
Winters 2012 114 48 0.2 (0.172) —+r 14.56% -0.2[-0.54,0.14]
Wurdak 2017 84 89 0.1(0.152) ™ 14.69% 0.11[-0.19,0.41]
Total (95% Cl) - 100% -0.37[-1.01,0.27]
Heterogeneity: Tau?=0.71; Chi*>=159.9, df=6(P<0.0001); 1>=96.25%
Favours intervention 4 2 0 2 4 Favours no intervention
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Study or subgroup Any fam- No inter- Std. Mean Std. Mean Difference Weight Std. Mean Difference
ily inter- vention Difference
vention
N N (SE) IV, Random, 95% Cl IV, Random, 95% ClI

Test for overall effect: Z=1.14(P=0.26)

Favours intervention -4 -2 0 2 4 Favours no intervention

Analysis 1.19. Comparison 1 Any parent/family intervention vs no
intervention/standard care, Outcome 19 Sensitivity_RoB_Alcohol use_Volume.

Study or subgroup Any fam- No inter- Std. Mean Std. Mean Difference Weight Std. Mean Difference

ily inter- vention Difference

vention

N N (SE) IV, Random, 95% CI IV, Random, 95% ClI

Arnaud 2016 175 141 0(0.113) — 27.9% 0.05[-0.18,0.27]
Mason 2012 16 12 0.2 (0.383) + 4.75% 0.2[-0.55,0.95]
Schinke 2009¢ 205 327 -0.3(0.09) —— 33.81% -0.27[-0.45,-0.09]
Schinke 2011 198 323 -0.2 (0.091) —— 33.54% -0.23[-0.41,-0.05]
Total (95% Cl) - 100% -0.15[-0.32,0.03]
Heterogeneity: Tau?=0.01; Chi?=6.25, df=3(P=0.1); 1?=52.01%
Test for overall effect: Z=1.67(P=0.1)

Favours intervention -1 0.5 0 0.5 1 Favours no intervention

Analysis 1.20. Comparison 1 Any parent/family intervention vs no intervention/
standard care, Outcome 20 Subgroup_universal_Alcohol use_Volume.

Study or subgroup Univer- No inter- Std. Mean Std. Mean Difference Weight Std. Mean Difference

salinter- vention Difference

vention

N N (SE) IV, Random, 95% CI 1V, Random, 95% CI

Loveland-Cherry 1999 90 338 -0.1(0.119) —— 22.35% -0.07[-0.3,0.16]
Schinke 2009¢ 205 327 -0.3(0.09) —— 39.25% -0.27[-0.45,-0.09]
Schinke 2011 198 323 -0.2(0.091) —— 38.39% -0.23[-0.41,-0.05]
Total (95% CI) L 2 100% -0.21[-0.32,-0.1]
Heterogeneity: Tau?=0; Chi*=1.89, df=2(P=0.39); 1>=0%
Test for overall effect: Z=3.74(P=0)

Favours intervention -1 0.5 0 0.5 1 Favours no intervention

Analysis 1.21. Comparison 1 Any parent/family intervention vs no intervention/
standard care, Outcome 21 Subgroup_selective/indicated_Alcohol use_Volume.

Study or subgroup S_I_inter- No inter- Std. Mean Std. Mean Difference Weight Std. Mean Difference
vention vention Difference
N N (SE) IV, Random, 95% CI IV, Random, 95% Cl
Arnaud 2016 175 141 0(0.113) —.— 91.97% 0.05[-0.18,0.27]
Mason 2012 16 12 0.2 (0.383) } + 8.03% 0.2[-0.55,0.95]
Favours intervention -1 0.5 0 0.5 1 Favours no intervention
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Study or subgroup S_I_inter- No inter- Std. Mean Std. Mean Difference Weight Std. Mean Difference
vention vention Difference
N N (SE) IV, Random, 95% CI IV, Random, 95% CI

Total (95% Cl) * 100% 0.06[-0.15,0.27]
Heterogeneity: Tau?=0; Chi*=0.15, df=1(P=0.7); I>=0% ‘

Test for overall effect: Z=0.54(P=0.59) ‘

Favours intervention -1 0.5 0 0.5 1 Favours no intervention

Analysis 1.22. Comparison 1 Any parent/family intervention vs no intervention/
standard care, Outcome 22 Subgroup_>12 months_Alcohol use_Volume.

Study or subgroup Any fam- No inter- Std. Mean Std. Mean Difference Weight Std. Mean Difference

ily inter- vention Difference

vention

N N (SE) IV, Random, 95% CI IV, Random, 95% ClI
Loveland-Cherry 1999 920 338 -0.1(0.119) —a— 39.8% -0.07[-0.3,0.16]
Mason 2012 16 12 0.2 (0.383) + 5.78% 0.2[-0.55,0.95]
Schinke 2009¢ 205 327 -0.3(0.09) —— 54.43% -0.27[-0.45,-0.09]
Total (95% Cl) - 100% -0.16[-0.35,0.02]
Heterogeneity: Tau?=0.01; Chi®=2.85, df=2(P=0.24); 1>=29.89%
Test for overall effect: Z=1.72(P=0.08)
Favours intervention -1 0.5 0 05 1 Favours no intervention

Analysis 1.23. Comparison 1 Any parent/family intervention vs no intervention/
standard care, Outcome 23 Subgroup_ethnicity_minority_Alcohol use_Volume.

Study or subgroup Any fam- No inter- Std. Mean Std. Mean Difference Weight Std. Mean Difference

ily inter- vention Difference

vention

N N (SE) IV, Random, 95% CI IV, Random, 95% CI
Mason 2012 16 12 0.2 (0.383) 2.69% 0.2[-0.55,0.95]
Schinke 2009¢ 205 327 -0.3(0.09) —i— 49.2% -0.27[-0.45,-0.09]
Schinke 2011 198 323 -0.2 (0.091) —i— 48.12% -0.23[-0.41,-0.05]
Total (95% CI) o 100% -0.24[-0.36,-0.12]
Heterogeneity: Tau?=0; Chi*=1.44, df=2(P=0.49); 1>=0%
Test for overall effect: Z=3.79(P=0)
Favours intervention -1 0.5 0 0.5 1 Favours no intervention
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Analysis 1.24. Comparison 1 Any parent/family intervention vs no intervention/
standard care, Outcome 24 Subgroup_ethnicity majority/caucasian_Alcohol use_Volume.

Study or subgroup Any fam- No inter- Std. Mean Std. Mean Difference Weight Std. Mean Difference

ily inter- vention Difference

vention

N N (SE) IV, Random, 95% CI IV, Random, 95% CI
Arnaud 2016 175 141 0(0.113) —_— 52.33% 0.05[-0.18,0.27]
Loveland-Cherry 1999 20 338 -0.1(0.119) —."— 47.67% -0.07[-0.3,0.16]
|
Total (95% CI) * 100% -0.01[-0.17,0.15]
Heterogeneity: Tau?=0; Chi*=0.5, df=1(P=0.48); I1>=0% ‘
Test for overall effect: Z=0.12(P=0.91) ‘ ‘ ‘ ‘
Favours intervention 0.5 0 0.5 1 Favours no intervention

Analysis 1.25. Comparison 1 Any parent/family intervention vs no intervention/
standard care, Outcome 25 Subgroup_female only_Alcohol use_Volume.

Study or subgroup Any fam- No inter- Std. Mean Std. Mean Difference Weight Std. Mean Difference
ily inter- vention Difference
vention
N N (SE) IV, Random, 95% CI IV, Random, 95% ClI
Schinke 2009¢ 205 327 -0.3(0.09) —— 50.56% -0.27[-0.45,-0.09]
Schinke 2011 198 323 -0.2(0.091) —— 49.44% -0.23[-0.41,-0.05]
Total (95% Cl) > 100% -0.25[-0.37,-0.13]
Heterogeneity: Tau?=0; Chi?=0.1, df=1(P=0.75); 1>=0%
Test for overall effect: Z=3.93(P<0.0001)
Favours intervention 0.5 0 0.5 1 Favours no intervention
Comparison 2. Family-based and adolescent intervention vs intervention with young people alone
Outcome or subgroup title No. of No. of Statistical method Effect size
studies partici-
pants
1 Alcohol use_prevalence 4 5640 Std. Mean Difference (Random, 95% Cl) -0.39[-0.91,0.14]
2 Alcohol use_frequency 4 915 Std. Mean Difference (Random, 95% Cl) -0.16 [-0.42, 0.09]
3 Sensitivity_RoB_Alcohol 2 3891 Std. Mean Difference (Random, 95% Cl) -0.61[-1.84,0.63]
use_prevalence
4 Subgroup_universal_Alcohol 3 5351 Std. Mean Difference (Random, 95% Cl) -0.44[-1.08, 0.20]
use_prevalence
5 Sensitivity_RoB_Alcohol 3 832 Std. Mean Difference (Random, 95% Cl) -0.21[-0.50, 0.08]
use_frequency
6 Subgroup_universal_Alcohol 2 596 Std. Mean Difference (Random, 95% Cl) -0.30[-0.68,0.07]

use_frequency
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Outcome or subgroup title No. of No. of Statistical method Effect size
studies partici-
pants
7 Subgroup_indicated_Alcohol 2 319 Std. Mean Difference (Random, 95% Cl) 0.01[-0.21,0.23]

use_frequency

Analysis 2.1. Comparison 2 Family-based and adolescent intervention vs
intervention with young people alone, Outcome 1 Alcohol use_prevalence.

Study or subgroup Parent Child only Std. Mean Std. Mean Difference Weight Std. Mean Difference
plus child Difference

N N (SE) IV, Random, 95% CI IV, Random, 95% CI
Koning 2009 689 771 -0.1 (0.054) —— 25.28% -0.11[-0.22,-0.01]
Reddy 2002 1769 1293 0(0.037) * 25.42% 0.02[-0.05,0.09]
Spoth 2002 399 430 -1.2(0.076) —— 25.02% -1.24[-1.39,-1.09]
Wu 2003 168 121 -0.2(0.12) —— 24.29% -0.22[-0.45,0.01]
Total (95% CI) —~l— 100% -0.39[-0.91,0.14]
Heterogeneity: Tau?=0.28; Chi*=226.48, df=3(P<0.0001); 1*=98.68%
Test for overall effect: Z=1.45(P=0.15)

(;5 0 0‘5

Favours parent +child int

Favours child only int

Analysis 2.2. Comparison 2 Family-based and adolescent intervention vs
intervention with young people alone, Outcome 2 Alcohol use_frequency.

Study or subgroup Parent plus Child Std. Mean Std. Mean Difference Weight Std. Mean Difference
child int only int Difference
N N (SE) IV, Random, 95% CI IV, Random, 95% ClI
Schinke 2004 96 116 -0.5(0.115) —— 27.71% -0.5[-0.72,-0.28]
Spirito 2011 36 47 0.1(0.222) B I — 17.26% 0.05[-0.38,0.48]
Werch 2008 182 202 -0.1(0.102) — 29.01% -0.12[-0.32,0.08]
Winters 2012 114 122 0(0.13) — 26.02% 0[-0.26,0.26]
Total (95% Cl) - 100% -0.16[-0.42,0.09]
Heterogeneity: Tau?=0.05; Chi*=11.13, df=3(P=0.01); 1>=73.04%
Test for overall effect: Z=1.28(P=0.2)
‘ -d,s 0 015

Favours parent +child int -1

Favours child only int

Analysis 2.3. Comparison 2 Family-based and adolescent intervention vs intervention
with young people alone, Outcome 3 Sensitivity_RoB_Alcohol use_prevalence.

Study or subgroup Parent plus Child Std. Mean Std. Mean Difference Weight Std. Mean Difference
child int only int Difference
N N (SE) IV, Random, 95% CI 1V, Random, 95% CI
Reddy 2002 1769 1293 0(0.037) * 50.14% 0.02[-0.05,0.09]
Spoth 2002 399 430 -1.2(0.076) - ‘ ‘ ‘ 49.86% -1.24[-1.39,-1.09]

Favours parent +child int

Favourschild only int
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Study or subgroup Parent plus Child Std. Mean Std. Mean Difference Weight Std. Mean Difference
child int only int Difference
N N (SE) IV, Random, 95% CI IV, Random, 95% ClI

Total (95% Cl) ‘- 100% -0.61[-1.84,0.63]
Heterogeneity: Tau?=0.79; Chi*=223.59, df=1(P<0.0001); 1*=99.55% ‘

Test for overall effect: Z=0.97(P=0.33) ‘

Favours parent +child int 1 <05 0 0.5 1 Favourschild only int

Analysis 2.4. Comparison 2 Family-based and adolescent intervention vs intervention
with young people alone, Outcome 4 Subgroup_universal_Alcohol use_prevalence.

Study or subgroup U_Par- U_cChild Std. Mean Std. Mean Difference Weight Std. Mean Difference

ent plus only int Difference

child int

N N (SE) IV, Random, 95% CI IV, Random, 95% CI

Koning 2009 689 771 -0.1(0.054) -I{ 33.38% -0.11[-0.22,-0.01]
Reddy 2002 1769 1293 0(0.037) # 33.54% 0.02[-0.05,0.09]
Spoth 2002 399 430 -1.2(0.076) —— ‘ 33.08% -1.24[-1.39,-1.09]
Total (95% CI) ’F 100% -0.44[-1.08,0.2]

Heterogeneity: Tau?=0.32; Chi?>=226.41, df=2(P<0.0001); 1>=99.12%
Test for overall effect: Z=1.35(P=0.18)

Favours parent +child int -1 05 0 0.5 1

Favours child only int

Analysis 2.5. Comparison 2 Family-based and adolescent intervention vs intervention
with young people alone, Outcome 5 Sensitivity_RoB_Alcohol use_frequency.

Study or subgroup Parent plus Child Std. Mean Std. Mean Difference Weight Std. Mean Difference
child int onlyint Difference
N N (SE) IV, Random, 95% CI 1V, Random, 95% CI
Schinke 2004 96 116 -0.5(0.115) —— 33.48% -0.5[-0.72,-0.28]
Werch 2008 182 202 -0.1(0.102) —— 34.91% -0.12[-0.32,0.08]
Winters 2012 114 122 0(0.13) —— 31.61% 0[-0.26,0.26]
Total (95% Cl) —~al— 100% -0.21[-0.5,0.08]
Heterogeneity: Tau?=0.05; Chi*=9.83, df=2(P=0.01); 1>=79.65%
Test for overall effect: Z=1.41(P=0.16)
Favours parent +child int -1 0.5 0 0.5 Favours child only int

Analysis 2.6. Comparison 2 Family-based and adolescent intervention vs intervention
with young people alone, Outcome 6 Subgroup_universal_Alcohol use_frequency.

Study or subgroup I_Par- 1_Child Std. Mean Std. Mean Difference Weight Std. Mean Difference
ent plus only int Difference
child int
N N (SE) IV, Random, 95% CI IV, Random, 95% CI
Schinke 2004 96 116 -0.5(0.115) —i— 49.09% -0.5[-0.72,-0.28]
Favours parent +child int -1 0.5 0 0.5 Favours child only int
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Study or subgroup I_Par- 1_Child Std. Mean Std. Mean Difference Weight Std. Mean Difference
ent plus only int Difference
child int
N N (SE) IV, Random, 95% Cl IV, Random, 95% ClI
Werch 2008 182 202 -0.1(0.102) —— 50.91% -0.12[-0.32,0.08]
Total (95% CI) —~ 100% -0.3[-0.68,0.07]
Heterogeneity: Tau?=0.06; Chi*=6.22, df=1(P=0.01); 1>=83.92%
Test for overall effect: Z=1.59(P=0.11)
-1 0.5 0 0.5 1

Favours parent +child int

Favours child only int

Analysis 2.7. Comparison 2 Family-based and adolescent intervention vs intervention
with young people alone, Outcome 7 Subgroup_indicated_Alcohol use_frequency.

Study or subgroup I_Par- 1_Child Std. Mean Std. Mean Difference Weight Std. Mean Difference
ent plus only int Difference
child int
N N (SE) IV, Random, 95% CI IV, Random, 95% CI
Spirito 2011 36 47 0.1(0.222) —‘-I— 25.71% 0.05[-0.38,0.48]
Winters 2012 114 122 0(0.13) —-— 74.29% 0[-0.26,0.26]
Total (95% Cl) 100% 0.01[-0.21,0.23]

Heterogeneity: Tau?=0; Chi*=0.04, df=1(P=0.85); 1>=0%
Test for overall effect: Z=0.11(P=0.91)

Favours parent +child int

APPENDICES

Appendix 1. Search strategies

Explanation of symbols:

.tw OVID Databases - searches across the title and abstract fields

-
|

-0.5

0.

5 1

Favours child only int

adj OVID Databases - adjacency searching. For example, “adj5” will retrieve the nominated words within 5 words of each other, in any order

near CENTRAL, and ERIC - adjacency searching. For example, “near/5” will retrieve the nominated words within 5 words of each other,

in any order

/ OVID Databases - a slash appearing after a search word/phrase indicates search within the subject heading field

* All Databases - truncation symbol - will retrieve all words beginning with the set of letters appearing before the symbol

exp OVID Databases - indicates the search has been exploded to include all sub-topics

tw OVID databases - searches within the title and abstract fields
ti, ab CENTRAL - searches within the title and abstract fields

mp OVID Databases - searches across all text fields

MEDLINE search strategy:

1 Randomized Controlled Trial/

2 Controlled Clinical Trial/
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3 Random Allocation/

4 Double-Blind Method/

5 Single-Blind Method/

6 clinical trial/

7 ((singl* or doubl* or trebl* or tripl*) adj5 (blind* or mask*)).tw.
8 Placebos/

9 placebo*.tw.

10 trial.tw.

11 random™*.tw.

12 groups.tw.

13 Research Design/
141or2or3or4or5or6or7or8or9orl0orllorl2orl3
15 exp Alcohols/ad, ae, to [Administration & Dosage, Adverse Effects, Toxicity]
16 exp Alcohol Drinking/

17 Alcoholism/

18 Alcoholic Intoxication/

19 exp Alcoholic Beverages/

20 alcohol*.tw.

21 drink™.tw.

22 drunk™.tw.

23 intoxicat™.tw.

24 binge* tw.

25 Alcoholics/
26150rl16o0rl7orl18orl19or20o0r2lor22or23or24or25
27 adolescent/ or exp child/ or exp infant/

28 Students/

29 (youth* or juvenile* or adolescen* or teen* or schoolchild* or girl* or boy* or minor*).tw.
30 (young* adj2 (adult* or people or person*)).tw.

31 (early adj2 adult*).tw.

32270r28or29or300r31

33intervention™.tw.

34 educat™.tw.

35 promot™*.tw.

36 adverti*.tw.

37 campaign®.tw.
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38 (mass adj2 media).tw.

39 (prevention adj5 (primary or secondary or universal or selective or target* or indicated)).tw.
40 Health Education/ or Patient Education as Topic/ or Education/
4133 0r34or350r36o0r37or38or39or40

4214 and 26 and 32 and 41

43 (animals not (humans and animals)).sh.

44 42 not 43

Embase Classic + Embase search strategy:

1 randomized controlled trial/

2 controlled clinical trial/

3 randomization/

4 double blind procedure/

5single blind procedure/

6 clinical trial/

7 ((singl* or doubl* or trebl* or tripl*) adj5 (blind* or mask*)).tw.

8 placebo/

9 placebo™.tw.

10 trial.tw.

11 random™.tw.

12 groups.tw.

13 Research Design.mp. or methodology/
141lor2or3or4or50or6or7or8or9orl0orllorl2orl3

15 exp alcohol derivative/ae, ad, do, to [Adverse Drug Reaction, Drug Administration, Drug Dose, Drug Toxicity]
16 alcohol/ae, ad, do, to [Adverse Drug Reaction, Drug Administration, Drug Dose, Drug Toxicity]
17 drinking behavior/

18 alcoholism/

19 alcohol intoxication/

20 exp alcoholic beverage/

21 alcohol*.tw.

22 drink*.tw.

23 drunk™.tw.

24 intoxicat*.tw.

25 binge* tw.

26 150r160r17o0r18or19or20o0r21or22or23o0r24o0r25

27 adolescent/ or exp child/ or exp infant/
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28 student/

29 (youth* or juvenile* or adolescen* or teen* or schoolchild* or girl* or boy* or minor*).tw.
30 (young* adj2 (adult* or people or person*)).tw.

31 (early adj2 adult*).tw.

32270r28or29or300r31

33 intervention™.tw.

34 educat™.tw.

35 promot™*.tw.

36 adverti*.tw.

37 campaign™.tw.

38 (mass adj2 media).tw.

39 (prevention adj5 (primary or secondary or universal or selective or target* or indicated)).tw.
40 patient education/ or education/ or health education/
4133 0r34or350r36o0r37or38or39or40

42 14 and 26 and 32 and 41

43 (animal not (humans and animal)).sh.

4442 not 43

PsycINFO search strategy:

1 Clinical Trials/

2 Random Sampling/

3 ((singl* or doubl* or trebl* or tripl*) adj5 (blind* or mask*)).tw.
4 placebo/

5 placebo*.tw.

6 trial.tw.

7random™.tw.

8 groups.tw.

9 Research Design.mp. or exp Experimental Design/
10lor2or3or4or5or6or7or8or9

11 exp ALCOHOLS/

12 exp Alcohol Drinking Patterns/

13 ALCOHOLISM/

14 exp Alcohol Intoxication/

15 exp Alcoholic Beverages/

16 alcohol*.tw.

17 drink*.tw.
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18 drunk™*.tw.

19 intoxicat™.tw.

20 binge*.tw.
2111lorl2orl3orl4orl5orl6orl7orl8orl9or20

22 exp STUDENTS/

23 (youth* or juvenile* or adolescen* or teen* or schoolchild* or girl* or boy* or minor*).tw.
24 (young* adj2 (adult* or people or person*)).tw.

25 (early adj2 adult*).tw.

2622o0r23or24o0r25

27 intervention™.tw.

28 educat*.tw.

29 promot*.tw.

30 adverti*.tw.

31 campaign®*.tw.

32 (mass adj2 media).tw.

33 (prevention adj5 (primary or secondary or universal or selective or target* or indicated)).tw.
34 exp EDUCATION/ or exp HEALTH EDUCATION/
35270r28or29o0r300r31or32or33or34

36 10 and 21 and 26 and 35

37 limit 36 to human

MEDLINE In-Process & Other Non-Indexed Citations search strategy:
1 Randomized Controlled Trial/

2 Controlled Clinical Trial/

3 Clinical Trial/

4 ((singl* or doubl* or trebl* or tripl*) adj5 (blind* or mask*)).tw.
5 placebo*.mp.

6 trial.mp.

7 random*.mp.

8 groups.mp.

9 Research Design.mp.

101or2or3or4or5or6or7or8or9

11 alcohol*.mp.

12 drink*.mp.

13 drunk*.mp.

14 intoxicat*.mp.
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15 binge*.mp.

1611orl12orl13orldorl5

17 Student*.mp.

18 (youth* or juvenile* or adolescen* or teen* or schoolchild* or girl* or boy* or minor*).mp.
19 (young* adj2 (adult* or people or person*)).mp.

20 (early adj2 adult*).mp.

2117o0r18o0r190r20

22 intervention*.mp.

23 educat*.mp.

24 promot*.mp.

25 adverti*.mp.

26 campaign*.mp.

27 (mass adj2 media).mp.

28 (prevention adj5 (primary or secondary or universal or selective or target* or indicated)).mp.
2922 0r23o0r24or250r26o0r27o0r28

3010 and 16 and 21 and 29 (human limit not applied to Medline in Process records)
CENTRAL search strategy:

#1MeSH descriptor: [Alcohols] explode all trees

#2 MeSH descriptor: [Alcohol Drinking] explode all trees

#3 MeSH descriptor: [Alcoholism] this term only

#4 MeSH descriptor: [Alcoholic Intoxication] this term only

#5 MeSH descriptor: [Alcoholic Beverages] explode all trees

#6 alcohol™:ti,ab

#7 drink™:ti,ab

#8 drunk*:ti,ab

#9 intoxicat™:ti,ab

#10 binge*:ti,ab

#11 MeSH descriptor: [Alcoholics] this term only

#12 {or #1-#11}

#13 MeSH descriptor: [Child] explode all trees

#14 MeSH descriptor: [Infant] explode all trees

#15 MeSH descriptor: [Adolescent] this term only

#16 MeSH descriptor: [Students] this term only

#17 (youth* or juvenile* or adolescen™ or teen* or schoolchild* or girl* or boy* or minor*):ti,ab

#18 (young* near/2 (adult* or people or person*)):ti,ab
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#19 (early near/2 adult*):ti,ab

#20 {or #13-#19}

#21 intervention*:ti,ab

#22 educat*:ti,ab

#23 promot*:ti,ab

#24 adverti*:ti,ab

#25 campaign*:ti,ab

#26 (mass near/2 media):ti,ab

#27 (prevention near/5 (primary or secondary or universal or selective or target* or indicated)):ti,ab
#28 MeSH descriptor: [Education] explode all trees

#29 MeSH descriptor: [Health Education] this term only

#30 MeSH descriptor: [Patient Education as Topic] this term only

#31 {or #21-#30}

#32 {and #12, #20, #31}

ERIC search strategy:

Separate searches in title, abstract, and subject headings fields

Random* or trial* or ((singl* or doubl* or trebl* or tripl*) near/5 (blind* or mask*)) or placebo* or groups or “research design”
Alcohol* or drink* or drunk* or intoxicat* or binge*

youth* or juvenile* or adolescen* or teen* or schoolchild* or girl* or boy* or minor* or (young near/2 (adult* or people* or person*)) or
(early near/2 adult*)

intervention* or educat® or promot* or adverti* or campaign® or (mass near/2 media) or (prevention near/5 (primary or secondary or
universal or selective or target* or indicated))

ICTRP search strategy:

- Simple search - does not work as search engine strips away search sets
- Advanced search - form is setup to search in specific fields/elements
Condition field - Alcohol* or drink* or drunk* or intoxicat* or binge*

Intervention field - intervention* or educat* or promot* or adverti* or campaign* or (mass and media) or (prevention and (primary or
secondary or universal or selective or target* or indicated))

ClinicalTrials.gov search strategy - used Advanced Search screen. Truncation not permitted

- (Alcohol OR alcohols OR alcoholic OR alcoholism OR drink OR drinks OR drunk OR drunks OR intoxicate OR intoxicated OR binge OR
binges OR Binger)

- (Youth OR youths OR juvenile OR juveniles OR adolescence OR adolescent OR adolescents OR teen OR teenager OR teenagers OR school-
child OR schoolchildren OR girl OR girls OR boy OR boys OR minor OR minors OR young OR early adult OR early adults)

GOOGLE SCHOLAR search strategy - 260 character field length limit
Searched for:

(alcohol* or drunk* or intoxicated* or binge* or drunk*) and (youth* or juvenile* or adolescent* or teen* or school child* or girl* or
boy* or minor* or (young and (adult* or people* or person*)) or (early and adult*)
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Appendix 2. Criteria for risk of bias assessment

(Continued)

Item Judgement Description

1. Random sequence generation (selection Low risk The investigators describe a random component in the se-

bias) quence generation process such as: random number table;
computer random number generator; coin tossing; shuffling
cards or envelopes; throwing dice; drawing of lots; minimisa-
tion.

High risk The investigators describe a non-random component in the se-
quence generation process such as: odd or even date of birth;
date (or day) of admission; hospital or clinic record number;
alternation; judgement of the clinician; results of a laboratory
test or series of tests; availability of the intervention.

Unclear risk Insufficient information about the sequence generation process
to permit judgement of low or high risk.

2. Allocation concealment (selection bias) Low risk Investigators enrolling participants could not foresee assign-
ment because 1 of the following, or an equivalent method, was
used to conceal allocation: central allocation (including tele-
phone, web-based randomisation); sequentially numbered,
opaque, sealed envelopes.

High risk Investigators enrolling participants could possibly foresee as-
signments because 1 of the following methods was used: open
random allocation schedule (e.g. a list of random numbers); as-
signment envelopes without appropriate safeguards (e.g. en-
velopes were unsealed or nonopaque, envelopes were not se-
quentially numbered); alternation or rotation; date of birth; any
other explicitly unconcealed procedure.

Unclear risk Insufficient information to permit judgement of low or high
risk; this is usually the case if the method of concealment is not
described or is not described in sufficient detail to allow a de-
finitive judgement.

3. Blinding of participants and providers Low risk Blinding of participants and key study personnel ensured, and
(performance bias) unlikely that blinding could have been broken.

High risk No blinding or incomplete blinding, and the outcome is likely to
be influenced by lack of blinding.

Blinding of key study participants and personnel attempted,
but likely that the blinding could have been broken, and the
outcome is likely to be influenced by lack of blinding.

Unclear risk Insufficient information to permit judgement of low or high
risk.

4. Blinding of outcome assessor (detection Low risk Blinding of outcome assessment ensured, and unlikely that the
bias) blinding could have been broken.

High risk No blinding of outcome assessment, and the outcome mea-
surement is likely to be influenced by lack of blinding.

Family-based prevention programmes for alcohol use in young people (Review) 161
Copyright © 2019 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



- Coch rane Trusted evidence.
= . Informed decisions.
- Li b ra ry Better health.

Cochrane Database of Systematic Reviews

(Continued)

Blinding of outcome assessment, but likely that the blinding
could have been broken, and the outcome measurement is like-
ly to be influenced by lack of blinding.

Unclear risk

Insufficient information to permit judgement of low or high
risk.

5. Incomplete outcome data (attrition bias) Low risk
for all outcomes except retention in treat-
ment or dropout

No missing outcome data.

Reasons for missing outcome data unlikely to be related to true
outcome (for survival data, censoring unlikely to be introducing
bias).

Missing outcome data balanced in numbers across intervention
groups, with similar reasons for missing data across groups.

For dichotomous outcome data, the proportion of missing out-
comes compared with observed event risk not enough to have
a clinically relevant impact on the intervention effect estimate.

For continuous outcome data, plausible effect size (difference
in means or standardised difference in means) among missing
outcomes not enough to have a clinically relevant impact on
observed effect size.

Missing data have been imputed using appropriate methods.

All randomised participants are reported/analysed in the group
they were allocated to by randomisation irrespective of non-
compliance and co-interventions (intention to treat).

High risk

Reason for missing outcome data likely to be related to true
outcome, with either imbalance in numbers or reasons for
missing data across intervention groups.

For dichotomous outcome data, the proportion of missing out-
comes compared with observed event risk enough to induce
clinically relevant bias in intervention effect estimate.

For continuous outcome data, plausible effect size (difference

in means or standardised difference in means) among missing

outcomes enough to induce clinically relevant bias in observed
effect size.

‘As-treated’ analysis done with substantial departure of the in-
tervention received from that assigned at randomisation.

Unclear risk

Insufficient information to permit judgement of low or high risk
(e.g. number randomised not stated, no reasons for missing da-
ta provided; number of dropouts not reported for each group).

6 Selective reporting (reporting bias) Low risk

The study protocol is available and all of the study’s pre-spec-
ified (primary and secondary) outcomes that are of interest in
the review have been reported in the prespecified way.

The study protocol is not available but it is clear that published
reports include all expected outcomes, including those that
were prespecified (convincing text of this nature may be un-
common).

High risk

Not all of the study’s prespecified primary outcomes have been
reported.
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(Continued)

One or more primary outcomes are reported using measure-
ments, analysis methods, or subsets of the data (e.g. subscales)
that were not prespecified.

One or more reported primary outcomes were not prespecified
(unless clear justification for their reporting is provided, such as
an unexpected adverse effect).

One or more outcomes of interest in the review were reported
incompletely so that they cannot be entered in a meta-analysis.

The study report fails to include results for a key outcome that
would be expected to have been reported for such a study.

Unclear risk Insufficient information to permit judgement of low or high
risk.

7. Other bias Low risk No difference in important co-variates (e.g. gender, alcohol
use) between study groups at baseline.

No risk of contamination of programme effects (e.g. randomisa-
tion at school level of geographically dispersed schools).

High risk Baseline between study group imbalance in important co-vari-
ate/s such as gender or alcohol use.

Contamination of programme effects (e.g. clusters of students
randomised to experimental or control programme within 1
school).

Unclear risk Insufficient information to permit judgement of low or high risk
for confounding or contamination.
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DIFFERENCES BETWEEN PROTOCOL AND REVIEW
Through the conduct of the review, several minor modifications were made to planned methodological processes.

The protocol stated that we would describe missing data and all forms of attrition for each included study in the 'Risk of bias’ table, and we
would discuss the extent to which missing data could impact the conclusions of the review. Also, it was stated that missing data would be
treated according to whether data were 'missing at random’ or 'not missing at random’. In relation to the former, the main option was to
analyse available data and ignore missing data. In the review, we in fact included information about attrition in the characteristics tables
and in most cases used data to which multiple imputation or other treatment of missing data had been applied.

The protocol also stated that we would assess risk of performance and detection bias separately for objective and subjective outcomes.
All outcomes reported were in fact subjective (self-reported) measures, and as such no risk of bias assessments are reported in association
with objective measures.

Also, the protocol stated that for data not missing at random (e.g. participants who do not experience positive outcomes failing to com-
plete follow-up assessments), imputation will be used to generate replacement values. When imputing missing dichotomous data, we
will assume that missing data are negative (e.g. the participant demonstrated high-risk behaviour). When imputing missing continuous
data, we will use a ’last observation carried forward’ approach. Some relevant studies may fail to provide summary data (e.g. standard
deviations). When this occurs, we will, if possible, obtain these data by performing calculations outlined in the Cochrane Handbook for
Systematic Reviews of Interventions (Higgins 2011). In the review, it was not necessary to impute missing data. Most included studies re-
ported already have done so or have otherwise handled missing data. We minimised data manipulation to conversion of published data
into standard form for analysis (SEM and Cl).

INDEX TERMS

Medical Subject Headings (MeSH)

*Family Health; *Family Therapy [methods]; *Program Evaluation; Alcohol Drinking [epidemiology] [*prevention & control]; Prevalence;
Randomized Controlled Trials as Topic

MeSH check words
Adolescent; Child; Child, Preschool; Humans
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